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[bookmark: _Toc416176681][bookmark: _Toc417627472][bookmark: _Toc417642611][bookmark: _Toc418958420]Section 1 – RFP Purpose and Background
[bookmark: _Toc416176682][bookmark: _Toc417627473][bookmark: _Toc417642612][bookmark: _Toc418958421]1.1 Purpose
This Scope of Work is part of a Request for Proposals (RFP) for vendors to deliver high quality healthcare services for the Iowa Medicaid, Iowa Health and Wellness Plan and Healthy and Well Kids in Iowa (hawk-i) programs. The State intends to contract on a statewide basis with a minimum of two (2) to four (4) contractors with a demonstrated capacity to coordinate care and provide quality outcomes for the Medicaid and Children’s Health Insurance Program (CHIP) populations. The program will enroll the majority of the Iowa Medicaid and CHIP populations and will also provide services for individuals qualifying for Iowa Department of Public Health (IDPH) funded substance use disorder services. The Contract(s) resulting from this RFP process will be for an initial three (3) year term, with two (2) optional two (2) year extensions at the discretion of the Iowa Department of Human Services (“Agency”).
[bookmark: _Toc416176683][bookmark: _Toc417627474][bookmark: _Toc417642613][bookmark: _Toc418958422]1.2 Goals
Through this program, the Agency seeks to improve the quality of care and health outcomes for Medicaid and CHIP enrollees while leveraging the strength and success of current DHS initiatives. The program has been designed to emphasize member choice, access, safety, independence, and responsibility. Program contractors shall provide high quality healthcare services in the least restrictive manner appropriate to a member’s health and functional status. Contractors shall be responsible for delivering covered benefits, including physical health, behavioral health and long-term services and supports (LTSS) in a highly coordinated manner. The program is intended to integrate care and improve quality outcomes and efficiencies across the healthcare delivery system, in turn decreasing costs through the reduction of unnecessary, inappropriate, and duplicative services.
Attachment 5 Question:
Please explain how you propose to execute Section 1 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. To the extent that a more detailed description of your qualifications and relevant experience for this section is described in more detail later in your proposal, a brief summary will suffice.
UnitedHealthcare Plan of the River Valley, Inc. (d.b.a. UnitedHealthcare Community Plan of Iowa, hereinafter referred to as UnitedHealthcare) commends the Iowa Department of Human Services (Agency) and the office of the Governor on their commitment to implementing comprehensive   transformation to the state of Iowa’s (the State’s) health care delivery system. The Iowa High Quality Healthcare Initiative lays the foundation for Iowa to continue offering quality, comprehensive care now and into the future. In addition, moving to a full managed care model will enable stability and efficiency in Iowa’s Medicaid budget to serve more individuals and achieve better outcomes. 
UnitedHealthcare is excited to be part of the evolution in Iowa. We have 33 years of experience providing managed care services for 5.1 million low-income and frail and/or vulnerable individuals, including 2.7 million children in 23 states. We are one of the nation’s leading Medicaid managed care plans, and have served the children in the Healthy and Well Kids in Iowa (hawk-i) program since 2000. We have firsthand experience in the changes and transformation of health care delivery across all populations and in every state across the country. In Iowa, we provide health benefits to more than 490,000 members—including more than 9,000 hawk-i members—and have operated health plans in Iowa since the 1980s. We are committed to expanding services and improving health care quality in support of the Agency’s healthiest state initiative and the goals and integration strategies for the Iowa High Quality Healthcare Initiative.
Leveraging the depths of our nationwide experience as well as our history serving Iowa, we are poised to offer innovative integrated care programs and services that will maximize the long-term viability, success and value of the Iowa High Quality Healthcare Initiative and the members and providers we serve. Through our numerous contracts, our local and national resource teams have been working closely with federal and state officials across the country to implement strategies to support the transformation of health care delivery that have demonstrated effectiveness. 
We have a proven track record of successfully implementing integrated health care approaches in several states similar in size and scope to the Iowa High Quality Healthcare Initiative:
Kansas: Through the KanCare Managed Care program, UnitedHealthcare provides comprehensive care for individuals enrolled in Temporary Assistance for Needy Families (TANF), the Children’s Health Insurance Program, aged, blind and disabled and long-term services and supports (LTSS) programs. Multiple waiver populations include the frail elderly, physically disabled and individuals with developmental disabilities. We coordinate a range of services, including medical, behavioral health (BH), home and community-based services (HCBS), pharmacy, dental, vision and non-emergency medical transportation (NEMT). 
New Mexico: The State transitioned to an integrated model of care under its new Centennial Care Program January 1, 2014. Through this program, UnitedHealthcare supports the needs of Centennial Care members through an integrated care model offering specialized and routine BH services. Our Centennial Care membership includes individuals with a broad spectrum of BH needs ranging from co-occurring disorders, serious mental illness (SMI), serious emotional disturbance (SED), addictions, residential treatment and outpatient care, to needs that can be addressed by the individual’s PCP. Populations include families/children; individuals with dual diagnosis; aged, blind and disabled (ABD); and individuals receiving LTSS.
Tennessee: As part of a comprehensive Medicaid managed care contract in Tennessee, we deliver integrated services statewide covering more than 471,000 members. TennCare Medicaid provides services to all mandatory Medicaid eligibility groups and some categorically and medically needy voluntary groups, including children, pregnant women, the aged and individuals with disabilities. Contracted services include inpatient hospital, physician, outpatient hospital, ambulance, physical therapy, nursing care, speech therapy, DME, home health care, hospice, hearing, vision, LTSS, BH and NEMT. So far in 2015, our community health workers made 4,292 visits to members across the country
We provide LTSS to 250,000 members in 12 states
In the last 12 months, we moved 1,109 people out of nursing homes and back into their community.
UnitedHealthcare employees donated a record 487,000 hours of volunteer service in 2014 and 2.2 million volunteer hours since 2007, equaling a value of $47.1 million. 
In 2014, employee pledges combined with the match from United Health Foundation totaled more than $20 million, up 10 percent over 2013.

We are committed to collaborating with Iowa health policy leaders and providers to ensure Iowa can meet current challenges and capitalize on opportunities now and in the future to improve the efficiency and value of health care for Iowans. As part of this commitment, we will provide exceptional service through innovative programs, and unmatched capacity to manage and coordinate the services requested in this procurement. We are the largest provider of LTSS and one of the largest Medicaid providers nationally. This experience, together with our recent successful managed care implementations positions us to successfully transition Iowa to a similar program. 
We are committed to a strong local presence and to delivering high-quality services to our members, providers, communities and the Agency. We have built a comprehensive staffing plan based on our experience executing full-risk managed care contracts across the country. We will be 100 percent ready by go-live and have key staff in place to support implementation.
Throughout our proposal, we will offer examples of how we are fostering person-centered integrated care, including medical and health homes and coordinated care for diverse populations, with demonstrated success. We describe throughout our proposal how we provide innovative, high-quality and cost-effective services through our participation thus far in Iowa and elsewhere around the country. We are excited to expand our partnership and be part of the evolution in Iowa.
Strategies to Integrate Delivery of Care across the Health Care System
We are part of a broader enterprise known as UnitedHealth Group, which also operates Optum Behavioral Solutions. Collectively, our enterprise has extensive knowledge in Medicaid medical, BH, substance use disorder (SUD) treatment, LTSS and social supports. Because we are part of the same enterprise, we work together seamlessly to integrate all benefits for our members. 
Through our extensive experience integrating health care services in other markets, we have learned the value of members feeling engaged in their own health care and empowered to make informed decisions for themselves and their families. For Iowa, we will work with the Agency and stakeholders to deploy proven strategies that coordinate and integrate physical health, BH and LTSS to ensure whole health delivery. Our model emphasizes prevention, continuity of care, personal responsibility and coordination of care, which advocates for and links individuals to services, as necessary, across providers and settings. 
Our integration strategies include building on state-specific policy and marketplace characteristics and structuring realistic pathways forward to navigate change in concert with the State, providers and members. For the member, our case managers and interdisciplinary teams will be singularly focused on tailoring the member’s health care experience by knowing who they are, what they need and which tools would help them the most. 
When expanding services to new populations in a market such as Iowa where we have existing operations, we draw on the experience of our local health plans and build on our local experience with insight and assistance from our other states that serve the same populations we will be serving. In Iowa, we have appointed key executive staff including contract administrator/chief executive officer (CEO) Kathleen Mallatt who will be accountable for developing and implementing integrated care for the Iowa High Quality Healthcare Initiative and brings in-depth knowledge and experience of Iowa’s health care delivery system. Successful implementation of our integrated service delivery model for similar populations in other markets including our Arizona, Florida, Kansas and Texas Medicaid markets, have helped to shape our strategies for the Iowa High Quality Healthcare Initiative.
Our local approach, with national support, ensures the initial and ongoing integration of service delivery across the health care delivery system.
Improving Quality Outcomes and Efficiencies
Our mission is to help people live healthier lives. A critical component of this mission is improving quality outcomes by ensuring effective diagnosis and treatment based on evidence-based protocols and guidelines, monitoring key quality metrics and applying continuous quality improvement methods. 
For Iowa, we will bring proven experience from our implementations in New Mexico, Kansas and Texas that includes creative solutions for addressing rural access challenges. We will fulfill the Agency’s goal of improved quality of care for members by delivering value and innovative performance and by providing high-quality systems and supportive services that allow members to take increased responsibility for their health care. 
Decreasing Costs through the Reduction of Unnecessary, Inappropriate and Duplicative Services 
The greatest opportunity to reduce waste in Iowa involves reducing adverse events such as readmissions, unnecessary ER visits, improving access to care, providing care coordination for the highest cost members, reducing redundancy in health care system utilization and assuring appropriate site of care for member acuity. The following are two examples of initiatives that have reduced costs in other states through the reduction of unnecessary, inappropriate and duplicative services. 
We developed a pilot with Children’s Hospital of New Orleans to obtain near real-time data, such as ER diagnosis and admission, discharge and transfer (ADT) information. Using this data, we use an ER health coach to work with members who have low-level ER diagnoses. The health coach contacted the members post-ER visit to discuss alternatives to visiting the ER, such as contacting NurseLine, visiting their PCP or going to an urgent care facility. The health coach also stressed that the use of the ER is a source for emergency care only. As a result of this pilot, we saw a 28.3 percent reduction in ER utilization and overall costs for the last six months of 2013, compared to the first six months of the year.
A Medication Therapy Management (MTM) program was implemented in our Florida Medicaid plan in September 2014. In just the first six months since inception, 584 comprehensive medication reviews (CMRs) were provided to high-risk members with more than 3,700 safety, adherence and omission alerts. These alerts are addressed directly with members by their community pharmacist in most cases. These consultations lead to better adherence, elimination of unnecessary or duplicative medications, and opportunities for members to be educated about their medications and the conditions they treat. Because the members’ community pharmacists are engaged to provide MTM services, the pharmacist/patient relationship is strengthened by capitalizing on the existing trust the member has in the health care professional that they come in contact with most often.
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1.4.1 Federal and State Laws and Regulations
The Contractor must meet all applicable requirements under all Federal and State laws and regulations including title VI of the Civil Rights Act of 1964; title IX of the Education Amendments of 1972 (regarding education programs and activities); the Age Discrimination Act of 1975; the Rehabilitation Act of 1973; and the Americans with Disabilities Act; and Section 1903(m) and 1932 of the Social Security Act, as well as the implementing regulations set forth in 42 CFR 438, as may be amended. The Contractor shall observe and comply at all times with all, then current, Federal and State Law related to or affecting this RFP or the Contract, including any Law that may be enacted during the term of this RFP or the Contract. In addition, the Contractor must ensure compliance with all applicable Federal and State Law pertinent to member confidentiality and rights and ensure that its staff, network providers and subcontractors take those rights into account when furnishing services to members. It is the Contractor’s responsibility to remain aware of changes in Federal and State Laws and Regulations as they affect the Contractor’s duties and responsibilities under this RFP or the Contract. In the event of a conflict between any Law and this RFP or the Contract, the Law shall govern the agreement, but all remaining terms and conditions of the Contract shall remain unchanged.
We maintain full compliance with all applicable federal and state laws and regulations including all those listed above. UnitedHealthcare attorneys partner with UnitedHealth Group’s State Government Affairs staff to track proposed legislation at both the federal and state levels, including both statutory and regulatory enactments. Well-established procedures ensure timely analysis and dissemination of compliance requirements in each of our states and markets. The Iowa compliance officer, Kari Plagge, who works closely with local and national government relations staff, is ultimately responsible to ensure that the Contractor is aware of and compliant with all legal requirements.
Attachment 5 Question (1.4 General Contractor Responsibilities):
1. Indicate your ability to comply with all Federal and State Laws and Regulations that may affect this Contract.
1.4.2	Qualifications 
The Contractor, and any proposed subcontractor(s), must be experienced in the business of furnishing Medicaid and CHIP capitated services comparable in size and complexity to that specified herein. At a minimum, the contractors selected for this work will need to demonstrate how they will:
UnitedHealthcare brings broad experience providing capitated services to markets similar in size and complexity to Iowa. For example, we furnish LTSS to more than 250,000 members in 12 states. We serve more than 4.4 million Temporary Assistance to Needy Families (TANF) members in 21 states.  We provide Children’s Health Insurance Program (CHIP) services to 267,000 members in 14 states. Finally, our Dual Eligible Special Needs Plan (D-SNP) program serves 202,000 members in 12 states and the District of Columbia.
Attachment 5 Question (1.4 General Contractor Responsibilities):
2. Summarize how you are qualified to provide the services listed in Section 1.4.2
1.4.2.1	Work with existing and additional provider networks and stakeholders to successfully meet the needs …
We work with several states to provide comprehensive capitated services under Medicaid and Human Services programs, especially in the context of State Innovation Models and other global payment and delivery system reforms. Based on this experience, we know that meeting member’s diverse needs across all age groups requires special efforts to build provider and stakeholder relationships that will be key to delivering high-quality cost-effective services under capitated arrangements.
Through our commercial, Medicare, TRICARE and hawk-i lines of business, we have decades of experience building relationships with providers in Iowa. Moving forward under the Iowa High Quality Healthcare Initiative, we recognize the importance of building on existing provider relationships and fostering close working alliances with additional community-based providers and stakeholders. We must also work with existing and new Medicaid providers in our network to build capacity for effective team-based care and care coordination. We will set priorities specific to populations and the services they require, then rely on established outreach and communication mechanisms within our Iowa health plan operation (e.g., our advisory groups, surveys, member services and provider relations staff) to determine how best to construct our networks and services and monitor how the needs of our diverse member populations are met. 
1.4.2.2	Manage all statewide physical, LTSS and behavioral health services for Iowa residents who meet the …
We have extensive experience managing a wide array of services, including physical health, BH and LTSS across diverse populations including children, adults, pregnant mothers, aged/blind/disabled, individuals with intellectual or developmental disabilities, dual eligible individuals and foster children. In addition to fully integrated Medicaid plans, we currently operate LTSS programs in 12 states covering services from nursing facility care to homemaker services. We have the capability and the experience to effectively manage these services in Iowa. We also provide value-added services such as our Baby BlocksTM and JOIN for MESM programs, both of which support Iowa’s Healthiest State Initiative and focus on instilling healthy living habits and practices early in life. 
In addition, our quality management, disease management and utilization management (UM) programs will drive improved outcomes and efficiencies. Our experience, programs and services position us as the best choice to manage integration of a diverse array of services provided by a diverse set of providers—all specific to the various Medicaid populations. 
1.4.2.3	Operate in a manner that results in eligible individuals receiving services that are timely and effective …
We use integrated person-centered care that promotes timely access and verifies members receive timely recommended preventive and medically necessary follow-up treatment and services. This care provides the member, caregivers, medical consenters and the Agency seamless, one-stop access to clinical and administrative services and supports that meet the member’s needs. For example, we connect the member to his/her primary care provider (PCP) and community-based case manager who provide a focused level of care to identify and close gaps. Ultimately, the goal is to earn trust from our members over time to give them the tools and guidance necessary to be engaged and empowered to make their own health care decisions. 
1.4.2.4 Establish a comprehensive, accessible provider network that offers a choice of providers in all areas …
Our network development plan is an all-inclusive strategy where we continue to offer participation in our network to any willing and qualified providers throughout Iowa. Our goal is to provide a comprehensive array of all provider and facility types to serve all eligible Iowa High Quality Healthcare Initiative members and meet the full range of their physical health and BH care needs within easy access of their homes. We have the network knowledge and tools to maintain and monitor our provider network in compliance with the Iowa High Quality Healthcare Initiative requirements and have an excellent record recruiting and retaining a comprehensive network of local providers to support Iowa residents in our commercial, Medicare, TRICARE and hawk-i programs., We also have the experience and commitment to build a comprehensive network to fully support LTSS across Iowa. 
We will continue to expand our network before the contract start date. Our network development plan meets or exceeds the Agency’s requirements for both network access and managed care benefit coverage.
1.4.2.5	Offer a coordinated array of services to eligible individuals.
Our approach to offering a coordinated array of services is to provide cost-effective, quality care through a comprehensive service delivery system that identifies members who will most benefit from intensive care coordination and coordinates that care as part of integrated physical health, BH, LTSS and social services. We have experience differentiating members based on their needs and providing the appropriate care coordination (face-to-face and telephonic communication) based on those needs.
With state-of-the-art IT system and data analytic supports, care coordination is operationalized across multiple internal departments and with external providers and community-based stakeholders. Our model incorporates data analyses; coordinated UM, quality management (QM) and clinical operations; targeted care coordination programs; accountable care communities (ACCs); provider engagement programs; and service coordination technologies to provide members with access to optimal care—the right care, from the right providers, in the right place, at the right time.
As we expand populations and services, we will coordinate across the health Iowa populations to include integrated physical and BH as well as supportive community-based services. 
1.4.2.6	Improve the quality of care provided to members.
UnitedHealthcare is committed and has a proven track record of improving the quality of care and services we provide to our members. A critical component of our mission is ensuring effective diagnosis and treatment based on evidence-based protocols and guidelines, monitoring of key quality metrics and application of continuous quality improvement methods. Our quality management program objectively monitors, systematically evaluates and effectively improves the quality and safety of clinical care and quality of services provided to members. 
1.4.2.7	Improve outcomes across the healthcare delivery system.
UnitedHealthcare’s adoption of the Institute for Healthcare Improvement (IHI)’s triple aim—better health outcomes, improved care experience and lower costs of care—guides our commitment to person-centered care, which is essential to improving the health and well-being of individuals, families and communities. To help us achieve the goals of the triple aim, we have developed holistic, person-centered, recovery-oriented care model that addresses medical, behavioral and social needs. We pair that focus with member and provider incentive models that incent high-quality care and behavior, improving health outcomes across the system. 
Our care model provides cost-effective, quality care through a comprehensive service delivery system that identifies members who will most benefit from intensive care coordination and coordinates integrated physical health, BH, LTSS and social services. We share with Iowa the desire to implement value-based payment methodologies that reward providers who deliver high-quality, cost-effective care rather than volume fueled by fee-for-service (FFS) reimbursement methodologies. To support this vision, we will implement value-based payment models aligned with improving the patient experience and quality of care while remediating avoidable medical expense and reducing total cost of care. For more than 20 years, we have successfully implemented innovative value-based contract models across our diverse lines of business to achieve similar goals and improve health outcomes across the health care delivery system. More detail on these programs is found in Section 10.
We also fully support Iowa’s Healthiest State Initiative goal of helping Iowans and their communities to improve their health and happiness. Our strategy to address this goal includes a variety of programs that promote personal responsibility. Our programs include education on care, tests and treatment needed based on clinical guidelines as well as incentives for accessing needed care. Our experience demonstrates that both financial and non-financial member incentives work most effectively as a component of a holistic quality improvement (QI) strategy that also addresses members’ social and environmental barriers to care, provider access and availability, and health outreach and education which ultimately improve health outcomes. We provide more details in Section 10 of our response. 
1.4.2.8	Ensure the delivery of services to members that are readily accessible and provided in the least …
During our comprehensive functional assessment, our community-based case managers identify individual goals based on member-identified needs and facilitate community and natural support. The goal of our program is to help members stay independent and functional and in an integrated and least-restrictive setting by taking a holistic approach to health care and emphasizing practical programs to improve our members’ living circumstances as well as their health. 
We have strong nursing facility diversion and transition programs in the states in which we provide LTSS. Our overarching goal is focused on the member’s needs and goals and provides the necessary supports for the member to live in the most integrated/least-restrictive setting possible. 
1.4.2.9	Provide all covered benefits and administrative functions as required in the RFP.
One of our greatest strengths is our experience working with large state contracts and successfully providing the kind of comprehensive scope of Medicaid benefits Iowa seeks. Our administrative operations are well established and proven through our successful track record of complying with extensive contract requirements. 
1.4.2.10 Operate in a manner that promotes efficiency in the service delivery system while offering the highest …
UnitedHealthcare is committed to delivering all covered benefits in a manner that promotes the highest quality outcomes most efficiently. This includes benefits and services provided by our provider network as well as direct and subcontracted staff. Our subcontractors work with us to evaluate health care delivery and outcomes; assure standards are met to ensure uniformity and cost-effective service; and understand the importance of program oversight and monitoring to identify and eliminate fraud, waste and abuse and assure the provision of service excellence in accordance with contractual requirements. Our oversight processes have improved subcontractor performance and member and provider services. 
1.4.2.11 Coordinate, integrate and be accountable for all services proposed.
We are an integrated organization with experience managing the services necessary to meet the Iowa High Quality Healthcare Initiative requirements, including medical, BH, LTSS, pharmacy and NEMT. Through our local leadership team, we will be accountable for all benefits and services included in this contract and will ensure that all benefits and services are delivered in a coordinated, integrated manner.
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The State shall seek waiver authority(s) from the Centers for Medicare and Medicaid Services (CMS) to operate this program. The Contractor shall comply with any modifications to this RFP and subsequent Contract resulting from the waiver approval process. In the event that CMS denies the waiver request(s) prior to Contract award or signature, the State shall be under no obligation to award a Contract(s) as a result of this RFP. In the event that CMS denies the waiver request(s) following Contract award and signature, the Agency may terminate the Contract immediately in writing to the Contractor without penalty. In the event of a termination under this section, the Agency shall not be liable or required to compensate the Contractor for any work performed or expenses incurred prior to termination.
UnitedHealthcare understands and will comply with any modifications to this RFP and subsequent Contract resulting from the waiver approval process. 
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Attachment 5 Question: 
Please explain how you propose to execute Section 2 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.
We understand and will execute all the elements in Section 2 in their entirety. We describe below how we propose to execute these services and present our relevant experience for doing so. 
Executing General and Administrative Requirements for Iowa
UnitedHealthcare brings to the Iowa High Quality Healthcare Initiative 33 years of national experience supporting the populations covered by Medicaid. We are a known, trusted adviser with innovative tools and national commitment. We provide services to 5.1 million low-income and medically fragile members in 23 states. We cover more than 9,000 hawk-i members and more than 483,000 other Iowans (served by our 415 Iowa-based employees) through our other health care lines of business, including: 
Employer & Individual: 405,809
Medicare & Retirement: 39,353
Military & Veterans (TRICARE): 38,325
Our financial strength enables us to be a dependable partner to Iowa. Fortune magazine’s annual issue lists the top 500 companies in the United States and ranks UnitedHealth Group as #14 in 2014, up three spots from 2013. In addition, UnitedHealth Group has been named #1 for Innovation in its category for five years in a row in Fortune’s annual Most Admired Companies survey. UnitedHealth Group’s full-year 2014 revenues of $130.5 billion grew $8 billion or 7 percent year over year. UnitedHealthcare’s growth was led by strength in the public and senior sectors, which grew organically to serve more than 1.3 million additional people.
Our proposed design includes a local team of seasoned leaders led by Ms. Mallatt, who is responsible for the administration and management of all aspects of the contract. We select key management personnel listed in the scope of work because of their longstanding leadership in managed care operations, expertise and performance in Medicaid program management and experience with the Medicaid population. We bring experience from across the country and the expertise the State seeks. In addition, we will draw on our national program expertise but will deploy local solutions and build on existing relationships.
We have extensive experience implementing statewide managed care systems and fully understand the challenges involved and the critical nature of a fully trained workforce to implement the program from day one. We understand the need to gather information on the populations we serve and the unique nature of each market; as a result, our training programs focus on technical expertise, on cultural competency considerations and on state-specific challenges, including access to care in rural communities. We currently have an office at 1089 Jordan Creek Parkway, West Des Moines, IA 50266, and we will expand our in-state operation to meet the requirements/needs of the Iowa High Quality Healthcare Initiative. 
We look forward to working with the Iowa Department of Workforce Development to provide opportunities to Iowans who are seeking employment, particularly veterans, as we hire staff to fill the positions we will create in Iowa. 
As a current stakeholder in Iowa, we are committed to serve all individuals enrolled in the Iowa High Quality Healthcare Initiative and to help the Agency realize its stated outcomes and program goals. We have reliable collaborative transition models for moving state health care delivery systems from FFS to statewide managed care. We are well positioned to support the Iowa High Quality Healthcare Initiative with a robust network, seasoned staff and proven processes. We can deploy national capabilities locally and bring our value to the Iowa market. We are committed to higher satisfaction, better quality and lower cost to help Iowa achieve its goal of being recognized as the “Healthiest State in the Nation.” 
We are delighted to be part of this exciting statewide program. The services you seek fall squarely within our core competencies. We are experienced and ready to expand our service in Iowa to the populations enrolled in this program. 
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Prior to the Contract effective date, the Contractor must be licensed and in good standing in the State of Iowa as a health maintenance organization (HMO) in accordance with Iowa Administrative Code 191 Chapter 40. As a strategy to facilitate continuity of care for members who move between Medicaid and premium tax credit eligibility, the Contractor may, but is not required to be, a qualified health plan (QHP) issuer certified by the Iowa Health Insurance Exchange, as defined at 45 CFR 155.20.
Attachment 5 Question (2.1 Licensure/Accreditation): 
1. Indicate if you are currently licensed as an HMO in the State of Iowa. If you are not currently licensed, describe your plan to achieve licensure. 
UnitedHealthcare Plan of the River Valley, Inc., NAIC #95378 is currently licensed as an HMO and is in good standing in Iowa.
Attachment 5 Question (2.1 Licensure/Accreditation):
2. Indicate whether you are currently a qualified health plan (QHP) issuer certified by the Iowa Healthcare Exchange.
UnitedHealthcare Plan of River Valley, Inc., is not currently a qualified health plan (QHP) issuer certified by the Iowa Healthcare Exchange. We have filed to participate in the Iowa Healthcare Exchange in 77 counties for the Jan. 1, 2016 effective date.
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The Contractor must attain and maintain accreditation from the National Committee for Quality Assurance (NCQA) or URAC. If not already accredited, the Contractor must demonstrate it has initiated the accreditation process as of the Contract effective date. The Contractor must achieve accreditation at the earliest date allowed by NCQA or URAC. Accreditation must be maintained throughout the life of the Contract at no additional cost to the Agency. When accreditation standards conflict with the standards set forth in the Contract, the Contract prevails unless the accreditation standard is more stringent.
Attachment 5 Question (2.1 Licensure/Accreditation):
3. Indicate whether you are currently accredited by the NCQA. If you are not currently accredited, describe your plan to achieve accreditation. 
Our UnitedHealthcare Plan of the River Valley, Inc. license currently has NCQA accreditation for  Medicare and Medicaid in Tennessee and for our commercial products in Iowa, Illinois and Virginia. We will pursue interim accreditation for the Iowa High Quality Healthcare Initiative before January 2016, and are fully committed to achieving and successfully maintaining NCQA accreditation in the state for the full life of the Contract. Our Iowa plan is currently working with NCQA to finalize the date of our survey to achieve Interim status.
To demonstrate our commitment to quality health care, we build accreditation into our state programs, setting benchmarks and maintaining rigorous quality standards to improve care delivery and clinical practice, enhance customer service, seek better health outcomes and reduce medical costs. Today, 16 of our Medicaid health plans hold NCQA accreditation, and two additional plans are expected to attain accreditation by 2016.
Continuous Compliance
We have never experienced suspension or revocation of accreditation for any product in any state. NCQA conducts an annual reevaluation of the accreditation status of all accredited health plans in the nation based on the current year’s HEDIS and CAHPS results. Our national Quality Program for all UnitedHealthcare Community Plans also assures continuous compliance with NCQA accreditation standards. Our goal is to achieve and sustain successful accreditation for all our plans nationwide.
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Per 42 CFR 438.230, the Contractor is accountable for any functions and responsibilities that are delegated to a subcontractor, and is required to certify and warrant all subcontractor work. Prior to delegation, the Contractor shall evaluate the prospective subcontractor’s ability to perform the activities to be delegated, including firm and staff qualifications. All subcontracts must be supported by a written agreement that specifies the activities and reporting responsibilities delegated to the subcontractor and provides for revoking delegation or imposing other sanctions if the subcontractor’s performance is inadequate. The Contractor shall also ensure all written subcontracts meet the requirements of 42 CFR 434.6 and shall incorporate by reference the applicable terms and conditions of the Contract. The Contractor shall notify the Agency in writing of all subcontracts relating to Deliverables to be provided under this Contract prior to the time the subcontract(s) become effective. The Contractor shall submit for Agency review and approval subcontractor agreements for any subcontractor whose payments are equal to or greater than five percent (5%) of capitation payments under the Contract. However, the Agency reserves the right to review and approve any subcontracts, and all subcontracts shall be accessible to the Agency and provided within twenty-four (24) hours of request. The Agency may waive its right to review subcontracts. Such waiver shall not constitute a waiver of any subcontract requirement. Copies of any subcontractor agreements planned to be executed between a Contractor and any subcontractor(s) shall be included in the proposal. All material changes to the subcontractor agreement previously approved by the Agency must be submitted in writing to the Agency for approval at least sixty (60) days prior to the effective date of the proposed subcontract agreement amendment. The Agency shall have the right to request the removal of a subcontractor for good cause. Subcontractors shall be bound to the same contractual terms and conditions as the Contractor. 
All of our subcontracts are supported by a written agreement that specifies the activities and reporting responsibilities delegated to each subcontractor and provides for revoking delegation or imposing other sanctions if the subcontractor’s performance is inadequate. We will ensure all written subcontracts meet the requirements of 42 CFR 434.6 and will incorporate by reference the applicable terms and conditions of the Contract. We will adhere to the requests from the Agency, as noted in 2.2.1 Subcontractor Qualifications.
We do not have execution copies of subcontractor agreements at this time; however, we recognize and understand that all intended subcontractor agreements must be filed with the Agency prior to their effective date. 
Attachment 5 Question (2.2 Subcontracts):
1. Summarize your proposed subcontracts, including any with parent companies, and key work to be delegated under the subcontracted relationship.
Subcontractors
We are committed to providing the highest quality services to the Agency’s membership. While we deliver the majority of our services to our members and providers by UnitedHealth Group employees through a management services agreement with our affiliate United HealthCare Services, Inc., we subcontract certain services where we feel the subcontractor has expertise and experience in furnishing those services. For these, we maintain complete accountability and oversight for each subcontractor’s performance through Ms. Mallatt and the local Iowa leadership team.
While bringing the best of UnitedHealthcare to Iowa, we chose subcontractors—affiliates and other partners—with whom we have prior experience. We are confident they will provide the highest quality of care, services and support to our members; and will meet or exceed all contractual requirements. Through performance-based contracting and close oversight of direct and subcontracted functions, we are committed to affording high-quality health care and services to Iowa’s members.
We will subcontract for services for the Iowa High Quality Healthcare Initiative program, as shown below:
Affiliate Subcontractors
The affiliate subcontractor companies are owned by UnitedHealth Group. They are affiliates of UnitedHealthcare:
	 Subcontractor Name/Legal Entity
	 Mailing Address
	 Description of Key Work 

	Name: Optum Behavioral Solutions
Legal Entity: United Behavioral Health, Inc.
	425 Market Street 
14th Floor
San Francisco, CA 94105
	Provides UM for covered BH services, post-hospitalization planning and follow-up, BH case management, BH quality management, BH network management and development, BH call center services and BH claims processing and payment services

	Name: OptumHealth Care Solutions
Legal Entity: OptumHealth Care Solutions, Inc.
	6300 Olson Memorial Highway
Golden Valley, MN 55427
	Provides network access and credentialing services for physical therapy, speech therapy and occupational therapy, and chiropractic providers

	Name: OptumInsight
Legal Entity: Optum, Inc.
	13625 Technology Drive
Eden Prairie, MN 55344
	Conducts program integrity functions, including investigation and detection of fraud, waste and abuse; and data analytics

	Name: OptumRx
Legal Entity: OptumRx, Inc.
	2300 Main Street
Irvine, CA 92614
	Provides pharmacy benefits management services

	Name: United HealthCare Services
Legal Entity: United HealthCare Services, Inc.
	UnitedHealth Group Center
9900 Bren Road East
Minnetonka, MN 55343
	Provides administrative management services through a Management Services Agreement


Non-affiliated Subcontractors
The non-affiliated subcontractor companies are independent from UnitedHealth Group:
	Subcontractor Name/Legal Entity
	Mailing Address
	Description of Key Work

	Name: Altegra Health
Legal Entity: Altegra Health, Inc.
	1550 Utica Avenue
Minneapolis, MN 55416
	Offers quality performance solutions, and provides continuous member engagement and quality measurement tools to ensure appropriate and satisfactory levels of care

	Name: Arvato Bertelsmann
Legal Entity: Bertelsmann SE & Co. 
	108 Monticello Road
Weaverville, NC 28787
	Prints directories and member materials 

	Name: Burke 
Legal Entity: Burke, Inc.
	500 West 7th Street
Cincinnati, OH 45203
	Conducts primary qualitative and quantitative research—to include telephone surveys that evaluate member satisfaction with health management and wellness programs

	Name: CareCore National
Legal Entity: CareCore National, LLC
	400 Buckwalker Place 
Boulevard
Bluffton, SC 29910
	Conducts services to manage outpatient advanced radiology and cardiology benefits by targeting utilization and quality. Advanced radiology modalities under the program are magnetic resonance imaging (MRI), magnetic resonance angiogram (MRA), computed tomography (CT)—including contrast and three dimensional identity (3DI), positron emission topography (PET) and nuclear medicine

	Name: Center for the Study of Services (CSS) 
Legal Entity: Center for the Study of Services
	1625 K Street NW 
8th Floor 
Washington, DC 20006
	Is a non-profit, NCQA-certified, full-service survey research firm that conducts health care-focused research, analysis, reporting and surveys, such as HEDIS and CAHPS surveys

	Name: DialAmerica
Legal Entity: DialAmerica, Inc.
	960 Macarthur Boulevard
Mahwah, NJ 07495
	Provides outbound call center resources to survey providers regarding access and availability

	Name: EPIC Hearing Healthcare
Legal Entity: Ear Professionals International Corp.
	3191 W. Temple Avenue
Suite 200
Pomona, CA 91768
	Provides a national network of hearing health care physicians and audiologists

	Name: Fiserv
Legal Entity: Fiserv, Inc.
	255 Fiserv Drive
Brookfield, WI 53045
	Offers award-winning solutions for mobile/online banking, payments, risk management, data analytics and core account processing—to include identification cards

	Name: HealthStar
Legal Entity: HealthStar, EVV LLC
	2068 Lakeside Centre Way
Knoxville, TN 37922
	Provides electronic visit verification services

	Name: Language Line
Legal Entity: Language Line Services, Inc.
	1 Lower Ragsdale Drive
Building 2
Monterey, CA 93940
	Specializes in health care interpretation and provides translation services that comply with legal mandates, regulatory guidelines and risk management 

	Name: Market Strategies International
Legal Entity: Market Strategies International, Inc.
	17430 College Parkway
Livonia, MI 48152
	Applies the highest levels of accuracy to advanced analytics, research, analysis and marketing strategies—to include provider satisfaction surveys 

	Name: MTM
Legal Entity: Medical Transportation Management, Inc.
	16 Hawk Ridge Drive Lake 
St. Louis, MO 63367
	Provides a network for NEMT, while increasing efficiency and decreasing costs

	Name: MedReview
Legal Entity: MedReview, LLC
	812 South Broad Street
Suite 14
Thomasville, GA 31792
	Offers claims audits, pharmacy audits, pre-payment claims audits and dependent eligibility audits

	Name: Silverlink
Legal Entity: Silverlink Communications, Inc.
	15 New England Executive Park
Suite 135 
Burlington, MA 
	Provides outbound calls to long-term care members for verification of home and community-based services (HCBS) visits

	Name: Superior Vision 
(formerly known as Block Vision)
Legal Entity: Superior Vision Benefit Management, Inc.
	939 Elkridge Landing Road
Suite 200
Linthicum, MD 21090
	Manages a network of vision providers and processes vision claims for payment


Attachment 5 Question (2.2 Subcontracts):
2. Indicate if any of the subcontracts are expected to be worth at least five percent (5%) of capitation payments under this contract.
We have three subcontracts we expect to be worth at least 5 percent of capitation payments under this contract: 
United HealthCare Services
Optum Behavioral Solutions 
OptumRx
Attachment 5 Question (2.2 Subcontracts):
3. Describe the metrics used to evaluate prospective subcontractors’ abilities to perform delegated activities prior to delegation.
For over a decade, we have applied quantitative and qualitative methodologies in the public sector to assess affiliates and external partners, and their abilities to perform delegated services. We have extensive experience administering programs and services to meet States’ requirements—continually learning and applying our knowledge of contract compliance and oversight in various medical and non-medical areas (e.g., BH, claims, fraud, pharmacy, printing, transportation, vision, etc.).
Our programs focus on achieving high-quality outcomes that address health care affordability and innovative delivery. We use our internal affiliates, such as Optum Behavioral Solutions or OptumRx, whose ability to perform delegated activities prior to delegation has been well-proven through their experience working with members in Medicaid and other public sector programs.
We have strong, well-established relationships with national external subcontractors that we leverage. These subcontractors, such as Superior Vision, have proven their ability to perform delegated activities through their experience working with Medicaid members and other public sector programs. They are evaluated against criteria, such as national and NCQA credentialing requirements, federal compliance program regulations and established claims processing protocols. Saving Taxpayers Millions 
Optum’s Government Solutions Group is noted to have assisted in saving taxpayers an estimated $49 million in fiscal year 2014, bringing four-year savings of the program integrity effort to nearly $129 million. Steve Larsen, executive vice president of Optum notes that, “The State shares our philosophy about payment accuracy—every taxpayer dollar must be properly spent and every provider must be properly paid for the critical work they do…We’re pleased to work with Iowa to help achieve these goals.”
Press Release, December 2014
Iowa Department of Human Services

During program implementation, we require subcontractors to create workflows that comply with any additional state/Medicaid program related requirements (e.g., state-specific claims turnaround requirements and credentialing requirements). We review, test and document these state-specific requirements through service level agreements attached to the administrative services agreements. We work alongside our vendors, making sure they can meet these requirements, while helping them achieve well-integrated, quality service delivery. Our vendors have successfully proven their ability on multiple occasions to meet and exceed delegated requirements specific to state/Medicaid programs. We monitor and evaluate their ability through established reporting, annual oversight surveys and ad hoc audits. 
Statistics and Reports
Subcontractors are required to report key performance indicators on a daily, weekly, monthly or quarterly basis. These reports allow UnitedHealthcare staff to monitor and evaluate subcontractors, and to indicate action steps for improvements. Review of these statistics occurs in monthly and quarterly committee reviews. For example, our vision benefit vendor, Superior Vision, reports monthly on the following key indicators:
Claims and encounters performance, including claim turnaround time, claim adjudication financial accuracy, claim adjudication clerical accuracy, claim interest paid, auto-adjudication rates
Operational/provider network performance and reporting, including GeoAccess reporting, number of providers per member, and provider additions and terminations
Credentialing and re-credentialing, including credentialing turnaround time, and provider sanctions, terminations or suspensions
Covered person setup and maintenance services, including eligibility load turnaround time
Provider support services, including provider call volumes, average speed to answer, service level, and abandonment and blockage rates
If, on review, it becomes apparent that action steps for improvement are necessary, the committees work together to improve outcomes and enhance performance. 
We believe that the rigorous processes we use heighten subcontractor performance reporting and better quality of service. For example, Superior Vision has successfully provided services for our Medicaid health plans in other states (e.g., Michigan and Nebraska). They have provided vision benefits services in Iowa for our hawk-i members since 2012. During this time, they have achieved 100 percent key indicator reporting and their performance has been exemplary, as indicated in the Medical Vendor Dashboard.
Additional sophisticated subcontractor oversight activities are described more fully in the following section: 2.2.2 Subcontractor Oversight.
We will work with the Agency and provide the requested subcontractor performance reporting criteria for inclusion into reports being submitted to the Agency. Any report methodologies, to include report items and timelines, will adhere to the Agency’s requests and guidelines. 
[bookmark: _Toc417627484][bookmark: _Toc417642623][bookmark: _Toc418958432]2.2.2 Subcontractor Oversight 
The Contractor must have policies and procedures, subject to Agency review and approval, to audit and monitor subcontractors’ data, data submission and performance and must implement oversight mechanisms to monitor performance and compliance with Contract requirements. The Contractor shall implement and adhere to the Agency-approved policies and procedures. Changes to these policies and procedures must receive the Agency’s prior approval. Further, the Contractor shall monitor the subcontractor’s performance on an ongoing basis. Formal reviews must be conducted at least quarterly. The Agency reserves the right to audit subcontractor data. Whenever deficiencies or areas of improvement are identified, the Contractor and subcontractor shall take corrective action. The Contractor shall provide to the Agency the findings of all subcontractor performance monitoring and reviews upon request and shall notify the Agency any time a subcontractor is placed on corrective action. Additionally, the Agency shall establish and provide to the Contractor through the Reporting Manual, any reporting requirements for incorporating subcontractor performance into the reports to be submitted to the State. 
UnitedHealthcare will implement and adhere to the requests from the Agency, as noted in 2.2.2 Subcontractor Oversight, to include subcontractor oversight policies and procedures; subcontractor performance auditing and monitoring for contract compliance; and the provision of findings to the Agency of all subcontractor performance monitoring reviews on request. We will provide the Agency with contract documents, policies and amendments for review prior to their execution, in accordance with this Request for Proposal (RFP). We will notify the Agency anytime a subcontractor is placed on corrective action.
Committed to High-Quality Services through Accountability and Oversight
Our subcontractor oversight process, described below, is coordinated and transparent. It is designed to enhance lines of communication, accountability and authority, and to provide visibility for senior leadership about performance and regulatory issues, including regularly scheduled meetings with appropriate documentation to demonstrate that our programs are effective. We will construct a similar program to meet the Agency’s expectations and to facilitate efficient auditing and monitoring methodologies.
Selecting a Suitable Subcontractor
Over the years, we have matured to become a cautious and educated purchaser of subcontractor support from our UnitedHealth Group affiliates and external organizations. Oversight for our programs begins before a subcontractor is selected. We select only subcontractors who support us in improving the effectiveness and efficiency of service delivery and have a strong reputation for administrative excellence. In accordance with the Health Insurance Portability and Accountability Act (HIPAA), we enter into business associate agreements with all subcontracted partners to ensure compliance with privacy and security regulations. On selection of a vendor, we mutually agree with our State clients on a method for reporting and measuring performance, based upon state contractual requirements. If a subcontracted partner handles member data or has direct connectivity to our systems, we conduct a thorough data security assessment to ensure full integration with our internal systems and processes.
UnitedHealthcare and its affiliated subcontractors will not enter into a contract with any vendor excluded from participation in a program funded by Medicare or Medicaid, or that has been excluded, sanctioned or debarred from participating in procurement activities under the Federal Acquisition Regulation or from non-procurement activities under regulations issued by Executive Orders.
For the Iowa High Quality Healthcare Initiative, all subcontracts will be supported by a written agreement that specifies the activities and reporting responsibilities delegated, and will provide for revoking delegation or imposing other sanctions if the subcontractor’s performance is inadequate. Its contents will ensure all contract requirements are met and filed, as required by the Agency.
Monitoring, Managing and Evaluating Subcontractor Performance 
We monitor, manage and evaluate subcontractor performance through several mechanisms to facilitate oversight and to adhere to state contractual requirements. Unless otherwise requested, we use these approaches for our affiliated entities and for our external subcontractors. 
Operating Arrangements 
The operating document incorporates the following: a description of the required functions and service levels; the process by which we assess performance; the recourse we have if service standards or expectations are not met—including revocation of delegation or imposing other sanctions if the subcontractor’s performance is inadequate; and the authority of Ms. Mallatt and the executive team to drive change. Relationships are constructed, formalized and managed with the consent of each State, the subcontractor and UnitedHealthcare. For the Iowa High Quality Healthcare Initiative, the Agency has the right to review and approve or disapprove all subcontracts for the services provided under this contract. All operating agreements will conform to the terms and conditions in accordance with this RFP.
Signoff Authority
Notifications of any changes to a subcontract that materially affect the subcontract are approved by the CEO and presented to the Agency. For this RFP, Ms. Mallatt will provide the Agency with contract documents and amendments for review and approval prior to their execution, in accordance with this RFP. 
Monitoring and Governance 
We assign local executives as Vendor Relationship Owners (VROs). The VROs hold regular meetings with our subcontractors. Local monitoring activities are conducted regularly by functional area leaders, quality and compliance committees, and executive leadership, together with the subcontractors’ staff who perform the services. For the Iowa High Quality Healthcare Initiative program, we will assign our Iowa executives as VROs for governance purposes.
This regular governance oversight helps to verify that performance metrics are being met and ensures subcontractors’ staff, policies and resources are appropriate to meet the requirements of their agreement. Results of these monitoring activities are reported in functional area committee and compliance committee meetings, which include executive leadership reviews. If there are performance issues, these committees recommend actions for the subcontractor to remedy operational issues and maintain compliance with the contract. This may include a corrective action plan, or if necessary, revocation of the delegation agreement.
Regular Operations Meetings
We have regular operations meetings with our subcontractors to promote understanding of interdependencies of each functional area. During these meetings, we provide direction to make sure subcontractors meet quality and effectiveness requirements. Local functional area business owners report on subcontractor performance and measurements. Operations meetings include:
	Feedback and oversight
Review of policies and procedures
Training and education
	Key performance indicators monitoring
Effective lines of communication
Responding to issues/escalating, when necessary


Performance Oversight Workgroup 
The Performance Oversight Workgroup acts as an oversight group that focuses on the qualifications and performance of delegated vendors who provide coordination of BH, physical health, vision and other specialty benefits. The committee consists of the vendor management team, business and account representatives from the vendors and any additional functional members, as necessary. In addition to reviewing the relationship between vendors and UnitedHealthcare, committee responsibilities include:
Reviewing clinical, quality and operational performance metrics of delegated activities against plan-level targets as outlined by established service level agreements. Areas of review include provider network adequacy, claim and call center operations. 
Discussing any necessary or ongoing corrective action plans, remedial actions or areas for opportunity. 
Discussing any ongoing, open or significant issues related to member challenges. 
Collaborating on opportunities for new strategic initiatives and new clinical programs that can improve capabilities and consistency in all of our vendors’ markets where we have agreements. 
Documenting output from committee meetings in written minutes. The workgroup reports vendor issues to Ms. Mallatt, who works with the vendor management and local leadership team, and the subcontractor through resolution of any identified issues.
Medicaid Delegate Oversight Committee 
On a quarterly basis, the Performance Oversight Workgroup reports to the executive Medicaid Delegate Oversight Committee (MDOC). MDOC oversees the development and implementation of an effective and efficient delegate oversight program that meets and exceeds our regulatory and contractual obligations to our key stakeholders. These responsibilities include monitoring the integrity of the procurement processes of UnitedHealthcare, with a specific focus on the qualifications and performance of the delegates, the performance of internal contracting procedures, and the compliance with legal and regulatory requirements in the contracting process. The Committee consists of individuals who have responsibilities in the business, clinical, legal, finance and compliance areas. 
Quality Review 
Minutes, reviews and any corrective actions from these meetings navigate upward through our health plan Quality Assurance/Performance Improvement (QAPI) committee structure, to include the Healthcare Quality and Utilization Management Committee (HQUM), Service Quality Improvement Subcommittee (SQIS) and Quality Management Committee (QMC).
Attachment 5 Question (2.2 Subcontracts):
4. Describe the policies and procedures used for auditing and monitoring subcontractors’ performance.
We have many mechanisms and processes in place that encourage and steer exemplary subcontractor performance. Through our work, we developed a formalized process and established policies and procedures for auditing and monitoring subcontractors that address their performance, their data and their data submissions. We adapt these policies and procedures to meet each state’s individualized needs. 
Prior to customization, our policies outline that we measure compliance and performance of all delegated relationships, and we take appropriate action for non-compliant and/or underperforming relationships. They state that “we know and can demonstrate that our vendors and delegated entities are delivering products and services to the same standards, and with the same level of compliance, as if we were delivering the products and services ourselves.” Our policies cover regulatory, financial and legal requirements; service level agreement reviews; time frames; timely reporting; audits; subcontractor trends; risk assessment and process improvement. Auditing and monitoring subcontractors’ performance are addressed in our policies, and included in a stringent compliance program, as described below:
Using a proven “Medicaid Delegated Entity Compliance & Oversight Toolkit,” the following compliance program elements are included. 
Written Policies and Procedures: articulates our commitment to comply with all applicable federal and state standards
Designation of a Compliance Officer and a Compliance Committee: designates a compliance officer and compliance committee accountable to senior management
Conduct Effective Training and Education: conducts effective training and education for employees
Developing Effective Lines of Communication: establishes effective lines of communication between the compliance officer and the organization’s employees, and the entities, as appropriate
Enforcement of Standards: enforces standards through well-publicized disciplinary guidelines
Auditing and Monitoring: establishes an effective system for routine monitoring and identification of compliance risks, including internal monitoring and auditing
Responding to Detected Offenses and Developing Corrective Action Plans: sets procedures in place to ensure prompt response to detected offenses and to develop corrective action initiatives in relation to the organization’s delegated contract
Risk assessment and quality management oversight duties are also written into the policies.
[bookmark: _DV_M78][bookmark: _DV_M79][bookmark: _DV_M80][bookmark: _DV_M81][bookmark: _DV_M82][bookmark: _DV_M83]For the Iowa High Quality Healthcare Initiative, we will apply a similar protocol to address monitoring and subcontractor performance. We will customize and develop procedures and additional policies, as requested by and in adherence with the Agency’s requirements.
Attachment 5 Question (2.2 Subcontracts):
5. Describe the enforcement policies used for non-performance, including examples.
Policies and Procedures for Non-performance
We hold our subcontractors—both affiliates and external partners—to required performance levels using contracts, internally set standards, incentives, penalties, and established policies and procedures; to include enforcement for non-performance. Our protocols note that if non-performance issues become apparent, the VROs, through their committee work, recommend next steps to the subcontractor to remedy operational issues and maintain compliance with the contract. Formal corrective action plans within set time frames will be implemented, as appropriate, or revocation of the delegation agreement will be enforced should non-performance occur. Examples from our enforcement policies for non-performance include: recommendations, contract modifications, penalties and liquidated damages, sanctions, corrective action plans and contract terminations. 
Minutes, reviews, related documentation, any actions and/or corrective actions that culminate from non-compliance issues are communicated to the various committees. These items are then reported upward through our health plan committee structure, as we reference above. 
[bookmark: _Toc417627485][bookmark: _Toc417642624][bookmark: _Toc418958433]2.2.3 Subcontractor Financial Stability 
Contractors that subcontract with prepaid health plans, physician-hospital organizations or another entity that accepts financial risk for services the Contractor does not directly provide must monitor the financial stability of subcontractor(s) whose payments are equal to or greater than five percent (5%) of premium/revenue. The Contractor must obtain the following information from the subcontractor at least quarterly and use it to monitor the subcontractor’s performance: (i) a statement of revenues and expenses; (ii) a balance sheet; (iii) cash flows and changes in equity/fund balance; and (iv) incurred but not received (IBNR) estimates. The Agency reserves the right to require additional financial reporting on subcontractors. The Contractor shall make these documents available to the Agency upon request. 
We will monitor the financial stability of our subcontractors whose payments are equal to or greater than 5 percent: United HealthCare Services, Optum Behavioral Solutions, OptumRx and any other subcontractors that meet this threshold. We will obtain and review the documents named as items (i) through (iv) to monitor subcontractor performance. These documents will be made available to the Agency, on request.
All three named subcontractors are internal affiliates of UnitedHealth Group. As part of the UnitedHealth Group family, we continue to experience financial stability and long-term staying power in the health care industry.
Monitoring Internal Subcontractors for Financial Stability
We monitor our internal groups to ensure compliance with laws, regulations and contract requirements. This allows us to measure our own effectiveness. Audits performed by compliance, business functional areas, plan personnel or other organizational areas are aimed at identifying, preventing and correcting regulatory risk for the organization. Monitoring activities are intended to provide verification that the compliance program is effective and drives routine feedback on organizational performance and compliance with applicable laws, regulations and company policies. Under the leadership of our Iowa compliance officer, Kari Plagge, our compliance infrastructure will expand monitoring activities in place for hawk-i to meet the expectations of the Iowa High Quality Healthcare Initiative Activities can include internal audits and reviews, internal operational and functional area reporting of key compliance metrics and implementing appropriate corrective action where necessary. Results of those activities are tracked, trended and reported.
We will employ appropriate internal monitoring programs to test compliance with key state and federal requirements, audit performance and report results through the Compliance Committee structure. The monitoring program will:
Collect, report and compare monitoring results and findings
Analyze results to identify risk areas
Conduct focused reviews, where applicable
Submit reports, as required and requested by the Agency
Results and information of monitoring will be used to identify risk areas and opportunities for improvement. Business units and functions will develop corrective action plans to cure deficiencies identified through the monitoring process, as needed. While we do not anticipate any of our external subcontractors will reach the 5 percent threshold, we will use similar processes as those described here to monitor financial stability.
The internal audit management team centrally manages, supports, reports and tracks audits and corrective actions for regulatory compliance audits or studies conducted by federal agencies, including but not limited to the Centers for Medicare and Medicaid Services (CMS), Office of Inspector General (OIG) and General Services Office. Audit management tracks, reports and provides support to regulatory compliance audits conducted by state regulatory agencies and state-contracted entities, such as an External Quality Review Organization (EQRO). 
This process ensures high-level oversight and accountability for the accuracy and integrity of all reporting and data submissions to the Agency.
[bookmark: _Toc417627486][bookmark: _Toc417642625][bookmark: _Toc418958434]2.2.4 Excluded Subcontractors 
The Contractor is prohibited from subcontracting with providers who have been excluded from participation by the Department of Health and Human Services (DHHS), Office of Inspector General (OIG) under section 1128 of the Social Security Act, or by the Agency from participating in the Iowa Medicaid program for fraud or abuse. The Contractor shall be responsible for checking the lists of providers currently excluded by the state and the federal government every thirty (30) calendar days. The Contractor shall check the Social Security Administration’s Death Master File, the National Plan and Provider Enumeration System (NPPES), the System for Award Management (SAM), the Medicare Exclusion Database (the MED) and any such other databases as the Secretary of DHHS may prescribe. Upon request by the Agency, the Contractor shall terminate its relationship with any provider identified as in continued violation of Law by the Agency. See Section 2.14.2 in the Sample Contract for more information.
We will adhere to the requirements outlined in 2.2.4 Excluded Subcontractors, to include checking the lists of providers currently excluded by the state and the federal government every 30 calendar days, the databases listed and any other databases as prescribed. 
As referenced in 2.2.2 Subcontractor Oversight, UnitedHealthcare and its subcontractors will not enter into a contract with any vendor that has been excluded from participation in a program funded by Medicare, Medicaid or a state health care program or with an entity that employs or contracts with such an individual or entity, or that has been excluded, sanctioned or debarred from participating in procurement activities under the Federal Acquisition Regulation or from non-procurement activities under regulations issued by Executive Orders. 
When signing a subcontract, subcontractors have to certify that neither them nor their principals are presently debarred or excluded for the provision of items and services that are significant and material to the subcontractor’s obligations under the subcontract. They have to certify that they do not have an employment, consulting or other agreement with providers or other persons presently debarred. Any subcontractors with whom we work are required to maintain background check policies.
These policies are in place to ensure compliance with subcontractor exclusion. Protocols dictate that all employees are checked against the Master List and all federal and state exclusion lists, such as the System for Award Management (SAM), Excluded Parties List System (EPLS) and the Medicaid Provider Sanctions List, before being approved to align with us. 
[bookmark: _Toc417627487][bookmark: _Toc417642626][bookmark: _Toc418958435]2.2.5 Integrated Subcontracting 
Any subcontracting relationship shall provide for a seamless experience for members and providers. For example, any subcontracting of claims processing must be invisible to the provider so as to not result in confusion about where to submit claims for payments. If the Contractor uses subcontractors to provide direct services to members, such as behavioral health services, the subcontractors must meet the same requirements as the Contractor, and the Contractor must demonstrate its oversight and monitoring of the subcontractor’s compliance with these requirements. The Contractor must require subcontractors providing direct services to have quality improvement goals and performance improvement activities specific to the types of services provided by the subcontractors.
Attachment 5 Question (2.2 Subcontracts):
6. Describe how subcontracting relationships will provide a seamless experience for members and providers. 
All of our affiliated subcontractors belong to the UnitedHealth Group family. We share the same infrastructure. From BH to therapy services to pharmacy to vision to administration, we provide a seamless, integrated, “best-in-class” experience for our members and providers. Our selected non-affiliate subcontractors work alongside our affiliates and address other necessary and required functions (e.g., identification cards, transportation, etc.), providing full health care benefit services and a well-rounded program to member and provider alike. To access the system, member and provider services are available via the Internet—one member portal and one provider portal; and via the telephone—one member telephone number and one provider telephone number. Members and providers are triaged through the system to their intended destinations—all under the UnitedHealthcare “canopy,” regardless of desired service. This highly effective alignment of health care services offers an integrated and seamless experience to both member and provider.
For Iowa, our local leadership team, led by Ms. Mallatt, will oversee internal affiliates and external non-affiliates, providing the Agency with one partner who draws from local experience and who leverages UnitedHealthcare’s fully integrated, innovative wide-breadth capabilities and capacity. Placing a well-established resident team and an identified leader over all subcontractor functionality and activity allows for centralized communications and reciprocal information exchanges that further fluid, effectual and seamless program operations; and address issues. In turn, this provides heightened integration and smoother subcontractor relationship patterns, and a highly navigable, user-friendly member and provider health care experience.
As described above, we offer a locally based program with an entirely integrated group of affiliates and non-affiliates—invisible to members and providers; yet, accountability to the Agency and contract compliance are held at the local level with local leadership and local oversight.
[bookmark: _Toc417627488][bookmark: _Toc417642627][bookmark: _Toc418958436]2.3 Financial Stability 
As set forth in Section 2.1.1, the Contractor must be licensed and in good standing as an HMO in the State of Iowa and must comply with all applicable insurance regulations. The Contractor shall comply with rules regarding deposit requirements at Iowa Admin. Code 191 Chapter 40.12(514B) and reporting requirements at 191 Chapter 40.14(514B). The Contractor shall copy the Agency on all required filings with the Iowa Insurance Division. The Agency will also continually monitor the Contractor’s financial stability and shall provide financial reporting requirements through the Reporting Manual. The Contractor shall comply with the Agency established financial reporting requirements.
Attachment 5 Question (2.3 Financial Stability):
1. Provide verification of the financial requirements described in the subsections of Section 2.3.
UnitedHealthcare Plan of the River Valley, Inc. is licensed and in good standing as an HMO in Iowa, and we comply with all applicable insurance regulations, including submitting filings in a timely manner. We are in compliance with both the current minimum capital and minimum deposit requirements per Iowa Admin. Code 191 Chapter 40.12(514B) and reporting requirements per 191 Chapter 40.14(514B). We will copy the Agency on all required filings with the Iowa Insurance Division.
[bookmark: _Toc417627489][bookmark: _Toc417642628][bookmark: _Toc418958437]2.3.1 Solvency 
The Contractor must maintain a fiscally solvent operation in accordance with federal requirements and Iowa Insurance Division requirements for minimum net worth. The ultimate controlling parent of the Contractor, if any, must guarantee it will provide financial resources to the Contractor sufficient to maintain a 200% or higher RBC ratio as defined by the NAIC. This guarantee must be for the term of the Contract and must be submitted in writing to the Agency prior to Contract signature. The Contractor must comply with the federal requirements for protection against insolvency pursuant to 42 CFR 438.116, the Iowa Insurance Division solvency standards, and the laws of the State of Iowa. The Contractor must provide assurances satisfactory to the State showing that its provision against the risk of insolvency is adequate to ensure that its members will not be liable for the Contractor's debts if the entity becomes insolvent. 
UnitedHealthcare maintains a fiscally solvent operation in accordance with federal requirements and Iowa Insurance Division requirements for minimum net worth. We understand and comply with the federal requirements for protection against insolvency pursuant to 42 CFR 438.116. 
UnitedHealth Group will guarantee that it will provide financial resources to UnitedHealthcare, to maintain a 200 percent or higher risk-based capital (RBC) ratio as defined by the NAIC. This guarantee will be for the term of the Contract and will be submitted in writing to the Agency prior to Contract signature. At the end of 2014, UnitedHealth Group possessed approximately $86.38 billion in assets, $28.06 billion in cash and investments, and approximately $32.45 billion in shareholder equity.
In the very unlikely event that UnitedHealthcare Plan of the River Valley, Inc., was to become insolvent, we would execute the following insolvency plan:
Our cash reserves, capital and surplus requirements would be divided among plan providers.
We maintain insolvency insurance under a reinsurance contract with our affiliated company, UnitedHealthcare Insurance Company, and would access coverage under that policy to the extent necessary to satisfy the remaining appropriate provider claims.
We will cover continuation of services to members during insolvency for the duration of the period for which payment has been made by Iowa as well as for inpatient admissions up until discharge.
In no event will a member be held liable for UnitedHealthcare’s debts or for the cost of covered services provided to the member. Further, as required by Iowa, all provider contracts will include a “hold harmless” provision prohibiting providers from seeking financial recovery for services from members.
We are dedicated to the highest standards of fiscal and program integrity and continually strive to work in partnership with our state customers to be good stewards of the public resources entrusted to us. 
We operate in accordance with the statutory statements of accounting principles and sound financial practices that assure economic viability, regulatory compliance, and prompt and accurate payments to providers. Our accounting system ensures that costs applicable to the program are clearly identifiable and that records related to all services and expenditures made under this contract will be maintained. Our chief financial officer, James Elliston, for the Iowa High Quality Healthcare Initiative contract will assure that the requirements of this section regarding the disclosure of financial records and the preparation and submission of all required financial reports are fully met. 
We comply with minimum capital and surplus requirements per both state regulations and RBC. RBC is a regulatory tool for measuring the minimum amount of capital appropriate for a managed care organization (MCO) to support its overall business operations in consideration of its size and risk profile. 
We have a valid Certificate of Authority issued by the Iowa Department of Insurance under the legal entity name UnitedHealthcare Plan of the River Valley, Inc., and currently meet the statutory solvency requirements thereunder and will continue to do so while under contract to provide managed care services to Iowa. As of Dec. 31, 2014, UnitedHealthcare Plan of the River Valley, Inc., has capital and surplus of $600.3 million, exceeding Iowa statutory requirements and exceeding our Action Level RBC amount of $368.3 million. The Action Level RBC represents 300 percent of the Authorized Control Level RBC that regulators require for a plan to avoid regulatory action. 
[bookmark: _Toc417627490][bookmark: _Toc417642629][bookmark: _Toc418958438]2.3.2 Reinsurance 
The Contractor shall comply with reinsurance requirements at Iowa Admin. Code r. 191-40.17(514B) and shall file with the Agency all contracts of reinsurance or a summary of the plan of self-insurance. The Contractor shall provide to the Agency the risk analysis, assumptions, cost estimates and rationale supporting its proposed reinsurance arrangements. 
Attachment 5 Question (2.3 Financial Stability):
2. Describe how you will comply with the requirements for reinsurance. Will you obtain reinsurance contracts or submit a plan of self-insurance?
Our reinsurance agreement will continue to be with UnitedHealthcare Insurance Company (NAIC # 79413). Our current reinsurance agreement covers losses only in the event of the Company’s insolvency. UnitedHealthcare has capital and surplus of $22,098,642, which exceed the regulated requirements by $11,497,128; or 208 percent. Based on our evaluation of the risks, costs and the assumption that insolvency is improbable, the Company pays UnitedHealthcare Insurance Company monthly reinsurance premiums equal to 0.1 percent of the direct earned premiums. 
Due to the nature of the agreement (i.e., insolvency only), UnitedHealthcare is at risk for all benefit coverage under contract for the foreseeable future and is adequately capitalized to maintain the business it writes and proposes to write. UnitedHealthcare Insurance Company is an insurance affiliate of the Company under the common control of the ultimate parent, UnitedHealth Group Incorporated. UnitedHealthcare Insurance Company is a financially solvent insurance company with financial strength comparable to most external reinsurance companies. Therefore, entering into a related party agreement is seen as a sound business strategy by all parties involved.
[bookmark: _Toc417627491][bookmark: _Toc417642630][bookmark: _Toc418958439]2.3.3 Risk Adjustment 
The State will risk adjust each program contractors rates, based on the relative morbidity of their enrolled members to the statewide population. The State reserves the right to change risk adjustment models and tools. Total payments by the State will be risk score neutral, meaning Contractors' rates will be adjusted both up and down, according to the morbidity of their enrolled members relative to all enrolled members.
Risk adjustment will be calculated separately for the LTSS population and the non-LTSS population. 
2.3.3.1 LTSS Population 
To financially incent contractors to deliver LTSS to the Elderly population in the least restrictive environment, …
2.3.3.2 Non-LTSS Population 
The State or their consultants will apply a system of assigning severity (risk) to the individuals enrolled using …
[bookmark: _SG_bf7d66d536644a349cc84783a0c14bef][bookmark: _SG_79f9fc4d2cdb40e4a84ca1fd4f9c999b]We have experience with risk-adjusted payments in 17 states for both LTSS and non-LTSS populations. These markets use several risk-adjustment models, including UCSD CDPS+RX, Symmetry ERG, Johns Hopkins ACG and 3M CRG for their non-LTSS populations. We work closely with each market to understand its approach and risk-adjustment processes, and continuously run the models on our own populations to identify high-risk members and opportunities for improved quality and care coordination. 
Seven of our LTSS markets use a blended HCBS and Nursing Facility rate for these populations. In addition, one market has developed a full LTSS risk-adjustment model reflecting a functional needs assessment of their members, and we are working closely with other states to develop and employ similar tools. We would welcome the opportunity to collaborate on innovative risk-adjustment solutions for LTSS members also in Iowa as the managed LTSS program matures.
[bookmark: _SG_040dd1ccbac847599f4426f9dee65321]We appreciate the Agency’s recognition of a blended LTSS rate in the design of Iowa High Quality Healthcare Initiative as this aligns the Agency’s goal of gradually increasing the proportion of LTSS members living in a community setting versus an institution, while giving the financial incentive for MCOs to affect this mix through repatriation and diversion. Our experience in multiple LTSS markets where this blended rate approach is implemented includes Kansas, Arizona, Tennessee, Florida and Hawaii. MCG (formerly Milliman Care Guidelines) indicates the LTSS mix will be MCO-specific; we appreciate this as critically important for program sustainability as MCOs often attract a varied mix of institutional and HCBS populations. 
[bookmark: _SG_671b2b021a9e41169a6541a9f34a9504]We promote incorporating risk adjustment in the overall rate development process for all 
non-LTSS populations to better match payment for MCOs with higher or lower relative risk or morbidity. We have experience in several other states that incorporate this methodology, including Pennsylvania, Ohio, Texas, New Jersey, Wisconsin, Maryland, New York, Mississippi, Nevada, Hawaii and Arizona. Another benefit is that the rate cell structure can ultimately be simplified as risk adjustment is member-specific and includes a demographic/geographic component, so this is not needed via the rate structure.
[bookmark: _Toc417627492][bookmark: _Toc417642631][bookmark: _Toc418958440]2.3.4 Reserved 
[bookmark: _Toc417627493][bookmark: _Toc417642632][bookmark: _Toc418958441]2.3.5 Annual Independent Audit 
The Contractor shall submit an annual audited financial report that specifies the Contractor’s financial activities under the Contract within six (6) months following the end of each calendar year. The report, prepared using Statutory Accounting Principles as designated by the NAIC, must be prepared by an independent Certified Public Accountant on a calendar year basis. The auditor must be on the Iowa Insurance Division’s list of approved auditors. The Contractor is responsible for the cost of the audit. The format and contents shall be negotiated by the Agency and the Contractor, but must include at a minimum: (i) third party liability payments made by other third-party payers; (ii) receipts received from other insurers; (iii) a breakdown of the costs of service provision, administrative support functions, plan management and profit; (iv) assessment of the Contractor’s compliance with financial requirements of the Contract including compliance with requirements for insolvency protection, surplus funds, working capital, and any additional requirements established in Administrative Rules for organizations licensed as HMOs; and (v) a separate letter from the independent Certified Public Accountant addressing non-material findings, if any. 
We will comply with the requirement to submit an annual audited financial report that specifies our financial activities under the Contract within six months following the end of each calendar year. 
[bookmark: _SG_5bc440dda1b8472fbba20e616c3e9617]The report will be prepared using Statutory Accounting Principles as designated by the NAIC, and will be prepared by an independent Certified Public Accounting firm. We understand we are responsible for the cost of the audit. We agree to work with the Agency regarding the format and contents of the audit, which will include at a minimum (i) third party liability payments made by other third-party payers; (ii) receipts received from other insurers; (iii) a breakdown of the costs of service provision, administrative support functions, plan management and profit; (iv) assessment of UnitedHealthcare’s compliance with financial requirements of the Contract including compliance with requirements for insolvency protection, surplus funds, working capital, and any additional requirements established in Administrative Rules for organizations licensed as HMOs; and (v) a separate letter from the independent certified public accountant addressing nonmaterial findings, if any.
[bookmark: _Toc417627494][bookmark: _Toc417642633][bookmark: _Toc418958442]2.3.6 Quarterly Financial Reporting 
In addition to the annual audit, the Contractor shall be required to submit to the Agency copies of the quarterly NAIC financial reports. A final reconciliation shall be completed by the independent auditing firm that conducted the annual audit. The final reconciliation will make any required adjustments to estimates included in the audit completed within six (6) months of the end of the Contract year. The final reconciliation shall be completed no sooner than twelve (12) months following the end of the Contract year. 
We agree to submit copies of our quarterly NAIC financial reports. UnitedHealthcare Plan of the River Valley, Inc., currently complies with this requirement.
[bookmark: _Toc417627495][bookmark: _Toc417642634][bookmark: _Toc418958443]2.3.7 Insurance Requirements 
See the Contract's General Terms for Service Contracts, Section 2.8 for amounts of insurance and insurance requirements. 
UnitedHealthcare and any subcontractors will maintain in full force and effect, with insurance companies licensed by the State, at our expense, insurance covering our work during the entire term of this Contract, which includes any extensions or renewals thereof. Our insurance will, among other things, comply with the requirements listed in the Contract’s General Terms for Service Contracts, Section 2.8, Insurance.
[bookmark: _Toc417627496][bookmark: _Toc417642635][bookmark: _Toc418958444]2.4 Maintenance of Records 
[bookmark: _Toc417627497][bookmark: _Toc417642636][bookmark: _Toc418958445]2.4.1 Financial Records 
See General Terms for Service Contracts, Section 2.13.25 Records Retention and Access. 
We agree to the General Terms for Service Contracts outlined in Section 2.13.25 “Records Retention and Access.”
[bookmark: _Toc417627498][bookmark: _Toc417642637][bookmark: _Toc418958446]2.4.2 Medical Records 
The Contractor shall maintain records that fully disclose the extent of services provided to individuals under the Contract for a period of seven (7) years), or for the duration of contested case proceedings, whichever is longer. 
Attachment 5 Question (2.4 Maintenance of Records):
1. Describe your system for maintaining financial and medical records that fully disclose the extent of services provided to members.
We agree to maintain records that fully disclose the extent of services provided to individuals under the Contract for seven years or for the duration of contested case proceedings, whichever is longer. 
We follow strict financial and medical record procedures and require all contracted providers and subcontractors to maintain current, detailed and organized financial and medical records at all times. These procedures support and permit effective and confidential patient care and quality review, administrative, civil and criminal investigations and prosecutions.
Our financial and medical record keeping policies and practices are consistent with 42 CFR 456 and the current NCQA standards and all other related state and federal laws for medical record documentation. We have well-established internal policies and procedures that ensure compliance with the medical record documentation standards articulated in this contract, Iowa law, and applicable federal laws and regulations.
Our policies and practices are handed down to our providers via the provider agreement and include the following core elements as defined by NCQA:
Significant illnesses and medical conditions are indicated on the problem list
Medication allergies and adverse reactions are prominently noted in the record. If the patient has no known allergies or history of adverse reactions, this is appropriately noted in the record
Past medical history (for patients seen three or more times) is easily identified and includes serious accidents, operations and illnesses. For children and adolescents (18 years and younger), past medical history relates to prenatal care, birth, operations and childhood illnesses
Working diagnoses are consistent with findings
Treatment plans are consistent with diagnoses
There is no evidence the patient is placed at inappropriate risk by a diagnostic or therapeutic procedure
We will also conduct training sessions and distribute educational materials to ensure that our subcontractors and employees are aware of applicable laws and regulations, including changes. Our routine process includes distribution of clinical and medical record keeping policies to our practice sites, including ongoing updates and critical information. Additionally, we will conduct periodic internal audits to ensure the functionality of policies and procedures complies with medical record documentation standards. We require compliance with these standards and include them in our credentialing and re-credentialing processes and our subcontract provider contracts.
[bookmark: _Toc417627499][bookmark: _Toc417642638][bookmark: _Toc418958447]2.4.3 Response to Records Requests 
The Contractor and its subcontractors shall furnish duly authorized and identified agents or representatives of the state and federal governments, including but not limited to, the Agency, the Secretary of DHHS, the DHHS Office of the Inspector General (OIG) or the Iowa Medicaid Fraud Control Unit (MFCU) with such information as they may request regarding payments claimed for Medicaid services. The Contractor must timely provide copies of the requested records to the Agency, DHHS, OIG or MFCU within ten (10) business days from the date of the request. If such original documentation is not made available as requested, the Contractor must provide transportation, lodging and subsistence at no cost, for all state and/or federal representatives to carry out their audit functions at the principal offices of the Contractor or other locations of such records. Additionally, the Contractor shall grant the Agency, DHHS, OIG and/or MFCU access during the Contractor's regular business hours to examine health service and financial records related to a health service billed to the program. The Agency will notify the Contractor no less than twenty-four (24) hours before obtaining access to a health service or financial record, unless the Contractor waives the notice. The Agency shall access records in accordance with 45 CFR Sections 160 through 164. 
We acknowledge that we reviewed RFP subsection 2.4.3 and that we understand its content and implications. We will provide all duly authorized and identified agents or representatives for the state and federal government with the information they may request regarding payments and within the time frames stated above. We acknowledge that if we do not meet the required time frames, we are obligated to provide for the transportation, lodging and subsistence at no cost to the State and provide access to our facilities during normal business hours. We agree to abide by the requirements contained in this RFP subsection and to support these provisions in the final version of our Iowa contract with the State. We are currently operating under very similar requirements in our other state Medicaid and CHIP contracts.
[bookmark: _Toc417627500][bookmark: _Toc417642639][bookmark: _Toc418958448]2.5 Disclosures 
Attachment 5 Question (2.5 Disclosures):
1. Provide disclosures as described in the subsections of Section 2.5.
Below, we provide disclosures as described in the subsections of Section 2.5.
[bookmark: _Toc417627501][bookmark: _Toc417642640][bookmark: _Toc418958449]2.5.1 Information on Persons Convicted of Crimes 
The Contractor shall furnish to the Agency information related to any person convicted of a criminal offense including but not limited to offenses under a program relating to Medicare (Title XVIII) and Medicaid (Title XIX) as required by 42 CFR 455.106. 
We will furnish to the Agency information related to any person convicted of a criminal offense, as required by 42 CFR 455.106, and in accordance with the request in 2.5.1 Information on Persons Convicted of Crimes. 
[bookmark: _Toc417627502][bookmark: _Toc417642641][bookmark: _Toc418958450]2.5.2 Information Related to Business Transactions 
The Contractor shall provide full disclosure of significant business transactions as set forth in 42 CFR 455.105. The Contractor shall submit, within thirty-five (35) days of a request made by the Agency, full and complete information about: (i) the ownership of any subcontractor with whom the Contractor has had business transactions totaling more than $25,000 during the twelve (12) month period ending on the date of the request; and (ii) any significant business transactions between the Contractor and any wholly owned supplier, or between the Contractor and any subcontractor, during the five (5) year period ending on the date of the request. Federal financial participation (FFP) is not available in expenditures for services furnished by the Contractor if the Contractor fails to comply with a request made by the Secretary or the Medicaid agency in accordance with this section or under 42 CFR 455.105. The Contractor shall not be entitled to payment under the Contract (i.e., no capitation payment will be paid) for services provided during the period beginning on the day following the date the information was due to the Secretary or the Agency and ending on the day before the date on which the information was supplied. 
We will provide full disclosure of significant business transactions as set forth in 42 CFR 455.105, and in accordance with the request stated in 2.5.2 Information Related to Business Transactions.
[bookmark: _Toc417627503][bookmark: _Toc417642642][bookmark: _Toc418958451]2.5.3 Ownership Disclosures 
The Contractor shall make full disclosure of ownership, management and control information for the Contractor, any subcontracting entities or providers as required by 42 CFR 455.100 through 455.106. This information shall be delivered to the Agency with the proposal, upon Contract execution and within thirty-five (35) days after any change in ownership. The Contractor must submit financial statements for any individuals or corporations with five percent (5%) or more of ownership or controlling interest. 
We will provide full disclosure of ownership and management, and control information for the Contractor, any subcontracting entities or providers, as set forth in 42 CFR 455.100 through 455.106, and in accordance with the request stated in 2.5.3 Ownership Disclosures.
Please refer to Tab 6 for details on ownership included in Exhibit B – Primary Bidder Detail Form & Certification. 
Please refer to the list below for details on management and control:
Immediate Management: Iowa High Quality Healthcare Initiative: Kathleen Mallatt, CEO 
Overall Management Structure: UnitedHealthcare Plan of the River Valley, Inc.:
	UnitedHealthcare Plan of the River Valley, Inc.

	Name
	Title
	Last Elected

	Directors

	Johnson-Mills, Rita Faye
	Director
	03/27/2015

	McLoone, M.D., Tracey Irene
	Director
	03/27/2015

	Walli, Steven Craig
	Director
	03/27/2015

	Waters, James Wesley
	Director
	03/27/2015

	Williams, Scott Edward
	Director
	03/31/2014

	Appelgate, Ph.D., William Kenneth
	Consumer Director
	03/27/2015

	Hecker, James Edward
	Consumer Director
	03/27/2015

	Whiteside, Cathie Sue
	Consumer Director
	03/27/2015

	Officers

	Kelly, James W.
	Chief Financial Officer
	03/30/2015

	Palme-Krizak, Christina Regina
	Secretary
	03/30/2015

	Oberrender, Robert Worth
	Treasurer
	03/30/2015

	Huntley, Michelle Marie
	Assistant Secretary
	03/30/2015

	Cottington, Nyle Brent
	Assistant Treasurer
	03/30/2015

	McLoone, M.D., Tracey Irene
	Chief Medical Director
	03/30/2015

	Walli, Steven Craig
	President, Commercial
	03/30/2015

	Johnson-Mills, Rita Faye
	President, Medicaid Division
	03/30/2015

	Corporate Governance Contact

	Smith, Karen S.
	Corporate Governance
	914-467-1182


As requested, we provide audited financial statements for UnitedHealthcare Plan of the River Valley, Inc. and its ultimate parent—UnitedHealth Group, Inc.  Please refer to Tab 6.
[bookmark: _Toc417627504][bookmark: _Toc417642643][bookmark: _Toc418958452]2.5.4 Reporting Transactions with Parties in Interest
The Contractor shall report to the Agency all transactions with a party in interest. Federally qualified HMOs, as defined in 42 USC sec. 300gg-91(b) (3), are exempt from this requirement. 
2.5.4.1 Definition of a Party in Interest 
As defined in 42 USC sec 300e-17(b), a party in interest is: (i) any director, officer, partner or employee …
2.5.4.2	Types of Transactions Which Must Be Disclosed
Business transaction which must be disclosed include: (i) any sale, exchange or lease of any property between …
2.5.4.3	Financial Disclosures for Pharmacy Services
The Contractor must disclose all financial terms and arrangements for remuneration of any kind that apply …
2.5.4.4	Information to be Disclosed
The information which must be disclosed in the transaction between the Contractor and a party in interest as …
[bookmark: _Toc417627505][bookmark: _Toc417642644]We acknowledge the requirement to report all transactions with a party in interest, in accordance with Section 2.5.4 Reporting Transactions with Parties in Interest, and as defined in this RFP.
[bookmark: _Toc418958453]2.6 Debarred Individuals 
In accordance with 42 CFR 438.610, the Contractor must certify to the State that it does not knowingly have a relationship with (i) an individual who is debarred, suspended or otherwise excluded from participating in procurement activities under the Federal Acquisition Regulation or from participating in non-procurement activities under regulations issued under Executive Order No. 12549 or under guidelines implementing Executive Order No. 12549; or (ii) an individual who is an affiliate, as defined in the Federal Acquisition Regulation, of a person described above. The relationships include directors, officers or partners of the Contractor, persons with beneficial ownership of five percent (5%) or more of the Contractor’s equity, or persons with an employment, consulting or other arrangement with the Contractor for the provision of items and services that are significant and material to the Contractor’s obligations under the Contract. The contractor shall ensure that relationships are checked against exclusion databases monthly. In accordance with 42 CFR 438.610, if the Agency finds that the Contractor is in violation of this regulation, the Agency will notify the Secretary of noncompliance and recommend appropriate action, including termination of the agreement. For more information see RFP Exhibit E: Sample Contract Section 2.14.2 Certification Regarding Debarment in the Contract's General Terms for Service Contracts.
Attachment 5 Question (2.6 Debarred Individuals):
1. Describe mechanisms to ensure compliance with requirements surrounding debarred individuals.
[bookmark: _SG_51573459d15a4690a292d69579965397]UnitedHealthcare is not now nor has ever been debarred or suspended from participating in a state or federal program. Over the past five years, UnitedHealthcare has not knowingly had a relationship with any individuals or affiliates of individuals who are debarred, suspended or otherwise excluded from participating in procurement activities under the Federal Acquisition Regulation or from participating in non-procurement activities under regulations issued under Executive Order No. 12549 or under guidelines implementing Executive Order 12549. Furthermore, as part of our routine employee hiring and contractor relationships, we actively seek to learn of such and are aware of any persons or affiliates of individuals who fit this description.
To prevent this from occurring, we conduct background checks, including criminal history checks on all applicants for employment before hiring them. We use these background checks to verify that the candidates have not been convicted of, pleaded guilty to, or pleaded novo contender to any felony or any Medicaid or health-care-related offense. We also verify that providers and employees do not appear on the Office of Inspector General (OIG) List of Excluded Individuals/Entities or the General Services Administration Excluded Parties List of debarred contractors to ensure that they have not been debarred or suspended by any federal or state governmental body. In addition, we have disclosure requirements for providers, as part of an enhancement to our credentialing process. These disclosure requirements will include data required by 42 CFR Part 455 and will address the debarment history for the UnitedHealthcare Community Plan contracted provider network.
As a longstanding contractor for many state Medicaid programs, we are well versed on the federal prohibitions related to affiliations with debarred individuals as set forth in 42 CFR §455 and 42 CFR §438.610 and our prohibition from using funds received under this contract for goods and services furnished, ordered or prescribed by excluded individuals and entities included. We will comply with all federal and state requirements to ensure that our providers, any persons with an ownership or control interest or managing employee of a provider, our employees and contractors do not appear as debarred or excluded on the following lists:
The Office of Inspector General (OIG) List of Excluded Individuals/Entities 
The General Services Administration Excluded Parties List of Debarred Contractors
The Social Security Administration’s Death Master File
The National Plan and Provider Enumeration System (NPPES)
The Medicare Exclusion Database
Other databases as required by the U.S. Department of Health and Human Services
[bookmark: _SG_45ab182b8acb46b7a595608065c8edc5]Our process for credentialing includes provider disclosure requirements, as required by 42 CFR Part 455. We will suspend payment for goods and services furnished, ordered or prescribed by excluded individuals from Medicare, Medicaid and CHIP participation in accordance with statutes and regulations. In addition, as notified by the State and in compliance with 42 CFR §455.416, we will deny or terminate the enrollment of any provider who is terminated under the Medicaid program or CHIP of any other state. Providers terminated or denied under §455.416, as required by the State, will be given appeal rights afforded to them under State law and regulations. We will notify the Agency within one business day if an enrolled provider and any person with an ownership or control interest or who is an agent or managing employee of the provider has been excluded from participation or of other adverse actions.
We confirm our monitoring of excluded individuals and entities includes but is not limited to: 
Health care professionals and services within contracting/provider credentialing
Upon hire of employees, vendors, contractors and subcontractors
Ongoing monthly review of providers, employees, vendors, contractors and subcontractors
For contractors, subcontractors or consultants, we require that each contract contain a signed copy of our Medicaid Regulatory Appendix. This appendix requires the disclosure of any and all persons that will render services so that we can compare the persons on this list to the appropriate excluded parties’ databases to assure our compliance with this standard.
[bookmark: _Toc417627506][bookmark: _Toc417642645][bookmark: _Toc418958454]2.7 Medical Loss Ratio 
The Contractor shall maintain, at minimum, an annual Medical Loss Ratio (MLR) of eighty-five percent (85%). The Agency shall define how the MLR will be calculated. In the event the MLR falls below this target, the Agency reserves the right to recoup excess capitation paid to the Contractor. 
We will comply with the medical loss ratio of 85 percent, at a minimum. We currently comply fully with medical loss ratio requirements in multiple states, including Ohio, Arizona, Washington and New Mexico.
[bookmark: _Toc417627507][bookmark: _Toc417642646][bookmark: _Toc418958455]2.8 Organizational Structure 
The Contractor shall have in place an organizational and operational structure capable of fulfilling all Contract requirements. This structure must support collection and integration of data across the Contractor’s delivery system and internal functional units to accurately report the Contractor’s performance. The Contractor must have in place sufficient administrative and clinical staff and organizational components to achieve compliance with all Contract requirements and performance standards. The Contractor must manage the functional linkage of the following major operational areas: (i) administrative and fiscal management; (ii) member services; (iii) provider services; (iv) care coordination (v) marketing; (vi) provider enrollment; (vii) network development and management; (viii) quality management and improvement; (ix) utilization and care management; (x) behavioral and physical health; (xi) information systems; (xii) performance data reporting and encounter claims submission; (xiii) claims payments; and (xiv) grievance and appeals.
Attachment 5 Question (2.8 Organizational Structure):
1. Describe your proposed organizational structure and indicate which operational functions will be conducted in Iowa and which functions will be conducted out-of-state.
We currently have an organizational and operational structure in place that fulfills all Contract requirements and supports the collection and integration of data across our delivery system and internal functional units. 
Proposed Organizational Structure
We know how vital a local team is to serving the Iowa populations by acknowledging their health disparities and the issues that directly affect them. As we build a more comprehensive infrastructure to support the Iowa High Quality Healthcare Initiative, we will leverage our current hawk-i leadership team while bringing in national experts to ensure broad leadership support. Our proposed go-live organizational structure will be a mix of local, Iowa-based leadership team supported by our national team. Led by Ms. Mallatt and COO Nancy Lind, we present a highly qualified and dedicated staff of professionals. These individuals understand the Iowa health care market and the challenges faced by our members. We will use our experience and knowledge from other UnitedHealth Group companies and our national team to help implement best practices in our Iowa operations.
The following organization chart represents our leadership team and functional teams supporting Iowa, including health services, quality, compliance, provider relations, member services, information technology and administrative operations. 
[image: C:\Users\gzayic\Desktop\IA\Graphics\Org. Charts\Org Chart\IA_Org_Chart_050715.jpg]
[bookmark: _SG_b677cbd99057474ab447f82b2244dd2f]Figure 1. UnitedHealthcare leadership team supporting Iowa
Our organization effectively supports the collection and integration of data across our delivery system. We have established the overarching principle of integrated health across the various benefit structures, including Medicaid, CHIP and LTSS. Our organization efficiently administers the services for individuals covered under the Iowa High Quality Healthcare Initiative with:
Integrated, co-located organizational structure for physical health, BH and LTSS 
Clear and distinct accountabilities 
Locally based provider relations team 
An organizational structure that supports integrated systems and technology (physical health, BH, LTSS) through platforms of CareOne, CommunityCare data warehouse, Population Registry, Facets and the Community Strategic Platform (CSP) (claims)
Care/case managers assigned to members who develop an integrated plan of care inclusive of the member’s physical health, BH and LTSS needs
Operations functions assure that reporting and processing capabilities support member and provider needs and Agency requirements
Our integrated approach and coordination efforts enable us to improve outcomes and reduce costs. Furthermore, our patient-centered care aligns members with providers who deliver whole person, culturally sensitive care plans.
Functions Conducted in Iowa and Out-of-State
	Function
	Staff in Iowa
	Out-of-State Staff
	Total Staff

	Iowa Executive Office
	18
	-
	18

	Administration
	8
	75
	83

	Appeals and Grievances
	4
	21
	25

	Claims Processing
	142
	8
	150

	Claim Processing Support
	-
	71
	71

	Disease and Care Management
	323
	12
	335

	Member Services
	73
	2
	75

	Pharmacy Services
	1
	46
	47

	Prior Authorization and Concurrent Review
	-
	53
	53

	Provider Relations and Network Management
	38
	23
	61

	Provider Services
	0
	60
	60

	Quality Management
	23
	4
	27

	Utilization Management
	17
	13
	30

	Total Iowa Staff
	647
	388
	1035

	Percent of Total
	63%
	37%
	100%


Attachment 5 Question (2.8 Organizational Structure):
2. Describe how your administrative structure and practices will support the integration of the delivery of physical health, behavioral health and LTSS.
Administrative Structure that Supports Integration of Health Care Delivery
[bookmark: _SG_b7bbfe9291624e9989c8ce3b69609948]UnitedHealthcare Plan of the River Valley, Inc. was authorized to do business in Iowa Dec. 30, 1985. We are committed to enlarging our current presence to meet your needs with an integrated and comprehensive service center that includes local field-based staff, clinical staff and shared services. Our organizational structure is designed to integrate physical health, BH and LTSS to fully meet the needs of Iowa’s low-income and special health care needs populations.
[bookmark: _SG_1071a44e68924a8f8d1721647e326035]Our key leadership team comprises Ms. Mallatt, medical director Dr. Michael Horn, senior executive BH medical director, Charles Freed, M.D. and COO Nancy Lind, who work collaboratively to align our integrated delivery strategies, human resources, health information technology (HIT) and reimbursement policies to achieve the Agency’s objectives of better care, better health and lower costs. Ms. Mallatt is the decision maker for Iowa and ensures all resources work together to meet the goals established as part of the Iowa High Quality Initiative.
[bookmark: _SG_d2b8ca9f15ff4481aca7930f27f83328]We believe in the local management and delivery of health care services. We also understand the importance of creating programs based on each state’s unique delivery and funding systems, regulatory and governing structures. If selected to serve as the contractor for the Iowa High Quality Healthcare Initiative, we will expand our local organization – an organization that is both empowered with the authority to make decisions that affect local operations and has full access to national resources. As a local health plan serving hawk-i members for 15 years, we know Iowa. UnitedHealthcare and Optum have 410 Iowa employees who have a combined 3,621 years of expertise. Our Iowa employees have completed more than 2,700 hours of community service in 2014 which reflects how community commitment is core to our employees’ values. We value relationships and compassion, and our service in Iowa reflects our commitment to these values. One example of how our commitments are realized in a state is how we have grown our local management and health care delivery resources in Kansas. Here is the Kansas employment summary:
Before the Implementation (2011): 2,500 employees and contractors
After the Implementation (2015): 3,300 employees and contractors
Total employment impact = 800+ jobs (32 percent growth)
[bookmark: _SG_b964af34cff04063b54860354adf9eee]The Iowa High Quality Healthcare Initiative will receive increased oversight and support during and immediately following program implementation. This increased oversight early in the program helps ensure a smooth transition and is provided through a variety of resources including:
An implementation team that includes staff experienced in the administrative tasks required to start a new program and staff experienced in working with the various stakeholder groups whose involvement is critical to the success of a new public sector initiative
Mentoring of the new management team by the management team of other public sector programs so lessons learned can be shared and common operational challenges can be avoided or identified and resolved quickly
[bookmark: _SG_a903fddff4d24e379520563fb0939f2f]Consultation and support from corporate staff members will be important as we work with the Agency and stakeholders to design contracts for the Iowa High Quality Healthcare Initiative 
After the successful launch of the program, the leadership team will have the autonomy to make local decisions with ongoing support from our corporate resources. Decisions will be based on our partnership with the Agency and on our mutual need to create a strong transparent program.
[bookmark: _Toc413053174]CommunityCare
[bookmark: _SG_f671fff5a59345c4a37ace3206f0e44e]CommunityCare integrates a member’s acute care, preventive care, chronic disease management, medical, behavioral, LTSS and social needs into a comprehensive electronic record. CommunityCare integrates evidence-based medicine gaps in care and hospital admission, discharge and transfer (ADT) messaging and allows providers to input information about interactions with members such as post-ER discharge follow-up and care opportunity outreach. In addition, the platform enables care collaboration by allowing providers, members and caregivers to share access to patients’ plans of care. This member, provider and care manager tool supports alignment of clinical problems, goals and interventions and contains the family and/or caregiver’s and member’s contact information, and maintains each member’s condition list, medications, service dates and outcomes, history, provider visits, diagnoses, issues, progress notes and care conference notes, lab results and gaps in care. The member portal component of CommunityCare includes an easy-to-use tool that members, parents and guardians can access to approve the plan of care in member-centric language, note upcoming appointments and view diagnoses and medications. 
[bookmark: _SG_49878a46c38042bcb7f028cf8e9e8706][bookmark: _SG_6a3300900f704f2186449e172f7642ad]The following figure shows how CommunityCare becomes the central hub of communication flow connecting the PCP, care team and member. CommunityCare allows the PCP and care team members to maximize opportunities to continually engage and educate members when they access services. In addition, CommunityCare allows the care team to engage in timely care coordination among providers and make certain the member receives the most relevant education, information and guidance to make choices that improve health outcomes. The ability for the team to quickly access information, more closely coordinate care, and work as a team with the member at each encounter can impact significant health events such as reducing the frequency of using the ER for non-emergent conditions.
[image: ]
Figure 2. Comprehensive care coordination capabilities. Our managed care information systems are fully interoperable and fluidly exchange information.
[bookmark: _Toc413053175]Access to Member Records
To ensure compliance with HIPAA privacy requirements, all applications use role-based protocols to ensure that access and the ability to edit records, reports and data are limited to the systems that support the current role and function. CommunityCare offers profile-based security that specifies who has appropriate access to our systems and platforms. Access is managed by our security services and access control team using the Secure provisioning tool. Secure requires three levels of approval, enabling efficient auditing and entitlement reviews. Automation advances replace manual processes and provide greater efficiencies to accommodate UnitedHealth Group’s evolving technology landscape. We will work with the Agency to define CommunityCare access parameters. Our data security team uses data filters to assign parameter-driven privileges to ensure only select member populations are viewable by the user.
Linking Major Operational Areas
Nationally, we are a leader in comprehensive, integrated managed care information systems deployment. Led by our information systems manager, Cybele Kanin, our Iowa-dedicated information technology support team maintains a solution that integrates disparate technologies and data sources within the functional areas to:
Present the care team with timely, relevant and actionable information about the member and his/her interactions with the health care system
Present the claim processing, member services and provider services teams with efficient systems to meet and exceed operations performance requirements
Provide HIT capabilities to support payment reform and real-time clinical data sharing among physical health, BH and LTSS providers and payers in support of CMS-defined integrated care models
Provide our local team with a solution for health plan administration and a targeted, 
data-driven financial and operational analysis to optimize performance as our programs evolve
Our HIT solutions include applications to support Integrated Care Models such as the patient-centered medical home (PCMH), accountable care organizations (ACOs), accountable care communities (ACCs) and health homes. These applications enable real-time sharing of actionable information. 
[bookmark: _Toc413053173]Community Strategic Platform
Community Strategic Platform (CSP) is our comprehensive, cohesive technology suite that pairs industry-leading Facets software and innovative, internally developed components to meet the unique requirements of the populations that we serve. CSP has been fully implemented in Iowa since April 1, 2015, and is the heart of our architecture with interfaces that optimize the exchange of information to other key systems. For example, CSP provides the source data for applications including our UM system, CareOne, our encounter data submission system, National Encounter Management Information System (NEMIS) and CommunityCare, our HIPAA-compliant integrated coordinated care platform. As a result of the implementation of CSP, the Agency realizes the following benefits:
	ICD-10 compliance
Efficient claims processing and editing
Integration with our CommunityCare platform
	Robust reporting capabilities
Standardized organizational alignment, processes and systems
Access to robust member tools such as myuhc.com


Our systems are fully interoperable and fluidly exchange information, allowing us to adapt to support current and future Iowa requirements. We have long maintained an integrated managed care information system that meets the requirements of the Iowa RFP. Although no modifications or updates are necessary, we believe new technological innovation is vital to optimize performance as programs evolve. 
[bookmark: _Toc417627508][bookmark: _Toc417642647][bookmark: _Toc418958456]2.9 Staffing 
[bookmark: _Toc417627509][bookmark: _Toc417642648][bookmark: _Toc418958457]2.9.1 Staffing Requirements 
The Contractor must provide staff to perform all tasks specified in the Contract. The Contractor is responsible for maintaining a level of staffing necessary to perform and carry out all of the functions, requirements, roles and duties as contained herein, regardless of the level of staffing included in the Contractor’s proposal. The information provided in this section is not intended to define the overall staffing levels needed to meet Contract requirements. In the event that the Contractor does not maintain a level of staffing sufficient to fully perform the functions, requirements, roles and duties or otherwise fails to maintain compliance with the performance metrics of the Contract, the State may require additional staffing obligations in addition to other remedies provided for in the Contract. The Contractor must, at all times, employ sufficient staff to achieve compliance with contractual requirements and performance metrics. 
We agree to comply with the staffing requirements in Section 2.9.1. The details of our commitment to meet this requirement are described below. 
[bookmark: _Toc417627510][bookmark: _Toc417642649][bookmark: _Toc418958458]2.9.2 Staffing Plan 
Proposals submitted in response to the RFP must describe the Contractor’s plan to deliver a staffing plan based on the requirements in this RFP. The proposal shall outline how the staffing plan will achieve consistent, dependable service regardless of changes that may directly influence work volume. Suggested staffing includes, but is not limited to those listed in Table 2.9.2, below. The Contractor’s staffing model, including Key Personnel identified in Section 2.9.3, shall encourage a local presence in Iowa, particularly in relation to the delivery of member and provider services. The Contractor shall include in their proposal how they will include a local presence and ensure that staff is knowledgeable in Iowa specific policies and operations. Staff delivering care coordination and community-based case management services shall be based in Iowa at locations which facilitate the delivery of in-person services as appropriate. In addition, each proposal must describe its back up personnel plan, including a discussion of the staffing contingency plan for (i) the process for replacement of personnel in the event of a loss of Key Personnel or others before or after signing the Contract; (ii) allocation of additional resources to the Contract in the event of an inability to meet a performance standard; (iii) replacement of staff with key qualifications and experience and new staff with similar qualifications and experience; (iv) the time frame necessary for obtaining replacements; and (v) the method of bringing replacement or additions up to date regarding the Contract. The Agency reserves the right to require review and approval authority of Contractor staff and to require dismissal of staff in the event of performance or quality concerns. 
Table 2.9.2: Suggested Staffing
	Suggested Staffing
	Suggested Roles & Responsibilities

	Prior authorization and concurrent review staff
	Authorize requests for services and conduct inpatient concurrent review.

	Member services staff
	Respond to member inquiries via a member services helpline, as well as written and electronic correspondence.

	Provider services staff
	Respond to provider inquiries and disputes and provide outreach on provider policies and procedures.

	Claims processing staff
	Ensure timely and accurate processing of claims.

	Reporting and analytics staff
	Ensure timely and accurate reporting and analytics needed to meet the requirements of the Contract.

	Quality management staff
	Perform quality management and improvement activities.

	Marketing and outreach staff
	Manage marketing and outreach efforts.

	Compliance staff
	Support the Compliance Officer and ensure compliance with Laws and Regulations, internal policies and procedures, and terms of the Contract.

	Community-Based Case Managers
	Ensure member needs are met, manage resources effectively, and ensure members’ health, safety and welfare are met. Assist members in gaining access to appropriate resources. Recommend staff have bachelor’s degree in social work or related field or commensurate experience. 


Attachment 5 Question (2.9 Staffing):
1. Describe in detail your staffing plan and expected staffing levels. 
We agree to maintain a level of staffing necessary to perform and carry out all functions, requirements, roles and duties as required and to comply with contractual requirements and performance metrics. 
We are committed to a strong local presence and to delivering high-quality services to our members, providers, communities and the Agency. We have built a comprehensive staffing plan based on our experience executing full-risk managed care contracts across the country. We will be 100 percent ready by go-live and have key staff in place to support implementation. Once in place, we will maintain or exceed this level of in-state staff for our managed care operations under the Iowa contract. Between contract award and the contract effective date, we will deploy implementation resources from functional areas throughout the organization.
Staffing Plan
[bookmark: _SG_beae81edf5c14de3a56f4c4d6228c8fa][bookmark: _SG_1a0e690763044bb799d47f2aec89710f]We created our staffing plan and functional staffing chart by first modeling our staffing needs using proprietary workforce models and planning tools as a baseline. We developed these models across our business units, considering the unique and varied needs and requirements of the Iowa High Quality Healthcare Initiative to support efficient managed care operations based on factors such as enrollment, anticipated call volumes and contract requirements. We continually re-evaluate and revise these models to ensure consistent, dependable service regardless of enrollment or other changes that can influence work volume. We further refine and adjust the models to reflect the efficiencies we have recognized as a result of investment in technologies deployed to streamline business processes, simplify member experiences and improve administrative accuracy.
Our workforce staffing tools define the knowledge, skills, characteristics and abilities employees should possess by role and how many employees are required in each job based on the defined work process. The models help us calibrate staffing to work effort so we do not overstaff or understaff for this contract. Additionally, the models define a management hierarchy for each functional area. Finally, staffing models take into account levels of efficiency; especially ramp-up and training of new staff upon initial hiring, and reflect the time commitment for ongoing employee development and skill enhancement.
Expected Staffing Levels
We use staffing ratio guidelines for certain staff functional areas that acknowledge the health needs of the population served. For example, care coordination staff ratios for populations with more complex needs are lower than ratios used for other groups. These ratio guidelines provide benchmarks to assess staffing levels and may be adjusted to reflect final contract requirements, the person-centered care employed or actual changes in member care needs.
Iowa-Specific Knowledge
[bookmark: _SG_e1016ab3bfad44c3b76eeb8377ad9ed1][bookmark: _SG_eb99388ac39d4b3da09fa11b81c59ad1][bookmark: _SG_30e495281f9747e2b53abdfb6d285b42][bookmark: _SG_64656f1b0d9a49cabe151fc85e6539da]Iowa employees will be required to complete Iowa-specific training that provides a comprehensive overview of the Iowa High Quality Healthcare Initiative and its requirements; contractual and regulatory requirements including fraud, waste and abuse; non-discrimination; population health; consent decrees and adverse actions and complaints and appeals; covered benefits and fines and penalties. Employees also will be educated and trained on HIPAA validation and Iowa High Quality Healthcare Initiative-specific reporting requirements for privacy breaches. In addition to comprehensive member services training, all employees attend our State School. The State School curriculum is developed specifically for each state and gives our staff the opportunity to truly understand and relate to the specific member populations they serve. We are very proud of the states whose residents we serve, and spend time learning about all the distinctive aspects of the state. We will invite representatives from the Agency, Iowa Department of Public Health and other key groups to explain the vision and goals of the Initiative to our staff.
[bookmark: _SG_0ff43f879ed742d7b449def37d5b2d12]We assure the Agency that all replacement staff and other new hires working under the contract will have appropriate training and orientation to fulfill the requirements of their positions and provide the highest level of service to our members and the Agency. A dedicated on-site trainer facilitates our training programs for both current and new staff, using classroom, Web-based, role-playing and adult learning teaching approaches. Iowa contract training sessions will occur annually for existing staff and will be provided throughout the year for new hires. We also have developed numerous tools to help member services staff while they are on the job.
Attachment 5 Question (2.9 Staffing):
2. For staffing positions proposed in your staffing plan, provide job descriptions that include the responsibilities and qualifications of the position, including the number of years of experience.
Staffing Job Descriptions
Our Iowa team is led by CEO Kathleen Mallatt who has overall responsibility for plan administration, delivery of fully integrated services, comprehensive care planning and management, member and provider services and support, administrative simplification and efficiencies, quality, performance improvement, program integrity, innovation and development. Ms. Mallatt currently has overall accountability for the hawk-i program. For each job description below, we provide a position overview, responsibilities, qualifications and the number of years of experience required. The depth of our organizational experience allows us to assign national and regional experts to these key roles as we recruit for local, permanent leadership. This allows us to more rapidly and consistently prepare for state implementations. For those roles requiring state licensure we will ensure that any interim or permanent employee holds the appropriate Iowa licensure. 
[bookmark: _SG_d78913dc51554882b1d54994844ad43b][bookmark: _SG_78e96a506268447c8c4def9f13a747cc]Contract Administrator/Chief Executive Officer (2.9.3.1)
[bookmark: _Toc389472116]Position Overview
[bookmark: _SG_dfd14e12b3494b39984f7d25be365f97]The CEO is accountable for overall direction, strategic development, growth and operations of UnitedHealthcare in providing innovative care to the populations in the Iowa High Quality Healthcare Initiative. The goal of this position is to provide executive oversight and leadership so the needs of the members are met, and contractual compliance is achieved. The incumbent holds the senior leadership position having demonstrated experience in leadership, strategic planning and organizational, operational and technical skills. 
[bookmark: _Toc389472117]Responsibilities:
Effectively develops strategic goals and turns those goals into specific operating and business plans executed 
Validates regulatory compliance 
Reviews medical expense drivers and creates plans to reduce waste and increase the affordability of our programs
Represents our organization at external events and organizations; interacts with Community & State leaders
[bookmark: _Toc389472118]Qualifications:
Ten or more years of operations experience in a Medicare/Medicaid industry, at-risk managed care environment
Bachelor’s degree or equivalent combination of education and experience; Master’s degree in Business Administration preferred 
Experience in strategic planning and development
Demonstrated successful leadership skills in program execution and people management
Proven leadership skills in both internal and external environments 
[bookmark: _SG_da2baa9f4ea3442d877db0c2ab3a5849]Medical Director (2.9.3.2)
Position Overview
The medical director is actively involved in all major clinical and quality management components of our operations. The medical director oversees clinical operation initiatives that focus on clinical excellence and performance improvement. 
Responsibilities:
Administers all medical management activities; oversees all clinical functions including disease management and care coordination programs, the development of clinical care guidelines and UM
Develops, implements and provides medical interpretation of medical policies and procedures, including but not limited to service authorization, claims review, discharge planning, credentialing and referral management and medical review included in the grievance system
[bookmark: _SG_e022a6867ea54a48ad4a7351f5def4af]Serves as the director of the Healthcare Quality and Utilization Management (HQUM) committee and chair or co-chair of the Quality Assessment and Performance Improvement committee 
Responsible for implementation and management of the quality improvement program; leads and executes medical expense management and clinical quality activities
Actively participates in any scheduled quality committee meetings as directed by the agency
Qualifications:
A physician with a current, unencumbered Iowa medical license
A minimum of three years of training in a medical specialty and five years of experience post-training providing clinical services
Board certification in their specialty 
Managed Medicaid experience
[bookmark: _SG_4d686a19fd164d079495106f37d1188f]Chief Financial Officer (2.9.3.3)
Position Overview
[bookmark: _SG_d781bd7e463e4bb78df2c89f22e0c9ac]The chief financial officer (CFO) oversees all aspects of strategic financial planning, analysis and operations. This position establishes a disciplined approach to financial performance management and oversees the budget, accounting systems, financial reporting and audit activities.
Responsibilities:
Provides financial oversight, including financial planning and analysis 
Ensures compliance with State Medicaid program regulatory requirements (e.g., quarterly/annual filings) and other program operational areas (e.g., rate changes, fee schedule changes, revenue reconciliation, reporting)
Establishes detailed budgets and identifies, quantifies and prioritizes strategic initiatives to realize these budgets
Reports (financial and operational data) to region and site leaders 
Qualifications:
Seven or more years of progressive professional experience in finance or accounting 
Bachelor’s degree in finance or accounting required 
Experience in cost accounting and capital investments 
Ability to effectively support/train and perform transactional-based finance and accounting transactions 
[bookmark: _SG_2c6152d2f4e042f9b862007da23713f1]Compliance Officer (2.9.3.4)
Position Overview
Based in Iowa, the compliance officer’s primary responsibility is to make sure all UnitedHealthcare functions are incompliance with the terms of the Contract. The compliance officer collaborates with our legal counsel to conduct Iowa-specific legal research and monitors changes to requirements to mitigate risks and achieve compliance. In addition, the compliance officer supports the collection of data for regulatory filings and coordinates and develops reports, projects and assessment tools to verify compliance. The compliance officer also may develop compliance communications and drive problem resolution for the business. 
Responsibilities:
Serves as the primary liaison with the State (or its designee) to facilitate communications between the Agency, the State’s contractors and our executive leadership and staff
Comply with all HIPAA and privacy regulations as well as coordinate reporting to the State and review the timeliness, accuracy and completeness of reports and data submissions to the State 
Confirms plan has established processes/procedures to meet regulatory/contract requirements relating to receipt, investigation, resolution and reporting of fraud and abuse against the plan or its members
Coordinates with legal counsel, government programs compliance investigations and others as needed to conduct investigations, coordinate development and implement appropriate corrective action 
Collaborates with business staff to develop and implement monitoring and auditing procedures as appropriate to determine the level of compliance with key regulatory requirements
Coordinates all external regulatory audit activity and any resulting corrective actions with the government programs audit management team. Works with operational leaders to ensure understanding and communication of plan-level regulatory contract requirements 
Confirms that standards and processes are in place to ensure the engagement of vendors by the plan meets regulatory and business requirements for effective pre-contracting evaluation and service level requirements, ongoing monitoring and contract termination activities 
Qualifications:
Minimum of three to five years of experience in direct management of a compliance program
Bachelor’s degree
Experience in managed care and government programs
Experience leading audits and major program initiatives
[bookmark: _SG_dd85ea0617e9433da7e5965a8c394f5c]Pharmacy Director/Coordinator (2.9.3.5)
Position Overview
The pharmacy director has overall responsibility for instituting and coordinating all components of the pharmacy program for the health plan. This includes formulary development and consultation, drug rebates, drug UM activities, member and provider pharmacy issue resolution management, pharmacy network support, adherence to health plan policies and procedures and regulatory requirements, assisting with integrated care activities, and attendance at all relevant meetings with health plan and external meetings.
Responsibilities:
Institutes and coordinates management of the pharmacy program benefit, working with local leadership and regional/national pharmacy teams, including our pharmacy benefit manager (PBM)
Attends the Agency’s Pharmaceutical & Therapeutics (P&T) Committee and Drug Utilization Review (DUR) Commission meetings
[bookmark: _SG_7e2efa93d65f4de09693a06932b1aa3f]Coordinates with clinical teams (including BH) for an interdisciplinary approach to health care delivery, quality and management of care
Assures all contractual and regulatory requirements are met for the health plan’s pharmacy benefit programs
Manages high-cost specialty drug use, helps coordinate and manage the pharmacy portion of care for chronic/high-risk/high-cost members
Qualifications:
Iowa-licensed pharmacist with at least five years of experience in pharmacy (any setting)
Bachelor of Science degree or PharmD in pharmacy from an accredited college or university required; master’s degree preferred
Experience in pharmacy managed care and/or pharmacy UM preferred
Expertise in pharmacy coding, claims and reimbursement, medication management and formulary development preferred 
Grievance and Appeals Manager (2.9.3.6)
Position Overview
The grievance and appeals manager adjudicates member and provider disputes arising under the grievance system, including member grievances, appeals and requests for hearing and provider claim and disputes. The grievance and appeals manager is qualified by training and experience to process and resolve complaints, grievances and appeals and is responsible for the grievance system. 
Responsibilities:
Responsible for completion of member, provider and regulatory complaint cases in a specified time frame
Responsible for preparing appeal and grievance cases for presentation to triage and resolution team 
Works with internal departments to resolve complaints
Acts as liaison with regulatory agencies regarding member complaints
Qualifications:
Minimum of five years of management/supervisory experience in the health care field
Bachelor’s degree or equivalent experience
Experience with Medicare, Medicaid and managed care in a variety of health care settings
Quality Management Manager (2.9.3.7)
Position Overview
Based in Iowa, this position provides strategic leadership and direction for the quality improvement and management program. The incumbent leads and develops the overall quality strategy for the health plan, ensuring the quality program is proactive, continuously improving, applies to all product and programs within the state, and includes quality management/regulatory adherence and quality improvement.
Responsibilities:
Coordinates the work within the QMP Centers of Excellence for HEDIS data collection, data analytics and reporting, accreditation, member surveys, regulatory adherence, and member activation and engagement
Applies the expertise, standard process and capabilities of these areas to enhance quality program performance of the plan
Oversees and directs quality improvement activities and interventions as applicable to close gaps in care and improve outcomes for identified critical quality measures. 
Ensures strong HEDIS performance
Collaborates across business segments to attain or maintain health plan compliance with accreditation standards and contractual requirements as they apply to quality
Oversees and ensures the creation and submission of reports to meet state contractual requirements including Performance Improvement projects (PIPs)
Oversees and directs, as applicable, process improvement plans and corrective action plans for surveys, accreditations, EQROs and state audits within the scope of Quality Management and Improvement
Qualifications:
Iowa-licensed RN; Certified Professional in Health Care Quality (CPHQ) preferred
Eight to 10 years of experience leading an integrated and progressive quality organization, preferably within the health care industry
Experience in quality management and quality improvement as described in 42 CFR §438.200 – §438.242 required 
Experience preparing for and leading accreditation surveys
Utilization Management Manager (2.9.3.8)
[bookmark: _Toc389472170]Position Overview
The UM manager is responsible for the supervisory oversight and direction of UM department activities to include prior authorization (PA) for post-acute services, medical necessity determinations, concurrent and retrospective reviews, and discharge planning functions. The UM manager actively participates in management decision making to verify compliance with all reporting requirements. 
Responsibilities:
Provides assistance, approval and intervention as needed to determine medical necessity, appropriateness and extended length-of-stay decisions
Assists inpatient care manager in UM of members with complex medical care involving numerous providers or frequent intervention
Participates in state- or plan-required audits and complies with all reporting requirements by area of responsibility
Oversees the reporting process; monitors potential high-cost cases, readmissions, UM statistics to include admits per thousand, bed days per thousand, length-of-stay and readmissions per thousand within 30 days of discharge; develops and implements action plans for improvement as needed
Qualifications:
Five or more years of relevant experience, including three years in a supervisory role in UM in a managed care environment
Undergraduate degree preferred
Current, unrestricted RN license in Iowa
Behavioral Health Manager (2.9.3.9)
Position Overview
The behavioral health (BH) manager, an executive role, is responsible for all BH activities and participates fully in the medical management team and clinical and policy decisions. 
Responsibilities:
Coordinates with all functional areas, including quality management, UM, network development and management, provider relations, member outreach and education, member services, contract compliance and reporting
Responsible for the daily operational activities of BH services across the full spectrum of care to members, including mental health, substance abuse and waiver services. Assures overall integration of BH services in the members’ care plans
Ensures the timely completion of all contract deliverables, including assuring availability of staff 24 hours a day, seven days per week to help locate providers in a timely manner, provide prompt access to necessary levels of treatment, assure the health and safety of identified members and the community and facilitate access to the medical director for consultation as needed
Guides organizational leaders and managers in the effective delivery of services, meeting goals and avoiding contract penalties
Develops, reviews and approves documents that provide information and program justification
Qualifications:
Independent license to provide BH services to the State (M.D., DO, RN with Advanced Practice Certification, psychologist, LCSW, LPC) 
Minimum of five years of experience providing and supervising treatment service for mental illness and substance use disorders
Member Services Manager (2.9.3.10)
Position Overview
The member services manager is responsible for providing expertise and customer service support to members, customers and providers. This position directs phone-based customer interactions to answer and resolve inquiries. This position manages the member services staff to enable members to receive prompt resolution of their problems or inquiries and provide the appropriate education about participation in our programs.
Responsibilities:
Oversees member services functions, including member helpline telephone performance, member e-mail communications, member education, the member website, member outreach programs, development, approval and distribution of member materials
Oversees the interface with the State or its subcontractors regarding such issues as member enrollment and disenrollment
Plans, develops and manages the quality and productivity of customer service teams
Ensures accurate staffing and service levels
Accountable for management of inbound customer service call center and daily inventories
Accountable for operational metrics, contract compliance and key performance indicators
Qualifications:
Minimum of five years of call center management experience, including knowledge of call center industry required
Bachelor’s degree 
Claims adjustment process experience preferred 
Familiarity with health adviser model preferred 
Provider Services Manager (2.9.3.11)
Position Overview
The provider services manager develops the provider network through recruitment, contracting and retention activities. Based in Iowa, this position is responsible for developing, implementing and managing provider orientation, education, training and servicing activities for our provider network. The provider services manager interacts with local plan leadership and functional teams as well as regional and national resources in developing and supporting the provider network.
Responsibilities:
Oversees the development and maintenance of contracts, forms, materials and other tools, related to the provider services team activities
Monitors provider network for adequate access for member populations
Monitors providers for contract compliance, provides orientation, training and support as needed
Researches and develops provider agreements and other contracts and establishes regular contract review
Performs contract/reimbursement support analysis in support of contract negotiations
Participates in the development and preparation of network provider listings, services materials; as well as the review and analysis of fee schedules 
Helps obtain required credentialing documents from providers as needed
Qualifications:
Five or more years working in managed health care plan setting required
Bachelor’s degree required, in business or health care preferred, master’s degree a plus
Two or more years of experience working with physician and other providers preferred
Proven success in provider contracting and servicing 
Information Systems Manager (2.9.3.12)
Position Overview
The information systems manager leads the information technology organization by supporting multiple claims platforms and operations, medical management and provider services. Partnering with enterprise technology solution groups, this position delivers technology that enables the business and supports contract compliance. The information systems manager oversees all information technology functions, including establishing and maintaining connectivity with the Agency’s information systems and providing necessary and timely reports to the Agency. This position ensures computer systems reports provided to the Agency and its agents are accurate and that computer systems operate in an accurate and timely manner. 
Responsibilities:
Holds end-to-end accountability for making the information technology service chain work to deliver to the business, including application delivery, maintenance and systems operations
Optimizes accuracy of estimation processes and ensures consistency on schedule, cost, scope, benefit implementation and within quality goals 
Integrates architecture to simplify application landscape and architect shared solutions to deliver business functionality including encounter claims submissions, capitation payment, member eligibility, enrollment and other data transmission interface and management issues
Ensures implementation readiness and creates and enhances operational processes to increase efficiencies
Ensures all information system security and controls, program data transactions, data exchanges other information system requirements are in compliance with the terms of the Contract, and all data submissions required for federal reporting
Qualifications:
Five or more years of application development/support experience in a large enterprise environment with two or more years of experience leading teams or managing workloads for team members
Bachelor’s degree or higher level of education or equivalent experience
Ability and willingness to hold on-call responsibilities to respond to system issues at any time
Prior experience leading development or support for large, critical applications (preferably on multiple platforms) 
Claims Administrator (2.9.3.13)
Position Overview
The claims administrator is responsible for developing, implementing and administering a comprehensive claims processing system capable of paying claims in accordance with state and federal requirements and the terms of the contract.
Responsibilities:
Ensures minimization of claims recoupments
Meets claims processing timelines
Meets the Agency’s encounter reporting requirements
Qualifications:
Five or more years of previous health care claims experience required
Bachelor’s degree or equivalent experience
Two or more years of previous supervisory or managerial experience required
Three or more years of experience working with government health care programs such as Medicaid and Medicare required 
Care Coordination Manager (2.9.3.14)
Position Overview
The care coordination manager provides oversight of our care coordination and community-based case management programs. The care coordination manager strategizes, develops and directs operations of the health services department to ensure provision of high-quality, cost-effective medical services. 
Responsibilities:
Oversees care plan development and care plan implementation
Ensures adoption and consistent application of appropriate inpatient and outpatient medical necessity criteria
Ensures appropriate concurrent review and discharge planning of inpatient stays is conducted
Develops, implements and monitors the provision of care coordination, disease management and case management functions
[bookmark: _SG_a5e55180e1bb43b9b602968d1d2b1e9d][bookmark: _SG_07f71d260e71404ca29021a8c393bd94]Monitors, analyzes and implements appropriate interventions based on utilization data, including identifying and correcting overutilization and underutilization of services
Monitors PA functions, assures decisions are made in a consistent manner based on clinical criteria and meets timeliness standards
Qualifications:
Three to five years of leadership and management experience in an organization that serves the elder population
Licensed RN with an active Iowa license
Master’s degree in health services, health care administration, or business administration if not required to make medical necessity determinations
Experience with Medicare, Medicaid and managed care in a variety of health care settings
Program Integrity Manager (includes fraud, waste and abuse) (2.9.3.15)
Position Overview
The program integrity manager reports directly to the compliance function and has accountability for monitoring changes to laws and regulations to ensure compliance with state and federal laws, regulations and mandates.
Responsibilities:
Oversees monitoring and enforcement of the fraud, waste and abuse compliance program pursuant to state and federal rules and regulations
Executes the provisions of the compliance plan, including fraud, waste and abuse policies and procedures, investigating unusual incidents and implementing any corrective action plans
Assumes authority to assess records and independently refer suspected member fraud, provider fraud, and member abuse cases to the Agency and other duly authorized enforcement agencies
Confirms that we have established processes and procedures to meet regulatory/contract requirements relating to receipt, investigation, resolution and reporting of fraud and abuse against us or our members 
Serves as the liaison between UnitedHealthcare and state agencies, law enforcement and federal agencies
Qualifications:
Minimum of three to five years of experience in direct management of a compliance program
Bachelor’s degree or appropriate experience
Solid experience in managed care and government programs
Experience leading audits and major program initiatives
Long-Term Care Manager (2.9.3.16)
Position Overview
The long-term care (LTSS) manager is responsible for oversight of our implementation of the LTSS programs for Iowa. The long-term care manager oversees the delivery of all clinical programs, including community-based case management/care coordination for the LTSS population. 
Responsibilities:
Develops and implements clinical program structure and resource plans consistent with populations served by plan 
Ensures local clinical processes, policies and procedures meet regulatory/NCQA/CMS standards 
[bookmark: _SG_52c3b75c86794e309f0c6aa802e8f2fb]Identifies and drives local Healthcare Affordability Initiatives together with the medical director(s) and clinical team
Works collaboratively with providers, affiliates, service contractors and health plan management to oversee health services department with the objectives of improving the quality of care delivered to members in a range of products (i.e., SSI/ABD, long-term care and dually eligible), improving cost efficiencies and developing an environment of operational excellence
Collaborates with internal and external entities to improve accessibility standards and quality practice standards to reduce medical costs across the service delivery systems (inpatient, ERs, urgent care services and practitioner office settings)
Oversees long-term care provider reviews, utilization reviews, member satisfaction surveys, and member health and welfare
Qualifications:
Minimum of five years of experience managing HCBS waiver and other long-term care programs and facilities
Minimum of five years of experience developing and executing clinical programs in a public sector managed care environment 
Bachelor’s degree in Nursing/RN licensure strongly preferred but would consider social worker with strong background in LTSS
Clinical experience with Medicaid/Medicare populations
Comprehensive understanding of CMS rules and regulations
In addition to key personnel identified in the RFP, UnitedHealthcare provides the following critical roles in service of the Iowa High Quality Healthcare Initiative.
[bookmark: _SG_ecf23752619344f5b3b97b3af237602a]Chief Operating Officer
Position Overview
[bookmark: _SG_56f54f6cfce44f58add6883ec8bef39a]Based in Iowa, the chief operating officer (COO) serves as the primary point of contact for all operational issues and is responsible for management and administration of multiple functions and general business operations. This position manages the daily operations of multiple levels of staff and multiple functions and departments across our company to meet performance requirements. The COO is responsible for formulating sound business strategies and operational plans. Reporting to the CEO, this position is accountable for operational results.
Responsibilities: 
Establishes business metrics required to meet state partner, member and care provider requirements and achieve key goals
Coordinates the tracking and submission of all contract deliverables
Facilitates and cooperatively manages with the business new law implementation and acceptance into the business; coordinates and develops regulatory relationships and active interaction with regulatory agencies
Provides consultative expertise/guidance and promotes compliance with laws and regulations with business partners ensuring effective response to changing laws
Qualifications:
Ten or more years of experience within a regulatory and health care compliance environment
Bachelor’s degree; master’s degree preferred
Ability to communicate clearly with internal partners and external regulatory agencies and effectively represent our interests
Structures business disciplines to facilitate quick, data-based decisions and ensures accountability for execution
Evaluates outcomes based on qualitative and quantitative measures and adjusts accordingly
[bookmark: _SG_80c47d789328441280baef1215251cb5]Community-Based Case Managers
Position Overview
Community-based case managers apply clinical knowledge to coordinate member care needs for assigned members who are primarily medically complex and require intensive medical and psychosocial support. Coordination of member care needs across the continuum begins with early identification of health risk factors, education and prevention using the six essential activities of case management as per the Case Management Society of America (CMSA). Coordination also assures the provision of appropriate services in acute, home, chronic and alternative care settings, to meet patient needs in the most cost-effective manner available.
Responsibilities:
Apply clinical knowledge to affect efficient case management for those accessing their Medicare/Medicaid benefits
Incorporate evidence-based clinical practices into care coordination activities
Serve as member advocates and facilitators to resolve issues that may be perceived as barriers to care
Provide education and coordination of community resource referrals to members and providers
Develop, implement, maintain and evaluate a patient-centered, individual care plan when services are indicated, based on patient care needs identified through proactive collaboration and communication with members, families and providers
Collaborate and communicate with other members of the care coordination team to improve the quality and efficiency of health care delivery and assure smooth transition of care-coordination activities to other team members
Monitor hospital encounters of assigned members and provide education and/or interventions as necessary to reduce frequency
Qualifications:
Current nursing license (RN, LPN) or degreed in social work (BSW or MSW) or a minimum of two years case management or long-term care experience
Working knowledge of Medicare/Medicaid regulations
Working knowledge of medical terminology
Long-term care experience preferred
Prior Authorization and Concurrent Review Staff
Position Overview
Prior authorization and concurrent review staff determine the medical appropriateness of elective admissions and outpatient services following evaluation of medical guidelines and benefit determination. In addition, PA and concurrent review staff perform medical necessity reviews using medical policies, MCG, Interqual and Medicare criteria. 
Responsibilities:
Gather clinical information needed for medical necessity reviews
Maintain appropriate documentation following PA standard operating procedures
Consult with the medical director as needed to troubleshoot difficult or complex cases
Participate in telephonic and in-person staff meetings
Qualifications:
Minimum of three years of experience (including clinical experience) in an inpatient/acute setting
Bachelor’s degree preferred 
Current, unrestricted RN license in state of residence
Background in discharge planning and/or chart review
Prior experience in utilization review
Compliance Staff
Position Overview
Compliance staff coordinate and support the operational audits associated with our compliance program. They work directly with internal departments to identify areas of risk, provide governance regarding the development and implementation of operational procedures and protocol implementation. Compliance staff assess compliance gaps in current operating procedures against contractual requirements and provide guidance and consulting on State compliance requirements.  
Responsibilities:
Develop/implement/facilitate compliance standards, policies, procedures and codes of conduct
Develop/implement/facilitate auditing/monitoring processes to identify program issues and help the business address them (e.g., implementation issues, training needs, exceptions to program requirements)
Respond to reported compliance issues and develop/facilitate corrective actions as necessary
Collaborate with internal/external business partners to help develop and implement effective fraud and abuse detection and reporting programs
Drive completion of required compliance training among applicable employee populations
Demonstrate understanding of the impact of applicable laws, regulations, mandates and contracts on UnitedHealthcare business and operations, including both segment-specific and enterprise-wide implications
Collaborate with applicable regulators (e.g., CMS) to help appropriately interpret applicable mandates/regulations 
Conduct internal monitoring/auditing to identify process gaps and help the business address organizational risks
Qualifications:  
Bachelor’s Degree or appropriate experience
Experience in managed care and government programs
Experience conducting audits.  Experience working with regulatory agencies
Detailed understanding of government requirements and expectations for health care compliance programs
Quality Improvement Staff
Position Overview
Quality improvement staff implement day-to-day operations of the quality management department to ensure compliance with all regulatory and accreditation requirements. 
Responsibilities:
Assure appropriate response to complaints, grievances, appeals and fair hearings
Implement quality improvement processes including process reviews and evaluation of the quality management program
Conduct program committee reviews, quality of care management and support improvement of quality scores
Qualifications:  
Clinical RN with current licensure 
5+ years clinical experience, or other relevant experience 
2+ years of quality improvement experience, or other relevant experience
Experience working in Medicaid and/or Medicare health care and insurance industry, including regulatory and compliance requirements
Knowledge of clinical standards of care, preventive health standards, HEDIS, NCQA, governing and regulatory agency requirements, and the managed care industry
Ability to use databases and prepare reports 
Marketing and Outreach Staff
Position Overview
Marketing and outreach staff engage, solicit and act as community ambassadors on behalf of UnitedHealthcare. They work within the community, assigned region, service area, and/or urban areas to foster healthy partnerships and relationships while building brand awareness. 
Responsibilities:
 Identify key health issues and concerns as well as community-based programmatic successes within service areas/regions
Work independently to develop opportunities for collaboration with community-based organizations, faith-based organizations, community leaders and advocates, schools, senior centers, etc.
Meet with community-based leaders (executive directors, directors and VP-level community-based organization staff, local government city officials, etc.) to gather health-related data, identify health concerns within a community or region of the state, and develop and maintain collaborative relationships and partnerships
Provide expertise as it relates to assigned region/territory in assisting in marketing and product development
Develop, coordinate and manage large community events such as health fairs and community-related events
Train all health plan staff as a state-designated certified marketing guidelines subject matter experts to ensure contractual compliance 
Qualifications: 
Undergraduate degree or equivalent experience
4 years of marketing experience
4 years demonstrated skills for organizing events and managing workload
Project management experience preferred; at a minimum, experience managing  and prioritizing several deadlines
Experience influencing at many organizational levels, internally and externally
Member Services Advocates 
Position Overview
Member services advocates (MSAs) respond to inbound calls from members, including benefit questions, PCP assignments and appointments, appeals and grievances. MSAs are responsible for first call resolution, and if appropriate, warm transfer to clinical team, NurseLine, outreach, etc. MSAs conduct outbound new member welcome calls, initial health screening and preventive health reminder calls. MSAs are specifically trained to engage with members on other important opportunities that may exist to improve their health. An example includes closing gaps in care, such as the need for a wellness exam, by assisting members in scheduling appointments with their PCPs.
Responsibilities:
Member services advocates assist members with:
	Benefits management
Enrollments/transfers
Member education materials 
Cost sharing and patient liabilities 
Provider directories
Member Call Center / NurseLine
	Interpreter and translation services 
Cultural competency 
Complaints
Appeals
Member ID cards


Qualifications: 
High school diploma
Proficiency in member services
Strong customer service orientation
Provider Services Staff
Position Overview
Provider services staff are accountable for the full range of provider relations and service interactions within UnitedHealthcare, including working on end-to-end provider claim and call quality, ease-of-use of physician portal and future service enhancements, and training and development of external provider education programs. 
Responsibilities:
Design and implement programs to build and nurture positive relationships between the health plan, providers (physician, hospital, ancillary, etc.) and practice managers
Identify gaps in network composition and services to assist the network contracting and development staff in prioritizing contracting needs
Conduct activities related to contracting, credentialing and setup of new providers
Validate correct payments through claims testing procedures prior to release to production
Develop and execute provider communications
May be involved in identifying and remediating operational short-falls and researching and remediating claims
Qualifications: 
Undergraduate degree or equivalent experience
Past experience in working with physician practices in administrative management, support, service, consulting or similar role
Extensive knowledge of medical practice administration and operations
Familiarity with medical practice diagnosis and procedure coding
Ability to interpret and use financial and utilization analysis reports in development of network performance optimization plans
Claims Staff
Position Overview
Claims staff investigate, review and resolve professional and facility provider claims. They participate in telephone calls or meetings with providers, clients and other investigative areas. 
Responsibilities:
Adhere to state and federal compliance policies, reimbursement policies and contract requirements
Participate in the testing of claims adjudication according to the individual provider contracts 
Contribute to the creation of any new procedures, policies and desktop reviews
Ongoing operations ensures that claims timeliness and accuracy through a multiplicity of audit processes and mechanisms
Contribute to tracking and trending of claims disputes as a means to improving quality
Qualifications: 
High School Diploma or GED
Group or individual claims management experience
Knowledge of medical terminology
1+ years of experience analyzing and solving customer problems in an office setting environment
Reporting and Analytics Staff
[bookmark: _Toc389472194]Position Overview
Reporting and analytics staff establishes and maintains sufficient, necessary control and direction over services provided to confirm standards are consistently and uniformly maintained. They provide technical support and guidance for clients and internal business units to establish, implement and communicate departmental objectives inside and outside the organization. 
[bookmark: _Toc389472195]Responsibilities:
Monitor ongoing cost-containment activities and technical resource availability to assure effective cost-containment techniques and a high level of technical expertise 
Prepare, verify and distribute health plan data and metric reports, including State contract deliverables
Perform operational audits, review reports and service calls 
[bookmark: _Toc389472196]Qualifications:
Seven or more years of progressive professional experience in finance or accounting 
Bachelor’s degree in finance or accounting required 
Experience in cost accounting and capital investments 
Ability to effectively support/train and perform transactional-based finance and accounting transactions 
Attachment 5 Question (2.9 Staffing):
4. Describe your back up personnel plan, including a discussion of the staffing contingency plan for:
Backup Personnel Plan
[bookmark: _SG_253f7aca69424cf79e5c73ab65e129a5]We assure the State that all replacement staff and other new hires working under the Iowa High Quality Healthcare Initiative contract will have appropriate training and orientation to fulfill the requirements of their positions and provide the highest level of service to our members and the State. Depending on your needs, we can execute agreements with the MHDS regions, Telligen and other Iowa organizations that currently provide professional services to support these members and leverage those contracts to provide staff to fill gaps. 
a. The process for replacement of personnel in the event of a loss of Key Personnel or others.
If key personnel supporting Iowa members were to leave UnitedHealthcare, our regional leader responsible for the function will provide oversight, leadership and backup support until the Iowa position is refilled. The position will be posted immediately and recruiting efforts for Iowa-based positions (or others outside the State) would commence. As required, all key personnel departures will be reported to the Agency no later than five business days before the last date the employee is employed, to the extent possible, and we will fill key positions within 60 calendar days of departure, unless a different time frame is approved by the Agency. Further, we will obtain prior written approval before hiring replacements for key personnel positions.
[bookmark: _SG_235cb9746dc54a128c5fbcf77094d3ac]Positions are posted on UnitedHealth Group’s career website as well as through sites such as Monster, CareerBuilder, Indeed and Niche job boards. When possible, we leverage state and local government job boards and intend to use Iowa Workforce Development resources in this area, particularly the health care career site. Other common talent-acquisition strategies include UnitedHealth Group Social Networks such as LinkedIn (and other social media channels), database referrals and professional associations and trade groups. UnitedHealth Group also will leverage diversity, military and other disability connections throughout the local markets. Finally, UnitedHealth Group will develop and implement, as needed, specific media plans for selected positions through digital media (e.g., banner ads, search marketing and email marketing). Implied in the talent-acquisition strategy will be UnitedHealth Group’s ability to create lead generation for key positions through networking, executive referrals and our database of available candidates. UnitedHealth Group has dedicated resources of talent acquisition specialist and sourcing specialist to assist with entry, mid-level and senior-level leadership roles.
b. Allocation of additional resources in the event of an inability to meet a performance standard.
Our CEO and other executive staff will continuously monitor health plan metrics and performance measures for the purpose of identifying changing resource needs. In the event the CEO determines additional staffing resources are needed to meet Iowa performance standards, the CEO will immediately initiate the recruitment process to satisfy those requirements and notify Agency staff of the proposed staffing additions. We are committed to maintaining a full complement of highly qualified and well-trained staff who will provide consistent and dependable support and services to the Agency, members and providers, and that trained staff will be sufficient to meet or exceed all contractual requirements and performance standards, regardless of changes in enrollment levels or other work volume. 
c. Replacement of staff with key qualifications and experience and new staff with similar qualifications and experience.
[bookmark: _SG_3b18d360f85f4b61b2419413d0e1ba73]We have several processes to ensure replacement staff members have key qualifications and experience. We use a succession planning process for mid-level leaders through executives. This robust development planning process assures that successors have the experiences, training and relationships to be effective in their new positions. In addition, we conduct workload balance to shift people to serve on an interim basis as needed. Our recruiters support hiring endeavors, including recruiting outside of our organization. Finally, we work with recruiting firms (when necessary) and universities to continuously recruit new resources we can train and to bring new thinking to the organization.
We also have available and ready contingent staffing resources to fill gaps while we are recruiting. We will accomplish this by leveraging trained/skilled resources through our national functions and/or employees in other health plans. These resources can be dedicated to the Iowa contract until replacements can be named. As in other states where we operate, we will make every effort to hire from within Iowa. It is only on a rare exception basis that we would approve relocation from outside Iowa. Our recruitment teams specialize in various functional areas to ensure that we identify the right external resources and look in the right places for the most qualified candidates. If there is no clear successor for an open position, we recruit positions both internally and externally.
d. The time frame necessary for obtaining replacements.
[bookmark: _SG_36129d8ec0234bb2b0090cf9e774b8cd]Our recruitment services team is held accountable for sourcing and filling positions within specified time frames, depending on the position. Once a requisition is approved, we fill entry level positions within 30 days on average, individual contributors and mid-level managers within 45 days on average, and senior leadership roles within 60 days. Filling positions includes monitoring source channels for appropriate candidate flow with escalated reporting to management on a daily and weekly basis. Escalated sourcing strategies are implemented based on the time frames mentioned in this section. In addition, preferred staffing vendors and agencies are well established and brought in, as appropriate, to ensure required staff levels are met. Further, as required in this RFP, we fill key positions within 60 calendar days of departure, unless a different time frame is approved by the Agency.
e. The method of bringing replacement or additions up to date regarding the Contract.
As described previously in Section 2.9.2, all replacement staff and other new hires working under the contract will receive appropriate training and orientation to fulfill the requirements of their positions and provide the highest level of service to our members and the Agency. Our dedicated on-site trainer will facilitate our training programs for current and new staff, using a variety of training approaches. These training sessions will occur annually for existing staff and will be provided throughout the year for new hires. 
When there is a vacancy at the leadership level, we bring resources from multiple channels to provide knowledge and skill on an interim basis. First, a robust succession planning process is conducted annually to assure that we have a solid bench of leadership candidates for critical roles. Second, our compliance officer provides the new leader with the support required to fulfill contract obligations. Finally, we have functional leaders at both regional and national levels of our organization who provide technical assistance in the event of a vacancy. For example, if the CEO were to leave the organization, the position would be filled on an interim basis by the regional president. If the long-term care manager position became open, the role would be managed through a national clinical team leader. We also rely on knowledge management software platforms to provide universal and consistent information about all aspects of our service requirements.
[bookmark: _Toc417627511][bookmark: _Toc417642650][bookmark: _Toc418958459]2.9.3 Key Personnel 
Upon award of the Contract, the Contractor shall deliver the final staffing plan that encompasses the requirements in both Section 2.9.2 and 2.9.3, which the Contractor shall adhere to, within ten (10) calendar days of the execution of the contract. The staffing plan shall include a resume for each Key Personnel member. The Agency will review and approve the staffing plan within fifteen (15) calendar days of receipt. The Agency reserves the right to approve or deny Contractor Key Personnel based on performance or quality of care concerns. Key Personnel shall include the following positions:
2.9.3.1 Contract Administrator/CEO/COO: Responsible for overseeing the entire operations of the Contractor. …
2.9.3.2 Medical Director: Must be an Iowa-licensed physician in good standing. Is responsible for oversight of …
2.9.3.3 Chief Financial Officer: Responsible for overseeing the Contractor’s budget, accounting systems and …
2.9.3.4 Compliance Officer: The Contractor must employ a Compliance Officer who is accountable to the …
2.9.3.5 Pharmacy Director/Coordinator: Must be an Iowa licensed pharmacist who oversees the pharmacy …
2.9.3.6 Grievance & Appeals Manager: Manages the Contractor’s grievance and appeals process, ensuring …
2.9.3.7 Quality Management Manager: Must be an Iowa licensed registered nurse, physician or physician’s …
2.9.3.8 Utilization Management Manager: Must be an Iowa licensed registered nurse, physician or physician’s …
2.9.3.9 Behavioral Health Manager: Must be an Iowa licensed behavioral health professional such as a …
2.9.3.10 Member Services Manager: Responsible for oversight of the member services functions of the Contract…
2.9.3.11 Provider Services Manager: The Provider Services Manager is responsible for the oversight of the …
2.9.3.12 Information Systems Manager: Serves as a liaison between the Contractor and the Agency, or its …
2.9.3.13 Claims Administrator: Is responsible for ensuring prompt and accurate provider claims processing in …
2.9.3.14 Care Coordination Manager: Is responsible for oversight of the Contractor’s care coordination and …
2.9.3.15 Program Integrity Manager: Is responsible for oversight of the Contractor’s special investigations unit … 
2.9.3.16 Long Term Care Manager: Is responsible for oversight of the Contractor’s implantation of the state’s …
2.9.3.17 In addition to management positions above, the Contractor shall designate a primary point of contact …
Attachment 5 Question (2.9 Staffing):
3. Confirm that a final staffing plan, including a resume for each Key Personnel member, will be delivered within ten (10) calendar days after notice of award.
We confirm that a final staffing plan to include resumes for the Key Personnel listed in Sections 2.9.3.1 through 2.9.3.16 will be delivered to the Agency within 10 calendar days of the execution of the contract. 
[bookmark: _Toc417627512][bookmark: _Toc417642651][bookmark: _Toc418958460]2.9.4 Staffing Changes 
The Contractor shall notify the Agency, in writing, when changes to key staffing of the Contract occur, including changes in the Key Personnel and other management and supervisory level staff at least five (5) business days prior to the last date the employee is employed to the extent possible. The Contractor must provide written notification to the Agency at least thirty (30) calendar days in advance of any plans to change, hire, or re-assign designated Key Personnel. At that time, the Contractor must present an interim plan to cover the responsibilities created by the Key Personnel vacancy. Likewise, the Contractor must submit the name and resume of the candidate filling a Key Personnel vacancy within ten (10) business days after a candidate’s acceptance to fill a Key Personnel position or ten (10) business days prior to the candidate’s start date, whichever occurs first. The Contractor must ensure that knowledge is transferred from an employee leaving a position to a new employee to the extent possible. All Key Personnel positions must be filled within sixty (60) calendar days of departure, unless a different time frame is approved by the State. 
We agree to comply with the requirements for notifying the Agency of changes to key staffing and presenting an interim plan to cover the responsibilities created by the vacancy as outlined in Section 2.9.4 Staffing Changes. 
[bookmark: _Toc417627513][bookmark: _Toc417642652][bookmark: _Toc418958461]2.9.5 Business Location 
The Contractor shall set up and maintain a business office or work site within the state of Iowa, staffed with the primary contract personnel and managers for the services provided under the Contract. The Contractor shall be responsible for all costs related to securing and maintaining the facility for interim start-up support and the subsequent operational facility, including, but not limited to, hardware and software acquisition and maintenance, leasehold improvements, utilities, telephone service, office equipment, supplies, janitorial services, security, storage, transportation, document shredders, and insurance. If any activities are approved by the Agency to be performed offsite, then the Contractor must provide toll-free communications with the Agency staff to conduct business operations. The Contractor shall provide meeting space to the Agency as requested when onsite at the Contractor’s location. The Agency will not provide workspace for the Contractor's staff.
We agree to comply with the requirements for maintaining a business location as outlined in Section 2.9.5 Business Location. We currently have an office at 1089 Jordan Creek Parkway, West Des Moines, IA 50266, and we will expand our operation to meet changing requirements. We are committed to an expanded Iowa headquarters presence in the Greater Des Moines area together with a combination of home-based or community-based staff across the state.
[bookmark: _Toc417627514][bookmark: _Toc417642653][bookmark: _Toc418958462]2.9.6 Out of State Operations 
The Contractor must ensure the location of any staff or operational functions outside of the State of Iowa does not compromise the delivery of integrated services and a seamless experience for enrollees and providers. Additionally, the Contractor shall be responsible for ensuring all staff functions conducted outside of the State of Iowa are readily reportable to the Agency at all times to ensure such location does not hinder the State’s ability to monitor the Contractor’s performance and compliance with Contract requirements. In responding to this RFP, the Contractor shall describe what functions are proposed to be conducted outside of Iowa and how out-of-state staff will be supervised to ensure compliance with Contract requirements.
We ensure any operations located outside Iowa will successfully deliver integrated services and a seamless experience for members and providers alike. In addition, our program structure facilitates close coordination and collaboration among staff in all locations with all staff functions readily reportable to the CEO and the Agency at all times. 
Attachment 5 Question (2.9 Staffing):
5. Describe which staff will be located in Iowa, and where other staff will be located.
a. Describe how out-of-state staff will be supervised to ensure compliance with Contract requirements and how Iowa-based staff shall maintain a full understanding of the operations conducted out-of-state. 
b. Indicate the location of the Iowa office from which key staff members will perform their duties and responsibilities.
Location of Staff
At the onset of the contract, the following key management staff will be located in Iowa: 
	Chief executive officer
Medical director
Chief operating officer
Associate director of operations (included here but not listed in 2.9.3 Key Personnel)
Chief financial officer
Compliance officer
	Pharmacy director
Quality management manager
Behavioral health manager
Member services manager
Provider services manager
Care management manager
Program integrity manager
Long-term care manager


Functions Conducted in Iowa and Out-of-State
	Function
	Staff in Iowa
	Out-of-State Staff
	Total Staff

	Iowa Executive Office
	18
	-
	18

	Administration
	8
	75
	83

	Appeals and Grievances
	4
	21
	25

	Claims Processing
	142
	8
	150

	Claim Processing Support
	-
	71
	71

	Disease and Care Management
	323
	12
	335

	Member Services
	73
	2
	75

	Pharmacy Services
	1
	46
	47

	Prior Authorization and Concurrent Review
	-
	53
	53

	Provider Relations and Network Management
	38
	23
	61

	Provider Services
	0
	60
	60

	Quality Management
	23
	4
	27

	Utilization Management
	17
	13
	30

	Total Iowa Staff
	647
	388
	1035

	Percent of Total
	63%
	37%
	100%


Additional required staff, especially for care coordination of members, will be located in Iowa as well, strengthening our local presence and support for future Iowa members. Recruiting is already underway for the permanent key staff positions.
We structure our program with coordination and collaboration among staff in all locations. Ms. Mallatt and direct reports are accountable for all contract deliverables and requirements, and are responsible for coordinating all functions—both direct and delegated. Ms. Mallatt will ensure our compliance with all contract requirements and will set up a management structure within the Iowa Executive Management Team (EMT) to monitor all operations conducted both within and outside of Iowa. The EMT will review Iowa-specific reports at least quarterly from all functional areas with some functional areas reviewed more frequently. The review of each functional area will be based on Iowa-specific performance data and targets as shown in the following examples:
	Functional Area to be Reviewed
	Frequency of Data Review

	Inpatient utilization data
	Daily

	Complaints/appeals/grievance data
	Quarterly

	Member call center data
	Monthly

	GeoAccess reports
	Quarterly


We have 410 UnitedHealth Group employees in Iowa across all our businesses, with more than 180,000 employees operating in 50 states. UnitedHealth Group, as one of the largest health insurers in the country, has the extensive experience, expertise, resources and technology to support a blended model of functions delivered locally and nationally.
We bring the best combination of local management and staff in Iowa with UnitedHealth Group’s vast national resources and support. Local staff is culturally sensitive, familiar with the health care delivery system and most importantly, local staff is available and accessible in the local community to respond to the issues and challenges Iowa populations face. Our senior leadership teams bring experience from other State Medicaid programs to the implementation and support of the Iowa program.
Similar to our management and monitoring of subcontractors, we work closely with nationally based functions to confirm consistent performance and quality, having the advantage of benchmarking performance to our other government-sponsored state programs. We accomplish this through periodic and ad hoc meetings (typically via teleconference with associated shared online agenda, reports and presentations) and standard periodic reports, such as claims processing metrics. Our regional and national resources also provide support to our Iowa health plan, including reviews to verify plan performance, investment in infrastructure, and bringing best practices for potential adaptation and use in Iowa.
[bookmark: _SG_08e7f8e6f3da4ea18080b5c21da102e8]We are strongly committed to delivering member services locally. We currently have an office at 1089 Jordan Creek Parkway, West Des Moines, IA 50266, and we will expand our operation to provide the space for the staff necessary to fulfill requirements of the Iowa High Quality Healthcare Initiative. We are currently working with our corporate real estate team as well as Des Moines area realtors to identify expanded space in the metropolitan area, coincident with the expiration of our lease in December 2015. 
[bookmark: _Toc417627515][bookmark: _Toc417642654][bookmark: _Toc418958463]2.9.7 Staff Training and Qualifications 
The Contractor must ensure on an ongoing basis that all staff has the appropriate credentials, education, experience and orientation to fulfill the requirements of their position. The Contractor shall provide initial and ongoing training and must ensure all staff is trained in the major components of the Contract. As applicable based on the scope of services provided under subcontract, the Contractor shall ensure all subcontractor staff is trained in accordance with this section. Staff training shall include, but is not limited to: (i) Contract requirements and State and Federal requirements specific to job functions; (ii) in accordance with 42 CFR 422.128, training on the Contractor’s policies and procedures on advance directives; (iii) initial and ongoing training on identifying and handling quality of care concerns; (iv) cultural sensitivity training; (v) training on fraud and abuse and the False Claims Act; (vi) HIPAA training; (vii) clinical protocol training for all clinical staff; (viii) ongoing training, at least quarterly, regarding interpretation and application of utilization management guidelines for all utilization management staff; (ix) assessment processes, person-centered planning and population specific training relevant to the enrolled populations for all care managers; and (x) training and education to understand abuse, neglect, exploitation and prevention including the detection, reporting, investigation and remediation procedures and requirements. The Policies and Procedures Manual shall be provided to the Contractor’s entire staff and shall be incorporated into all training programs for staff responsible for providing services under the Contract. Training material must be updated on a regular basis to reflect any program changes. The Contractor shall maintain documentation to confirm staff training, curriculum, schedules and attendance. The Agency reserves the right to review training documentation and require the Contractor to implement additional staff training.
Attachment 5 Question (2.9 Staffing):
6. Describe your process for ensuring all staff have the appropriate credentials, education, experience and orientation to fulfill the requirements of their position (including subcontractors’ staff).
We have a proven process in place to ensure all staff possess the appropriate credentials, education, experience and orientation to fulfill the requirements of their position, including state and federal requirements specific to job function in accordance with 42 CFR 422.128. 
When recruiting staff, including subcontractor staff, we focus our activities on individuals with the necessary credentials, including, valid, active and unrestricted licenses to practice in Iowa for clinical personnel. We use our internal recruiting team to support our workforce planning process. When hiring, our managers will work to complete job requisitions for any new hires based on Agency-defined functional staffing models. 
Our key staff will align and include all staff required in Section 2.9.3. We place a high priority on identifying the best talent from a diverse pool of candidates throughout Iowa to build a team integral to the delivery system and dedicated to making a difference in people’s lives. We have committed to recruit field-based staff who possess the knowledge and depth to reflect member demographics in Iowa. 
We only hire candidates who meet the qualifications outlined for the job. Once hired, these new employees undergo a structured orientation to their job. From the high-performing people we hire, to the health care services we provide, we advocate the possibilities of unique thinking. We are committed to creating an inclusive environment fueled by innovative ideas. Our employees have diverse cultural backgrounds, beliefs, perspectives and lifestyles; however, they have one thing in common—their ability to excel.
Attachment 5 Question (2.9 Staffing):
7. Describe how you will ensure that all staff is knowledgeable in Iowa-specific policies and operations.
As described previously, we assure the Agency that all staff and other new hires working under the Iowa contract will have appropriate training and orientation to fulfill the requirements of their positions and provide the highest level of service to our members and the State. A dedicated on-site trainer facilitates our training programs for both current and new staff, using classroom, Web-based, role-playing and adult learning approaches. Iowa contract training sessions will occur annually for existing staff and will be provided throughout the year for new hires. We also have developed numerous tools to help members’ services staff while they are on the job.
Upon hire, we maintain new employee orientation requirements to ensure compliance obligation awareness and provide tools for all employees to understand and follow the Code of Conduct and business practice expectations. In addition to general new employee orientation training, we provide mandatory annual employee compliance training including, but not limited to, the topics of the Code of Conduct, Privacy and Security, Whistle Blowers, Information Security, Organizational Conflicts of Interest; Anti-Bribery, Pharma Interactions, Harassment Prevention and Fraud, Waste and Abuse. Because of the unique training needs of each department, frequency of training is determined by role and function area within each department.
In addition to our compliance training curriculum, specialized compliance training on issues posing compliance risks for an employee’s job function may be provided in areas of business functions or operations. Supervisors are responsible for assuring that each direct report employee completes the applicable compliance training and agrees to abide by our code of business conduct. 
Attachment 5 Question (2.9 Staffing):
8. Describe in detail your staff training plans (including subcontractors’ staff) and ongoing policies and procedures for training all staff.
We have extensive experience delivering high-quality, effective training for integrated health care programs. We will conduct ongoing training for our entire staff, in all departments, to ensure appropriate functioning in all areas so staff is aware of all programmatic changes. We will develop and deliver curriculums specific to their areas of responsibility. 
Our training plan includes methods that ensure our staff remains aware of programmatic changes. Training can take many forms including mandatory compliance training, classroom training, on-the-job training, mentoring, newsletters, online, communication handouts and other formats as needed to meet the training goals. We use our online training platforms to schedule, deliver and track training. 
[bookmark: _SG_46e67d5a7d9d42aab369803af4b3c853][bookmark: _SG_9b2df7f367e64fc99f7554008c348f55][bookmark: _SG_4f425f8594844338a06716bfc5e94c67]Training is required upon hire and at least annually thereafter. Employees supporting Iowa and our subcontractors and their employees will be required to complete Iowa High Quality Healthcare Initiative-specific training, which will provide a comprehensive overview of the program and requirements, contractual and regulatory requirements including fraud, waste and abuse, non-discrimination, population health, consent decrees and adverse actions and complaints and appeals, covered benefits and fines and penalties. Employees and subcontractors also will be educated and trained on HIPAA validation and Iowa High Quality Healthcare Initiative-specific reporting requirements for privacy breaches. We recognize that each state has a unique culture in addition to comprehensive member services training. Our curriculum is developed specifically for each state and gives our staff the opportunity to truly understand and relate to the specific member populations they serve. We are very proud of the states we represent, and have been privileged to provide services to Iowans for 33 years across our health care lines of business.
Existing Employees
The training curriculum includes a well-defined set of topics to facilitate understanding of each program requirement and of covered services, as well as to provide our staff with a holistic understanding and insight into the cultural and care needs of the populations we serve. Dedicated trainers facilitate our training programs for both current and new staff, using classroom, Web-based, role-playing and person-centered teaching approaches. We have also developed numerous tools to help services staff while they are on the job. For example, we created a “Crisis Job Aid” as a reference guide for staff to quickly refer to during a crisis situation.
Member Services Advocates
[bookmark: _SG_90dbc680f4634c27995259ff0f129ef6]New member services advocates (MSAs) receive two phases of customer care training during the beginning of their employment. MSA training will progressively move the individual from learning the basics of the Iowa High Quality Healthcare Initiative program and operations to simulated interactions with members and testing to ultimately interacting directly with members under direct supervision. Each topic is addressed through training vehicles that include reading, lecture, role-playing/simulations, observation and question-and-answer opportunities, with intermittent reviews to confirm information is retained. 
MSAs must pass written evaluations and meet specific metrics before they move to the second training phase and are allowed to take calls. Once on the phone, supervisors monitor MSA calls to help them achieve a pre-determined quality level of service and to identify areas of retraining. Specialized training is warranted for MSAs who are not meeting the metrics. Our MSAs receive training during new employee orientation, annually and on an ad hoc basis on handling urgent needs or situations. MSAs are trained to recognize symptoms of a medical crisis such as slurred speech, altered consciousness and shallow breathing. We review and discuss urgent situation calls during training example scenarios and role play how to respond so our staff feels competent to answer calls of this nature.
Ongoing staff training addresses the cultural and linguistic characteristics and special health care needs of our member population, including use of our members first language; cultural awareness and understanding of health disparities among different cultural groups; cultural beliefs related to health, illness, medical care and end-of-life issues; the need to treat each person with dignity and respect; how to avoid stereotypes; communication protocols for members with limited English proficiency; characteristics of and barriers facing individuals with special health care needs; cultural competency and adult sensitivity training. 
We also provide ongoing training through Behavioral Analytics, a member services behavioral program that assists our MSAs in matching their communication style to the personality of the caller. Using linguistic patterns, not voice tone, we can identify when a caller is in distress, or when something has become important to him/her. MSAs are trained to identify what those verbal cues are and instructed in the best way to respond. We record the calls that come into our member services center, and all recorded calls are available to review and analyze through our behavioral analytics capabilities. As a result, behavioral analytics have improved the overall member service experience through the elimination of repeat calls and an increase in first-call resolution.
Member service advocates attend monthly team and department meetings to review new program developments and areas that have been identified through audits for group retraining. In addition, all MSAs receive annual retraining on mandatory topics such as cultural sensitivity, privacy, integrity and compliance.
Provider Services Staff
Initial training includes a six-week provider services training session covering benefits, eligibility, claims and two weeks of on-the-job training for handling live calls. We use training methods including facilitated lectures, role-playing/simulation, question-and-answer sessions and computer-based training. Before placement in the provider services center, trainees must demonstrate their ability to respond to provider inquiries during their training period. 
Provider services staff receive annual refresher training and ad hoc training. Our curriculum includes:
Comprehensive information about Medicaid
Training on the provider systems
Telephone etiquette and call quality
Compliance requirements (e.g., HIPAA, confidentiality and PHI)
Corporate integrity and compliance courses (e.g., fraud, waste and abuse)
Fee schedules, contracts and CPT, ICD-9, ICD-10 and other billing codes
Ongoing Policies and Procedures for Training All Staff
[bookmark: _Toc414012199]LearnSource
LearnSource is our companywide learning management system for our employees. LearnSource focuses on providing training and training tracking for professional development, cultural competency, company policies, state and federal regulations and compliance. This online tool allows employees to register for training (classroom and Web-based), take online or Web-based training and track required and completed training. Course owners can track registration and course completion using automated tools and reports. Employees and their managers are notified when required training deadlines are approaching.
[bookmark: _SG_33d35d9a2dfa428086b1281ba2be81a5][bookmark: _SG_138fb225770c420e9e49a1c7f849f60f][bookmark: _SG_2a0c8ced281240feb78fbfb9fd1b1561]All employees will have training opportunities through this portal on skill building, policies and procedures, and career development. Each employee has access to an individual LearnSource development plan that identifies and tracks all of the training courses the employee is required to complete. Starting with the New Employee Orientation sessions, all training and education courses are maintained in the system. Two classes of particular interest to Iowa High Quality Healthcare Initiative are Understanding Our State Partners and Medicaid 101. Electronic reminders are sent to the employee and the employee’s supervisor to identify when the employee is due for re-training. The employee accesses LearnSource and attends training online. Supervisors are accountable for employees’ compliance with completion of the training sessions. As with all training, if an employee is non-compliant or exhibits performance below UnitedHealth Group’s standards, interventions are taken.
[bookmark: _Toc417627516][bookmark: _Toc417642655][bookmark: _Toc418958464]2.10 The Agency Meeting Requirements 
The Contractor must comply with all meeting requirements established by the Agency, including, but not limited to, preparation, attendance, participation and documentation. The Agency reserves the right to cancel any regularly scheduled meetings, change the meeting frequency or format or add meetings to the schedule as it deems necessary. The Agency may also require the participation of subcontracted entities when determined necessary. All expenses for attendance at all meetings are considered to be included in the total bid price and shall be at no additional cost to the Agency. 
[bookmark: _SG_132b5199a96e4696ad5c38367d5f5e9d]We understand and agree to comply with all meeting requirements established by the Agency, including, but not limited to preparation, attendance, participation and documentation. Members of our Iowa-based team, as well as other company executives, will be available to meet with the Agency for both regularly scheduled and ad hoc meetings. Our Iowa compliance officer Kari Plagge will have overall accountability for managing the documentation request. We understand that the Agency reserves the right to cancel any regularly scheduled meetings, change the meeting frequency or format, or add meetings to the schedule as they deem necessary. We understand that the Agency also may require the participation of our subcontracted entities when they determine it is necessary. We agree that all expenses for our attendance at all meetings are considered to be included in our total bid price, and that there will be no additional costs to the Agency. 
[bookmark: _Toc417627517][bookmark: _Toc417642656][bookmark: _Toc418958465]2.11 Coordination with Other State Agencies and Program Contractors 
The Contractor agrees to reasonably cooperate with and work with the other program contractors, subcontractors, state agencies and third-party representatives and to support community-based efforts as requested by the Agency, including but not limited to:
Attachment 5 Question (2.11 Coordination with Other State Agencies and Program Contractors):
1. Describe how you propose to work with other program contractors, subcontractors, state agencies and third-party representatives.
We have policies, procedures and proven processes in place to comply with the Agency’s requirements specified in Section 2.11. We are committed to working closely with the Agency, other Iowa program contractors such as Delta Dental, other MCOs, subcontractors, state agencies, agency-prioritized community-based organizations (CBOs) and third-party representatives to strengthen the Iowa health delivery system. In other states, we actively partner with other entities to improve health care, meet the holistic needs of our members, promote continuity of care and reduce duplication of services.
Overall Approach to Working with Other Entities
Partnerships with outside organizations require time and effort to develop and maintain. We are committed to working with other entities to implement joint initiatives and strategies to achieve common goals. As part of building our relationships, we met with the Agency to understand your needs, developed a plan for achieving these goals, discuss these goals and plans with the Agency, obtain approval, and work with key associations to educate them. 

Iowa required a change to reimbursement in 2013 for FQHC/RHCs, a large project for the program.  Working closely with the State to fully understand the requirements, we developed and executed an educational plan with the Primary Care Association, the Rural Health Association and all FQHC/RHCs. We educated the Associations and the providers on the changes, and proceeded with contracting with the FQHC/RHCs for the new payment methodology. We worked closely with providers to establish best practices while monitoring claims activity to assure the new payment methodology was implemented per State guidelines. The change was adopted without disruption.

Our goal is to provide leadership in MCO-community partnerships. We already have health plan staff living in Iowa, and we will continue to add Iowa-based staff. We have established credibility and working relationships with the Iowa health care community. We understand the State’s priorities and we support the Governor’s ambitious goals for the State over the next five years, including: achieving the Healthiest State Initiative to make Iowa the healthiest state within five years, creating 200,000 new jobs for Iowans, reducing the cost of government by 15 percent, increasing family income by 25 percent and returning Iowa schools to the ranking of first in the nation.
We work collaboratively with the Agency by attending your meetings and finding opportunities to collaborate. We also bring subject matter experts into discussions to address specific areas of need, such as LTSS. We have extensive experience in this process. In Kansas, we recently advised their Governor on BH solutions in conjunction with the corrections community and helped the state to consider these populations differently and find solutions. With our scope, we are able to help shape the conversations with other parties, understand the experience of other states and leverage these lessons to benefit the State. We agree to work collaboratively with third-party representatives, such as a member’s designated legal representative and all individuals chosen by members to participate in their care. We regularly include a member’s legal representative and the individuals named in the care planning process. We comply with privacy and security regulations when sharing a member’s information. Our CommunityCare information sharing platform will facilitate information sharing with third-party representatives and compliance with Early Periodic Screening, Diagnosis and Treatment (EPSDT) for children and adolescents.
[bookmark: _Toc417627518][bookmark: _Toc417642657][bookmark: _Toc418958466]2.11.1 Program Contractors
The Contractor shall reasonably cooperate and work with other program contractors, in areas, including but not limited to, the development of policies, processes and initiatives identified by the Agency intended to improve quality outcomes in the program or streamline provider and member processes. The Agency reserves the right to mandate cross-contractor requirements to facilitate the development of streamlined provider and member processes. 
Other MCO Program Contractors 
We have extensive experience collaborating with other MCO Program Contractors in all our state Medicaid contracts. We often collaborate with other programs contractors on joint quality improvement initiatives, to share best practices to facilitate the development of streamlined provider and member processes and other successful strategies. We develop solid working relationships with leaderships of other MCOs to collaborate on coordination to address what the Agency requires to meet the needs of its members. 
Working with Other Program Contractors to Create Assessment Tools
We acknowledge the Agency will require MCOs to use State-designated assessment tools that determine the level of care (LOC) and assess supports for individuals wishing to access either community supports or facility care. We acknowledge the Agency requires a collaborative stakeholder engagement process to change assessment tools used by MCOs. As evidence of a strong and collaborative relationship with the other MCOs, in Tennessee (TennCare program), we worked successfully with the State (TennCare Bureau) and other program contractors to implement an integrated initial health assessment tool. The integrated health risk assessment tool is an integral part of our member outreach efforts, inbound member and outbound calls workflows and provider partnerships.
Working with Other Program Contractors to Streamline Provider and Member Processes
We acknowledge the Agency reserves the right to mandate cross-contractor requirements to facilitate the development of streamlined provider and member processes. In other markets, we work collaboratively with other MCOs to define processes. For example, in Louisiana we worked closely with the other MCOs to enhance processes and communication for member transitions between MCOs. We also worked jointly on formulary development. In other states, we researched and obtained consensus on consistent tools such as in the states of Tennessee and New Mexico. In addition, we collaborated with the State and the other Tennessee MCOs to develop strategies to improve adolescent screening rates. 
Working with Other Program Contractors to Improve Quality Outcomes 
Our collective success will be measured by program contractors’ ability to work collaboratively to help providers to close care gaps, reduce utilization and demonstrate improved quality of life for Iowa members. The overarching goal for program contractors is to maintain and improve the overall health of specific populations with an increased focus on health outcomes. We work closely with the Iowa Department of Health (IDPH) to obtain Iowa Registry Immunization System (IRIS) data from the Agency’s immunization registry, used to supplement administrative and medical record data during data collection. We use this provider submitted child immunization data from IDPH, input it into our system and use it to identify children who have not been immunized and target a quality improvement effort to improve immunization rates.
Working with Subcontractors 
We typically incorporate State subcontractor information into our member materials, for example the Member Handbook and provider materials, allowing members and providers to navigate between us and the State subcontractors. In addition, our staff is trained on the subcontractors so they can assist members/providers in easily navigating their benefits and services.
Our experience shows access to dental services reduces the incidence and treatment costs of a variety of diseases and conditions. We address this crucial link with communications to our team, members and PCPs. We maintain a working relationship with Delta Dental and educate our team on the process for effectively coordinating with them. From a member perspective, our Iowa hawk-i member educational materials refer to Delta Dental as the dental carrier. We include information to members and providers identifying Delta Dental as the provider and detailing how to reach and engage them. We provide educational information for PCPs in our Provider Administrative Guide, reinforcing the importance of timely dental services for children, promoting integration of primary and dental services. Our approach is based upon experience coordinating carved-out dental services for Medicaid programs in Delaware, Louisiana, Massachusetts, Maryland, Nebraska and Tennessee where we work collaboratively with the dental program manager to confirm continuity of services and verify access to covered dental services.
Working with State Agencies
As we conduct community outreach, we continue to focus on building relationships with the Agency’s hawk-i coordinators through IDPH. We collaborate with hawk-i coordinators by being a resource for questions about us and provide materials such as State approved brochures and educational materials on nutrition and exercise. We also attend the hawk-i coordinators meetings where we bring materials to educate coordinators and maintain and continue to develop this relationship.
[bookmark: _Toc417627519][bookmark: _Toc417642658][bookmark: _Toc418958467]2.11.2 Iowa Department of Public Health 
The Iowa Department of Public Health (IDPH) is a critical partner of DHS. IDPH is the designated substance abuse authority for the State of Iowa and is responsible for setting substance abuse policy for the State. IDPH holds authority for IDPH-funded substance use disorder services in the Contract. Other programs referenced in the RFP for which IDPH holds authority include: local public health services, family planning services, the Iowa Health Information Network (IHIN), Maternal and Child Health services, and tobacco cessation services. Information about IDPH services can be found at http://www.idph.state.ia.us/bh/medicaid_managed_care.asp. The contractor shall work closely with IDPH throughout the term of the Contract. IDPH holds decision authority for IDPH-funded services in the Contract.
Attachment 5 Question (2.11 Coordination with Other State Agencies and Program Contractors):
2. Describe how you propose to work with IDPH related to IDPH-funded substance abuse services.
We acknowledge IDPH is a critical partner of the Agency and we agree to work closely with IDPH throughout the Contract term. We recognize that state and local public health agencies carry out a fundamental responsibility to protect the health of the population at large, and IDPH touches the lives of all Iowans through setting and implementing health care policy. The IDPH is responsible for an array of substance use disorder services, some of which are being delegated to the health plan through this RFP. We have experience meeting the federal requirements for block grant funds in other contracts, including in New Mexico, when we administered multiple funding streams as part of the BH carve out program. 
In Iowa, we have reviewed the method for implementing the Care for Kids program and will continue to partner with county health departments to explore ways to collaborate on EPSDT and other care coordination services. IDPH and the Agency cooperate in providing and funding the Care for Kids program which is designed to assure that Iowa eligible children ages birth through 20 years receive preventive health care services, including oral health care. As a result, IDPH has data that illustrates that the local agencies have significantly improved the State’s overall compliance with the EPSDT requirements, and attribute that success to the local presence of these agencies, many of which are county health departments.
We are committed to continuing to work together to improve the health of the public. One area of focus is healthy babies who grow to be healthy children. With the understanding that the rate of pre-term births in Iowa needs to be improved, our goal is to reduce the incidence of pre-term delivery and low-birth-weight babies within Iowa. In February 2015, we invited leaders from Iowa who have deep knowledge of local maternal and child health issues to discuss barriers, facilitators and solutions to achieving better birth outcomes. Community Grant brainstorming sessions were held in Council Bluffs and Des Moines to identify the unique needs and perspectives of the counties where healthy birth outcomes are particularly challenging. 
Leaders participating in the sessions represented provider groups, community- and faith-based organizations, nonprofits and others. The intersection between Medicaid managed care and public health agencies is of particular interest when it comes to coordinating essential public health services that occur outside of a clinical environment. We and the IDPH have the potential to combine efforts to pursue health and wellness activities that neither of us can do alone. By working together, we can focus jointly on population-wide strategies that will make Iowa’s communities healthier places to live.
Member Story
Our Community Baby Showers are key interactions with departments of public health. The goals of the baby showers include closing the gaps of care for members around quality. We educate members and the community on healthy pregnancy, caring for themselves and the baby as well as substance use during pregnancy. The key to success is the collaborative partners’ participation. These events are a great opportunity for us to tell our story and share our mission of helping people live healthier lives. It is important for our community partners to come together and share educational information regarding health and wellness for mom and baby. 

Over the past several decades, public health departments have been providing medical care to low-income and uninsured populations. For example, we are contracted with the Louisiana Office of Public Health (OPH) for all of their health and family planning clinics and 60 of the 63 school-based health clinics (SBHCs) to provide accessible health care to children across Louisiana. SBHCs are embedded within the public schools and provide medical and BH services to school-aged children. We work with Louisiana OPH on all public health related issues. We also work closely with the New Mexico Department of Health/Office of School and Adolescent Health to confirm SBHCs in New Mexico are integrated successfully with our initiatives. 
In addition, as our health care services and quality functions are increasingly data driven, we can offer state agencies reports that track disease and health trends among specific communities. We maintain data systems to measure performance and improve quality of services, and these systems offer timely and accurate data that could be useful to IDPH to mount effective interventions.
Working with IDPH Related to IDPH-funded Substance Abuse Services
We understand that IDPH funded substance abuse services will be provided to a population other than Medicaid but, as in the Medicaid population, our BH clinicians will oversee our interdisciplinary approach to substance use disorder services provided to participants eligible for IDPH block grant funds. Our clinicians will confirm members’ holistic needs are met, even if this requires accessing non-covered benefits through community-based resources. 
As noted in the IDPH, Division of Behavioral Health, Addictions Services System Transition 2011-2014 report and the 2015 block grant report, IDPH supports a comprehensive, integrated resiliency- and recovery-oriented system of care encompassing substance use disorder prevention, treatment and recovery support services. We will work with IDPH to verify that all programs providing services to this population are being treated in a recovery-oriented system of care (ROSC) environment. IDPH also supports coordination of care with the PCP and the utilization of medication-assisted treatment, and we will incorporate medication-assisted treatment and the coordination of primary care into the retrospective reviews. 
With IDPH permission, we will review the results of the block grant review and determine what changes we need to make to verify compliance with block grant requirements. Meetings on a regular basis will be held with IDPH to discuss new initiatives that they want us to pursue with the substance use disorder individual. Contracts for the IDPH-funded services will be reviewed with IDPH before being sent out to confirm that all block grant required elements are a part of the contract. We also will work with IDPH and the Agency to incorporate substance use disorder treatment in the integrated health home (IHH) as well as have recovery support services funded through Medicaid. We welcome the opportunity to work with IDPH to continue the listening posts held in the past to receive feedback from IDPH providers.
[bookmark: _Toc417627520][bookmark: _Toc417642659][bookmark: _Toc418958468]2.11.3 Iowa Department of Education 
The Contractor shall work closely with the Iowa Department of Education. 
We work in collaboration with the Iowa Department of Education (DOE) through school districts and with the Association of School Nurses to make presentations in schools. We provide information on our hawk-i programs and often Dr. Health E. Hound® attends, delivering a message of fun, fitness and nutrition by introducing the concept of the balanced food plate. We have introduced a successful Blender Bikes program where students and teachers can pedal their way to fitness while creating a tasty, nutritious smoothie. Blender Bikes have proven to be tremendously popular in Iowa schools and were even featured as part of the recent Super Summit in which student leaders from across the state gathered to learn the value of a healthy lifestyle. 
We also have developed key relationships with school nurses and regularly provide educational resources and presentations on the importance of good nutrition and fitness. We are committed to continue to work with the Agency on the coordination of school-based services and on early intervention programs. We are interested in working with DOE if expanding access to SBHCs becomes a priority. In addition, the Division of Vocational Rehabilitation is part of DOE. Vocational rehabilitation services are a part of some of our members’ overall treatment process and recovery journey.
[bookmark: _Toc417627521][bookmark: _Toc417642660][bookmark: _Toc418958469]2.11.4 Iowa Division of Mental Health and Disability Services 
DHS Division of Mental Health and Disability Services (MHDS) is the designated Mental Health Authority for the State of Iowa. MHDS is responsible for setting mental health policy for the State. The Contractor shall work closely with MHDS throughout the term of the Contract. 
We acknowledge that MHDS is the designated Mental Health Authority for the State and they set mental health policy and oversee the MHDS regions. They also are responsible for oversight of all HCBS waivers and many other disability services, so our interface will be equally important around policy development and program operations. With the impending closure of two of the State Mental Health Institutes, we will help transition members out of the State Resource Centers, and we will develop strong interfaces to coordinate with appropriate Division staff to confirm that all our work with those members and the staff of those facilities is in full alignment with the Department’s expectations.
We agree to work closely with MHDS throughout the Contract term. A staff member from the BH team will serve as a key liaison to the Division and establish regular meetings. We also will participate in the quarterly public meetings held by the Division, such as the Iowa MHDS Commission. We have provided additional suggestions for interfacing with MHDS in Section 10.2.4, Mental Health and Disability Services Redesign.
[bookmark: _Toc417627522][bookmark: _Toc417642661][bookmark: _Toc418958470]2.11.5 The Agency Child Welfare and Juvenile Justice Services 
DHS Division of Adult, Family, and Children Services has responsibility for program standards and the budget for most child welfare and juvenile justice services. The Contractor’s membership shall include individuals receiving child welfare/juvenile justice (CW/JJ) services and individuals within the state’s foster care or subsidized adoption program. The Contractor is responsible for coordinating with ACFS to meet goals for safety, permanency and well-being of the child and is responsible for authorizing appropriate healthcare services to complement CW/JJ services upon request from the Agency field workers or juvenile court officers. As an integral part of the system which provides services and supports to adopted children and their families, the Contractor shall be required to collaborate with the Agency and the Iowa Foster and Adoptive Parents Association to develop services and supports to meet the specialized health needs of children who have been adopted from Iowa’s foster care system. 
Many of the children we serve who have the greatest medical and BH needs will be those who are also receiving child welfare and juvenile justice (CW/JJ) services. We interface closely with CW to coordinate services as part of the Agency. Other high-need children may be those who are part of the State’s foster care or subsidized adoption program. Many of the providers who offer ACFS-funded services will also be providers in our network. Therefore, it is critical that we create a system of care approach in which we work with the Agency staff or juvenile court officers to coordinate services required to support these children and families. We agree to coordinate with ACFS to meet goals for safety, permanency and well-being of the child. We will authorize appropriate health care services to complement CW/JJ services upon request from the Agency field workers or juvenile court officers.
Our Web-enabled CommunityCare clinical record will play a critical role in our ability to support Agency field workers and juvenile court officers. When appropriate agreements are in place, State staff will be granted access to CommunityCare. This will give them access to information about the Medicaid-funded services the child is using, from medical and behavioral to medications and waiver services. It also will provide information about the gaps in care, identified health risks and any care plans generated by our care managers. If a child is admitted for ER or inpatient services, notice is available to all those with access to CommunityCare. It also offers secure messaging among those serving the child, the child’s family or legal guardian and others authorized access to the record. CommunityCare will support a new level of communication and coordination among all those serving children under the charge of the ACFS.
We will work closely with ACFS and coordinate with the Agency and the Iowa Foster and Adoptive Parents Association. Our person-centered model of care puts feet-on-the-street resources to assist ACFS with coordinating care for individuals receiving CW/JJ services and individuals within the State’s foster care or subsidized adoption program. We will support CW/JJ by providing clinical consultation for our members who need court-ordered services. By working closely with ACFS, we can meet the needs of our highest need children and adolescents. We also agree to collaborate with the Agency and the Iowa Foster and Adoptive Parents Association to develop services and supports to meet the specialized health needs of children who have been adopted from Iowa’s foster care system. 
[bookmark: _Toc417627523][bookmark: _Toc417642662][bookmark: _Toc418958471]2.11.6 Ombudsman’s Office 
The Contractor shall work closely and cooperatively with any state Ombudsman’s Office to ensure the satisfaction and safety of members; resolution of conflicts, complaints, and grievances; and transition of members during facility or provider closure.
We agree to work closely and cooperatively with any state Ombudsman’s Office to achieve the satisfaction and safety of members; resolution of conflicts, complaints and grievances and transition of members during facility or provider closure. We share the Office’s goal to resolve issues as quickly as possible. We will establish a key point of contact to resolve issues concerning individual members or those related to a policy issue.
As evidence of our experience working with state ombudsman offices, we served as a resource for the Tennessee nursing facility ombudsman to answer questions from members and their families during the closure of three nursing facilities in 2012 and 2013 due to health care facility survey findings. The closures affected 108 of our members. We provided staff on-site at each facility for weeks of member meetings and to provide support to members in transition from the closing facility to alternative locations. 
[bookmark: _Toc417627524][bookmark: _Toc417642663][bookmark: _Toc418958472]2.11.7 Community-Based Agencies 
The Contractor is expected to support community-based efforts to build better interfaces with agencies, such as: (i) school districts; (ii) area education agencies, (iii) Decategorization Boards; (iv) MHDS regions; (v) local public health entities; (vi) job training, placement and vocational service agencies; (vii) judicial districts; and (viii) the Iowa Department of Corrections. The Agency shall work with the Contractor to prioritize community-based efforts to support the success of the program.
We agree to support community-based efforts to build better interfaces with statewide agencies as requested and prioritized by the Agency to support the success of the program. These agencies include school districts. An example of this is our support for Project SEARCH, a unique, business-led, one year school-to-work program that takes place entirely at the workplace. Other agencies include area education agencies, de-categorization boards, division of mental health and disability services regions, local public health entities, job training, placement and vocational service agencies, judicial districts and Iowa department of corrections. With decades of experience working with community-based agencies, we have become a leader in community engagement and understand the importance of working with these agencies. We use a database repository of community resources to refer members to community-based resources. Local staff attend local meetings and develop working relationships with community-based organizations (CBOs), learning about additional resources through member feedback. 
[bookmark: _Toc414012518]Outreach Efforts to Community Resources and Agencies
We recognize that CBOs provide unique services that meet the needs of members in each community they serve. It is important for us to understand the CBOs and the services they provide so that we can customize our approach to partnering with them. As part of our approach to CBO network management and development, our leadership and community outreach team conduct customized outreach to CBOs to introduce UnitedHealthcare and begin developing an ongoing relationship that meets the needs of CBOs and the members they serve. During meetings with CBOs we:
Share information about us, including our mission, values and populations served; the priority we place on the member; and the desire to work effectively with the CBO 
Learn about the CBO, including its mission, values, scope of work and populations served
Understand how the CBO administers services
Assess perceptions and understanding of managed Medicaid and provide education as needed
Explore potential ways to work together, such as informal relationships; potential referrals; one-time projects and subsidized events; or contracting for an agreed upon set of services
Continue to build relationships with CBOs and determine the extent of future partnership 
Community-Based Agency Meetings
We have met and spoken with individuals and stakeholders from 124 CBOs and provider-based organizations and associations to prepare for our ongoing and enhanced engagement with Iowa’s health care delivery system. These include:
	Agencies:

	YWCA of Fort Dodge
YMCA – Des Moines
YMCA Charles City
Fort Dodge Community Foundation
The Salvation Army - Fort Dodge
The ARC - Story County
Hope Ministries - Bethel Mission, Door of Faith and Hope Family Center
Hawkeye Harvest Food Bank
Neighborhood Finance Corp
Easter Seals 
Iowa Food Bank Association
The Salvation Army – Des Moines
	Coalition for Family Children’s Services in Iowa
YMCA Cedar Rapids
Goodwill for the Heartland
Hawkeye Area Community Action Program
Northern Lights Homeless Shelter
River Bend Food Bank
Upper Des Moines Opportunity, Inc.
Hospice of Southwest Iowa
Food Bank of Southern Iowa
Food Bank of Siouxland
Disabilities Resource Center of Siouxland
Food Bank of Iowa
	Des Moines Area Religious Council
Goodwill Industries of Central Iowa
Northeast Iowa Food Bank
YMCA – Waterloo
Cedar Valley United Way
Cedar Valley Hospitality House
Child Care Resource & Referral (CCR&R) Waterloo
Francis Lauer Youth Services
Community Kitchen of North Iowa
The Salvation Army - Cerro Gordo
Hope Haven


We have also engaged with several association and provider-based organizations, including:
	Association and Provider-Based Organizations

	Iowa Association of Rural Health Clinics
LeadingAge Iowa
The Iowa Coalition of Home and Community-Based Services for Seniors
Polk County Health Services
Iowa Association of Behavioral Health Agencies
	AAA - Central Iowa
AAA - Sioux City Office
Central Iowa Center for Independent Living
Iowa Health Care Association/Iowa Center for Assisted Living
CareTech
	Primary Health Care 
Iowa Immunization Coalition
Iowa Community Action Association
Iowa Association of Community Providers (IACP)
Iowa Association of Area Agencies on Aging (i4a)


Educational Events and Volunteerism
To illustrate this active partnership with local CBOs, there are over 400 community-based relationships that we are nurturing in Iowa. We believe in the importance of community educational events and the importance of building a personal relationship with our community-based partners. We also know, through working with these organizations, the importance of our fundraising and our employee volunteerism. 
To underscore our commitment, in April 2015, we provided a $25,000 community grant to the Evelyn K. Davis Center for Working Families. The Center provides individuals with assistance to overcome obstacles that stand between them and achieving employment that can sustain themselves and their families. This first-in-the-nation model is a single location where multiple service providers collaborate to provide services including education, targeted skills training and real work experience, connections to social services, help finding employment opportunities, and improved financial literacy. In addition, between 2013 and 2015 our Iowa-based employees have participated in helping support and raise funds for several events and organizations, including: 
	Events/Organizations

	Greater Des Moines Leadership Institute 
American Heart Association Go Red for Women events & Heart Walk 
Make-A-Wish for Iowa Children 
Autism Walk 
United Way Stuff the Bus 
Muscular Dystrophy Association MDA Lock-up 
Leukemia & Lymphoma Society Light up the Night 
Susan G. Komen Iowa Race for the Cure 
	Food Bank of Iowa – we hold an annual food drive to collect up to 3,600 items 
Marines Toys for Tots 
American Cancer Society Making Strides Against Breast Cancer 
March of Dimes
Camp Hertko Hollow 
Purple Strides Against Pancreatic Cancer 
Primary Healthcare of Iowa Food Drive 
Ronald McDonald House of Central Iowa Family Adoption 
	Salvation Army of Iowa collection of Cold Weather Gear 
Meals from the Heartland meal packaging 
Youth Emergency Services Shelter Christmas Season Adoption 
Café on the Vine Food Pantry serving of meals/food collection 
Junior Achievement 
Safer Foundation of Quad Cities Sack Lunch Benefit 
Bethany for Children sponsorship of Angel Tree 
River Bend Food Bank Food Drive 


We will work with the Agency to create interfaces with community-based agencies. The benefits of these relationships include more cost-effective use of resources and improved health outcomes. Our goal is to avoid duplication of services and work toward the same goals by formalizing an approach to identify and address local needs.
[bookmark: _Toc417627525][bookmark: _Toc417642664][bookmark: _Toc418958473]2.11.8 Iowa Department of Inspections and Appeals
The Iowa Department of Inspections and Appeals (DIA) is responsible for inspecting and licensing/certifying various health care entities, as well as health care providers and suppliers operating in the State of Iowa; for conducting the state fair hearing process; and investigating alleged fraud in the state's public assistance programs. The Contractor shall work closely with DIA throughout the term of the Contract. 
We acknowledge the Iowa DIA oversees inspection and licensing/certifying of various health care entities, health care providers and suppliers operating in Iowa. DIA also conducts the state fair hearing process and investigates alleged fraud in the State’s public assistance programs. We will work closely with DIA throughout the term of the Contract. We will also implement an appeals and grievance process that complies with federal and state regulations; work closely with DIA when requested in investigating fraud issues and follow up on all quality of care issues. We facilitate the State Fair Hearing process by preparing an evidence packet and submitting it to the member and the State’s Fair Hearing Office within five days of notification that the hearing has been set. We provide fair hearings coordinators that work with members to understand and work through the process. In addition, we always involve clinicians in evaluating clinical appeals for the hearings.
[bookmark: _Toc417627526][bookmark: _Toc417642665][bookmark: _Toc418958474]2.12 Media Contacts 
The Contractor shall not provide to the media or give media interviews without the express consent of the Agency. Any contacts by the media or other entity or individual not directly related to the program shall be referred to the Agency. 
We acknowledge that we reviewed and will comply with RFP subsection 2.12 and that we understand its content and implications. We will not provide to the media or give media interviews without the express consent of the Agency. Representatives from our local health plan in Des Moines will be available to manage and refer media contacts to the Agency. Molly Mcmillen, director of public relations, will have overall accountability for referring any contacts by the media or other entity or individual not directly related to the program to the Agency. We agree to abide by the requirements contained in this RFP subsection and to support these provisions in the final version of our Iowa contract with the State. 
[bookmark: _Toc417627527][bookmark: _Toc417642666][bookmark: _Toc418958475]2.13 Written Policies and Procedures 
The Contractor shall develop and maintain written policies and procedures, subject to Agency review and approval, for each functional area. Unless otherwise noted, all draft policies and procedures shall be submitted to the Agency within 30 days of execution of the contract. Final versions of the policies and procedures shall be submitted to the Agency within 30 days of receiving Agency comments on draft policies and procedures. Written guidelines shall be maintained for developing, reviewing and approving all policies and procedures. All policies and procedures must be reviewed at least annually by the Contractor to ensure they reflect current practice and shall be updated as necessary. Reviewed policies shall be signed and dated. All medical and quality management policies shall be reviewed and approved by the Contractor’s Medical Director. Upon request, Contractor must be able to provide evidence to the Agency that all policies and procedures have been fully implemented. If the Agency determines a Contractor policy requires revision, the Contractor shall work with the Agency to revise within the timeframes specified. If the Agency determines the Contractor lacks a policy or process required to fulfill the terms of the Contract, the Contractor must adopt a policy or procedure as directed by the Agency.
[bookmark: _SG_0164c1d38b5d42bd88a9e4f918f12453]We will develop and maintain written policies and procedures, subject to Agency review and approval for each functional area. We will submit draft policies and procedures to the Agency within 30 days of the execution of the contract and we will maintain written guidelines as stated above. All policies and procedures will be reviewed at least annually and updated as necessary, and we will fully implement all policies and procedures. We will comply with all other requirements listed in Section 2.13 above.
Attachment 5 Question (2.13 Written Policies and Procedures):
1. Describe your process for developing and maintaining written policies and procedures for each functional area.
Maintenance of Written Policies and Procedures
[bookmark: _SG_c0f2a4342018433ab404f772de8c8e14][bookmark: _SG_8cde87ef1594405c8e31b468d10a75a1]UnitedHealthcare and our ultimate parent company, UnitedHealth Group, are committed to providing the Iowa High Quality Healthcare Initiative members with access to high-quality medical care while complying with state, federal and local laws, regulations and other requirements of the Agency. As one of the country’s leading health and wellness companies, our reputation ranks high among our most important assets. We understand the Agency, Iowa High Quality Healthcare Initiative members, employees, regulators, health care professionals, and investors expect honesty and integrity in their dealings with us.
Our National Quality Management Oversight Committee (NQMOC) manages the development, maintenance and availability of policies and procedures for each functional area in compliance with the Code of Federal Regulation. There are established policies and procedures pertaining to quality, compliance, medical management, operations, finance, legal, human resources and contracting. Within each of these broad categories, there are subcategories, each with its own set of policies and procedures. For instance, policies and procedures for call center, grievance and appeals, and claim processing fall under operations.
Each business segment within UnitedHealth Group is responsible for analyzing its business practices to support compliance with established policies and procedures. Our policies and procedures are documented to provide for consistency across the organization, and also serve as a reference tool for employees. Our compliance and business areas provide training to all employees, as necessary and appropriate for employees to carry out their job function in accordance with these policies and procedures.
Guidelines for Developing Policies and Procedures
Local senior managers are responsible for adopting national policies approved by our NQMOC and following written guidelines for developing, reviewing and approving all policies and procedures. In the event there are state-specific requirements that are not addressed in the national policy, a rider will be developed and added to the national policy. Only in the event where a state disallows the use of riders may additions or alterations be made to the body of the national policy.
All new policies and procedures must follow established development and formatting standards.
Guidelines for Reviewing and Approving Policies and Procedures
[bookmark: _SG_aac939c0f486471ba123444040d2b6dd]The completed policy and procedure is reviewed and approved by the initiating department’s senior-most manager prior to forwarding the policy to the next level of review. National policies and riders are brought before our local Quality Management Committee (QMC) for review and acceptance. Review and approval by the QMC and legal, when appropriate, is documented in committee minutes.
Approved policies and procedures must then be signed and dated by the appropriate senior manager and all files are maintained by the policy owner and uploaded to the policy and procedure library. 
Based in Iowa, our local medical director, Dr. Michael Horn, is also actively involved in all major clinical and quality management decisions, and he approves all medical and quality management policies.
Guidelines for Maintaining Policies and Procedures
The NQMOC takes a centralized approach to overseeing and maintaining policies and procedures to maximize operational efficiencies for:
Meeting regulatory requirements
[bookmark: _SG_cc23fedbba3b447895f2b68645319686]Minimizing incidents of non-compliance
Monitoring and documenting employees’ training and attestation, if applicable
Updating all impacted documents when regulatory or operational changes occur
Streamlining the review and approval process
Providing easy access to the policies and procedures library for employees and contractors
Policies are available to all employees through our internal website, which ensures employees have access to the most up-to-date information. 
Policies and procedures are reviewed at least annually, or more often, as necessary; e.g., for adherence to changes in contract or regulatory/accreditation requirements. The department manager has overall responsibility of ensuring an annual review occurs.
We understand the Agency has the right to review all our policies and procedures. Should the Agency determine a policy requires revision, we will work with the Agency to revise the policy within the time frame specified by the Agency. In the unlikely event the Agency determines we lack a policy or process required to fulfill the terms of the contract, we will adopt a policy or procedure as directed by the Agency.
[bookmark: _Toc417627528][bookmark: _Toc417642667][bookmark: _Toc418958476]2.14 Participation in Readiness Review 
The Contractor shall undergo and must pass a readiness review process and be ready to assume responsibility for contracted services upon the Contract effective date. The Contractor shall maintain a detailed implementation plan, subject to the Agency approval, which identifies the elements for implementing the proposed services which include, but are not limited to: (i) the Contractor's tasks; (ii) staff responsibilities; (iii) timelines; and (iv) processes that will be used to ensure contracted services begin upon the Contract effective date. In addition to submitting the implementation plan with the proposal, the Contractor may be required to submit a revised implementation plan for review as part of the readiness review.
Attachment 5 Question (2.14 Participation in Readiness Review):
1. Submit a detailed implementation plan which identifies the elements for implementing the proposed services, including but not limited to:
a. Tasks;
b. Staff responsibilities;
c. Timelines; and
d. Processes that will be used to ensure contracted services begin upon the Contract effective date.
[bookmark: _Toc416432374]We have a comprehensive and proven approach to implementation, including our detailed implementation plan discussed below. Readiness review is an essential component of our implementation plan. We acknowledge that we will undergo and pass a readiness review process and be ready to assume responsibility for contracted services upon the Contract effective date. At readiness review, we demonstrate that our systems, processes, partners and providers are ready to serve members. 
Participation in Readiness Review
We maintain a detailed implementation plan which identifies the elements for implementing the proposed services including (but not limited to) tasks; staff responsibilities; timelines; and processes that will be used to ensure contracted services begin upon the Contract effective date. Our detailed implementation plan is included as Attachment 2.14 Detailed Implementation Plan.
Tasks, Staff Responsibilities and Timelines
Each project is guided by the implementation plan. As shown in Attachment 2.14, the implementation plan identifies the detailed tasks, staff responsibilities and processes to assure a timely implementation. The timeline, beginning with pre-implementation activities and progressing through to go-live, with specific dates, events, dependencies and stage gate reviews, allows us to continually track progress. The implementation management team uses this plan to monitor all aspects of the project and identify and mitigate potential risks in upcoming phases. 
We have a robust, scalable and agile readiness review process. Our method is tailored to the particular needs of each type of product, population and the specific review required. We are prepared to conduct all types of readiness reviews including desk reviews, onsite reviews and system reviews. Our process begins by assembling our team of functional leads, health plan leadership and implementation leads. We then identify the owner of each specific readiness review requirement and schedule appropriate meetings for each type of review. 
Overseen by Ms. Mallatt, our dedicated team conducts weekly meetings to confirm all readiness review requirements are met, as well as continuing to work the overall implementation plan. This ensures we are adhering to the readiness review schedule and are prepared to review all processes and upcoming milestone dates and activities with the Agency. Key items that we review during these internal status meetings include:
	Enrollment processes
Claim processes
Web access and portal setup
	Clinical programs and transition planning
Status of system development and testing


Desk Review Process
Compile and review all documents for compliance approval
Assemble and submit all required Agency documentation by due dates
Respond to deficiency reviews in a timely and complete manner within Agency deadlines
Onsite Review Process
	Identify on-site and remote participants
	Review and confirm location readiness


System Demonstration
	Compile test scenarios
Load test members and providers
	Prepare all test configurations, vendors and claim types
Present demonstration


As an output of the overall readiness review, we continually integrate all feedback and incorporate it into our implementation plan, including updating operational processes and procedures to execute the contract.
Attachment 5 Question (2.14 Participation in Readiness Review):
2. Confirm that you will revise the implementation plan and keep it updated throughout the readiness review process.
The implementation plan is a living document that is updated in real-time so it accurately reflects all activities and the current status of all requirements and tasks, including all readiness review tasks. This plan and its continual updating ensure we are continually prepared to review all processes and upcoming milestone dates and activities with our State partner.
[bookmark: _Toc417627529][bookmark: _Toc417642668][bookmark: _Toc418958477]2.15 Confidentiality of Member Medical Records and Other Information 
The Contractor shall develop, implement, and adhere to written policies and procedures, subject to Agency review and approval, pertaining to maintaining the confidentiality of all medical records and other pertinent information, including, but not limited to, health and enrollment information. In accordance with 42 CFR 438.224, the Contractor must ensure that member medical records, as well as any other health and enrollment information that contains individually identifiable health information, is used and disclosed in accordance with the privacy requirements set forth in the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule (see 45 CFR parts 160, 162 and 164, subparts A and E) including confidentiality of family planning services. The Contractor must also comply with all other applicable state and federal privacy and confidentiality requirements. The Contractor shall protect and maintain the confidentiality of mental health information by implementing policies for staff and through contract terms with network providers which allow release of mental health information only as allowed by Iowa Code §228. Further, the Contractor shall protect and maintain the confidentiality of substance use disorder information, allowing the release of substance use disorder information only in compliance with policies set forth in 42 CFR Part 2 and other applicable state and federal law and regulations. The Contractor shall notify the Agency of a HIPAA-related breach in accordance with the terms of Section 1.5 of the Contract’s Special Terms. The Contractor must notify the Agency within one (1) Business Day upon discovery of a non-HIPAA-related breach.

Attachment 5 Question (2.15 Confidentiality of Member Medical Records and Other Information):
1. Describe your plans to ensure that health and enrollment information is used in accordance with the requirements set forth in the Health Insurance Portability and Accountability Act and other applicable federal and state privacy laws and regulations.
Medical Record Confidentiality and HIPAA Compliance
Protecting our members’ and customers’ information is a top priority for us and all our subsidiaries. We invest significant resources in our information security program, which includes a robust cyber defense program. We use a number of network, security monitoring and encryption technologies to protect our environment and maintain the confidentiality and integrity of our data, and routinely test and validate our systems’ security. Our security team consist of over 400 security professionals dedicated to protecting and securing data entrusted to us.  Based on job responsibilities, certain employees obtain technical and security-related professional certifications, such as Certified Information Systems Auditor (CISA), Certified Information Security Manager (CISM), Certified Information Systems Security Professional (CISSP), Certified Network Engineer (CNE), etc.
We continuously monitor our environment for potential threats and follow an established incident response management process to rapidly assess and evaluate threats to the security and integrity of our environment and take necessary mitigating actions, if required. 
In addition, UnitedHealth Group actively participates in the Health Industry Trust Alliance (“HITRUST”), an industry cyber security organization, as well as maintains close working relationships with State and Federal authorities to share information and stay informed about potential cyber threats.  We conduct, and in many cases, facilitate the cyber exercises conducted for our industry in partnership with the Health Information Trust Alliance, the Department of Health and Human Services, and the Department of Homeland Security. 
It is the policy of UnitedHealthcare to develop and maintain confidentiality policies and procedures that protect the privacy of all health, medical, enrollment and personally identifiable information (PII) obtained as a result of an individual’s participation in our health plans.
Our information systems are fully compliant with the requirements associated with HIPAA, as amended or modified, as well as Iowa state laws. We comply with HIPAA electronic data interchange (EDI) requirements, including the HIPAA-compliant format version. Our systems fully comply with HIPAA privacy and transaction and code set standards. We use standard HIPAA 820, 834, 835, 837D, 837I, 837P, 270/271U, National Council for Prescription Drug Program (NCPDP) Post Adjudication History, 276/277 and 278 file formats for electronic transactions. We are in compliance with the new x12 5010 EDI standards. We have implemented a robust regulatory monitoring process to maintain compliance with both state and federal laws.
Data Release Governance (DRG)
Our DRG program makes certain that PII and personal health information (PHI) exchanged outside of UnitedHealthcare follows HIPAA policies and industry-standard security procedures. DRG includes a process, presented below, to register and approve the release of protected information (e.g., individual member data such as explanation of benefits or credit card statements) that is sent to an external entity (e.g., customer, member, provider, regulatory body or vendor).
[image: C:\Users\surness\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\KTRON9H1\Data Release RequestApproval Process-021715.jpg]
Figure 3. Data Release Request/Approval Process. We have a comprehensive process in place to protect PII and PHI exchanged outside UnitedHealthcare.
This information must be registered, and the registration request approved, before data release. Upon registration, we review data release registration requests and determine if the release of the data meets our data release requirements. We use DRG forms and the DRG website, presented below, to capture the details of external data release registrations, whether in print, electronic or other format. Data release registrations/requests may be either ad hoc (one time) or business process releases:
Ad hoc is a one-time method of creating and delivering information that has a specific purpose for a specific business reason to a specific recipient using a particular delivery method
Business process data releases are documented functional and repeatable processes where protected information is securely delivered to a specific vendor(s) or target audience(s) to fulfill the same business purpose that is either regularly scheduled or released on-demand
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Figure 4. Data Release Governance Website. Our Data Release Governance website facilitates data release registration requests and approvals.
Our security services and access control team manages a tool called Secure to facilitate user access to applications and platforms to confirm appropriate system access. Secure requires three levels of approval, thereby enabling efficient auditing and entitlement reviews.
Today, we are working successfully with the Agency to transmit data. All eligibility, enrollment, disenrollment and data are exchanged using the External Customer Gateway (ECG). ECG provides a secure electronic transport mechanism for internal entities and external business customers to exchange on-demand or scheduled data files using job automation and control services, including transmission validation. We use ECG to exchange data files with the Agency. ECG uses Secure File Transfer Protocol (SFTP), Hypertext Transfer Protocol Secure (HTTPS) and File Transfer Protocol (FTP) transport methods. Access is further limited through the use of firewalls and physical separation of processing systems to mitigate unauthorized access.
General Activities to Safeguard Confidentiality and Compliance with HIPAA
The UnitedHealthcare Government Programs Privacy Office provides overall direction and compliance activities for the privacy compliance for all government programs health plans. The Privacy Office oversees enterprise-wide privacy compliance activities, including formal administrative functions outlined in the federal Privacy Rule and compliance requirements specified by state laws and regulations. The responsibilities of the UnitedHealthcare Corporate Privacy Office also include the development, implementation and administration of a privacy compliance program. Ms. Plagge liaisons with our national HIPAA privacy/security officer to oversee compliance.
Policies and Procedures: Maintaining and updating business-specific policies and guidelines for privacy compliance of business operations that involve the management, use and disclosure of PHI
Incident Management: Detecting, investigating, mitigating and developing corrective action plans for any privacy-related incidents
Notices and Communications to Individuals: Distributing notices and other communications with individuals informing them of their rights to access, amend and restrict access to PHI, and any other disclosures regarding confidentiality and privacy practices to individuals that are required by state or federal law
Website Privacy Statements: Maintaining and updating privacy and security statements posted on UnitedHealthcare websites designed for individuals, providers and customers
Training: Preparing, conducting, assisting or overseeing functional job training on privacy procedures and guidelines
Individual Rights Processes: Maintaining and updating individual rights processes to access, amend, account for disclosures of, and restrict access to protected health information 
Complaints: Receiving, overseeing and resolving individual complaints regarding fulfillment of individual rights as outlined in state and federal laws and regulations
Reporting: Providing summaries of privacy compliance status and performance requirements to executive leadership
Monitoring: Examining ongoing reporting of privacy compliance status and performance metrics through electronic and manual processes
Internal Audit: Preparing for and responding to annual privacy internal compliance checklist survey in preparation for internal audit of selected processes and operations approved by the UnitedHealthcare board of directors
Respond to Regulators: Preparing and presenting responses to complaints and inquiries submitted by regulators and collaborating with other business privacy officers and/or plan compliance directors as needed
A key component of our HIPAA compliance effort is our employee training program. When our employees access, transmit (via Secure Delivery) and store data files containing PHI or PII, it is always protected. We train our staff to recognize and adhere to HIPAA security, confidentiality and privacy requirements. Our staff undergoes mandatory HIPAA training during our New Employee Orientation program, along with annual refresher training. Completion of these courses is required for ongoing employment.
We provide ongoing training through LearnSource, our employee development online portal, which contains hundreds of Web-based training courses. Certain courses are mandatory and must be completed annually, such as Cultural Competency, Ethics & Integrity, HIPAA and Corporate Compliance. As employees progress through training, new courses are added to their development plan, and as the employee continues service with UnitedHealthcare, mandatory courses and annual refreshers will be assigned. A course is only considered “completed” when the employee reviews the entire course presentation and passes the pre- and post-training tests associated with the course.
Additionally, we publish company HIPAA policies and procedures on our intranet site that are always available for employees to reference. We also provide ongoing HIPAA awareness training and issue monthly email security reminders to the entire organization, many from our segment information security officer. Topics include strong password selection, HIPAA requirements and PHI safeguards, workstation security, incident reporting, viruses and malicious software.
Compliance Activities Related to HITECH
Over the past several years, the UnitedHealthcare Government Programs Privacy Office and our Iowa compliance officer, Ms. Plagge, have implemented ongoing compliance activities related to the Health Information Technology for Economic and Clinical Health (HITECH) Act and any regulations promulgated thereunder. Highlights of these compliance activities include:
Implementation of a robust incident management, reporting and notification process to comply with HITECH breach notification requirements
Implementation of an enterprise-wide incident tracking system
Enhancement on minimum necessary and individual rights, policies and procedures
Review and revision of business associate agreements to comply with provisions of the HITECH Act
Development and implementation of an enterprise-wide data release governance process that requires registration and review of data that contains sensitive PII and PHI before such data are released to external parties
Implementation of an enterprise-wide and targeted training program to raise awareness of HITECH requirements
Ongoing compliance activity, review and modifications to policies and procedures and training will continue as new regulations are published by the U.S. Department of Health and Human Services.
[bookmark: _Toc417627530][bookmark: _Toc417642669][bookmark: _Toc418958478]2.16 Material Change to Operations 
A material change to operations is any change in overall business operations, such as policy, process or protocol which affects, or can reasonably be expected to affect, more than five percent (5%) of the Contractor’s membership or provider network and that a reasonable person would find to be a significant change. Prior to implementing a material change in operation, the Contractor shall notify the Agency. The notification must contain, at minimum: (i) information regarding the nature of the change; (ii) the rationale for the change; (iii) the proposed effective date; and (iv) sample member and provider notification materials. All material changes must be communicated to members or providers at least thirty (30) days prior to the effective date of the change. The Agency reserves the right to deny or require modification to proposed material changes if it is determined, at the sole discretion of the Agency, that such change will adversely impact quality or access.
A crucial element of serving members and providers is communicating material changes to operations in their plan, in collaboration and with the approval of the Agency. As a known and trusted partner with 33 years of Medicaid experience and a connection to the State through the hawk-i program, we have proven methodologies, programs and systems in place to provide notice to our members and providers in the event of material changes, which are in compliance with the Agency requirements. 
Attachment 5 Question (2.16 Material Change to Operations):
1. Describe how you will inform DHS in advance of any material changes, and how far in advance DHS will be informed.
We agree to comply with the specifications and requirements outlined in Section 2.16 regarding material changes to operations. For any material change to overall business operations that affects more than 5 percent of our membership or provider network, we will notify the Agency after a thorough risk assessment has been conducted and the recommended material change is approved by our executive leadership. Once approved by our executive leadership, we will notify the Agency as soon as possible, where possible, at least 30 days in advance of any action and our notifications will include the scope of the change, the rationale for the change, the proposed effective date and sample member and provider notification materials. The Agency will be notified of the material change via email correspondence from Ms. Plagge, compliance officer.
Attachment 5 Question (2.16 Material Change to Operations):
2. Confirm that DHS may deny or require modification to proposed material changes if, in its sole discretion, it determines that such changes will adversely impact quality of care or access.
We understand the importance of working in partnership with the Agency in managing the Iowa High Quality Healthcare Initiative, and in communicating with members and providers in the event of a material change. We understand that material change notifications are requirements of this contract and an important tool to support our relationship with the Agency. We confirm that the Agency reserves the right to deny or require modification to proposed material changes if the Agency, in its sole discretion, determines the change will adversely impact quality of care or access.
Attachment 5 Question (2.16 Material Change to Operations):
3. Describe your ability to communicate material changes to members or providers at least thirty (30) days prior to the effective date of the change.
For any material changes to operations, Ms. Plagge will notify the Agency and work with them, based on the material change, to determine the type of communication required, as well as the content. After approval of the communication content, members and/or providers will be notified using the approved method; written correspondence or other form of communication. We will notify members and providers of material changes at least 30 days prior to the effective date of the change. The communication method used will depend upon the material change and the impacted individuals. 
Member Communications
In coordination with, and after approval of the communication content by the Agency, members will be notified using the approved method; written correspondence or other form of preferred communication as requested by the member. 
We have a comprehensive member services communication program that begins when the member first enrolls in our services and provides ongoing general and targeted communication. We currently have a process in place to notify members of updates to material changes to operations in the method of their choosing. 
Modes of communication to notify members of material changes may include:
Member Handbook: All members will receive a printed copy of the provider training manual upon request. 
Member Newsletter: Our quarterly member newsletter contains program updates, claims guidelines, information regarding policies and procedures, information on special events and articles regarding health topics of importance to members. The newsletters also include notifications regarding changes in laws, regulations and material changes to operations. 
Member Portal: Our Web-based member portal (myuhc.com) supports members through many innovative features and tools and is integrated with our critical systems. The portal contains an online version of the Member Handbook and educational materials. We also post notifications regarding legal changes, regulations, bulletins and alerts regarding material changes to operations.
Mobile App: Our mobile app (Health4Me) is available to members and contains many of the tools and functionality found on our member portal. Health4Me is designed to help consumers manage different aspects of their health, like searching for providers (and getting health care cost estimates for specific treatments and procedures), provide access to a digital health plan ID card and find a physician or facility near them using the GPS location search feature, as well as help members easily connect to a nurse or customer advocate to answer questions.
Member Services Team: Our experienced, local member services team is led by our member services manager and includes full-time MSAs. Each time a member calls, he/she speaks with a dedicated representative who has been thoroughly trained in member services processes, material changes in operations, and other updated information. Members may call our toll-free member services line to discuss questions on material changes in operations, and the member services team is available to proactively call members to notify them of significant material changes if needed. 
Member Events: Our active participation in community partnerships, events and health fairs in the state enable us to provide education and information to the citizens of Iowa. As a provider for the hawk-i program since 2000, we have been actively working with organizations that serve the State’s citizens to conduct specialized educational events, which may include communication of material changes when appropriate. Please refer to Section 8 Member Services of this proposal for detailed information on events. 
Written Materials: Written materials are our educational resource and include our Member Handbook, email and fax blasts, our quarterly newsletter and individual letters conveying member-specific information and may include notifications on material changes in operations. 
Provider Communications
In coordination with, and after approval of the communication content by the Agency, providers will be notified using the approved method; written correspondence or other form of communication.
We have a comprehensive provider communication program that begins when the provider first contracts to join our network and provides ongoing general and targeted communication. Our provider orientation process verifies through a variety of methods (like face-to-face meetings, webinars and community forums) that our providers understand contract requirements, plan processes, claim submission and payment processes. We currently have a process in place to notify providers of new practice guidelines and updates to material changes to operations. 
Modes of communication to notify providers of material changes may include:
Provider Portal: Our current Web-based provider portal at uhccommunityplan.com will support Iowa Medicaid providers through many innovative features and tools and is integrated with our critical systems. The provider portal contains an online version of the Provider Administrative Guide, the Provider Directory, clinical practice guidelines, quality and utilization requirements, and educational materials. We also post notifications regarding legal changes, regulations, bulletins and alerts regarding material changes to operations.
Provider Administrative Guide: All network providers will receive a printed copy of the provider training manual upon request, in addition to be posted on uhccommunityplan.com. The Provider Administrative Guide includes information about the Iowa High Quality Healthcare Initiative program benefits and our policies and procedures. 
Provider Newsletter (Practice Matters) and Service Bulletins: Our quarterly provider newsletter. Practice Matters contains program updates, claims guidelines, information regarding policies and procedures, cultural competency and linguistics information, clinical practice guidelines, information on special initiatives and articles regarding health topics of importance to members. The newsletters also include notifications regarding changes in laws, regulations, subcontract requirements and material changes to operations. The service bulletins are also listed on our provider portal and recapped in Practice Matters. 
Provider Relations Team: Our experienced, local provider relations team is led by our provider services manager and includes full-time provider advocates, all of whom live in Iowa. With clearly defined territories and provider assignments, the provider advocates spend most of their work time in the field, meeting with key providers to build relationships, answer questions, provide education, identify areas for improvement, and communicate compliance issues including material changes to operations. As we expand our network, the provider advocates will conduct provider orientations through a variety of methods (like face-to-face meetings, webinars and community forums) so that our providers understand contract requirements, plan and procedure processes including material changes in operations. Provider advocates remain in frequent communication with providers by sending periodic mailings, newsletters, secure emails and fax blasts communicating program changes or updates and relevant documents provided by the Agency. We conduct quarterly face-to-face visits with HCBS/LTSS providers and monthly face-to-face visits with high-volume PCPs to discuss any pertinent issues. 
Provider Services Call Center: Our toll-free provider services call center responds quickly to provider inquiries. Provider phone representatives (PPRs), specifically trained on the Iowa programs, will staff the call center. Each time a provider calls, he/she speaks with a dedicated representative who has been thoroughly trained in provider services processes, material changes in operations, and other updated information.
Written Materials: Written materials are our primary educational resource and include our Provider Administrative Guide, email and fax blasts, our quarterly provider newsletter (Practice Matters), and individual letters conveying provider-specific information and may include notifications on material changes in operations. 
Webinars: We offer a full slate of monthly interactive webinars, all conducted in real time by a live facilitator. Webinar training encompasses all topics, including contract requirements; UM; fraud, waste and abuse; PA; cultural competency and NEMT.
Town Halls: Town halls (conducted as needed) provide information in the most effective and convenient way possible for providers, with a variety of topics, and may include discussion of significant material changes in operations. 
[bookmark: _Toc417627531][bookmark: _Toc417642670][bookmark: _Toc418958479]2.17 Response to State Inquiries & Requests for Information 
The Agency may, at any time during the term of the Contract, request financial or other information from the Contractor. Contractor responses shall fully disclose all financial or other information requested. Information may be designated as confidential but may not be withheld from the Agency as proprietary. Information designated as confidential may not be disclosed by the Agency without the prior written consent of the Contractor except as required by Law. If the Contractor believes the requested information is confidential and may not be disclosed to third parties, the Contractor shall provide a detailed legal analysis to the Agency, setting forth the specific reasons why the information is confidential and describing the specific harm or injury that would result from disclosure. 
The Agency may directly receive inquiries and complaints from external entities, including but not limited to, providers, enrollees, legislators or other constituents which require Contractor research, response and resolution. The Contractor shall comply with requests for response to all such inquiries and complaints. Responses shall be provided in the timeframe specified by the Agency when the inquiry or complaint is forwarded to the Contractor for resolution. 
Compliance manager, Kari Plagge, will respond to all requests for financial and other information made by the Agency. Additionally, we understand that we will provide a legal analysis for all requests to maintain the information as confidential.
We will promptly research and respond to all inquiries and complaints from external entities. We will respond in the time frames specified by the Agency when the inquiry or complaint is submitted for resolution.
[bookmark: _Toc417627532][bookmark: _Toc417642671][bookmark: _Toc418958480]2.18 Dissemination of Information 
Upon request of the Agency, the Contractor shall distribute information prepared by the Agency or the federal government to its members and provider network as appropriate. 
We acknowledge and understand the requirements of Section 2.18 and will comply. We will distribute information prepared by the Agency or the federal government to our members and provider network as appropriate when requested by the Agency. 
Methods of dissemination will be determined as appropriate for the type of information that needs to be distributed, and may include direct mailings, bulletins, newsletter articles and posting on our online portals—myuhc.com (members) and uhccommunityplan.com (providers). 
We comply with all state and federal regulations and have internal checks and balances to monitor our compliance and dissemination of information. 
[bookmark: _Toc417627533][bookmark: _Toc417642672][bookmark: _Toc418958481]2.19 DHS Ongoing Monitoring 
The Agency shall conduct ongoing monitoring of the Contractor to ensure compliance with Contract requirements and performance standards. The method and frequency of monitoring is at the discretion of the Agency and may include, but is not limited to, both scheduled and unannounced onsite visits, review of policies and procedures and performance reporting. Reporting requirements are detailed further in Section 14. The reviews will identify and make recommendations for areas of improvement, monitor the Contractor's progress towards implementing mandated programs or operational enhancements, and provide the Contractor with technical assistance when necessary. In preparation for planned onsite reviews, the Contractor shall cooperate with the Agency by forwarding in advance policies, procedures, job descriptions, contracts, records, logs and other material upon request. Documents not requested in advance shall be made available during the course of the review. Contractor personnel shall be available at all times during review activities. The Contractor shall have available work space and access to staff and systems for the Agency staff while onsite. 
[bookmark: _SG_5e2e1de595a240c2b605f6f46cd564c1][bookmark: _SG_1ac62376618147bca20249c5c1a23b87]We acknowledge and understand that the Agency will conduct ongoing monitoring of us to ensure compliance with the contract. Furthermore, we understand the method and frequency of monitoring is at the discretion of the Agency and may include, but is not limited to, both scheduled and unannounced on-site visits, review of policies and procedures, and performance reporting. We also understand and will cooperate with the Agency by forwarding in advance policies, procedures, job descriptions, contracts, records, logs and other material upon request, as well as make unrequested documents available during the course of the review. We agree to make our personnel available at all times during review activities and will have available work space and access to staff and systems for the Agency staff while on-site.
[bookmark: _Toc417627534][bookmark: _Toc417642673][bookmark: _Toc418958482]2.20 Future Program Guidance 
The State shall make its best efforts to publish a Policies and Procedures Manual before the Contract start date. In addition to complying with the Policies and Procedures Manual, the Contractor must operate in compliance with future program manuals, guidance and policies and procedures, as well as any amendments thereto, at no additional cost to the Agency. Future modifications that have a significant impact on the Contractor’s responsibilities, as set forth in this RFP, will be made through the Contract amendment process. 
We will comply with the Agency’s published Policies and Procedures Manual and operate in compliance with future program manuals, guidance and policies and procedures, and any amendments made, at no additional cost to the Agency. Kari Plagge will have accountability for the policies and procedures manual, working in tandem with several operational areas and the Agency during and after the Contract start date. We understand that any future modifications of significant impact on our responsibilities, as set forth in this RFP, will be made through the Agency Contract amendment process.

[bookmark: _Toc416176594][bookmark: _Toc417627535][bookmark: _Toc417642674][bookmark: _Toc418958483]Section 3 – Scope and Covered Benefits
Attachment 5 Question:
Please explain how you propose to execute Section 3 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
[bookmark: _Toc416176595]We are one of the nation’s leading MCOs serving the needs of Medicaid and CHIP populations, including individuals receiving LTSS, and bring to Iowa more than three decades of UnitedHealthcare’s national experience supporting the populations covered by Medicaid. We are the most experienced health benefits company dedicated to providing diversified solutions to state programs that care for the economically disadvantaged, the medically underserved and those without the benefit of employer-funded health care coverage. 
The major focus of the state of Iowa’s (the State’s) vision for the Iowa High Quality Healthcare Initiative is to continue to improve the quality of care and health outcomes for Medicaid and CHIP enrollees through improved clinical and functional status; enhanced quality of life; improved member safety; enhanced member autonomy; and adherence to treatment plans. To achieve these outcomes, we have developed a comprehensive solution to supporting Iowa High Quality Healthcare Initiative members that emphasizes:
· Improving the quality of care while reinforcing the current strengths of the Agency’s initiatives
· Member strengths, preferences, supports and access to high-quality care
· An integrated care delivery system that focuses on clinical efficiency and effectiveness
· Reducing overall costs through coordinating the delivery of appropriate care
· An integrated population health management approach that recognizes and is tailored to support the populations served by the Agency
Our extensive experience serving people identified in Exhibit C of the RFP, who need health and health care services, is also demonstrated by our comprehensive policies, procedures, processes and our person-centered care framework. We use this model to keep members in their communities, to help members maintain engagement with their health home and to consistently follow their treatment plan. Our clinical model uses advanced information systems to: locate and focus resources on those individuals with the greatest need; to integrate physical health, BH, social and functional services; and achieve their health and health care goals with better quality and lower costs.
Our national expertise serving the most vulnerable populations provides insight into the full spectrum of needs, barriers and challenges facing members relative to their strengths and preferences associated with helping them get the care they need. Our approach recognizes similarities within eligibility groups as well as each member’s unique set of needs. 
Our person-centered clinical framework reflects a localized hands-on approach to coordinate services that meet the complex needs of individuals supported by the vast strength of our national resources and experience. We stratify the population using multiple data points to customize the approach to best meet a person’s unique needs, including cultural and linguistic preferences. It uses a variety of resources and includes real-time data-sharing across the care continuum to improve outcomes and reduce costs. We believe that by leveraging our expertise, our Iowa members will receive the full range of services necessary to optimize their health status and quality of life, delivered in a caring, respectful, efficient and cost-effective manner.
[bookmark: _Toc417627536][bookmark: _Toc417642675][bookmark: _Toc418958484]3.1 Scope 
[bookmark: _Toc416176596][bookmark: _Toc417627537][bookmark: _Toc417642676][bookmark: _Toc418958485]3.1.1 Eligible Members 
The majority of Medicaid and CHIP members will be enrolled in the program unless specifically excluded as described in Section 3.1.1.2. Refer to Exhibit C for a detailed description of the eligibility categories enrolled in the Contract. 
3.1.1.1 Iowa Department of Public Health Participants 
In addition to covering Medicaid and CHIP enrollees, the Contractor shall provide substance use disorder …
3.1.1.2 Excluded Populations 
The Contract will not include (i) undocumented immigrants receiving time-limited coverage of certain emergency …
[bookmark: _Toc416176597]Our system is designed to support the covered Medicaid and CHIP members (See Table), including the requisite number of services to individuals who receive IDPH-funded SUD services. We understand the eligibility categories outlined by the Agency and have the systems to accept the eligibility information directly from the Agency.
	Iowa High Quality Healthcare Initiative - Eligible Enrollees 

	American Indian/Alaskan Native
Breast or Cervical Cancer
Children Under 19
Children in Foster Care, Subsidized Adoptions or Guardianship
Family Planning Waiver
Former Foster Children
hawk-i
HCBS
IDPH Participants
Independent Foster Care Adolescents
Infants under Age 1
Institutionalized
	Iowa Health and Wellness Plan
Kids with Special Needs
Medically Needy (with and without spend down)
Medicaid for Employed People with Disabilities
Non IV-E Adoption Assistance
Parents and Other Caretaker Relatives
Presumptively Eligible Populations
Reasonable Classifications of Individuals under Age 21
SSI Recipients
State Supplementary Assistance
Transitional Medical Assistance


[bookmark: _Toc417627538][bookmark: _Toc417642677][bookmark: _Toc418958486]3.1.2 Effective Date of Contractor Enrollment 
Assignments to the Contractor and changes to the enrollees’ aid type shall be made on a prospective basis. The Contractor shall not be responsible for covering retroactive Medicaid eligibility periods, with the exception of babies born to Medicaid enrolled women who are retroactively eligible to the month of birth. For purposes of this requirement, a retroactive Medicaid eligibility period is defined as a period of time up to three (3) months prior to the Medicaid application month. 
We maintain the technical capabilities to implement the Agency’s eligibility rules associated with a member’s aid type and understand we will not be responsible for covering retroactive Medicaid eligibility periods, with the exception of babies born to Medicaid-enrolled women who are retroactively eligible to the month of birth.
[bookmark: _Toc416176598][bookmark: _Toc417627539][bookmark: _Toc417642678][bookmark: _Toc418958487]3.1.3 Geographic Service Area. 
The Contractor shall provide statewide coverage. There will be no regional coverage. Any proposal that does not offer adequate statewide coverage will not be considered in the bid evaluation process. 
[bookmark: _Toc416176599]We are committed to extending our current hawk-i program to one that provides statewide coverage for all eligible members of the Iowa High Quality Healthcare Initiative, and our response supports our commitment to a statewide solution. We have an extensive contracted and credentialed provider network supporting our other lines of business including hawk-i, commercial, Medicare Advantage and Military and Veterans that we will leverage for this initiative. In addition, we have a comprehensive staffing and technological infrastructure, integrated care teams that will address the physical health, behavioral health (BH) and LTSS needs, and a local member services team to help coordinate the services for all Iowa High Quality Healthcare Initiative members.
[bookmark: _Toc417627540][bookmark: _Toc417642679][bookmark: _Toc418958488]3.2 Covered Benefits 
[bookmark: _Toc416176600][bookmark: _Toc417627541][bookmark: _Toc417642680][bookmark: _Toc418958489]3.2.1 General 
The Contractor shall provide, at minimum, all benefits and services deemed medically necessary services that are covered under the Contract with the State. In accordance with 42 CFR 438.210(a)(3), the Contractor must furnish covered services in an amount, duration and scope reasonably expected to achieve the purpose for which the services are furnished. The Contractor may not arbitrarily deny or reduce the amount, duration and scope of a required service solely because of diagnosis, type of illness, or condition of the beneficiary. The Contractor may place appropriate limits on a service on the basis of medical necessity criteria for the purpose of utilization control, provided the services can reasonably be expected to achieve their purpose. Further information on allowable and required utilization control measures is outlined in Section 11. The Contractor shall not avoid costs for services covered in the Contract by referring members to publicly supported health care resources. The Contractor shall not deny reimbursement of covered services based on the presence of a pre-existing condition. The Contractor shall allow each enrollee to choose his or her health professional to the extent possible and appropriate. 
[bookmark: _Toc416176601]We will provide medically necessary and related benefits and services covered under the contract with the Agency. These benefits and services will be provided in an amount, duration and scope that is reasonably expected to achieve designated purpose or objective of the service, and we will not arbitrarily deny services to a member solely because of the member’s diagnosis, type of illness or condition. We maintain policies, processes and procedures for applying medical necessity criteria, and we will take all appropriate measures to make sure members receive services from our network providers. As a matter of course, we strongly encourage members to make their own decisions regarding the selection of their health professional(s), and we will assist them if and when they feel they need assistance identifying or making contact with a health professional.
[bookmark: _Toc417627542][bookmark: _Toc417642681][bookmark: _Toc418958490]3.2.2 Benefit Packages 
The Contractor shall ensure the provision of covered benefits in accordance with the member’s eligibility group as described below and in Exhibit D.
3.2.2.1 Iowa Health and Wellness Plan 
Members enrolled in the Iowa Health and Wellness Plan, who have not been identified as Medically Exempt, as …
3.2.2.2 Family Planning Network 
Members enrolled in the Iowa Family Planning Network are eligible for services that are either primary or …
3.2.2.3 Presumptively Eligible Pregnant Women 
Members eligible under the presumptive eligibility for pregnant women Medicaid coverage group are eligible for …
3.2.2.4 Children’s’ Health Insurance Plan (CHIP) and hawk-i 
The benefits provided by the Contractor to members of the CHIP program and hawk-i are described in Exhibit D. 
3.2.2.5 Other 
Members not specified in Section 3.2.2.1 through Section 3.2.2.4 are eligible for all medically necessary …

Attachment 5 Question (3.2.2 Benefit Packages):
1. Describe your proposed approach to ensure benefit packages will be delivered in accordance with a member’s eligibility group.
Our experience providing the benefit packages outlined in Section 3.2.2 of the RFP encompasses all of the eligible populations for the Iowa High Quality Healthcare Initiative. We will provide the covered benefits in accordance with the member eligibility groups identified in Section 3.2.2 and in Exhibit D of the RFP. 
We will process member enrollment using our CSP claim system that provides core transaction processing, which links each eligible member with the defined benefit coverage and will deny claims for services not included as covered benefits. Within CSP, the Subscriber/Family module will collect and store Iowa High Quality Healthcare Initiative member demographics, ethnicity, language preference, disability and special circumstances (such as pregnancy), eligibility and PCP assignment information. CSP also tracks member eligibility and segments the information by program, providing member-tailored benefits administration, reporting, customer service and claims payment.
Attachment 5 Question (3.2.2 Benefit Packages):
2. Describe your ability to provide covered benefits and services.
[bookmark: _Toc416176602]Our delivery of covered benefits and services is encompassed in, and integral to, our person-centered, fully integrated model of care, presented in detail in Section 9 – Care Coordination. Our model embraces each member’s unique and holistic needs and the impact of the member’s beliefs on his/her health care delivery. We recognize each member’s strengths, his/her network of family and supports, and the need to empower each member, his/her family and caregivers to be an active part of member care, creating a flexible and cost-effective plan to allow each member maximum choice and control over the supports he/she needs to live in the community. Our person-centered approach to care coordination engages and empowers our members and their families and caregivers, in collaboration with physicians and other health care professionals, to effectively:
· Identify member conditions and associated risk factors and comorbidities
· Understand the member’s needs, goals and preferences for care delivery
· Design flexible health care services to meet the member’s needs, goals and preferences
· Assign resources based upon member-specific physical health, BH and social needs
· Ensure member choice, protections and access
· Coordinate care across the delivery system and care continuum
· Engage natural and peer supports when appropriate to support the member’s overall health and well-being
Our person-centered integrated model of care incorporates data, operations, services and product resources to achieve the State’s goals of improving quality outcomes and consistency of care across the delivery system; ensuring member choice, protections and access; coordinating care across the delivery system and care continuum; and providing flexible person-centered care. Using the model, we identify a member’s needs, preferences and strengths; coordinate services and supports to address those needs; monitor the member to ensure services and supports continue to meet those needs; and provide programs and supports to improve life skills. Our model addresses a number of functions:
Care Coordination
· Care managers and community-based case managers, who are assigned to members receiving LTSS, serve as the hub of our clinical, network and member operations. They arrange and authorize the full scope of services and referrals, coordinating among all members of the care team and acting as liaisons with the health plan and as outreach resources into the community.
· Community health workers, through intensive feet-on-the-street efforts, attempt to locate and engage high-risk members who are hard to reach and who are not engaged in medical or BH care. These individuals also:
Support the efforts of care managers by working with members to close gaps in care (e.g., preventive health screenings, vaccinations and medications required to manage a condition)
Educate parents and guardians about the importance of routine screenings, vaccinations and taking all medications as prescribed
Help members make and keep provider appointments and arrange transportation
Member Support
Other support staff (e.g., member advocates) support our care/case managers by continuously working to help members by resolving member issues, identifying community-based supports and services, and educating members, caregivers and providers
Provider Support
We maintain an extensive provider network to ensure access to all covered benefits. This network is supported by: 
Provider service representatives who provide training, claims resolution and quality improvement
Transformation consultants help practices further their development as a medical home and continuously monitor ACC performance
Clinical practice consultants work with providers to improve the quality of service provided to members by conducting regular provider meetings to analyze and review quality outcomes and educate providers on clinical guidelines and HEDIS requirements
Technology Solutions
We will deploy technologies, such as CSP claims platform, CommunityCare, Accountable Care Population Registry (Population Registry) and Automated Care Transition tool to empower the clinical team and the member’s interdisciplinary care team (ICT), including ACCs/PCMHs and health homes, by securely sharing critical, real-time information about members whenever they access health care services.
Utilization and Quality Management Integration
Integration of UM and quality management (QM) activities in a synchronized approach enables us to meet the physical health, BH and social needs of our members. 
· Utilization management activities serve as a gateway to care coordination activities by identifying members with unmet health care needs and identifying members that are presented for new service authorization or experiencing an episode of treatment (e.g., hospitalization) and through discharge plan development/transitions in care.
· Quality management activities provide critical evidence about health care patterns and practices and translate into effective policies and procedures for assuring high-quality health care. By analyzing our UM data, our QM and provider services teams work with providers to help them identify and close gaps in care and encourage them to refer members to needed services.
[bookmark: _Toc417627543][bookmark: _Toc417642682][bookmark: _Toc418958491]3.2.3 Changes in Covered Services 
The Agency shall provide the Contractor with ninety (90) days’ advanced written notice preceding any change in covered services under the Contract unless such change is pursuant to a legislative or regulatory mandate, in which event, the Agency shall use best efforts to provide reasonable notice to the Contractor. In the event the Agency provides less than ninety (90) days’ advanced written notice to the Contractor, the Contractor shall comply with the change in covered services within ninety (90) calendar days from the date the notice is given. 
We have read, understand and will comply with the Agency’s requirement to honor any changes in covered services under the Contract even in the event the Agency provides less than 90 days’ advance written notice of such changes. Upon receipt of any change in covered services, our immediate first step is to edit our IT system to reflect new benefit(s) and ensure continuity of care for members and accurate claims payment for providers. We work collaboratively with our state clients, the provider community, and impacted members to ensure smooth transition of care and to mitigate any interruption or delay in care for members or payment for providers. 
Uploading Changes and Updates to Covered Services
We make system edits regarding changes in covered services within CSP, which supports our claims adjudication engine; member benefits, pricing, EOB generation and remittance, and provider billing processes. CSP also links to our care coordination system to document care coordination activities and authorizations. CSP’s flexible and scalable functionality allows system changes to be implemented within required time frames, ensuring compliance—even on short notice.
Notifying Members
As described above in Section 3.2.2, Benefit Packages, the Subscriber/Family module in CSP will collect and store covered benefits. Care managers, community-based case managers, and our member services teams use the benefit change information to notify individuals during the course of their regular contact with members. In addition, we formally notify members of benefit changes by:
Updating member materials that are included in new member welcome packets
Distributing written notice to members (bulletins, letters, newsletters, etc.)
Updating websites, posting revised member materials, written notices and instructions on how to obtain assistance regarding the change
Reaching out to impacted member groups by phone and in person to inform individuals of the change, answer questions, and assist them in a culturally competent manner
Notifying Providers
We notify providers of benefit changes, including instructions, special provisions or protocol exceptions we are making as the change takes effect. We document our interactions and intervention activities with providers to enable us to monitor their compliance. Benefit changes are distributed to providers through:
Mailings, newsletters, bulletins, remittance advice stuffers
Provider welcome packets
Provider manuals and resource materials 
Updating the website and posting notices that were sent to providers on the website 
Reaching out to providers (face-to-face), as needed, including all IHHs, health homes, PCPs and any hospital, LTSS, HCBS and specialist provider types impacted by the change in covered services to educate them on any new requirements (such as prior-authorizations and billing) related to the change. 
[bookmark: _Toc416176603]Additionally, our provider agreements contain standard language regarding adherence to the provision of covered services and hold harmless clauses that protect members from liability and ensure provider adherence to continuity of care standards in the event of benefit changes. 
[bookmark: _Toc417627544][bookmark: _Toc417642683][bookmark: _Toc418958492]3.2.4 Integrated Care 
In delivering services under the Contract, the Contractor shall develop strategies to integrate the delivery of care across the healthcare delivery system including but not limited to, physical health, behavioral health, oral health, and long-term care services. 
Attachment 5 Question (3.2.4 Integrated Care):
1. Describe proposed strategies to integrate the delivery of care across the healthcare delivery system.
We have proven strategies to integrate the delivery of care across the health care delivery system including physical health, BH, oral health and LTSS that we will leverage and bring to Iowa.Iowa’s vision of an integrated care delivery system, including health homes, IHHs, LTSS, Medically Exempt and waiver program enrollees, provides the ideal framework for our integrated clinical and community-based model.

As a leading managed care plan with over 33 years of health plan management experience, UnitedHealthcare has firsthand experience in the changes and evolution of health care delivery across all populations and in every state across America. We provide health benefits to more than 9,000 hawk-i members and more than 483,000 other Iowans, and have been operating health plans in Iowa since the 1980s. We are committed to expanding services and improving care quality in support of the Agency’s Healthiest State Initiative, goals and integration strategies for the Iowa High Quality Healthcare Initiative. Our successful care integration through our proven model of care:
· Offers holistic and integrated person-centered care that is customized to each member
· Integrates physical health, BH and long-term care services to achieve and maintain the personal health and wellness of each individual we serve 
· Supports State initiatives and programs that incentivize quality and reduce cost
In serving a broad spectrum of Medicaid and CHIP beneficiaries, as the State intends through the High Quality Healthcare Initiative, a person-centered approach must translate into reliable and cost-effective healthcare operations. Our role is to ensure that the comprehensive needs of individuals—physical health, BH, oral health and LTSS—are addressed in a timely, high-quality and highly coordinated manner that produces positive health outcomes. In doing this, we take into account that Medicaid beneficiaries have diverse needs and offer the service delivery approaches that work best to address them. As shown below, our approach to delivering covered services across Iowa’s health care delivery system in an integrated manner is supported by ICTs. ICTs include both internal and external care team members such as  community-based case managers, health home staff, Integrated Health Home (IHH) staff, ACO staff, community health workers and member advocates. Our framework for integrating clinical and community-based care is strengthened by CommunityCare, which enables communication between ICT members, staff, members, caregivers and stakeholders in an HIPAA-compliant, secure technological environment that is designed to support effective population health management—building integrated care coordination approaches tailored for specific populations we serve.
[image: C:\Users\gzayic\Desktop\IA\Graphics\CareCoord Framework\RFP-Graphic-CareCoordinationFramework-R4.jpg]
Figure 5. Integrated, Person-Centered Care. We use an integrated approach to coordination of care across varied populations and delivery systems.
Our experience encompasses existing best practices in Money Follows the Person (MFP) programs, self-direction programs, and administering IHHs and chronic condition health homes. Our approach to ensuring provision of LTSS empowers individuals to actively participate in maintaining independence and to make decisions and choices about their care and services in meaningful ways with the support of a person-centered care plan and an ICT with their chosen ICT single point of contact. 
We offer an innovative model focusing on whole-person solutions within the home, community or facility setting. We use multiple data points to customize the approach to best meet a person’s goals and objectives and unique needs, including cultural and linguistic preferences. We offer a high-touch, integrated approach, combining physical and BH services, social services and LTSS. Our approach is to meet people where they are on the continuum of care/services and to keep individuals as independent as possible through a broad range of services and supports.
Integrating Care across Iowa’s Healthcare Delivery System
When expanding services to new populations in a market such as Iowa where we have existing operations, we first draw upon the experience of our local health plans and then build on our local experience with insight and assistance from our centers of excellence in other states that serve the same populations we will be serving upon expansion. In Iowa, we have served hawk-i members since 2000 and have appointed key executive staff in Iowa, such as CEO Ms. Mallatt and COO Ms. Lind, who will be heavily involved in implementing the integrated care model for the Iowa High Quality Healthcare Initiative. Successful implementation of our integrated service delivery model for similar populations in several of our other Medicaid states including Arizona, Florida, Kansas and Texas, have shaped our strategies for the Iowa High Quality Healthcare Initiative and includes four key components: 
Risk stratification of every member
Locally based ICTs
A fully integrated technological platform
Teaching members, families and providers the values of service integration
The table below expands on these four key integrated care components by depicting how every member receives an initial health screening to determine the plan of care most suited to his/her individual physical health, BH and community-based needs, and how all members identified for case management and care coordination are linked to ICTs. The table also outlines our approach to ensuring the initial and ongoing integration of service delivery across the health care delivery system.
	[bookmark: _Toc416176604]Integration Approach
	Maintaining Integration

	Component: Risk stratification of every member

	Risk Stratification using clinically based practice guidelines and tools (Impact ProTM, SECA, SMART, etc.)
Initial Health Screening we perform
Assessments the Agency, IHHs, health homes, and/or we perform based on member’s type of coverage
Assessment/evaluation results determine member’s: 
physical health status/needs/gaps
BH status/needs/gaps
community-based/long-term care status/needs/gaps
We ensure a care plan is developed for every LTSS member and high-risk Medicaid member based on assessment and risk-stratification results
	Initial assessments:
determine make up of each member’s care team
determine who leads care plan development (the Agency, IHH, health home, us)
determine who leads care plan management (IHH, health home, us)
Ongoing risk stratification and subsequent assessments:
determine next steps and adjustments to care plan, care coordination and roles of ICT members

	Component: Locally based ICTs (IHH, health homes, Medicaid ACOs)

	Geographically grouped ICTs located in Iowa
Every Iowa team consisting of internal, external, clinical and non-clinical specialists:
RNs
BH clinicians
Care Coordination provided by:
Community health workers (internal, non-clinical)
Case managers (external, clinical, IHH, health home)
Care managers (internal, clinical)
Community-based case managers (clinical, LCSW, serve LTSS and waiver members, internal or external)
Peer supports (LTSS and non-LTSS) comprising internal and external personnel
Rural Access Coordination Teams
	Initially:
ICTs geographically located 
To extent possible, members with chronic/complex needs will be offered health homes
To the extent possible, members with SPMI/SED will be offered IHHs
Medicaid ACOs developed
Staffing ratios applied
Ongoing:
Member mix and utilization will determine modifications to number of ICTs’ staff every quarter
Staffing ratios applied

	Component: A fully integrated technological platform

	CommunityCare integrates:
Clinical and non-clinical service/care plans
Clinical and non-clinical utilization data
CommunityCare’s HIPAA compliant, secure, cloud-based technology:
Enables shared view of data across multiple care coordination disciplines of the Patient Registry

	Initially:
Scalable and able to handle high-volume of care coordination activities during implementation
Cross-training for providers, IHHs, health homes, care coordinators
Ongoing:
Business continuity, disaster recovery
Supports and documents interactive communication and care plan administration and management activities between providers, care team and members

	Component: Teaching members, families and providers the values of service integration

	Member outreach performed by:
UnitedHealthcare
IHHs
Health homes
ICTs
Provider outreach and training provided by:
UnitedHealthcare
Outreach and training geared toward motivating members and providers to achieve health and wellness by actively supporting our integrated service delivery approach.

	Initially:
Provider training for all provider types (BH, PH, LTSS, HCBS, Oral) within 30 days of contract execution
Targeted training and readiness assessment for IHHs and health homes
Training on use of CommunityCare technology for all
Ongoing:
Frequent contact with members receiving LTSS, and in IHHs, health homes
Teachable moments
Training for providers provided by UnitedHealthcare and peer-to-peer training conducted by industry experts arranged by UnitedHealthcare


Interdisciplinary Care Team Review of Complex Cases. Review of complex cases will occur between medical, behavioral and LTSS staff inclusive of UM, case managers, medical director, psychiatrist, pharmacist, and others as appropriate to address each member’s unique needs. These complex case reviews address members’ holistic needs, including their housing and employment needs (e.g., home modification, habilitation, employment), to improve not only health outcomes but wellness and community-based supports that foster self-direction and lead to independence for the member.
Care Managers/Community-Based Case Managers. Members receiving LTSS will be assigned to a community-based case manager and high-risk members who are not receiving LTSS are assigned a UnitedHealthcare care manager who is responsible for supporting members with complex medical, behavioral or social support needs through the comprehensive needs assessment and who monitors changes in the member’s clinical needs as well as claims reviews and provider or member referrals. Our care managers and community-based case managers are RNs, Bachelor-prepared social workers, or BH clinicians. The care manager or community-based case manager will maintain the required telephonic and face-to-face touch points as required and described in the RFP and Sections 4 and 9, but may contact the member more frequently based on the member’s needs.
The care manager or community-based case manager will ensure that all of the member’s needs as well as all services the member is receiving are included in the person-centered plan of care. They will coordinate all services for the member including medical, behavioral and LTSS. Coordination of services is facilitated through the sharing of the member’s plan of care and service plans with the member’s selected ICT using CommunityCare, our integrated coordinated care platform, as well as interacting with members and their caregivers by phone and in-person. 
Personalized Interaction with Members. Our local, face-to-face integrated approach to care coordination improves the member experience and enhances providers’ ability to serve members because our care  managers, community-based case managers or community health workers actually meet with members face-to-face, and our provider services staff actually meets with providers face-to-face. We understand the importance of establishing and maintaining positive working relationships with members and providers as a critical avenue to wellness for the people we serve. Our care managers/community-based case managers and provider services representatives are the open line of communication between all parties involved in the member’s care. This is especially important for persons with both medical and behavioral comorbidities and diagnoses, and persons with dual eligibility. 
[bookmark: x__msoanchor_3]Linking Members to Social Supports within Their Communities. We offer Healthify, a Web-based tool that helps care managers, community-based case managers and community health workers connect members to relevant and available community resources that deliver services, such as food, housing, employment, utility bill assistance, support groups, transportation, child care and clothing, to individuals at risk for poor outcomes or inappropriate health care utilization. Healthify has an easy-to-use directory, which is customized to find assistance and available resources in the community. 
Rural Access Coordination Teams
No integrated care delivery model is complete without paying special attention to rural access to care issues. At UnitedHealthcare, we assemble interdisciplinary rural access coordination teams that focus on resolution of access to care challenges resulting from lack of available providers, member transportation issues or other circumstances that are unique to rural communities. The rural access coordination teams consist of licensed health care professionals, experienced provider network managers, tertiary and ancillary care provider contractors and member advocates, among others, whose main responsibilities 
are to:
Identify and develop work-around plans to solve systemic, non-clinical access to care barriers (e.g., homelessness, transportation, no Internet)
Identify and offer solutions to fill provider, service and clinical care gaps
What Solutions are Rural Access Coordination Teams Bringing to Iowa? Our Iowa rural access coordination team members have recommended and are implementing the following solutions in Iowa:
Continue to establish relationships and contractual agreements with the critical access hospitals and the physicians that staff these “rural clinics” and explore opportunities for transformation to serve as IHH or health home. 
Extend our existing federally qualified health centers (FQHCs) and rural health clinics (RHCs) relationships and contracts to Medicaid, and contract with any FQHCs and RHCs not already under contract with us.
Extend our existing community mental health center (CMHC) contracts to Medicaid and contract with any CMHCs not already under contract with us.
Develop strong relationships with the 15 Division of Mental Health and Disability Services (MHDS) regions to support ongoing evaluation and planning for service development across the state.
Collaborate with local organizations and agencies in the effort to expand access to transportation services.
Ensure awareness and understanding of existing Health Professional Shortage Area Tuition Loan Repayment and other Programs.
Promote integrated collaborative care platforms that transform the delivery system and drive positive member and population based outcomes. We send hardcopy manuals and information found on our website to providers on request. We already know and work with many rural providers and have been supporting them through these more traditional communication formats.
Continue to forge informal relationships with churches and other CBOs.
Continue to work with local Area Agencies on Aging (AAAs) and establish formal and informal community networks.
Explore partnership opportunities for telehealth and telemedicine expansion, including advocating loosening of current restrictions. 
In collaboration with rural critical access hospitals, FQHCs, schools, CBOs and AAAs, we will endeavor to bring services to the people where they reside. 
[bookmark: _Toc417627545][bookmark: _Toc417642684][bookmark: _Toc418958493]3.2.5 Emergency Services 
Emergency services shall be available twenty-four (24) hours a day, seven (7) days a week. In accordance with 42 CFR 438.114, the Contractor must cover emergency services without the need for prior authorization and may not limit reimbursement to in-network providers. The Contractor must cover the medical screening examination, as defined by the Emergency Medical Treatment and Active Labor Act (EMTALA) regulations, provided to a member who presents to an emergency department with an emergency medical condition. The Contractor may not deny payment for treatment obtained under either of the following circumstances: (i) the member had an emergency medical condition, defined as a medical condition manifesting itself by acute symptoms of sufficient severity, including severe pain, that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in (a) placing the health of the individual, or with respect to a pregnant woman, the health of the woman or her unborn child, in serious jeopardy, (b) serious impairment to bodily functions, or (c) serious dysfunction of any bodily organ or part. This includes cases in which the absence of immediate medical attention would not have resulted in such impairment or dysfunction; or (ii) a representative of the Contractor instructs the member to seek emergency services. 
UnitedHealthcare’s Provision of Emergency Services
Across all our health plan programs, UnitedHealthcare covers emergency services for members. In accordance with 42 CFR 438.114, we will cover emergency services 24 hours a day, seven days a week without the need for ER providers to seek PA or approval for payment. We share the state of Iowa’s “prudent layperson” definition of emergency and include this definition in our Member Handbook, provider agreements, our provider manual (Provider Administrative Guide), provider training curriculum, as well as in subcontractor agreements, manuals and all employee training programs and resource materials (such as operations manuals and the Contract). We will not deny payment for treatment obtained under any of the circumstances outlined in the RFP Scope of Work, Section 4.2.5.
Attachment 5 Question (3.2.5 Emergency Services):
1. Describe your strategies to reduce inappropriate use of the emergency room and to address members who frequently utilize emergency services.
Strategies to Reduce Inappropriate Emergency Room Utilization
Our approach to reducing inappropriate use of the ER begins with identifying root causes for ER use through near real-time notifications, utilization review activities and retrospective review of claims data. By understanding the cause of ER use, we are able to develop prevention programs and educational materials tailored to specific Medicaid populations, and we can apply effective outreach to mitigate recurrence of inappropriate ER use that aligns with our overall care coordination strategy. 
Identification of ER Utilization Trends. Our UM and Quality Management and Quality Improvement (QM/QI) teams collaborate with our provider services staff to identify aberrant trends and develop system-wide action plans or interventions to address inappropriate ER utilization. Retrospective claims data analyses include:
Admissions, Discharge and Transfer (ADT) reports: ER/Hospital-generated daily reporting that is automated to be received by UnitedHealthcare and incorporated into CommunityCare for real-time alerts to the clinical teams, ACC practices and providers. 
Significant Episode Cluster Activity (SECA) reports: Offers insight into our high-utilizing members by identifying any member with four or more ER visits or two inpatient admissions in a rolling six-month period. These members are immediately referred to a community health worker or RN for assessment.
[bookmark: _Toc403981189]Provider Performance Monitoring: Monthly and Quarterly performance reports (include ER utilization and provider referral patterns) prepared, analyzed and shared with providers, including hospitals, health homes and PCPs. Online Analytical Tools and Dashboards engage providers in awareness of member ER utilization patterns and intervention opportunities.
Strategic Management Analytic Reporting Tool (SMART): Our data warehouse collects and stores quality measures, PAs, profiling and predictive modeling. It links with and receives data from our UM (CareOne) and care coordination systems (CommunityCare), which provide a 360-degree view of member utilization trends. If a trend seems to be varying from the norm, we use standard reports and conduct root cause analysis to identify the cause of such variations. 
Data Variance Analysis: Review of reports that compare inpatient admissions, length of stay, admission and readmission diagnoses, and ER utilization to professionally recognized standards of care and performance metrics. It monitors patterns for members with more than 12 outpatient visits, repeated inpatient stays and excessive ER visits; and monitors outliers of specialty care.
Our provider services and care coordination teams will use these reports and data to develop system-wide action plans by member and provider groupings and in one-on-one settings, as appropriate, at the member’s home or at a provider’s office site.
Member Outreach Strategies Aimed at Reducing Inappropriate Emergency Room Use 
We reach out to all members to help them navigate the health care delivery system that always includes conversations and information about appropriate ER use. Our member outreach efforts are tailored to specific populations, such as individuals receiving LTSS, to proactively address prevalent access to care issues and frequently asked questions about ER use from a population health management perspective. Our member outreach strategies are aimed at preventing inappropriate ER use and addressing inappropriate use of the ER that occurred with members and their PCPs as soon as we become aware of it, and include:A strong relationship between the member and his/her health home or PCP and case manager is the most effective deterrent to inappropriate ER use.

Identification of Alternatives to ER Use. Member educational and resource materials include information about alternatives to ER use, such as providers who offer after-hours appointments, listings of urgent care centers, our toll-free 24-hour NurseLine services, and the availability of non-emergency medical transportation. This information is distributed to members in their welcome packets, is posted on our website, and discussed with members as part of the welcome call we make to all new members.Emergency Medical Services (EMS)
We are currently working on a new program to partner with EMS in areas where our members have less access to medical providers. In this program EMS can provide education and work with individuals to address current barriers to health, including when to use 911 and the ER as well as better alternatives and when to use them.

Face-to-Face Meetings with Members. Through the face-to-face comprehensive assessment process, care managers and community-based case managers ask each member they serve about how they obtained health care services prior to being our member. They use the member’s feedback to share useful information with and link members to services and programs that directly address their individual needs. Although it is difficult to measure impact, by sharing information directly with members and their families about alternatives to ER use, we find that members make better choices when seeking services, which helps to reduce inappropriate ER use. 
Emergency Plans for Persons Receiving LTSS and Medically Frail. If a person is medically frail, receiving LTSS or has complex health care needs, our community-based case manager proactively develops an emergency plan—in collaboration with the member and his/her family or primary caregiver—that is made a part of the member’s care plan and gives step-by-step instructions on how urgent and emergency situations are to be handled and who is to be notified in the event of an emergency. The member’s emergency plan is documented in CommunityCare, our integrated coordinated care platform, and shared with the member’s PCP and ICT. Much like an advance directive, this written emergency plan serves as a navigational guide for members and their caregivers for how to access care before seeking care in an ER setting. It also serves to uncover barriers to care that the community-based case manager can address. Below are examples of solutions our community-based case managers apply to reduce inappropriate ER use:
LTSS Intervention: A member receiving LTSS who can no longer drive may assume that calling 911 is the only way he/she will get transportation and covered services. As a solution, the community-based case manager will inform the member of the non-emergency transportation benefit and will even help the member to schedule transportation to his/her next doctor’s appointment. 
Oral Health Intervention: Among medically frail persons, we have found that lack of oral health care is a barrier that often leads to inappropriate ER use. In fact, the lack of access to oral health care accounts for a sizable number of ER visits nationally. As a solution, our community-based case manager works with the member and his/her dental carrier to locate a provider on the member’s behalf. In addition, our UM and ICTs form collaborative relationships with the state’s Medicaid dental care manager (Delta Dental, for example) to coordinate care and access to oral care services for our members.
Remove Barriers to Care. Community health workers work closely with members to remove underlying barriers to accessing care and close care gaps by helping members adhere to their care plan that is matched to a member’s primary need, which may be a BH care or community-based need versus a medical need. Community health workers emphasize the importance of obtaining preventive care (e.g., health screenings, oral/dental care, vaccinations and maintenance medications) that further reduce inappropriate ER use. Examples of activities that our community health workers perform include: making and attending provider appointments; arranging non-emergency transportation services; partnering with case managers to provide recovery and resiliency-based services, and connecting members to community resources; participating in interdisciplinary care planning; and helping members to notice symptoms of worsening chronic conditions to seek help from their health home or PCP before it reaches crisis level. 
Focused Member Education through Disease Management Programs. Our holistic, person-centered approach to the delivery of health care services meets members where they are in terms of how they have accessed physical health, oral health, BH and community-based services in the past and their capacity to obtain services independently or with assistance. Our UM, network management and care coordination teams work together to develop and implement effective member and provider outreach programs aimed at educating and influencing member and provider behavior that mitigates overutilization and underutilization of services—not just with ER use, but all service levels, and reinforces our overarching message encouraging members to obtain services in the right setting. 
Provider Collaboration Strategies Aimed at Reducing Inappropriate Emergency Room Use
A strong relationship between the member and his/her health home or PCP and the case manager is not only beneficial to the member but is the most effective deterrent to inappropriate ER use. The member’s health home/PCP has a strong influence on member behavior change, and our case managers coordinate closely with PCPs and health homes (in Iowa, this includes IHHs and chronic condition health homes) and will inform them if a member has obtained emergency services. In addition, our case managers work with members and their families to incorporate an emergency plan into their care plan to encourage positive behavior changes, including appropriate use of urgent and emergency services, in support of the member’s health and wellness goals.
Health Home, IHH and PCP Engagement. We assist health homes and PCPs in developing and implementing outreach to members for follow-up to ER visits and document outreach efforts into the care plan maintained in CommunityCare. We involve health homes and PCPs in our ongoing campaign to reduce inappropriate ER use, by availing them of timely information and tools they can use to influence member behavior, such as our Universal Tracking Database; care gap notices; and our ER diversion flyer, Where to Go to Get Well, that they can disseminate to their patients.
Collaboration with BH Provider Community. We will collaborate with our provider network and the 15 MHDS regions in a number of initiatives designed to reduce unnecessary ER admissions of members with mental health and/or SUD. A primary area of focus will be expanding the availability of crisis response and crisis stabilization services which provide alternatives to ER services. The Living Room Model, which is described in more detail below, is one of the crisis stabilization services we recommend, because it includes peer support as a major component of the stabilization process. We also will work with providers and the MHDS regions to provide training for crisis responders to enable them to appropriately evaluate and work with individuals who are in a crisis. Programs such as Mental Health First Aid and Crisis Intervention Training (CIT) are particularly appropriate for law enforcement, EMT and others who are involved in crisis situations. Additional collaborative activities we coordinate with the BH provider community include working with peer support specialists: 
Peer Support Specialists. Peer support specialists train members, their families and advocacy groups on Wellness and Recovery Action Plans (WRAPs). 
Living Room Model for Crisis Prevention. The Living Room Model effectively reduces BH crises and features an “always open” living room (with calming lighting, quiet, comfortable, welcoming surroundings) within a Recovery Response Center. 
Person-Centered Recovery Training for Providers. To involve our physical health care providers in the member’s SUD recovery process. 
Local Crisis Services Liaison. To support Iowa’s transition to a statewide crisis system, we will employ a full-time, local crisis services liaison to work with the Agency, MHDS regions, other MCOs and stakeholders to transform the Iowa crisis system. 
Behavioral Health Training and Resources. In concert with providers, we will identify high-utilizing members and their families to invite and engage in several different types of evidence-based training opportunities such as Mental Health First Aid; Seeking Safety Question, Persuade and Refer; and Wellness Recovery Action Plan, which are described in Section 3.2.8.
3.2.5.1 Review of Emergency Claims 
While the Contractor is required to reimburse providers for the screening examination, the Contractor is not …
3.2.5.2 Claim Coverage 
If an emergency screening examination leads to a clinical determination that an actual emergency medical …
3.2.5.3 Member Liability 
A member who has an emergency medical condition may not be held liable for payment of subsequent …
Attachment 5 Question (3.2.5 Emergency Services):
4. Describe your plans for reimbursement of emergency services, including what processes will be implemented to determine if an emergency condition exists.
We follow prudent layperson standards and least-restrictive practices nationally and have in-depth experience with ER claims management and the application of concurrent and retrospective reviews pertaining to emergency services, including reimbursement for medical screening examinations as prescribed by EMTALA regulations.
Claim Coverage. We have well-established claims and contract management programs, processes and policies in place with our other health plan operations in Iowa that we will extend, as appropriate, for reimbursement of emergency services for the Iowa High Quality Healthcare Initiative. Our emergency services reimbursement processes ensure correct and timely reimbursement of emergency services in accordance with State and federal and rules and regulations including application of copayments based on the true nature of the emergency and program benefits. For the Iowa High Quality Healthcare Initiative, we will configure our claims management system to reimburse providers for emergency services in accordance with the Agency’s criteria of what constitutes covered emergency services as described throughout this RFP in applicable sections such as 3.2.5.1, 3.2.5.2, 3.2.5.3 and Sections 5.3.4, 5.3.5 and 5.3.6. Through our systems, we are able to clearly define ER services that meet the prudent layperson diagnoses definition. When claims are received with one of these diagnoses, our system will automatically process and pay the claim according to the member’s benefits. If we receive an ER claim for a diagnosis that does not meet the prudent layperson diagnosis set up in our claims system, the claim is pended for medical record review by a non-clinical staff member to determine prudent layperson expectations or to determine if the member obtained a PCP referral. We do not require PA for ER services to avoid unnecessary delay in the receipt of ER services while PA is obtained. At no time will we deny or reduce payment for ER screening activity.
Member Liability. Our policies, claims management and UM processes, along with our provider agreements and manuals, ensure compliance with hold harmless clauses and requirements regarding ER utilization. As such, UnitedHealthcare will not hold a member who has an emergency medical condition liable for payment of subsequent screening needed to make a diagnosis of his/her specific condition or for stabilization of his/her condition.
3.2.5.4 Post-Stabilization Services 
In accordance with CFR 438.114(e), the Contractor must cover post-stabilization services. Post-stabilization …
UnitedHealthcare will cover post-stabilization services in accordance with the Contract and 42 CFR 438.114(e), Emergency and Post-Stabilization Services Coverage and Payment and 42 CFR 422.113(c), Maintenance Care and Post-Stabilization Care Services. We maintain policies and procedures that specifically address and fully describe the procedures regarding pre-approval, provision and payment of post-stabilization services. We handle an initial pre-approval request for inpatient services as a request for post-stabilization services when the member has an emergency medical condition and the member’s emergency medical condition has been stabilized. 
Timely Notice of Determination. We make a determination and notify the treating physician or designee (whether in- or out-of-network) of the determination by telephone within one hour of the provider’s request for pre-approval for inpatient post-stabilization services. Written notice is issued within one working day of the verbal notification. In accordance with State requirements, we understand that we are financially responsible for coverage of post-stabilization services that were administered to maintain, improve or resolve the member’s stabilized condition, whether care is received from an in- or out-of-network provider; and also for coverage of post-stabilization services that are not pre-approved or if we do not respond to a request for pre-approval of post-stabilization services within the one-hour turnaround time frame; and as otherwise required by Contract or State insurance laws. 
Our Financial Responsibility. We understand that our financial responsibility for post-stabilization services that are not pre-approved ends when a network provider assumes responsibility for the member’s care through transfer or at the treating facility, or when we and the treating physician reach an agreement concerning the member’s care, or up until the member is discharged. We review requests to extend an initial authorization of post-stabilization services as an urgent concurrent review according to the time frame and other requirements described in our policies and procedures. We allow at least 24 hours after an admission for a facility to request a preauthorization, unless a longer period is required by contract or State-specific requirements. We do not reverse the approval of coverage unless it is determined and confirmed that the information that was used to make the determination was incorrect or fraudulent. The timeframe for issuing a notice begins at the time the determination was made to reverse the approval of coverage, if an approval of coverage is reversed. We provide information in the determination notice (and upon request) about the proper procedure to request authorization or notification of services when the facility, practitioner, member or authorized representative does not follow the procedure required by the member’s benefit plan. 
Peer Review. We offer the opportunity for practitioners to discuss coverage determinations with our peer reviewers, and our staff is available for members and practitioners seeking information about the UM process and the authorization of care. If there is a disagreement between the treating facility and our clinical staff concerning whether the member is stable enough for discharge or transfer, or whether the medical benefits of an unstabilized transfer outweigh the risks, we will accept the attending provider’s judgment and we will enter an appropriate authorization for services.
3.2.5.5 Emergency Room Utilization Management 
The Contractor must demonstrate the following mechanisms are in place to manage emergency room utilization …
Attachment 5 Question (3.2.5 Emergency Services):
2. Describe your plans to ensure a response within one (1) hour to all emergency room providers twenty four (24)-hours-a-day, seven (7)-days-a-week.
Emergency Room Utilization Management 
Emergency room providers have 24-hour access to us through our toll-free call center. Calls are answered promptly by a live person. We have well-established processes, policies and procedures that ensure immediate response to all ER providers. All call center staff are trained on how to respond to and assist providers calling due to ER situations including immediate referral to clinical staff. Calls from ER providers after normal business hours will be answered by our after-hours NurseLineSM. ER providers are not placed on hold or transferred. NurseLine is NCQA accredited and NurseLine nurses adhere to NCQA standards for call center performance metrics. 
Attachment 5 Question (3.2.5 Emergency Services):
3. Describe your plans to track emergency services notification of a member's presentation for emergency services.
We capture all emergency services notices in our Automated Care Transitions (ACT), our HIPAA-compliant, secure, cloud-based automated care transition system that notifies care managers and clinics of ER visits and inpatient discharges. Our ACT care transition management tool automates appointment scheduling, documents discharge assessments, assists in medication review, performs patient reminders via phone, text or email and tracks event completions post discharge. Our ACT care transition management tool also links with CommunityCare that includes the Accountable Care Population Registry and the collaboration/sharing tool to share the notice with the member’s ICT.
Additionally, NurseLine supervisors deliver a daily ER referral tracking report to our UM department that lists all calls received from ER providers, calls where NurseLine staff directed the member to call 911 or go to the ER, and PCP ER referral notices. Details of the call and member data are also shared so that UM staff can follow up with the hospital, member, ER provider and PCP regarding the member’s health status and post-stabilization needs. Members identified as having high ER utilization (four or more within a 90-day period) will be referred to a community health worker or RN or their IHH or health home for evaluation. CommunityCare affords a comprehensive view for care/case managers and providers of the member’s care including ER utilization.
Attachment 5 Question (3.2.5 Emergency Services):
5. Describe your plans to document a member's PCP referral to the emergency room and pay claims accordingly.
Contractual Requirements for Notice of Member’s Referral to the Emergency Room
A key component of our continuous quality improvement and integrated care initiatives is holding PCPs—including health homes and ACOs—accountable for being aware of and effectively managing the health care needs of members. We contractually require PCPs to notify us when they have referred a member to the ER. Providers can notify us by phone, through the provider portal on our website, by fax or secure email of the ER referral. We document ER referral notices in the member’s record (CareOne). Our provider services team monitors ER referral patterns by performing quarterly analyses and will follow up with any providers who are found to be out of compliance with our ER notification policy.
[bookmark: _Toc412527164]Process for Paying ER Claims Based on PCP Referral. We do not require referrals or PA for ER services. When an ER claim is submitted, our claims management system automatically processes and pays the claims based on the diagnosis meeting prudent layperson standards. If the diagnosis does not meet the prudent layperson definition, we review our system or contact the PCP to determine if the PCP referred the member to the ER. If a referral was made—regardless of its non-emergent nature—the claim will be adjudicated and paid accordingly, including appropriate application of any copayments. If a referral was not made, we will process and pay the claim and apply the appropriate copay for non-emergency ER services in accordance with the member’s benefit. If a member frequently uses the ER for non-emergency services (per prudent layperson definition), we will outreach to the member to educate him/her on the appropriate use of the ER. 
[bookmark: _Toc416176605][bookmark: _Toc417627546][bookmark: _Toc417642685][bookmark: _Toc418958494]3.2.6 Pharmacy Services 
Prescription drugs shall be covered and reimbursed by the Contractor. The Contractor shall administer pharmacy benefits in accordance with Section 1927 of the Social Security Act, Payment for Covered Outpatient Drugs, and all applicable State and Federal Law.
Attachment 5 Question (3.2.6 Pharmacy Services):
1. Describe your proposed approach for delivering pharmacy benefits, including the use of any subcontractors.
[bookmark: _Toc404231123]Overview
Under the oversight of our medical director, Dr. Michael Horn, our pharmacy department, led by pharmacy director/coordinator Jeanne Cavanaugh, PharmD, currently provides pharmacy services to more than 9,000 hawk-i members, and we will extend these services to members of the Iowa High Quality Healthcare Initiative. With our pharmacy benefit management (PBM) affiliated subcontractor, OptumRx, we will provide all members with a comprehensive and integrated suite of PBM services, which currently supports more than 27 million people and over 66,000 retail, network pharmacies nationwide. We believe our Medicaid PBM experience, which began in 2001, provides us with an understanding of the unique Medicaid managed care requirements and has helped us develop the capabilities to meet these requirements. The following graphic illustrates how we collaborate with multiple stakeholders, including prescribers, pharmacies and our PBM to provide member-centric pharmacy services.
[bookmark: _Toc404231124]Policies and Procedures
We have established policies and procedures that comply with State and federal regulations. These policies, procedures and processes outline the provision of our pharmacy benefits. A few of these include:
· Pharmaceutical Management Systems – Pharmacy & Therapeutics (P&T) Committee: This policy defines our process for developing and administering our pharmaceutical management procedures. It is designed to function as a primary index to various policies that address the specific procedures outlined in the document, and how we will work with the Agency.
· [image: C:\Users\Scott\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\4TL4M830\member-centric pharmacy operational and clinical services-4.jpg]Drug Recalls and Withdrawals: We created this policy to define our process of notifying and responding to members and providers about drug recalls or withdrawals.
· Preferred Drug List (PDL) Inquiries: This policy provides guidance for documenting responses and responding to prescriber inquiries related to the PDL.
· Pharmacy Transitional Supply: This policy details a process that permits pharmacies to issue a transition supply of non-preferred drugs and drugs that require prior notification to new members. This transitional exception provides continuity of care of ongoing medications for new members until their treating provider can transition them to a medication on the State’s PDL or receive a PA for their current regimen. 
· Specialty Pharmaceutical Management Program: Our specialty pharmacy program assures that specialty pharmacy products; services and programs related to those products; and their competitive reimbursement rates are provided consistently across our Medicaid division.
· Prior Notification Service After-Hours Coverage: We support pharmacy coverage reviews 24 hours a day, seven days a week. This policy outlines our process for responding to coverage review requests outside normal business hours of the prior notification service.
· State of Emergencies: In response to state of emergencies or disasters, we adjust the administration of our pharmacy benefit accordingly. In this policy, we define the procedure to implement the changes of processing pharmacy benefits required for such emergencies or disasters.
· Emergency Medication Supply: We authorize pharmacists to immediately dispense a one-time temporary supply of medication if there is an immediate need for the drug. We outline our process to ensure non-PDL drugs or medications that are needed on an urgent basis and require PA are immediately available to members at their retail pharmacy.
· Early Refill Prescription Requests: We recognize that circumstances arise that require early refills of medication. We created this policy and procedure to monitor the use of drugs to detect fraud or abuse and to identify members who take drugs at an incorrect frequency or dose. 
· Drug Utilization Review (DUR) Board: The purpose of our DUR board is to provide clinical support for the development, maintenance and clinical oversight of DUR programs. We believe the board’s clinical support will help clinical pharmacy programs improve quality of member care by promoting member safety and reducing the frequency of patterns of fraud, abuse, gross overuse or inappropriate or medically unnecessary care among physicians, pharmacists and health plan members.
These existing policies will support a smooth transition as we expand our hawk-i program to the new contract to support the Iowa High Quality Healthcare Initiative. The referenced policies that address drug recalls and withdrawals, emergency overrides, pharmacy coverage issues, specialty pharmaceutical management and many others will remain in place to support the Iowa High Quality Healthcare Initiative.
Attachment 5 Question (3.2.6 Pharmacy Services):
5. Describe your method for providing online and real-time rules-based point-of-sale claims processing for pharmacy benefits.
[bookmark: _Toc404231171]Point-of-Sale Claims Processing and Prospective Drug Utilization Review
Point-of-Sale Claims Processing
OptumRx processes our pharmacy claims using a unique real-time auditing system that evaluates every electronic claim instantaneously and identifies errors and potential fraud before a claim is processed and paid. In 2014, OptumRx accurately processed approximately 37,000 prescription drug claims for our hawk-i members, and continues to maintain compliance with stringent service level goals, including 99.99 percent accuracy and 100 percent compliance with processing turnaround times.
Our real-time audit program checks all claims against a series of filters or edits to assess the eligibility of the claim for payment. Initial edits include:
	Correct format
Pharmacy network
	Member eligibility
PDL status


Once a claim has been approved, we compare the reimbursement the pharmacy is requesting with the amount we have previously agreed upon based upon usual and customary (U&C) cost, contracted dispensing rate, Maximum Allowable Cost (MAC) list pricing and member cost share.
Claims that comply with all of the pre-programmed edits are approved as valid and sent on for further processing, whereas claims that fall outside set algorithms are rejected. When a claim is rejected at the point-of-sale (POS), the following options are available to resolve the issue:
Generic Substitution
Assistance through the Pharmacy Helpline: The pharmacist can call the pharmacy helpline for clarification and assistance
Assistance through Member Services: The member can call member services
Replacement Prescription for a PDL Medication: The member or the pharmacist can call the prescribing physician for a replacement prescription for a medication on our expansive PDL
Prior Authorization: The prescribing physician may submit documentation of medical necessity through our PA process to justify continuing therapy on the non-PDL drug
Approximately 99 percent of all our claims process electronically in real-time, with less than 1 percent of non-network claims being processed by a dedicated manual claims department. 
Our advanced POS claims processing solution offers virtually unlimited flexibility in designing and administering pharmacy benefit designs and protocols. Our real-time audit system supports an unlimited number of variations in plan designs; plan rules and claim requirements; pricing algorithms; cost-sharing algorithms; and a host of other pharmacy benefit plan management functions. A flexible, table-driven benefit design supports all the processing performed by the system.
Prospective Drug Utilization Review
Our proDUR function has a comprehensive library of criteria, from evidence-based guidelines and literature, for evaluating claims at the point of sale before a prescription is even dispensed. When a prescription triggers one of our prospective DUR edits, the prescription is flagged and the submitting pharmacist receives a message in real-time indicating either a hard reject of the prescription or a “soft” warning, which then prompts an interaction and discussion with the member to determine the appropriateness of the medication requested.
Our proDUR process uses the online pharmacy claims system to identify DUR edits before the medication is dispensed. The PBM will assist with therapeutic decisions by using a minimum of 12 system edits: 
A drug-disease check to flag potential contraindications 
A drug-pregnancy check alerts pharmacists to agents with a known risk of causing birth defects in women of childbearing age 
A therapeutic duplication check will identify patients using two drugs with similar therapeutic effects 
An excessive duration check alerts the pharmacist to doses that exceed the suggested therapeutic dose and can lead to medication overdose and toxicity 
An insufficient duration check alerts the pharmacist to doses that are sub-therapeutic and can lead to minimal therapeutic benefit 
An underuse precaution identifies patients who do not refill a maintenance drug at the prescribed time interval 
A check for high daily dose detects prescriptions for doses that exceed a suggested maximum daily dose and which may be toxic 
A check for low daily dose detects prescriptions for doses that are below a suggested minimum daily dose 
A check for drug-drug interactions compares the current prescription with all other concurrent drugs and warns the pharmacist about potential drug interactions 
An ingredient duplication check will identify patients using two drugs with the same active ingredient 
A check for age-inappropriate prescriptions will alert pharmacist for prescribed drugs that are contraindicated due to age 
A check for gender-inappropriate prescriptions will alert pharmacist for prescribed drugs that are not indicated for a specific gender 
3.2.6.1 Covered Services 
3.2.6.1.1 The Contractor must provide coverage for all classes of drugs including over-the-counter, to the extent …
3.2.6.1.2 Medicaid is required to cover all medications which are rebated by the pharmaceutical manufacturer…
3.2.6.1.3 Over-the-Counter drugs for members in a nursing facility, PMIC, or ICF/ID shall be included in the per …
We maintain the systems required to provide coverage for all classes of drugs including over-the-counter, to the extent and manner they are covered by the Medicaid FFS pharmacy benefit. We understand additional over-the-counter products may be covered at our discretion. Furthermore, our systems have the capability to enforce the Medicaid rebate requirement, including physician administered drugs, and to provide, at a minimum, for the same categories in the excluded/restricted classes, to the same extent they are covered by the Medicaid FFS pharmacy benefit. We will also include, as part of the per-diem rate, over-the-counter drugs for members in a nursing facility, PMIC or ICF/ID.
3.2.6.2 Pharmacy Preferred Drug List (PDL) and Recommended Drug List (RDL) 
3.2.6.2.1 Preferred Drug List (PDL) 
3.2.6.2.1.1 Iowa law permits the Agency to restrict access to prescription drugs through the use of a Preferred …
3.2.6.2.1.2 The Contractor will follow and enforce the PDL under the Medicaid FFS Pharmacy benefit with PA …
3.2.6.2.1.3 A minimum of thirty days’ notice is required to providers prior to implementation of PDL and PA …
3.2.6.2.2 Recommended Drug List (RDL) 
3.2.6.2.2.1 Pursuant to Iowa Code 249A.20A drugs prescribed for the treatment of human immunodeficiency …
3.2.6.2.2.2 The contractor will enforce any Medicaid FFS PA criteria, including quantity limits and days’ supply …
[bookmark: _Toc404231125]Preferred Drug List and Recommended Drug List
We understand and acknowledge we will follow and enforce the State’s PDL under the Medicaid FFS pharmacy benefit with PA criteria, including quantity limits and days’ supply limitations. In addition, we agree to a minimum of 30 days’ notice to providers prior to implementation of State changes to the PDL and PA changes. 
We acknowledge that Pursuant to Iowa Code 249A.20A, drugs prescribed for the treatment of human immunodeficiency virus or acquired immune deficiency syndrome, transplantation and cancer are excluded from inclusion on the PDL, and the Agency has developed an RDL for these drug categories and included Antihemophilic Agents. Furthermore, we understand we are to use the RDL, which is a voluntary list of drugs recommended to the Agency by the Iowa Medicaid P&T committee to inform prescribers of the most cost-effective drugs in those categories. Lastly, we agree to enforce any Medicaid FFS PA criteria, including quantity limits and days’ supply limitations on the RDL drugs or categories.
[bookmark: _Toc404231126]Administering the Agency’s Preferred Drug List
Our goal is to further our current partnership with the Agency by developing a robust Pharmacy Management Program that facilitates meeting the needs of Iowa High Quality Healthcare Initiative members. To achieve this goal, we are committed to minimizing any disruption associated with a new benefit build as we transition current hawk-i members from our PDL to the State’s PDL.
The new policies we create in conjunction with the Agency will focus on: an accurate benefit build within our PBM, including coverage of all required classes; enforcing the State’s rebate requirements; ensuring coverage by place of service, including nursing facility requirements; accurate file receipt and loading; and continuing ongoing meetings and discussions with the Agency. Direct access to a key contact at either the Agency or the State’s PBM is important to answer any questions surrounding interpretation of benefit requests, process for loading the PA criteria into the electronic PA system and system coding to set up benefits as defined by the Agency including: PDL, non-preferred drugs, UM edits, quantity edits, age edits and specialty drug designations.We have worked with several states, including Arizona, Ohio, Texas and Kansas, to implement a common PDL.

We will work with the Agency to create a policy for ongoing formulary updates to address the receipt of routine updates to the formulary/PDL files from the Agency on a regular basis. Changes to the file will be itemized and translated into a system coding request. The coding request will be reviewed for accuracy prior to submission to the benefit operations team. The benefit operations team will complete the system coding request and, once approved, the coding update will migrate into production. We also maintain policies to address post-production monitoring, including review of daily claims processing activity to make sure paid and rejected claims are appropriate and a remediation strategy for inappropriate rejects, including investigation for root causes, completion of system coding updates, analysis of member impact and possible inclusion of outbound calls to providers to reprocess claims.
We have worked with several states to implement a common PDL. Each state approached it a little differently and acknowledged and factored in the requirement to consider the cost/savings impact to the health plan rates and the increase in workload to the Agency staff. UnitedHealthcare can leverage available resources and our past experiences to help the Agency finalize its plan.
Any collaborative approach to a common PDL requires a high degree of engagement regarding communication and data exchanges between the Agency pharmacy staff and the health plans. From our experience working with other states, we are prepared and willing to develop any workflows and processes needed.
Additional administrative simplification for the provider community can be undertaken such as: standardization of forms and processes across the health plans as we did in South Carolina or creation of a link to all health plan PDLs on the Medicaid website, which may ease provider burden on navigating the PA process.
To maximize the effectiveness of the PDL, we have a robust utilization review program. Our expertise in managing the pharmacy program drives quality and value. We have outlined our DUR processes below.
[bookmark: _Toc404231127]Interaction with the Agency’s Pharmacy & Therapeutics Committee
We propose our active representation on the State’s P&T committee to serve as a subject matter expert on the plan’s behalf. Our pharmacy director/coordinator, Dr. Cavanaugh, will actively share UnitedHealthcare’s Medicaid experience. We will be able to offer solutions to identified problems that may be encountered during new implementations of PDL changes. In addition, by having an active member on the committee, we can receive up-to-date information on recommended changes so we can start to work with our internal pharmacy department to ensure a seamless implementation.
3.2.6.3 Pharmacy Prior Authorization (PA): Consistent with all applicable laws, the Contractor is required to use ...
3.2.6.3.1 The Contractor shall provide response by telephone or other telecommunication device within …
3.2.6.3.2 The Contractor shall provide for the dispensing and reimbursement of at least a seventy-two (72) hour …
3.2.6.3.3 The Contractor shall operate and maintain a fully-functional PA system to support both automated and …
3.2.6.3.3.1 Examining up to 24 months of administrative data; for example, patient-specific pharmacy, medical …
3.2.6.3.3.2 Gathering and applying appropriate decision criteria needed to make an automated authorization or …
3.2.6.3.3.3 Integrating with the Point of Service (POS) claims processor and all corresponding processing …
3.2.6.3.3.4 Reserved
3.2.6.3.3.5 Submitting PA requests electronically in Health Insurance Portability and Accountability Ace …
3.2.6.3.3.6 Providing a detailed reporting package.
3.2.6.3.3.7 Generating and distributing PA Denial letters to members and applicable healthcare providers; and …
3.2.6.3.3.8 Communicating the decision clearly and quickly to the healthcare provider.
3.2.6.3.3.9 Updating internal records in adjudication/claims systems and call tracking systems in conjunction …
3.2.6.3.3.10 Provide continuity care contingencies upon the implementation of revisions to the Prescription Drug …
3.2.6.3.3.11 Provide capability to utilize a prescriber’s specialty code in rendering an automated prior …
3.2.6.3.4 Provider Portal: The Contractor must provide the provider community with the ability to automate the …;
3.2.6.3.4.1 Minimizing the burden on the provider community while driving appropriate utilization;
3.2.6.3.4.2 Supplying access to electronic health records to healthcare providers via a secure login process;
3.2.6.3.4.3 Electronically and securely submit pharmacy PA requests for automated and manual review by …;
3.2.6.3.4.4 Provide authorized users with access to a member’s: 
3.2.6.3.4.4.1 Patient profile information; Prescriber information;
3.2.6.3.4.4.2 PA history;
3.2.6.3.4.4.3 PA questions;
3.2.6.3.4.4.4 Reserved
3.2.6.3.4.4.5 Approval and Denial outcomes; and
3.2.6.3.4.4.6 Ability to attach applicable medical record data to PA submissions; 
3.2.6.3.4.4.7 Reserved 
Attachment 5 Question (3.2.6 Pharmacy Services):
4. Describe your plans for responding to all drug prior authorization requests within twenty-four (24) hours and dispensing at least a seventy-two (72) hour supply in an emergency situation.
[bookmark: _Toc374698237]Prior Authorization 
We currently support several markets that require resolution of PA cases within 24 hours, and we strive for quick resolution of cases within all of our markets. We achieve this level of performance with our internal staff, which consists of pharmacists, medical directors and pharmacy technicians and support staff. We view PA as a powerful method for guiding prescribers and members to the most clinically appropriate, cost-effective options available. Our objective is to ensure the use of medications that are consistent with state mandated benefits and intent of the State’s P&T committee. 
Collaborating with the State’s P&T committee, we will work to develop DUR criteria that are consistent with Food and Drug Administration (FDA) indications, medical literature and current medical practice. Medications that are targeted for utilization review by a prior notification system include specialty products, second-line pharmaceuticals and branded therapeutic alternatives.
Minimum 72-hour Emergency SupplyThe focus in all our markets is member and provider satisfaction, including rapid resolution of pharmacy PAs. A high percentage of cases, in all of our markets, are resolved within 24 hours.
For example, in a three-month period in 2014, the UnitedHealthcare Pharmacy Services Prior Authorization team handled over 100,000 PA requests, for a varied population of members, including Medicaid, CHIP, long-term care and disabled. Average processing time was less than 23 hours per case. Of all cases reviewed, over 70 percent were completed in less than 24 hours and 90 percent were completed within 72 hours.

When the prescribing physician cannot be immediately reached in an emergency situation, pharmacists who determine there is an urgent need for an exception have the authority to override the claims system and allow a one-time, five-day supply of a newly prescribed, non-PDL or PA medication at the point of sale without contacting us. The override triggers a fax transmission to the physician, which serves as notification that the prescriber needs to contact the member and either prescribe a PDL medication or request PA for the existing drug. We find this time frame is beneficial to allow prescribers sufficient time to submit PA requests.
In addition to the POS edits and PA processes, our pharmacy team monitors medication usage to uncover emerging utilization trends. Our pharmacy team will work with State P&T committee to ensure information regarding our members’ utilization trends is reviewed and analyzed for potential impacts and changes to the pharmacy benefit. This team also works with health services case managers to assist with recommendations for appropriate therapy and uncover adherence issues that could lead to increased ER utilization and hospitalizations. Our pharmacy director works with the medical directors to monitor prescribing trends; clinical pharmacy staff assist the medical directors in working with prescribers to ensure appropriate cost-effective medication choices for treating program members.
We also operate a peer-to-peer PA process that enables prescribers who are not in agreement with a PA decision to discuss their decision.
[bookmark: _Toc374698229]Pharmacy Authorization System
To manage the high volume of pharmacy activity, we will deploy a distinct pharmacy PA system. This automated pharmacy PA system electronically documents and tracks all authorization requests. We accept requests through our provider portal, by phone or by fax. This system is linked to our online claims processing system, RxClaim, enabling the retail pharmacy network to process claims within seconds after an approval by the PA staff. The pharmacy PA system automatically generates a written notification of the PA decision to both members and physicians. Even in circumstances when additional clinical review is required, our physicians generally receive PA in less than 24 hours.
We also provide POS functionality that supports care delivery processes. Using evidence-based guidelines and literature, we developed a comprehensive library of criteria we use to evaluate and flag claims at the POS, prior to dispensing medication. Before dispensing a prescription drug, our prospective DUR program sends the pharmacist a real-time message, allowing the pharmacist to counsel the member at the point-of-service and consult with the prescribing provider.
For pharmacy PA data, our RxClaim system stores 24 months of history. During the determination process, the PA staff references this history and records their determination using the pharmacy electronic PA system.
For denied PAs, providers can resubmit the PA request with completed or corrected information or additional clinical evidence through normal submission channels. If the PA request is denied again, then the provider must request reconsideration through the formal appeals and grievances process, which is managed by our Escalation Tracking System. 
[bookmark: _Toc374698230]Prior Authorization Communications
Our communications to prescribers will support State PA requirements. We offer pharmacies, prescribers and members a wide variety of educational and informational resources, including thorough, targeted communications on our PA processes. 
Provider Notifications
When a pharmacy PA request is approved, we enter an authorization into the pharmacy claims processing system and notify the requesting physician. In the event that requests are denied, we notify requesting physicians via telephone or fax with a brief explanation of the denial. If the physician’s office has a secure fax line, the pharmacy denial notice is faxed within one hour of the time the request is finalized.
[bookmark: _Toc374698235]Prior Authorization Timeline
We enter approved PAs into the pharmacy claims processing system and notify both the requesting physician and the member. When a PA is denied, a denial notice is securely faxed to the physician’s office within one hour of finalizing the request, and a denial notice is mailed to the member one business day after the decision is made. The denial notice clearly indicates the reason(s) for the denial and explains grievance rights and processes.
Member Notifications
The PA system issues pharmacy denial notices within 24 hours of the denial decision and mails the notice the next business day to the member, which clearly indicates the reason(s) for the denial and required member rights to file a grievance and/or appeal.
[bookmark: _Toc374698231]Prior Authorization Process for Prescribing Providers
All requests for authorization of medications must be initiated by the prescribing provider. Incoming PA requests are subject to a clinical review that includes all clinical criteria relevant to the request, including appropriate medical necessity information from the requesting prescriber. In a Medicaid market using a state-driven PDL, we report the estimate of effectiveness of our clinical edits. Preferred alternatives programs alone have shown a drug cost savings to be approximately $0.80 per member per month.

We evaluate each request based upon medical necessity, taking into account the availability of alternative PDL agents known to effectively treat the stated condition. When medically necessary, non-PDL drugs can be made available through our PA process. Prior trials of PDL alternatives must sufficiently demonstrate that the PDL alternatives are either ineffective or inappropriate at the time of the request. A UnitedHealthcare pharmacy services representative reviews all PA requests in consultation with a pharmacist.
Agency Collaboration 
[bookmark: _Toc374698234]We have extensive experience collaborating with state agencies in developing and implementing Medicaid pharmacy programs. Our pharmacy director will support the State’s P&T committee and other pharmacy-related committees, such as the DUR committee, to assist in development of the PA criteria. In considering clinical criteria, our pharmacist will work with the Agency to monitor the introduction of new medications to the market, the utilization of high-dollar medications and treatment guidelines for conditions requiring specific treatment algorithms.
[bookmark: _Toc374698236]Prior Authorization Exceptions
To align with any State requirements and to ensure the health and safety of our members, we can implement exceptions to our PA process in the following situations:
· Client-Specific Exemptions: We can exempt PA requirements for specific therapeutic classes (e.g., HIV therapy and psychotropic) or a specific member or cohort of members.
· Transitional Exceptions: Upon enrollment, Iowa High Quality Healthcare Initiative newly enrolled members may obtain a 90-day transitional supply of a pre-existing prescription for a non-PDL drug or a drug that would ordinarily require PA. This window of time allows for continuity of care for members and allows their prescribers time to either prescribe an alternate PDL drug or submit a request for PA. New members, who enroll after the initial enrollment period, will receive a 30-day transitional supply of a pre-existing prescription for a non-PDL drug or a drug that would ordinarily require PA.
· Prescriber Specialty Code: We can program our system to allow an automated PA determination in response to specific prescriber specialty codes.
With our extensive Medicaid and CHIP experience in multiple markets, we are confident that we can administer the benefit in accordance with Iowa’s requirements.
We receive daily reports itemizing all emergency overrides issued on the previous day. These reports enable us to monitor emergency fills and contact pharmacies or physicians as necessary to facilitate the prescribing of a PDL alternative or submission of a PA request.
3.2.6.4 Drug Utilization Review (DUR) Program: The DUR program shall include a prospective review process …
3.2.6.4.1 Prospective DUR (proDUR): The Contractor is responsible for ensuring that point-of-sale pharmacy …
3.2.6.4.1.1 The Contractor must utilize the Medicaid FFS Prospective DUR edits, at a minimum, including Age …
3.2.6.4.2 Retrospective DUR (retroDUR): The Contractor is responsible to collaborate with the State in all …
3.2.6.4.3 Educational Component: The Contractor shall perform physician profiling and education on specific …
3.2.6.4.4 Reporting: The Contractor is required to report prospective and retrospective DUR activities and …
3.2.6.4.5 DUR Commission: Contractor will collaborate with the Department on all new and changes to existing …
Attachment 5 Question (3.2.6 Pharmacy Services):
6. Describe your plans to implement retrospective drug use review to identify patterns of fraud, abuse, gross overuse, or inappropriate or medically unnecessary care, among physicians, pharmacists and individuals receiving benefits, or associated with specific drugs or groups of drugs.
Retrospective Drug Utilization Review 
We use retrospective drug utilization review (DUR) of past medical and pharmacy claims data to identify member populations that could be positively impacted through our programs. Specific program objectives include optimizing the use of certain therapeutic agents to improve health outcomes, reducing the risk for drug-related adverse events and promoting the use of the most cost-effective medications. 
The program collects, tabulates and evaluates data from our POS claims processing system to identify exceptional or potentially inappropriate therapy and analyze the prescribing practices of physicians. We categorize drug claims data according to frequency of prescription, cost, side effects, physician education opportunities, member risk for hospitalization, controlled substance use and inappropriate utilization.
We review and analyze drug utilization patterns on a daily basis, with special focus on identifying patterns of fraud, misuse, abuse and inappropriate or unnecessary care. Drug claims data are categorized according to cost, side effects, physician education opportunities, member risk for hospitalization, frequency of prescription, controlled substance and inappropriate utilization. Potential fraud and abuse are identified through edits for controlled substance abuse, excessive utilization and excessive drug dosing. We review all prescription drug claims quarterly to establish utilization profiles for members, pharmacies and physicians. Interventions, which may take place by mail, telephone or in a face-to-face encounter, occur only after a clinical pharmacist has reviewed the prescribing information and we have approved the intervention plan.
Our DUR program components may include targeted letters, reports, educational pieces and other communications. In a continuous improvement loop, issues identified through retrospective DUR also feed the prospective review processes described below.
[bookmark: _Toc374698224]Targeted Retrospective DUR Programs
Targeted retrospective DUR program components address the importance of appropriate utilization, medication compliance and healthy lifestyle choices. Specific program objectives include optimizing the use of certain therapeutic agents to improve health outcomes, reducing the risk for drug-related adverse events and promoting the use of the most cost-effective medications.  Examples of these clinical programs include:
	· Polypharmacy (Duplicate Therapy) Program
· Drug Interaction Alert Program
· Inappropriate Age for Drug Use Program
	· Potential Drug Misuse/Abuse Program
· Inappropriate Dose or Duration Program
· Asthma Therapy Optimization Program
· Migraine Prophylaxis Program


[bookmark: _Toc374698226]Drug Utilization Review Oversight Committee
Through its support of the development, maintenance and clinical oversight of all our DUR programs, the DUR Oversight Committee ensures real and significant improvements in the quality of care provided to our members. The primary improvement levers are:
· Promotion of patient safety and reductions in the frequency of patterns of fraud, abuse and gross overuse
· Inappropriate or medically unnecessary care among physicians, pharmacists and health plan members
The DUR Oversight Committee also spurs innovation through development of pharmacy initiatives to support and enhance the overarching medical management strategies of our Medicaid clients.
In addition to other initiatives, the DUR Oversight Committee is a forum for action on issues around BH prescribing practices that are identified through participation in the health plan’s P&T committee meetings. We review utilization trends to identify overutilization and underutilization of BH pharmaceuticals prescribed for our members. We also work cooperatively to maintain access to these medications, while striving to prevent inappropriate or unsafe prescribing. This collaborative approach fosters complete care between the mental health and physical health providers.
Key Clinical/Retrospective Drug Utilization Programs
The clinical programs we operate enable us to target members, physicians and pharmacists with educational materials and specialized tools to deliver measurable improvements in health outcomes and cost management. We developed proactive strategies to address several key trends, including double-digit inflation and increased consumer demand for heavily marketed products. For example, the key strategy of moving utilization toward generics as many popular drugs lose patent protection affects total cost management rather than just drug cost management.
We analyze utilization data and present system solutions to build a plan for managing costs and outcomes in support of the total plan goals. We provide detailed trend reports tracking the Iowa High Quality Healthcare Initiative’s drug trend monthly, quarterly and annually. Our dynamic tools, industry knowledge and clinical expertise can help promote better outcomes for members, pharmacy benefits maximization and quantifiable savings.
[bookmark: _Toc404231182]Fraud, Waste and Abuse
We use a comprehensive auditing program that includes strategies for detecting fraud, waste and abuse (FWA). We will help protect the financial integrity of the services that we offer to the Iowa High Quality Healthcare Initiative through:
· Advanced real-time auditing
· Traditional desktop, on-site and in-depth pharmacy audits
· Prepayment and post-payment data mining and analysis
· FWA investigation and reporting
Our processes include monitoring of physician prescribing and member utilization patterns and notification to the appropriate health plan and law enforcement parties when we detect potential FWA.
[bookmark: _Toc404231184]Preventing Member Fraud and Abuse
A member must present a valid identification (ID) card to the pharmacy for initial setup within the contracted pharmacy’s processing system. If the participant does not have an ID card, he/she may furnish suitable identification and ask the pharmacist to contact our Pharmacy Help Desk for verification of eligibility.
Because member profiles have become more sophisticated, pharmacies can process prescriptions without an ID card, although we recommend that the pharmacy requires suitable identification to protect against fraud. Additionally, many pharmacies will not fill a prescription under any circumstances without a participant ID card, for the protection of their clients. All contracted pharmacies are instructed to contact the provider in all instances where they believe that a prescription has been altered or is being submitted fraudulently.
[bookmark: _Toc404231185]Detecting Physician Fraud and Abuse
Our standard reporting package includes numerous reports that monitor individual physician prescribing patterns, such as the Sample Prescriber Detail report and Sample Top Prescriber report.
We also use ad hoc prescriber reports using the Online Reporting Tool to profile individual physicians, and work with state agencies to share findings. Physicians can be profiled by any number of variables.
Fraud and Abuse Interventions
We employ various strategies to reduce inappropriate prescribing patterns with physicians that are identified by these physician profiles. One such strategy involves physician-specific mailings with member-specific reports and educational materials.
In addition, we coordinate with law enforcement authorities so that physicians are thoroughly investigated when fraud is committed against us or a represented client. Our process includes referral to the special investigation unit at the health plan level and notification to appropriate governmental agencies, such as state medical boards, Medicare Drug Integrity Contractors (MEDICs) and law enforcement.
3.2.6.5 Utilization Management 
3.2.6.5.1 Contractor may determine its own utilization controls, unless otherwise required or prohibited under …
3.2.6.5.2 Programs: Any program mentioned below or recommended by the Contractor must be reviewed and …: 
3.2.6.5.2.1 Member Education: The Contractor is expected to provide Member education to ensure …; 
3.2.6.5.2.2 Lock In: The Contractor may implement a restriction program including policies, procedures and …; 
3.2.6.5.2.3 Medication Therapy Management (MTM): The Contractor may implement a MTM program. These …;
3.2.6.5.2.4 Reporting: The Contractor shall provide reports on Utilization Management in a format and on a …
We understand and acknowledge we may determine our own utilization controls, unless otherwise required or prohibited under this contract, and these controls must be reviewed and approved by the Agency. Furthermore, we agree the Agency must review and approve programs that concentrate on member utilization and adherence education, address the need for restrictions, and medication therapy management. We will also provide reports on UM in a format and on a timeline as directed by the Agency.
Utilization Management
With a long-standing and extensive history working with state, county and local governments for the provision of pharmacy services to Medicaid populations, we understand the necessity of ensuring medication continuity of care for members. We have successfully implemented programs and worked closely with hawk-i and Iowa-based stakeholders to assure members maintained continuity of care. We inform members of their new relationship with us; provide education on the opportunities and benefits membership provides; and guide new members to appropriate resources. Our enrollment and eligibility processes and procedures certify continuity of care through:
Automated Prior Authorizations: During the life of the contract, we will offer an automated PA enhancement to providers in the Iowa High Quality Healthcare Initiative. This tool embodies all the best features for electronic submission, decision-making and the automation of PA. Improving provider satisfaction is a top priority, and this tool helps to make it easier for providers to do business with us by eliminating the need for unnecessary rework and appeals related to PA.
Overrides: Our provider call center and network pharmacy training documents will instruct all parties on how to assure our member prescription needs are met. This includes the process on how the provider call center or the network pharmacy can place an override at the point of service to approve prescriptions for covered drugs. The process used by the call center and the network pharmacies will assure they have the knowledge to verify existing PAs or drug profiles of our members.
Accurate Information: Member information is loaded into our systems accurately and on time.
Member Materials: Members receive a single ID card to support verification and access to all their covered prescription and medical service needs. They will also receive easy-to-understand new member materials, including envelope stuffers to remind members to check their medications and contact us.
In addition, we have the following mechanisms in place to promote continuity of care:
Pharmacist Education: We educate pharmacists on how to contact us, the process for emergency overrides and the notification process for when there is a change in membership to prevent member’s disruption of medication.
Prescriber Education: Our provider advocates in the field make providers aware of the various ways to access the PDL and how and when to access the provider call center. Prescriber training on the pharmacy benefit will also be included in our Provider Administrative Guide and other provider materials developed by UnitedHealthcare.
Programs
[bookmark: _Toc404231141]Member Education
The PDL is a significant part of any member’s pharmacy benefit. To promote member adherence, we have created a series of member educational pieces and tools intended to provide members with information on the benefits of using the PDL.
We are committed to making sure members have the most up-to-date information possible about all aspects of their pharmacy benefit, including the medications on the State’s PDL. We communicate PDL information and the availability of adherence programs in various ways, including:
Member Handbook: Our Member Handbook provides general information about all aspects of the pharmacy benefit, including the PDL
Member website: Our website includes a complete listing of the State’s PDL (including all updates), as well as information on the PA process and helpful instructions for appealing unfavorable decisions
Targeted member letters: Whenever a drug on the State’s PDL undergoes any kind of a status change, we send member letters to all affected members instructing them to contact their prescribing provider
Member services: Our MSAs can answer any questions or provide assistance with any pharmacy-related issues members might have
[bookmark: _Toc404231142]Text Message Reminders
We encourage our members to sign up for our text messaging services called My Medication Reminders. Members receive annual letters with instructions on how to sign up for the program through the member portal. Once they sign up, they will receive text messages to remind them to either take or refill their medications.
[bookmark: _Toc404231147][bookmark: _Toc404231139]Administrative Lock-In Program
We support an administrative lock-in program that acknowledges the potential harm to a member who misuses prescription medication and allows us to limit a member to one pharmacy, PCP or both. Our objective is to provide care coordination for members who misuse prescription drugs and other health care services.
[bookmark: _Toc404231149]Identifying Members for Lock-In Assignment
We identify members who are potentially committing fraud or abuse in two primary ways: reported tips and data analytics. Tips about potential fraudulent member behaviors come through our member and provider services centers or from our employees. MSAs and provider services representatives receive training on how to identify the types of behaviors that warrant a lock-in assignment. We also use a variety of state-of-the-art data analytic tools to detect fraud, waste and abuse, and examples are shown below: 
Filled prescriptions at more than three pharmacies or saw three physicians in the same specialty
Obtained prescriptions from several different doctors or have documented evidence of early prescription fills and refills
Persistently refused to follow prescribed treatments or comply with our requirements
Engaged in abusive or threatening conduct
Excessively used physician, hospital, ER or prescriptions not medically indicated
Engaged in doctor- and pharmacy-hopping
Allegedly altered a prescription or shared an ID card with other individuals to obtain prescriptions and other services
Was referred by our care coordination staff
We will work with the Agency to develop other agreed-upon criteria in addition to the foregoing for the identification of potential lock-in candidates.
[bookmark: _Toc404231151]Member Notification of Lock-in Assignment
If a lock-in assignment is determined appropriate, we initiate the process by sending a written notice alerting a member that he/she will be locked-in to a particular pharmacy, a PCP or both. The notice includes instructions to the member of type of lock-in assignment, and as required, member appeal rights. Member services teams are trained to receive calls from members regarding lock-in programs.
Transition of Care—Medication Access and Management
Prescription drug management is a critical component in transition of care and our process ensures members receive the medications they need. Our Iowa retail pharmacy network includes 735 pharmacies, allowing members to maintain their current pharmacy relationships. As our membership increases, we will continue to identify and reach out to non-participating pharmacies to further enhance access for all of the covered populations. As an additional transition service, we minimize disruption by offering a broad coverage of medications through the State’s PDL. Our pharmacy transition of care protocol is designed to support effective and continued medication care coordination. We will:
Message pharmacies with reminders to offer a five-day emergency supply of medication in the event the medication is non-preferred or requires our PA.
Report on members who used the five-day emergency supply and outreach to the member or prescriber to resolve PDL issues.
Approve medications for members for five days post-hospital discharge.
Train internal teams to address specific medication needs of special populations, such as developmentally disabled or foster care children.
Work with the Agency to obtain new members’ claims data and then work with our internal pharmacy PA center to obtain medication histories on new members and to coordinate with the members, pharmacists and prescribers regarding PAs.
We will continue to provide drugs that were authorized in the member’s former program. The information given to us by the Agency to support an expedited process for verifying existing PAs for medications for our new members will be incorporated into our standards of practice. Our member and provider call centers will be educated together with our pharmacy providers of this process.
One potential area of disruption surrounds a possible difference in our preferred pharmacy network compared to Medicaid FFS or one of the member’s previous programs. To supplement the educational effort by the Agency to our members, we will include in our member educational materials the same message instructing members to verify if their pharmacy is in our preferred network. If their pharmacy is not in our preferred pharmacy network, our member call centers, care coordination team and our member materials will help direct members to a pharmacy in-network with UnitedHealthcare. Our website, also available to our providers and membership, will have a listing along with a search capability to identify a preferred pharmacy convenient to our members.
Medication Therapy Management
Our MTM program is flexible and can be tailored to address specific quality measures and aims to help improve health outcomes, evaluate the safety, appropriateness and efficacy of medication treatment plans, benchmark against quality standards and eliminate costly inefficiencies. Using pharmacy data, members are chosen for MTM intervention based upon disease states, complexity of the therapeutic regimen and the member’s history of adherence to therapy. Qualifying criteria for MTM inclusion are determined by analysis of medical trends such as readmission rates, ER visits and medication adherence calculations. Stand-alone medication therapy interventions can be developed based on emerging needs to address targeted conditions.
Pharmacists who are extensively trained to receive cases and perform services for Iowa High Quality Healthcare Initiative members schedule face-to-face or telephonic appointments with members. At these meetings, the pharmacist delivers and documents service using a structured interview process.
Medication Adherence
Health care analysts and industry leaders predict one of the key initiatives the industry will undertake over the next few years is medication adherence. Compared to non-adherent members, members who consistently take their medications have lower likelihood of hospitalization, ER visits and condition-specific health care costs. To combat this, we implemented ways to promote medication adherence.
We review and use our member’s pharmacy claims history to identify members who are non-adherent to medication classes based upon standards outlined by CMS Star Rating, HEDIS and Pharmacy Quality Alliance (PQA). Once a member is identified, he/she receives an HIPAA-compliant refill reminder call listing up to three non-adherent medications. We also identify his/her prescriber and send him/her a monthly letter to introduce the program and a report that includes a 120-day pharmacy claim history and proportion of days covered (PDC) value for each non-adherent medication class.
[bookmark: _Toc404231143]Drug Adherence Index
One innovative program we are looking at implementing in Iowa is a proprietary predictive modeling tool called the Drug Adherence Index (DAI). The DAI specifically identifies members at risk for non-adherence before any gaps in medication occurred. It targets members near the 80 percent PDC threshold for higher touch interventions. Once the DAI identifies members at risk for non-adherence, we will engage the member directly and confirm that he/she is at risk through a validated psychometric instrument.
[bookmark: _Toc404231152]Follow-Up Review and State Reporting 
Once the lock-in assignment occurs, we will perform utilization reviews of the member’s paid pharmacy and health care services to determine if the member meets the criteria for an extended lock-in. A member’s administrative lock-in does not apply to emergency services. As required, when members are affirmatively identified for lock-in programs and when a member in administrative lock-in transfers to FFS or to another health plan, we will notify the Agency immediately.
3.2.6.6 Pharmacy Network, Access Standards and Reimbursement 
3.2.6.6.1 Pharmacy Benefit Manager (PBM) 
3.2.6.6.1.1 The Contractor must use a PBM to process prescription claims online through a real-time …
3.2.6.6.1.2 The Contractor agrees their contracted PBM shall be directly available to the Agency staff.
3.2.6.6.1.3 The Contractor must identify the proposed PBM and the ownership of the proposed PBM. Before …
3.2.6.6.1.4 The Contractor shall develop a plan for oversight of the PBM’s performance, including provider issues…
Attachment 5 Question (3.2.6 Pharmacy Services):
7. Describe your plan for monitoring your PBM as described in Sections 3.2.6.6.1.3 and 3.2.6.6.1.4.
Ongoing Monitoring
Although our annual audit is a critical item in our vendor program, oversight of OptumRx as our PBM is continuously ongoing and includes regular meetings to follow up on services such as claims processing, rebate submissions and network contracting and support.
We report any discrepancies in rebates paid and outstanding, based upon utilization and expected WAC discount percentages, to OptumRx, which is responsible for tracking them until they are resolved to the satisfaction of our pharmacy management team.
Service Level Standards: If our monthly review of OptumRx’s monthly report on contractual service level standards reveals any problems, we may ask for a corrective action plan. We also monitor network performance, address provider issues and update generic pricing through a monthly pricing meeting.
Quarterly Financial/Performance Metrics Meetings: Each quarter, our pharmacy management and the OptumRx Account team discuss financial and performance metrics for the preceding quarter.
Regular Technical and Operational Meetings: Our technical staff and senior leadership meet with the OptumRx account team for weekly technical meetings and biweekly operational meetings.
[bookmark: _Toc404231189]OptumRx Internal Oversight
In addition to demonstrating compliance through full cooperation with our oversight procedures, OptumRx also maintains its own strict monitoring processes, in accordance with federal and State law and industry standards:
SSAE 16 Reviews:[footnoteRef:2] OptumRx undergoes SSAE 16 review on an annual basis. For its most recent review, Deloitte LLP issued a Type II SSAE 16 report with an unqualified opinion. [2:  Formerly SAS-70 audits.] 

SOX Guidelines: OptumRx follows Sarbanes-Oxley (SOX) guidelines for training and system security as follows:
Training: UnitedHealth Group, OptumRx’s parent company, oversees organization-wide ongoing training that includes instruction on key industry topics such as HIPAA, ethics and integrity, and sexual harassment in addition to SOX rules and regulations.
System Security: OptumRx supports data security by assigning unique client and user profiles for each authorized user identification. These profiles can be further programmed to restrict user functionality and options in accordance with role-based access controls under federal SOX guidelines.
UnitedHealth Group Code of Conduct: As a business segment of UnitedHealth Group, OptumRx is governed by standards detailed in the Principles of Ethics and Integrity of UnitedHealth Group’s Code of Conduct.
3.2.6.6.1.5 System Requirements 
3.2.6.6.1.5.1 The Contractor shall have an automated claims and encounter processing system for pharmacy …
3.2.6.6.1.5.2 Transaction standards: The Contractor shall support electronic submission of claims using most …
3.2.6.6.1.5.3 Pharmacy claim edits shall include eligibility, drug coverage, benefit limitations, prescriber and …
3.2.6.6.1.5.4 The system shall provide for an automated update to the National Drug Code file including all …
3.2.6.6.1.5.5 The historical encounter data submission shall be retained for a period not less than six (6) years …
3.2.6.6.1.5.6 Audit Trails shall be maintained online for no less than six (6) years; additional history shall be …
3.2.6.6.1.5.7 The Contractor shall ensure that the manufacturer number, product number, and package number …
3.2.6.6.1.5.8 Provisions shall be made to maintain permanent history by service date for those services …
We use OptumRx as our PBM to process prescription claims online through a real-time, rules-based POS claims processing, and agree OptumRx staff will be directly available to the Agency’s staff. OptumRx is owned by Optum, a population health management company and affiliate company within UnitedHealth Group. We maintain an oversight plan for OptumRx that meets the Agency’s requirements, and will submit this plan for approval by the Agency prior to implementation of the PBM.
We understand and acknowledge the PBM system will be able to meet the following requirements:
An automated claims and encounter processing system for pharmacy claims that will support the requirements of this contract and ensure the accurate and timely processing of claims and encounters
A system that supports electronic submission of claims using most current HIPAA-compliant transaction standard (currently NCPDP D.0)
The pharmacy claim edit capability that will include eligibility, drug coverage, benefit limitations, prescriber and prospective/concurrent drug utilization review edits
A system that provides for an automated update to the NDC file including all product, packaging, prescription, pricing and rebate information. The system will provide online access to reference file information. The system will maintain a history of the pricing schedules and other significant reference data. The drug file for both retail and specialty drugs, including price, will be updated, at a minimum, every seven calendar days
A requirement that historical encounter data submission will be retained for a period not less than six years, following generally accepted retention guidelines
Audit Trails will be maintained online for no less than six years; additional history will be retained for no less than 10 years and will be provided 48-hour turnaround or better on request for access to information in machine readable form, that is between 6 and 10 years old
Assurances that the manufacturer number, product number and package number for the drug dispensed will be listed on all claims. This information will be taken from the actual package from which the drug is usually purchased by a provider, from a supplier whose products are generally available to all pharmacies and reported in one or more national compendia
The capability to maintain permanent history by service date for those services identified as “once-in-a-lifetime”
OptumRx Oversight
[bookmark: _Toc404231187]Annual Compliance Audit
We perform an annual vendor audit of our PBM to ensure compliance with all federal and State regulations and contract requirements. Following is a summary of the in-depth oversight audit we perform to verify our PBM meets performance standards:
Network Claims Processing: Claims processing is audited annually through a random sampling of 2,500 claims, which are reviewed for timeliness, prompt pharmacy payments and correct processing. Our network pharmacy audit team also identifies outliers from a daily claims report in an effort to increase detection of aberrant claims and focus resources on potential abuse discovery and monetary recovery.
Fraud, Waste and Abuse Compliance: The annual review of OptumRx’s Compliance Program examines each of the elements as defined by the Office of Inspector General (OIG), including governance; written policies and procedures; training and education; effective communication; monitoring and auditing; enforcement and disciplinary actions; responding to identified issues; and a comprehensive FWA plan.
Pharmacy Network Credentialing: We review pharmacy network contracts and one pharmacy network claim from a random selection of eight national chains and 20 independent pharmacies.
Rebates: Our oversight team meets regularly with OptumRx’s director of rebate management. For purposes of the annual review, rebate contracts for eight drugs in our Top 20 Drugs by Rebate Value are examined to verify possession of signed rebate contracts and validate appropriate payment.
Pharmacy Help Desk Service Levels: Our manager of member services operations and training director are closely involved with the training and oversight of the pharmacy help desk staff. During the annual audit, 35 random pharmacy help desk calls are reviewed for the quality of the response and compliance with documentation requirements.
3.2.6.7 Pharmacy Network 
3.2.6.7.1 The Contractor shall provide a pharmacy network that complies with Exhibit B requirements but at a …
3.2.6.7.2 The Contractor must keep an up-to-date pharmacy provider directory on its website for public access. 
We understand and will provide a pharmacy network that complies with Exhibit B requirements but, at a minimum, includes only licensed and registered pharmacies that conform to the Iowa Board of Pharmacy rules concerning the records to be maintained by a pharmacy. We will also keep an up-to-date pharmacy provider directory on our website for public access.
3.2.6.8 Pharmacy Access 
3.2.6.8.1 Pharmacy Mail Order: Contractor agrees that although they may offer mail order pharmacy as an option…
3.2.6.8.2 Specialty Pharmacy: Contractor may require members to receive medications from a specialty …
[bookmark: _Toc404231167]Retail Pharmacy Network
[bookmark: _Toc404231168]Network Management
Our pharmacy network provides services to more than 27 million people through a nationwide network of more than 66,000 retail pharmacies. 
In Iowa, we currently have 735 retail pharmacy locations, including 398 large and national chain outlets, and 337 independent and small local chain pharmacies, which represent 46 percent of our network. Our comprehensive network approach, which also includes FQHCs and RHCs, ensures access to all members, regardless of whether they live in urban or rural areas.
Current pharmacy access is robust and meets the needs of our current hawk-i membership, and we will continue to identify and reach out to non-participating pharmacies to further enhance access. Prior to implementation, we will perform a gap analysis, using recent historical pharmacy claim data, to identify non-contracted providers serving our members.
[bookmark: _Toc404231169]Pharmacy Network Credentialing
We include high-quality pharmacies in our retail pharmacy network by employing rigorous credentialing processes that focus on stability and evidence of pharmacy credentials. We take all appropriate measures to document evidence of professional qualifications and to properly assess credentials for each pharmacist at the pharmacy.
All contracted pharmacies must pass an initial credentialing process. Our network contracts are “evergreen,” featuring an automatic, yearly renewal provision and are re-credentialed every three years, as new contract amendments are made or as required by law. The following information is required for the credentialing process and the finalization of the contract:
Copy of a valid license issued by a state pharmacy board
Copy of a valid pharmacy permit issued by a state pharmacy board
Information obtained from all national database queries
Completed Provider Credentials form, which lists the following information:
State license information and verification
Federal tax identification
Drug Enforcement Administration (DEA) license information
Insurance information with proof of liability certificate
Ownership and affiliation
Business name history
Most recent inspection date by the board of pharmacy
Signed attestation statement related to prior disciplinary actions, convictions and restrictions
In addition to the above standard requirements, our network contracting strategy also calls for more rigorous criteria in credentialing pharmacies for network participation, including stipulations that the pharmacy:
Offer 100 percent POS capability
Offer the ability to dispense durable medical equipment (DME)
Demonstrate an acceptable disciplinary history
Maintain adequate hours of operation
Agree to comply with all of our DUR and plan design parameters
Agree to maintain verifiable record of authorization for refills
Agree not to charge a member more than the contracted amount
Agree to allow on-site audits
Present proof of pharmacy and pharmacist licensure as required by all federal and State pharmacy laws
Maintain professional liability insurance and general liability insurance in the minimum amounts of $1 million combined single limit to cover the activities and errors and omissions of each of the company pharmacies and their respective personnel
The typical turnaround time is 30 days to add pharmacies to the network, based upon credentialing and contract negotiations, with some additional time required for follow-up and adjustments. For pharmacy network contracts held by Iowa High Quality Healthcare Initiative, changes are usually processed within five business days.
We also provide clients with options for working with us to pursue more aggressive contract terms and more stringent credentialing requirements with network pharmacies.
3.2.6.9 Reimbursement: Contractor shall reimburse pharmacy providers according to a reimbursement …
3.2.6.9.1 Drug Ingredient Reimbursement: 
3.2.6.9.1.1 Contractor shall reimburse pharmacy providers at a rate comparable to the current Medicaid FFS …
3.2.6.9.1.2 Reserved
3.2.6.9.2 Pharmacy Dispensing Fee: 
3.2.6.9.2.1 Contractor agrees to reimburse pharmacy providers at a dispensing fee as determined and approved…
3.2.6.9.3 340B Drug Pricing Program: 
3.2.6.9.3.1 340 B Covered Entities: The Contractor shall ensure that all 340B Covered Entities that use 340B …
3.2.6.9.3.1.1 Carve out Iowa Medicaid managed care prescriptions and other products from the 340B program.…
3.2.6.9.3.1.2 Carve in Iowa Medicaid managed care prescriptions and other products into the 340B program. If …
3.2.6.9.4 340B Contract Pharmacies: The Contractor shall ensure that all contract pharmacies using 340B …
In addition to complying with the requirements outlined in 3.2.6.9 above, we understand and acknowledge that we will reimburse pharmacy providers according to a reimbursement methodology that we propose and is approved by the Agency.
Our evergreen pharmacy network contracts, which include aggressive reimbursement rates, are automatically renewed annually. Multisource products are subject to MAC pricing, based upon the availability of cost-competitive products. We review marketplace issues and make appropriate pricing adjustments that allow us to fully leverage decreases in product costs and offer fair compensation to our network pharmacies.
3.2.6.10 Drug Rebates 
3.2.6.10.1 The Contractor shall ensure compliance with the requirements under Section 1927 of the Social …
3.2.6.10.2 Pursuant to requirements of the federal Patient Protection and Affordable Care Act (PPACA) …
3.2.6.10.3 The Agency participates in the federal supplemental drug rebate program, as such the Contractor and …
Attachment 5 Question (3.2.6 Pharmacy Services):
2. Describe your ability and experience in obtaining and reporting drug rebates.
[bookmark: _Toc404231204]Drug Rebates
[bookmark: _Toc404231205]We are an innovative company with vast experience providing pharmacy services to both commercial and public-sector health plans, which includes rebate contracting. We take responsibility for negotiating, contracting for, invoicing and reconciling manufacturer rebates and distributing them to us.
We offer solid clinical programs and management techniques that help clients maximize results—both in terms of rebate return and reduction of overall benefit costs.
[bookmark: _Toc404231206]Rebate Negotiation
While our PBM is ultimately responsible for negotiating rebates with pharmaceutical manufacturers, we work closely with the PBM to engage manufacturers for unique and aggressive contracting based upon the Agency’s specific PDL design and high level of control over pharmacy utilization and compliance.
We also meet monthly with members of the PBM contracting team to review therapeutic drug classes where rebate opportunities may be realized. At these meetings, numerous models are analyzed, where various market share shift assumptions within a therapeutic class are examined. Examples of this might include models of the Short Acting Beta Agonist class, where Ventolin® and ProAir® cost-effectiveness is analyzed based upon different levels of rebates. Dependent upon the outcomes of our analyses and market share assumptions, further work with our PBM may be warranted so they can engage in more aggressive contracting with a particular manufacturer(s).
[bookmark: _Toc404231207]Rebate Calculations
The WAC is currently the most common pricing basis for rebate negotiations and calculations. Rebates are based upon actual utilization and claim experience for members. Rebates will not be calculated on estimated utilization or an allocation formula. Rebate dollars payable to our health plan are directly applied to the health program cost structure.
[bookmark: _Toc404231208]Identification of Rebates
We identify our prescription drug claims that qualify for rebates and bill contracted pharmaceutical manufacturers for eligible rebates on either a monthly or a quarterly basis. On a monthly basis, we provide detailed rebate reports of the invoiced rebates. The rebate reports include the prescription drug name, the prescription drug NDC number, manufacturer, prescription drug quantity, prescription count, health plan identification and rebates invoiced.
We conduct rigorous oversight of the rebate invoicing and reconciliation process. One of our rebate analysts reviews the detailed rebate reports to confirm that the drugs that qualify for rebates are correct. In addition, the analyst verifies that the invoiced rebates are consistent with the current rebate agreements. Thus, we validate both the drugs that qualify for rebates and the rebate agreement rates.
[bookmark: _Toc404231209]Reporting Rebates
On a monthly basis, our rebate analyst uses our rebate reports to prepare a detailed rebate receivable report. This report, which is detailed to the drug and manufacturer level, enables the rebate analyst to determine if there are pharmaceutical manufacturers that have not paid, or are several months behind in paying, their rebate obligations. Cases of slow or delinquent payment of rebates by manufacturers are brought to the attention of our client management team. The client management team works with the pharmaceutical manufacturer until the issue is resolved. If needed, an unresolved issue would be escalated to our industry representative, who is responsible for contracting with manufacturers for drugs that are included in the rebate agreement.
Attachment 5 Question (3.2.6 Pharmacy Services):
3. Describe any relevant experience resolving drug rebate disputes with a manufacturer.
[bookmark: _Toc404231188]Drug Rebate Disputes
[bookmark: _Toc404231186]In the event of a drug rebate dispute with a manufacturer, we will conduct utilization analysis, reach out to the pharmacy where the claim was processed to get any needed information, and work with the manufacturer and resolve the issue. In states collecting all rebates such as Iowa, we would anticipate receiving state pharmacy rebate dispute reports and are set up to work rebate disputes on behalf of the Agency. We will provide the Agency with a contact name from our team of regional pharmacy technicians. The pharmacy services team, in conjunction with the PBM, works each line of the state rebate report including the necessary outreach to the pharmacies to assist with clarification and issue resolution of any claims that result in a rebate dispute. Our pharmacy director/coordinator, Dr. Cavanaugh, and her team will handle and triage those disputes as they come in. The majority of the rebate disputes are resolved through a telephone call to the pharmacy that processed the claim. The Pharmacy Services staff works with the retail pharmacy to correct and reprocess the claim, and that information is incorporated in our pharmacy services response back to the Agency on the rebate dispute report. With the experience we have in numerous other markets, we work closely with our State partners to ensure timely and efficient resolutions to rebate disputes and concomitant encounter corrections.
3.2.6.11 Drug Encounter Claims Submission
3.2.6.11.1 The Contractor shall submit a weekly claim-level detail file of drug encounters to the Agency or its …
3.2.6.11.2 The Contractor shall provide this reporting to the State in the manner and timeframe prescribed by …
3.2.6.11.3 The Contractor must ensure that its pharmacy claims process recognizes claims from 340B …
3.2.6.11.4 The Contractor must ensure that the physician administered drug claims process recognizes claims …
We acknowledge and agree to comply with the drug encounter claims submission requirements detailed in Section 3.2.6.11.
3.2.6.12 Disputed Drug Encounter Submissions 
3.2.6.12.1 The Contractor shall assist the Agency or the State’s designee in resolving drug rebate disputes with …
3.2.6.12.2 On a weekly basis, the Agency will review the Contractor’s drug encounter claims and send a file back…
3.2.6.12.3 Within 60 calendar days of receipt of the disputed encounter file from the Agency, the Contractor shall …
3.2.6.12.4 In addition to the administrative sanctions of this contract, failure of the Contractor to submit weekly … 
[bookmark: _Toc414536083][bookmark: _Toc416430163][bookmark: _Toc416444854]We will, at our own expense, assist the Agency or the State’s designee in resolving drug rebate disputes with a manufacturer (see above Question 3 response). We also agree that within 60 calendar days of receipt of the disputed encounter file from the Agency, we will, if needed, correct and resubmit any disputed encounters and send a response file that includes 1) corrected and resubmitted encounters as described in the Rebate Section of our Systems Companion Guide (to be developed and approved by the Agency in coordination with its rebate vendor and us), and/or 2) a detailed explanation of why the disputed encounters could not be corrected including documentation of all attempts to correct the disputed encounters at an encounter claim level detail, as described in the Rebate Section of our Systems Companion Guide. Furthermore, we understand that our failure to submit weekly drug encounter claims files and/or a response file to the disputed encounters file within 60 calendar days as detailed above for each disputed encounter will result in administrative sanctions of this contract and a quarterly offset to the capitation payment equal to the value of the rebate assessed on the disputed encounters being deducted from the Contractor’s capitation payment.
[bookmark: _Toc417627547][bookmark: _Toc417642686][bookmark: _Toc418958495]3.2.7 EPSDT Services 
The Contractor must provide early and periodic screening, diagnosis and treatment (EPSDT) services to all members under twenty-one (21) years of age in accordance with Law. Iowa’s EPSDT program is referred to as “Care for Kids.” 
3.2.7.1 Screening, Diagnosis and Treatment
The Contractor shall implement strategies to ensure the completion of health screens and preventive visits in …
Attachment 5 Question:
1. Describe your plans to ensure the completion of health screens and preventive visits in accordance with the Care for Kids periodicity schedule.
EPSDT programs are foundational to ensure children, adolescents and young adults receive appropriate preventive, BH, dental, developmental and specialty services. Building on methods we have already employed in Iowa and leveraging learnings in our other states, our expanded Care for Kids EPSDT program will work closely with providers and members, using outreach and incentive programs to ensure screenings are completed at the appropriate intervals. Screening exams will include a health history, developmental assessment complete physical exam, vision screening, hearing test, appropriate laboratory tests, immunizations, nutrition screen, health education including anticipatory guidance, oral health assessment, and other tests as needed as referrals for treatment. We will ensure through the Care for Kids program that our members will have a regular ongoing source of care and receive recommended examinations, medically necessary treatments and referrals from one provider to another with the primary goal to prevent disease and detect treatable conditions early to avoid further serious health problems, and, to the maximum extent possible, improve the health status of Iowa’s children.
Early and Periodic Screening, Diagnosis and Treatment Program 
Our EPSDT program is based on the American Academy of Pediatrics’ (AAP) recommendations for preventive pediatric health care and supports the CMS EPSDT program requirements. Through our quality program, we tailor each state’s program to meet the needs, recommendations and requirements of the state. Subsequently, we will implement our EPSDT program in Iowa based on the Care for Kids periodicity schedule. Our periodic health screening assessment will include, at a minimum, all the elements outlined in Scope of Work 3.2.7.1.
Our plans to ensure the completion of health screens and preventive visits in accordance with Iowa’s Care for Kids periodicity schedule include: 
Member education and outreach, such as newsletters, articles, brochures, community health fairs, clinic days and relationships with school and other local CBOs
Provider education and outreach, such as provider newsletters, our Provider Administrative Guide and working closely with the agencies under contract to IDPH
Identification of members who are due for preventive care and periodic screenings through our proprietary Universal Tracking Database (UTD), which determines compliance by the State’s age-specific periodicity table and receipt of claims data and procedure codes billed
Targeted member and provider outreach, such as brochures, postcards, telephonic outreach, birthday cards and member incentives
Ongoing monitoring and evaluation strategies, including the implementation of interventions as indicated for continued quality improvement, measurement of various indicators of performance such as EPSDT compliance and HEDIS well-child rates and benchmarking tools.
The individual components of our plan to ensure compliance with the Care for Kids program are described in further detail in Section 3.2.7.3 Outreach.
3.2.7.2 Reports and Records 
The State has the obligation of assuring the Federal government that EPSDT services are being provided as …
We will support the State in meeting its obligation of assuring the federal government that EPSDT services are being provided as required. We will make available all requested records, including medical and peer review records, for inspection by State or Federal personnel or their representatives. We will record health screenings and examination-related activities and report those findings in the State approved format at the State required frequency. We will leverage our experience in meeting Federal and state requirements in 22 states to our Care for Kids EPSDT program in Iowa.
3.2.7.3 Outreach 
The Contractor shall implement outreach, monitoring, and evaluation strategies for EPSDT. The Contractor …
Attachment 5 Question:
2. Describe your proposed outreach, monitoring and evaluation strategies for EPSDT.
[bookmark: _Toc403661034][bookmark: _Toc403661690]Care for Kids EPSDT Strategies and Services
We will work diligently to ensure that our members are educated about the Care for Kids EPSDT services that are available to them. We will use a team approach involving our Integrator Model, a dedicated EPSDT coordinator, care managers, clinicians, and network and community resources to inform parents and guardians about the benefits of Care for Kids EPSDT screenings. Even though the State does not currently require that we report EPSDT data for our hawk-i program, we will continue our ongoing education and compliance activities to ensure that all members under the age of 21 receive the appropriate health screenings and preventive visits as appropriate.
History
To encourage our members to obtain services, we use expansive written, telephonic and in-person outreach methods from basic educational materials to personal member contact. We will draw on our current successes related to pediatric preventive care outreach education:
Telephonic Outreach: In 2014, we made over 4,000 calls to our hawk-i members. 
Educational Mailings: In 2014, we mailed over 1,000 educational letters to our hawk-i members, including our annual preventive, and over 300 educational mailers to the parents/guardians of children who are due for lead screenings. 
Incentives: Our hawk-i member incentive program for teens included over 2,236 mailings and resulted in a 4 percent improvement in our adolescent well care HEDIS measure. 
Clinic Days and Health Fairs: In 2014, in conjunction with our Community Outreach team and CBOs, we held 19 clinic days and health events to educate members and close gaps in care. 
As a result of the above efforts, we are proud of accomplishments in improving pediatric preventive care for our hawk-i members as indicated below. 
Childhood Immunization Status
Hepatitis A immunizations: Our rates improved by almost 28 percentage points from 59 percent in 2013 to 86 percent in 2014 
Combination 4 (DTaP, IPV, MMR, HiB, HepB, VZV, PCV, HepA): Our rates improved by almost 16 percentage points from 55 percent in 2013 to 70 percent in 2014 
Combination 7 (DTaP, IPV, MMR, HiB, HepB, VZV, PCV, HepA, RV): Our rates improved by 14 percentage points from 49 percent in 2013 to 63 percent in 2014
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
Percentage of members receiving counseling for nutrition: Our rates improved by 6 percentage points from 39 percent in 2013 to 45 percent in 2014
Percentage of members receiving counseling for physical activity: Our rates improved by 8 percentage points from 35 percent in 2013 to 44 percent in 2014
Children and Adolescents’ Access to PCPs
Children’s access to a PCP for ages 12-24 months: Our rates improved almost 10 percentage points from 86 percent in 2013 to 96 percent in 2014
We will continue our quality improvement activities related to pediatric preventive health overall, and specifically to the Care for Kids EPSDT program, until all children receive needed care, tests and treatment in Iowa.
Member Education and Outreach Strategies
Our overall goal is to help members and their parents or guardians effectively use Care for Kids EPSDT resources by providing multifaceted outreach comprising general education and/or specific appointment reminders for periodic visits. We will encourage our members to participate in Care for Kids EPSDT services through various written, verbal and/or community initiatives.
Each quarterly member newsletter mailed to all members includes at least one article related to pediatric preventive health screenings. These articles are designed to encourage parents to become knowledgeable about the benefits that are available for their children through the EPSDT services. 
We will use our successful community partnerships to sponsor community health fairs, clinic days and other activities to provide Care for Kids EPSDT information and reminders to our members. 
We will continue to work closely with schools, clinics and other community organizations that provide Care for Kids EPSDT-related services to children in the State.
Member services advocates conduct a welcome call with each new member. During those calls, a brief assessment is made of the child’s specific health care needs, and we provide a high-level overview of Care for Kids EPSDT services. 
We inform members about the general benefits of pediatric preventive care through written materials such as brochures and postcards. This information will include a description of the Care for Kids EPSDT services available; information on how to obtain these services; assistance with scheduling appointments and/or arranging transportation to appointments; a statement that there is no copayment or other charge for Care for Kids EPSDT screening services and important plan contact numbers. 
We educate members during pregnancy and after through programs such as Healthy First Steps and Baby Blocks, which are personalized maternity wellness programs that will include information about the Care for Kids EPSDT reminders they will begin receiving once their child is born. 
Gaps in care information is available in CommunityCare and is utilized during interactions of our care coordination teams, member service teams and providers. 
Provider Education and Outreach Strategies
Our participating providers in Iowa are essential partners in delivering preventive health services to our members; subsequently, we engage in a wide variety of educational and outreach activities with our providers to increase member awareness. Our EPSDT coordinators and health educators will enhance this existing work to incorporate Care for Kids EPSDT services. Our providers currently receive comprehensive training and educational materials related to pediatric preventive services.
Written educational materials (e.g., provider newsletters) containing preventive health-care-related information and updated periodicity schedules to emphasize the required components of well-care exams.
A curriculum for providers and their staff on how best to integrate prevention and wellness programs into everyday practice patterns.
Collaboration between the health plan and the provider to hold clinic days as a means of enhancing member access to services. 
Policies and procedures outlined in the Provider Administrative Guide and our online provider portal and communicated through updates, reminders and any additional information communicated through fax blasts and quarterly provider newsletters.
Using our Integrator Teams, we will collaborate across UnitedHealthcare, coordinating and enhancing member and provider educational efforts by fostering partnerships and linking to valuable resources. These resources may also be used to coordinate services or identify additional means of contact for hard-to-reach members. Our Integrator Teams will provide information to practices about evidence-based member care, clinical quality programs and resources, and specifications for quality monitoring, including Care for Kids EPSDT services.
Our EPSDT coordinator will provide comprehensive training and follow-up to the network practitioners who provide EPSDT services. Providers will be educated on the use of the Care for Kids EPSDT Periodicity Schedules. Providers are also supported with a provider toolkit that includes guidelines, forms and methods that can be used to identify the needs of Care for Kids EPSDT-eligible members, coordinate their care, conduct appropriate follow-up, and ensure members receive timely and appropriate treatment. 
Standardized forms will help PCPs complete thorough pediatric preventive health screenings. 
Our provider outreach activities will focus on on-site visits conducted by our clinical practice consultant (CPC) program, which provides targeted education to physicians and their office staff on the provision of care following evidence-based guidelines. 
We will work closely with the agencies in the community, such as health departments, to identify opportunities to perform outreach services to pregnant women and parents of children up to age 21. We also will contract with those who provide Medicaid-funded direct treatment services. By working together and sharing information through CommunityCare as appropriate, we will improve EPSDT compliance across the State.
Identification of Members Who Are Due for EPSDT Services
Our proprietary Universal Tracking Database (UTD) identifies members who are due for preventive care and periodic screenings. The UTD information is updated monthly, and a member’s compliance is determined by the State’s age-specific periodicity table and receipt of claims data and procedure codes billed. Although UTD is a HEDIS system, there is no limit on the continuous months of enrollment for the EPSDT measure. This is extremely beneficial, because at any point that a child enters into our plan, if he/she does not have the required number of EPSDT screens, he/she will populate as non-compliant within 30 days of entry. This list can identify non-compliant members in a specific age group across the State or in a certain region, ZIP code, city or county. Well-child staff members access UTD on a monthly basis to compile a list of non-compliant members and their applicable non-compliant component; parents/guardians are notified via phone and/or mail to discuss options to bring the member into compliance. Claims and encounter data are continuously monitored by our EPSDT coordinators to identify members who have failed to complete periodic screenings. Members who are non-compliant with their screens in accordance with the recommended periodicity schedule receive telephonic reminder calls and appointment assistance as needed. 
Our ability to capture and analyze EPSDT claims data not only allows us to identify non-compliant members, but it also enables our EPSDT coordinators to look at longitudinal patterns and trends over time to understand whether our current activities are successful. For example, when we took over the Mississippi health plan, EPSDT compliance rates were extremely low (23 percent). Our intensified efforts over the next two years resulted in compliance rates that reached 85 percent, as shown in the graph below. 
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[bookmark: _Toc412527151]Figure 6. Mississippi EPSDT Compliance Rates 2012 - 2014
Targeted Member Outreach
Our targeted member outreach activities involve direct contact with our members in a variety of ways.
We will offer individualized reminders to increase Care for Kids EPSDT rates such as birthday cards mailed on an annual basis to the parent or guardian of members age 1 and older to wish the child a “Happy Birthday” and to educate on Care for Kids EPSDT services that are needed in conjunction with the birthday. In addition, each birthday card will contain information on age-appropriate developmental milestones and safety tips, as well as important resource agencies and telephone numbers.
To identify newborns due for their initial visit, we contact parents/guardians via phone and/or mail for reminder purposes and use claim/encounter data to follow-up with parents/guardians if this service was not received. 
We send member appointment reminder cards by mail. We also often provide automated wellness calls to members whose age indicates that they should have an upcoming periodic screening, and to members who are non-compliant with their periodic screenings.
We offer appointment assistance and transportation assistance when needed. 
Care managers and community health workers encourage participation in Care for Kids EPSDT services. Prior to conducting outreach calls and other touch points with our members, care managers and community health workers review gaps in care reports and look at the member’s record in CommunityCare to check the status of the child’s or adolescent’s immunizations, well-child checkups, dental checks and other applicable pediatric preventive screenings. If the care manager or community health worker notices any missed or upcoming immunizations, screenings and/or checkups, they remind the parent/caregiver or guardian during that contact and offer assistance with scheduling an appointment and with removing any barriers to care, such as transportation. 
As part of our quality program, we will use reward incentives to encourage members to participate in Care for Kids EPSDT services. Depending on the targeting initiative, members can earn rewards such as reloadable cash gift cards, age-appropriate toys, or other valuable items such as diapers and/or baby items for completing specific screenings. 
Targeted Provider Outreach
Our providers can access specific online reports identifying members that are due or overdue for EPSDT screenings or preventive services. Providers also have access to members’ gaps in care through CommunityCare or through on-site visits with our CPCs. On-site visits also include educating providers on rendering of services in accordance with evidence-based clinical practice guidelines, including the State’s periodicity schedule. 
Monitoring and Evaluation Strategies 
Our monitoring and evaluation strategies are driven by a continued focus on quality improvement. We will use a variety of mechanisms to continuously measure, evaluate and improve the services provided to members. All are founded on continuous quality improvement (CQI) principles, which focus on the plan, do, study and act (PDSA) cycle as a means to meet or exceed the minimum performance standards. Our member and provider advisory groups are active participants of the PDSA process to make sure their perspective is taken into account. Data elements help us measure success or determine next steps.
Our monitoring and evaluation strategies for the Care for Kids program include the following activities: 
Implementation of interventions as indicated for continued quality improvement 
Measurement of various indicators regarding our performance on pediatric preventive health, including, but not limited to, Care for Kids program EPSDT compliance and HEDIS well-child rates
Leveraging our nationwide EPSDT data and experience to internally benchmark our performance and to expand best practices for the benefit of our members in Iowa
Keeping an age-appropriate, comprehensive health and development history that includes physician and mental health assessments along with counseling and anticipatory guidance and risk factor reduction interventions
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The Contractor shall be responsible for the delivery of behavioral health services, which includes mental health and substance use disorder treatment and support services, as part of a recovery-oriented care system that welcomes and engages members in their personal recovery efforts.
Attachment 5 Question (3.2.8 Behavioral Health Services):
1. Describe your proposed approach for delivering behavioral health services, including the use of any subcontractors.
Proposed Approach for Delivering Behavioral Health Services
UnitedHealthcare will deliver BH services for the Iowa High Quality Healthcare Initiative using a person-centered, recovery-oriented approach that focuses on the needs of the whole person, not just behavioral or medical, but also the individual’s functional, environmental and socioeconomic needs. The member is always the center of our ICT, along with his/her family/natural supports, peers and other team members including treatment providers, our physical health, BH and pharmacy care coordination and community-based staff. The key aspects of our Iowa BH service delivery are the seamless delivery of mental health and SUD treatment and support services through a recovery-oriented system, at the member, provider and health plan level, with care addressed and coordinated through ICTs and outcome-focused programs. We will further discuss these service aspects in this response. 
Seamless Service Delivery 
As we currently do for 9,000 hawk-i members and people served in 22 other state Medicaid plans, we will deliver BH in collaboration with our affiliate BH company, Optum Behavioral Solutions. Together we have more than 21 years of experience integrating BH with the full array of Medicaid-covered services—using our common operating mission, shared systems and staff, strategic policies and practices, whole health screening and integrated care planning, collaborative networks and quality initiatives—to drive seamless service delivery. In Tennessee, this integrated approach helped drive significant statewide reductions in acute care (16 percent in fiscal year 2012-2013), helped more members remain in the community and achieved a savings of $3.6 million (fiscal year 2010-2011).
To improve the quality of care and health outcomes for our members, we concentrate on identifying the members with the most significant and complex clinical needs, and we also assure smooth transitions at critical points in a member’s recovery journey, such as at discharge from inpatient care or transition between provider agencies. We use a combination of care managers, community-based case managers, community health workers and certified peer specialists—as well as the innate strengths of the member, the member’s family and other natural supports—to help the member achieve maximum benefit from treatment. We also leverage our IT infrastructure, our clinicians and network providers to ensure the exchange of information among all those serving our members.Carving “In” Behavioral Health
During the past 10 years, we have supported the efforts of many states as they worked to transition plans from behavioral health carve outs and fee-for-service models to fully integrated models including Tennessee, New Mexico, Kansas and, as of December 1, 2015, Louisiana.


A Recovery-Oriented System
As an organization that has fully embraced recovery as one of our guiding principles, a few of the key values we incorporate include policies and practices, such as: 
Encouraging an effective relationship between a member and treatment providers. This is an integral part of the member’s overall recovery journey. We encourage members to select providers they trust, to participate in the treatment planning process and to take personal responsibility for their overall health and well-being.
Including community-based supports such as families, peers and other trusted advisors in all aspects of care. Peer support is an evidence-based practice that complements traditional health care for improved results. We will work to expand availability of peer support programs, provide training to encourage the development of peer-operated programs in Iowa and use our national experience with SUD peer support to assist the Agency’s development and implementation of these new services. 
Adopting provider policies and procedures that require behavioral/physical health providers to collaborate and to fully engage the member in care planning. We require network providers to identify and address, either directly or through referral and coordination, the member’s medical, BH, social, environmental and functional issues that present barriers to optimal health outcomes. Within limits imposed by state and federal confidentiality guidelines, we also will contractually require all providers (not just IHHs) to share information with other providers also treating our members. 
Using a Web-enabled collaborative care platform. Through CommunityCare, our integrated coordinated care platform, we facilitate provider collaboration/sharing across all health and service disciplines. 
Interdisciplinary Care
To heighten the medical-behavioral integration of our services at both the plan and program level, we conduct integrated screening, cross-train our staff and providers, integrate health literacy information for members and assign a single care manager to address the member’s biopsychosocial needs through a comprehensive individualized care plan. Our fully integrated care coordination system supports the needs of all members, providing a shared clinical view across all programs and treatment services. It also provides the foundation for integrated predictive modeling and assessments. Through CommunityCare, all clinical staff and providers have real-time access to a member’s care plan to understand previous care episodes along with unresolved and ongoing clinical or socioeconomic issues. 
Our BH clinicians will have lead responsibility in overseeing our interdisciplinary service delivery to members whose needs are primarily behavioral, including those served in:
The State’s Children’s Mental Health (CMH) Waiver
Those receiving SUD treatment, including participants eligible for IDPH block grant funds as well as those funded through Medicaid 
Members enrolled in our IHHs for children with severe emotional disturbance (SED) and adults with serious mental illness (SMI). (Within the IHHs, we will hire transformational clinical managers to provide IHH oversight and promote consistency of services) 
Members with higher needs whose most challenging chronic or presenting needs are BH in nature
Our clinicians will assure members’ holistic needs are met, even if this requires accessing non-covered benefits through community-based resources. Peer support specialists work with members on discharge planning and provide a range of post-discharge supports and navigation assistance to help prevent readmissions. We will use peers for direct engagement with adults diagnosed with serious mental illnesses and substance use conditions, including binge drinking. They will assist members to develop Wellness Recovery Action Plans (WRAPs) that address all health care conditions.
Iowa Initiatives
Working in the integrated organizational framework described above, we will deliver BH services to members included in Iowa’s High Quality Healthcare Initiative by:
Expanding Our Current Iowa Staff. Our Iowa-based staff will include more than 60 clinical specialists in mental health or substance abuse who will be responsible for providing care coordination for members (not engaged with IHHs), UM, QM, transitional care coordination, clinical oversight of the IHHs and provider network development. Our BH staff will be fully integrated with other clinical and field-based staff across Iowa, including those providing community-based services for individuals enrolled in the State’s waiver programs. Our staff will engage members face-to-face and telephonically. We will recruit and hire Iowans for these positions that know and understand local health delivery, resources and geography.
Providing a Dedicated Team of BH Provider Representatives. We will hire more than 10 Iowa-based BH network personnel to contract and provide oversight, training and technical support to our BH network. Our network managers will help providers transition and comply with the broader requirements of the Iowa High Quality Healthcare Initiative. Further, this staff will enhance our existing network to create a continuum of services that addresses varied membership needs. In underserved Iowa communities, our staff will implement telepsychiatry to expand access and improve BH integration. 
Hiring a Recovery Team of Certified Peer Support Specialists. We will hire a recovery/resiliency manager to expand peer support services and resources across Iowa, support the State’s certified peer training programs and the IHH peer/community/family peer support. Our peers will coordinate and deliver provider/stakeholder training, and outreach to higher-need members (such as members with higher utilization or participants enrolled in IDPH-funded programs) where peer support services are not available. A key priority is to partner with the Agency, providers and existing consumer and advocacy agencies to expand the availability and reimbursement of peer support to members receiving other services, including those with intellectual/developmental disabilities (I/DD). We would also like to build on the current Parent Partners program offered by Children and Families in Iowa and make peer support available to more parents and develop specialized peer support for youth in foster care.
Hiring Community Liaisons for Crisis Services and the Legal System. Our crisis services liaison will work with the 15 MHDS regions and other stakeholders to expand existing crisis response services. This will include coordinating training for county and community law enforcement, supporting assessment and planning with the regions and community stakeholders, and identifying network providers to develop or expand crisis-related services. The legal system liaison will work with adult and juvenile justice systems, child welfare and community corrections to identify ways in which diversion programs and post-discharge programs can improve outcomes for individuals who are justice system-involved. The liaison will coordinate efforts to expand mental health and drug courts across the state, and promote our availability to deliver clinical consultation at the request of a court when out-of-home placement or incarceration is being considered for a member.
Integrating Iowa Housing Initiatives into our Care/Service Coordination: We work nationally with the Corporation for Supportive Housing, which evaluates the impact of supportive housing pilots on homeless families involved with child welfare. We have had ongoing discussions with the lead PUSH-CR agency, Four Oaks Family and Children’s Services of Cedar Rapids, regarding continuing or expanding the pilot based on outcomes of the current program. 
Expanding the Number of and Supporting IHHs. IHHs benefit children with SED and adults with SMI. With the Agency’s approval, we will expand the use of IHHs to individuals who have a chronic SUD because we strongly believe the integration of medical care is critical for many long-time substance users. We will ensure the availability of BH expertise to health homes focusing on individuals with other chronic conditions. In addition, we will develop provider capacity to serve individuals with co-occurring mental health and substance use, dually diagnosed I/DD and/or any combination of these diagnoses. 
Creating Opportunities for Consumer, Family and Stakeholder Participation. Our regionally based staff will host regular public meetings to create an ongoing dialogue on ways in which our services can be improved. Our quality management program will include a sub-committee structure that provides members, families, advocates and network providers the opportunity to review data, comment on proposed policy changes and offer feedback to the Iowa Executive Team.
Developing Strong Working Relationships with Iowa’s 15 MHDS Regions. Through our regionally based staff, we will execute written agreements and work with each region to identify opportunities for joint quality initiatives, collaborative projects to expand services and provide training or outreach. We have already begun work with the Iowa State Association of Counties and Polk County Health Services to create linkages between CommunityCare and the IT systems that serve the regions and Polk County. With the member’s permission and Agency approval, we will share information and coordinate service planning with a member’s region when the member is receiving Medicaid and non-Medicaid services.
Leveraging Efforts of Iowa’s Behavioral Health Provider Associations. We are working with the IACP, the Coalition for Family and Children’s Services and the Iowa Behavioral Health Association to identify ways to provide training together. This may include pooling resources to bring in expert speakers, offering technical assistance through the provider associations or collaborating on outreach and prevention initiatives and sponsorship of fundraising events (NAMI Walks) and statewide conferences (such as the Coalition and the IACP). Our mutual goal is to minimize duplication and maximize the impact of available resources.
Outcome-Focused Programs
Since HEDIS was first adopted as a Medicaid requirement 15 years ago, we have collected, analyzed and reported HEDIS measures nationwide. We monitor and measure our performance against 76 measures across five domains of care—including follow-up after mental health hospitalization (FUH) within seven to 30 days—to identify targeted improvement opportunities and share those with our network providers as well as our state partners.
Performance-Based Contracting
We have received national recognition for the array of alternative reimbursement models we have created to improve provider performance and clinical outcomes in partnership with inpatient, outpatient and other providers, such as children’s residential psychiatric treatment programs. In Iowa, we will develop performance-based incentives in collaboration with participating network providers after sufficient data have been generated to establish statistically reliable baselines. Performance-Based BH Contracts
We offer performance-based facility contracts in 21 states with another five states in process. We anticipate continued growth through 2015 to include nearly 20 percent of the inpatient BH expenditure.


Behavioral Health Member Incentives Medicaid Member Incentives
In December 2014, we introduced a member incentive in our Rhode Island Medicaid plan which rewards members who are high utilizers of mental health and SUD inpatient services with a pre-paid card when they meet targets, such as attending follow-up BH appointments. A nominal amount of $25 is placed on the card. The card program, which is managed through our affiliated bank, Optum Bank, limits the type of purchases that the member can make, excluding purchases such as alcohol, tobacco and lottery. 


We develop BH member incentives after a baseline period during which we seek provider input as to where they struggle to meet HEDIS measures, and structure our incentive based on this insight. When we launched the Rhode Island incentive (see text box), the key identified issue was follow-up after hospitalization for members who are high utilizers of the ER, inpatient and/or SUD treatment. 
We will work with Iowa advocacy, consumer and provider organizations, as well as the Agency, to identify ways incentives can recognize members’ achievement of significant milestones in their recovery journey. We have begun working with provider organizations and consumer groups to identify the most effective approaches for the Iowa BH care community. For instance, in Polk County, we collaborated with Polk County Health Services to convene a meeting with individuals who are receiving mental health and SUD services. Member incentives were one item on the agenda. 
3.2.8.1 	Philosophy in the Design & Delivery of Behavioral Health Services and Supports 
The Contractor shall incorporate into its behavioral health policies and practices the following values: …
Attachment 5 Question (3.2.8 Behavioral Health Services):
2. Describe how your proposed approach will incorporate the values outlined in Section 3.2.8.1.
Our organizational leadership has fully embraced recovery as one of our guiding principles, and we incorporate key recovery tenets into our culture through hiring practices, staff training, provider policies, QM and outcome evaluation, and in many other areas. Recognizing the importance of incorporating the consumer voice in our operations, several years ago we created a three-member team of national consumer leaders, including a director of consumer affairs for mental health and one for addiction recovery. Our consumer affairs staff, led by Sue Bergeson, is involved in all phases of our structure, actively enhancing our person-centered, recovery-oriented programs and policies and ensuring that we remain compliant with recovery-oriented values and principles, including those outlined in 3.2.8.1. 
Our Iowa Approach to Implementing Guiding Values and Principles
We have met with Iowa stakeholders, consumer, family and provider organizations, IHHs and MHDS regions to discuss how we can best build on and strengthen Iowa’s current commitment to recovery. From their recommendations, we have developed an Iowa-specific approach to implement the guiding values, principles and practices presented in 3.2.8.1. The following activities are illustrative of our approach, but are not intended to be an all-inclusive list.
Guiding Values
i) Guiding Value: Hope based in knowledge that personally valued recovery is possible
We will employ a recovery-oriented clinical model that empowers members.
To reinforce the concepts of recovery in person-centered planning, we will provide two or more days of person-centered care planning plus follow-up per year for Iowa providers, at no charge. 
We will hire staff with demonstrated capacity to infuse hope and support including a recovery/resiliency manager and peer support specialists. They will deliver peer programs and provide community-based training such as Mental Health First Aid (MHFA), Question Persuade and Refer (QPR) suicide prevention and Seeking Safety training—all of which encourage access to treatment, reduce stigma and promote recovery. 
Our providers and care teams will focus on individual strengths and goals for care as part of care planning. 
Via CommunityCare, members have access to tools to measure their recovery. Members complete the MARS-12, a recovery measurement tool, with their provider, caregiver or our staff to assess where they are in their recovery. 
We will launch a member-focused Recovery and Resiliency Center on our member portal. Our portal currently features WRAPs and over 75 consumer vignettes that provide hope. 
We will encourage members to participate in support groups. To improve accessibility, we will offer Support Groups Central, an online support group, facilitated by certified peers, focused specifically on SUD Recovery and designed to reach individuals who experience barriers to participation such as physical restriction or living in remote areas.
A pop-up screen in our care coordination system reminds our care managers to refer members to support groups. 
ii) Guiding Value: Member Self-Determination 
We will support advocacy groups to promote recovery, self-determined care systems and work to eliminate stigma. 
We will educate members on the use of Durable Power of Attorney for Health Care Decisions, encouraging individual choice in decisions such as where to live, treatment settings and provider selection.
Members will have the resources of our clinical, peer staff and providers to build WRAPs, including crisis and relapse plans.
Collaboratively developed care/treatment plans will incorporate member strengths and preferences.
iii)  Guiding Value: Empowering Relationships 
Our recovery/resiliency manager and peer support personnel will develop peer programs and training that empower members in their recovery. We will work to expand peer support for other populations including I/DD, families with foster care involvement, and transition age youth.
Our consumer affairs staff, peers, recovery/resiliency manager will offer training and technical assistance to help peer support groups become consumer-managed businesses.
Our existing Bridge on Discharge (BOD) contracts in Iowa will reduce readmission by offering members an appointment prior to discharge. This practice empowers members with knowledge—to understand medications, the treatment plan and barriers. 
Families, caregivers and the members’ support systems (with member permission) will participate in members’ ICTs and have access to CommunityCare.
We will develop campaigns to support the National Recovery Month (September) celebrated by the Substance Abuse Mental Health Services Administration (SAMHSA) as another way to empower those working on recovery from SUD.
iv) Guiding Value: Meaningful, Productive Role in Society 
We will include social and environmental factors, such as employment and educational opportunities, in our member assessments. We will link members to services that support them in their pursuit of meaningful, productive roles in society. 
We will hire an employment specialist with vocational rehabilitation experience who will support the health plan, care managers and members to access providers and services that support member activities to gain meaningful employment. 
We will continue ongoing discussions with Iowa stakeholders, such as Four Oaks, regarding supported housing programs because housing has been shown to reduce health care costs and improve quality of life.
v) Guiding Value: Eliminating Stigma and Discrimination
We will offer community-based training including MHFA, QPR and Seeking Safety to encourage access to treatment and help communities understand MH/SUD. 
Our member portal will present easily understood information that promotes a clearer understanding and acceptance of MH/SUD conditions.
We will develop online continuing education units (CEU) and continuing medical education (CME) to support providers’ efforts to address stigma and discrimination. 
We will encourage IHHs to implement community education activities.
Our peers will give public presentations to explain the recovery process and managing BH conditions. We already have provided funding to the Greater Des Moines NAMI chapter for a series of such presentations.
Implementing 3.2.8.1 Principles in Delivery of Behavioral Health 
We strengthen the focus on recovery within each delivery system and demonstrate a commitment to recovery philosophy values because we know it is the most effective and consumer-centered way of managing BH services. Some of the ways we will implement these principles in Iowa include:
i) Guiding Principle: Each member will choose his/her BH professional(s) 
Our member-facing staff that responds to inquiries is trained to help the member select between at least two or three appropriate provider agencies or practitioners. If the member is not satisfied with the services he or she receives from a particular network provider, our staff will help the member choose a new one.
We will assist IHH teams to develop a list of appropriate providers in their area. The IHH will make those lists available for the member’s use when making an initial choice or requesting a change in providers.
Our mobile “Find a Provider” app supports member efforts to locate providers based on individual preferences.
ii) Guiding Principle: Our policies will support the involvement of the member, and those significant in the member’s life as appropriate, in decisions about services provided to meet the member’s BH needs
Our policies call for the member to lead, to the extent possible, the treatment planning process, and to set his/her own treatment goals. Our record audits verify compliance. 
Our policies support the member to choose those on his/her treatment team. The member also authorizes the distribution of information, including access to CommunityCare. 
iii) Guiding Principle: We will establish and promote strategies to engage members who may have histories of inconsistent involvement in treatment 
Our policies strongly encourage the use of peers across all services.
Our performance-based incentives focus on implementing strategies to help members remain engaged in treatment.
iv) Guiding Principle: Services for adult members with SMI and children with SED will help the member maintain his/her home environment, education/employment and recovery
Our policies will promote the use of SAMHSA evidence-based practices such as Assertive Community Treatment and Family Adjustment Counseling that support community-based care. 
We require BH providers to have well-functioning referral agreements with organizations and agencies that provide housing and education/vocational training.
Our employment specialist will develop programming and standards and promote use of employment services among care staff, providers, members and the IHHs.
We will hire crisis services and legal system liaisons that will use cross-agency collaboration to structure programs that help members maintain their home environment and remain engaged in education and employment during times of crisis or criminal justice involvement.
v) Guiding Principle: Mental health services for children are directed toward helping a child and the child’s family develop and maintain a stable/safe family environment for the child
We will promote Family Adjustment Counseling, a SAMHSA evidence-based practice, to maintain the family environment and protect children.
When the member is a child, our policies require that child be treated in his/her family environment whenever possible and, unless clinically contra-indicated, that treatment be focused on returning the child to his/her home and family. The value of treatment services provided to the child and family, augmented by peer support for the parent(s), can significantly enhance family stability. 
vi) Guiding Principle: Emerging technology (telepsychiatry) will expand access to services and extend the reach of MH/SUD service professionals, particularly into rural areas of the State, focusing on provider and member
Provider Technology
Videoconferencing will facilitate provider consultation to improve and integrate care. We propose use of Vidyo, which features high-definition videoconferencing using HIPAA-compliant technology. Vidyo operates on low-cost broadband connections and works on desktops, laptops tablets and smartphones.
Videoconferencing accounts will be available at no initial cost to Iowa providers who are interested in offering telepsychiatry in underserved areas of Iowa.
While our supplies last, we have a limited number of all-in-one HP computers that we will make available free of charge to Iowa providers who want to provide telepsychiatry and there is need in their area(s).
Member Technology
MyJournE, a journaling tool for mood tracking and insight on our member portal promotes therapeutic engagement and expands social connections. 
Our WRAP mobile application helps members identify events/behaviors that trigger symptoms (SUD and physical health reactions) along with ways to address them. 
Clientell, an automated messaging service, will be available to Iowa IHHs free of charge to enable them to send email, voice or text message appointment reminders to members.
vii) Guiding Principle: We will work with all providers and other entities serving a member to coordinate services for the purpose of eliminating both gaps in service and duplication of services
We will train network providers to use CommunityCare including how to manage risk alerts and utilization data for rapid response to any gaps in care/service duplication. Our care managers use the same information to follow up on individuals identified with the highest risk.
All providers are required to develop policies and memoranda of understanding for care coordination/joint treatment planning with other agencies jointly serving members with co-occurring disorders.
Integrated health homes reduce service duplications by centralizing members’ care in the IHH. Through collaborative efforts, we will expand IHHs for those with SED and SMI as well as create IHHs for members with SUD, dual diagnoses and other conditions where coordination of services across systems is critical to optimal treatment outcomes. 
We will enhance availability of expert consultation, such as SUD and I/DD, to all BH providers within the provider network. 
We will evaluate the need to include incentive-based payments for providers who effectively close gaps in care and/or eliminate duplication of services. 
Supporting the Olmstead Mandate
Some of the steps we will take, many of which have had a positive impact in other states, include:
Prioritize the development of in-home services and supports, especially for children. During a four-year period in Tennessee, similar policies enabled us to divert 44 percent of out-of-home placements. We will work with the Agency and I/DD providers to pilot I/DD health homes to provide a new level of integrated support to assist members to live in their communities.
Encourage member participation in community resources so they can develop friends and activities that promote a healthy full life.
Support the Agency’s efforts to streamline the transition of individuals from nursing facilities, ICF/IDs, state hospitals and resource centers into less restrictive levels of care whenever possible, as we have done in Tennessee with state hospital discharges and in Texas with repatriation.
In partnership with the MHDS regions and through our relationship with the Corporation for Supportive Housing, identify housing needs and engage key providers and landlords to establish community plans for supportive housing. 
Work with the Agency to expand each MCO’s options to enable providers to adjust staffing as necessary to help members maintain community-based housing whenever possible. This will include exploring ways to adapt waiver options, state plan services (including crisis response and stabilization) and reimbursement strategies.
Not reduce the enhanced staffing arbitrarily or without a supporting reduction in documented clinical need.
3.2.8.2 Rehabilitation, Recovery and Strengths-Based Approach to Services 
The Contractor must provide the following core activities as part of its effort to provide recovery-based services …
3.2.8.3 Active Engagement Strategy for Families 
The Contractor shall engage families to actively participate in treatment planning and development of successful …
3.2.8.4 Individual Service Coordination and Treatment Planning Requirements 
The Contractor must work with providers to emphasize the importance of exploring member strengths in the …
Attachment 5 Question (3.2.8 Behavioral Health Services):
3. Describe how your proposed approach will engage families, natural supports, advocacy organizations and network providers in the behavioral health care planning and care delivery process.
Our person-centered, recovery-oriented approach engages members/families, natural supports, advocacy organizations and network providers and fully complies with the requirements of 3.2.8.2, 3.2.8.3 and 3.2.8.4. From experience, we know clinical outcomes are more likely to be achieved when members identify their own goals and the action steps toward achieving them. We also know that programs are stronger when members, their families and other concerned stakeholders participate in their oversight. 
[image: ]Our quality management program will monitor adherence to our approach, and our sub-committee structure will offer stakeholders the opportunity to review data and offer feedback to our Iowa executive team.
Rehabilitation, Recovery and Strengths-Based Approach to Services
We will infuse rehabilitation, recovery and a strengths-oriented perspective in our Iowa programs through a number of core activities:
i) Identify Strengths and Preferences. Our treatment planning policies require an individualized, member-centered approach that encourages members and families to identify and use their strengths and preferences as the foundation of care/treatment plans and recovery process. 
ii) Facilitate Consumer-Operated Programs and Use of Peer Supports. We will hire a recovery and resiliency manager and peer support specialists to work with Iowa advocacy groups and network providers with the goal of making consumer/family support available to any member or family who requests peer support. Our Iowa-based consumer team and national consumer affairs team will work to develop more consumer-operated services and supports across the state. We were one of the first MCOs to develop contracting and credentialing criteria for consumer-operated programs, and these criteria can serve as a foundation for Iowa-specific standards. Our Iowa-based and national teams will also offer Sustainability Institute training to help consumer groups become service providers, which will further broaden the availability of peer support in Iowa. Developing collaborative partnerships with the existing consumer and peer-run programs is central to our development efforts. 
iii) Facilitate Use of Natural Supports. A strong natural support network adds breadth and depth to a member’s recovery process, augments support from the traditional provider system and assists members in building a meaningful and full life. Our policies require the use of natural supports whenever feasible. 
iv) Develop Resources to Support Members’ Self-Management and Relapse Skills. Our Iowa-based peer staff will be trained in Whole Health Action Management (WHAM), a training program and peer support group model developed by the SAMHSA-HRSA Center for Integrated Health Solutions to encourage increased resiliency, wellness and self-management among people with mental illness and SUD. Once WHAM training is available and completed, our peers will offer WHAM classes to others. We also endorse the Stanford Chronic Disease Self-Management (CDSM) model, which IDPH is licensed to offer. We will work with IDPH to facilitate member participation in their classes. 
v) Support the Development of Healthy Social Skills and Activities. Using natural supports as part of the recovery process enables the member to build or rebuild social networks and family ties, which are critical to the member resuming a healthy lifestyle in the community. Our providers and peer specialists work with members to re-establish these skills, especially as part of the pre-discharge process. This may involve arranging transportation to local libraries, community centers or the faith-based setting of the member’s choice. 
To provide leadership in our overall approach to rehabilitation, recovery and strengths-based plan development, we will hire an employment specialist whose primary responsibility is to build opportunities to increase adult members’ vocational skills and employment opportunities. For our younger members, our community-based staff will attend IEP meetings and partner with schools on the mutual goals of improving school performance and transitions. 
Active Engagement Strategy for Families
[image: ]Our policies and protocols encourage families and natural supports to be involved when our members invite them to be part of their recovery journey. Our training and communications with providers set the expectation that, with proper releases, family involvement is valued and critical to member wellness. Members authorize family members and others access to their CommunityCare information, and they can share myJournE entries about their care/recovery journey with those they trust. 
Often it is peers who are the most effective in convincing members to actively involve their families and re-engage with other natural supports. Building on this framework, one of our approaches to actively engaging families and natural supports will be to expand the availability of peer specialists who can use their own experience to demonstrate the importance of active engagement in recovery.
Expand Coverage of Peer and Family Support 
We will work with the Agency to expand Medicaid coverage of peer and family support services with the ultimate goal of providing it to all members and families for whom it would be beneficial (including offering to IDPH participants with the highest risk, members with I/DD, and families/foster families with children receiving BH, juvenile justice and child welfare services). We also will encourage expansion of peer support to those with certain chronic medical conditions to help members develop self-management skills and make healthy life choices. 
Individual Service Coordination/Treatment Planning Requirements 
As detailed in the previous responses, all our clinical policies and procedures—those for our own staff as well as those for our network providers—require a focus on engaging the member in treatment planning, supporting the member in making choices, and empowering the member to take responsibility for his/her recovery. Our provider training reinforces our philosophical framework and our QM Program ensures that our delivery system operates in compliance with our core treatment planning values: 
Our Clinical Focus is Person-Centered, Recovery-Oriented: Providers must facilitate member independence, self-management, healthy choices and rewarding lifestyles.
The Member Selects the Team and Designs the Plan: The member selects the people, community organizations, treatment services and supports included in his/her own treatment planning and service provision, including a crisis plan that guides and supports the member through the recovery process. 
During implementation, we will modify our policies as necessary to incorporate all treatment-planning requirements incorporated in the Iowa Administrative Code. 
Refocusing Iowa Providers on Person-Centered Care
To give our network providers a refresher course in the recovery-oriented, person-centered approach to treatment, we will provide training led by Dr. Neil Adams and Diane Grieder, authors of the highly recommended book on person-centered planning, Treatment Planning for Person-Centered Care; The Road to Mental Health and Addiction Recovery. We will bring the authors to Iowa at our expense and also provide lunch for participants and a copy of the book. For two days, these experts will work with our network providers using case studies brought by the providers to apply the lessons. One month later, Dr. Adams and Ms. Grieder will return and work with providers on challenges they may be experiencing in putting the techniques into practice. The Adams-Grieder training has provided a very positive foundation for revitalizing recovery-oriented practice in other states in which we have offered it.
In addition to training by national experts, we will offer general provider orientation and training throughout the contract period, as well as specialized training to providers whose performance, based on record audits, is out of compliance with one or more of our policies and procedures. 
QM: Platform for Accountability and Involvement
Our quality management processes ensure that providers are delivering services in compliance with our guidelines for recovery-centered treatment planning and treatment. Through our quality audits, our clinical reviewers will review provider records for evidence of person-centered care by verification of an array of factors including: 
Member, family and PCP active participation in the care planning process
Assessment of member strengths, abilities, engagement support system
Comprehensive assessment of member’s goals related to all identified needs 
Barriers to achieving recovery goals and solutions to overcome those barriers
Medical necessity of, choice of and time frames for interventions, services and supports, including non-traditional supports or connections with the community
Anticipated (measurable) outcomes
Results from provider record audits are shared with individual providers and also compiled to help identify potential areas for additional provider training.
Stakeholder Involvement Ensures Accountability
Broad member, provider and stakeholder involvement is as critical to recovery-centered programs as member involvement is to individual treatment planning. Therefore, in all our public sector programs, we leverage our QM committee structure as a vehicle by which stakeholders can monitor our performance as an organization and we can actively solicit their recommendations. Stakeholder involvement ensures that we remain consistent with our principles and responsive to those we serve. 
In Iowa, we will establish QM sub-committees that focus on the needs and interests of members who use BH services. Sub-committees will comprise representatives of local consumer organizations, network providers, family and advocacy organizations, MHDS regions, and state agencies that also serve our members (such as the Division of Adult, Children and Family Services and the Departments of Education, Public Health and Corrections.) These sub-committees will provide an opportunity for stakeholders to (1) review utilization trends and other utilization data; (2) assess our compliance with our values and the Agency’s philosophies; (3) comment on proposed policy changes; (4) review findings of QM studies and initiatives; and (5) offer guidance and feedback. All sub-committees’ work will be documented and suggestions tracked as part of the overall QM process.
As noted earlier, in addition to QM committees, we will hold other public meetings that also will offer opportunities for additional input from and discussion with stakeholders.
3.2.8.5 Scope of Covered Mental Health Services 
The Contractor shall deliver behavioral health services in accordance with the scope of covered services outlined…
(i) Outpatient therapy provided by a licensed qualified provider including family therapy and in-home family …;
(ii) Medication management provided by a professional licensed to prescribe medication; 
(iii) In-patient hospital psychiatric services including, except as limited, services in the state mental health institutes;
We have experience delivering the entire scope of covered mental health and SUD services and waivers in other states, and also are providing most as part of hawk-i. As a contractor for the Iowa High Quality Initiative, we will provide all covered BH services in accordance with Iowa State rules and regulations and will fully comply with the Iowa Administrative Code 441 Chapter 78, the Iowa Medicaid State Plan and with requirements in RFP Section 3.2.8.5. 
We currently have a robust Iowa network of 1,410 mental health and SUD providers and are actively recruiting to expand this network. Access reports show our prescriber and clinician access is 100 percent across the State. We hold contracts with 33 facilities (including acute, residential and partial hospitalization). Upon award notification, we will send provider notifications to our existing BH provider network, contracted under all-payer agreements, to amend contracts. We are actively recruiting for eligible, non-contracted Medicaid providers. 
(iv) Services that meet the concurrent substance use disorder and mental health needs of individuals with …; 
(v) Community-based and facility based sub-acute services; 
Our contracted network will support our efforts to meet the requirements of (iv) and (v). We currently contract with 30 of the State’s Community Mental Health Centers (CMHCs), and are working to recruit the remaining centers. We have existing contracts with many IDPH-licensed SUD programs and are recruiting other outpatient and residential behavioral services that meet the needs of individuals with concurrent SUD and MH requiring partial hospitalization levels of care. Over the past several years, we understand staffs from Iowa’s CMHCs and SUD treatment programs have attended trainings and meetings with Dr. Ken Minkoff and Dr. Christie Cline. As a result, many of these CMHC/SUD programs are now providing integrated co-occurring treatment either through referral or on-site services. We will work with all programs to ensure that co-occurring services are being provided, specific to member needs. Sub-acute services are an important component of a comprehensive service array, and our network teams are initiating contracting with them as well.
(vi) Crisis Services including, but not limited to: 
a. 24 hour crisis response;
b. Mobile crisis services;
c. Crisis assessment and evaluation; 
d. Non-hospital facility based crisis services; 
e. Twenty-three (23) hour observation in a twenty-four (24) hour treatment facility; 
We confirm our ability to deliver all crisis services, outlined in (vi) a-e. Our extensive national experience incorporates collaborative approaches to build and coordinate community-based crisis response. We not only work within existing comprehensive crisis systems, such as in New York, but we also collaborate with stakeholders to introduce innovations into crisis response systems, as we have done in Tennessee, New Mexico, Pierce County, Washington and Salt Lake County, Utah.
Iowa Approach 
We will partner with the MHDS regions, other MCOs, members, MH/SUD treatment providers, hospital systems and other local constituents and stakeholders to expand the existing crisis services into a community-based, recovery-oriented response system integrating peer supports. The foundation for a comprehensive system exists in Iowa today, and we look forward to working with stakeholders, using our experience in developing crisis systems in other states to help develop and unify services across Iowa.
Our toll-free member services line will provide access to our BH crisis response and triage services, which will be available 24 hours a day, seven days a week. It is staffed by licensed BH clinicians who will be fully trained and oriented regarding Iowa’s on-the-ground crisis response services. We plan to augment the 24-hour crisis response services with a warm line staffed by certified peer support specialists. We are currently talking with BH consumer and advocacy groups about ways to implement a warm line in Iowa.
We will contract for all existing crisis services, including mobile crisis, crisis assessment and evaluation, crisis triage and assessment, and additional 23-hour observation services. Many crisis services are already contracted including seven facilities with 23-hour observation beds, and when necessary, we will encourage these facilities to use Screening, Brief Intervention and Referral to Treatment (SBIRT) for members who are not diagnosed with an SUD. We are recruiting facilities and BH providers that are delivering crisis services, but are not yet contracted with us. We will assess where the gaps in the existing system are most critical and prioritize them for collaborative development efforts with the MHDS regions and other stakeholders. 
Collaborative Development Efforts
Over the past few months, we have held conversations with the Iowa MHDS regions about the crisis services available in their areas and their plans for expanding their crisis response capacity. They have helped us appreciate the significant variation in resources available in each region as well as in each county. Based on our discussions, several priorities have emerged. We will continue these discussions, expanding them to include the regions’ local stakeholders as well as the other Iowa Medicaid MCOs with a focus on:
Establishing a single statewide BH crisis triage and dispatch center, perhaps with a single toll-free number, funded by multiple payers. This approach centralizes response and dispatch, connecting individuals in need to local providers and services regardless of their health care coverage.
Designing and implementing uniform crisis assessment and evaluation criteria and processes to ensure statewide consistency in crisis response.
Offering training, such as crisis intervention teams (CITs), MHFA or similar classes to law enforcement and other first responders to ensure that those responding are trained to recognize and support people experiencing an MH/SUD crisis.
Adopting uniform standards for tracking and reporting crises across the State to enable more accurate assessment of unmet needs and opportunities to improve access, quality and appropriate utilization. 
Working together to submit grant requests and identify other funding sources to help support the expansion of existing crisis response services and creating a coordinated system between regions, including leveraging the Iowa Health Information Network (IHIN) or other technology to access clinical information in emergency situations.
Local Crisis Services Liaison
To further support the transition to a statewide system, we will hire a crisis services liaison—a full-time employee, who will be our point of contact with the Agency, IDPH, MHDS regions, other MCOs and stakeholders to help expand and enhance the Iowa crisis system. The crisis services liaison will develop specific crisis response training, based on the individualized needs of specialized populations including those who are criminal-justice involved, for individuals in crisis with I/DD, children in foster care, individuals with co-occurring SUD and mental health issues, among other populations. Our crisis services liaison will incorporate best practices from SAMHSA, NAMI, CITs and MHFA. The crisis liaison will make training readily available to emergency responders including police officers, EMTs, juvenile justice and hospital ERs, among others. The crisis services liaison will develop a comprehensive crisis resource directory, identifying crisis providers for special populations. This resource will be available to all MCOs.
Non-Hospital-Based Facility Based Crisis Services
In Des Moines, we will introduce a Living Room Model which will be staffed 24 hours a day, seven days a week. The center will feature a secure and welcoming environment provided by a mix of clinical and peer support staff. Staff will help members find solutions in times of crisis, avoiding automatic hospitalization or involuntary detention. Where we have introduced this model previously, members have reported satisfaction rates over 90 percent, and utilization of more intensive services has been reduced. We will continuously assess the need for these centers in other areas of the State in collaboration with the MHDS regions and their stakeholders, the Agency and IDPH.
(vii) Care consultation by a psychiatric physician to a non-psychiatric physician; 
CommunityCare, our integrated coordinated care platform, supports consultation between providers. Through telepsychiatry, we will extend capabilities for integrated provider consultation. Non-psychiatric physicians may also consult with our staff psychiatric physicians. Our provider policies and procedures reinforce the requirement for case consultation between all treating providers (behavioral-medical, and between behavioral providers). 
(viii) Integrated health home mental health services and supports; 
We will contract and coordinate with IHHs. Our goal is to support the IHH program in such a manner that Iowa continues the practice transformation and retains its national prominence and leadership in IHHs. We will assure that Medicaid members who are eligible for IHH mental health services are referred for services. Our initial goal is to build upon and develop the infrastructure that will strengthen the work of the IHHs and expand the IHH to the member with SUD. In the future we would like to explore IHH expansion to other individuals with a significant need for care coordination, including those with I/DD.
(ix) Intensive psychiatric rehabilitation services; 
We will contract with Iowa providers to deliver intensive psychiatric rehabilitation services.
(x) Peer support services for persons with serious mental illness;
We will work with the State’s certified peer training programs to continue the current certified peer support training program and will offer training to augment the coursework currently offered. We also plan to work with the Agency and IDPH to expand the availability of peer support to families (including foster families) and others. In addition, we will make members with SMI aware of the IHHs in their community. 
(xi) Community support services including, but not limited to: 
a. Monitoring of mental health symptoms and functioning/reality orientation, 
b. Transporting to and from behavioral health services and placements, 
c. Establishing and building supportive relationship, 
d. Communicating with other providers, 
e. Ensuring member attends appointments and obtains medications, crisis intervention and …,
f. Developing and coordinating natural support systems for mental health support; 
We will meet the requirements of (xi) a-f by contracting with providers to assure the availability of an array of community support services (CSS), including those listed above. These services support members and members’ family in learning and using strategies to increase their abilities to manage their stress and depression, and increase their social and emotional strength. We will work with the Agency, members and providers to find the most effective way to eliminate overlap with habilitation and other similar services and use CSS to broaden the array of support services, including considering ways in which CSS might be used to reimburse consumer-provided support.
(xii) Habilitation program services; 
We confirm that we will include providers in our network that are appropriately trained, licensed and credentialed to offer habilitation program services covered under Iowa’s 1915(i) State Plan. These will include home-based and day habilitation, pre-vocational training and supported employment. We understand that habilitation services are only available to individuals with mental illness who are enrolled in an IHH.
(xiii) Children’s mental health waiver services; 
We will comply by using the services of network providers qualified to deliver the services and supports available to members in the CMH Waiver. Our care managers will work with the member’s family and team to create an individualized program using waiver services as well as traditional Medicaid services to develop a comprehensive support system for each child with SED. These HCBS will allow children in this targeted population to remain in their homes and communities. We are aware that a child must be enrolled in an IHH when services begin.
(xiv) Stabilization services; 
(xv) In-home behavioral management services; 
To support members’ efforts to remain in the community, we will comply with requirements to deliver stabilization and in-home behavioral management services, using qualified providers who are credentialed and contracted to deliver these services. 
(xvi) Behavioral interventions with child and with family including behavioral health intervention services (BHIS) …
We will comply and oversee the delivery of applied behavior analysis (ABA) services and support programs for children with autism consistent with the requirements in the Iowa Administrative Code Chapter 22. We have three national specialized clinical centers, staffed by autism specialists. This staff will consult with our Iowa team on complex care/ABA for Iowa members with autism. Our autism centers are led by Nick Osterman, Ph.D., board certified behavioral analyst (BCBA). Additionally, we have built a national network of ABA specialists, and launched our first state-specific autism network in Tennessee during 2007. 
In Iowa, we will include the provider organizations in our network that currently provide Behavioral Health Intervention Services (BHIS). These are skill-building services for children and their families which address the following: social skills, problem-solving, communication, coping skills, interpersonal skills and anger management. We will continue to support the delivery of BHIS for children who are between 4 and 20 years of age who are medically eligible. Services can be delivered in the child’s home, foster home or at another setting such as school or daycare. For children who have an Individual Education Plan (IEP), we will use BHIS to support the behavioral goals in the plan. 
During implementation, we will meet with the Agency to transition all necessary components for the administration of this program and will integrate the current certified behavioral analyst providers into our network.
(xvii) Psychiatric Medical Institutions for Children (PMIC).
Mental health services shall be provided to meet the individuals medical necessity whether or not they are court …
We will comply by expanding our network to include Iowa’s Psychiatric Medical Institutions for Children (PMIC). We also are working with the Coalition for Family and Children’s Services in Iowa to offer joint training for our staff and their members. We will authorize PMIC services based on medical necessity criteria and procedures that include all the requirements of the Iowa Medicaid program. We understand that in order for a PMIC to receive Medicaid payment for a child entering the facility; an assessment is required, certifying that outpatient services are insufficient to meet the child’s needs, that inpatient services under a physician’s supervision is required, and that inpatient services can reasonably be expected to improve the child’s condition and/or prevent further regression so services are no longer needed. 
3.2.8.6 Scope of Covered Substance Abuse Services 
The Contractor shall ensure, arrange, monitor and reimburse the following substance use disorder treatment …
i. Outpatient treatment; 
ii. Ambulatory detoxification; 
iii. Intensive outpatient; 
iv. Partial hospitalization (day treatment); 
v. Clinically managed low intensity residential treatment; 
vi. Clinically managed residential detoxification;
vii. Clinically managed medium intensity residential treatment; 
viii. Clinically managed high intensity residential treatment; 
ix. Medically monitored intensive inpatient treatment; 
x. Medically monitored inpatient detoxification; 
xi. Medically managed intensive inpatient services; 
xii. Detoxification services including such services by a provider licensed under chapter 135B; 
xiii. Peer support and peer counseling;
xiv. PMIC substance use disorder services consisting of treatment provided by a substance use disorder licensed…
xv. Emergency services for substance use disorder conditions; 
xvi. Ambulance services for substance use disorder conditions; 
We will comply with 3.2.8.6 using our longstanding experience of 25 years coordinating SUD treatment. We address members’ person-centered needs through the service continuum outlined in items (i-xvi), through integrated programs for co-occurring disorders/comorbid conditions and through medication-assisted treatment (MAT). Our SUD approach is based upon the most current SAMHSA research. In Iowa, we will arrange, monitor and reimburse SUD treatment services (i-xvi) in accordance with Iowa Code Chapter 125, Iowa Administrative Rules 641–155, using the most current version of ASAM criteria published by the American Society of Addiction Medicine. We already use ASAM criteria in many of our plans, and transitioned all Tennessee providers to ASAM criteria in 2008. 
We know that heroin and opioid use and prescription drug misuse are significant public health challenges and require integrated strategies that include a full range of evidence-based services, including MAT. We will coordinate the care of those with SUD across all health providers and services to promote whole-health goals and outcomes. Equally important, treatment will have a locally based, person-centered approach to effectively promote community integration and ongoing recovery supports. We look forward to working with IDPH and the SUD community to introduce peer support and peer counseling (recovery coaching), which will provide a new level of services to members and their families.
xvii. Intake, assessment and diagnosis services, including appropriate physical examinations, urine screening …;
We will meet the requirements of (xvii) using our contracted network of certified, licensed SUD treatment programs and professionals. Our strategies to promote improved outcomes of care include timely access to urgent intake and screening, coordinated services between treatment providers and facilities and care managers that develop person-centered recovery plans. Medication-assisted treatment can address cravings, and support member engagement and retention. Expedited transitions across levels of care support established treatment plans and individual progress toward recovery goals.
xviii. Evaluation, treatment planning and service coordination; 
We will fully meet this requirement through our contracted network of certified, licensed substance abuse treatment professionals. Further, our Iowa staff will include care managers with experience in SUD care/service coordination, supported by the deep expertise of our national staff of medical directors which includes board-certified addictionologists and a number of psychiatrists/psychologists who have training and experience with SUD and dependence criteria.
xix. Substance use disorder counseling services when provided by approved opioid treatment programs that …;
We will reimburse all SUD counseling services delivered by approved opioid treatment programs, licensed under Iowa Code Chapter 125. We support contracting with local certified substance use treatment facilities that offer the full range of evidence-based treatments and alternatives, including all FDA-approved medication-assisted therapy options. We currently offer several specialized MAT networks across the country.
xx. Substance use disorder treatment services determined necessary subsequent to an EPSDT screening; 
We will comply with the delivery of SUD treatment services determined necessary subsequent to an EPSDT screening by including this requirement in provider contracts. We will assess whether screening has been completed through our quality management medical record review process.
xxi. Substance use disorder screening, evaluation and treatment for members convicted of Operating a Motor …; 
xxii. Court-ordered evaluation for substance use disorder; 
xxiii. Court-ordered testing for alcohol and drugs; 
xxiv. Court-ordered treatment which meets criteria for treatment services; 
We will comply with the delivery of substance use disorder screening, evaluation and treatment for members convicted of Operating a Motor Vehicle While Intoxicated and members whose driving licenses or non-resident operating privileges are revoked under Chapter 321J.2, using ASAM medical necessity criteria. We will also cover all court-ordered evaluation for SUD, court-ordered testing for alcohol and drugs and court-ordered treatment which meets ASAM criteria for treatment services.
xxv. Second opinion as medically necessary and appropriate for the member’s condition and identified needs …
We confirm we will cover second opinions as medically necessary and appropriate to the member’s condition from a qualified health care professional within the network or outside the network at no cost to the member. 
3.2.8.7 Iowa Health and Wellness Plan 
Members who are enrolled in the Iowa Health and Wellness Plan, with the exception of Medically Exempt …
We understand the array of services available to members of the Iowa Health and Wellness Plan as well as the services available under the Alternative Benefit State Plan Amendment and will administer services accordingly.
3.2.8.8 Peer Support/Counseling 
The Contractor shall implement a certified peer support/counselling program to empower members to take an …
Attachment 5 Question (3.2.8 Behavioral Health Services):
4. Describe your proposed peer support/counseling program.
We will implement peer support/counseling, as outlined in 3.2.8.8, as a core component of our recovery-driven BH delivery system. We have launched similar peer programs in 18 states, where we successfully use peer support and coaches to help individuals recover from mental illness and substance use. These initiatives also support state and regional efforts to reduce acute care costs and overall program expense. 
Proposed Iowa Peer Support Program
We will work with the State’s certified peer training programs to continue the current certified peer support training program and will also offer training to augment the coursework currently offered. Provider-delivered peer support will be available in a variety of settings, such as hospitals, ERs, FQHCs, IHHs, recovery community organizations (community-based), recovery community centers, health and/or other social services agencies, supportive housing, homeless shelters, churches or any place the person seeking services requests. We design and deliver peer services to be responsive and appropriate to different stages of the recovery process.
Living Room Model—Staffed by Peers and Clinicians
In Des Moines, we will launch a crisis prevention center staffed 24 hours a day, seven days a week, with a mix of clinical and peer support staff. This Living Room Model will be a secure and welcoming environment. Staff will help members find solutions in times of crisis, avoiding unnecessary hospitalization or involuntary detention, and learn skills to manage stress and crises. We will continuously assess the need for these centers in other areas of the State in collaboration with the State, the MHDS regions and all stakeholders.We embrace the Agency’s decision to implement SUD peer support. Our experience in NYC shows SUD peer support can improve quality of life and reduce acute utilization. Fifty-three percent of members who had a history of multiple SA admissions during the prior 12 months showed no readmissions post-peer intervention. (July 2009-2012)

It is our intent to augment our Living Room Model with a statewide warm line staffed by certified peer support specialists. Warm lines are effective tools to address escalating symptoms and therefore reduce crises by providing early intervention for MH, SUD and anyone who needs a warm voice. By providing support and skilled staff who can help members engage self-management techniques, warm lines help prevent crisis. 
Substance Abuse Peer Support Service Description
We commend the Agency on its decision to include SUD peer support and counseling as a covered service, and will assist the Agency in implementing SUD peer support, using our national experience. To develop the certified programs for these specialists, we will work with existing community organizations and peer-run organizations to augment their efforts including offering classes provided by our national and local peer support staff.
Nationally, we require SUD peer support specialists (recovery coaches) to be trained through a state-approved training curriculum and work under the supervision of a master’s level or higher practitioner. We can support the Agency’s efforts to develop similar requirements as it expands peer support services to individuals with SUD. Recovery coaches must have satisfactorily met and continue to meet the following screening criteria prior to and continuing throughout their performance as a peer:
Satisfactory completion and maintenance of all pre- and post-service training requirements including demonstrated understanding of the principles of recovery and resiliency.
Must be a current or former recipient of substance use services who can communicate effectively with members and families regarding SUD care and supports, as well as the rights and responsibilities of the member/family. 
Have one year of advocacy and peer support experience and one year of organizing or facilitating self-help groups.
Demonstrated use of self-directed recovery and resiliency, such as providing direct support to members being discharged from 24-hour care.
Establish and maintain collaborative working relationships with the member/family and assist and support the member as needed, including making care appointments. 
Avoid conflicts of interest with members and immediately disclose any potential conflict or situation that may jeopardize the peer’s compliance with the role’s responsibilities. 
Must effectively respond to concerns and questions from members/families.
Advocating for the Expansion of Peer Support
Because we strongly support the involvement of certified peer support specialists in every part of our service continuum, we will welcome input from advocacy groups, family organizations, the Agency and IDPH about further expanding the definition of peer support to include:
Family peer support specialists who have been trained to offer services and supports to families of children who have experienced emotional and behavioral challenges, and for children and adults with I/DD or for families of children in foster care.
Young adult peers who have successfully transitioned into the adult BH delivery system and are trained to work with teens who are preparing for that process.
Whole health peer coaches who work with individuals who live with both mental health and chronic medical conditions such as heart disease, diabetes and more.
Requiring peer support as an integral component of designated treatment services, such as crisis response and crisis stabilization services or transition/aftercare programs for individuals discharged from state psychiatric hospitals. We will continue the current requirement for peer support and community family peer support in the IHHs.
We also believe that peer support can help members maximize the impact of other treatment as well. Because Iowa already has significant experience with the use of peers in the mental health system, we look forward to discussing opportunities to pilot other peer programs, such as:
Working with MHDS region(s) to explore ways to use peers to support individuals receiving both Medicaid and non-Medicaid services concurrently.
Expanding the role of peers in IHHs that serve both adults with SMI and children with SED, especially in outreach and community reintegration.
Administrative Infrastructure to Support Peer Services
Our willingness to reimburse an expanded scope of peer support services is only one part of our overall commitment to a recovery-driven BH delivery system. We also are committed to infusing the voice and influence of members throughout our own organization. In addition, we commit significant administrative resources to providing training, technical assistance and financial support to the development of peer support services, outlined in our response to Question 3. As one of Iowa’s Medicaid MCOs, we will:
Hire a team of certified peer support specialists who will be located across Iowa to support existing peer organizations, help develop new opportunities for peer support services, consult with providers and provide training for peers and stakeholders
Commit resources to be used in combination with MHDS regions, other MCOs, advocacy organizations or other funders to support peer certification training
Bring in regular consultation from our national Consumer Affairs Team, on topics such as:
The Health and Recovery Peer Program (HARP), a mental health adaptation of the Stanford evidence-based practice, Chronic Disease Self-Management Program that focuses on whole health and general well-being 
Seeking Safety training for individuals who have histories of trauma and addiction
Pathways to Recovery that translates the evidence-supported approach of the Strengths Model into a person-centered, self-help approach
SMART Recovery, an alternative to 12-step programs
Technical assistance to consumer-run organizations to assist in meeting the standard for best practice fidelity measured by the SAMHSA Consumer-Operated Services best practice toolkit
Our member portal also includes extensive information ranging from self-screening to our online SUD support group, a CommunityCare overview, along with a wide array of other recovery-oriented materials and smartphone apps. A detailed description is in Question 5 below. 
3.2.8.9 Integrated Mental Health Services and Supports 
The Contractor must integrate informal support services provided by family members, friends and community-…
We acknowledge and will comply with these requirements. We have outlined our approach to integrate the support of family members, friends and community-based services into members’ BH treatment plans in response to Question 3 (3.2.8) along with providing the details of our self-help tools and resources in Question 5 (3.2.8). We encourage expansion of the covered benefits to incorporate reimbursement that covers natural supports, which is allowable under many HCBS programs. We will consider bundled payment methodologies or case rates to facilitate reimbursement of wraparound services. We will draw upon self-help systems, and will work closely with Iowa stakeholders. In close consultation with the Agency, we will use our national experience in other states to inform our approach and to evaluate viable compensation methodologies. For example, we recently gave a Council Bluffs consumer a scholarship to cover his costs of attending a conference of the American College of Mental Health Administration in March in St. Louis. He will share his learnings with colleagues in western Iowa. We also offered financial support to enable consumers from outside the metropolitan area to attend the consumer forum on peer support we held in Des Moines on May 19.
3.2.8.10 Prevention and Early Intervention 
The Contractor shall have a network of service providers that screen members for risk factors and early signs of …
Attachment 5 Question (3.2.8 Behavioral Health Services):
5. Describe your services for prevention and early intervention.
Provider Screening and Early Intervention
We know that screening and early intervention can significantly reduce the impact of mental illness and SUD, and we place significant emphasis on making prevention and early intervention information and services accessible to network providers and members. We will comply with the requirements of 3.2.8.10 by contractually requiring our providers to perform BH screening to early identify and refer members to treatment. Additionally, we will use numerous ways to facilitate provider screening and early intervention such as:In April 2015, we sponsored the NAMI Iowa Annual Research Dinner which highlighted improvements in treatment for mental illness and promoted early detection and intervention.


Promoting Screening and Early Intervention in BH Treatment Settings. We will support the responsibility and capacity of local IHH teams to lead health promotion and wellness efforts in their communities. Our transformational clinical managers, who will have oversight of the IHHs, will work with the IHHs to implement these activities. Our regional staff will address health promotion and wellness efforts in concert with local BH providers and advocacy groups for members not served in IHHs through health fairs and education on prevention measures and our self-management tools.
Promoting BH Screening and Early Intervention in non-BH Treatment Settings: Most behavioral issues are addressed in primary or non-BH specialty care settings. We will encourage providers to use universal tools such as the Patient Health Questionnaire-9 (PHQ-9) to assist in identifying concerns early and to help providers focus on early risk indicators regularly in care. Further, to promote screenings in these settings, we will introduce several provider supports, including:
The Iowa Behavioral Health Toolkit for the Health Care Professional (Toolkit). The Toolkit provides the non-BH provider with helpful links to important information about common BH conditions and treatment, such as depression screening. The Toolkit also assists providers in linking members to treatment, including clinical practice guidelines for prevalent BH and childhood disorders such as attention deficit hyperactivity disorder (ADHD), and explains and promotes the use of BH screening tools such as the PHQ-9 and the AUDIT-C alcohol screener. We will submit the Toolkit for the Agency’s review prior to distribution. 
CommunityCare. CommunityCare includes a number of assessments accessible to providers and members including the Children with Special Healthcare Needs (CSHCN) assessment. This tool helps providers identify developmental concerns with children early on and the need for further assessment and/or treatment and reduce gaps in care for young children. We will inform providers of these assessments and their purpose through our newsletters and training. 
Emphasize Screening and Early Treatment in Training: Our locally based provider training and online forums will reinforce screening and early intervention, such as how to use the CAGE-AID and the AUDIT-C for screening of substance-related conditions including binge drinking.
Offer Continuing Medical Education/Continuing Education Units with an Emphasis on Prevention: We offer providers free continuing medical education and continuing education units through OptumHealth Education. Wellness courses, such as “I Am Not Sick, I Don’t Need Help. How to Partner with Patients,” and “Early Intervention Is Prevention for Serious Mental Illness” will emphasize ways providers can engage individuals early on to prevent further escalation of their health concerns. 
Reinforce Use of Iowa’s Screening Brief Intervention Referral and Treatment (SBIRT): Through the Toolkit, our provider portal and other provider communications, we will continuously remind providers of SBIRT’s availability. Some providers may not be familiar with the appropriate billing codes, so we will include the appropriate billing codes in our Toolkit. We will coordinate our training with any IDPH-sponsored SBIRT training. 
Supporting Iowa’s SAPT Priority Populations: We will support IDPH-block funded prevention/early intervention initiatives to help ensure the programs’ success. 
Staff Outreach—Early Screening and Outreach
During outreach, our care managers and field-based staff focus on prevention and early intervention. When a new member screening identifies possible mental health or substance use issues, our care managers outreach to the member to perform more comprehensive assessments, using evidence-based screening instruments such as the Generalized Anxiety Disorders (GAD), two and nine-question screening instruments and the CAGE-AID alcohol and drug screening. Our care managers will use more comprehensive assessments including HCBS, condition-specific and other assessments (such as the InterRAI) to do more extensive screening and assessment. Information derived from screening and assessment will assist care managers to help members receive the appropriate treatment, referrals and supports. Our Universal Tracking Database and Impact Pro (predictive profiling) also help us identify members who have not received EPSDT and other preventive health care within evidence-based time frames and parameters. CommunityCare alerts providers to these gaps in care and provides data on whether the provider takes action to close treatment gaps.
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Education and tools to promote early awareness, detection and prevention of depression and other BH disorders are widely available on our award-winning member portal. Members learn of these resources—including assessments, self-help tools, articles and resources—through interactions with peer support specialists, care managers and providers. Some of the early awareness and preventive resources on our member portal include:
The Recovery Library: We are one of the first MCOs to offer members a Recovery Library. Created by Pat Deegan, Ph.D., a national consumer leader, the library offers numerous activation and self-care tools, videos and resources. 
Teen Happiness Center: Recognizing the rising rates of suicide and depression among teens, we have launched a strengths-based teen-specific site, focused on positive emotions and relationships.
Interactive Self-Help Programs: This popular series of online self-management and therapy enhancement programs for depression and anxiety, stress, and alcohol or drug use combine interactive exercises with vivid tools and images, peer stories and expert advice to provide education and ongoing progress reports tailored to individual members. Our Steps to Change cognitive self-help program for depression/anxiety guides members through tailored exercises to overcome negative thinking and develop healthier feelings and behavior.
Mental Health Condition Centers: Our peers, care managers and IHH staff will steer members, families and caregivers to relevant and helpful information available in our Mental Health Condition Centers and Life Stages Help Centers, which combine information from multiple sources on common BH problems in one easy-to-find area. These Centers provide help for members dealing with depression, grief, eating disorders, autism, domestic violence, and a host of other topics, and include information about symptoms, diagnoses, tests, treatments, prevention and other resources. 
Help Getting Started: This portal feature guides visitors to the right resource analyzing member response to questions that detect concerns about depression, stress, substance use and other issues.
Self-Assessment Tools: Interactive self-assessment tools aid members in self-screening for behavioral concerns such as depression and anxiety, as well as for medical comorbidities, including diabetes and heart disease. Our self-assessments provide members who may be uneasy about seeking immediate professional help with educational articles, links to support groups and access to our online provider search. Members can print assessment results and share with their provider during appointments and with their supports through myJournE. Members also can respond anonymously and receive evidence-based follow-up recommendations and earlier access to treatment when needed. 
As a way of further strengthening the IHHs’ capacity and outreach, we will enhance their efforts to provide health promotion and wellness activities by providing access to our health and wellness information, library and other online resources. In addition, care managers and our transformational and clinical consultants supporting IHHs will be familiar with these resources and can use the portal in person with members for demonstration purposes to increase member engagement with the tools. Within the IHHs, health promotion activities can be structured around our portal content to continually reinforce use of the tools. 
Family and Community-Based Support
Community-based training promotes awareness and understanding of BH conditions, which can also lead to earlier identification of challenges and improve early intervention. Improved family and community understanding are important factors in improved treatment outcomes. Training also reduces stigma and can provide education and encouragement for individuals to seek treatment when needed. Nationally, we sponsor MHFA, Seeking Safety and QPR trainings, as well as facilitate referrals to educational and recovery-oriented support groups (such as NAMI, Federation of Families). We are a strong supporter of advocacy groups, and have integrated advocacy resources within our care coordination program. Our care managers, as an example, have a pop-up on their screens, prompting them with the question, “Have you referred the member to a peer support group?” because we recognize the importance of linking members to strong advocacy groups.Collaborating with Iowa Advocacy Groups
In Iowa we have already begun working with local advocacy groups to sponsor training. For example, we are supporting the Greater Des Moines NAMI chapter to provide PCP training on how individuals with mental illness and their families experience medical care. The training is presented by a peer specialist, family member and BH professional. 


Improving Access to Care and Support
Improving access to care means that the member can get into treatment earlier and generally experiences a shorter duration of illness and improved treatment outcomes. Members who access routine care early are less likely to require more intensive services. Given this, we will continually monitor network access and as needed, launch telepsychiatry and recruit providers to establish new locations to improve access to care. 
3.2.8.11 Court-Ordered Mental Health Services 
The Contractor is responsible for the provision of all covered and required mental health services ordered for …
We acknowledge and will comply with this requirement to provide covered and required mental health services ordered through court action which fall under our UM guidelines. At any time there is a disagreement on appropriateness of services, we will identify appropriate alternative treatment prior to court hearings. In Iowa, we will hire and train a legal system liaison who will communicate with the courts, Iowa Corrections, providers and our care coordination staff. Our staff will administer the special requirements related to members at a state mental institute who are between the ages of 21 and under age 65. During implementation, we will present our policies to the State regarding notification, documentation and reimbursement (such as reimbursement of one evaluation per inpatient episode). Further, we will fund all court mandated placements under Iowa Code Chapter 812 and the Iowa Rule of Criminal Procedure 2.22.
3.2.8.12 Court-Ordered Substance Use Disorder Services
The Contractor shall provide all substance use disorder services ordered for members through a court action …
We acknowledge and will comply with the requirements of 3.2.8.12. We understand that significant efforts have been invested to align court orders with SUD service necessity guidelines both on a system level and for individual clients. We will continue this work through our legal system liaison, who will communicate regularly with corrections and the courts about the use of service necessity criteria and about our clinical recommendations for specific clients who are under a court order for substance use treatment. During implementation, we will share our policies and procedures specific to court-ordered services.
3.2.8.13 Services at a State Mental Health Institute 
The Contractor shall authorize payment for inpatient treatment at state mental health institutes based on the …
3.2.8.13.1 For Members Age 21 and Under or 65 and Older 
The Contractor shall authorize and pay for all inpatient treatment for members twenty-one (21) years of age …
3.2.8.13.2 For Members Over Age 21 and Under Age 65 
The Contractor shall not pay for services for members over the age of 21 and under the age of 65. 
We will follow the guidelines related to reimbursement for inpatient treatment for members under/over the age of 21 or under/over the age of 65 at state mental health institutes. We will share our proposed authorization and reimbursement policies with the Agency during implementation and make changes necessary to ensure our full compliance. 
3.2.8.14 Pregnant Women that have a Substance Use Disorder 
Women who are pregnant and have a substance use disorder shall be a priority population to serve. The …
Attachment 5 Question (3.2.8 Behavioral Health Services):
7. Describe how you will support IDPH-funded Women and Children services.
We confirm that women who are pregnant with an SUD will be a priority population for treatment and services. We will support and integrate Iowa’s efficient and effective IDPH-funded statewide network of SUD treatment programs that serve participants without any payment sources.
We know that women represent a significant percentage of IDPH-funded SUD admissions (30 percent in 2013), and in Iowa as in many states, this population is becoming a more intensive population to treat. During 1999 to 2013, among all Iowa participants, alcohol has been the most commonly used primary substance at admission. Marijuana is the second most commonly reported primary substance at admission in all years except 2013, when a higher percentage of participants (25 percent) reported methamphetamine compared to marijuana (16 percent). (The Iowa Consortium for Substance Abuse Research and Evaluation, Annual Outcome Evaluation Trend Report, November 2014)
In Iowa, women and their children receive a core set of IDPH-funded services. In addition to treatment, the specialized women’s programs include ancillary services that contribute to recovery for women, such as women’s health clinics, on-site daycare, parenting classes, children’s health care and gender-specific therapeutic approaches. Services are paid through braided funding, inclusive of Medicaid-funded treatment services along with IDPH-funded room and board. 
Supplementing Core Services
Our goal is to supplement this core set of services with wraparound services and supports to help families remain strong. We will assign the wraparound support for each family to a BH care manager with SUD experience. The care manager will, with the member, her natural supports and treatment team, build a plan of care that incorporates any needed wraparound services. We will identify these services through our comprehensive Iowa-specific resource locator, Healthify. Wraparound services and supports will be coordinated through resources such as the Evelyn K. Davis Center for Working Families in Des Moines, Moms off Meth support group, QuitLine Iowa for smoking cessation, local Women Infant and Children (WIC) nutrition programs, the University of Iowa regional nutrition programs and Mentor Iowa, a mentoring program for children who may have experienced abuse, neglect or delinquency. 
Since the majority of women in the program are likely to be Medicaid enrollees with access to Medicaid-funded benefits including SUD peer support, we will offer a Recovery Coach, a peer with lived SUD experience, to support those receiving IDPH-funded Women and Children services. Ideally, recovery coaches will be women who experienced SUD issues during their pregnancies. Our certified peer will offer hope as well as specific techniques and tools to support the mother’s recovery during her transition back to the community.
Additionally, with the agreement of IDPH, we will pilot A Woman's Path to Recovery, a clinician-led evidence-based program recognized by SAMHSA for women with SUD. The model uses chapters from “A Woman’s Addiction Workbook: Your Guide to In-Depth Healing” as the basis for 12 90-minute sessions conducted by clinicians over eight weeks. 
Offering Family Support
Across the State, there are four specialized residential treatment programs that admit women and their dependent children. In some cases, women must travel far from home and be disconnected from families and other natural support during treatment. One way we propose to support women and their children is to bring videoconferencing to these centers to keep families connected. To facilitate this, we have a limited number of all-in-one computers that we can make available to the residential centers at no cost. We will deliver family videoconferencing similar to the way we propose to deliver telepsychiatry in the State—using Vidyo. 
Delivering Tools and Resources
In addition to family videoconferencing, we will make available a variety of tools and resources to support families including our:
Wellness Recovery Action Plan (WRAP) App: Our WRAP app helps people manage their symptoms, communicate their needs, identify, prepare and manage triggers, create advance directives and a post-hospitalization plan. 
Three Recovery Toolkits: Three kits are available: one for MH, one for SUD and one for family members. These toolkits contain free online self-care tools and resources families can use to work on their wellness between visits. 
Recommended Addiction Recovery Apps: Via our member portal, we feature 12 recommended apps that can be used to support addiction recovery. 
Self-Paced CBT Programs: Cognitive Behavioral Therapy (CBT) programs are offered through our portal for addiction, depression, anxiety/stress and alcohol. 
Online Support Groups: We will launch a pilot in Iowa with Support Groups Central to customize support groups for our members, using a video-enabled webinar. The group begins with 15 minutes of psychoeducation focusing on an aspect such as triggers, trauma or mindfulness. After the education, open discussion is encouraged using the meeting’s educational theme to promote conversation. Our experience in Kansas shows this online support is well-suited for individuals who cannot attend a face-to-face group. 
Seeking Safety: We train our staff and/or community volunteers to lead Seeking Safety groups. Research on this program shows it is especially helpful for individuals living with addiction issues. 
Monitoring Services through Retrospective Review
Another way we will support IDPH-funded Women and Children Services is by closely monitoring IDPH treatment providers to ensure women receive the help they need, and that impact to the children is minimized by the use of substances. Under Iowa’s SAPT Block Grant funding, pregnant women who are in need of SUD treatment must be admitted within 48 hours of seeking treatment. We will use the State’s I-SMART system reporting to ensure providers comply with this time frame. In addition, as a priority population, the care of pregnant women who use substances will receive an enhanced focus during provider retrospective reviews. As needed, we will offer technical assistance and follow-up visits that focus specifically on the appropriateness and effectiveness of treatment delivered to this priority population. 
3.2.8.15 Outreach Services for IV Drug Users 
The Contractor shall ensure that providers providing services to IDPH participants who are intravenous (IV) drug …
Attachment 5 Question (3.2.8 Behavioral Health Services):
6. Describe how you will ensure providers conduct outreach activities for IDPH participants who are IV drug users.
Because they are a priority population, IDPH participants who use IV drugs will be a special focus for prevention, education and outreach efforts. Our provider contracts will include requirements related to outreach to this population to address the requirements in 3.2.8.15. Our Provider Administrative Guide and other written materials, as approved by IDPH, will reflect these requirements. 
We understand that these services are delegated to providers who will select, train and supervise outreach workers. During implementation, we will meet with the State to gain additional understanding regarding provider requirements and the nature of the programming already in existence. 
In close communication and partnership with IDPH, a clinical quality analyst will be responsible for monitoring provider compliance with contract requirements related to outreach to participants who are IV drug users. The retrospective review process will also help us determine whether providers are engaging in appropriate and necessary outreach to these participants. We will work with providers to implement corrective action plans to improve their outreach efforts when indicated. If necessary, we will terminate contracts with ineffective providers and divert the dollars to another provider(s) with more effective outreach and engagement programs for the IDPH participants who are IV drug users.
Through our efforts to expand peer support services statewide, we will offer SUD peer support to those IDPH participants with the highest risk, such as individuals with complex needs and who have long-term and repeated utilization of SUD services. For these participants, peer support will be a supplemental support, rather than a covered service. 
There is a growing accumulation of evidence-based practices and medication-assisted therapies available for SUD (including opiates) to support recovery. To implement these best practices, our national staff includes board-certified addiction psychiatrists and a number of psychiatrists/psychologists who have training and experience with the treatment of SUDs.
3.2.8.16 Tuberculosis Services 
The Contractor shall make available tuberculosis services for IDPH participants through its contracts with the …
UnitedHealthcare confirms that we will make tuberculosis screening services available through network providers in compliance with the Iowa Administrative Code. Providers will be required by contract to test for tuberculosis in the designated populations. Tuberculosis Screening Criteria will be distributed to and followed by all IDPH providers. As an example, residential clients will be screened within 30 days of admission. The importance of compliance with this requirement will be reinforced through provider training sessions and will be monitored through annual on-site provider retrospective reviews/technical assistance visits. The requirement will also be detailed in our Provider Administrative Guide and other provider communications, as approved by IDPH. 
3.2.8.17 Evidence-Based Coverage 
The Contractor shall develop, maintain and at least annually review and update a compendium of evidence- …
We will develop, maintain and review evidence-based practices to comply with requirements of 3.2.8.17. Each year, and when there are emerging evidence-based practices, we will review our clinical BH clinical practice guidelines specific to adults and children based on published references from the American Psychiatric Association (APA), The American Academy of Child and Adolescent Psychiatry, ASAM and the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. We also review new bodies of evidence-based practices advocated by SAMHSA regarding many recovery-oriented services. We will share our findings with the Agency and IDPH regarding new evidence-based care approaches and any recommendations our reviewers have for changes to covered services or clinical guidelines. We disseminate these practices to network providers and often provide training on application of the practices. 
3.2.8.18 Services for Children with Serious Behavioral Health Conditions 
The Contractor shall implement a screening protocol and comprehensive treatment approach to be used by its …
Attachment 5 Question (3.2.8 Behavioral Health Services):
8.  Describe your screening and treatment protocol for children with serious behavioral health conditions. Provide a sample crisis plan and describe how you will work in collaboration with local school systems.
We acknowledge the requirements of 3.2.8.18 and will implement a screening protocol and comprehensive treatment approach for our provider network using industry standards. Children with BH conditions will be initially identified through primary care/pediatric providers, initial health risk screening or through outreach from one of our community-based care managers. A primary foundation of our primary care services for children and youth will be EPSDT screening and evaluation to ensure that BH concerns are identified early and that any additional testing or services needs identified are delivered. We will require pediatric settings to engage in universal screening to help identify children with serious BH conditions early. This screening and evaluation, which complies with periodicity schedules, will be tracked through our Universal Tracking Database. We will convey screening and evaluation information to providers via CommunityCare, our integrated coordinated care platform, and during clinical staff outreach.
When a screening identifies a potential BH need, the child/family will be referred to a BH provider who will conduct a comprehensive assessment and evaluation to determine the BH needs and to work with the child and family to develop a treatment plan. The plan that is developed with child/family engagement, child-centered goals and information on community supports will be incorporated into the member’s overall care plan. If the child qualifies, the care plan will include waiver services and supports such as those available through the CMH Waiver.
To help providers conduct effective screening, we make screening instruments, tools and education widely available to providers via CommunityCare, in our Provider Administrative Guide, our provider portal and through tools and resources, such as the Behavioral Health Toolkit for the Health Care Professional. Each of these resources will provide an overview of recommended screening instruments and our child and youth-specific clinical practice guidelines. Our clinical managers assigned to the IHHs will also work with the health homes to ensure that universal screening and treatment protocols are used across all settings.
Screening Protocols
Our recommended screening protocol includes brief screens for depression, substance use and anxiety during each provider visit, and similar screens conducted during our initial health risk screening at enrollment. Additional screening and assessment are conducted when signs, symptoms or brief screening suggests the need for more in-depth evaluation.
We use a combination of Web-based training, targeted provider education and communication, and on-site training to educate all providers regarding our screening and treatment protocols. We promote our Psychiatric Information Line to PCPs (including pediatricians) which connects providers to board-certified psychiatrists, including child psychiatrists, who address questions specific to BH prescribing and treatment. Further, our network managers support and educate network providers on many elements of BH conditions, including the use of these specific screening tools:
Children with Special Health Care Needs (CSHCN). The CSHCN screening instrument is embedded in CommunityCare and administered for those children identified as high risk or who are at risk for special health care needs. The CSHCN tool is normed for children ages 0-17 and was developed in collaboration with NCQA, the Agency for Healthcare Research and Quality (AHRQ), Family Voices, the Association of Maternal and Child Health Programs and Neserve.org. In addition to assessing health status, medical history and functional status, the tool also assesses diseases and symptoms being experienced as well as the child’s emotional, behavioral and chemical use status. 
Trauma Symptom Checklist for Children (TSCC). The TSCC measures severity of post-traumatic stress and related psychological symptomatology (anxiety, depression, anger, dissociation) in children ages 8-16 years who have experienced traumatic events, such as physical or sexual abuse, major loss or natural disasters. 
Patient Health Questionnaires (PHQ-2 and PHQ-9). The PHQ provides information on symptoms of depression and anxiety including thoughts of self-harm. These evidence-based tools are normed for children ages 16+. We recommend that providers administer the PHQ-2 at least annually, and to use the full PHQ-9 at any time when additional information is needed to fully screen the member. 
Generalized Anxiety Disorder (GAD-7). This seven-question screening instrument assesses members who are 12 years or older and who report or have been identified as having anxiety signs and symptoms.
The CAGE-Adapted to Include Drugs (CAGE-AID). The CAGE-AID, normed for children ages 12+, is recommended at any time when substance use is suspected. We will encourage use of the CAGE-AID in response to IDPH’s priority on addressing the growing rise of substance use among Iowa youth. 
Alcohol Use Disorders Identification Test – Consumption Questions (AUDIT-C). This three-question assessment tool is used to identify potential alcohol use disorders among adults 18 years or older.
Health Plan Screening
All members, including children (with their caregivers), will receive a face-to-face or telephonic initial health risk screening at enrollment from our staff/welcome center each year. During these contacts, the child or adolescent’s status is screened on many levels, using the same tools as those described above and required for providers. Children with serious BH needs will receive outreach, either telephonically or face-to-face, from a locally based BH care manager who will conduct these screens and as needed, use other condition-specific screeners. This will drive our care managers’ ability to identify children with BH conditions and to ensure that children with potentially serious emotional needs receive urgent referral to a provider. 
Additionally, our BH care managers will use the InterRAI, the State-approved screening instrument, to identify those families that can benefit from the wraparound services included in the CMH Waiver.
Best Practice Childhood Treatment Protocols
We educate providers regarding Best Practice Guidelines and make guidelines available to our providers via our Web portal. These guidelines were established by the American Academy of Child and Adolescent Providers (AACAP), an organization of child and adolescent psychiatrists and physicians established in 1953. We also publicize these guidelines in newsletters, our Provider Administrative Guide and during face-to-face training. The guidelines cover the following child and adolescent disorders: 
	Attention deficit hyperactivity disorder 
Anxiety disorders
Autism and other developmental disorders
Bipolar disorder
Conduct disorder 
Depressive disorders 
	Obsessive compulsive disorder
Oppositional defiant disorder
Post-traumatic stress disorder
Reactive attachment disorder
Substance use disorders
Suicidal behaviors


Crisis Plans
During periods of wellness, we will encourage the child/family to create a crisis plan. A crisis plan template is integrated within our clinical management system, and is also embedded within our WRAP app and community-based system. Members who are at risk of or who have experienced a BH crisis can complete a crisis plan with their family, peer support specialist, provider or our clinical staff that details the triggers that can lead to a crisis and how to identify and mitigate them to avoid future crisis. Providers, members and their families can access the plan when the member is experiencing difficulty. Please refer to Attachment 3.2.8.18 Sample Crisis Plan. 
Collaboration with Juvenile Justice for Child Stabilization 
We will collaborate with the Division of Adult, Family, and Children Services in delivering staff training as well as treatment services to child welfare and children involved in juvenile justice. We will coordinate with the Agency to meet goals for safety, permanency and well-being of the child and will authorize medically necessary appropriate health care services to complement child welfare and juvenile justice services upon request from Agency field workers or juvenile court officers. 
New Mexico is one of the states in which we gained significant experience in linking services together to create a Children’s System of Care. During our tenure as the statewide BH entity, we developed a comprehensive coordination of care process which required Core Service Agencies (CSAs) to provide assessments within 48 hours for youth who were juvenile-justice involved, thought to have SED or recently placed in protective custody. As a result, we identified children’s needs earlier, coordinated community-based alternatives to keep children in their own environment and prevented incarceration and admission to intensive services. We will collaborate with Iowa stakeholders to create similar programs. Iowa Collaboration
In May, we began to offer joint training with the Iowa Coalition for Children and Families, supporting the work of Sue Dess of Crestline Advisors with Coalition members. 
Starting with the implementation period, we will collaborate with the Agency and the Iowa Foster and Adoptive Parents Association to develop services and supports to meet the specialized health needs of children who were in foster care and have been adopted.

Monitoring Psychotropic Prescribing for Children and Youth
To monitor the prescribing of psychotropics for children and youth, including those in foster care, we translate our pharmacy guidelines into prospective DUR edits, PA algorithms and retrospective DUR analysis. As an example, we can establish a PA requirement that directs the pharmacist to contact the prescriber to initiate a PA request the first time a psychotropic drug is prescribed for a member under the age of 5 years. The prescriber will have to document the need for that drug including rationale such as non-responsiveness to cognitive-based therapy, justification for duplicate antipsychotics or antidepressants in a member under the age of 18 years.
We routinely conduct retrospective drug utilization review analyses to identify appropriate drug use by age. We use algorithms specifically targeted at psychotropic use by children and adolescents that will also incorporate any state-preferred and HEDIS guidelines. We retrospectively look at utilization to detect medication adherence, such as gaps in use of psychotropic medications or overutilization of psychotropic medications. We identify prescribers whose prescribing patterns exceed acceptable parameters. We provide education to the identified prescribers through our care managers, peer-to-peer contacts and written materials. For example, if a child meets one of the following criteria, we initiate peer-to-peer discussions with the treating practitioner to determine the rationale and appropriateness of the therapy and, if appropriate, recommend alternative practices:
Two or more antipsychotic medications prescribed at the same time
Under the age of 3 and taking antipsychotic medication
Receiving duplicate antidepressants (polypharmacy)
Any child on four or more psychotropic medications (polypharmacy)
We also track the utilization of drugs for the treatment of ADHD, a frequently diagnosed childhood condition. 
Experience with School-Based Services
As part of our person-centered and community-based approach in Iowa, we will work with local schools as well as with the Iowa Department of Education to enable BH providers to participate in the IEP process for members they are serving and we will invite school staff to participate in our ICTs.
Another area we have identified as a collaboration opportunity is working with the Iowa Department of Education to develop a pilot for school-based services with one or more of Iowa’s school systems. Further, we will collaborate with the existing Iowa school-based mental health therapists and with Iowa educational stakeholders to enhance existing school-based services. Telepsychiatry, including the services of therapists and psychiatrists, is one of the strategies often used in a school-based setting and could be an added enhancement. Our goal is to work with a number of partners to enhance school-based services and offer services that specifically address the needs of individual communities. For example, we plan to engage our community health workers to partner with schools as part of the ICT. The specific programming and services provided by community health workers are individualized and matched to the communities and specific needs. In addition, in accordance with Iowa Medicaid rules, we will support school-based mental health/SA treatment providers in their ability to provide therapy in the school which allows the child to stay in school and not miss academic time by traveling to the local provider’s office. This approach also resolves transportation issues and reduces missed appointments. 
We are helping to build national models of care for children’s mental health. In 2013, the United Health Foundation awarded a $2.9 million grant to the Washburn Center for Children in Minneapolis to create a nationally renowned children’s mental health training program. Through the Institute, Washburn is creating an innovative, replicable national model for integrating children’s evidence-based mental health practices with training, practice and evaluation, enhancing the mental health care experiences of children across the country. We will be pleased to share the outcome of this work with the Agency and other stakeholders.
3.2.8.19 Reserved 
3.2.8.20 Parity 
In furnishing behavioral health benefits, the Contractor shall comply with the Mental Health Parity and Addiction …
Attachment 5 Question (3.2.8 Behavioral Health Services):
9. Describe how you will ensure compliance with the Mental Health Parity and Addiction Equity Act.
Since the passage of Mental Health Parity and Addiction Equity Act (MHPAEA) in 2008 and the release of the Final Rules for commercial group plans and proposed Medicaid rules, we have led the industry to ensure that our financial and clinical models are parity compliant. Our internal MHPAEA compliance workgroup, composed of network, regulatory, clinical and legal subject matter experts, has conducted a thorough review of MHPAEA’s impact to all key organizational functions covering our benefits, clinical management processes and network contracting. Studying the MHPAEA’s Impact
We are partnering with the University of California, Los Angeles (UCLA) and the RAND Corporation to document the impact of the MHPAEA by analyzing administrative data collected before and after the Act’s implementation. We are analyzing data to examine changes in BH care benefit design and management, utilization patterns, costs and administrative data-based outcomes (such as avoidable hospitalizations, continuity of care) before and after the provisions of the MHPAEA took effect. Descriptive analyses of the changes in benefit design and management will precede quantitative analyses of the changes in utilization, cost and outcome.

With the release of the Final Rules for Commercial Group Plans and the Proposed Rules for Medicaid plans, we have continued to support ongoing compliance for all plans subject to parity. Our support for parity compliance includes: 
Providing expert consultation and recommendations regarding compliance with MHPAEA as specified in the benefit plan
Ensuring medical management techniques applied to mental health or substance use disorder benefits are comparable to and applied no more stringently than the medical management techniques that are applied to medical and surgical benefits
Ensuring that the criteria for medical necessity determinations for mental health or SUD benefits are available to any current or potential member, or contracting provider. Our level of care (LOC) and coverage determination guidelines are available to the public 24 hours a day, seven days a week online 
Ensuring that the plan benefits include a clear description of the behavioral levels of care and services covered
Maintaining a clear and easily accessible process for filing appeals and complaints that complies with all regulatory requirements, including NCQA and URAC accreditation requirements
Offering robust provider networks that can provide adequate capacity to ensure parity of services
Monitoring the availability of providers and including an easy way for providers to note in our online directory that they are not accepting new patients
Providing a clear reason for any denial of reimbursement or payment with respect to mental health or substance use disorder benefits to members 
In support of this commitment, we use detailed Quantitative (QTL) and Non-Quantitative (NQTL) Treatment Limitation data collection tools. These tools support:
Documentation of the quantitative testing required by parity (substantially all and predominant testing)
Alignment of the non-quantitative treatment limitations applied to mental health or SUD benefits
When applicable, we have also evaluated and aligned the standards for provider admission and reimbursement rates to participate in our network to ensure the process used for mental health and substance use is comparable to and applied no more stringently than that applied to the medical/surgical benefits. Finally, we ensure that individuals have transparent access to the necessary information to compare NQTLs of the medical/surgical benefits and mental health or SUD benefits under the plan. This information can be made publicly available online and documents comparable information regarding the processes, strategies, evidentiary standards and other factors used to apply an NQTL with respect to medical/surgical benefits and mental health or SUD benefits under the plan. These ensure that individuals have the necessary information to compare NQTLs of medical/surgical benefits and mental health or SUD benefits under the plan to effectively ensure compliance with MHPAEA. Our UnitedHealthcare Public Parity Site can be found online at uhc.com/united-for-reform/health-reform-provisions/mental-health-parity. 
3.2.8.21 Mental Health, Substance use disorder, and Physical Health Integration 
If an individual is not enrolled in an Integrated Health Home, the Contractor must ensure the coordination of …
Attachment 5 Question (3.2.8 Behavioral Health Services):
10. Describe how you will provide care that addresses the physical and behavioral health needs of members in an integrated manner.
Over the past 10 years, we have invested considerable resources to develop an approach that has been nationally recognized because it not only integrates physical, mental health and substance use, but also incorporates the individual’s functional, vocational and socioeconomic needs. Based on our experience in Iowa and other states, we have developed and implemented policies and procedures that promote integration among our health plan staff and network providers which comply with requirements of 3.2.8.21.
At the same time, we have worked toward integration at the system and operational level to provide comprehensive data and system integration that further enables an integrated model, interdisciplinary care coordination/consultation, integrated training and QM, and the evaluation of outcomes based on analysis of a wide array of member-centric information. Advances in our data systems allow us to share information, with the member’s permission, with other providers and systems of care serving a member, which further enables collaborative care and a holistic model of whole health.
Whole-Health ScreeningThe Value of Integrated Care
In Tennessee, our integrated model achieved significant reductions in acute care and improved follow-up after hospitalization1 
16 percent decrease in inpatient utilization statewide
8.3 percent decrease in psychiatric admissions (West TN)
HEDIS Improvements2
42% improvement in follow-up after hospitalization within seven days
32% improvement in follow-up after hospitalization within 30 days
1Year over year results, 2012-2013
22009-2012 West Tennessee HEDIS Rates

Our whole-health initial health risk screening is one of our first steps to capture a member’s holistic needs. Members with the highest needs receive this screening within 30 days of enrollment. We encourage all other members to complete an annual initial health risk screening. Our assigned clinical managers also work with the health homes and IHHs to ensure members they are treating receive annual health risk screening. Members enrolled in LTSS also receive annual health risk screening at minimum.
Our initial health risk screening incorporates whole health aspects to assess the member’s biopsychosocial needs and past/current health care needs to ensure members are connected with appropriate services. A customized risk report derived from our initial health risk screening informs the member and providers of identified risks. These findings and Impact Pro risk scores become part of the clinical information available to the member and the care team through the CommunityCare clinical record—which can be shared with all providers. 
Integrated Profiling and Risk Stratification
Our integrated claims system helps us identify and stratify all members. Rather than using separate BH, pharmacy, lab and physical health claims, we are able to combine all claims across these datasets to identify those members with multiple care needs. Members with multiple diagnoses, including comorbid diagnoses (physical and behavioral), are often stratified as high risk. The risk stratification based on claims data can identify members with high-risk indicators such as frequent ER utilization, non-adherence with prescribed medication and/or polypharmacy utilization. Members in the high-risk category who are not engaged in an IHH are assigned to a care manager who has experience and training appropriate to the member’s needs. For example, a member with primary BH needs would receive the support of a BH care manager.
Care Coordination
Our care managers will be located throughout the state, living and working in the areas where members reside. We will hire care managers with a wide background of training and experience, including BH. They will work together as an integrated team, rather than in separate centers, ultimately reporting to the same clinical directors to ensure a cohesive team approach. 
Members with the highest risk needs will receive additional support through our interdisciplinary clinical rounds (clinical case reviews). For example, for a member who has a primary diagnosis of schizophrenia, a history of ER utilization, non-adherence with medication, diabetes and criminal justice involvement, a BH care manager (a master’s-level licensed clinician) will lead this member’s integrated care team with support and consultation from a nurse. Depending on the member’s needs, other disciplines on the interdisciplinary team may include pharmacy, community health workers, peer specialists and our legal system liaison to address the criminal justice involvement.
Our interdisciplinary clinical staff shares the same clinical reporting platform for documenting member information including all diagnostic axes, pharmacy and lab data. For example, care coordination for a member with schizophrenia and uncontrolled diabetes would occur seamlessly as both the nurse and the BH care manager will share the same real-time access to information and data to support coordinated and real-time management of the member’s care. 
Another central feature in this platform is the individualized, comprehensive and integrated care plan. This plan encompasses all the individualized components (individual recovery goals and preferences, family input and preferences and community and natural supports) as well as interdisciplinary provider diagnoses, goals, clinical impressions and treatment approaches. Each member has one care plan and all members of the team including the member and others authorized by the member have access to the entire integrated approach to care. This also allows providers to share valuable data about treatment components, challenges and next steps as a way to reduce duplication and improve the quality of care. 
Members with the most intensive needs will be assigned to a health home or an IHH to integrate medical, behavioral and socioeconomic needs. To facilitate sharing of information and integration of care, we connect real-time hospital and claims data into an actionable practice-based Population Registry for health home and IHH use, supplying admission, discharge and transfer (ADT) data from local hospitals and providing member-specific, evidence-based gaps in care. We will hire clinical managers to perform oversight of health home and IHH practices to ensure consistency in practices across integrated care settings. Our staff will include a transformation consultant and clinical managers, including ones with BH experience.
Provider Care Coordination
Our Provider Administrative Guide, which is an integral part of our contracts with our network providers, sets forth a number of expectations for care coordination, including:
As part of the treatment planning process, physical health and BH providers are expected to assist the member in identifying all of his/her health concerns. 
Providers are expected to support members in finding providers to address health concerns outside their area of expertise, refer the member to that provider (e.g., a PCP might refer a member to a BH provider), and coordinate ongoing care with those providers.
As part of the member’s integrated treatment team, providers are to request releases of information from the member to enable them to share clinical information, including the crisis and relapse management plan, with others on the team. 
Providers are responsible for and required to update their own clinical records and update information in CommunityCare so the member’s integrated team has access to important changes in the member’s condition or treatment services.
As we develop performance indicators and outcome measures, we expect to include parameters that reflect the provider’s effectiveness in supporting requirements related to integrated treatment teams.
CommunityCare
CommunityCare, our integrated coordinated care platform, plays a central role in provider care coordination. It houses a single, shared, integrated clinical record that incorporates all plan-funded services as well as an array of other demographic and historical data about the member. With member consent, CommunityCare is available to the member’s providers as well as multiple non-provider users (such as caregiver, social supports) and members via a Web portal. Through this tool, users—with customized access to portions of the clinical record necessary to perform a particular role or function—will have a holistic view of members’ information, including utilization of services authorized, prescription history, initial health risk screenings, care plans, and care and disease management programs. It also enables providers to coordinate care in real-time, including medication management, treatment plan updates, appointments and referrals and other aspects of care.
Training
Our training programs promote expertise in integrated care for BH and physical health staff including outreach, UM, care coordination, pharmacy and network management. Our training extends across our plan and services:
We will train our Iowa peer staff on Whole Health Action Management, which teaches person-centered planning around science-based health and resiliency factors to promote prevention.
Our integrated call center staff is jointly trained and prepared to triage emergencies 24 hours a day, seven days a week, whether the nature of the emergency is physical or behavioral. 
Member orientation and training provided by our peer support specialists, as well as our Member Handbook and other educational material, is designed to help the member and family understand the importance of integrated service planning and delivery.
Quality Management
Our fully integrated QM Program includes a systematic process for monitoring, evaluating, and improving the quality and appropriateness of all services to members, including BH. BH-focused QI staff is fully engaged in the overall QM. The integrated quality committee structure includes key medical and BH subject matter experts to allow open lines of communication and collaboration on quality activities as they relate to medical/behavioral integration. Oversight of the Quality Management Program is the responsibility of the Quality Management Committee (QMC), which ensures the integration and coordination of administrative and clinical data collection and reporting for both medical and BH services. Through our QMC structure, we collect data on BH-specific metrics and those with a component related to BH, monitor trends, and evaluate performance for improvement opportunities in physical health outcomes resulting from BH integration.
Data is shared with providers, members and other stakeholders through the QM committee structure, which includes sub-committees with representation from all key participants in the health care delivery system. Quality data also is incorporated into individual provider profiles and aggregated into regional and statewide reports that reflect key factors to support a variety of ongoing monitoring efforts, including:
Individual provider profiling and identification of opportunities for training at the individual provider level
Identification of training needs for all or specific sub-sets of the network
Identification of gaps in the continuum of care either statewide or in particular locations
Emerging utilization trends, by LOC, geographically or by age group
Changes in member satisfaction or concerns across the state or within specific regions
Performance improvement initiatives or other steps taken in response to QM data are all recorded as part of the QM program, with findings/resolution/outcomes documented. 
Developing and Implementing Mechanisms to Improve Continuity of Care
In Iowa, we will focus significant resources on implementing high-quality services consistent with clinical guidelines and evidence-based practices, develop specialized pharmacy benefit policies, build upon provider strengths and community resources, and enhance member and family recovery and resiliency. In addition, we will continue to develop innovations to better address the needs of our members, improve outcomes and lower costs. Our strategy includes:
Implementation: Prior to go-live, we will review our current policies and procedures regarding screening, referral and co-management of high-risk members with BH and medical conditions and assess/modify them as appropriate during the implementation phase to ensure optimal efficiency and integration. 
Training: We will build on existing orientation and ongoing training programs to promote expertise in integrated care for BH and medical staff (including member outreach, UM, integrated care coordination, pharmacy and network management). We will work with the MHDS regions and provider organizations such as the IACP and the Primary Care Association to develop and deliver training programs for BH and medical providers, e.g., training for providers and peers on WHAM facilitation, when available from the WHAM developer.
Iowa Health Information Network (IHIN): We will actively support the ongoing implementation and expansion of Iowa e-Health, collaboration among consumers, health care providers, insurers, state government and health care purchasers brought together by the Department of Health to build the IHIN and encourage Iowa providers to use EHRs.
Network Integration: We will leverage our integrated network and support co-location and integration of BH and medical providers where possible.
Health Homes: We recognize Iowa’s national leadership and experience with health homes and IHHs. We will work to expand this network and support health home practices by assisting them with proven strategies to optimize member outcomes, e.g., reduce inappropriate use of the ER and inpatient care.
Attachment 5 Question (3.2.8 Behavioral Health Services):
11. Describe your mechanisms for facilitating the reciprocal exchange of health information between physical and behavioral health providers and methods for evaluating the effectiveness of such strategies.
An important aspect of our care coordination is ongoing communications between physical and BH providers and the exchange of health information. Our contractual requirements, including the policies and procedures required of our network providers, establish the framework for the reciprocal exchange of health information between our physical and BH providers, as required in 3.2.8.21. 
We facilitate this exchange of information through training, data and shared systems, communication, quality reviews and individual case consultations. These specific activities, among others, include:
Offering provider education specific to policies and procedures which outline requirements for coordinated care.
Fostering community-based collaborative person-centered, integrated care for members through our HIPAA-compliant and secure, cloud-based health care record and information sharing system. CommunityCare provides the mechanism to share the critical, relevant and timely member information essential to conducting ongoing care planning, management and coordination across a continuum of services and settings. 
Promoting the use of telepsychiatry for consultation between BH and primary care/pediatrics/geriatrics.
Other Mechanisms to Promote Reciprocal Exchange
We will develop a standard member release of information (ROI) for the Iowa High Quality Healthcare Initiative and submit it to the Agency for review. The Authorization for Release of Information, written in clear language, will explain that the ROI is voluntary, and that the member’s health information is protected by the Federal Rules for Privacy of Individually Identifiable Health Information (Title 45 of the Code of Federal Regulations, Parts 160 and 164), the Federal Rules for Confidentiality of Alcohol and Drug Abuse Patient Records (Title 42 of the Code of Federal Regulations, Chapter I, Part 2), and/or state laws. We will require our providers to obtain a signed ROI before sharing any information about our member. The provider can use our form or another approved by the Agency or IDPH.
In addition to requiring a signed release of information, our Provider Administrative Guide specifically identifies how coordination of care activities must be documented between the treating clinician or facility and other BH or medical clinicians, facilities or consultants. In cases where a member does not wish to share information, we ask providers to document the request and the reason for the refusal. In general, we inform providers that coordination of care must occur: 
At the initiation of treatment 
Throughout treatment as clinically indicated including major milestones and changes in diagnosis
At the time of transfer to another treating clinician, facility or program 
At the conclusion of treatment 
Through documentation of referrals to other clinicians, services, community resources, and/or wellness and prevention programs 
Our Iowa-based clinical quality analysts will audit provider records to determine if appropriate information exchanges are occurring as outlined in the Provider Administrative Guide and as required by the State.
Evaluating the Effectiveness of Information Exchange among Providers
Our person-centered approach also provides a mechanism through which we can track provider information exchange as well as members’ progress and outcomes. Our care plan documents the ongoing record of information exchange, capturing both ICT and case conference participation.
Clinical quality analysts will review the care plan and charts to assess appropriate information exchange. These periodic medical record audits will validate that the behavioral clinician documents the participation of a member’s PCP and other treating BH clinicians to improve care coordination and whole-person care. Over a longer term period, we can link these audits to determine whether the care coordination between providers is contributing to improved member outcomes (such as lower risk scores, inpatient utilization and HEDIS measures).
We encourage BH clinicians to assess a member’s medical information and encourage engagement in primary care. When a member does not report having a medical home or health home, especially for children and adolescents or members with higher risk, the family/member is encouraged and supported in the selection of a medical home, HH or IHH. 
Role of Peer Specialists
[bookmark: _Toc416176608]One of the areas in which we train peer specialists is the importance of sharing member information between providers. As they come to understand the benefits of exchanging clinical information among treating professionals, as well as the significant dangers when information is not shared, peers become strong advocates. They then are well-equipped to explain the purpose of ROIs and encourage members and families to sign them. Additionally, our Member Handbook will contain a section explaining members’ rights and responsibilities relating to authorizing the exchange of information among members of their treatment team.
[bookmark: _Toc417627549][bookmark: _Toc417642688][bookmark: _Toc418958497]3.2.9 Health Homes 
The State currently operates two (2) health home programs: (i) integrated health homes (“IHH”) focused on adults and children with serious and persistent mental illness; and (ii) health homes which target adults and children with at least two (2) chronic conditions or one (1) chronic condition and at risk for developing a second. The Contractor shall administer and fund these services and encourage additional participation, particularly in areas of the State where participation has been low. In accordance with federal requirements, the Contractor shall ensure non-duplication of payment for similar services that are offered through another method, such as 1915(c) HCBS waivers or other forms of community-based case management. 
UnitedHealthcare will administer and fund services provided by both the IHHs and chronic condition health homes (health homes) that operate throughout Iowa. We are aware of Iowa’s existing network of IHHs and health homes and have been meeting face-to-face with local administrators. Our discussions with Iowa’s IHH and health home providers coupled with our knowledge and understanding of Iowa’s SIM initiatives have served to form our approach to supporting Iowa’s providers in delivering quality care and engaging members in achieving wellness that aligns with Iowa’s SIM program initiatives. 
UnitedHealthcare’s Unmatched Health Home Administration Experience
We have extensive experience administering health home programs in multiple states, in both rural and urban settings, and with various types of providers. We have implemented medical health homes for different populations, those with multiple chronic conditions and behavioral comorbidities, and also health homes for patients with severe and persistent mental illness (SPMI). We have operated statewide programs, with voluntary participation and opt-out requirements, as well as targeted community-based programs. We outline our relevant experience and capabilities in three areas to introduce our proposed approach for Iowa: 
Building medical homes and Medicaid Accountable Care Organizations (ACOs) that integrate care across the entire continuum of care (hospitals, specialists and primary care)
Implementing health homes (behavioral and physical) when there is a Medicaid State Plan Amendment (SPA) 
Building health care infrastructure and capacity to provide core health home services for high-utilizing patients when there is no SPA
For Iowa, we propose a model which builds on the State’s existing health home framework and meets providers where they are to expand on their existing capabilities. We propose to introduce the Medicaid ACO support model to deliver care for health home individuals with chronic conditions and second, acting as a Lead Entity for IHHs, to implement our CommunityCare platform and strategy to integrate care. Finally, we will support IHHs and health homes with additional resources performing health home services at the community level in those areas where the provider network needs additional support, as discussed below.
Medical Homes and Accountable Care Organizations
UnitedHealthcare has been building collaborative clinical partnerships with providers in our communities since 2008, with the launch of our first patient-centered medical homes (PCMH) in Arizona. Our experience on the commercial side of our business, sharing data with primary care practices and implementing PCMH concepts, with TransforMed as a partner, was invaluable. We came to understand both the strengths and the limitations of the PCMH model: the strengths being the focus on team-based care and use of data to drive improvement in preventive care. We found the PCMH is effective in improving quality outcomes for patients who come to the clinic and are engaged with providers. The limitation is that PCMH models do not focus on costs outside of primary care. PCPs were largely unaware of costly services their patients received outside of their practices. We found that hospital stays and emergency visits for high-cost users accounted for over 50 percent of total costs of care. In Medicaid, the most vulnerable and sick in the assigned population may never see their PCP—instead their chronic conditions exacerbate until they seek care in the ER or have a hospital admission. We had to find a strategy to engage practices in managing at the population level and engaging those who are disengaged. UnitedHealthcare has invested heavily in developing a comprehensive practice transformation program for health homes.

Initiating Information Exchange. In 2009, UnitedHealthcare partnered with a critical access hospital in rural Arizona that was overwhelmed with inappropriate ER visits for primary care services, and asked if we could help them redirect patients back to their PCPs. We did that by initiating information exchange in the community. We asked the hospital to provide electronic daily admissions and discharge notification for all members, then we matched each patient to his/her PCP and electronically pushed the daily notification securely to the PCP. With this, we had the beginnings of what became our Web-based Accountable Care Population Registry. 
Accountable Care Population Registry. We recognized that as a payer we have comprehensive clinical history from claims—inpatient, outpatient, lab and pharmacy, medical and behavioral data that is invaluable to the PCP. We created an electronic Population Registry (for the assigned patient population) at the practice level and created secure log-on access to the PCP’s patient profiles. We did not stop there. Using our claims analytics engine and running evidence-based medicine algorithms, we added care gap data so PCPs could actively engage patients in seeking preventive care. We then added the ability to manage patient high-risk cohorts using our risk analyses by identifying for each PCP the risk profile of the assigned population, and enabling PCPs to focus on those with chronic conditions who needed regular follow-up care. 
This early PCMH model evolved to become our Medicaid ACO model, currently with 110 FQHCs and traditional Medicaid practices nationally, holding them accountable for the total costs of care for their assigned patient populations and for improving quality of care. We receive hospital ADT data daily and push daily notifications of ER visits from nearly 300 hospitals nationally to participating Medicaid ACOs in 17 states. In addition, we leverage our inpatient census of all patient admissions in all hospitals and push daily notifications to ACO clinic teams. In return, we ask for a commitment to focus on Care Transitions processes and help patients with a follow-up visit within seven days of the discharge date.
Scorecards and Performance Reports. We share outcomes data more frequently with health homes to enable them to proactively engage in adhering to the service plans. We are committed to using the Value Index Score (VIS) to communicate relative performance and assist in improving results. We also share performance scorecards to drive ongoing improvement on the components of the VIS, using the component measures. 
Health Homes Scorecard. We will introduce a monthly scorecard reporting at the health home level to enable chronic conditions health homes to view their performance trends on an ongoing basis. This will enable them to maximize their improvement and take a population view of the program and help motivate change in line with the VIS and their incentives. We will include the core domains and metrics of the VIS—primary and secondary prevention; tertiary prevention; disease progression; chronic follow-ups; continuity of care and efficiency. For example, we will report on Iowa Population Health Initiative metrics—change in average Body Mass Index for members and percentage of children and adults with a Body Mass Index assessment—since the system captures these data in core assessments.
Integrated Health Homes Performance Reports. For IHHs, we will share overall program results using CMS’s mandated health home indicators for attributed members. For example, the care transition metric showing the percentage of members with a clinical follow-up within seven days of discharge from an inpatient or psychiatric facility, or ER visit. Teams follow a structured evidence-based care transitions methodology—the Coleman Model. We also evaluate success through monitoring of 30-day readmissions rates. 
Centers of Excellence to Serve Children with Serious Emotional Disturbance
In Iowa, our feedback from initial interviews we held with the IHHs is that there is opportunity for increased training and support for serving children with special health care needs. For the IHHs serving children with SED, we will partner with centers of excellence including the University of Iowa Center for Child Health Improvement and Innovation and the 13 Child Health Specialty Clinics across Iowa. We also draw on our eight years of experience managing the Arizona Children’s Rehabilitative Services program for 25,000 children with special health care needs. We know that it is critical that the design of the care model for child health incorporates family voice and choice into decisions that affect the health and well-being of their children, close collaboration with other child health stakeholders, and use of relevant evidence-based guidelines and measurement strategies.
3.2.9.1 Integrated Health Homes 
The Contractor shall meet all CMS requirements for IHH including, but not limited to the following tasks related …
We have read, understand and will comply with all requirements, as outlined in the State Plan Amendment (SPA) with CMS and will fully support the SIM goals for Iowa’s IHH program as described above in Section 3.2.9.1. 
Understanding Our Role in Working with Integrated Health Homes
We recognize our role is to support existing IHHs in a way that enables them to successfully perform and comply with care coordination activities for members; and to expand the IHH network in identified areas of need. UnitedHealthcare has established and proven processes, tools and resources for effectively implementing IHHs. Our model includes staff to educate and support providers to deliver integrated care; monitor performance; share data; and measure quality outcomes for IHH providers as they coordinate with PCPs and across care delivery systems. We are experienced at and will provide infrastructure and tools to IHH providers and PCPs for coordination. We will provide tools for IHH providers to assess and customize care coordination based on the physical/BH risk level of the member. We will share data analytics on personal, medical and pharmacy data to identify patterns of care, and will track and close gaps in care. We will provide outcomes tools and measurement protocols to assess IHH effectiveness and will provide clinical guidelines and other decision support tools. Our support will include a repository for member data including claims, laboratory and continuing care document (CCD) data whenever possible and will support providers to share data including CCD or other data from electronic medical records. We will also develop and offer learning activities to support IHH service providers, and provider reimbursement. Our QA/QI Program will ensure that the IHHs are using all tools and analytics to develop and implement strategies to effectively coordinate the care of each member across systems and we are fully prepared to draft, for Agency review and approval, a provider reimbursement structure for IHH.
Understanding Integrated Health Homes’ Roles in Managing Member Care across Systems
We understand our chief role is to support IHHs as an integral part of our overall system of care delivery; whereas the main objectives of every IHH are to perform care coordination activities for assigned members who are enrolled in a 1915(i) Habilitation waiver, 1915(c) Children’s Mental Health (CMH) waiver, adults diagnosed with SPMI or children with at least one SED. We will take a leadership role in working collaboratively with IHHs and helping them to establish and maintain strong communication and technological links with physical health providers, members, our community-based case managers and the Agency or its designee to achieve optimal results for integrating the provision of services across the health care spectrum that leads to optimal health and wellness for members linked to IHHs. Our locally based provider network development team will be chiefly responsible for expanding Iowa’s IHH network. Using the same methods they use to develop PCP networks, our provider network development team will identify potential IHH providers for network participation and will endeavor to secure contracts to expand the IHH network. Much of the groundwork for this expansion has already begun. For example, we have identified existing IHHs’ support needs—mainly in the areas of technological support and assistance in enrolling members in their IHH. We have also identified geographic areas of need —mainly in rural counties along the northern and southern borders—and have identified potential IHH participants by leveraging our existing physical and BH provider networks serving hawk-i, TRICARE, Medicare and commercial members. These potential IHH participants include our proposal to introduce our Medicaid ACO support model, FQHCs and RHCs, and CMHCs whom we are engaging in discussions to determine their ability to be an IHH and their willingness to commit to performing as an IHH for the long term. 
Ensuring Integrated Health Homes use Analytics to Manage Care across Systems
Our provider relations team will be responsible for all initial and ongoing training and service needs for IHHs in our network. We already supply our Iowa provider network with technological tools for care coordination and will make these interoperable tools available to IHHs and physical health providers via our website. CommunityCare will be used by IHH providers, physical health providers and ICTs, giving all individuals and entities serving the member a secure, HIPAA-compliant, 360-degree view of the member’s record. CommunityCare provides truly integrated, comprehensive care coordination that interoperates with our other administrative platforms for utilization, claims, quality, contracts and care coordination operations. 
Training Integrated Health Homes on How to Use Technological Tools. Both physical health and BH care providers who are part of an IHH will receive training on how to use our technological tools for care coordination and data analytics, which will ensure consistent and cohesive messaging of requirements and expectations for both physical and BH provider types. Health home providers and staff are trained by clinical services staff (RNs) who meet weekly with the health home providers and work in tandem to provide peer-to-peer clinical consulting. The ongoing goal is to support the health homes in meeting or exceeding quality performance metrics in the six core services categories for health homes:
Care coordination:
Prioritize by risk of admission
Engage member face-to-face to assess needs
Engage care team to create a care plan
Ensure member sees the PCP or behavioral clinician every 90 days
Attend clinical visits and follow up post-visit
Facilitate care team consults
Care transitions management:
Trigger admission/ER discharge alert
Follow Coleman care transitions
Have a clinical follow-up visit after seven days including medication review
Referral management:
Clinician follow-up post-visit with CCD
Coordinator ensures referral is completed timely
Member sees clinician to review referral results
Health promotion:
Member has access to his/her care plan through CommunityCare
Member keeps appointments
Member takes prescriptions as prescribed
Member completes wellness visits
Individual member support
Support to achieve care plan goals
Social services support
Transportation and interpretive services support
Family/caregiver support:
Advance directives
Respite care
Caregiver access to the care plan through CommunityCare
Additional training targeted for health homes is provided by our provider advocates and practice transformation specialists, whose training programs are geared toward teaching providers how to coordinate and manage care integration using a person-centered approach and the technological tools for information sharing and care coordination, such as CommunityCare, that we provide for their use. 
Ongoing Service Support. Our clinical staff meets with health homes weekly and both the health home providers and our clinical staff participate in monthly joint operating committee meetings (JOCs). Both physical health and BH care providers who are part of an IHH will receive ongoing service support from the same provider services representative within a designated territory who is required to make contact with the IHH every week. This approach builds strong communication streams among all provider types within a geographic service area and will enable the representative to identify and address issues quickly for each provider or provider type—in a way that mirrors our integrated, individualized model of care for members. This integrated provider service model also facilitates better communication between differing provider types that reinforces adherence to level of service authorized and care plans.
3.2.9.1.1 Clinical and Care Coordination Support 
The Contractor shall have the capacity to provide clinical and care coordination support to IHH providers, including: ... 
Helping Integrated Health Homes Deliver Clinical and Care Coordination Services
As described in our response to Attachment 5, Question 1 above, we will provide clinical and care coordination support to IHH providers by bringing our successful health home quality management programs and practice transformation techniques that we use in other states. We administer BH health home programs in multiple states that are similar to Iowa’s IHH program. As such, we have the experience, technological tools and capacity to provide the full range of clinical and care coordination support that Iowa’s IHHs need to succeed. Our fully integrated, holistic model of care that focuses on each member’s medical, BH and community-based needs is the ideal framework to boost each IHH provider’s capacity to perform all care coordination activities members need and deserve. We will support each IHH in a way that enhances BH care providers’ and their staffs’ ability and capacity to coordinate the provision of physical health services with PCPs and care coordination of other services to members that adhere to the service plan. The support we provide will align with the level and type of support each IHH needs. For example, if the IHH needs help enrolling members in their IHH, our community health workers will provide extra training and teach the IHHs on tools and techniques for locating and reaching out to members and will also meet with members where they live to engage them in joining the IHH and obtaining services. If the IHH is falling behind in performing screenings, our waiver program managers and ICTs will enact back-up plans to ensure timely and thorough completion of all assessments. As each IHH matures, we will work with high-performing IHHs to develop peer-to-peer training and support modules that will help up-and-coming IHHs to succeed in areas where they need support.
Integrated Technological Support for Integrated Health Homes 
The most effective approach to integrating care and coordinating access to services across the spectrum of physical and BH care providers is to invite all stakeholders in the member’s care to participate on the same member-centered care team. We provide truly integrated clinical and care coordination support through CommunityCare. We will provide full access and training on CommunityCare to all IHH providers and their designated staff. First, we will require that an ROI be obtained from the member to allow the IHH providers to communicate with other care coordination team members, which might include designated waiver program managers and ancillary service providers. In this way, documentation of the collaboration will include communications within the platform to record rounds, joint staffing meetings where a member’s medical needs, CCDs, current activities, and waiver services needs are reviewed and appropriately updated. Also, with CommunityCare, documentation of care coordination efforts can be reported quickly to the State upon request or as contractually required. 
Understanding Integrated Health Homes Service Support Needs
We have been studying Iowa’s IHH program and have watched it develop through its implementation and roll-out phases over the past two years. We have met with, surveyed and engaged multiple IHHs throughout Iowa to gain an understanding of the program’s progress and perspectives on what has been working well and where improvement opportunities exist. We learned from Iowa’s existing IHHs that each has strengths and weaknesses in their ability and capacity to carry out certain physical and BH care coordination activities. We found needs varied based on the geographic location of the IHH and whether they were in Phase 1 or Phase 2 of rollout. Many IHHs expressed their need for training and assistance in identifying members, conducting assessments, developing care plans, sharing data, proactively communicating with physical health providers and using technological tools. Our on-the-ground efforts have been well-received by Iowa’s IHH community and BH care providers and sets the stage for our ability to gain momentum as we endeavor to expand the IHH network in rural communities and support IHHs in the delivery of case management and care coordination services for members.
Lead Entity for Integrated Health Homes 
As a Lead Entity, we deploy CommunityCare, which enables the health home ICT to perform critical care coordination and care management functions such as: manage the care plan, schedule services, make referrals, obtain authorizations, schedule follow-up visits and communicate with other providers and community stakeholders. Our local health home program manager oversees activity logged and can identify whether or not there has been timely follow up. This enables us to measure, monitor and manage processes more real-time than claims alone would permit. 
In Washington, UnitedHealthcare is a managed care Lead Entity accountable for care delivered to nearly 4,000 health home patients with chronic conditions and co-occurring mental illness. Services are delivered through multiple contracted Care Coordination Organizations (CCOs) statewide. As the Lead Entity, we assign a community-based health home program manager RN to each community with CCOs delivering health home services.
In Kansas, we are a managed care Lead Entity overseeing care of health home partners for Medicaid patients with SPMI—most recently adding patients with chronic conditions. Kansas faces similar challenges to Iowa, as a predominantly rural state with some urban centers.
3.2.9.1.2 Learning Activities 
The Contractor shall ensure that providers of IHH services provide the following: (i) quality-driven, cost-effective, …
[bookmark: _Toc412794052]Training Integrated Health Homes and Monitoring IHH Service Delivery
UnitedHealthcare has experience and shares a deep commitment in supporting full and effective implementation and ongoing delivery of IHH and health home services. Accordingly, we will fully comply with all of the services described in Section 3.2.9.1.2, Learning Activities. As described above, our provider advocate teams, made up of practice transformation specialists, RNs and BH knowledge experts, will be responsible for all initial and ongoing training and service needs for IHHs in our network. The provider advocate team will be guided and trained by UnitedHealthcare health home program managers who are highly experienced and provide “train-the-trainer” curriculum and classroom support specific to health home providers. Ongoing performance monitoring of IHH providers is the responsibility of our Quality Management Committee, which reviews outcomes data at least quarterly and makes recommendations for performance improvement if outcomes—including IHH provider performance outcomes—do not meet established goals in key areas, such as reduction in hospital readmissions, timely follow-up after hospital discharge and health promotion/recovery outreach activities. 
Training Integrated Health Homes 
Both physical health and BH care providers who are part of an IHH will receive the same training on how to use our technological tools for care coordination and data analytics, which will ensure consistent and cohesive messaging of requirements and expectations for both physical and BH provider types. 
Ongoing Training and Service Support. Both physical health and BH care providers who are part of an IHH will receive ongoing training and service support through weekly meetings that builds strong communication streams among all provider types within a geographic service area and will enable us to identify and address issues quickly for each provider—in a way that mirrors our integrated, individualized model of care for members. This integrated provider service model also facilitates better communication between differing provider types that reinforces adherence to level of service authorized and care plans.
Monitoring Integrated Health Home Service Delivery 
UnitedHealthcare has operationalized the standard core definitions for health home services to enable us to take a measurement-driven population-based approach. In turn, this enables our ability to measure and monitor IHH provider performance in key areas, such as the items listed in Section 3.2.9.1.2 i. through viii above. For example, our care coordination metric shows the percentage of eligible individuals with a PCP visit in the last 90 days, and the percentage with a BH visit in the last 90 days. This enables us to trend results at an IHH population level and helps providers to focus their outreach efforts on individuals not obtaining regular care. The care transitions metrics show the percentage of members who had a clinical follow-up within seven days of discharge from an inpatient or psychiatric facility, or ER visit. Teams follow a structured evidence-based care transitions methodology—the Coleman Model. We evaluate success also through monitoring of 30-day readmissions rates. 
Ongoing Performance Measuring and Monitoring. We will measure and monitor IHH care coordination activities on an ongoing basis. We will share outcomes data, such as utilization data, scorecards and performance reports, with IHHs on a regular basis. Ongoing analyses and performance monitoring activities of IHHs will be incorporated in our overall Quality Management Program, will align with Iowa’s SPA VIS measurement and metrics, and will comply with State and Federal rules, regulations and requirements that pertain to IHH programs. 
Attachment 5 Question (3.2.9 Health Homes):
1. Describe your proposed approach for implementing health homes.
UnitedHealthcare will implement health home administration as described in the RFP Scope of Work by bringing our successful health home quality management programs and practice transformation tools and techniques to Iowa. Our multi-state health home experience correlates to the approach we will use in Iowa to achieve optimal performance-based quality and outcomes. For example, in New York, we administer 17 community-based health homes serving almost 18,000 Medicaid members with chronic conditions and we act as fiscal intermediary for the State to pay for health home services. We have operationalized the six definitions of health home services, enabling us to take a measurement-driven population-based approach to evaluate performance. Using core health home services as the foundation for setting goals and measuring performance, we frequently trend results and share this data with each health home so they can prioritize outreach to individuals not receiving regular care. 
Supporting Health Home use of Analytics to Manage Care across Systems
Our model builds on the existing health home framework and meets providers where they are to expand existing capabilities. Specifically, we propose to introduce the practice transformation model to health homes, which we have used to develop Medicaid ACOs. With this model, we take on the role of a Lead Entity for the health home population with the implementation of CommunityCare to integrate care across Iowa’s health care delivery system. We will also perform risk stratification by population and diagnoses and will supply the data to health home providers to supplement their ability to identify and outreach to members who need care coordination services.
Practice Transformation
The practice transformation model we will deploy in Iowa is based on a simplified medical home—focusing on access to care, emergency visit reduction, avoidable inpatient admissions reduction and managing high-risk cohorts of patients with chronic conditions. Where NCQA recognition as a Medical Home is important, as in Iowa, we assist practitioners in achieving NCQA certification by giving them tools to perform self-evaluations; running mock-readiness reviews; and pointing out where they meet standards and where they need to improve. We also assist practitioners with the NCQA application process. For all practices, we complete baseline analyses of practice population trends in admissions, readmissions, ER utilization and care gaps. 
[image: ]We assign a Transformation Consultant to the community to educate and support providers and the practice to use new technology and facilitate processes to leverage newly available data from our patient profiles and registry. The Transformation Consultant evaluates overall capacity and demand for visits at the clinic level, and works with the practice on an ongoing quality cycle of plan/do/study/act initiatives to measurably improve with established goals. We hold monthly leadership meetings to review progress and hear feedback from the clinic, and adjust help as needed. In Iowa, for practices still aiming for NCQA certification, we will review progress monthly so that they are ready to submit for recognition within 12 months. Our Transformation Consultant and other practice support staff help care managers with process improvement. As shown in the graphic, with this approach we have seen significant success in reducing hospital admissions by 30 percent in the first year, reducing emergency visits by 16 percent and increasing primary care visits by 21 percent. We believe that this clinical transformation support model could strengthen and support the Iowa health homes for individuals with chronic conditions. 
Our CommunityCare Platform
We will deploy CommunityCare, our virtual and integrated coordinated care platform to participating IHHs and health homes. CommunityCare is used to manage patient enrollment, build an ICT in the community, manage integration of the six health home services and enable secure clinical communications between ICT members via DIRECT messaging or exchange of a CCD. The ICT can include all approved stakeholders involved in the patient’s care regardless of physical location—including the assigned PCP, BH provider, medical care manager, behavioral care manager, specialists and peer support. The designated care manager completes patient assessments and develops an integrated plan of care, and invites others to the ICT using CommunityCare. 
CommunityCare receives incoming emergency visit and inpatient notifications direct to the ICT. In Washington we have contracted with Collective Medical Technologies and operate a real-time interface between their Emergency Department Information Exchange (EDIE) notification system and CommunityCare. If a health home patient seeks care in different ERs—indicating possible fraud, waste or abuse—the EDIE system alerts the hospital and health home ICT to possible misuse and enables emergency clinicians to intervene at the point of care. Similarly, in Iowa we would seek to leverage and promote the existing Iowa Health Information Network (IHIN) Exchange.
Standard Assessment Tool to Evaluate Readiness 
Using our experience, and our understanding of Iowa’s health home SPAs for Chronic Condition Health Homes and for IHHs, we propose to expand on the successful launches to date by performing readiness assessment of all existing and potential health homes to evaluate their needs—including technology infrastructure, processes and staffing and outcomes to date. We will use a standard assessment tool, which we created and use in other states, to evaluate health home readiness. This assessment tool will incorporate the key principles and practices of an Iowa health home to assess each provider using measurable standards applicable to all health home participants. We will meet the providers where they are and evaluate their overall practice and organizational transformational process. This will include looking at the health home performance on the quality outcomes based on federal requirements for Iowa and NCQA certification. We will assess the health home’s ability to deliver team-based comprehensive care coordination, their efforts at health promotion and achieving community-based partnerships. We also will look at the level of member engagement and organizational leadership engagement in the evaluation of the health home.In Washington and Kansas, UnitedHealthcare has been recognized as best-in-class in evaluating health home readiness.

Clinical and Care Coordination Support 
We support home health programs in several states that are similar to Iowa’s programs. For Iowa, we will apply best practices for care coordination that is led by ICTs. The overarching goal of each clinical care manager is to ensure timely access to appropriate care and services for members. Each care manager will live in the community he/she serves and will have a maximum caseload and be responsible for assessing completion of the initial screening. The care manager will coordinate at least quarterly through telephonic exchanges and/or joint visits when the member visits the clinic for services, if feasible, and share member data via electronic member record.
When a member receiving 1915 (i) Habilitation or 1915 (c) Children’s Mental Health waiver services is enrolled in a health home, our community-based case manager remains in place and completes the following specific case management functions distinctive from the health home care coordination team:
Annual and significant change LOC assessments service plan development
Management of the service plan cost cap and implementing nursing facility or institutional diversion strategies (exploring the use of natural supports, alternative residential placement to reduce costs) aimed at keeping the member in the community
Additional support our community-based case manager will provide to health homes includes:
Maintain HCBS care coordination notes, assessments and service plans in our care coordination system along with documentation of collaborative meetings in CommunityCare record 
[image: cid:image001.png@01D07DA7.9753DB10]Include HCBS utilization data in utilization reports provided to health home for population management
Monitor delivery of the HCBS through electronic visit verification
Support health homes and IHHs in delivering core health home services
Because we have operationalized the core health home services as defined by the Agency and CMS, we are able to apply performance metrics and take measurements at a population and health home level. We use an organized, measurement-driven approach to support IHHs and health homes in their delivery of services, and will share outcomes data and performance metrics at least monthly with each IHH and health home during JOC meetings. Frequent data sharing enables the IHHs and health homes to target individuals who are not obtaining services or who are not engaged in adhering to the service plan. We staff each IHH and health home ICT team with a health home clinical program manager (RN) to support the clinical process and help them to coordinate clinical care and services.
Much like our holistic, integrated model of care for members, our approach is to support each IHH and health home at every service level so each is capable of meeting or exceeding the established measurable performance standards—which align with Iowa’s SPA VIS measurement and metrics—for which we will hold them accountable. The following table depicts the support we will provide to IHHs and health homes that will enable them to reach targeted metrics for care coordination that aligns with the core health home services to be provided:
	UnitedHealthcare Support Aligning with Core Health Home Service Performance

	Care Coordination

	Performance Standard: One-hundred percent of members seen by primary and/or BH provider at least once every 90 days. This enables us to trend results at a health home population level and to also focus and prioritize individuals without regular care. 
Support: Results reviewed at monthly joint meetings and clinical staff on ICT offer assistance to improve percentages by prioritizing targeted outreach. As Lead Entity, we will assist IHH in member outreach. Teams review monthly outcomes report to follow structured evidence-based clinical practice guidelines. We evaluate success also through monitoring of HEDIS and EPSDT data. 

	Care Transitions

	Performance Standard: Percentage of members who received clinical follow-up within seven days of discharge from an inpatient or psychiatric facility, or ER visit. 
Support: Teams follow a structured evidence-based care transitions methodology—the Coleman Model. We evaluate success also through monitoring of 30-day readmissions rates. 

	Referral Management

	Performance Standard: Referral end-to-end cycle time: from initial PCP referral to completing referral activity, ending with the patient’s return to PCP to discuss results with his/her doctor. Standard for preventive care referrals completed within 30 days (for example referral for a colonoscopy or mammogram); standard for routine referrals completed within 14 days (for example referral to lab or diagnostic testing or specialist visit). 
Support: Results reviewed with IHHs at monthly joint meetings and clinical staff on ICT offer assistance to improve completion time frames. Initial results may be low—50 percent of referrals for preventive care are completed within 30 days—but the measurement process enables us to measure the performance for the population consistently and identify opportunities for improvement.

	Health Promotion

	Performance Standard: Percentage of IHH members who received “complete care”—defined as no current HEDIS care opportunities.
Support: Results reviewed at monthly joint meetings and clinical staff on ICT offer assistance to improve percentages. As Lead Entity, we will assist IHH in member outreach. Teams review monthly outcomes report to follow structured evidence-based clinical practice guidelines. We evaluate success also through monitoring of HEDIS and EPSDT data. 

	Individual Support

	Performance Standard: Measured by improvement in the Patient Activation Measure and increasing the percentage of the population with activation Levels 3 or 4. The Patient Activation Measure consists of 13 items that form a scale with psychometric properties. 
Support: As Lead Entity, we will assist IHH in member outreach using the Patient Activation Measure questionnaire and patient engagement guidelines when performance standards are not met.

	Family/Caregiver Support

	Performance Standard: Measurable goals based on member’s level of need. For example, in Iowa, there is opportunity for increased training and support for serving children with SED and their families/caregivers. Therefore, the design of the care model for child health incorporates families’ voice and choice into decisions; close collaboration with other child health stakeholders; and use of relevant evidence-based guidelines and measurement strategies.
Support: As Lead Entity, we will assist and support IHHs in member outreach and we will partner with centers of excellence including the University of Iowa Center for Child Health Improvement and Innovation and the 13 Child Health Specialty Clinics across Iowa. 


Iowa Health Information Network Technology to Connect Services
We will deploy our enabling technologies, infrastructure, process and outcomes support to providers and community-based agencies, leveraging our experience across multiple states and programs. We are also willing to work with other payers to share a common technical infrastructure with providers as we are doing in Tennessee. We will leverage the IHIN as a source of daily ADTs, and encourage non-participating hospitals to share data. In 2015, the IHIN published map shows 551 safety-net providers that are connected Iowa. We will work to support their participation and IHIN engagement and create appropriate incentives to share CCDs. We will actively support and educate providers on use of the IHIN for care integration. In some states, we formed partnerships with other agencies to manage high-utilizing patients without a health home SPA, which we would replicate as needed. For example, we have a contract with Dr. Jeffrey Brenner in Camden, New Jersey, for our members in the Camden Coalition and with Dr. Sanjeev Arora to use UnitedHealthcare’s technology suite including CommunityCare in the ECHO Care initiative to manage members with SPMI in a CCO in New Mexico and Washington. 
Community Support Teams for Underserved Areas
In areas where there are no available IHH clinics (e.g., CMHCs), we will deploy community support teams to actively engage eligible individuals, face to face, and ensure they re-engage with their assigned BH clinicians and receive needed medical, behavioral and social support. In Iowa, we recognize that the RHCs are the backbone of the health care delivery system, and that they are in more communities than FQHCs or CMHCs. Therefore, we will deploy community support teams where we do not have opportunities to form partnerships with CMHCs, FQHC or RHCs. Our strategy will be to focus additional supports for the IHHs in the RHCs and ensure they are connected to the IHIN, to enable more providers to exchange CCDs. We have deployed community support teams in 13 states. Some of these states, like Florida and Tennessee, do not have Medicaid health home SPAs, yet we have deployed teams to serve complex populations. 
The Community support teams consist of community health workers, clinical care managers (nurses), and a BH advocate to deploy health home services, and are trained on use of CommunityCare. With stratification and risk identification in a geographic hot spot, we will identify the individuals who are persistently high-utilizers at risk and ensure they are served as a priority.
State Innovation Model Testing Grant
We congratulate Iowa on the recent award of the SIM testing grant. UnitedHealthcare is enthusiastic about the opportunity to partner with the Iowa Health Collaborative on improvement initiatives. The focuses of the SIM initiatives are very aligned with our focus on Medicaid ACOs, population health management and priorities for integrating care through technology. With 110 payer lead Medicaid ACOs nationally, we have significant experience working with safety net organizations in clinical transformation. UnitedHealthcare is committed to fully supporting the aims of the SIM and the evaluation requirements; including use of the VIS and system transformation that aligns with CMS’ Triple Aim goals.
Attachment 5 Question (3.2.9 Health Homes):
2. Describe strategies proposed to increase health homes participation.
UnitedHealthcare’s Strategies for Increasing Health Homes Participation
Similar to our person-centered, holistic model of care for Iowa High Quality Healthcare Initiative members, our overall approach to developing Iowa’s chronic condition health home network is to meet individual providers where they are in terms of their ability and capacity to serve as a health home. Over the past year, we have gained an understanding of the current health home network in Iowa. As with the IHHs, we have found that the need for health homes is in rural regions of the State, particularly in the north-central and southern regions of Iowa. We are engaging ACOs, FQHCs, RHCs and major health systems—including leveraging our existing provider networks in Iowa—to further develop the health home network. Below, we describe additional strategies we are deploying in Iowa to increase health homes participation.
Increase Participating Health Home Practices
Our understanding of Iowa’s current model for a chronic condition health home is that to qualify as health homes, practices must fill the following roles: designated practitioner, dedicated care coordinator, health coach and clinic support staff. Additional requirements include capabilities to have population health management integrated in the workflow and demonstrated use of data to drive improvements, willingness to become NCQA certified within 12 months, and other capabilities such as sharing a CCD with the IHIN. These requirements may be an initial barrier to practices that have not yet evaluated their own capability to meet these expectations, or who feel that in some areas they do not have the resources or manpower to plan and outreach to qualifying members, perform tier assessments or explain health homes to members and persuade them to opt-in.
For those providers limited by technology and process and with a significant number of eligible individuals, we will assign a community transformation consultant and create a project plan to achieve readiness to be a participating health home and to meet all of the Iowa requirements, including NCQA certification within 12 months. We have a proven ability to build positive relationships as evidenced by this feedback from the CEO of Centerstone of Tennessee, a leading CMHC, to the Bureau of TennCare (the state Medicaid program in Tennessee):

“We are very excited about our recent discussions with UnitedHealthcare which have focused on innovative approaches to care management and recovery, especially for our most medically fragile patients. UnitedHealthcare is, without doubt, differentiating itself by engaging in discussions focused on new service and technology-based solutions aimed at improving the overall health of our patients by moving toward a more integrated model of health care delivery. Their willingness to share overall medical expense utilization data, inclusive of emergency department visits and inpatient hospitalization stays, has created a unique opportunity for Centerstone to demonstrate the effectiveness of our specialized behavioral health services (and in just a few weeks—its integrated primary care services) in improving the overall health care outcomes and, likewise, reducing the overall cost of health care.”

Expanding Iowa’s Integrated Health Home and Health Home Networks
As described earlier in this section, we will align our priorities for health home performance oversight, accountability and quality performance metrics with the State’s priority metrics and Healthiest State Initiatives for persons with SPMI and children with SED that focus on medication management, reduction in hospitalizations and the IHHs’ proactive and ongoing involvement in patient care and coordinating care with physical health providers. Our first step in expanding Iowa’s IHH and health home networks has been to study the current network to learn where expansion and support needs are greatest; to gain an understanding of needs by region; and to find resources that may not be effectively used. Next, using a health home readiness assessment tool that we pioneered in Arizona and now use nationally, we evaluate individual and group practices in terms of their capacity and ability to deliver quality care, coordinate care and engage members in obtaining services. Provider types we are reaching out to for participation include FQHCs, RHCs and CMHCs—many of which are network providers for our other members in Iowa. Evaluation results guide us in knowing what key supports we need to furnish to practitioners so they can qualify for IHH or health home participation. For example, if the provider is limited by technology, we will assign a community transformation consultant and create a project plan to achieve readiness and to meet all of the Iowa requirements, including NCQA certification within 12 months. For IHHs, we will increase the readiness of CMHCs with primary care co-location by pairing them up with a primary care Center of Excellence to which they can refer patients. In cases where CMHCs prefer co-location, we will work with them to assure sufficient volume of visits to support primary care activity. Additional ways in which we plan to expand Iowa’s IHH and health home networks are found in Section 3.2.10 below.
Increasing Member Participation in Health Homes
Our approach is designed to both increase the number of qualified IHHs and health homes and to support IHHs and health homes in their effort to identify, enroll and engage members in coordination of services. With Iowa’s current enrollment “opt-in” system, eligible individuals must opt-in and agree to participate in the health home upon solicitation of a provider in a health home practice. Several health homes told us that this opt-in process sometimes slows or limits their ability to enroll individuals, especially when patients have already engaged in care elsewhere. 
Identification of Eligible Individuals. To ensure IHHs and health homes reach everyone eligible for health home enrollment, we will leverage our predictive modeling analytics engine to identify and stratify by risk—statewide and by practice—all eligible individuals by diagnosis, use of Geo-mapping and in consideration of the member’s culture and known special needs. We deliver monthly attribution lists to the health homes, which they use to outreach to members. In our Medicaid ACO model, we risk stratify all individuals in a practice population and focus the clinic’s attention on those at highest risk of admission. These are managed in a cohort with a structured follow-up—visits every 90 days, planning visits to address gaps in care, identify and close barriers to avoid readmission. We will use this approach to ensure each health home is fully identifying those in need, and identifying practices where there are a significant number of eligible individuals with chronic conditions who could be served in a health home model. 
Teaching Health Homes How to Engage Individuals to Enroll. To support health home providers in engaging identified individuals, we furnish information resources for providers on how to discuss health home services with persons who are medically frail, in recovery, or have chronic/complex conditions and how the member benefits by being part of a health home. We will also provide resources specifically to educate on the relationship between health home and the other waiver programs. 
Community Health Workers Engage Members to Enroll. For IHH eligible individuals, in addition to predictive modeling to identify eligible members and to stratify risk, we also propose the use of community health workers and available peer supports as member advocates who understand the culture, language and experience of eligible individuals in the communities. The use of community health workers is a way to engender trust of individuals we are trying to engage. In Tennessee, our Neighborhood Connections program uses feet-on-the-street community health workers to “find” hard to reach individuals and engage them in the care system which greatly increased member participation in health homes. In Washington, we had similar success working with community health workers to identify and address common barriers to engagement. We will support the deployment of the same model in Iowa. Below is a Kansas success story that highlights the positive impact community health workers have on members as they guide them through the health home participation process. 

Our Kansas Health Homes (KSHH) team became aware of a 7-year-old boy with toileting issues. His family was new to Kansas and without a permanent home. The boy’s prescriptions had run out and the family could not afford refills. The family had no transportation, no medical or dental care, very little food and no financial resources. Because this member had a qualifying SMI diagnosis, the KSHH team referred the case to the State agency and was able to expedite his health home enrollment. The health home provider was then able to serve the member and his family within seven days of this referral. Thanks to the health home, the boy and his family now have a permanent home, transportation and food resources. They even helped the father to find work. The boy has received medical, pharmaceutical and dental care. His toileting problems have subsided with medication and BH therapy. He attends elementary school and is doing well. The health home also facilitated the provision of medical and dental care for the boy’s parents and siblings. Our KSHH team and the health home not only improved the boy’s quality of life but his entire family’s as well.

Attachment 5 Question (3.2.9 Health Homes):
3. Describe your proposed reimbursement structure for health homes.
Proposed Reimbursement Structure for Integrated Health Homes
Based on our experience in other areas of the country, our intent is to maintain the Agency’s current reimbursement structure up to 18 months from the implementation date. Therefore, for IHHs, we propose the current tiers for adults with SPMI and children with SED to be retained for the first 18 months of the Contract (see the following table). 
	Integrated Health Home Tier                              Proposed

	Member’s Tier
	PMPM Rate

	Tier 6 (child)
	$127.59

	Tier 7 (Adults with intensive management )
	$347.97

	Tier 8 (Child with intensive management)
	$347.59

	Tier 9 (Outreach for 3 months maximum)
	$102.40


During the initial 18 months, we will we evaluate the IHH’s level of readiness and use of other performance-based reimbursement strategies; complete a readiness assessment and evaluation and propose to negotiate performance-based contracts with the IHHs for the remainder of the period.
Proposed Reimbursement Structure for Chronic Condition Health Homes
We have studied the current reimbursement structure for health homes in Iowa and are impressed at how well the model balances ongoing PMPM payment for patient management with a bonus for achieving quality standards, such as the requirement to report information to IHIN using CCDs for quality reporting. We propose to maintain the Agency’s current reimbursement structure as described below.
For practices with 1,000 or more patients, we propose to offer Accountable Care Shared Savings agreements and enable the practice to share in the savings of lowering the total costs of care and improving the quality of care. These agreements would include the population eligible for chronic condition health home. In our current model, we provide “clinical integration payments” which reimburse practices for providing the services we have found are the leading indicators of savings. This is commonly considered a care coordination fee. We will leverage this approach to pay the same tiered PMPM (shown below) for the health home services for the first 18 months of the contract. This monthly interim payment will be counted as medical costs when computing annual savings and netted out of the calculation. Savings remaining will be shared with practices with the payout share dependent on quality scores. 
	Chronic Condition Health Homes                Proposed

	Member’s Tier
	PMPM Rate

	Tier 1 (1-3 chronic conditions)
	$12.80

	Tier 2 (4-6 chronic conditions)
	$25.60

	Tier 3 (7-9 chronic conditions)
	$51.21

	Tier 4 (10 or more chronic conditions)
	$76.81


For practices with fewer than 1,000 patients, we propose in addition to the standard fee for service payments (or encounter payments for FQHCs and RHCs), we will continue paying the current Patient Management PMPM shown above for the first 18 months of the contract including the 20 percent bonus incentive for achieving quality targets based on CCD submission.
We also will work with providers, as needed, to support their use of IHIN. 
During the initial 18 months, we will complete a readiness assessment and evaluation of all health homes and negotiate performance-based contracts for the remainder of the period.
Proposed Incentive Payment Structures
As noted above, we will maintain the current payment structure to health homes for the first 18 months of the Contract. During that time, we will evaluate the effectiveness of existing reimbursement methods based upon the return on investment and services received from the health home. We will determine the effect and outcome of the health home’s PMPM on the overall cost of Medicaid and desired outcomes. It has been suggested by current providers that we consider a Risk Stratification Payment system which would be a tiered PMPM payment system that recognizes a standard criteria to initiate a higher PMPM for high acuity level cases. 
Attachment 5 Question (3.2.9 Health Homes):
4. Describe how you will ensure non-duplication of payment for similar services.
Ensuring Non-Duplication of Payment for Similar Health Home Services
UnitedHealthcare uses industry-accepted methods for claims management and coordination of benefits to curtail payment duplication and ensure non-duplication of payment for similar services rendered through various programs. Our current process in Iowa and other states includes routine documentation, audits and verification of member visits. In Iowa, we will ensure non-duplication of payment for similar services by implementing the requirements of Iowa Department of Human Services Informational Letters, including letter numbers 1452 (December 2014) and 1385 (May 2014) for chronic condition health home. We understand that:
We will ensure that adults enrolled in the HCBS Habilitation program and children enrolled in the HCBS CMH Waiver are enrolled in the IHH, and receive full integrated medical, behavioral and social support services but will not be enrolled in a medical health home.
A member enrolled in an IHH who is on a 1915 (i) Habilitation or 1915 (c) Children’s Mental Health waiver with services will retain both the health home and community-based case management services. We will follow Iowa Administrative Code 441, Chapter 77.47(1)c requiring the health home to collaborate with community-based case managers at least quarterly for each enrolled member also receiving community-based case management services.
Our health home program managers will coordinate with the Iowa Medicaid Enterprise to maintain current Web-based information on enrolled Iowa Medicaid health homes, which includes contact information that can be used by members, providers and others to locate and communicate with health home ICTs.
We use industry-accepted methods for claims management and coordination of benefits to curtail payment duplication and ensure non-duplication of payment for similar services rendered through various programs and that would align with state and federal requirements and initiatives (e.g., BIP, SIM, waivers and dual eligible). We have created a hierarchy of payment structures and member attribution logic similar to that used by the Agency:
Member attribution in health homes
Member attribution in Medicaid ACOs and health homes
[bookmark: _Toc416176609]A member cannot be attributed to more than one of these entities for care coordination or gain share. We use our attribution technology to manage the assignment of patients to entities for care and payment.
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The Contractor shall: (i) develop a network of health homes which meet the requirements established in the State Plan; (ii) provide training, technical assistance, expertise and oversight to health homes; (iii) identify eligible members for enrollment; (iv) perform data analysis at the member level and program-wide to inform continuous quality improvement; (v) reimburse providers according to a reimbursement methodology proposed by the Contractor and approved by the Agency; and (vi) and develop an incentive payment structure, for the Agency review and approval, that rewards health homes for performance based on quality and outcomes.
Attachment 5 Question (3.2.10 Chronic Condition Health Homes):
1. Describe how you will fulfill the requirements of this section in addition to the general Health Homes requirements.
Throughout our response provided in Section 3.2.9, we describe how we will use the SPA, along with CMS requirements, as our guide to developing a health home network for members with chronic conditions and how we will support health homes with our CommunityCare technology and a team of experienced care coordination support staff. We will host monthly JOC meetings with each health home and we will share information with each health home frequently to enable them to be proactive in engaging members in obtaining services, attaining wellness and adhering to their service plan. During JOCs, we will also share performance and outcomes data to engage and support each health home in achieving our quality management goals and those of the SPA.
Prior to implementation of the Contract, we will further evaluate the health home network readiness to focus on bringing in the right resources and supports each existing health home needs to sustain or expand care coordination and case management services; and to secure new health home providers in the network. Readiness evaluations, combined with our face-to-face meetings with Iowa’s existing health home providers, will guide our strategy and enable us to refine our approach to future implementation. We will confer with the Agency to gather feedback regarding their satisfaction with the current health home program in Iowa. We will evaluate outcomes data and health home provider performance and gather input from additional key stakeholders in consideration of our strategy. During this process, we will continue to proactively install and implement our plan for operational support and training so that the existing health homes will have the right level of support from us to continue to perform at optimal levels.
UnitedHealthcare has invested heavily in developing a comprehensive practice transformation program for health homes in other markets and we are committed to building on the good work that has already been done in Iowa. Our practice transformation approach to supporting health homes is considered a best practice by state agencies we serve, particularly in New York, Tennessee and Washington. Health home providers and their staff receive ongoing, on-site service support and training from our dedicated community-based case managers. Our medical directors also provide training and peer-to-peer support to health home providers in individual and group settings. We provide technical support and analytic tools and training on how to use technological tools to providers and staff. We monitor providers and deliver scorecards to them. We share important practice management information about population health management and evidence-based practice guidelines, including information about upcoming seminars and webinars that we or an outside entity is hosting and that is specific to the providers’ field of practice. We share information, such as EHR (HIPAA-compliant), patient history and care gaps. 
[bookmark: _Toc416176610][bookmark: _Toc417627551][bookmark: _Toc417642690][bookmark: _Toc418958499]3.2.11 1915(i) Habilitation Program Services and 1915(c) Children’s Mental Health (CMH) Services 
The Contractor shall deliver the State’s 1915(i) State Plan HCBS Habilitation Program Services and 1915(c) CMH Waiver services to all members meeting the eligibility criteria and authorized to be served by these programs. The Contractor shall be responsible for: (i) assessment of needs-based eligibility; (ii) service plan review and authorization; (iii) claims payment; (iv) provider recruitment; (v) provider agreement execution; (vi) rate setting; and (vii) providing training and technical assistance to providers. 
Attachment 5 Question (3.2.11 1915(i) Habilitation Services and 1915(c) Children’s Mental Health (CMH) Services):
1. Describe your proposed approach for delivering these services.
For members enrolled in the State’s 1915(i) State Plan HCBS Habilitation Program Services and 1915(c ) CMH Waiver services programs, we will focus on a smooth transition from targeted case management to community-based case management including care coordination delivered through IHHs. We will evaluate when and where to delegate functions to existing targeted case managers such as where there are few individuals (less than 100) served by the IHH and where specialized skills are needed for individuals with higher or more complex needs. For individuals enrolled in an IHH enrollment, such as adults with a severe mental illness or children with an SED, as described in Section 3.2.9, we will coordinate closely with the IHH to ensure that individuals receive fully integrated and coordinated services in line with our overall integrated service delivery model. Additional details regarding our person-centered, holistic approach to the delivery of LTSS services for all of our members—including individuals enrolled in the State’s 1915(i) State Plan HCBS Habilitation Program Services and 1915(c) CMH Waiver services programs—is found in Section 4 herein. 
Attachment 5 Question (3.2.11 1915(i) Habilitation Services and 1915(c) Children’s Mental Health (CMH) Services):
2. Describe your experience serving similar populations, if any.
Our experience and our established presence in Iowa makes us an attractive partner to help the Agency improve the quality, efficiency and effectiveness of health services to the entire Iowa High Quality Healthcare Initiative population, and most particularly individuals receiving LTSS and habilitation services. We have in-depth experience and reliable transition models for moving state health care delivery systems from fee-for-service to statewide managed care by working with members, advocates and providers to ensure a smooth transition and continuity of care.
Relevant National LTSS Experience
We are qualified, experienced and well positioned to partner with the Agency and key stakeholders to coordinate and integrate physical health, BH and LTSS to meet the needs of individuals. We know how important it is to 1) have a local presence; 2) have sufficient, experienced and locally based care coordination, case management and provider services staff with the capacity to serve members and providers; 3) partner with local entities for delivery of community-based services and to ensure effective use of resources; and 4) collaborate with the Agency and its partners to ensure appropriate utilization and the delivery of quality LTSS for members. We are committed to bringing our experience and expertise to individuals and providers of Iowa’s Medicaid and LTSS programs by leveraging best practices from our other managed care programs in Iowa.Our LTSS programs are built upon our mission to “help people live healthier lives” and upon our cultural values of integrity, compassion, relationship, innovation and performance. We assimilate these values into the delivery of LTSS to persons living with behavioral health conditions and individuals with disabilities. We will develop the infrastructure to provide uniform access, and develop streamlined services to ensure the individuals we serve receive the community-based supports needed to live independently in their home and community.

Nationwide, we serve more than 5.1 million people participating in Medicaid and other state health programs in 23 states and have more than three decades of relevant experience providing integrated, person-centered care to approximately 250,000 people in 12 states receiving LTSS: Arizona, Delaware, Florida, Hawaii, Kansas, Massachusetts, New Jersey, New Mexico, New York, Ohio, Tennessee and Texas. Furthermore, we serve individuals with special health care needs, including 445,108 individuals participating in Medicaid/SSI. We serve individuals who are developmentally disabled in many states, most notably in Arizona since 1988 and Kansas since 2013. 
3.2.11.1 Initial Determination for Non-Members 
The state has designated the tools that will be used to determine the level of care, functional assessments, and …
We acknowledge the Agency will require MCOs to use State-designated assessment tools to determine the LOC and assessed supports for individuals wishing to access either community supports or facility care. We have experience using State-designated assessment tools, including the InterRAI suite of assessment tools, to perform annual LOC reassessments and as an interim assessment for individuals who experience significant changes. In New York and New Jersey, we develop person-centered care plans and HCBS service plans based on InterRAI assessment data. We also are familiar with the Supports Intensity Scale (SIS) assessment tool and understand the complexity of accurate assessments of the I/DD population, and we are in discussions with Telligen as a potential partner to conduct SIS assessments. Forming this partnership would ensure continuity, expertise of the assessment reviewers and knowledge of the individuals within the I/DD population in Iowa.
We will not revise or add to the State’s LOC and needs assessment tools without approval from the Agency. Further, we acknowledge the Agency requires a collaborative stakeholder engagement process to change assessment tools used by MCOs. In other markets, we work collaboratively with other MCOs to define processes, e.g., for transitioning individuals from one MCO to another (e.g., Louisiana), and to research and get consensus on consistent tools (e.g., Tennessee and New Mexico).
We will refer all inquiries regarding Medicaid enrollment and initial LOC determinations to the Agency or its designee in the form and format developed by the State. We have experience in Iowa as well as in other markets, working with our state customers to refer individuals identified as potentially eligible for HCBS to the State-defined designated entity for a LOC assessment and final determination and recommendation for the least restrictive, most effective placement. 
3.2.11.2 Level of Care and Needs Based Eligibility Assessments and Annual Support Assessments 
3.2.11.2.1 Identification 
The Contractor shall develop and implement policies and procedures, subject to Agency review and approval, for…
We will comply with Section 3.2.11.2.1 and will implement policies and procedures for ongoing identification of individuals who may be eligible for LTSS. We have experience in identifying members who may meet a LOC for waiver services. We will leverage our established policies and procedures to identify and submit assessment for individuals who may be eligible for LTSS to the Agency or its designee for eligibility determination. 
We have established processes to identify individuals who may qualify for LTSS. Common triggers in an individual’s circumstance requiring completion of a LOC reassessment may include:
Member self-referrals or family/caregiver referral
Significant change in medical or behavioral condition or new diagnosis
Significant decline in one or more ADLs
Decline in cognitive status
Loss of caregiver support including and not limited to death of a spouse or parent for an individual with I/DD
Transitions between levels of care and transitions from children’s services to adult services
Referral from an individual’s PCP or specialists, discharge managers and community sources
Internal referrals from the community-based case manager or other non-LTSS care managers 
Impact Pro analysis of hospital admission/readmission, skilled nursing facility admission and ER utilization (including D-SNP), claims data and pharmacy reports 
Ongoing review and monthly claims data analysis to identify individuals with complex medical or BH conditions, e.g., claim for a wheel chair indicating functional decline and DME requests, or a pharmacy claim suggesting a BH condition
Change in location or care setting
Hospital or institutional facility discharge 
We will conduct an assessment, as described, using a tool and process prior approved by the Agency, for individuals who have been identified through any of these processes as potentially meeting an institutional LOC and in need of institutional placement or 1915(c) HCBS waiver enrollment. Once an individual is assessed, we refer him/her to the State or its designee for LOC determination. 
3.2.11.2.2 Initial Assessment and Annual Support Assessment 
The level of care and needs-based assessment for members potentially eligible for 1915(i) Habilitation Program ...
We will comply with the requirements outlined in Section 3.2.11.2.2, Initial Assessment and Annual Support Assessment. The LOC and assessment for Iowans potentially eligible for 1915(c) HCBS waiver enrollment will include an assessment of the individual’s ability to have his/her needs met safely and effectively in the community and at a cost that does not exceed limits established in each 1915(c) HCBS waiver. If an individual does not appear to meet enrollment criteria, we agree to comply with the requirements related to the appearance of ineligibility. 
Proposed Mechanism to Ensure Conflict-Free Needs Assessments
We recognize the State’s desire to facilitate a system that delivers services to an individual in a manner that facilitates ultimate choice and consumer direction, while ensuring the overall community-based case management system is coordinated and free from conflict. The Agency’s website states: “Conflict-free case management through the Balancing Incentive Program (BIP) requires states to mitigate conflicts of interest in the provision of community-based LTSS.” Our community-based case management philosophy aligns with both CMS’ and the State’s strategies to mitigate conflicts of interest and complements our person-centered care planning process. Eliminating conflict of interest along the continuum of the functional assessment, case management and HCBS service delivery process is a core component of our approach to person-centered planning.
We confirm an individual’s needs assessments will be administered in a conflict-free manner consistent with BIP requirements. Using core standardized Iowa needs assessment tools which are separate from funding determinations ensures conflict-free community-based case management. Further, we confirm our employees are not permitted to provide the LTSS HCBS waiver services used by individuals who are served by our community-based case management program. Our approach supports conflict-free case management in all markets where our community-based case management program serves waiver programs and confirms we comply with state and federal regulations and requirements.
Community-based case managers complete a needs assessment on-site in the individual’s care setting. The service plan is developed with individual, caregiver and ICT input. We seek the individual’s and family’s agreement with the service plan and explain they have the right to appeal service decisions. In circumstances where the individual and community-based case managers do not agree on the needs or services, we have an established mechanism that includes manager review, additional conversations with the member and ICT to ensure an understanding of the concern and look for resolution as well as ensuring the member fully understands his/her appeal rights. Members and the community-based case manager both sign the service plan before it is implemented. Service providers are removed from the needs assessment process, eliminating the potential for conflict of interest. During service planning activities, individuals often choose their preferred service providers. Community-based case managers submit service plans to intake to initiate service authorizations to the service providers. In addition, managers of community-based case managers make sure there are no conflicts of interest by making sure community-based case managers do not provide direct, reimbursable services to members. 
To further enhance our commitment to conflict-free case management, our core process includes consistent and disciplined oversight of quality and accuracy of the assessment and care planning process through our Inter Rater Reliability oversight process. Our needs assessment provides structure to ensure our community-based case managers are applying the needs assessment consistently. The IRR process is completed through individual field observation and case scenario testing. Completing field observations with individual care coordination staff and their managers or their designee or other subject matter expert at least annually assures accuracy of needs assessment and service plan development at the member level.
Proposed Timelines of Completion of Needs Assessments
We acknowledge the time frame in which the LOC assessment must occur will be finalized through the procurement and the contract negotiation process. The Agency will establish timelines that enable an individual’s needs to be assessed promptly while ensuring the member’s safety. We have experience recommending and adhering to defined timelines for completing assessments for large population groups (e.g., LTSS waiver population) transitioning during initial program implementation or for people transitioning to UnitedHealthcare during ongoing operations. 
Upon Initial Enrollment with UnitedHealthcare. At go-live, for individuals receiving the CMH Waiver or 1915(i) Habilitation LTSS, the community-based case manager will conduct a welcome call including an initial health screening to include a review of their current service plan within 30 days of effective date. Individuals identified as having unmet needs will be prioritized for completion of a comprehensive needs assessment within 30 days of the welcome call/initial screening. We will complete the in-person comprehensive needs assessment for all members within 90 days of the initial screening completion. Post go-live, we will complete the initial health screening within 30 days and the comprehensive needs assessment within 30 days from completion of the initial health screening.
In Iowa, we acknowledge that LTSS may not be reduced, modified or terminated in the absence of an up-to-date assessment of needs that supports the reduction, modification or termination. Upon initial enrollment, individuals receiving LTSS can continue to see all current providers on their approved service plan—even if the provider is not in our network—until we work with the LTSS member to complete a service plan, and it is either agreed upon by the member or resolved through the appeals or fair hearing process and implemented. Extending the authorization of LTSS from non-contracted providers promotes continuity of care pending a provider’s decision to contract with us or an individual’s transition to a contract provider who can also meet the individual’s needs. 
Change in Member’s Circumstances. When we become aware of a change in an individual’s circumstances (such as inpatient admission, member request, provider referral, significant change in medical, behavioral or functional status) that necessitates a new assessment, we will complete the assessment within 10 business days of identification.
At Least Every 12 Months. CommunityCare will maintain the annual assessment date for each member. We will use the date of the initial or last completed assessment to trigger a reminder to complete a LOC assessment within 12 months.
3.2.11.2.3 Documentation Requirements
The Contractor must submit documentation to the State, in the timeframes described in 3.2.11.2.2 and 4.2.2.2 …
We will submit to the Agency in the time frames and format(s) determined by the Agency, all reassessments that, when completed, indicate a potential change in a member’s LOC. We agree to comply with the findings of the Agency or its designee. If the LOC reassessment indicates no change in a member’s LOC, the individual will be approved to continue at the already established LOC. We will maintain documentation of LOC reassessments and make this information available to the Agency upon request. 
3.2.11.2.4 Appearance of Ineligibility 
As described, if the member does not appear to meet criteria for 1915(i) Habilitation Program and 1915(c) …
We acknowledge and will comply with the requirements in Section 3.2.11.2.4, Appearance of Ineligibility. If our member does not appear to meet criteria for LTSS, we will advise the individual verbally that he/she does not appear to meet the criteria for enrollment and that he/she has the right to continue the process. A decision to discontinue the assessment process must be made by the member or his/her representative. We will not encourage an individual or his/her representative to discontinue the process. If an individual decides to continue the assessment process, we agree to complete the assessment process, including submission of the LOC assessment to the Agency and if the individual decides to discontinue the assessment process. We document this decision to terminate the assessment process that will include the member or his/her representative’s signature and date. Within an Agency-specified time frame, we agree to submit the documentation of members who chose to terminate the assessment process.
3.2.11.2.5 Waiting List 
In the event there is a waiting list for the 1915(c) Children’s Mental Health Waiver, at the time of initial …
In the event there is a waiting list for the 1915(c) HCBS waiver, at the time of initial assessment, we will advise our member that there is a waiting list and that he/she has the option to choose to receive other support services when 1915(c) HCBS waiver enrollment is not immediately available. We have relevant experience working collaboratively with our state clients on processes related to waiting lists for 1915(c) HCBS waiver program on our Kansas and Tennessee programs, which has informed our strategy and approach for Iowa. Our dedicated waiver program manager in Iowa will:
Make sure individuals are receiving additional non-waiver supports and services while they are on the waiting list
Work with State waiver personnel to ensure members are provided slots, when available
Maintain regular contact with members on waiting lists to stay informed of any changes in their status
We will work with the State to make sure the number of members assigned to LTSS is managed in a way that facilitates maximum access, especially for HCBS community integrated services, while controlling overall LTSS costs. Achieving these goals requires that the State and UnitedHealthcare staff jointly manage access to LTSS. To that end, we agree to provide the State with LTSS utilization information at regularly specified intervals in a State-specified format and our dedicated waiver program manager will attend regular joint LTSS access meetings with all MCO contractors and the State to collaboratively and effectively manage access to LTSS. Unless authorized by the State, we will not add individuals to the LTSS program without authorization resulting from joint LTSS access meetings. Additional details about how we will work with the Agency and ensure members on the waiting list receive additional non-waiver supports and services while on the waiting list is found in Section 4.2.3.1 of this RFP response.
3.2.11.2.6 Service Plan Development 
The Contractor shall be responsible for service plan development for each 1915(i) Habilitation Program and …
We will ensure a service plan is developed for every 1915(i) Habilitation Program and 1915(c) CMH Waiver enrollee; and that all components of the service plan process comply with the requirements described in RFP Scope of Work Section 4.4.2, Service Plan Development. 
Person-Centered Service Plan Development
For members enrolled in a 1915(c) HCBS waiver, we develop and implement service plans using a person-centered service planning process driven by the member. The individual’s representative or others identified by our member (e.g., family members, legal guardian, service providers) actively engage in the service plan development process. The service plan is based upon individual preferences and care goals as noted by the community-based case manager and may include a member’s special cultural and linguistic needs, advance care planning or preference for self-directed services.
Each member selects an ICT that includes the individual and his/her support system as well as the community-based case manager, the individual’s PCP, specialists, social worker, pharmacist, nurse or BH clinician, as needed, and other professionals or natural and paid supports. ICT members will work collaboratively to identify an individual’s need for services based upon an individual’s needs and desires as well as the availability and appropriateness of services. CommunityCare functionality is used to share the service plan with ICT participants and to request/schedule ICT meetings.
In developing a person-centered service plan, the community-based case manager assists the member and the member’s representative to consider appropriate options to support the full range of an individual’s medical, behavioral, social/environmental and LTSS needs and cultural considerations. Individuals may have BH and comorbid medical needs; therefore, our care coordination/community-based case management programs integrate BH throughout the care process, inclusive of all health care components, such as service plans, service referrals and determination of an individual’s ICT. Members can choose which team member will serve as their ICT lead. With oversight from our program manager, the person-centered planning process includes:
Initial contact: Within 30 days of enrollment, the community-based case manager calls his/her assigned member and/or family/legal representative to complete an initial health screening and schedule a face-to-face visit to complete a comprehensive needs assessment. During this call, the community-based case manager: 
Explains his/her role to the individual or legal representative as their primary contact with UnitedHealthcare
Explains the reason for the needs reassessment 
Assures the individual and/or legal representative that the services in the individual’s current service plan will continue without interruption
Determines if the member has a PCP and if he/she does not, assists the member in selecting a PCP and educates the member on the importance of scheduling a visit with 90 days of enrollment 
Initial face-to-face meeting: Individuals identified as having unmet needs will be prioritized for completion of a comprehensive needs assessment within 30 days of the welcome call/initial screening. At go-live of the contract, we will complete the face-to-face comprehensive needs assessment for all members within 90 days of the initial screening completion. Post go-live, we will complete the initial health screening within 30 days and the comprehensive needs assessment within 30 days from completion of the initial health screening. During this meeting, the community-based case manager:
Includes the individual’s current case manager on the visit, when possible
Conducts a needs assessment
Explains the features and benefits of an ICT and: 
Solicits feedback from the individual/family/representative about who they wish to serve as the lead for the ICT. If the member or legal representative is unable to make a decision, we work with the member’s guardian or other designated representative ICT to identify a lead.
Identifies who the member wishes to invite to participate on his/her ICT. For example, although the individual’s community-based case manager may be a BH clinician, the individual may benefit from having a nurse participate in a consultative role (at the individual’s discretion) to ensure integration of medical and behavioral needs.
Explains the frequency and manner for contacting the individual (a minimum of monthly contact and quarterly face-to-face visits) 
Ensures 
 the member has chosen a PCP, including IHH assignment, if available and helps them do so 
Informs the individual and representative they may request an ICT meeting at any time and how to request updates to the service plan
Promotes self-determination principles and encourages individual and family involvement in care decisions
Discusses who will provide care; offers education on the Consumer Choices Option self-directed services program to people in eligible populations; and documents an individual’s choice of whether or not to participate in the self-directed services option in the member record in CommunityCare 
Provides education on specific benefits available to the individual’s targeted population and the service options to facilitate full participation and informed decisions, including habilitation benefits for individuals eligible for this benefit
Communicates in a manner that reflects the cultural considerations of the individual and provides information in plain language in a manner that is accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR 435.905(b)
Interdisciplinary Care Teams
For each member served through the CMH Waiver or the SPA Habilitation program, we ensure establishment of an ICT that includes the member and his/her support system as well as the community-based case manager, the individual’s PCP/IHH, specialists, social worker, pharmacist, nurse or BH clinician, as needed, and other individuals, such as peer supports. ICT members will work collaboratively to identify an individual’s need for services and desires as well as the availability and appropriateness of services. CommunityCare allows the ICT members to share the service plan with others and to request/schedule ICT meetings. This team includes individuals with adequate knowledge, training and expertise surrounding community living and person-centered service delivery process and chosen by our member. The community-based case manager and ICT lead work collaboratively to:
Schedule an ICT meeting to review the initial service plan and solicit team input and member and team agreement before it is submitted to the Agency for determination.
Schedule ongoing ICT meetings requested by individuals or their family/representative at time of day, day of week and format to meet their needs.
Explain the ICT and roles, responsibilities of each member and how communication and coordination between the team will occur.
Work through the ICT to resolve disputes, employing strategies to solve conflict or disagreement within the process (including clear conflict-of-interest guidelines for all planning participants). If an individual disagrees with elements of his/her service plan, we have strategies to resolve disputes, conflict or disagreement throughout the care/service planning process. During the welcome call and in the Member Handbook, we inform individuals about our easy-to-use grievance, appeal and state fair hearing policies and procedures, which comply with the due process requirements set forth by state and federal requirements. In addition, we provide this information on our member website, myuhc.com, and send an annual reminder about grievance and appeals system processes and an individual’s right to use these processes. 
Educate participants on the person-centered approach to the service plan development and the roles of the participants on the team as well as conflict-free case management processes, which prohibit our employees from providing HCBS. 
Develop a crisis prevention/backup plan for members in collaboration with members, their family, providers and community supports. The crisis prevention/backup plan helps members and others involved in the member’s care to recognize and identify triggers in advance so that services can be added to prevent the issue from escalating to a crisis situation or alleviating the crisis as quickly as possible.
Work with other ICT members to identify an emergency backup support plan that identifies alternates to provide essential services if there is an identified gap and a crisis response plan to address problems or issues arising when support services are interrupted or delayed or when an individual’s needs change. This information is documented in the member record in CommunityCare. The Agency-approved service plan is shared with various providers and health care settings via CommunityCare.
Solicit input from individuals, their support system, PCP, other providers and caregivers who participate on the ICT.
Identify person-centered goals and the services the individual needs to achieve the goals, including services provided by natural supports and community-based resources.
3.2.11.2.7 Frequency 
The service plan must be completed and approved prior to the provision of 1915(i) Habilitation Program and …
An individual’s service plan is completed and approved prior to the provision of waiver services. Our community-based case manager or the IHH will review and revise the service plans:
At least every 12 months
Whenever there is significant change in an individual’s condition, circumstance or needs
At the individual’s request
Our care coordination system triggers reminders to the community-based case manager at least 90 days or within the Agency-determined time frame before the next reassessment is due for completion. The 12-month time frame is reset from the date of the last completed needs assessment and Agency service plan determination. 
The community-based case manager monitors assigned members for any significant changes that may indicate a need to adjust the service plan. A reassessment is completed within 10 business days of identification of the change. The community-based case manager contacts the individual to schedule a face-to-face visit to complete the reassessment and explain the reason for the reassessment. 
3.2.11.2.8 Person-Centered Planning Process 
The service plan shall be established through a person-centered service planning process which is led by the … The Contractor shall ensure the person-centered planning process:
3.2.11.2.8.1 Includes people chosen by the individual; 
3.2.11.2.8.2 Includes the use of an team of professionals and non-professionals with adequate knowledge …; 
3.2.11.2.8.3 Allows the member to choose which team member shall serve as the lead and the member’s main …;
3.2.11.2.8.4 Promotes self-determination principles and actively engages the member; 
3.2.11.2.8.5 Provides necessary information and support to ensure that the individual directs the process to the …;
3.2.11.2.8.6 Is timely and occurs at times and locations of convenience to the member;
3.2.11.2.8.7 Reflects cultural considerations of the individual and is conducted by providing information in plain …;
3.2.11.2.8.8 Includes strategies for solving conflict or disagreement within the process, including clear …;
3.2.11.2.8.9 Offers informed choices to the member regarding the services and supports they receive and from …; 
3.2.11.2.8.10 Records the alternative home and community-based settings that were considered by the member.
3.2.11.2.8.11 Records discussion and options provided for meaningful day activities, employment, and education ...
We will comply with the requirements described in Section 3.2.11.2.8, Person-Centered Planning Process, above. We will ensure that all elements of the person-centered planning process listed in Section 3.2.11.2.8 are included in the planning process for every waiver member in our care. 
Service Plan Content
Service plans will reflect the services and supports that are important for persons enrolled in a 1915(c) waiver or 1915(i) program to meet the needs identified through the needs assessment as well as what is important to the individual culturally and linguistically regarding his/her preferences for the delivery of services and supports. The service plan reflects an individual’s needs and preferences and how those needs will be met by a combination of covered services and available community supports. Our person-centered service planning process is holistic, addressing the full array of medical, behavioral, non-clinical and community-based services and supports (e.g., housing or employment) provided by contracted and non-contracted providers to ensure the maximum degree of integration, best possible health outcomes and member satisfaction. For example, we are committed to assisting our members and supporting them to achieve their employment goals. Our staff will include an employment specialist to support employment-related efforts. We have firsthand experience supporting employment in Texas and Kansas. Our staff establishes relationships with housing and construction vendors to better connect our members to available low-cost housing options.
Ongoing Service Planning Activities
With continuous oversight and guidance from the waiver program manager, the community-based case manager, providers, members and the ICT members together ensure consistent adherence to the service plan that:
Provides our member with informed choices of potential providers of waiver services and assists the individual with selecting or changing service providers, as requested by the member
Supports an individual’s decision to receive care in alternate residential care settings and document in the member’s record any care settings the individual considered
Promotes communication among UnitedHealthcare staff, providers, our member and ICT members to improve an individual’s care
Coordinates initiation and continuation of necessary services with primary and specialty providers and community programs after identifying needs
Actively assists individuals with resolving any service delivery issues or concerns
Updates the service plan as needed or requested by the individual or care team
Details of our service plan development processes that describe how we establish interdisciplinary teams and how we work with members and their families on an ongoing basis to ensure appropriate provision of waiver services can be found in Section 3.2.11.2.6, Service Plan Development, above.
3.2.11.2.9 Emergency Plan Requirements 
The Contractor shall ensure the service plan has an emergency plan documented that identifies the supports …
We recognize that the members we serve often have a complex system of care in place which can be disrupted by natural disasters or other unforeseen and seemingly minor events that affect their services. We will make sure our member’s service plan has an emergency plan documented that identifies the supports available to the individual in situations for which no approved service plan exists and which, if not addressed, may result in injury or harm to the individual or other persons or in significant amounts of property damage. At a minimum, emergency plans include:
The member’s risk assessment and the health and safety issues identified by the member’s ICT
The emergency backup support and crisis response system identified by the ICT 
Emergency, backup staff designated by providers for applicable services
Written crisis plans for members with BH conditions in CommunityCare and readily accessible to the ICT, member, his/her support system and providers.
3.2.11.2.10 Home Based Habilitation 
In addition to the service plan content requirements outlined in Section 4.4.2, the service plan for members in a …
In addition to the required service plan content requirements outlined in RFP Section 4, the service plan for 1915(i) program members in our care will include supported community living information such as:
Our member’s living environment at the time of 1915(i) enrollment
The number of hours per day of on-site staff supervision needed by the member
The number of other waiver consumers who live with our member in the living unit
An identification and justification of any restriction of the member’s rights, including maintenance of personal funds or self-administration of medications
We will include additional information that the member, the community-based case manager, ICT members, the IHH provider/PCP, and/or the member’s parent/guardian deem important to note in the service plan. For example, when more than one waiver consumer lives with the member in the living unit, we will note the relationship between the waiver consumers. We will specifically note benefits indicated by the member and others in this relationship and how it may enhance member quality of life. Similarly, we document any concerns raised about the situation, particularly concerns raised by the member about the relationship or how the relationship impacts him/her.
3.2.11.2.11 Refusal to Sign 
The Contractor shall develop and implement policies and procedures, subject to the Agency review and approval ...
Our person-centered care planning process is highly sensitive to and geared toward including the member and arranging the provision of services according to his/her preferences throughout the development of the service plan, which mitigates instances of refusal to sign the service plan. Central to this process is working with individuals and their family members/guardian when they disagree with the plan to understand why they refuse to sign the plan and how we can modify services to meet the member’s identified needs and preferences. As part of this process, we identify and document the difference between the member’s refusal to sign the plan, and if he/she is refusing to receive services. 
We will implement our established policies and procedures, subject to Agency review and approval, which describe the measures we will take to address instances when our member refuses to sign his/her service plan. These policies and procedures will include an escalation process that includes a review by the manager of the community-based case managers or medical director or ICT of the reasons for the individual’s refusal and any actions we will take to resolve any disagreements with the service plan, as well as strategies to mitigate any harm that could result from the refusal to receive services. We include members in service planning and have technology that makes it easy and convenient for members to provide their signatures on service plans during the face-to-face visit. Regardless of whether the member signs the service plan or not, we will continue to offer services in accordance with his/her basic needs and existing service plan. As follow-up, the community-based case manager may educate an individual on authorization decisions and the appeal process, as relevant.
3.2.11.2.12 Compliance with Home and Community-Based Setting 
In accordance with 42 CFR 441.301(b)(1), the Contractor shall ensure waiver services are not furnished to … 
We agree to comply with Section 3.2.11.2.12, Compliance with Home and Community-Based Setting. In accordance with 42 CFR 441.301(b)(1), we will ensure waiver services are not furnished to individuals who are inpatients in a hospital, nursing facility, institution for mental diseases or ICF/ID. We will also make sure non-institutional LTSS are provided in settings that comport with the CMS HCBS requirements as defined in regulations at 42 CFR 441.301(c)(4) and 42CFR 441.710(a).
We will use several prospective and retrospective strategies to identify when our members are admitted to a facility to ensure that HCBS are not furnished. Prospective strategies include using claims and authorization data to ensure overlapping services are not paid initially, whenever possible. In addition, we will review electronic visit verification (EVV) data to identify when the HCBS provider did not provide services as authorized, indicating the possibility a member may be an inpatient in a facility. Retrospectively, we will review our claims to identify primary or secondary claims for an admission to a facility that overlaps with an HCBS claim. 
3.2.11.2.13 Disenrollment 
There are certain conditions that must be met for an individual to be eligible for a 1915(i) Habilitation Program …
We will comply with the requirements in Section 3.2.11.2.13, Disenrollment. We will track the provision of services on an individual’s service plan. We will identify members with no paid HCBS in a calendar quarter through our claims process. 
3.2.11.2.14 Minimum Service Requirements 
To be eligible under a 1915(i) Habilitation Program and 1915(c) Children’s Mental Health Waiver, a member must…
We will monitor receipt and use of LTSS by 1915(i) Habilitation Program and 1915(c) CMH Waiver enrollees, and we will notify the Agency in the manner prescribed if our member has not received at least one billable unit of service under the waiver in a calendar quarter. In addition to understanding that an individual may no longer need HCBS, it is also a way for us to understand and resolve barriers to care and address HCBS provider billing issues. We acknowledge the State has sole authority for determining if our member will continue to be eligible under the 1915(c) HCBS waiver, and we agree to comply with the State’s determination.
3.2.11.2.15 Frequency of Care Coordination Contact 
At a minimum, the care coordinator shall contact 1915(i) Habilitation Program and 1915(c) Children’s Mental …
We develop staffing ratios based upon the services that need to be provided as well as an individual’s acuity, complexity of needs, frequency of contacts and community supports. We consider geography (generally by ZIP code) to minimize travel times and maximize meeting times, particularly in rural areas to ensure adequate contact by the community-based case manager. 
Make Timely and Frequent In-Person Contact: We will require our community-based case managers to maintain a 14-day contact cycle with members. Required method of contact (e.g., by phone or in-person) will align with Contract requirements and based on the member’s risk level. Along with the Timely Initiation of Service report, our business intelligence staff distributes a monthly Service Summary report to the waiver program manager that depicts contact intervals by care managers and highlights any service gaps or contacts outside the 14-day cycle. If an individual is enrolled in an IHH, our community-based case manager will work with the IHH staff to ensure they meet the contact requirements outlined above. 
Advocate for the Individual: The community-based case manager continually reviews the individual’s care plan and (with individual’s permission) attends the quarterly scheduled care plan review meetings, serving as the individual’s advocate to ensure the service plan supports the individual’s expressed goals and personal outcomes. During the quarterly meeting, the community-based case manager works with the ICT to review progress toward meeting the goals in the service plan. For example, if the program plan contains BH objectives, the community-based case manager determines whether there are any health issues or psychotropic medications that might impact treatment. 
3.2.11.2.16 Monitoring Receipt of Services 
After the initiation of services identified in the member’s service plan, the Contractor shall implement strategies …
After the initiation of services identified in the individualized service plan, we monitor the provision of an individual’s services to confirm services have been initiated and are being provided on an ongoing basis as authorized. We have established policies and procedures to identify, respond to and resolve service gaps. Community-based case managers perform the following activities to monitor the provision of our member’s 1915(i) Habilitation and 1915(c) CMH Waiver services to make sure these services have been initiated and are being provided as authorized:
Face-to-Face and Telephonic Contact: Community-based case managers contact their assigned members within five business days of scheduled initiation of services to confirm whether or not services are being provided and to confirm the member’s needs are being met. The community-based case manager works with the member to promptly address any services gaps, needs or concerns. Initial and ongoing contact occurs via phone (at least monthly) or in person (at least quarterly) depending on an individual’s needs.
Electronic Visit Verification System: We are proposing use of an electronic visit verification (EVV) system for members receiving HCBS. Our enhanced EVV consists of a GPS-enabled smartphone application, which allows real-time check in and out from visits to monitor our member’s receipt of services. Using the GPS-enabled smartphone application, the worker opens the application on his/her smartphone. Next, he/she clicks check in when he/she arrives and check out when he/she leaves. For provider staff who do not have a smartphone, there is a manual check in and out process.Electronic Visit Verification System
Provider staff checks in at the beginning and checks out at the end of each period of service delivery to monitor member receipt of HCBS.
EVV can be used for claims submissions for HCBS.
EVV helps community-based case managers monitor delivery of services and allows for immediate action as needed.
We will provide initial training and information about the EVV system and additional training upon request.

The visit verification record is sent to the provider and to our community-based case management staff. Using our innovative CommunityCare platform and CareOne, we manage the services that are delivered to the member and transmit the services to be performed, along with the service authorization to the EVV system. Once services are completed, this triggers the service authorization to match to the verified visit and exports a claim for processing. This EVV technology allows us to monitor utilization of services and real-time receipt of services performed. 
If service gaps are identified, the community-based case manager will work with the member to understand if the service is still needed. If so, we will identify the barrier to receiving the service and work to resolve the issue, including identifying an alternate provider. Our community-based case managers will monitor the information captured by the EVV system compared against our plans of care to identify gaps in planned care. Our after-hours support model relies on an escalation path that includes backup plans. The escalation path is: 
Based on member contacts recorded in the EVV system, the provider agency is notified of the missed visit for resolution.
If the provider agency does not respond, for individuals who have critical care needs (e.g., quadriplegia, mental health issues, Alzheimer’s), our community-based care managers and scheduling staff are alerted and an alternate interim care delivery plan is escalated to meet the members’ needs.
If service gaps are identified, the community-based case managers will outreach immediately to the provider agency to arrange for care as soon as possible. Our community-based case management program provides patient education to take responsibility to develop backup and contingency plans for emergency care. 
[bookmark: _Toc412794407][bookmark: _Toc414529942][bookmark: _Toc416176611]Addressing Service Gaps. If a service gap is found, this will also be indicated in the report, along with a description of how and when the service gap was remedied (including effectiveness of the backup plan). If the care coordinator or service provider is out of compliance, the waiver program manager will immediately develop and deploy an action plan to address and remedy the issue. Provider compliance regarding adherence to the delivery of services and supplies outlined in the service plan is addressed in accordance with our clinical adherence monitoring policies and procedures and provider agreements. Depending on the severity of non-compliance, the waiver program manager would contact the provider to deliver the service immediately or replace the non-compliant provider to ensure continuity of care for the member, and would engage the local provider advocate to educate the provider. Remedial action could include development of a Corrective Action Plan or network dismissal if non-compliance continues.
[bookmark: _Toc417627552][bookmark: _Toc417642691][bookmark: _Toc418958500]3.2.12 Family Planning Services 
In accordance with 42 CFR 431.51(b)(2), members shall not be restricted in freedom of choice of providers of …
Our members may self-refer for family planning services without PA or approval from their PCP. We will comply with 42 CFR 431.51(b)(2), Free Choice of Providers, and will not restrict a Medicaid member’s choice in selecting a family planning services provider, even if the provider is not in our network. Likewise, we will honor claims submitted by any Agency Medicaid provider, even if that provider is not in our network. During telephonic or face-to-face interactions with our members, we will answer their questions and provide them with sufficient information to allow them to make an informed choice when self-referring to an Agency family planning services provider. 
Member and provider handbooks and educational materials will contain language and instructions that clearly state the member’s freedom of choice and self-referral abilities regarding family planning services. We will assist and encourage members to make a choice of provider based upon their own individual needs. We recognize the importance of removing barriers to family planning services, such as transportation to a pharmacy for periodic refills (e.g., birth control pills). In this case, we may assist members by arranging non-emergency transportation (if approved by the State); encouraging mail order (if applicable and appropriate); connecting the member to a local pharmacy that delivers or arranging for a three-month supply of birth-control pills.
[bookmark: _Toc416176612]Family Planning Services and Waiver Programs. In addition to 42 CFR 431.51(b)(2), Free Choice of Providers, we will also comply with 42 CFR 431.54, Exceptions to certain State plan requirements, and 42 CFR 431.55, Waiver of other Medicaid requirements, as applicable to the State’s waiver programs that cover family planning services, such as the Iowa Family Planning Network 1115 Waiver. 
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Individuals eligible for the Iowa Health and Wellness Plan shall receive Iowa Wellness Plan benefits, which is the …
We have reviewed the requirements of this Section 3.2.13, as well as the list of Iowa Health and Wellness Plan benefits and Iowa Wellness Plan coverage summary provided in Exhibit D of this RFP, and we will ensure the provision of services to Iowa Health and Wellness Plan enrollees who are our non-Medically Exempt members in accordance with the State’s Alternative Benefit Plan (ABP). Further, we understand that individuals whom the State has identified as Medically Exempt can choose to enroll in the ABP or the regular Medicaid State Plan benefit package, and we will honor their choice. We are accustomed to administering unique programs, like Iowa’s benefits for Medically Exempt versus non-Medically Exempt enrollees, and are fully capable of managing benefits correctly. 
3.2.13.1 Medically Exempt 
Individuals who are identified as Medically Exempt shall have a choice between the Iowa Wellness Plan …
We have read, understand, and will adopt Iowa’s definition of Medically Exempt as described in RFP Scope of Work Table 3.2.13.1, which is consistent with 42 CFR §440.315(f). We will educate our network providers and staff regarding Iowa’s definition of Medically Exempt and its impact on the member’s benefits and choices. We recognize the State’s definition of Medically Exempt and the contents of Table 3.2.13.1 as critical educational tools for providers and staff. Therefore, we will incorporate the State’s written definition of Medically Exempt, along with the content/copy of Table 3.2.13.1 provided in the RFP into written materials for provider and member use, including but not limited to manuals, handbooks, brochures and training materials. 
3.2.13.1.1 Identification of Medically Exempt Members 
Medically Exempt individuals are identified through: (i) a Medically Exempt member survey and (ii) Medically …
Attachment 5 Question (3.2.13 Iowa Health and Wellness Plan Benefits):
2. Describe your proposed strategies for implementing retrospective claims analysis to determine if a member is Medically Exempt.
Our approach to discovering members who appear to qualify for Medically Exempt status involves a series of data mining exercises that we will perform using our suite of risk stratification and analytic tools. These tools equip us with the ability to define data parameters for sorting and grouping certain data sets, such as claims and service plan data, in accordance with key indicators to reveal outliers and utilization patterns. Examples of the risk-stratification tools, processes and interventions we will use to search for members who appear to fit Medically Exempt criteria include:
Significant Episode Cluster Activity (SECA) reports: In-depth data mining and retrospective claims analysis that offers insight into utilization patterns for certain services or a cluster of related services and utilization behaviors (such as provider visits and pharmacy claims). SECA scoring methodology allows us to identify members based on specific, flexible criteria that can be tailored to reflect the Medically Exempt criteria.
Impact Pro Predictive Profiling: Impact Pro, a true risk stratification engine, uses proprietary algorithms to integrate data from a variety of sources such as medical, BH, inpatient, crisis/ER, pharmacy, and the health record to create an individual profile and risk scores for each member. Initial Health Screening findings in combination with Impact Pro risk scores will be part of the clinical information available to the member and providers through our Web-enabled CommunityCare clinical record, and will be a highly effective means for identifying members who fit Medically Exempt criteria.Impact Pro risk scores will be highly effective means for identifying members who fit Medically Exempt criteria.

Strategic Management Analytic Reporting Tool (SMART): Our data warehouse collects and stores quality measures, PAs, profiling and predictive modeling. It links with and receives data from our UM (CareOne) and care coordination systems (CommunityCare), which provide a 360-degree view of member utilization trends. 
In addition to retrospective claims review, members may be identified through our care coordination program for possible Medically Exempt eligibility. If a diagnosis or utilization trend emerges that indicates a member’s possible Medically Exempt qualification, the clinical team would refer the information to the Agency for determination. 
3.2.13.1.2 Benefits for Medically Exempt Members 
The State shall communicate the findings from the member survey and attestation and referral form described …
Attachment 5 Question (3.2.13 Iowa Health and Wellness Plan Benefits):
1. Describe how your proposed approach will ensure Medically Exempt members will receive State Plan benefits.
UnitedHealthcare has read, understands, acknowledges and will comply with the requirements for the provision of State Plan or Iowa Wellness Plan benefits for Medically Exempt members as outlined in Section 3.2.13 herein. Below we describe how we will ensure Medically Exempt individuals receive State Plan benefits and how retrospective claims analysis will inform our discovery of persons who may meet Medically Exempt criteria.
As part of new program implementations, we preprogram our database management systems with benefit details to support correct and efficient eligibility file, benefits and claims management operations. For the Iowa High Quality Healthcare Initiative, prior to program implementation, we will load every benefit package detail into the system, including covered, excluded, and limited services and exceptions (using ICD-9/10, CPT and HCPCS codes) within Iowa’s State Plan, ABP, Iowa Wellness Plan, Iowa Health and Wellness Plan and its Waiver programs. We conduct systems test runs and perform internal audits prior to and during implementations to ensure proper eligibility, provider contract management, claims management, and care coordination functionality. Our automated processes are secure, HIPAA-compliant, and enable operational efficiency. Additionally, these automated processes have proven to be highly effective at reducing human error or delays in proper administration of unique or alternate program benefits that could occur in a “manual” work environment. We will use these processes for members that are and are not Medically Exempt to ensure adherence to the Agency’s rules and requirements for proper provision and delivery of covered services based on the member’s program enrollment and eligibility status.
Tying Medically Exempt Members to State Plan Benefits. Upon receipt of a member’s Medically Exempt status from the Agency, we will automatically tie the member’s record to the State Plan benefit package, which will already be loaded into our enrollment file management system and database, CSP. This automated process integrates with and automatically updates not only CommunityCare that includes the Accountable Care Population Registry and care plans shared with ICT members; but also CareOne, our UM system that captures authorizations.
Tying Medically Exempt Members to Alternate Benefit Plan. Upon receipt of a Medically Exempt member’s decision to opt-out of State Plan coverage, we will simultaneously disconnect the member from the State Plan benefit package and tie his/her individual record to the Iowa Wellness Plan to ensure continuous coverage during the transition. 
[bookmark: _Toc416430171][bookmark: _Toc416444861][bookmark: _Toc417627554][bookmark: _Toc417642693][bookmark: _Toc418958502][bookmark: _Toc416176614]3.2.14 Value-Added Services
The Contractor may propose additional services for coverage. These are referred to as “Value-added Services.” The State is particularly interested in the promotion of evidence-based programs which improve the health and well-being of Medicaid enrollees. Value-Added Services may be actual health care services, benefits, or positive incentives that will promote healthy lifestyles and improved health outcomes among members. Examples of Value-Added Services may include, but are not limited to, items such as: (i) incentives for obtaining preventive services; (ii) medical equipment or devices not already covered under the program to assist in prevention, wellness, or management of health conditions; (iii) supports to enable workforce participation; and (iv) cost effective supplemental services which can provide services in a less restrictive setting.
3.2.14.1 Applicability 
Value-Added Services that are approved by the Agency during the contracting process shall be included in the …
We will offer value-added services to all of our State members, or to members who have a specific condition or diagnosis that qualifies them for the value-added service, as described further in this section. We understand that the value-added services that the State approves will be incorporated into our State contract’s scope of services.
3.2.14.2 Costs 
Any Value-Added Services that a Contractor elects to provide must be provided at no additional cost to the …
We are pleased to offer the value-added services to State members described in further detail below. We acknowledge that we will not receive any additional compensation related to the costs of providing value-added services; therefore, we will not report the costs of value-added services as allowable medical or administrative costs. We also agree not to pass on the cost of any value-added services to providers. We will state clearly in our marketing materials and Member Handbook, as approved by the State, the availability of value-added services and how to access them. Descriptions will also include any limitations that apply in terms of quantity or dollar value, as well as the conditions or diagnosis that may qualify a member for a value-added service, such as pregnancy. 
3.2.14.3 Program Description 
In its proposal, the Contractor must clearly describe: (i) any limitations, restrictions, or conditions specific to the …
Attachment 5 Question:
1. Describe any proposed Value-Added Services. Include in the description:
a. Any limitations, restrictions, or conditions specific to the Value-Added Services;
b. The providers responsible for providing the Value-Added Service;
c. How the Value-added Service will be identified in administrative (encounter) data;
d. How and when providers and members will be notified about the availability of such Value-Added Services while still meeting the federal marketing requirements; and
e. How a member may obtain or access the Value-Added Services. 
Attachment 5 Question:
2. Provide any applicable data on improved outcomes linked to Value-Added Services you have implemented in other states.
[bookmark: _Toc356296117][bookmark: _Toc411749715][bookmark: _Toc413053300]Our extensive experience providing innovative and enhanced services to 5.1 million members across 23 states allows us to provide value-added services that address the needs of our members and improve health outcomes. Our core programs and services have positively impacted the health and well-being of our members, and shown improved HEDIS results over time. 
Our core programs and services described throughout this response align with Iowa’s Healthiest State Initiative. Our priority is to help bring about the change necessary to make Iowa the healthiest state in the country. We want to work with members to inspire a healthier lifestyle and to affect permanent, positive changes to their overall physical, emotional and BH. In alignment with the State’s program redesign, we are focusing our locally delivered and regionally administered services on the reduction of unnecessary reliance on institutional services and an increase in community support. 
A component of a healthier lifestyle is the ability to interconnect with those providers and community organizations that will support the member in his/her transformational efforts. We are committed to offering enhanced benefits to our members (subject to advance written approval by the State) that align with our mission to help people live healthier lives. We will send written notice to members and affected providers at least 30 calendar days before the effective date of a change in covered services, as well as amend all written materials describing the covered benefits or provider network. To support the State’s goals, we are proposing the following value-added services.
Improved Birth Outcomes
Baby Blocks—Prenatal and Well-Baby Care Program
Baby Blocks offers a unique approach to achieving improved health outcomes for pregnant and postpartum women and their babies. Through the dual appeal of an interactive game interface and attractive rewards, Baby Blocks reminds and rewards members for attending appointments during their pregnancy and into the first 15 months of their baby’s life. The program uses mobile-optimized engagement tools, including an easy enrollment process, appointment reminders and brief health tips. Eight incentives are delivered to women who achieve health care goals during the 24-month program. Members can choose between two practical items at each stage:
[image: ]Baby Blocks enrollment: Durable, black diaper bag or $20 gift card
24-week prenatal: Bath spout cover or teething rattle with mirror
32-week prenatal: First aid kit or tabletop toy
Birth: Digital thermometer or rubber duck bath thermometer
Postpartum visit: Fisher Price sorting blocks or $20 gift card
Six-month well-child: Feeding set or dental care set
Lead screening: Childproofing kit or Goodnight Moon board book
15-month well-child: Shower/bath accessories or soft puzzle
Limitations or restrictions: This program is available to pregnant women and new mothers. Members are eligible for rewards following enrollment in the program. No retroactive rewards are provided.
Type of provider or other person responsible for service, including limitations: We partner with our business associate BI Worldwide to administer this program.
Identification of service in administrative data or other documentation of service: Our business associate BI Worldwide will track utilization, which will be identified in our administrative data.
Provider and member notification of service (method and time frame):
Members: All members will receive notifications through the Member Handbook, available through uhccommunityplan.com; HealthTalk, our member newsletter, mailed quarterly; myuhc.com, our secure member website, available for self-service 24 hours a day, seven days a week; member services staff, available 7 a.m. to 7 p.m. CT; and case management/community health workers.
Providers: All contracted providers receive notification of the benefits through quarterly newsletters, monthly webinars, our Provider Administrative Guide and periodic provider services visits to provider offices throughout the year.
How members obtain service: Once enrolled in the program, individuals will track their progress in the Baby Blocks application, available online and on mobile devices. After each reward level is obtained, they will select their reward, which is distributed via mail.
Improved outcomes in other states: We currently have more than 35,000 members enrolled in this program across 17 states. On a nationwide basis, the response rate from eligible members is 46 percent, with 43 percent of members enrolling in the first trimester of pregnancy, 34 percent in the second trimester, 15 percent in the third trimester, and 9 percent post-birth. From an engagement perspective, 97 percent of participants say they would recommend the program to a friend, which speaks to the high level of satisfaction our members have experienced as program participants.Baby Blocks
“We are very pleased so far with the numbers and the uptake. It is probably the best engagement we’ve had with members. This is a fun app that delivers the right message, and we have found that physicians like it, too, because of the email and text reminders.”
Dr. Joel Bradley, Chief Medical Officer, UnitedHealthcare Community Plan of Tennessee
Source: Knoxville News Sentinel, 10/4/2013

Other success measures of the Baby Blocks program include:
Over 25,000 babies were born to Baby Blocks participants.
More than 5,000 children have completed the program (passed the 15-month well-child visit).
On an aggregate basis, participants have completed 51 percent of their available prenatal blocks and 30 percent of their post-birth blocks.
58 percent of participants have completed the birth blocks and 39 percent have completed the postpartum visit block.
The Baby Blocks website receives more than 24,000 visitors per month from 14,000 unique users.
Baby Blocks HEDIS Measures
Baby Blocks participants are more likely to achieve recommended prenatal and postpartum care than non-participants.
In the three markets where Baby Blocks has had the longest presence—Ohio, Pennsylvania and Maryland—2013 HEDIS scores for program participants were an average of 10 basis points higher than non-participants across three key measures, and this spread has increased steadily since 2012.
Health, Safety or Hygiene
Weight Watchers
We offer enrollment in the Weight Watchers program for qualified members. Members will receive vouchers to attend official Weight Watchers meetings where they will learn valuable skills about healthy eating and weight loss.
Limitations or restrictions: Members must be above the age of 12 and have a referral from their PCP to be eligible. The maximum annual benefit is 10 vouchers.
Type of provider or other person responsible for service, including limitations: We will partner with Weight Watchers to provide this incentive.
Identification of service in administrative data or other documentation of service: We will track the vouchers issued in administrative data.
Provider and member notification of service (method and time frame): 
Members: All members will receive notifications through our Member Handbook; HealthTalk, our member newsletter; myuhc.com, our secure member website; member services staff; and case management/community health workers.
Providers: All contracted providers receive notification of the benefits and billing requirements through quarterly newsletters, monthly webinars, the Provider Administrative Guide, and periodic provider services visits to provider offices throughout the year.
How members obtain service: Following provider referral, members will contact our member services department. Vouchers will be mailed to the address on file.
Improved outcomes in other states: This program is currently being offered in Kansas, Louisiana and Texas. Over 160 Texas Medicaid members joined Weight Watchers in 2014 to assist with weight loss goals and healthy lifestyle changes. JOIN for ME Quote
“Poor diet and a lack of physical activity are taking a devastating toll on the health of children in Louisiana, which has one of the highest rates of childhood obesity in the country. We are pleased to partner with UnitedHealthcare to make JOIN for ME available to children in the New Orleans community as a first step in making this program more widely available in the state. Children who participate in JOIN for ME have the opportunity to learn healthy habits that will put them on a path to a lifetime of better health.”
Pat Van Burkleo, president of the Boys & Girls Clubs of Southeast Louisiana and the Boys & Girls Club of Greater Baton Rouge
Source: Knoxville News Sentinel, 10/4/2013

JOIN for ME
JOIN for ME is a childhood obesity program developed by UnitedHealthcare that has proven to be an effective and accessible treatment of childhood obesity. Through a group intervention model, where a child and caregiver participate together, the JOIN for ME program underscores the importance of cultivating a healthier environment and healthier behaviors at home with the entire family. If the child completes the community-based pediatric obesity program, they will be eligible for a $50 gift card that will be distributed during the final class. We will also provide children ages 6 and up with Nerf Energy bands and Nerf balls to promote overall health and wellness and to educate members on the connection between activity, feeling good and receiving positive incentives for being active. Each unit consists of a wrist-worn activity tracker and a Nerf football, soccer ball or Frisbee embedded with a sensor. By being active, children earn time to play on their own device an online video game Nerf Energy Run that is “powered” by the Energy Band. 
Limitations or restrictions: Limited to members ages 6 through 17 who are above the 85th percentile for body mass index (weight-to-height ratio) and are in general good health. A physician’s signature is necessary on the referral form posted at uhccommunityplan.com to attest to the fact that the member is meeting BMI criteria. Trained facilitators teach tools and strategies to adopt healthier habits that lead to lifelong healthier weight. To receive the $50 incentive, the child must complete the obesity program by attending 12 of the 16 classes.
Type of provider or other person responsible for service, including limitations: UnitedHealthcare will administer this benefit.
Identification of service in administrative data or other documentation of service: We will identify service through JOIN for ME engagement specialists who enroll members into the program. Reports of members who successfully complete the program will be generated at the end of each session. Gift cards issued will be tracked in administrative data.
Provider and member notification of service (method and time frame): 
Members: All UnitedHealthcare members will receive notifications through our Member Handbook; HealthTalk, our member newsletter; myuhc.com, our secure member website; member services staff; and case management/community health workers.
Providers: All contracted providers receive notification of the benefits and billing requirements through quarterly newsletters and monthly webinars.
How members obtain service: We will identify eligible members through PCP and case manager referrals. Members may also self-identify by calling our member services center to receive help with scheduling an appointment with their PCP to assess their eligibility.
Improved outcomes in other states: The following results are based on our 2012 pilot program with the YMCA of the USA and the YMCA of Greater Providence, Rhode Island. One year following completion of the JOIN for ME program, 70 percent of the original 155 program participants maintained, on average, a 3 percent reduction in excess weight. In addition, the percentage of youth participants above the 95th and 99th percentiles at the end of the program decreased one year later. 
The study also revealed that children and parents reported improvements in their health and quality of life, and that the participants who attended a higher number of face-to-face group sessions experienced greater weight loss. Parents of participants in the study also experienced small, but statistically significant, reductions in weight.
The one-year follow-up study shows that participants were able to retain their weight reduction following completion of the JOIN for ME program,” said Elissa Jelalian, associate professor of Psychiatry & Human Behavior and Pediatrics, Brown University. “This is particularly impressive given that the program was less intensive than those commonly examined in research studies and delivered through hospital-based programs. Creating scalable treatment interventions that produce clinically meaningful, longstanding weight loss reduction is an important next step in fighting childhood obesity.” 
School/Camp/Sports Physicals
We will offer one sports/school/camp physical every 12 months. The exam helps determine whether it is safe for children to participate in a particular sport or daytime camp.
Limitations or restrictions: 
Must be obtained from an in-network PCP.
Provider must bill with CPT-4 code 97005 – Athletic Training Evaluation or 97006 – Athletic Training Re-Evaluation and ICD-9 code V70.3 – Other Medical Exam for Administrative Purposes.
One visit in a calendar year.
Type of provider or other person responsible for service, including limitations: UnitedHealthcare network PCPs.
Identification of service in administrative data or other documentation of service: UnitedHealthcare network PCPs.
Provider and member notification of service (method and time frame): 
Members receive notifications through our Member Handbook; HealthTalk, our quarterly member newsletter; our website; service coordinators; and member and BH services staff.
Providers: All contracted providers receive notification of the benefits and billing requirements through quarterly newsletters, monthly webinars, our Provider Administrative Guide, our provider portal, and periodic provider relations visits to provider offices throughout the year.
How members obtain service: Members may request one annual (every 12 months) sports/school physical. It must be obtained from an in-network PCP.
Improved outcomes in other states: This program is currently being offered in Kansas and Texas. To date, we have seen positive results in terms of removing barriers to engaging in healthy activities such as team or individual sports, which in turn contribute to higher self-esteem, improved health and lower likelihood of childhood obesity. More than 2,220 members used this benefit in Texas in 2014.
Non-Emergency Transportation
We recognize that members will often require transportation to and from a health care provider or pharmacy. We contract with our vendor MTM to provide transportation to eligible members. This service may be scheduled up to 30 days in advance. Hotel stays will be paid for trips that require an overnight stay with prior approval for eligible members.  Transportation is core to ensuring access to services; therefore, we continually innovate and invest in new transportation technologies and modalities.  For example, we are using GPS enabled technology which allows drivers to use GPS-supported mobile technology through their Android or Apple-based phone or tablet, giving them access to turn-by-turn directions based on their scheduled destinations. The technology dispatches, captures and transmits transportation data, increasing efficient access to information and limiting paper processes. Time-stamped coordinates are recorded at each pick-up and drop-off for automated verification of performance and timeliness.
Limitations or restrictions: This benefit is limited to IDPH, family planning, and health and wellness. Visits over 75 miles may require prior approval. Routine visits require 72-hour advance scheduling. Medicaid and hawk-i members receive this benefit through their state plan.
Type of provider responsible, including any limitations: MTM will provide NEMT services.
Identification of service in administrative data or other documentation of service: Documentation of services is maintained by MTM.
Provider and member notification of service (method and time frame):
Members receive notifications through our Member Handbook; HealthTalk, our quarterly member newsletter; our website; service coordinators; and MSAs.
Contracted providers are made aware of this service through written notification.
How members obtain service: Members may request authorization for transportation assistance by calling member services or their service coordinator.
Improved outcomes in other states: Our NEMT value-added service is representative of our commitment to improving our members’ access to care at increased volumes and lower per unit costs. We currently offer this program in Kansas, Louisiana and Texas. As a result, our members now have access to routine health care even when they reside in remote or rural areas or do not have access to other means for transportation. More than 560 trips were logged by members who used this service in Texas in 2014 alone.
Community Rewards Program
UnitedHealthcare Community Rewards™ is a points-based incentive program delivered digitally and designed to improve the health of our members. Members can earn points for doing healthy activities such as brushing their teeth, completing their initial health risk screening or attending their checkups and screenings. They can then redeem those points through an online catalog with customized incentives. 
Limitations or restrictions: All members are eligible.
Type of provider responsible, including any limitations: This is a member-driven program; however, providers are informed and educated on its availability and benefits.
Identification of service in administrative data or other documentation of service: Members enroll in the program using their member ID, date of birth, email address and street address. Members are identified as eligible based on a list from the health plan. Our vendor provides a report of all active members each month. Active members use the Web-based platform to log their activities (completing health risk assessment, doctor visits, daily health activities, etc.). We then verify doctor appointments against claims (internal BI). Our vendor sends a list of all completed blocks for doctor visits, which is referenced against claims data. 
Provider and member notification of service (method and time frame): Members are notified of eligibility for this program through direct mail, including educational letters and brochures; provider office posters and brochures; health plan community and education events; email (once enrolled in the program); and automated educational calls targeting HEDIS non-compliant members.
How members obtain service: Members can enroll in this program online using their email address and member information. 
Improved outcomes in other states: UnitedHealthcare members in Wisconsin who enrolled in this program were 53 percent more likely to complete HEDIS activities and also experienced a HEDIS lift impact of 4.3 percent (up 300 basis points from the prior year). This group was also associated with a 4 percent drop in ER usage. In Ohio, members were 50 percent more likely to complete HEDIS activities than their non-member counterparts.
3.2.14.4 Approval & Implementation of Value-Added Services 
All Value-Added Service proposals must be submitted to the Agency for approval. In implementing such …
We understand that State approval for all value-added services we propose for Iowa members is required. Once the State has approved the value-added services that we have offered, we will follow the State’s requirements for implementation.
In accordance with Section 3.2.14.4, we will track the participation of members receiving and using our value-added services and benefits over time to assess their impact. We plan to determine the use of value-added services by reviewing relevant data, including survey data, clinical data or other utilization reports. Through this evaluation process, we hope to identify those value-added services that are more effective than others. We will work with the State in designing tools and reporting mechanisms to measure changes in health risk and other outcomes among our members on an annual basis. For example, we will use HEDIS measures, where applicable, to track the success of our value-added programs to track year-over-year improvements in performance. We propose to include utilization and outcomes associated with value-added programs and services in our annual QAPI report, which will include our results on standard performance measures.
[bookmark: _Toc417627555][bookmark: _Toc417642694][bookmark: _Toc418958503]3.2.15 Administration of Covered Benefits 
3.2.15.1 Medical Necessity Determinations 
In accordance with Section 11 requirements relating to utilization management strategies, the Contractor may …
As an experienced Medicaid managed care company, we have well-established and successful UM programs using proven methods for determining medical necessity. With all Medicaid programs we manage on behalf of our state clients, we have established policies and procedures for the determination of medical necessity that are reviewed at least annually and are monitored on an ongoing basis by oversight committees. Our UM program, in coordination with our QM and clinical programs, provides mechanisms to review and evaluate the appropriateness of service requests for members, identifies member care opportunities and provides mechanisms to monitor our performance and identify improvement opportunities. We review service authorizations for a specific LOC to support the member’s holistic needs and, when a member no longer meets medical necessity criteria, make sure an appropriate new LOC is identified and assist the member during the transition. Medical necessity determinations are made as fast as the member’s condition requires and in accordance with contractual requirements. Our medical directors, nursing staff and other qualified professional and clinical support teams work closely with clinicians and providers to determine the medical necessity and appropriateness of care, avoid inappropriate use or duplication of services and to identify members who may require intensive care coordination upon discharge.
Compliance with Iowa’s Medical Necessity Determination Standards. In accordance with Section 11 requirements relating to UM strategies, we will augment our standard procedures for the determination of medically necessity according to Iowa specifications. We will determine medical necessity on a case-by-case basis and in accordance with state and federal laws and regulations. We acknowledge this requirement does not limit our ability to use medically appropriate, cost-effective alternative services. For our other Medicaid programs, as part of UM, we regularly review the consistent application of medical necessity criteria as well as evidence-based clinical practice guidelines.
We confirm that we do not employ and will not permit others acting on our behalf to employ, utilization control guidelines or other quantitative coverage limits, whether explicit or de facto, unless supported by an individualized determination of medical necessity based upon the needs of each member and his/her medical history.
3.2.15.2 Second Opinions 
The Contractor shall provide for a second opinion in any situation where there is a question concerning a …
We recognize the importance of enabling members to obtain second opinions in a timely and uninhibited manner. Our processes for the provision of second opinions is supported by written policies and procedures and internal staff are trained on how to assist persons in obtaining second opinions. When we receive a second opinion request, we assist members (or the member’s parent, guardian or legally appointed representative) in finding an appropriate provider and scheduling the second opinion appointment. A second opinion may be conducted by either a contracted, qualified health care professional or by a non-contracted provider (UnitedHealthcare will make the arrangements) at no cost to the member. 
3.2.15.3 Cost Sharing and Patient Liability 
The Contractor and all providers and subcontractors shall not require any cost sharing or patient liability …
Our long-standing policies and practices protect members from inappropriate cost sharing or balance billing. We prohibit our providers and subcontractors from requiring any cost sharing or patient liability responsibilities for covered services except to the extent that cost sharing or patient liability responsibilities are allowed in accordance with state and federal law, such as those specified in RFP Attachment Section 5. Our provider agreements contractually obligate providers and subcontractors to comply with all cost sharing and patient liability responsibilities, and include hold-harmless clauses and balance billing prohibitions in compliance with state and federal laws. We hold members harmless for debt due to insolvency of UnitedHealthcare or because of non-payment by the State to UnitedHealthcare. We agree and will require our providers and subcontractors to agree (per the provider/subcontractor agreement) not to charge members for missed appointments.
[bookmark: _Toc417627556][bookmark: _Toc417642695][bookmark: _Toc418958504]3.2.16 Physician Administered Drugs
The Contractor must provide coverage and reimbursement for physician administered drugs (which means drugs that are not self-administered or those not administered in the home) to the same extent as the Medicaid FFS. Such drugs would typically be injected or infused. The billing information must comply with Medicaid FFS billing requirements including, but not limited to, inclusion of the NDC for rebate and 340B purposes. The 340B billing guidelines and other guidelines can be found in Informational Letters posted in the bid library. 
[bookmark: _Toc416176615][bookmark: _Toc417627557][bookmark: _Toc417642696]We provide coverage and reimbursement for physician administered drugs to the same extent as the Medicaid FFS, and the billing information complies with Medicaid FFS billing requirements. These billing requirements include, but are not limited to, the NDC for rebate and 340B purposes.
[bookmark: _Toc418958505]3.3 Continuity of Care
The Contractor shall implement mechanisms to ensure the continuity of care of members transitioning in and out of the Contractor’s enrollment. Possible transitions include, but are not limited to: (i) initial program implementation; (ii) initial enrollment with the Contractor; (iii) transitions between program contractors during the first ninety (90) days of a member’s enrollment; and (iii) at any time for cause as described in the Section 7.4.1.
Attachment 5 Question (3.3 Continuity of Care):
1. Describe your strategies to ensure the continuity of care of members transitioning in and out of the program, and transitioning between Contractors and funding streams.
At UnitedHealthcare, continuity of care is a core competency. Whether we are coordinating the transition of one person or large groups of members during initial program implementation or anytime thereafter, we deploy long-established, successful processes and apply scalable resources to ensure a consistently smooth transition, continuity of care at all service levels in all care settings and continuation of medically necessary services in compliance with all timelines, exceptions and grandfathering prescribed by our state clients. Our transition process focuses first on those individuals with special health care needs such as someone in ongoing treatment (e.g., chemotherapy), individuals receiving LTSS, individuals with BH dual diagnosis and individuals with other complex medical conditions.
UnitedHealthcare has a rich history of supporting states in the transition of large numbers of individuals to managed care. Some of our more recent transitions: 
At the inception of the Louisiana Bayou Health program in 2012, we successfully transitioned more than 225,000 members during the initial enrollment period. Subsequent open enrollments in 2013 and 2014 led to our status as MCO of choice, ranking #1 in member selection. 
In Kansas in 2013, we successfully transitioned 117,000 new TANF, CHIP and ABD members, including individuals requiring LTSS to managed care from FFS as part of the statewide implementation of KanCare. The State and MCOs worked cooperatively to make sure care transitions caused no disruption in existing service arrangements for KanCare members.
No matter the transition circumstance or reason, we put member needs first and collaborate with all persons, providers and organizations throughout the care transition process. We train our staff, network providers and stakeholders within the community on our “no wrong door” approach to delivering services that focuses on safety and quality. As part of implementation readiness, we train network providers, including PCPs, specialists, health homes, IHHs, hospitals, residential care facilities, pharmacies and HCBS providers on our continuity of care and care transition processes. We post our continuity of care and transition policies and procedures in the provider administrative manual and on our website. We contractually obligate and monitor all network providers to ensure they actively participate in the transition process and cooperate with our ICT, other providers, the state agency, other MCOs and community-based stakeholders as needed to ensure continuous quality of care is delivered to the member throughout the transition phase.
Transitions during Initial Program Implementation 
Prior to program implementation, we gather as much information as possible from the state agency about members, including how many members we should expect to enroll in our plan, special needs populations to be served (e.g., LTSS, I/DD, dual eligible, pregnancy), demographics and utilization data. Primary data gathering resources for new members include the state’s daily enrollment files, state claims data (e.g., inpatient, outpatient, BH, LTSS), open authorization reports and any available data regarding existing treatment plans, determinations (e.g., Medically Exempt) and assessments that have been performed. This data will be used by our clinical team to perform risk stratification on each member to help us prioritize those individuals that are at the highest risk/need. 
Transitions between Programs
For new members transitioning in, whether from another contractor or state agency, or an initial program implementation or ongoing enrollment, our transition-in process includes:
Publicizing ways for members to obtain support and ask questions during program implementation via our secure and our public Web portals, as well as mailings to potential new members
Making new member welcome calls to: 
Introduce the plan and encourage members to ask questions
Conduct initial health screenings for all members within 90 days of initial go-live and 30 days thereafter
Assist members with selection of a health home, IHH or PCP, as needed
Identify Housing status, including known social and community-based supports
Notify member that he/she can continue seeing his/her doctor for 90 days even if that doctor is not contracted with us
Distributing welcome packets to new members within five business days of enrollment
Performing risk stratification exercises for all members to determine their potential level of risk
Establishing communication with the previous health plan’s care manager or designated contact person, as needed
Gathering pertinent information from the previous health plan/FFS program for individuals receiving LTSS such as:
Assessment reports conducted by the previous contractor or state agency
Any special needs, such as transportation, language, DME
Clinical history and utilization information (e.g., hospitalizations, ER visits)
Care plan (e.g., goals, outstanding problems/barriers) 
Sending notice letters to members acknowledging that we will honor their existing plan of care and active PA (letter to be approved by the Agency prior to use)
Assigning a care coordination team in accordance with each member’s needs:
Community-based case managers for members receiving LTSS
Care managers for members identified as high risk through our risk stratification process
Community health workers for non-LTSS members identified as medium risk 
In addition to the above activities, during go-live, we will launch our Command Center to identify and address transition issues. The center is staffed with experienced clinical and operations executives that are on call to support our implementation team. 
For members leaving our plan, we will share appropriate information with the receiving MCO/FFS program as needed including claims, care plan and PCP information. We provide the receiving MCO with member-specific information related to PAs, health home enrollment, PCP and other provider assignments to facilitate continuity of care. Upon notification of a member’s transfer, we make readily available a member’s complete clinical record, including outpatient and inpatient utilization data, PA information, preventive health data, claims reports, pharmacy data, and all medical information necessary for the care of that member, including case management files. As needed, we will facilitate communication between our care/case manager and the receiving care manager, including a collaborative visit with all parties and the member.
For members hospitalized on the effective date of enrollment into the receiving plan, we maintain financial responsibility for the member’s hospitalization until the member is discharged or for 60 days after disenrollment, whichever is less, and support the receiving MCO in ensuring an appropriate discharge plan and coordinate discharge planning activities with the MCO.
Transitions for Cause
[bookmark: _Toc416176616]Our transition process outlined above is applicable for individuals transitioning for cause as outlined in Section 7.4.1. We partner with the new MCO or delivery system to support coordination of medically necessary services and continuity of care for the transitioning members. We provide the receiving MCO member-specific information related to PAs and PCP and other provider assignments to facilitate continuity of care. We consult with the other MCO staff and answer any questions they may have about the member’s care and unique needs, including attending a care conference with the member if needed.
[bookmark: _Toc417627558][bookmark: _Toc417642697][bookmark: _Toc418958506]3.3.1 Prior Authorizations 
During year one (1) of the Contract, with the exception of LTSS, residential services and certain services rendered to dual diagnosis populations, which are addressed in Sections 3.3.4 – 3.3.5 and Section 3.3.7, the Contractor shall honor existing authorizations for covered benefits for a minimum of ninety (90) calendar days, without regard to whether such services are being provided by contract or non-contract providers, when a member transitions to the Contractor from another source of coverage. The Contractor shall honor existing exceptions to policy granted by the Director for the scope and duration designated. Beginning one (1) year from the Contract effective date, the Contractor shall be required to honor existing authorizations for a minimum of thirty (30) calendar days when a member transitions to the Contractor from another source of coverage, without regard to whether services are being provided by contract or non-contract providers. The Contractor must establish and implement policies and procedures, subject to Agency review and approval, for identifying existing prior authorization decisions at the time of the member’s enrollment. Additionally, when a member transitions to another program contractor, the Contractor shall be responsible for providing the receiving entity with information on any current service authorizations, utilization data and other applicable clinical information such as disease management or care coordination notes. 
Prior Authorizations during Transitions
We have well-established policies and procedures for identifying existing PA decisions at the time of a new member’s enrollment and during transitions into or out of the plan. When a member transitions to another program contractor, we will provide the receiving entity with member-specific information on any current service authorizations, utilization data and other applicable clinical information, such as disease management or care coordination notes.
[bookmark: _Toc403981197]Grandfathering Authorizations for Newly Enrolled Members
With the exception of LTSS, residential services and certain services rendered to dual diagnosis populations, which are addressed in Sections 3.3.4 – 3.3.5 and Section 3.3.7 below, we will honor existing authorizations when a member transitions to us from another source of coverage for covered benefits for a minimum of 90 calendar days for the initial implementation year and 30 days after year one, without regard to whether such services are being provided by contract or non-contract providers. We work with the state, or other program/funding sources to obtain detailed PA information, previous claims history and care plan information to help identify and determine what services a member has been receiving or has been approved to receive. We also notify members that their PAs will be honored and encourage them to contact us if issues arise.
To make certain our members receive their prescriptions, including members with previous PAs on file, proactive grandfather authorizations will be placed in our pharmacy claims system. If historical claims and PA data is received prior to go-live, those authorizations also will be placed in our pharmacy claims system. 
Managing Prior Authorizations for Disenrolling Members 
[bookmark: _Toc416176617]To avoid disruptions related to PAs (e.g., scheduled surgeries, post-surgical follow-up visits, therapies), we make available to the receiving health plan/program all existing PAs or approvals for covered services as well as utilization reports inclusive of services rendered to the member prior to the transition. We will work closely with the receiving program to ensure they have adequate information to ensure the transitioning member does not have disruption to his/her care.
[bookmark: _Toc417627559][bookmark: _Toc417642698][bookmark: _Toc418958507]3.3.2 Transition Period - Out of Network Care 
During the first ninety (90) days of the Contract, with the exception of LTSS, residential services and certain services rendered to dual diagnosis populations, which are addressed in Sections 3.3.4 – 3.3.5 and Section 3.3.7, the Contractor must allow a member who is receiving covered benefits from a non-network provider at the time of Contractor enrollment to continue accessing that provider, even if the network has been closed as described in Section 6.2.4 due to the Contractor meeting the network access requirements. The Contractor is permitted to establish single case agreements or otherwise authorize non-network care past the initial ninety (90) days of the Contract to provide continuity of care for members receiving out-of-network services. The Contractor shall make commercially reasonable attempts to contract with providers from whom an enrolled member is receiving ongoing care. 
[bookmark: _Toc416176618]During the first 90 days of the Contract—except for LTSS, residential services and certain services rendered to dual diagnosis populations addressed in Sections 3.3.4 – 3.3.5 and Section 3.3.7, we will allow new members who are receiving covered services from a non-network provider at the time of enrollment to continue accessing that provider. As a business practice to achieve continuity of care for new members who transition to UnitedHealthcare, we establish single case agreements (SCA) with non-network providers as needed to ensure continued delivery of services. When we establish an SCA, we make a reasonable attempt to contract with the providers from whom our member is receiving ongoing care. In addition, per the Contract, we will authorize, as needed to ensure continuity of care, non-network care past the initial 90-day Contract date for members who are receiving out-of-network services. 
[bookmark: _Toc417627560][bookmark: _Toc417642699][bookmark: _Toc418958508]3.3.3 Transitions during Inpatient Stays 
The Contractor shall be responsible for care coordination after the member has disenrolled from the Contractor whenever the member disenrollment occurs during an inpatient stay. Acute inpatient hospital services for members who are hospitalized at the time of disenrollment from the Contractor shall be paid by the Contractor until the member is discharged from acute care or for sixty (60) days after disenrollment, whichever is less, unless the member is no longer eligible for Medicaid. Services other than inpatient hospital services (e.g., physician services) shall be paid by the new program contractor as of the effective date of disenrollment. When member disenrollment to another program contractor occurs during an inpatient stay, the Contractor shall notify the new program contractor of the inpatient status of the member. The Contractor shall also notify the inpatient hospital of the change in program contractor enrollment, but advise the hospital that the program Contractor maintains financial responsibility. 
[bookmark: _Toc416176619]When a member disenrolls from UnitedHealthcare and disenrollment occurs during an inpatient stay, we will be responsible for care coordination until discharged or for 60 days after disenrollment, whichever is less, for an acute inpatient hospital as long as the member continues to be eligible for Medicaid. Our policies and procedures will outline that we will notify the inpatient hospital of the change in program contractors and advise hospital staff of our financial responsibility for the required time period, as long as the member is eligible for Medicaid. Our inpatient clinical team will collaborate with the receiving contractor to notify them of the change and to ensure discharge planning is supported by the new contractor and that there is no disruption in care for the member.
[bookmark: _Toc417627561][bookmark: _Toc417642700][bookmark: _Toc418958509]3.3.4 Long Term Services and Supports (LTSS) 
LTSS may not be reduced, modified or terminated in the absence of an up-to-date assessment of needs that supports the reduction, modification or termination. The Contractor shall ensure members receiving LTSS will be permitted to see all current providers on their approved service plan, when they initially enroll with the Contractor, even on a non-network basis, until a service plan is completed and either agreed upon by the member or resolved through the appeals or fair hearing process, and implemented. The Contractor shall honor existing exceptions to policy granted by the Director for the scope and duration designated. The Contractor shall extend the authorization of LTSS from a non-contracted provider as necessary to ensure continuity of care pending the provider’s contracting with the Contractor, or the member’s transition to a contract provider. The Contractor shall facilitate a seamless transition to new services and/or providers, as applicable, in the plan of care developed by the Contractor without any disruption in services. 
At UnitedHealthcare, ensuring access to care is the foundation of our program. We understand the importance of continuity of care for individuals receiving LTSS and will not reduce, modify or terminate LTSS in the absence of an up-to-date assessment. We will ensure members receiving LTSS are permitted to see all current providers on their approved service plan by extending their authorizations when they initially enroll with us, whether the provider is in- or out-of-network, until we receive or complete a service plan and any change is agreed upon by the member or resolved through the appeals or fair hearing process and then implemented. Our network development strategy will focus on obtaining contracts with all LTSS providers currently providing services to the LTSS population. In addition, we invite non-contracted LTSS providers to join our network and will assist them with application and contract paperwork to expedite the onboarding process. If we are unable to contract with a non-network provider following the completion of a needs assessment, we will facilitate a seamless transition to new LTSS service providers through collaboration with the member/family/representative, the new provider and current provider making sure there is no disruption in services. 
[bookmark: _Toc416176620]We have experience transitioning individuals receiving LTSS into managed care. In 2007, we successfully transitioned 14,744 members from the FFS waiver program to the Tennessee CHOICES LTSS program at go-live. To ensure no interruption in services for our new CHOICES members, we confirmed with the member and member’s provider that their plan of care met the member’s HCBS needs.
[bookmark: _Toc417627562][bookmark: _Toc417642701][bookmark: _Toc418958510]3.3.5 Residential Services 
3.3.5.1 Year One Operations 
During the first year of the Contract, the Contractor shall permit members using a residential provider at the time …
UnitedHealthcare has read, understands and will comply with the requirement described in Section 3.3.5.1, Year One Operations. During the first year of the Contract, we will permit members using a residential provider at the time of enrollment with us to access that residential provider (i.e., nursing facility, ICF/ID 1915(i) Habilitation program provider, or 1915(c) HCBS waiver provider) for up to one year after enrolling with us, even if the provider is not in our network. We will work with non-network providers to obtain a contract and will assist them with application and contract paperwork to expedite the onboarding process.
3.3.5.2 Ongoing Operations 
Effective one (1) year after the Contract effective date, the Contractor shall not transition members using …
UnitedHealthcare has read, understands and will comply with all requirements described in Section 3.3.5.2, Ongoing Operations. Effective one year after the Contract effective date, we will not transition members using residential providers (as defined in Section 3.3.5.1). If the residential provider is not contracted, we will either:
Continue covering services pending contracting with the provider
Continue covering services for at least 30 days pending facilitation of the member’s transition to an agreed-upon contracted provider
Reimburse the non-contracted provider via a single case agreement or standing PA order 
Residents with Dual Diagnosis. We will allow a member with a dual diagnosis of a BH condition and developmental disorder to remain with his/her residential provider for at least one year or with his/her inpatient psychiatric provider, regardless of network status, as long as the services continue to be medically necessary. We will execute a single-case agreement or create a standing PA order with the out-of-network residential provider to ensure timely and accurate claims payment.
[bookmark: _Toc416176621]Residents Needing New Placement. When we become aware that a member can no longer be served in his/her residential facility, our assigned community-based case manager will actively seek out new residential providers for the member and will assist the member in selecting a residential provider that is best-suited for his/her needs. Further, the community-based case manager will coordinate moving activities between residences to ensure there is no delay or interruption of services during the transition to the new residence. 
[bookmark: _Toc417627563][bookmark: _Toc417642702][bookmark: _Toc418958511]3.3.6 Pregnancy Continuity of Care 
The Contractor shall propose, for the Agency review and approval, a continuity of care policy to address members who are pregnant at the time of enrollment with the Contractor and are receiving services from an out-of-network provider. 
[bookmark: _Toc416176622]We understand that continuity of care during pregnancy is important to ensure a healthy delivery. Because of this, we allow members who are in their second or third trimester of pregnancy at the time of enrollment to stay with their current prenatal care provider through delivery, even if the provider is out-of-network. In addition, we extend grace periods of 60 days post-delivery to ensure continuity of care through the postpartum period. During this time, our network development team will work to determine the provider’s interest in working with us as a contracted provider. We will extend the grace period longer if the member’s medical condition dictates. We will submit to the Agency our proposed pregnancy continuity of care policy for approval.
[bookmark: _Toc417627564][bookmark: _Toc417642703][bookmark: _Toc418958512]3.3.7 Dual Diagnosis Continuity of Care 
Even if the provider is not in-network with the Contractor, the Contractor shall permit members with a dual diagnosis of a behavioral health condition and developmental disorder to remain with their providers of all outpatient behavioral health services for a minimum of three (3) months as long as the services continue to be medically necessary. The Contractor may shorten this transition time frame only when the provider of services is no longer available to serve the member or when a change in providers is requested in writing by the member or the member’s representative. 
[bookmark: _Toc416176623]Because we have an established comprehensive BH provider network in Iowa, we anticipate few scenarios where the member would be receiving out-of-network BH services. However, if this does happen, we will permit members with a dual diagnosis to remain with their out-of-network BH providers for all outpatient BH services for a minimum of three months as long as the services continue to be medically necessary. We will issue PAs and obtain single-case agreements as needed to ensure no disruption in the member’s care during this three-month time frame. We would only shorten this transition time frame if the provider of services is no longer available to serve the member or the member provides a written request for a change in providers. We will work with the out-of-network provider during this three-month time frame to secure a contract so the member can continue to receive services after the first three months.
[bookmark: _Toc417627565][bookmark: _Toc417642704][bookmark: _Toc418958513]3.4 Coordination with Medicare 
The Contractor shall provide medically necessary covered services to members who are also eligible for Medicare if the service is not covered by Medicare. The Contractor shall ensure that services covered and provided under the Contract are delivered without charge to members who are dually eligible for Medicare and Medicaid. The Contractor shall coordinate with Medicare payers, Medicare Advantage Plans, and Medicare providers as appropriate to coordinate the care and benefits of members who are also eligible for Medicare. The Contractor shall propose a plan, in its RFP response, to coordinate care for duals. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed plan. The Contractor shall implement and adhere to the Agency-approved plan. Changes to these plans must receive the Agency’s prior approval.
Attachment 5 Question (3.4 Coordination with Medicare):
1. Describe your proposed approach and strategies for coordinating care for duals (members with both Medicare and Medicaid coverage).
We have unmatched industry experience coordinating benefits and care for individuals who are dually eligible. Because of the high prevalence of chronic conditions and the care coordination needs among multiple providers and payers, we recognize that dual-eligible members have complex needs. Our care managers and community-based case managers have extensive knowledge and experience working with dual-eligible individuals to ensure seamless care and promote optimal utilization of services. Regardless of who manages the member’s Medicare coverage, our foundational approach to provide a single point of contact through an assigned care manager or community-based case manager has been a hallmark of our success and member satisfaction. Care managers and community-based case managers help members navigate the overall health care system, working with Medicare care managers and other resources to coordinate services for members. Our approach and strategies for coordinating care for Iowa’s dual-eligible members will mirror that of our activities in other states that are well-established and successful. Below are descriptions of these key activities and our proposed approach and strategies for coordinating care for Iowa’s dual-eligible members.
Proactive Identification of Dual-Eligible Members. We identify dual-eligible members through the State enrollment file. This information is documented in CommunityCare. As we work with individuals and caregivers, our member outreach and clinical staff identify and document the specific Medicare carrier and if the member has a Medicare case manager. In addition, we regularly perform retrospective review of secondary claims, as they are indicators of additional coverage. By reviewing secondary claims, we are able to further identify individuals who are dual-eligible. 
Coordination of Medicare and Medicaid Services. Care managers and community-based case managers address a dual-eligible member’s full range of health and functional needs and help members get the services they need, regardless of which program pays for it. Through our integrated, whole person approach, our ICT works with individuals, families, caregivers, Medicare providers and others to help the member navigate health care systems and receive the care and services best suited for his/her individual needs.
Benefits Coordination for LTSS. We review our members’ Medicare benefits and plan options to facilitate continuity of care and services, communicating closely with Medicare agencies as appropriate to provide seamless services.
Transitions of Care. We work diligently with Medicare carriers to ensure we receive notification of acute and SNF admissions so that our care managers and community-based case managers can plan and provide for post-discharge needs, including the receipt of institutional and community-based LTSS.
Individualized Benefit Navigation Assistance. In a traditional Medicare model, members may be contacted telephonically on an as-needed basis by a Medicare care manager or are assisted through a general customer service approach. In our model, a member has access to a trained care manager or community-based case manager who has knowledge of Medicare and Medicaid benefits and can assist with questions and access to care and services. We are an industry leader in coordinating care for dual-eligible individuals and in providing Medicaid covered services.

UnitedHealthcare has been managing individuals who are dually eligible, including serving dually eligible individuals through their Medicaid plan and Medicare benefits through dual special needs plans (D-SNPs) in 17 states. We will make sure services covered and provided under the Contract are delivered to members who are dually eligible for Medicare and Medicaid without charge and in accordance with State and federal coordination of benefits requirements. We comply with industry standards for coordination of benefits (Medicaid is payer of last resort) and will coordinate with Medicare payers, Medicare Advantage Plans and Medicare providers, as appropriate, to coordinate the care and benefits of dual-eligible members. 
Coordinating with Medicare Payers, Plans and Providers. We coordinate services with the Medicare payers, Medicare Advantage Plans and Medicare providers serving the member to ensure no duplication of service, optimal utilization of acute and outpatient services, and to streamline the benefit administration. 
Medicare Crossover Claims Management. We have the capability to process claims that cross over from Medicare FFS. When a member has Medicare primary coverage, we pay the Medicaid benefit without a second claim. We can also follow this standard claims process and automatically coordinate pharmacy claims through our PBM. When a member has Medicare benefits external to UnitedHealthcare, utilization of services is coordinated with the Medicare payer to ensure services are not paid by the Medicaid benefit when Medicare is primary. 
Utilization Management Collection of Medicare Denial of Services Data. For non-covered Medicare services, in most cases, the vendor or provider must submit a Medicare denial of services as a non-covered benefit to our UM department, which then reviews the request for medical necessity. Some non-covered services do not require the Medicare denial, such as LTSS, and are automatically processed as a benefit to the member to optimize appropriate use of his/her benefits for his/her unique needs. 
Attachment 5 Question (3.4 Coordination with Medicare):
2. Explain how your staff will be trained to assist dual-eligible members with questions about benefits, appeals, grievances, and other topics where Medicare and Medicaid policies may differ.
Targeted Training for Staff regarding Dual-Eligible Members 
We implement targeted training to assure our staff’s knowledge and understanding of how Medicare and Medicaid work together and separately. We require mandatory, annual Medicare 101 and quarterly refresher training comprising: The ABC & D’s of Medicare and Medicaid, UnitedHealthcare Dual Special Needs Plan and Medicare Advantage Plans. Additional targeted training programs include: 
How to determine coverage and eligibility: Staff members are trained on how to spot and determine if Medicare coverage exists in real-time based on review of enrollment data in our clinical data management system that shows coverage and eligibility status. 
How to use assessments to coordinate wrap-around services: We train our care/case managers on techniques to employ following assessment of member needs and services and how to focus on which Medicaid services must be coordinated to effectively cover a service gap or to enhance the delivery of services to support the member’s continued independence and needs in a community-based setting.We provide in-depth training to all members of our staff (e.g., MSAs, community health workers and care managers) on our policies and procedures as well as state and federal program policies, procedures and benefit differences so they can effectively assist members in navigating the health care delivery system.

How to use a comprehensive benefits and services guide: Staff are availed of and trained how to use comprehensive benefits and services guides to assist members to navigate the health care system. For example, guides on medicaremadeclear.com are available to the public and our staff for understanding Medicare. Our care coordinators are trained on primary, secondary and tertiary payment structures. They are trained to recognize the differences between acute and skilled care benefits, non-covered Medicare services and waiver-based services funded through Medicaid. An example of the coordination process is a member’s need for short-term physical therapy following an acute hospital stay covered by Medicare and the installation of a ramp and rails through the member’s Medicaid waiver benefit.
How to use the Show Me Guide: Staff are availed of and trained on how to use the Show Me Guide, an easy-to-use Medicare reference for understanding a member’s health care options. This guide provides information about costs for specific services and benefits as well as options for lower cost or no-cost alternatives. We currently use this to explain Medicare costs and cost sharing. It will be tailored to the Iowa Medicaid program.
During training, we highlight differences between Medicare and Medicaid policies and benefit packages. We expose grievances and appeals staff members to their role in the member grievance, appeals and state fair hearings process (e.g., working with other UnitedHealthcare departments to research and resolve a member grievance or appeal) and will provide training on Iowa-specific policies that require adherence, such as filing and resolution timelines and required communications to members and providers.
Tracking Employee Training. We use an internal tool called LearnSource to track and document all employee training activities. LearnSource enables auto-reminders for employees to schedule, attend and complete training throughout the year. LearnSource also serves as an information repository and resource for past, present and future training programs and content, which ensures data freshness and keeps employees informed with the most up-to-date information available.


[bookmark: _Toc416176566][bookmark: _Toc417627566][bookmark: _Toc417642705][bookmark: _Toc418958514]Section 4 – Long-Term Services and Support
[bookmark: _Toc416176567][bookmark: _Toc417627567][bookmark: _Toc417642706][bookmark: _Toc418958515]4.1 General 
The Contractor shall ensure that services are provided in a manner that facilitates maximum community placement and participation for members that require LTSS. The Iowa Department of Human Services is dedicated to serving individuals in the communities of their choice within the resources available and to implementing the United States Supreme Court’s mandate in Olmstead v. L.C. Funding decisions by the Contractor shall consider individual member choice and community-based alternatives within available resources to promote the State’s goal of maximum community integration. The Contractor shall support and enhance member-centered care. When members reside in nursing facilities or ICF/IDs, those facilities are primarily responsible for the care and treatment of those individuals, and for addressing health and safety needs. Members residing in these facilities receive additional care coordination and quality oversight from the Contractor. When members with health and long-term care needs live in their own homes or other community-based residential settings, the Contractor shall develop a care plan to address their care and treatment needs, providing assurances for health and safety, and proactively address risks inherent in members’ desire to live as independently as possible. For members who require individualized, enhanced staffing patterns to support them in a less-restrictive setting, the Contractor shall not reduce the enhanced staffing arbitrarily or without a supporting reduction in clinical need as documented by provider records.
Attachment 5 Question:
Please explain how you propose to execute Section 4 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. Provide any relevant data regarding member or provider satisfaction with MLTSS programs you operate in other states. 
Executing Long-Term Services and Supports in Iowa
We have direct experience helping individuals, providers and community stakeholders who are unfamiliar with managed care understand the processes and benefits of the managed care environment. Our experience and our established presence in the State makes us an attractive partner to help the Agency improve the quality, efficiency and effectiveness of health services to the entire Iowa High Quality Healthcare Initiative population, especially those within the LTSS population. Our LTSS programs are built upon our mission to “help people live healthier lives” and upon our cultural values of integrity, compassion, relationship, innovation and performance. We assimilate these values into the delivery of LTSS services to eligible seniors, older adults living with behavioral health conditions and individuals with disabilities. We will develop the infrastructure to provide uniform access, and develop streamlined services to ensure the individuals we serve receive the community-based supports needed to remain in their home and community.

We recognize a large part of our role is to help the delivery system evolve from fee-for-service (FFS) to managed care. To do this we will work with members, providers and other stakeholders to understand their concerns and also provide education and training on how to operate effectively in a managed care environment to maximize the benefits of the individuals served.
For a successful large implementation, such as this, we will operate under three primary principles: first, ensure members have no disruption of service; second, ensure providers are paid timely and accurately; and third, begin to implement health care delivery improvements to improve clinical and quality outcomes and deliver cost savings for the State.
We will focus on a smooth transition from targeted case management to community-based case management, evaluating when and where to delegate functions to existing targeted case managers, e.g., HIV/AIDs waiver where there are few individuals (less than 100) participating and specialized skills are needed for individuals with this intensity of need. For individuals eligible for IHH enrollment, such as Adults with a severe and persistent mental illness (SPMI) or children with a serious emotional disturbance (SED), as described in Section 3.2.10, we will coordinate closely with the IHH to ensure that individuals receive fully integrated and coordinated services in line with our overall model. For residents of nursing facilities of ICF/IDs, we will support the facility in delivering services and supports that incorporate the philosophies of self-determination and dignity of risk.
We will comply with the requirements in Section 4.1, General. Our services and supports are coordinated and made available to people in the most inclusive setting. A core component of our person-centered care model is direct member engagement in choosing services and supports that allow members to remain as independent as possible and in the least restrictive environment. This foundational component is based upon the tenets of the Olmstead decision in 1999 and the recent CMS Final Rules on HCBS settings. Our funding decisions consider individual choice and community-based alternatives within available resources.
For UnitedHealthcare, person-centered care is at the heart of a positive change that we are committed to foster in how our services are organized and delivered. Building upon our experience, we developed a care coordination framework for serving the diverse and often complex needs of Medicaid and CHIP beneficiaries, including those who are LTSS eligible, which reflects our core principles and commitments to person-centered care. Our person-centered care framework includes a dedicated and specialized approach to those individuals needing LTSS yet maintains the breadth and depth of our core care coordination programs. We first identify those individuals receiving LTSS from the 834 Enrollment file and assign them immediately to a community-based case manager. The community-based case manager will be the core access point for all care coordination programs to address physical health, behavioral health (BH) and co-occurring conditions while supporting the LTSS assessment and service planning. This approach enables the development of a trusting relationship between the community-based case manager and the member and ensures that the person-centered service plan goals are honored throughout the delivery of physical and BH care services. 
In serving the broad spectrum of Medicaid and CHIP beneficiaries, as the State intends through the High Quality Healthcare Initiative, a person-centered approach must translate into reliable and cost-effective health care operations. Our critical role is to ensure that the comprehensive needs (physical health, BH and LTSS) of individuals––are addressed in a timely, high-quality and highly coordinated manner that produces positive health outcomes. In doing this, we must take into account that Medicaid beneficiaries are diverse in their needs and the health care approaches that work best to address them. Therefore, our Framework, depicted in Figure 7, is also designed to support effective population health management—building integrated care coordination approaches tailored for specific populations we serve.
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Figure 7. Integrated, Person-Centered Care. We use an integrated approach to coordination of care across varied populations and delivery systems.
Today UnitedHealthcare covers more than 9,000 hawk-i members and more than 483,000 Iowa residents through our other health care lines of business. We bring to Iowa more than three decades of our national experience with Medicaid populations including individuals receiving LTSS. With our demonstrated experience, our proven solution integrates with the State’s goals to rebalance LTSS and reduce costs, and it encompasses existing best practices in Money Follows the Person (MFP) programs, self-direction programs and IHHs. Our LTSS approach empowers individuals to actively participate and make decisions/choices about their care and services in meaningful ways with the support of a person-centered service plan and an interdisciplinary care team (ICT). 
We offer an innovative model focusing on whole-person solutions within the home, community or facility setting. We use multiple data points to customize the approach to best meet a person’s goals, objectives and unique needs, including cultural and linguistic preferences. We offer a high-touch, integrated approach, combining physical and BH services, social services and LTSS. Our approach is to meet people where they are on the continuum of services and to keep individuals as independent as possible through a broad range of services and supports.
Early identification of high-risk individuals facilitates our ability to identify emerging needs and acts as an early warning system. We use a variety of resources and include real-time data-sharing across the care continuum to improve outcomes and reduce costs. Through extensive experience, we have learned that proactive engagement, compassion and education positively affects the lives of the individuals we serve, improves relationships between individuals and providers, and ultimately improves outcomes and reduces unnecessary cost.
Our LTSS community-based case management model is based upon a person-centered, integrated approach and incorporates flexibility based on the changing needs and goals of the populations participating in the Iowa High Quality Healthcare Initiative. Our LTSS community-based case manager supports the provision of LTSS and serves as the hub for coordination of all needs inclusive of medical, behavioral, social, and functional services. A hallmark of our delivery system is individual choice and empowerment. A person-centered approach also includes using assessment data in concert with an in-depth understanding of an individual’s unique needs, goals and strengths to create an effective service-based solution tailored to the individual and his/her preferred setting. 
Our person-centered care framework:
Facilitates individual choice/autonomy and access to coordinated, timely, appropriate, accessible and quality primary care, acute care, specialty care, BH, social/environmental and LTSS
Promotes individual choice standards, including community inclusion, community-based supports and ability to choose and designate individuals to serve as a personal representative to engage in decision-making processes related to their care and services
Encourages individual member control over the planning process including the choice of persons invited, the lead team member and the time and location of the engagement convenient to the member
Creates an ICT inclusive of and led by the individual, as able, and includes a team of knowledgeable professionals that bring expertise around community living and includes the member, service providers, PCP, specialists, BH providers and family or legal representatives, if appropriate
Pays attention to culture, spirituality, trauma and other factors affecting the individual and presents information in plain language with sensitivity to individuals who are not English-proficient
Promotes an integrated and coordinated system of care that encourages self-determination, meets individual needs and personal goals (e.g., employment or housing) and leverages existing community resources
Maintains individuals in the least restrictive setting in a safe environment and fosters community collaborations to build support around each individual and documents alternative HCBS settings considered by the member
Demonstrates conflict-free community-based case management/coordination of care actively with clear guidelines for all ICT participants
Facilitates a “No Wrong Door” approach, which enables members to start the process of accessing LTSS through a wide variety of access points, ranging from our toll-free number to working with our discharge coordination at the time a member is hospitalized. Targeting individuals at various transition points touches all demographics—from children to older adults and those with physical disabilities as well as mental and developmental issues 
Educates providers, our members and stakeholders to ensure seamless, coordinated and efficient care to include methods for the member to request updates to the service plan and informed choice of the services and supports received
Our model emphasizes prevention, coordination and continuity of care, and personal responsibility. We advocate for, and link individuals to, services across providers and settings. At a minimum, our care coordination program aligns with the State’s major components, including: 
Assignment of a community-based case manager as the primary point of contact to the health care/service delivery system for all individuals receiving LTSS 
Early identification of individuals who have, may have or are at risk for special needs
Face-to-face LOC assessments/reassessments of an individual’s risk factors
[image: ]Interdisciplinary development of a service plan
Optimal use of technology to improve access and integration in the provision of care while reducing costs 
Referrals and assistance to ensure timely access to providers
Implementation, coordination and monitoring of person-centered service plans 
Continuity of care
Transition care planning
Follow-up and documentation
Grievance and appeals processes that meet federal and state requirements
Analysis of care coordination/community-based case management effectiveness, appropriateness and individual health outcomes to quantify success
Individuals receiving LTSS services receive the program components depending on the complexity of their needs. Care coordination/community-based case management is driven by quality-based outcomes, such as improved/maintained functional status, improved/maintained clinical status, enhanced quality of life, member satisfaction, adherence to the service plan, improved safety, cost savings and individual autonomy. All member care interactions, including service planning and service notes are documented in CommunityCare, our integrated coordinated care platform, by either the community-based case manager or members of the identified care team which may include providers such as physical health, BH and LTSS providers as well as IHH representatives. This enhances integration and reduces the likelihood of duplicative care coordination activities for a given individual.
We are planning to initiate a pilot program in Iowa that will provide a physician-based model focused on individuals receiving LTSS. This pilot, TeamMD, will be launched in Polk County and will deliver a physician-led care coordination model that enhances care coordination of individuals who are either in the nursing home or who are at risk of nursing home placement and may be dually eligible for Medicaid and Medicare benefits.Innovative Care Management and Provider Pilot Program – TeamMD
This innovative pilot program features PCPs who lead a collaborative care team focusing on the frail and elderly population and individuals who are both high-risk and dually eligible for the Medicaid and Medicare programs. We plan to deploy this pilot program in Des Moines and potentially expand it to other Iowa markets.
This integrated primary care model addresses the unique needs of the frail elderly population by providing holistic care. In this model, a PCP serves as the individual’s first point of contact for acute and chronic conditions 24 hours a day, seven days a week. Unique to this model are PCPs and care teams who specialize exclusively in addressing the integrated needs of the frail elderly population, serving these individuals where they are—in skilled nursing facilities, assisted/independent living facilities or at home in the community. Through home-based, integrated care, people participating in this model achieve better outcomes and defer/delay institutionalization.
This model already has a proven track record of increasing care effectiveness, improving an individual’s care experience and reducing costs in the Minnesota market, saving 5 percent of spend across Medicare and Medicaid.


Relevant National LTSS Experience
We are qualified, experienced and well-positioned to work in partnership with the Agency and key stakeholders to coordinate and integrate physical health, BH and LTSS to meet the needs of individuals. Our experience, using our managed care delivery model, has led us to understand the importance of local presence, community-based staff, partnering with community-based resources, the Agency and other state agencies and partners to deliver the benefits and services to individuals participating in LTSS. This will help us in meeting Iowa High Quality Healthcare Initiative objectives to:
Improve quality of care while leveraging the strength and success of current Agency initiatives
Emphasize individual choice, access, safety, independence and responsibility
Integrate care and improve efficiencies across the health care delivery system
Decrease costs through the reduction of unnecessary, inappropriate and duplicative care
Nationwide, we serve more than 5.1 million people participating in Medicaid and other state health programs in 23 states and have more than three decades of experience providing integrated, person-centered Medicaid LTSS (including individuals who are dually eligible for Medicaid and Medicare) to approximately 250,000 people in 12 states: Arizona, Delaware, Florida, Hawaii, Kansas, Massachusetts, New Jersey, New Mexico, New York, Ohio, Tennessee and Texas. Furthermore, we serve individuals with special health care needs, including 445,108 individuals participating in Medicaid/SSI. We serve individuals who are developmentally disabled in many states, notably in Arizona since 1988, Kansas since 2013 and most recently Ohio in 2014. UnitedHealthcare is the leading provider of managed LTSS in the United States. 
We are committed to bringing our experience and expertise to individuals and providers of Iowa’s Medicaid and LTSS programs and leveraging best practices from our other managed care programs. The following table provides an overview of the LTSS we are successfully delivering nationwide:
	LTSS State/ Program Name

	  LTSS Program Membership
	Covered Services
	  Needs Assessments/Reassessments
	  Community-based Case Management
	  Discharge Planning
	  Case Management Monitoring
	  Institutional Diversion
	  Community Transition
	  Service Plan Development

	
	
	  HCBS
	  Nursing Home
	  Acute
	  Pharmacy
	  Behavioral
	  Self-Direction
	  MFP
	
	
	
	
	
	
	

	AZ ALTCS
	9,381
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DE LTSS
	7,954
	
	
	
	*
	*
	
	
	
	
	
	
	
	
	

	FL MLTSS
	19,866
	
	
	
	**
	
	
	
	
	
	
	
	
	
	

	HI Quest Integration
	22,445
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	KS KanCare LTSS
	9,364
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MA Senior Care Options
	14,217
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	NJ MLTSS
	3,451
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	NM LTSS
	23,045
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	NY MLTSS
	1,140
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	OH MMP
	9,020
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TN CHOICES
	13,327
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TX STAR+PLUS & MMP
	112,324
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	* carve-out
** wraparound services


Member and Provider Satisfaction Data 
We have existing and proven processes to solicit both member and provider satisfaction data and have experienced long-term positive member and provider satisfaction. We take this feedback seriously and use the results to enhance our care model and processes. In addition to formal satisfaction surveys, we hold member and provider focus groups to get feedback from individuals.
Member Satisfaction Data: We assess member satisfaction through annual surveys designed for specific populations and use the results to assess member expectations and perceptions of our performance, service delivery and overall satisfaction levels. We recently conducted a national survey of individuals receiving LTSS across several states, including Arizona, Florida, Tennessee and Texas. We worked with a contracted vendor (to ensure objectivity and consistency) to survey our LTSS program members/responsible parties. Based upon the 2014 member satisfaction survey, members receiving LTSS are very satisfied with their community-based case managers. Results include:
98 percent plan on continuing membership
98 percent felt comfortable discussing member care and 93 percent agree the community-based case manager encourages the member to give opinions about care
96 percent felt we listened to member concerns and addressed them, and answered questions in a way they could understand
94 percent stated they were very or somewhat satisfied
Provider Satisfaction Data: Provider satisfaction is critical, as it has an impact on the quality and cost of care and on patient/member experiences. We have a strong process in place to evaluate our involvement and feedback from our LTSS providers. Our survey process includes an annual questionnaire distributed by a third-party vendor that does outreach to our provider networks. This questionnaire is specific to our LTSS providers and tailored to focus on the areas that they engage with caring for our members. 
Results from the LTSS survey guide our strategic business decisions and improvement efforts. For example, consolidated results of our 2014 LTSS survey show the following strengths:
Helpfulness of Provider Administrative Guide training
Provider advocates’ ability to answer questions via face-to-face interaction and other communications
Overall provider satisfaction 
A provider-identified area for improvement included a desire for more frequent provider trainings and follow-up training sessions. 
Additional Care Coordination
When our members reside in nursing facilities or ICF/IDs, these facilities are primarily responsible for the care and treatment of those individuals and for addressing their health and safety needs. Our role is to provide additional care coordination and quality oversight.  Community-based case managers make sure we have an impact on a person’s quality of life by:
Assisting individuals in identifying and achieving wellness and independence goals, developing a supplemental service plan that engages the individual, his/her support structure and the ICT and providing input as the individual’s advocate
Partnering with the ombudsman to ensure the nursing facility or ICF/ID is meeting the individual’s needs and is compliant with state regulations
Making sure the individual’s holistic needs are met and that nursing facility and ICF/ID providers are as engaged as possible in the member’s care and services
Assessing individuals and the environment for concerning activity and reporting this activity to the appropriate authority
Quality Oversight
We review member outcomes for individuals residing in nursing facilities and ICF/IDs, assess each facility’s capability and expertise to meet individual needs and to provide specialized services and supports, and review and trend quality metrics for each facility. Led by our quality management manager, Mary Sweeney, our quality team reports and investigates critical incidents, develops performance improvement projects (PIPs), ensures quality of care and investigates quality service complaints. The quality director ensures use of common quality tools, organization and approaches to track the quality of services delivered to members that require LTSS. To synchronize quality efforts, a member of the health plan quality team sits on the LTSS leadership team. LTSS leadership participates in quality and compliance committees and processes to ensure the unique needs of members that require LTSS and providers are addressed.
Attachment 5 Question (4.1 General):
1. Explain how you will ensure that individuals are served in the community of their choice and that funding decisions take into account member choice and community-based resources.
Serving Individuals in the Community of their Choice
The focus of an integrated system of care that improves health and quality of life outcomes is a service planning process that evolves and is defined by the desired outcomes of the person receiving services. Our community-based case managers use an assessment and discovery process that is built on a philosophy that promotes self-direction and incorporates person-centered thinking tools. Understanding what is “important to” and important for” the person receiving services facilitates the development of the individual’s community integration goals. Our experience has shown that one of the major contributing factors in a successful transition is spending time during the assessment and discovery process getting to know the whole person, as well as conducting an accurate assessment. We respect and support an individual’s desire to live in the community of his/her choice. We support this goal by linking the individual to covered and non-covered services to help individuals get needed supports to meet this goal. During service planning, community-based case managers help individuals remain in their desired setting by:
Using their knowledge of local resources and searching the Healthify tool’s database of available community resources that deliver services (such as food, housing, employment, energy, support groups, child care and clothing) to identify available community-based resources to augment paid services, helping individuals remain in their desired care setting and reducing service plan costs 
Encouraging individuals and caregivers to explore informal supports and available community-based resources
Educating individuals and caregivers on residential provider options available within their local community so that they may have the maximum information to guide decisions
We are aware of the importance of natural support systems for our members. Community-based case managers encourage and assist caregivers to participate in caregiver support groups. Support for natural caregivers is vital to maintaining many individuals in the community setting, and we are committed to enhancing caregiver support techniques as we continue to learn what caregivers need in this vital role. Through our focus on community-based case management and care coordination activities, our relationships with community-based providers, our members and an innovative caregiver support program (Caring for Caregivers, described herein), we can assure individuals can remain in a home setting, as long as desired, safely and with successful outcomes. To support family caregivers in providing the best possible care at home, we have developed a community education workshop series called Caring for Caregivers. The workshops focus on the needs and health of the caregiver and let caregivers know they are not alone and that there are people and available resources in their communities to provide respite services for them.
Individuals Who Select a Community-based Setting
Our overarching goal is to provide the services and supports needed to help individuals live independently in the community for as long as desired and feasible, and to help improve the health and well-being of individuals who are elderly or have complex and chronic illnesses and disabilities. 
During an individual’s assessment process, our community-based case managers identify safety risks in the home and an individual’s physical, functional and behavioral strengths and needs. Community-based case managers coordinate needed services, including environmental adaptations, assistive devices and medical equipment to minimize functional limitations of individuals with disabilities and assist with activities of daily living (ADLs) and instrumental activities of daily living (IADLs). 
Community-based case managers initiate service plan development as a collaborative process, ensuring individuals and/or their caregivers are active in service plan development. We document an individual’s choice of community setting in his/her person-centered service plan, which is housed in CommunityCare. 
Individuals Residing in Nursing Facilities or Intermediate Care Facilities 
Community-based case managers continually assess individuals residing in a nursing facility or ICF/ID for their ability and desire to transition to the community. At the time of initial contact, the community-based case manager begins the discussion with the member and family/caregiver to gain an understanding of the person’s vision of his/her future and desire to return to his/her community. If an individual chooses and can safely return to the community, whether a newly admitted, long-time or life-time resident, the community-based case manager works with the individual, family and the nursing facility or ICF/ID to identify and resolve any barriers and prepare the individual to transition to the community with HCBS and natural supports. 
Funding Decisions
We will monitor the utilization of authorized services of each waiver recipient and educate these individuals on alternative resources to reduce the possibility that the costs will exceed the cap. If an individual’s service plan is projected to exceed the maximum total monthly cost, we will help the individual (and his/her family) locate available community resources, other alternatives or family informal supports. However, exceeding the maximum allowable amount will not in and of itself be a reason to move someone to a more restrictive setting nor will it restrict the provision of needed services. We will work with the Agency to develop an acceptable exception process for the review of any service plans that exceed the maximum total monthly cost cap.
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The State has designated the tools that will be used to determine the level of care and assessed supports needed for individual wishing to access either community supports or facility care, as described. The intention of the multi-purpose evaluation is to provide uniformity and streamline the documents completed to determine the appropriate level of care and outline the assessed needs of the individual. The tool is also used to evaluate whether or not the needs are being met and the provider’s ability to perform the tasks as assigned. The tools currently designated by the department, notwithstanding future decisions or input from stakeholders, are as follows:
	Program
	AIDS/HIV
	Brain Injury
	Elderly
	Health and Disability
	Intellectual Disability
	Physical Disability 

	Assessment
	InterRAI-HC
	InterRAI-HC
	InterRAI-HC
	InterRAI-HC
	Supports Intensity Scale (SIS)
	InterRAI-HC


The Contractor shall not revise or add to the tools without express approval from the Agency and may require consensus among all Contractors and stakeholder engagement. 
The Contractor shall not be responsible for determining the initial level of care assessments for nursing facility or ICF/ID or 1915(c) HCBS waiver enrollment for individuals who are not enrolled with the Contractor and are applying for initial Medicaid eligibility. This responsibility is maintained by the State or its designee. The Contractor shall refer all inquiries regarding Medicaid enrollment and initial level of care determinations to the Agency or its designee in the form and format developed by the State.
We acknowledge the Agency will require MCOs to use State-designated assessment tools to determine the level of care (LOC) and assessed supports for individuals wishing to access either community supports or facility care. We have experience in other markets using State-designated assessment tools, including the InterRAI suite of assessment tools, to perform annual LOC reassessments and as an interim assessment for individuals who experience significant changes. In New York and New Jersey, we develop person-centered service plans and HCBS service plans based upon data from InterRAI assessment tools. We also are familiar with the SIS assessment tool and understand the complexity of accurate assessments of the intellectual/developmental disabilities (I/DD) population and, as a result, we are having discussions with Telligen as a potential partner to continue in their role to conduct SIS assessments. Forming this partnership would ensure continuity and expertise of the assessment reviewers, and knowledge of the individuals within the I/DD population.
We will not revise or add to the State’s LOC and needs assessment tools without approval from the Agency. Further, we acknowledge the Agency requires a collaborative stakeholder engagement process to change assessment tools used by MCOs. In other markets, we work collaboratively with other MCOs to define processes, e.g., for transitioning individuals from one MCO to another (Louisiana), and to research and get consensus on consistent tools (Texas and New Mexico).
We will refer all inquiries regarding Medicaid enrollment and initial LOC determinations to the Agency or its designee in the form and format developed by the State. The Agency or its designee maintains the responsibility for determining the initial LOC assessments for nursing facility or ICF/ID or 1915(c) HCBS waiver enrollment for individuals who are not enrolled with UnitedHealthcare and who are applying for initial Medicaid eligibility. We have experience within our other states, working with our State partners to refer individuals identified as potentially eligible for HCBS waiver services to the State-defined designated entity for a LOC assessment and final determination and recommendation for the least restrictive, most effective placement. 
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4.2.2.1 Identification 
The Contractor shall develop and implement policies and procedures, subject to Agency approval, for ongoing …
We agree to comply with Section 4.2.2.1 and will implement policies and procedures for ongoing identification of individuals who may be eligible for LTSS. We follow established policies and procedures when submitting LOC assessments to the State or its designee for eligibility determination. 
We have established processes to identify individuals who may qualify for LTSS. Common triggers in an individual’s circumstance requiring completion of a LOC reassessment may include:
Member self-referrals or family/caregiver referral
Significant change in medical or behavioral condition or new diagnosis
Significant decline in one or more ADLs
Decline in cognitive status
Loss of caregiver support including and not limited to death of a spouse or parent for an individual with I/DD
Transitions between LOC and transitions from children’s services to adult services
Referral from an individual’s PCP or specialists, discharge managers and community sources
Internal referrals from the community-based case manager or other non-LTSS care managers 
Impact Pro analysis of hospital admission/readmission, skilled nursing facility admission and ER utilization (including D-SNP), claims data and pharmacy reports 
Ongoing review and monthly claims data analysis to identify individuals with complex medical or BH conditions, e.g., claim for a wheel chair indicating functional decline and DME requests, or a pharmacy claim suggesting a BH condition
Change in location or care setting
Hospital or institutional facility discharge 
We will conduct an assessment, as described, using a tool and process prior approved by the Agency, for individuals who have been identified through any of these processes as potentially meeting an institutional level of care and in need of institutional placement or 1915(c) HCBS waiver enrollment. Referring individuals identified as potentially eligible for LTSS to the State or its designee for LOC determination, if applicable, is a core competency for our LTSS programs. We have significant experience with this process in other Medicaid programs.
4.2.2.2 Initial Assessment and Annual Support Assessment 
The level of care and assessment for members potentially eligible for 1915(c) HCBS waiver enrollment …
We agree to comply with the requirements outlined in Section 4.2.2.2, Initial Assessment and Annual Support Assessment. The LOC and assessment for Iowans potentially eligible for 1915(c) HCBS waiver enrollment will include an assessment of the individual’s ability to have his/her needs met safely and effectively in the community and at a cost that does not exceed limits established in each 1915(c) HCBS waiver. If an individual does not appear to meet enrollment criteria, we agree to comply with the requirements related to the appearance of ineligibility. 
Once an assessment is completed, we agree to submit the LOC/support needs assessment to the State in the manner prescribed by the Agency. We acknowledge that the State retains all authority for determining Medicaid categorical, financial and LOC eligibility and enrolling individuals into a Medicaid eligibility category, and that the State will notify us when our member has been enrolled in nursing facility or ICF/ID or 1915(c) HCBS waiver eligibility category and any applicable patient liability amounts and/or waiver budget caps.
Attachment 5 Question (4.2 Level of Care Assessments):
1. Describe your ability and process for conducting level of care reassessments and tracking and determining when a reassessment is required.
Conducting Level of Care Reassessments
We will leverage our experience conducting LOC reassessments in other markets to implement an Iowa-specific process to confirm our members continue to be eligible for LTSS. Our care coordination systems are designed to provide reminders and management tools to oversee the completion of LOC assessments (among other service planning activities) to ensure that all LOC assessments are completed at least annually or when specific triggers, such as low utilization of HCBS or significant improvement in functional status or caregiver support is identified.
In addition to scheduled annual reassessments, community-based case managers contact assigned members monthly at minimum, and conduct face-to-face visits every three months for review of service plan progress, eligibility and member-specific goals. This allows community-based case managers to continually monitor the needs of our LTSS members and if we become aware of a change in an individual’s circumstances, they will determine if a new LOC assessment is needed. 
Tracking Reassessment Completion 
CommunityCare was designed to support the oversight and tracking of required activities, including the completion of required LOC reassessments. We have developed a national clinical operations adherence program, to ensure compliance with State and program-specific requirements and timelines, including reassessments. This strategy includes an array of scorecards and dashboard reports used to monitor our compliance and performance on a monthly and yearly basis. 
CommunityCare tracks the initial LOC determination date received from the State. We use our system to track LOC expiration dates to ensure this requirement is met. The system generates automatic triggering by auto-calculating the time elapsed from the initial entry date to the due date and creating a task for the community-based case manager. This task maintains an open status until it is complete. Beginning 90 days prior to the due date, the system generates a notification/reminder alert that the annual LOC reassessment, which the community-based case manager sees when signing on to the system. This process assures a completed annual reassessment is performed and submitted to the State or its designee in the format determined by the State for review and determination prior to the final due date. We enter the new LOC determination date in the system to set the reminder date for the next reassessment. 
Determining the Need for Reassessments
In addition to the automated annual reassessment notification process, one of our core processes to ensure our members do not have a gap in service delivery is the review of our claims data monthly. This review not only ensures that individuals are receiving the HCBS that were approved through their service plans but also helps us to identify individuals whose level of function may have improved. If we identify individuals who have not received HCBS in the past 60 to 90 days, we first look to identify if claims submission is an issue; if not, we trigger a reassessment to identify the cause of the absence of services. The community-based case manager also receives automated alerts for hospitalizations that would trigger a follow-up with the member to review for a need for a reassessment. If we identify individuals whose LOC has changed, we would submit the information to the Agency for review. 
Attachment 5 Question (4.2 Level of Care Assessments):
2. Propose the approach by which needs assessments will be administered in a conflict-free manner consistent with BIP requirements.
We recognize the State’s desire to facilitate a system that delivers services to an individual in a manner that facilitates choice and consumer direction, while ensuring the overall community-based case management system is coordinated and free from conflict. The Agency’s website states: “Conflict-free case management through the Balancing Incentive Program (BIP) requires states to mitigate conflicts of interest in the provision of community-based LTSS.” Our community-based case management philosophy aligns with both CMS’ and the State’s strategies to mitigate conflicts of interest and complements our person-centered service planning process. Eliminating conflict of interest along the continuum of the functional assessment, case management and HCBS delivery process is a core component of our approach to person-centered planning.
We confirm an individual’s needs assessments will be administered in a conflict-free manner consistent with BIP requirements. Using core standardized Iowa needs assessment tools which are separate from funding determinations ensures conflict-free community-based case management. Further, we confirm our employees are not permitted to provide the HCBS waiver services used by individuals who are served by our community-based case management program. Our approach supports conflict-free case management in all markets where our community-based case management program serves waiver programs and confirms we comply with state and federal regulations and requirements.
Community-based case managers complete a needs assessment on-site in the individual’s care setting. The service plan is developed with individual, caregiver and ICT input. We seek the individual’s and family’s agreement with the service plan and explain they have the right to appeal service decisions. In circumstances where the individual and community-based case managers do not agree on the needs or services, we have an established mechanism that includes manager review, additional conversations with the member and ICT to ensure an understanding of the concern and look for resolution as well as ensuring the member fully understands his/her appeal rights. Members and the community-based case manager both sign the service plan before it is implemented. Service providers are removed from the needs assessment process, eliminating the potential for conflict of interest. During service planning activities, individuals often choose their preferred service providers. Community-based case managers submit service plans to intake to initiate service authorizations to the service providers. In addition, managers of community-based case managers make sure there are no conflicts of interest by making sure community-based case managers do not provide direct, reimbursable services to members. 
To further enhance our commitment to conflict-free case management, our core process includes consistent and disciplined oversight of quality and accuracy of the assessment and service planning process through our Inter Rater Reliability oversight process. Our needs assessment provides structure to ensure our community-based case managers are applying the needs assessment consistently. The inter-rater review (IRR) process is completed through individual field observation and case scenario testing. Completing field observations with individual care coordination staff and their managers, their designee or other subject matter expert at least annually assures accuracy of the needs assessment and service plan development at the member level.
Attachment 5 Question (4.2 Level of Care Assessments):
3. Propose a timeline in which all assessments shall be completed:
a. Upon initial enrollment with the Bidder
b. When the Bidder becomes aware of a change in the member’s circumstances which necessitates a new assessment
c. At least every twelve (12) months 
Proposed Timeline for Completing Assessments 
We acknowledge the time frame in which the level of care assessment must occur will be finalized through the procurement and the contract negotiation process. The Agency will establish timelines that enable an individual’s needs to be assessed promptly while ensuring the member’s safety. We have experience recommending and adhering to defined timelines for completing assessments for large population groups transitioning during initial program implementation or for people transitioning to UnitedHealthcare during ongoing operations. In Delaware in January 2015, we enrolled 1,900 new LTSS members needing a functional assessment within 90 days. One hundred percent of these members were seen and assessed within the 90-day state-required timeline, demonstrating our capability and commitment to excellent performance.


Upon Initial Enrollment with UnitedHealthcare
At go-live, for individuals receiving LTSS waiver services, the community-based case manager will conduct a welcome call including an initial health screening to include a review of their current service plan within 30 days of the effective date. Individuals identified as having unmet needs will be prioritized for completion of a comprehensive needs assessment within 30 days of the welcome call/initial screening. We will complete the in-person comprehensive needs assessment for all members within 90 days of the initial screening completion. Post go-live, we will complete the initial health screening within 30 days and the comprehensive needs assessment within 30 days from completion of the initial health screening.
We acknowledge that LTSS may not be reduced, modified or terminated in the absence of an up-to-date assessment of needs that supports the reduction, modification or termination. Upon initial enrollment, individuals receiving LTSS can continue to see all current providers on their approved service plan—even if the provider is not in our network—until we work with the LTSS member to complete a service plan, and it is either agreed upon by the member or resolved through the appeals or fair hearing process and implemented. Extending the authorization of LTSS from non-contracted providers promotes continuity of care pending a provider’s decision to contract with us or an individual’s transition to a contract provider who can also meet the individual’s needs. 
Change in the Member’s Circumstances 
When we become aware of a change in an individual’s circumstances (such as inpatient admission, member request, provider referral, significant change in medical, behavioral or functional status) that necessitates a new assessment, we will complete the assessment within 10 business days of identification.
At Least Every Twelve Months 
CommunityCare will maintain the annual assessment date for each member. We will use the date of the initial or last completed assessment to trigger a reminder to complete a level of care assessment within 12 months.
4.2.2.3 Documentation Requirements 
The Contractor must submit documentation to the State, in the timeframes described in 3.2.11.2.2 and 4.2.2.2 …
We will submit to the Agency in the time frame and format determined by the Agency, all reassessments that, when completed, indicate a potential change in a member’s level of care. The Agency or its designee has final review and approval authority for any reassessments indicating a change in the LOC. We agree to comply with the findings of the Agency or its designee in these cases. If the LOC reassessment indicates no change in a member’s LOC, the individual will be approved to continue at the already established level of care. We will maintain documentation of LOC reassessments and make this information available to the Agency upon request.
Attachment 5 Question (4.2 Level of Care Assessments):
4. Describe your plan to track and report level of care reassessments.
Tracking and reporting LOC reassessment is required by most of our LTSS state partners. We have the capability to track, report and analyze LOC reassessment data, including the date the reassessment was completed and specific components of the LOC assessment. We will report that data in the format consistent with Iowa’s requirements. CommunityCare is the system in which all member-specific LOC timelines and results are recorded and will be readily available to view by authorized care team members. This data can be collated and reports generated for population views of LOC information or tracked at the individual member level. We acknowledge that the Agency or its designee will review and provide final approval for any reassessments which indicate a change in the LOC. 
Sample LOC assessment tracking report:
[image: ]
 4.2.2.4 Preadmission Screening and Resident Review 
Prior to admission to a nursing facility and any time there is a significant change in status, members shall receive …
We agree to comply with the requirements in 4.2.2.4, Preadmission Screening and Resident Review. We provide details in our response to Question 5.
Attachment 5 Question (4.2 Level of Care Assessments):
5. Vendors must work with the State or its designee responsible for implementing the PASRR process. Propose strategies to ensure members receive the specialized services and supports indicated by the PASRR level 2 screening.
We acknowledge that prior to a member being admitted to a Medicaid-certified nursing facility or when a member who is a resident of a Medicaid-certified facility has experienced a significant change in his/her physical or BH or functional status, the State or its designee (e.g., current vendor, Ascend) administers the pre-admission screening and resident review (PASRR) process. 
We have relevant experience with other state LTSS programs where the PASRR process is also initiated by an individual’s application for admission to a Medicaid-certified nursing facility. The request is made to the State or its designee by the nursing facility, acute care setting or other setting prior to a member’s admission to a nursing facility, ICF/ID or other facility or initiated when there has been significant change in the individual’s health or functional status. 
Working with the State or Its Designee 
We agree to work collaboratively with the State and its designee (Ascend) on the PASRR process. PASRR screenings must be conducted prior to admission to a nursing facility. The PASRR Level 2 screen results of current members will be provided to UnitedHealthcare within 30 days after the members have been assigned to us. PASRR Level 2 results of newly screened individuals after that date will be provided to us within 15 days of the end of each month.
In addition, for our members who are living in a facility and who have a significant change of status identified on an MDS 3.0 assessment, the community-based case manager works with the facility staff to ensure the required PASRR resident review Level 1 is completed by the facility staff and submitted to Ascend. The PASRR Level 1 process may include a categorical determination that a Level 2 evaluation is not needed under certain conditions, which may include convalescent stays of 60 days or less. 
Ensuring Members Receive Specialized Services and Supports
For our members who need specialized services and supports indicated by the PASRR Level 2 evaluation process and listed on the PASRR level 2 summary report, we update an individual’s service plan to include PASRR Level 2 evaluation results and associated recommendations for services and supports, such as physical therapy.
Strategies we employ to make sure a member is receiving the PASRR Level 2-recommended services and support once he/she is residing in a facility include the member’s community-based manager who conducts the following activities:
Initiates authorization of the specialized services and supports through our UM protocol, when applicable
Ensures the identified services and supports are addressed in the individual’s nursing facility service plan
Visits the member in person to ensure recommended supports and services are implemented and to provide oversight to make sure an individual is receiving the services as authorized and assess any outcomes associated with these services
Ensures review of associated recommendations for services and support at the quarterly service plan meetings at the facility
We agree to collate all individuals identified as requiring PASRR Level 2-recommended specialized services into our utilization review sample and report the results to the State.
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As described in Section 4.2.2, if the member does not appear to meet criteria for LTSS, the Contractor may advise the member verbally that he or she does not appear to meet the criteria for enrollment, but shall also advise that he or she has the right to continue the process. A decision to discontinue the assessment process must be made by the member or the member’s representative. The Contractor shall not encourage the member or the member’s representative to discontinue the process. If the member decides to continue the assessment process, the Contractor shall complete the assessment process, including submission of the level of care assessment to the Agency. If the member decides to discontinue the assessment process, the Contractor shall document the member’s decision to terminate the assessment process, including the member or the member’s representative’s signature and date. Within a timeframe designated by the department, the Contractor shall provide the documentation of members who decide to terminate the assessment process. 
4.2.3.1 Waiting List 
In the event there is a waiting list for a 1915(c) HCBS waiver, at the time of initial assessment, the Contractor …
4.2.3.1.1 The Contractor shall work with the Agency to ensure that the number of members assigned to LTSS …
4.2.3.1.2 The above expectations notwithstanding, the Contractor must authorize all admissions of members …
Appearance of Ineligibility
We acknowledge and will comply with the requirements in Section 4.2.3, Appearance of Ineligibility. If our member does not appear to meet criteria for LTSS, we will advise the individual verbally that he/she does not appear to meet the criteria for enrollment and inform our member that he/she has the right to continue the process. A decision to discontinue the assessment process must be made by the member or his/her representative. We will not encourage an individual or his/her representative to discontinue the process. If an individual decides to continue the assessment process, we agree to complete the assessment process, including submission of the LOC assessment to the Agency, and if the individual decides to discontinue the assessment process. We document the member’s decision to terminate the assessment process. Required documentation includes the member or his/her representative’s signature and date. Within an Agency-specified time frame, we agree to submit the documentation of members who decide to terminate the assessment process.
Waiting Lists for Participation in the 1915(c) HCBS Waiver
We are aware of our members who are on the waiting list for the 1915(c) waiver and will complete an assessment to determine needs. We will advise our member that there is a waiting list and that he/she has the option to choose to receive facility-based services when 1915(c) HCBS waiver enrollment is not immediately available. We make sure individuals are receiving additional non-waiver supports and services while they are on the waiting list. We acknowledge the Agency will work with us to ensure members are provided slots, when available, based upon their application date. When our member is in a facility and qualifies for a reserved capacity slot, the Agency works with us for slot release. We have relevant experience working collaboratively with our State customer on processes related to waiting lists for 1915(c) HCBS waiver programs in our Kansas and Tennessee programs.
Ensuring Maximum Access
We will work with the Agency to make sure the number of members assigned to LTSS is managed in a way that facilitates maximum access, while controlling overall LTSS costs. Achieving these goals requires that the Agency and UnitedHealthcare staff jointly manage access to LTSS. We agree to provide the Agency with LTSS utilization information at regularly specified intervals in an Agency-specified form as well as work collaboratively with the other MCOs. The purpose of the meetings will be to collaboratively and effectively manage access to LTSS. We will not add individuals to the LTSS program without Agency authorization resulting from joint LTSS access meetings, except as specified by the Agency.In 2012, in Tennessee, a waiting list had to be implemented when the HCBS waiver enrollment cap was reached. We collaborated with the State to successfully coordinate and manage the waiting list.

We will evaluate the provision of additional services in lieu of a nursing facilities and ICFs/ID admission. If an alternative to facility admission cannot be identified, we authorize admissions of our members who meet LOC requirements. We may authorize on our own, without authority from the Agency, access to the elderly HCBS waiver for any member who requests these services and meets LOC requirements. We will actively seek to identify individuals who meet the LOC requirements for any HCBS waiver and can safely return to the community with the provision of HCBS and will demonstrate to the Agency that we have reduced the corresponding number of nursing facility, ICF/ID or PMIC beds.
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The Contractor shall provide for the delivery of community-based case management. Community-based case management is all of the activities described in this section and the equivalent of: (i) targeted case management to members who are eighteen (18) years of age or over and have a primary diagnosis of mental retardation or who have a developmental disability as defined in Iowa Admin. Code 441 Chapter 90 whether or not member is receiving LTSS.1; and (ii) case management to members who are under eighteen (18) years of age and are receiving services under the 1915(c) HCBS waivers and any amendments thereto as a result of this RFP except the 1915(c) HCBS waiver for children with a serious emotional disturbance. Adult members with a severe mental illness or members that are children with a serious emotional disturbance, as described in Section 3.2.10, shall receive care coordination via the integrated health home in lieu of community-based case management described in this section. 
The Contractor shall assign to each member receiving home and community-based LTSS a community-based case manager who is the member’s main point of contact with the Contractor and their service delivery system. The Contractor shall establish mechanisms to ensure ease of access and a reasonable level of responsiveness for each member to their community-based case manager during regular business hours. Community-based case manager staff shall have knowledge of community alternatives for the target populations and the full range of long-term care resources as well as specialized knowledge of the conditions and functional limitations of the target populations served by the Contractor, and of the individual members to whom they are assigned. The Contractor shall provide community-based case management services to all members receiving LTSS in accordance with this section. Please see to Section 4.4 for additional requirements applicable to members residing in a nursing facility or ICF/ID and Section 4.5 for additional requirements applicable to members receiving 1915(c) HCBS waivers. 
All community-based case management shall be provided in a conflict free manner that administratively separates the final approval of 1915(c) HCBS waiver plans of care and approval of funding amount done by the Contractor. Community-based case management efforts made by the Contractor or its designee shall avoid duplication of other efforts provided within the members’ system of care.
We agree to comply with the requirements in Section 4.3, Community-Based Case Management Requirements in its entirety. We understand that those adult members with an SMI or members that are children with an SED will receive their care coordination from an IHH in lieu of our community-based case management. For individuals described in 4.3 (i) and 4.3 (ii), as well as other individuals receiving LTSS or residing in a nursing facility or ICF/ID, we will assign an accessible and responsive community-based case manager who is the member’s primary point of contact. Our hiring practices and tools will ensure that community-based case managers are knowledgeable of community alternatives for the target populations and the full range of long-term care resources as well as specialized knowledge of the conditions and functional limitations of the target populations. Our community-based case managers will provide all care coordination in a conflict-free manner that administratively separates the final approval of 1915(c) HCBS waiver care plans and approval of funding amount done by UnitedHealthcare. 
Throughout Section 4, we demonstrate our capability, strategies and commitment to avoid duplication of our care coordination efforts and the efforts of others in the individual’s system of care. Community-based case managers have an important role making sure individuals are receiving identified services, there are no gaps in services and there is no duplication of services.
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
1. Describe your proposed model for delivering LTSS care coordination services.
Our LTSS community-based case management model is based upon a person-centered, integrated approach and incorporates flexibility based on the changing needs and goals of the populations and customized to specific waiver benefits. Our LTSS community-based case manager not only supports the provision of LTSS but also is the hub for coordination of all needs inclusive of medical, behavioral, social and functional services. A hallmark of our person-centered, integrated delivery system is individual choice, decision making and personal responsibility. A person-centered approach also includes using assessment data in concert with an in-depth understanding of an individual’s unique needs, strengths and goals, to create an effective service-based solution tailored to the individual and his/her setting. 
Our LTSS care coordination model emphasizes community integration, continuity of care and coordination of care, which advocates for, and links individuals to services across providers and settings. Our model includes the following core components: 
Assignment of a community-based case manager as the primary point of contact to the health care/service delivery system for all individuals receiving LTSS.
Early identification of individuals who are or may be at risk for institutionalization.
Initial health risk screening of all members receiving LTSS and prioritization of needs assessments.
Face-to-face LOC reassessments annually and when significant changes are identified.
Monthly telephonic and quarterly face-to-face contacts, at minimum, for members in the community receiving LTSS, with more frequent contacts based upon the member’s identified needs. 
Face-to-face comprehensive needs assessments on every individual initially, annually and with significant changes, at minimum.
Development of an ICT inclusive of the member and participants selected by the member.
Development of a person-centered service plan that is driven by the member’s goals and that is inclusive of medical, behavioral, social and functional needs. The service plan addresses natural supports and community resources available to the member.
Monitor receipt of services, satisfaction and adequacy through phone calls to the member within five days of service authorization, during monthly phone calls and quarterly visits.
Promotion and support of member choice in living in the least restrictive environment.
Identification and referral to state MFP designee for members who wish to transition from a nursing facility or ICF/ID to the community. Collaborate with the MFP designee in assessing the member’s needs and the development of a person-centered transition plan driven by the member that will ensure a successful transition to the community.
Educate members on CommunityCare and coordinate, if they choose to participate.
Provide care coordination and quality oversight of care plans and facility services for members residing in nursing facilities or ICF/IDs. Develop person-centered care plans.
Advocate for the member whether the member is in the community or residing in a nursing facility or ICF/ID. 
Ensure continuity of care coordination and services at implementation.
Promotion of self-determination with focus on supported community living and employment.
Implementation, coordination and monitoring of person-centered service plans.
Referrals/coordination to ensure timely access to contracted and non-contracted providers, social/environmental, behavioral and other support services, including specialized therapies.
Transition care planning when a member moves between different LOC settings.
Documentation of all care coordination activities in CommunityCare.
Monitoring and analysis of care coordination and community-based case management effectiveness and appropriateness.
Referrals to chronic health homes for members with complex chronic conditions or IHHs for children with a diagnosis of SED and adults with SMI for care coordination services, as appropriate.
Quality Oversight to ensure positive health outcomes.
In-person visits are opportunities for us to deliver education and compassion.
Last year, one of our community-based case managers conducted an in-person visit to an individual who is disabled due to a serious car accident. This member lives alone and participates in our Texas STAR+PLUS program. The assistance he requires is new to him as he previously had a family, worked and led a “normal” life. He was notably embarrassed to need assistance in his everyday life. The community-based case manager instantly picked up on this and was very empathetic to him. Along with a soft spoken demeanor, she constantly maintained eye contact, which helped gain the individual’s trust and restore some of the integrity he seemed to have lost when she first arrived. The compassion she expressed with this individual truly came from her heart. At one point, the individual was brought to tears as she explained his personal assistant services. He was saddened that he actually needed this kind of help now, but she described the services so that he understood what was available to him, and he finally accepted the services.

Supporting our care coordination program is our Web-enabled CommunityCare platform, which facilitates sharing of critical information and service coordination between our community-based case managers, members, caregivers, providers and other care team members. Community-based case managers establish collaboration and integration with all engaged stakeholders working with their assigned members.
We are committed to hire community-based case managers who have knowledge of community alternatives for waiver populations and the full range of LTSS resources; specialized knowledge of the conditions and functional limitations of waiver populations, including the special needs of individuals to whom they are assigned; and experience with self-direction. 
The community-based case manager uses a team-oriented approach in helping to define the individual’s goals, assigning resources and reaching agreement about the integrated, person-centered service plan. Our experience indicates individuals benefit most when social supports and behavioral and physical health care are integrated, and when the service plan is created jointly with the individual or representative, family, caregivers, personal assistants who provide care and providers. The person-centered service plan includes all aspects of care. The service plan is part of our overall approach to effectively identify needs and coordinate care for all LTSS populations, including the unique needs of waiver populations and individuals with a co-occurring disorder as well as comorbid medical conditions. The service plan component lists an individual’s HCBS (covered and non-covered services), the provider, the frequency of services and whether or not the individual is self-directing eligible HCBS.
During the first six months of the contract, individuals may continue to receive services from their existing targeted case management. At the end of six months, individuals will transition to our community-based case manager following a person-specific transition plan created and implemented collaboratively by the new community-based case manager, the targeted case manager and the individual/representative and family, to ensure continuity of care.
In lieu of a community-based case manager, individuals participating in Iowa’s 1915(c) HCBS waiver for children with SED and adults identified with SMI are referred to an IHH for their case management and coordination services.
Individuals have access to their assigned community-based case manager during regular business hours by calling member services and requesting a return phone call from their community-based case manager call back. Our policy is to return non-emergent call-back requests within 24 hours of receipt. We will implement our NurseLine service in Iowa for individuals who need help choosing appropriate medical care, finding a physician or hospital, understanding treatment options, achieving a healthy lifestyle or asking medication questions. NurseLine employs a staff of RNs who help people access appropriate services and connect with providers in their communities. Through NurseLine, we expand access to clinical resources 24 hours a day, every day of the year, where we provide specially trained staff for LTSS including knowledge of individuals with I/DD and their caregivers. NurseLine RNs receive extensive orientation on each state’s counties, service use patterns, transportation challenges and other issues that may have an impact on an individual’s care needs. For people with I/DD or their caregiver, this referral process includes connecting the caller to a staff member specially trained in supporting and responding to their inquiries or needs. 
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The Contractor shall submit with the Bid Proposal, for the Agency review and approval, the required qualifications, experience and training of community-based case managers. Following execution of the Contract, the Contractor shall obtain Agency approval of the qualifications. The Contractor shall implement and adhere to the Agency-approved qualifications. Changes to qualifications must receive the Agency’s prior approval. The assigned community-based case manager for members who choose to self-direct services, as described in Section 4.4.8, shall have specific experience with self-direction and additional training regarding self-direction. The State shall not prescribe specific community-based case manager to member ratios that must be maintained. However, the State reserves the right to require the Contractor to hire additional community-based case managers if it is determined, at the sole discretion of the Agency, the Contractor has insufficient community-based case management staff to properly and timely perform its obligations under the Contract. Community-based case management shall meet all of the qualifications, requirements, and be accredited as specified in Iowa Administrative Code 441 Chapter 90. 
We agree to comply with the requirements in Section 4.3.1, Requirements. We provide details in our response to Questions 2 and 3.
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
2. Propose the required qualifications, experience and training requirements for community-based case managers. 
We agree to submit for Agency review and approval the qualifications, experience and training we will require for the staff who will fulfill the role of community-based case manager for our members that require LTSS. Our community-based case management program will meet all of the qualifications, requirements and be accredited as specified in Iowa Administrative Code 441 Chapter 90. In addition, we commit to assigning individuals who opt into the Consumer Choices Option, Iowa’s self-direction program described in Section 4.5.8, to a community-based case manager who has in-depth knowledge of and training on self-direction programs and firsthand experience working with individuals who choose to self-direct their services.
Community-Based Case Manager Qualifications and Experience 
We assign a community-based case manager to each of our members participating in the LTSS program. Community-based case managers are assigned based upon their expertise appropriate to an individual’s intensity of care coordination/case management needs and his/her primary area of need or diagnosis (e.g., medical or behavioral or co-occurring with I/DD). We are committed to hiring qualified people with diverse backgrounds, experience in Iowa, knowledge of the Iowa LTSS system (preferred) and relevant experience working with individuals with intellectual or physical disabilities, with HIV/AIDS or brain injury, with complex needs and with the elderly. We are experienced in providing the initial and ongoing training necessary to have a competent and knowledgeable community-based case management staff.Each individual requiring LTSS will be assigned to a qualified community-based case manager who will ensure continuity of care and timely access to needed services.


	Position
	Qualifications/Experience

	Community-Based Case Manager
(Nurse, SW or BH) 
or 
Qualified Intellectual Disabilities Professional (QIPD), when needed
	Registered nurse with active and unrestricted license in Iowa, or
Licensed professional counselor, licensed marriage and family therapist, clinician with a master’s degree (or psychologist for Children’s MH Waiver population)
Social worker with a Bachelor or Master of Social Work degree; and
One or more years of experience in delivering services to one or more of the waiver populations; or 
Two or more years of experience in medical, behavioral, social services or related fields


Training Requirements for Community-Based Case Managers
To ensure clinical workforce adequacy and ensure our community-based case management team understands the complexities of the Iowa LTSS and waiver programs, we conduct an extensive orientation for new staff and provide ongoing training programs for all community-based case management staff using a three-tier approach. We deploy different approaches in delivering training, such as online/Web-based on-demand/self-paced learning modules, instructor-led scenario-based, skills demonstration and education bulletins to reinforce topics or communicate updates impacting the practice of community-based care case management. As we mature into the Iowa LTSS and waiver programs, we will use our Preceptor Program to develop tenured community-based case managers as effective partners of new employees to shadow and for hands-on learning on day-to-day responsibilities. Additionally, clinical competency evaluations include IRRs and learning checks, which provide a post-training assessment of learning and community-based case manager proficiencies. 
Our three-tier approach for community-based case manager training includes:
New employee core school and complex care training: Our new employee Core School for community-based case managers provides foundational learnings and knowledge transfer on, but not limited to, our organization, company culture, shared responsibilities and interdependencies of functional units/areas supporting our membership and work technology while Complex Care Training provides a comprehensive understanding of concepts related to complex care and the role of the community-based case manager in supporting specific populations and waiver beneficiaries inclusive of, but not limited to:
Medicaid, Waiver Programs and National Complex Care Overview (LTSS 101)
Member engagement and interaction modules: Culturally Sensitive Customer Service, Motivational Interviewing, Person-Centered Practices/Approaches
Complex Care Roles and Roles and Responsibilities of Community-Based Case Managers
Time Management and Clinical Competencies for Community-Based Case Managers 
Member Changes in Condition
Disease Management
Member Safety, Crisis Identification and Crisis Management
Documentation and Documentation Systems: CareOne and CommunityCare 
Person-Centered Care Plan/Service Plan Development
Successful Provider Relationships
Adverse Determinations, Appeals and Grievance Process Overview
Advance Directives and End of Life Care
Fraud, Waste, Abuse and Exploitation
State-specific/LTSS deep-dive training: State-specific/LTSS deep-dive training provides instruction on the Iowa LTSS and waiver programs, such as benefits to member cohorts/member eligibility, HCBS waiver, coordination of services, different roles and responsibilities supporting Iowa LTSS waiver program membership, policies/procedures and specific processes in the fulfillment of the community-based case manager’s scope of work and Iowa-required training topics, which may include, but is not limited to, cultural and disabilities competency, self-direction and other service delivery models, community integrations, etc.
Ongoing training updates: We continually provide training updates via educational bulletins or other communications when there are changes or when we need to reinforce vital information having an impact on the community-based case managers’ scope of work. Regular refresher training occurs through weekly team meetings and monthly staff trainings. Job aids from our clinical reference library are leveraged by managers in ongoing staff mentoring. Annual training includes job-specific updates, process/workflow changes and maintenance of performance standards. Online/Web-based training modules are readily accessible to staff for annual training completion on required subjects such as blood borne pathogen protection; personal protective respirator; code of conduct; annual compliance training and FWA.
We have learned from other LTSS implementations the value of regularly scheduled training and updates post-implementation. We will plan one to two times a week for touch points for the community-based case management team to bring any concerns or issues they are experiencing during program implementation so that there is a quick feedback loop to re-educate and escalate any needs to leadership. 
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
3. Describe your proposed staffing ratio for community-based case managers to members.
We understand the Agency will not prescribe specific community-based case manager-to-member ratios. We acknowledge the Agency reserves the right to require us to hire additional community-based case managers if the Agency determines we have insufficient care coordination staff to properly and timely perform our obligations under the Contract. In other programs, we successfully adhere to State-defined case manager-to-member ratios and follow policies and procedures to monitor staff ratios and make necessary adjustments. We are committed to providing community-based case management that meets all of the qualifications, requirements and be accredited as specified in Iowa Administrative Code (IAC) 441 Chapter 90. 
We develop staffing ratios based upon the services that need to be provided as well as an individual’s acuity, complexity of needs, frequency of contacts and community supports. We also consider geography (generally by ZIP code) to minimize travel times and maximize face-to-face time—important due to Iowa’s rural geography, language preferences, available resources in the community, the services that need to be provided, anticipated service needs and State-specific program requirements. On average, our community-based case manager-to-member ratio is 1:75 for HCBS individuals and 1:125 for individuals in an NF or ICF/ID. However, this varies significantly based on various factors such as eligibility category and complexity. If our community-based case managers are responsible for administering the SIS assessment, we will abide by the State mandated ratio of 1:35.
Community-based case managers with specialized training may have a specialized caseload (e.g., pediatrics and I/DD). We employ community-based case managers with specialized skills to better meet the needs of our membership. A community-based case manager may consult with another community-based case manager who has specific skills or expertise related to an individual with specialized needs. For example, a community-based case manager who is a licensed BH clinician may consult with a nurse when he/she identifies a physical health need.
We have experience monitoring and assigning caseloads in other programs. From initial risk stratification to ongoing evaluation of utilization data, managers review and rebalance caseloads using data. To manage caseloads and monitor compliance with established caseload ratios, managers review caseload reports which include a weighting methodology that accurately reflects member complexity (e.g., complex physical and behavioral conditions, such as intellectual disabilities children with SED; individuals with brain injuries; members transitioning back to the community; self-direction) and provides detail by community-based case manager and the number of individuals assigned for the month by category (e.g., by HCBS waiver), and assist with workload management. Below is a screenshot showing a weighted caseload report from Tennessee. 
[image: cid:image001.png@01D0779A.0EAE0960]
If a manager observes a community-based case manager is falling behind or caseloads are near the upper limits, the manager can adjust caseload size by assigning new members to those with capacity. 
[bookmark: _Toc416176574][bookmark: _Toc417627574][bookmark: _Toc417642713][bookmark: _Toc418958522]4.3.2 External Communication and Coordination 
The Contractor shall facilitate access to covered benefits and monitor the receipt of services to ensure member’s needs are being adequately met. The Contractor shall maintain ongoing communications with a member’s community and natural supports to monitor and support their ongoing participation in the member’s care. The Contractor shall also coordinate with stakeholders, such as community organizations, rendering non-Contractor covered services to the member that are important to the member’s health, safety and well-being and/or impact a member’s ability to reside in the community. The Contractor shall implement strategies to coordinate and share information with a member’s service providers across the healthcare delivery system, to facilitate a comprehensive, holistic and person-centered approach to care and address issues and concerns as they arise. The Contractor shall ensure that there is no duplication of community-based case management for each member. The Contractor shall also provide assistance to members in resolving concerns about service delivery or providers. The Contractor shall provide to contract providers information regarding the role of the community-based case manager and request that providers notify a community-based case manager, as expeditiously as warranted by the member’s circumstances, of any significant changes in the member’s condition or care, hospitalizations, or recommendations for additional services. The Contractor shall ensure adequate and timely communication with other managed care contractors in the event that a member transitions from one contractor to another such that there is no interruption or delay in the member’s service delivery. 
We agree to comply with the requirements in Section 4.3.2, External Communication and Coordination. As such, we agree to:
Facilitate access to covered benefits and monitor the receipt of services to ensure our members’ needs are being adequately met. The community-based case manager facilitates an individual’s access to covered benefits by documenting person-centered needs in the service plan. Community-based case managers coordinate referral and initiation of services with identified providers and routinely monitor the providers to make sure individuals are receiving those services. In addition, we are proposing use of an electronic visit verification (EVV) system for members receiving HCBS. Our enhanced EVV consists of a GPS-enabled smartphone application, which allows real-time check in and out from visits to monitor our members’ receipt of services.
Maintain ongoing communications with a member’s community and natural supports to monitor and support their ongoing participation in the member’s service planning through telephonic communication and the use of our collaborative CommunityCare tool.
Communicate with LTSS providers regarding concerns about service delivery or notification of any changes in a member’s condition or care or hospitalization using CommunityCare and telephonic communication. 
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
4. Describe how care coordination services will include ongoing communications with community and natural supports.
We will implement strategies to coordinate and share information with an individual’s community and natural supports (in addition to their service providers) to facilitate a comprehensive, holistic and person-centered approach to health care and community-based services and to address issues and concerns as they arise. To the extent possible, the member guides the service planning process. The member identifies family, community and other natural supports that are important in his/her life. If the member wants to include them as part of the care team, he/she sends the authorizations via CommunityCare to provide access to the member’s record. We address the assistance that an individual’s natural supports provide in the service plan and review ability of natural supports to continue at current levels during monthly and quarterly contacts or at our member’s request. Strategies to coordinate and share information with an individual’s community and natural supports include:Integrated Health Addresses an Individual’s Holistic Needs
Many individuals face a number of social and psychological challenges that negatively impact their health outcome.
Nutritional Needs: Children living with severe hunger and food insecurity are twice as likely to have a chronic illness. 
Education and Job Training: Approximately 25 million adults do not have high-school diplomas and their life expectancy is 13 years lower than college graduates.
Housing and Community Development: There are approximately 3.5 million individuals who are homeless and they are hospitalized approximately10 times more often than individuals living in poverty.

Direct Contact: We maintain communication with community supports through telephonic or face-to-face contact to discuss the individual’s service plan and satisfaction with services.
CommunityCare: The implementation of CommunityCare will provide a comprehensive, electronic view of the relevant issues and person-centered needs to support an individual’s optimal health and achievement of holistic goals. We maintain ongoing communications with an individual’s community and natural supports to monitor and support their ongoing participation in our member’s care. For example, with member/family consent, community support staff and natural supports can become part of our member’s ICT, view our member’s centralized record in the CommunityCare, participate in member care conferences and provide feedback on interventions as agreed upon in the member’s service plan. Authorized ICT members have secure, online access to the member’s service plan and can add, change or update issues, interventions and status, thereby providing timely and thorough communication for the whole care team.
Coordinate with Stakeholders: This includes community organizations, rendering non-UnitedHealthcare covered services that are important to our member’s health, safety and well-being and/or having an impact on a member’s ability to reside in an integrated community setting. Transformation of the health care delivery system must consider social determinants of health to improve health care and lower costs. Social determinants of health include conditions such as housing, employment, transportation, food security, education and social supports that affect a wide range of their health, functioning and quality-of-life outcomes and risks. During person-centered service planning activities, we work with individuals to explore all possible ways to improve their social and physical environment and how to connect them with natural supports. Community-based case managers can use the Healthify tool to identify and share information with the whole team about available community-based resources. 
We have developed best practices, strategies and have national experience working with employment providers, supportive housing providers and homelessness service providers to promote improved health outcomes. 
Commitment to Employment-First Principles. We have national experience partnering with innovative community-based programs that meet our members’ needs. One of these programs is Project SEARCH, a unique, business-led, one year school-to-work program that takes place entirely at the workplace. Total workplace immersion facilitates a seamless combination of classroom instruction, career exploration and hands-on training through worksite rotations. By supporting programs, like Project SEARCH, we enhance our members’ access to jobs in the community. Project SEARCH helps persons with disabilities get the training and skills needed to successfully find and keep jobs in the community. Our intent is to support the existing Project SEARCH programs in Iowa by joining the business advisory boards and by encouraging our providers and other employers we work with to support the hiring of persons with disabilities. In Iowa, we will support Project SEARCH partners, such as:
ChildServe in Johnston
Des Moines Area Community College in Ankeny
Hy-Vee in Windsor Heights
Lucas County Health Center in Chariton 
Mercy Medical Center in Des Moines
Mercy Medical Center in Mason City
Unity Point St. Luke’s Hospital in Cedar Rapids
Unity Point Methodist Hospital in Des Moines
Supportive Housing: We are exploring options to work with a housing consulting firm to help us establish strategic relationships and partnerships with local housing resources and authorities. This strategy helps us improve targeted individuals’ primary and BH outcomes through stable housing and ongoing support services to improve their housing retention. The housing consultant can help us link individuals to available, affordable housing units. 
Implement strategies to coordinate and share information with a member’s service providers across the health care delivery system to facilitate a comprehensive, holistic and person-centered approach to care and services, and to address issues and concerns as they arise. Key to our strategy to coordinate and share information with service providers is the collaborative care tool within CommunityCare. With real-time access to information and communication features, CommunityCare enhances the ability of ICT members to share information, coordinate care and communicate, address and resolve issues and concerns as they arise. In addition, we can send a fax or mail the service plan to a provider and contact the provider via telephone for input into the individual’s service plan. Providers can send input verbally or via mail or fax. We share the assessments, the service plan and monitoring information (with the individual’s consent and in accordance with all state and federal requirements) among the ICT participants, regardless of network status. 
Make sure there is no duplication of community-based care coordination for each member. One community-based case manager is assigned to each member and this individual monitors the activities of the member to include his/her living environment, workplace and day and social activities to ensure receipt of services, ensure no gaps in services, and no duplication of services. By monitoring claims data, the community-based case manager can see whether or not the member is receiving other case management services. During transition from targeted case management to community-based case management, the community-based case manager will work closely with the targeted case manager to ensure no duplication of services. The community-based case manager will inquire with the member and his/her family about any other case management the member may be receiving. If the member is enrolled in an IHH, the community-based case management will be performed by that IHH.
Provide assistance to members in resolving concerns about service delivery or providers. As part of the care team, community-based case managers are closely aligned with the member and monitor the delivery of services. They are well positioned to provide assistance to members when a concern arises and proactively seek to address issues before they become a concern. We have identified two areas of potential concern, provision of adequate HCBS and timely transportation services. We are implementing strategies to actively monitor these areas through our EVV system and our GPS-enabled transportation tracking. Any expression of dissatisfaction that does arise will be tracked as a grievance to ensure rapid resolution. We will track and trend all grievances to ensure ongoing quality improvement. 
Ensure adequate and timely communication with other managed care contractors in the event that a member transitions from one contractor to another to ensure no interruption or delay in the member’s service delivery. For new LTSS members transitioning to UnitedHealthcare, a community-based case manager conducts a face-to-face visit to confirm the service plan received from the relinquishing MCO or fee-for-services program is meeting our new member’s needs and to make sure there is no break in current services. As soon as the individual’s information is available in our system, we can begin to implement standard care coordination processes for new members. For members transitioning from UnitedHealthcare to another MCO, we share the service plan and other important clinical documentation with the new MCO. Our staff is available to the other MCO for consultation and to answer questions about the member’s care. In Louisiana, we participated in joint meetings with other MCOs to discuss and recommend best practices for a collaborative approach to member transitions to ensure a safe and smooth transition and continuity of care.
CommunityCare 
CommunityCare is an HIPAA-compliant, secure, cloud-based health care record and information sharing system that supports community-based collaborative care and provides comprehensive supports for the continuum of integrated, person-centered care coordination. CommunityCare provides a mechanism to share the critical, relevant and timely member information essential to conducting ongoing service planning, management and coordination across a continuum of services and settings. The platform design supports care team collaboration by sharing care continuity documents and progress notes through Health Information Service Provider (HISP)/DIRECT. CommunityCare’s person-centered, shared, dynamic, coordinated, interdisciplinary service plan provides a comprehensive, electronic view of the relevant issues and care/service needs to support an individual’s optimal health and achievement of person-centered goals, which may focus on health, housing, employment and other areas.
CommunityCare provides real-time coordination among multiple providers in different physical health, BH, HCBS and I/DD support settings and as a result reduces duplication of services. In addition, an individual, his/her support system and others involved in the individual’s care and services (with member consent) have access to the member’s centralized record, which includes information such as member and integrated care team contact information, member’s condition list, medications and gaps in care. CommunityCare shares the member’s care preferences and prioritized health concerns goals among the care team. CommunityCare enables community-based case managers to develop and share service plans and co-manage LTSS members requiring multiple specialists, caregivers and community-based services. ICT members have online access to the member’s service plan and can add, change or update issues, interventions and status, thereby providing timely and thorough communication for the whole team. Using CommunityCare while maintaining our structured clinical care coordination and case management processes, the ICT can conduct assessments of an individual’s needs and provides access to hospital admission, discharge and transfer (ADT) notifications. The ICT can track the member’s progress online against the service plan using several key features, such as an audit log highlighting updates and changes to the service plan, filtering by  domains (e.g., mental health), and alerting based upon updates or changes and member input. By applying measureable, evidence-based best practices, the care team can create and then continually review and contribute to a service plan that meets an individual’s unique needs.CommunityCare allows an integrated care team composed of a community-based case manager, member, member identified support network, providers, specialists and others to coordinate relevant and timely member interventions that improve member health outcomes and experiences and reduce inappropriate use of health care resources. 

The following graphic illustrates CommunityCare’s process flow in “building a community of care,” from defining populations and engaging members to closing gaps in care.
[image: ]
Figure 8. CommunityCare Process Flow. From defining populations to engaging members and closing gaps in care, CommunityCare facilitates integrated coordinated care across varied populations and delivery systems.
[bookmark: _Toc416176575][bookmark: _Toc417627575][bookmark: _Toc417642714][bookmark: _Toc418958523]4.3.3 Internal Contractor Communications 
The Contractor shall implement strategies to ensure there is internal communication among departments to ensure community-based case managers are made aware of issues relevant to the members on their assigned caseload. 
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
5. Describe how internal operations support communication among departments to ensure community-based case managers are aware of issues related to their assigned membership.
Our approach of a single accountable community-based case manager for each member, working with an ICT is the backbone of assuring community-based case managers are aware of issues and needs of their assigned members. This philosophy is supported by our advanced information technology solution, which facilitates communication between internal departments and care team members. CommunityCare and CareOne (UM system) clearly display the name and contact information for the assigned community-based case manager and the systems are accessible to all internal departments. We use these systems for internal communication of member-specific information to ensure HIPAA compliance and documentation of the whole person’s needs in the member record. 
CommunityCare houses an integrated member record and information relevant to community-based case managers’ assigned members on their caseloads and facilitates documentation and internal communication of the following information:
Medical, BH and LTSS UM and PA documentation
Service provider information 
Services notifications
Evidence of approvals and denials of services
Tasking functions and reminder alerts used to communicate between departments 
Our Iowa-based teams of co-located community-based case managers, quality management teams and executive team, including the chief medical officer, support our internal operations to keep community-based case managers aware of issues related to their assigned members.
[bookmark: _Toc416176576][bookmark: _Toc417627576][bookmark: _Toc417642715][bookmark: _Toc418958524]4.3.4 Changes in Community-Based Case Managers
The Contractor shall permit members to change to a different community-based case manager if the member desires and there is an alternative community-based case manager available. Such availability may take into consideration the Contractor’s need to efficiently deliver community-based case management in accordance with the requirements of the Contract. In order to ensure quality and continuity of care, the Contractor shall make efforts to minimize the number of changes in a member’s community-based case manager. Examples of when a Contractor initiated change in community-based case managers may be appropriate include, but are not limited, to when the community-based case manager: (i) is no longer employed by the Contractor; (ii) has a conflict of interest and cannot serve the member; (iii) is on temporary leave from employment; or (iv) has caseloads that must be adjusted due to the size or intensity of the individual community-based case manager’s caseload. 
The Contractor shall develop and implement policies and procedures, subject to Agency review and approval, regarding notice to members of community-based case manager changes initiated by either the Contractor or the member, including advance notice of planned community-based case manager changes initiated by the Contractor. The Contractor shall ensure continuity of care when community-based case manager changes are made, whether initiated by the member or the Contractor. The Contractor shall demonstrate use of best practices by encouraging newly assigned community-based case managers to attend a face-to-face transition visit with the member and the out-going community-based case when possible.
The Contractor shall submit a plan with the Proposal to provide seamless, effective transition from the member’s targeted case manager or case manager assigned prior to implementation of the managed care contract and any change in community-based case management that the Contractor shall pursue after implementation of the contract. The Contractor shall allow the member to retain their current targeted case manager, case manager, or integrated health home care coordinator manager during the first six months of transition. The Contractor shall fully implement the transition plan within one year from the start date of the Contract. Following execution of the Contract, the Contractor shall obtain Agency approval of the plan. The Contractor shall implement and adhere to the Agency-approved plan. Changes to these must receive the Agency’s prior approval.
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
6. Describe strategies to minimize community-based case manager changes and processes to transition care when a member has a change in community-based case managers.
Through our person-centered and compassionate approach, individuals frequently develop strong relationships with their community-based case managers who often live near one another and may have a similar cultural background. Our goal is to promote quality and continuity of care by minimizing the number and impact of changes in community-based case managers. We agree to comply with the requirements in 4.3.4, Changes in Community-Based Case Manager. Our strategy to minimize community-based case manager changes begins with ensuring clinical workforce adequacy and reduced staff turnover. We have known strategies to accomplish engagement of this primarily field-based workforce through approaches such as:
Conducting team events to establish a sense of community/team, support staff engagement, listening to staff barriers and challenges and demonstrating leadership’s appreciation of the work our community-based case managers perform. This may include community service events or statewide conferences.
Implementing extensive training for new and existing team members to minimize the risk of attrition, including annual trainings and ongoing weekly training to review new processes/changes, re-education on existing processes and introduction of community resources. 
Implementing the Preceptor Program where every new care coordinator is assigned a preceptor/mentor to shadow in the field for up to three months depending on the experience, skills and background of the new employee. 
Recognizing community-based case management team members’ contribution to the overall success of the health plan during Celebrate Our People week and using local and national award programs. 
We recognize there are times when personnel changes are unavoidable, and are committed to providing a seamless, effective transition from one community-based case manager to another regardless of who initiates the change. We use formal policies and procedures to guide our activities and the associated notifications throughout the process. As a best practice, the outgoing and new community-based case manager attend a face-to-face transition meeting with our member, his/her family and/or caregiver to make introductions, to address any questions or concerns, to promote the new community-based manager’s understanding of the individual’s needs and to ensure continued access to effective supports and services. Our policies and procedures for making changes in community-based case managers reinforce our commitment to continuity of care by ensuring our member’s desires and choices come first. 
Member-Initiated Requests: We allow our members to change community-based case managers if the individual desires. We balance our need to efficiently deliver community-based case management in accordance with contract requirements with the member’s request. We investigate the reason for the individual’s request and, if possible, take actions to preserve the relationship and address any open issues. The new community-based case manager who is assigned will make contact with the member and schedule a face-to-face visit.
UnitedHealthcare-Initiated Requests: Our policies and procedures outline the process for providing advance notice (in Texas we provide 15 days’ advance notice) of planned changes in community-based case managers when we need to initiate this personnel change. Examples of when we may change community-based case manager assignments include when a community-based case manager is no longer employed by UnitedHealthcare, has a conflict of interest and cannot serve our member, is on temporary leave or has caseloads that must be adjusted due to the size or intensity of the individual’s caseload. We seek to balance caseloads proactively to avoid any unnecessary change in case manager assignment.
Transition Case Manager Six-Month Transition Period: We agree to submit to the Agency for review and approval a transition plan to provide seamless, effective transition from our member’s existing targeted case manager or case manager to our community-based case manager within one year of the start date of this contract. This plan will also include any changes in care coordination that we intend to pursue after implementation of the contract. As stated above, we recognize the strong relationships that individuals and their case managers build over time. To promote continuity of care, we agree to allow an individual to retain his/her current targeted case manager, case manager, care coordinator or community-based case manager during the first six months of the transition period. 
The newly assigned community-based case manager conducts the new member welcome call and initial health screening. During the call, the community-based case manager will identify individuals who wish to retain their current community-based case manager, targeted case manager, case manager or care coordinator after enrollment. We inform both parties (member and existing case manager) that the relationship may continue for at least six months after enrollment. To minimize the number of community-based case manager transitions, we explain there is potential for the existing case manager to continue his/her role following a successful application process with UnitedHealthcare. 
Our assigned community-based case manager reaches out to the existing community-based case manager, targeted case manager, case manager or care coordinator to schedule a face-to-face visit with our new member. Having both the current case manager and our assigned community-based case manager attend this meeting facilitates a smooth transition. Our community-based case manager performs an initial needs assessment, reviews the current service plan with the individual and current case manager to determine if our member is satisfied with current services and if adjustments are needed, and determines if there are any gaps in care that require prioritization. Our member is informed of the planned transition to our community-based case management services in six months and that the individual may not have the same community-based case manager at that time. Throughout the six-month transition period, our community-based case manager: 
Maintains ongoing telephonic communication with his/her assigned member or caregiver to make sure he/she is ready to make the transition
Maintains contact with the existing case manager to keep informed of the individual’s needs, services and progress to facilitate continuity of care
Attends at least one care team meeting facilitated with the member and the existing case manager (or at least three meetings for individuals with I/DD) to assist with a smooth transition process
The community-based case manager documents in the member record in CommunityCare his/her supportive role on the individual’s care team and documents the official date for transition of community-based case management functions.
If a member wishes to keep their existing case manager and case management services for the first six months post enrollment, we will contract with that case management agency. During this period, our community-based case manager provides consultative services to the existing case manager to ensure service plan approval and implementation protocols.
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The Contractor shall develop and implement policies and procedures, subject to Agency review and approval, to ensure that community-based case managers are actively involved in discharge planning when an LTSS recipient is hospitalized or served in any other higher level of care for less than 60 days. The Contractor shall define circumstances which require that hospitalized members receive an in-person visit to complete a needs reassessment and an update to the member’s plan of care.
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
7. Describe your proposed discharge planning process.
Discharge planning provides a proactive and well-coordinated plan for transitioning an individual from an acute inpatient setting to the most appropriate setting, focusing on quality, safety and member satisfaction. Proactive discharge planning begins the first day of an individual’s admission and provides an integrated approach to managing support for the individual. Our discharge planning program promotes a safe discharge to the individual’s home or community and prevents unnecessary incidents or readmission by anticipating potential post-discharge issues through a thorough assessment of the individual’s needs (psychosocial, medical and functional) and capabilities, and by developing and deploying comprehensive services and supports to meet those needs. 
The individual’s community-based case manager leads and is engaged throughout the discharge planning process. Community-based case managers work closely with hospital discharge staff to achieve a smooth and effective transition for assigned members. The discharge process may include an integrated care team approach, including a medical or behavioral UM clinician and/or inpatient care manager—this collaborative effort led by the community-based case manager prevents multiple clinicians from reaching out to an individual. The community-based case manager reaches out to the inpatient care manager and reviews concurrent review documentation in CareOne authorization records. When this review indicates a potential for significant change that may have an impact on an individual’s service plan, the community-based case manager performs an on-site needs assessment while the member is inpatient, if possible, to identify service needs post discharge and to make sure services are in place at the time of discharge.
We identify our members who are in the hospital or other inpatient facility through our Blended Census Report Tool (BCRT), which identifies and tracks people in facilities, including readmissions for the same reason within 10 days. We augment BCRT information with: real-time ADT data from hospitals on ER and inpatient visits; telephone calls from individuals, families or representatives; referrals from an inpatient care manager via a CommunityCare activity based upon a completed readmission risk assessment; and notifications from ICT members via telephone or CommunityCare communication tools. For those members who are dual eligible, ADT and BCRT data may not be available; therefore, we may have to rely on the close monitoring by our community-based case managers and alerts from our LTSS service providers to identify admissions. 
The discharge planning process identifies elements of a comprehensive support structure for the individual, including information on the home situation, and engages the individual’s family and available support systems and a range of community resource options that allow the individual to return home to a safe environment. The community-based case manager engages with the individual post discharge or pre-discharge, interacts with the individual/family/caregivers in a manner that empowers them to actively participate in this process, coordinates care across all health care settings and performs the following activities:
Collaborates with others (e.g., UM clinician/inpatient care manager), provides pertinent clinical information to facilitate the discharge planning process, monitors the individual’s inpatient stay, assists with development of a person-centered discharge plan and coordinates the individual’s care upon discharge 
Facilitates implementation of the discharge plan (lists medications, therapy, DME and recommended follow-up appointments with a PCP and/or specialist) to ensure a safe disposition in the least restrictive setting and decrease the likelihood of a readmission
Verifies the individual, his/her family and support system are informed of needed follow-up appointments, testing and treatment needs
Ensures the discharge plan is documented in the member record in CommunityCare
Oversees care, identifying and closing gaps in care and monitoring an individual’s adherence to the discharge plan
Ensures understanding of the discharge plan by asking the individual or the member’s caregiver to explain in his/her own words the details of the plan
Assesses the individual’s post-hospital, holistic and priority needs, goals and preferences
Adjusts the service plan based upon the individual’s responses to an on-site needs assessment or a post-hospital assessment to promote positive health outcomes by addressing person-specific needs and identified gaps in care to prevent re-hospitalization
Assists with requesting any authorizations that may be needed, including those for medications, outpatient therapy, home health care or DME and makes sure home-based support and services are available and delivered in a timely manner and the individual receives the necessary supportive equipment and supplies without delay
Helps an individual to understand his/her condition and educates him/her on self-management skills in preparation for and in support of transitions between care settings
Conducts a post-discharge gap in care assessment to identify and remediate gaps in care and barriers to accessing care
Facilitates/assists with post-discharge follow-up appointment with PCP or specialist(s) and removes any barriers to completing follow-up appointments
Makes sure the individual completes follow-up visits and provider-recommended treatment regimens, such as medication regimens or physical therapy
Interdisciplinary rounds are conducted with the community-based case manager, medical director and, as needed, the BH medical director and the inpatient care manager. During inpatient rounds, the team identifies additional interventions or services, such as, home health, BH services or community-based services. By conducting rounds and early discharge planning, the services, equipment and supplies needed for a successful transition are identified and arranged in a timely manner.
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The Contractor shall ensure that each in-person visit by a community-based case manager to a member includes observations and documentation of the following: (i) member’s physical condition including observations of the member’s skin, weight changes and any visible injuries; (ii) member’s physical environment; (iii) member’s satisfaction with services and care; (iv) member’s upcoming appointments; (v) member’s mood and emotional well-being; (vi) member’s falls and any resulting injuries; (vii) statement by the member regarding any concerns or questions; and (viii) statement from the member’s representative or caregiver regarding any concerns or questions (when the representative/caregiver is available).
The community-based case manager receives training on observation and documentation of findings in the member’s record. Community-based case managers often have varying backgrounds in medical, behavioral and non-clinical social skills, so training is vital to ensure recognition of situations that need follow-up or referral to another entity, such as the individual’s PCP (e.g., recognizing when skin quality looks at risk or when an individual may have early signs of a BH crisis). 
Every time a community-based case manager conducts an in-person visit with an individual, he/she assesses an individual’s needs using a documentation template to make sure he/she addresses, at a minimum, the following topics: 
The individual’s physical condition, including observations of the member’s skin (e.g., skin infections or minor burns), weight changes and any visible injuries
Member’s physical environment
Member’s satisfaction with services and care
Member’s upcoming appointments
Member’s mood and emotional well-being
Member’s falls and any resulting injuries
Statement by the member regarding any concerns or questions
Statement from the member’s representative or caregiver regarding any concerns or questions (when the representative/caregiver is available)
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The Contractor shall identify, document, and immediately respond to problems and issues including but not limited to: (i) service gaps; and (ii) complaints or concerns regarding the quality of care rendered by providers, workers, or community-based case management staff. 
A core competency of our LTSS model is rapid identification of service gaps. We have processes in place including the use of authorization to claim comparison reporting and an EVV system to ensure HCBS are delivered timely and in accordance with the service plan in the home. Additionally we have developed a clinical adherence protocol to identify members without any LTSS claims for prompt follow-up. As part of the care team, community-based case managers are closely aligned with the member and monitor the delivery of services, including service gaps and quality of care issues very closely. They are well positioned to provide assistance to members when a concern arises and proactively seek to address issues before they become a concern, including finding an alternate solution to provide needed services. When any of these reporting mechanisms identify a service gap, the concern is documented and the community-based care manager is engaged to immediately outreach to the member to identify if there are problems or issues that need to be addressed. In our experience, we know service gaps can be due to a temporary change in needs, like a visiting family member or a permanent change in condition, like death. 
We also know that LTSS members may have complaints or concerns regarding the quality of care rendered by providers, workers or community-based case managers. Any expression of dissatisfaction that arises will be tracked as a grievance to ensure rapid resolution. We take an individual/representative/family’s dissatisfaction with the quality of care and their complaints and grievances seriously. Once a quality of care issue is identified, information is documented through our quality team process by the community-based case manager or our member services center. The issue is investigated by the quality team and is referred to our medical director to determine disposition and resolution. We will track and trend all grievances to ensure ongoing quality improvement in our Escalation Tracking System (ETS) system, which allow us to track our handling and resolution of grievances to ensure our compliance with contract requirements and that we continue to provide high-quality services to program participants and providers. We recognize that members may file a grievance either orally or in writing, and our policies and procedures governing grievances will include provisions allowing for the filing, notice and resolution time frames in Section 8.15. 
We will immediately respond to any complaint or concern regarding quality of care to ensure the member is receiving needed care to stay safe in his/her home. This may mean an immediate change of provider or assigned caregiver staff or change in community-based case management team.
Example of Using Grievance and Appeal Information to Improve Quality of Care
In Delaware during the prior authorization process, an individual diagnosed with autism spectrum disorder (ASD), was denied access to adaptive gym equipment. The individual appealed the decision, and the denial was upheld on the grounds that the gym equipment is not medical equipment. Our medical director intervened to advocate for the individual because medical necessity criteria do not always address the individual’s needs and needed information might not have been available when the request for services was made. He reached out to the parents and therapist of the individual to make sure the gym equipment served a medical purpose. In addition to making that determination, he discovered that having equipment in the home decreased unnecessary travel to the physical therapy office, which was more than an hour from the home. The medical director approved the equipment.
As a result of this and similar cases, we educate prior authorization medical directors to take steps, beyond those required, asking them to gather additional information when determining the appropriateness of care or services.
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The Contractor shall develop a comprehensive program for monitoring, on an ongoing basis, the effectiveness of its community-based case management processes. The Contractor shall: (i) immediately remediate all individual findings identified through its monitoring process; (ii) track and trend such findings and remediation to identify systemic issues of marginal performance and/or non-compliance; (iii) implement strategies to improve community-based case management processes and resolve areas of non-compliance or member dissatisfaction; and (iv) measure the success of such strategies in addressing identified issues. At a minimum, the Contractor shall monitor the following: 
4.3.8.1 Community-based case management tools and protocols are consistently and objectively applied and …; 
4.3.8.2 Level of care assessments and reassessments occur on schedule; 
4.3.8.3 Comprehensive needs assessments and reassessment, as applicable, occur on schedule and in …;
4.3.8.4 Care plans are developed and updated on schedule and in compliance with the Contract;
4.3.8.5 Care plans reflect needs identified in the comprehensive needs assessment and reassessment process; 
4.3.8.6 Care plans are appropriate and adequate to address the member’s needs;
4.3.8.7 Services are delivered as described in the care plan and authorized by the Contractor;
4.3.8.8 Services are appropriate to address the member’s needs; 
4.3.8.9 Services are delivered in a timely manner; 
4.3.8.10 Service utilization is appropriate; 
4.3.8.11 Service gaps are identified and addressed in a timely manner; 
4.3.8.12 Minimum community-based case manager contacts are conducted; 
4.3.8.13 Community-based case manager-to-member ratios are appropriate; and 
4.3.8.14 Service limits are monitored and appropriate action is taken if a member is nearing or exceeds a service …
We agree to comply with the requirements in Section 4.3.8 Community-Based Case Management Monitoring. A comprehensive and sophisticated adherence monitoring program is a core competency to assess the effectiveness of our community-based case management processes on an ongoing basis. We agree to: immediately remediate all individual findings identified through our monitoring process; track and trend such findings and remediate to identify systemic issues of poor performance and/or non-compliance; implement strategies to improve community-based case management processes and resolve areas of non-compliance or member dissatisfaction; and measure the success of such strategies in addressing identified issues. In addition to dashboard tools used to monitor community-based case management functions, CommunityCare will display gap in care information in a dashboard format specifically for Iowa-based community-based case managers, community providers and the Agency.
We use a core set of reports in our suite of community-based case management tools including:
Inter-rater reliability testing: The IRR process measures the accuracy and consistency of the application of the functional needs assessment in determining the level of functional impairment and the number of units/hours for services authorized. The IRR process is completed through individual field observation and case scenario testing on each case manager annually. 
Dashboard: The dashboard displays the results of monthly reports pulled from CommunityCare on the rates of completion of the identified metrics and adherence to state requirements. The managers review the dashboards monthly and use the data to direct resources, to educate and train staff and manage the care coordination program. Data are received from the EVV system and added to the dashboard. In addition to the EVV data, the community-based case manager documents his/her calls in the care coordination system to the member to confirm receipt of services five days after authorization for reporting. 
Manager audit: Each manager performs a member record audit of at least two charts per community-based case manager monthly. The items listed in the table below are elements in the chart audit tool. The results are reviewed with the individual community-based case manager during reviews with the community-based case manager. The results of all the reviews are aggregated in a report for tracking and trending and facilitating the reporting of the results to the Health Care Quality Management Committee. 
Retrospective review/audit: The appropriateness of approved services is an element of the manager audit tool and is audited during the record review. In addition, the individual’s claims are reviewed to reconcile authorizations to service claims during the review. 
Case audit: This is a focused review of the member’s record by the manager when he/she becomes aware of a service gap identified by a member complaint or by the community-based case manager during the monthly or quarterly contacts. The member’s community-based case manager will provide immediate outreach to the provider agency to arrange for care as soon as possible or authorize services from an alternate provider if necessary. 
Authorization count: Service limitations are monitored by the community-based case manager monthly to prevent the member going over the limits. The community-based case manager, through continuous monitoring, anticipates a member’s needs before he/she reaches the limits and works with the member to identify alternatives and adjustments to prevent going over the limit. 
The results of all of the monitoring tools listed above are reported quarterly into our Health Care Quality Management Committee for review and recommendations for addressing opportunities for improvement. 
The following chart illustrates how we will use each of these tools in the monitoring approach for each of the cited performance areas.
	Primary Monitoring Tool
	Community-Based Case Management Function

	Inter-rater reliability testing
	4.3.8.1 Community-based case management tools and protocols are consistently and objectively applied and outcomes are continuously measured to determine effectiveness and appropriateness of processes
4.3.8.5 Care plans reflect needs identified in the comprehensive needs assessment and reassessment process

	Dashboard
	4.3.8.2 Level of care assessments and reassessments occur on schedule
4.3.8.3 Comprehensive needs assessments and reassessment, as applicable, occur on schedule and in compliance with the Contract
4.3.8.4 Care plans are developed and updated on schedule and in compliance with the Contract
4.3.8.7 Services are delivered as described in the service plan and authorized by UnitedHealthcare
4.3.8.9 Services are delivered in a timely manner
4.3.8.12 Minimum community-based case manager contacts are conducted
4.3.8.13 Community-based case manager to member ratios are appropriate

	Manager audit
	4.3.8.4 Care plans are developed and updated on schedule and in compliance with the Contract
4.3.8.5 Care plans reflect needs identified in the comprehensive needs assessment and reassessment process
4.3.8.6 Care plans are appropriate and adequate to address the member’s needs
4.3.8.8 Services are appropriate to address the member’s needs

	Retrospective review/audit
	4.3.8.10 Service utilization is appropriate

	Case audit
	4.3.8.11 Service gaps are identified and addressed in a timely manner

	Authorization count
	4.3.8.14 Service limits are monitored and appropriate action is taken if a member is nearing or exceeds a service limit


Attachment 5 Question (4.3 Community-Based Case Management Requirements):
8. Describe your process for monitoring the effectiveness of the community-based case management process. Provide outcomes from similar contracts in other states, if available.
Monitoring the Effectiveness of Community-Based Case Management
Our Clinical Adherence Program creates a culture of process improvement in daily operations, promotes improvement and transparency, promotes member advocacy and ensures integrity and fiscal responsibility in the provision of care. We will provide our Iowa executive management team with a clinical operations dashboard that measures overall program, manager and community-based case manager compliance with UnitedHealthcare policies and Iowa-specific community-based case management requirements, including all of the monitoring requirements outlined in 4.3.8.1 to 4.3.8.14 as well as:
Documentation audits/reviews results
Required orientation and training participation
Required clinical competency testing results
Member complaints and overturn rates on member appeals and fair hearings
Timeliness and appropriateness of decisions on PA requests (percent of time the request is upheld) and notification of adverse actions
Service plan execution and documentation to State requirements
Staffing models and staff training and competency program execution
In addition, for I/DD, we include utilization metrics from the National Core Indicators 
The scorecard analyzes metrics and provides green, yellow and red indicators of performance against goals at the program-, member- and service manager/coordinator-level. It generates prospective and retrospective actionable reports (e.g., members due for an assessment within the next 30 days) for parallel management of performance. Analysis of scorecard metrics that show a variance from target may trigger process improvement actions that include:
For individual performance issues: coaching and mentoring, caseload or workload balancing, individual learning/remediation classes and development of a corrective action plan
For systemic issues: review and revisions of standard operating procedures, workflows and staffing; staff retraining; and systemic changes, such as additional monitoring and controls
We perform an end-to-end process review that validates the accuracy and comprehensiveness of supporting clinical systems and processes that support adherence to community-based case management requirements. The review includes oversight and monitoring of: 
Clinical operations processes for key contractual or regulatory requirements/adherence measures
Comprehensive case reviews on high-risk areas
Ad hoc reviews/post procedural implementation reviews
Clinical operations training program oversight activities
Staff competencies and adherence with national policies/standards
Extensive clinical record review
Ensuring LTSS is Delivered at the Program Level
We integrate LTSS utilization activities with QM activities through effective oversight by our Health Quality Utilization Management Committee (HQUM) and Quality Management Committee (QMC) and joint representation in performance improvement teams. This structure allows us to define the criteria used in Iowa to determine that appropriate HCBS is being provided at the program level. We monitor quality reports across all clinical areas; review performance metrics, trends and outcomes related to community-based case management; establish data-driven interventions to improve performance in identified areas; monitor progress on clinical performance improvement programs; and conduct targeted quality and performance improvement studies. Criteria include:
Inpatient BH service utilization (admits, readmits and length of stay)
Incidence of HCBS-related complaints, grievances and appeals
Number of HCBS providers that can demonstrate they have the ability to provide services according to standards
Overutilization and under-utilization of health care services
Initiatives that deliver positive outcomes leading to program success 
Appropriateness of LTSS through authorization and secondary review processes
Individuals who have not received services in their LTSS waiver benefit package in the last 30 calendar days
HCBS not provided in time, frequency and units specified as documented by EVV
While maintaining individual choice, key factors in the success of the LTSS program relate to the number of individuals who have HCBS and remain in the community and the number of members we transition successfully from a nursing facility to the community. Ideally, we want individuals in the most independent setting they are able to support. We promote cost containment initiatives without compromising quality of care by monitoring the timeliness of care rendered, quality of care indicators and appropriateness of acuity levels and care settings. 
Inter-Rater Reliability Testing 
A critical aspect of our LTSS UM program is the consistent application of the needs assessment. Using functional assessment or State-equivalent assessment tools, the needs assessment IRR process will measure accuracy and consistency in determining the level of functional impairment and the appropriate service plan authorized for a member’s unmet need. This evaluation is a component of the standardized, comprehensive community-based case manager competency assessment and development program and is done on new hires and at least annually or in accordance with State requirements. The evaluation is conducted through field observations and case scenario testing where a 90 percent passing/mastery score is expected. IRR process results are tracked, trended and reported to senior leadership and internal oversight committees. As necessary remedial and or appropriate improvement actions ensue which can include a progressive corrective action process should employees continue to not meet passing scores on repeated remediation or testing.
Clinical staff is expected to achieve a score of at least 90 percent. If 90 percent score is not achieved, training and retesting will be done. Clinical staff is able to retake the IRR test up to three times, with retraining needs addressed between each failed test. If a staff member does not pass after the third IRR test, then a 30-day corrective action plan will be derived by the hiring manager to correct any deficiency. After the 30-day corrective action period is completed, the employee takes the IRR for the last and final time. If the employee does not pass, the hiring manager must determine if the employee is suitable to remain as part of the clinical staff.We conducted clinical staff MCG IRR assessments in Louisiana 2013 Q3 to establish the consistency of training and guideline application among physician and non-physician clinical reviewers. The IRR assessment process consists of three distinct steps for each of the MCG products: inpatient care, ambulatory care and recovery facility care. The results of our assessment included:
Inpatient care: 1,354 participants—98 percent passed
Ambulatory care: 730 participants—99 percent passed
Recovery facility care: 639 participants—97 percent passed

The IRR is typically connected with the employee’s performance goals and objectives for the year, which helps ensure that employees are responsible for being proactive in their success within the company and share the accountability to patient care. Completion reports are run to determine scores and staff that have completed the IRRs. Results are reported to the integrated care coordination team (ICCT) leadership. ICCT leadership provides feedback to the team at large and to individual team members when the scores become available. The IRR score results are also forwarded to the national training consultants to make them aware of future training needs. The audit results are also presented to the appropriate health plan leadership and the National Quality Management Oversight Committee (NQMOC) on at least an annual basis.
Outcomes from Similar Contracts in Other States 
The following outcomes (gathered from LTSS contracts in other states) are the result of oversight and monitoring of clinical operations processes:
In Texas in 2014, an average of 98 percent of field service coordinators were evaluated for the 2060 IRR process, scoring 90 percent or greater in the reporting month.
In Texas in 2014, 100 percent of field service coordinators were evaluated for the 2060 IRR process annually. In Delaware in January 2015, we received 1,900 new LTSS members needing a functional assessment within 90 days. One hundred percent of these members were seen and assessed within the 90-day State-required timeline.
In Texas in 2014, care management monitoring showed we achieved: 
Greater than 95 percent completion rate of initial assessments within 30 days of enrollment
Greater than 90 percent of annual reassessments completed within target month
Greater than 95 percent of members receiving a post-hospital assessment within 30 days of discharge
In Arizona in 2014, care management monitoring showed we completed 100 percent of target chart reviews.
In Tennessee in 2014, care management monitoring showed we achieved:
98.8 percent of members due for an ongoing visit received a timely visit (telephonic and face-to-face) per contract (75,887 of 76,664 visits)
97.5 percent of members due for completion of initial assessments within contract requirements (4,873 of 4,995 visits due)
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If a member is unable to be placed in the nursing facility, ICF/ID or community-based residential alternative setting requested by the member, the Contractor shall meet with the member and/or his or her designated/legal representative, as applicable, to discuss: (i) the reasons why placement is not possible; (ii) available options; and (iii) identification of an alternative facility or community-based residential setting. When the Contractor is facilitating a member’s admission to a nursing facility, the Contractor shall ensure that all PASRR requirements have been met prior to the member’s admission to a nursing facility, including a PASRR level I screening and as applicable, a level II PASRR evaluation. The Contractor shall ensure that members have the option to receive HCBS in more than one (1) residential setting appropriate to their needs and shall educate members on the available settings.
We agree to comply with the requirements in Section 4.3.9, Admissions. Our goal is to always keep our members in the least restrictive setting; however, there are times when a member, physician or family member/representative determines an individual may be best served in a nursing facility. When the individual cannot be placed in the nursing facility, ICF/ID or community-based residential alternative setting that he/she (or the designated/legal representative) selected, the community-based case manager requests from the State or its designee person-specific information detailing why the individual cannot be placed in a specific facility and then schedules a meeting with the member/family/representative to explain the reason(s). 
During this meeting, the community-based case manager will be prepared to discuss other available residential setting options that meet the individual’s health care and safety needs based upon the assessment data as well as knowledge of the individual’s goals and preferences. The community-based case manager will also discuss with the member/family their preferences to identify an alternative that will meet their wishes and needs. 
The community-based case manager compiles and provides the member/family/representative with a list of available alternative facilities or community-based residential settings to consider so that they can make an informed choice of a new facility. We will make sure people have the option to receive HCBS in more than one residential setting appropriate to the individual’s person-centered needs.
The community-based case manager educates the member/family/representative on the features and/or benefits of available settings so they can make an informed choice of setting. In addition, during the time period when the member/family/representative is selecting a new facility, the community-based case manager makes sure the individual is safe and that his/her needs continue to be met in his/her current setting, even if this means coordinating additional services or supports. 
When a community-based case manager is working with a member/family/representative to facilitate an individual’s admission to a nursing facility, before authorizing admission or readmission and payment to the nursing facility, we confirm the State or its designee met all PASRR requirements (PASRR Level 1 screening and, as applicable, Level II PASRR evaluation) prior to the member’s admission to the facility. The community-based case manager follows established protocols to request from the State or its designee confirmation of completion of the required PASRR. We validate whether or not special services are indicated prior to admission to a facility.
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The Contractor shall not transition nursing facility, ICF/ID, 1915(i) Habilitation or 1915(c) community-based residential alternative residents to another facility or residence unless: 
(i) the member or his/her representative specifically requests to transition; (ii) the member or his/her representative provides written consent to transition based on quality or other concerns raised by the Contractor, which shall not include the residential provider’s rate of reimbursement; or (iii) the provider has chosen not to contract with the Contractor. 
The Contractor shall establish contractual terms with its providers, subject to approval by the Agency, that protect an individual from involuntary discharge that may lead to a placement in an inappropriate or more restrictive setting. The Contractor shall facilitate a seamless transition whenever a member transitions between facilities or residences. 
We will not transition nursing facility, ICF/ID, 1915(i) Habilitation or 1915(c) community-based residential alternative residents to another facility or residence unless:
The individual or his/her representative specifically requests a transition. When our member requests a transfer, we work with him/her to understand the reasons for the request. Understanding these reasons helps us identify opportunities for improvement.
The individual or his/her representative provides written consent to transition based upon quality or other concerns (not including the residential provider’s rate of reimbursement) raised by UnitedHealthcare. If quality-of-care issues are identified, we refer the issue to our medical director for disposition and resolution. The facility may be referred to our Quality Committee for further action. 
The provider elects not to contract with UnitedHealthcare. We will make every effort to contract with an individual’s nursing facility to minimize a need for transitions between facilities. If the facility refuses to contract with us, we explain this to the individual and family and work with them to ensure a smooth transition to a contracted facility of their choice. 
We will facilitate a seamless transition whenever one of our members transitions between nursing facilities, ICF/IDs, 1915(i) Habilitation or 1915(c) community-based residential alternative residences. For any transfer, our community-based case manager:
Works collaboratively with the individual and/or legal representative to ensure a smooth transition between facilities coordinating the transition with the staff from both facilities 
Works with facility staff to ensure physician order for transfer is obtained, all required transition documents are completed and member’s records, including medication record, are transitioned to the new facility
Works with the facility to arrange transportation
Ensures PASRR requirements are met by the new facility prior to admission to the new facility
We agree to establish contractual terms, subject to approval by the Agency, with our providers. These terms protect an individual from involuntary discharge that may lead to placement in an inappropriate or more restrictive setting. 
Ensuring Safe Transitions. In Tennessee, we demonstrated our commitment to ensuring safe transitions between facilities for members during the closure of three nursing facilities in 2012 and 2013 due to health care facility survey findings. The closures affected 108 members. We provided staff (clinical, operations, network, member advocates) on-site at each facility for weeks of member meetings and to provide support to members to transition from the closing facility to alternative locations (e.g., home or other nursing facility). We served as a resource for the nursing facility ombudsman to answer questions from members and their families. We successfully transitioned:
43 members from a Memphis facility, including one transitioning home and the others to alternative nursing facilities (October 2012)
41 members from a Madison facility, including four transitioning home and the others to alternative nursing facilities (one member transitioned to a nursing facility in Texas) (March 2013)
24 members from a Bristol facility, including one transitioning home and 23 to alternative nursing facilities (June 2013)
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In addition to the continuity of care requirements described in Section 3.3, the Contractor shall implement a comprehensive strategy to ensure a seamless transition of services during program implementation. In its RFP response, the Contractor shall propose a strategy and timeline within which all members receiving LTSS will receive an in-person visit from appropriate Contractor staff and an updated needs assessment and service plan. Services may not be reduced, modified or terminated in the absence of an up-to-date assessment of needs that supports the reduction, modification or termination. Following execution of the Contract, the Contractor shall obtain Agency approval of the strategy/timeline. The Contractor shall implement and adhere to the Agency-approved strategy/timeline. Changes to these must receive the Agency’s prior approval.
Attachment 5 Question (4.3 Community-Based Case Management Requirements):
9. Provide proposed strategies for ensuring a seamless transition of LTSS services during program implementation. Include a proposed strategy and timeline within which all members receiving LTSS will receive an in-person visit, an updated needs assessment and service plan. Describe how you will ensure services are not reduced, modified, or terminated in the absence of an up-to-date assessment.
Effective implementations start many months prior to the go-live date. We have a proven track record of successful Medicaid managed care implementations for individuals receiving LTSS in many states and look forward to bringing our reliable implementation management approach to Iowa, creating a smooth transition for individuals participating in the Iowa High Quality Healthcare Initiative. Even prior to submission of the bid, we have been engaging the local community to understand the historical providers of care, community strengths and resource gaps, to build a strong network of providers to ensure continuity of care. In addition, we have begun to assemble the key leadership team and following contract award, we will develop a strong workforce to ensure fully trained staff is available to support the program at go-live. 
Critical to success is the training and collaboration with HCBS and NF providers to understand how to work with managed care and how to access our community-based care managers to ensure members have needed services. Our comprehensive care transition policies and procedures reinforce our position that an individual’s needs come first. When transitioning large populations to UnitedHealthcare, we conduct the following activities:
Collect existing member information, including eligibility type on the State’s enrollment file (834 file), receiving existing service plans, and historical claims information.
Stratify and prioritize outreach to members based on identification of special health care needs, enrollment categories, vulnerable member situations or urgent service needs (e.g., home ventilator services, new admission to a nursing facility, future risk scores).
Establish transition support teams during the new contract implementation transition period. Our staffing model is flexible and scalable to accommodate spikes in activities during program implementations.
Conduct new member welcome calls. During this welcome call, the community-based care manager asks about any immediate needs, ensures the member understands any new contact information for his/her assigned community-based case manager, ensures the member knows who to call if there is a service need or question and assures the member that services will not be reduced, modified or terminated until completion of a face-to-face assessment. Additionally, an initial in-person meeting to conduct assessments in the individual’s home or preferred setting is scheduled. Immediate needs may include:
Outstanding problems or barriers to care, such as transportation or needed home modifications
Medication adherence (e.g., pharmacy needs)
Social determinants of health, including housing status or need for food
Conduct new member face-to-face assessment(s) by the community-based case manager and use these results to update the service plan. Notify the Agency when our member’s level of care may have changed. Facilitate a new member’s seamless transition to new services and/or providers, as applicable, in the service plan we develop and avoid any disruption in services during the transition.
Continuity of care is particularly important for our individuals with complex conditions, especially those with a dual diagnosis of a BH condition and developmental disorder. We ensure services are not reduced, modified or terminated during program implementation, until an up-to-date assessment has been completed by regulating that no service reductions, modifications or terminations occur during the first 90 days of program implementation or prior to a completed assessment. If a member’s HCBS provider(s) remain out of network upon the completion of the assessment, we will extend the authorization of services to ensure continuity of care while the provider is contracted or the member transitions to a contracted provider. We will facilitate a seamless transition for any transition to new service levels or providers. For individuals in residential settings, we will permit members to continue to access residential services from non-network providers for at least one year. This ensures clear guidance to all staff involved and assures that community-based care managers have adequate experience assessing needs of many individuals during the implementation process prior to changes in services plans. 
At go-live, for individuals receiving LTSS waiver services, the community-based case manager will conduct a welcome call including an initial health screening to include a review of his/her current service plan within 30 days of the effective date. Individuals identified as having unmet needs will be prioritized for completion of an in-person comprehensive needs assessment within 30 days of the welcome call/initial screening. We will complete the in-person comprehensive needs assessment for all members within 90 days of the initial screening completion, prioritizing those receiving HCBS in the community before NF individuals. Post go-live, we will complete the initial health screening within 30 days and the comprehensive needs assessment within 30 days from completion of the initial health screening.
CommunityCare is designed to track assessments due and those that are completed, as well as manager community-based case manager workflow. We are confident in our ability to conduct a smooth transition of services during implementation based upon the following relevant experience transitioning individuals from FFS programs to UnitedHealthcare:
In Texas in summer 2014, we transitioned 30,000 individuals into our LTSS, ABD and I/DD program and in March 2015, we transitioned 9,000 individuals to the State’s new nursing home benefit.
In Delaware in January 2015, we transitioned 59,000 individuals to our LTSS, ABD, TANF and CHIP programs.
In Kansas in 2013, we successfully transitioned 117,000 new TANF, CHIP and ABD members, including individuals requiring LTSS to managed care from FFS as part of the statewide implementation of KanCare. UnitedHealthcare was one of three MCOs receiving transitioning members from the FFS program. The state and the MCOs worked cooperatively to make sure care transitions caused no disruption in existing service arrangements for KanCare members.
During the Tennessee CHOICES implementation in 2010, we successfully transitioned 14,744 members from the waiver program to our CHOICES LTSS program at go-live. To ensure no interruption in services for our new CHOICES members, we confirmed with the member and the member’s provider that their plan of care met the members’ HCBS needs. We conducted outreach to approximately 4,000 LTSS members to confirm HCBS in their service plans and updated service plans, as needed. 
Transitions of care are critical periods for our new members, particularly during large program implementations. While we recognize that our members with special health care needs may have the most pressing ongoing needs, our transition process is applicable and scalable for all of our transitioning members. Our implementation leadership team monitors transition volumes and resolves any escalated issues. We monitor unique situations and inform the Agency, as appropriate. Prior to a new program implementation, we conduct provider outreach to prevent service gaps, work with community stakeholders and community-based service providers to broaden the network, and address non-traditional services and therapies, as appropriate. Furthermore, we will submit an implementation plan to the Agency, which is a requirement similar to other programs.
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4.3.12.1 Case Management Requirements 
The Contractor shall propose in the Bid Proposal strategies for monitoring services for members in of nursing …
We agree to comply with the requirements in Section 4.3.12, Nursing Facilities & ICF/IDs. We have established protocols and processes to work with nursing facilities and ICF/IDs to coordinate the provision of care for our members.
Attachment 5 Question (4.3.12 Nursing Facilities and ICF/IDs):
1. Describe proposed strategies for providing care coordination services for residents of nursing facilities and ICF/IDs, including the timelines and frequency of in-person visits.
Attachment 5 Question (4.3.12 Nursing Facilities and ICF/IDs):
2. Describe processes for working with nursing facilities and ICF/IDs to coordinate care.
We will develop and implement targeted strategies to provide care coordination services and improve the health, function and quality of life outcomes of individuals residing in a nursing facility or ICF/ID. We will:
Assign a Primary UnitedHealthcare Point of Contact: We will assign a single community-based case manager to each individual residing in a nursing facility or ICF/ID and make every effort to limit the number of community-based care managers assigned to any given facility. This allows for a continuing relationship between the individual and the community-based case manager as well. Additionally, it allows for the community-based case manager to develop rapport with the facility staff and allows for social visits of the community-based case manager outside of the required member visits. 
Make Timely and Frequent In-Person Contact: For individuals who are residents in nursing facilities and ICF/ID facilities, we conduct face-to-face visits no less than every six months and more frequently, as warranted, based upon the individual’s LOC or desire to transition to HCBS. In-person contact allows us to have a clearer view into the individual’s condition, progress toward discharge and holistic needs for successful community living.
Use a Team Approach for Care Coordination: The community-based case manager collaborates with the facility staff, the individual and the individual’s representative, in the facility’s service planning process. The community-based case manager will develop a comprehensive service plan, which incorporates information from the facility service plan with particular focus on member advocacy and member’s desire for discharge or transition from the facility. The team approach is beneficial to the individual, as it encourages collaboration for all team members to be focused on improving the health, function and quality of life outcome for the member.
Advocate for the Individual: The community-based case manager continually reviews the individual’s service plan and attends the facility-scheduled service plan review meetings, serving as the individual’s advocate to ensure the facility’s service plan supports the individual’s expressed goals and personal outcomes. During the meeting, the community-based case manager works with the ICT to review the individual’s progress toward meeting the goals in the service plan. For example, if the service plan contains the member’s stated desire to transition to home or the community of his/her choice, the community-based case manager advises the member on options and explores next steps.
Monitor and Track an Individual’s Outcomes and Satisfaction: During in-person contact with the individual, his/her family, facility staff and the PCP, the community-based case manager assesses the individual’s general well-being, progress toward goals and the individual’s satisfaction with the facility and care coordination services. We use outcomes and member satisfaction data to update the individual’s service plan and to improve our operational processes.
Community-based case managers review nursing facility periodic and comprehensive assessments, including the PASRR and MDS 3.0, with particular focus on MDS 3.0 Section Q. For individuals in an ICF/ID, the community-based case manager reviews the comprehensive functional assessment administered by the QIPD and the PASRR I/II to make sure any specialized services and supports have been arranged and the individual is receiving and satisfied with these services.
Look for Opportunities to Return an Individual to the Community: UnitedHealthcare promotes and supports the tenants of the Olmstead requirements, looking for opportunities to discuss and help an individual return to the community following a facility stay. Best practice dictates that we proactively discuss and provide integrated community options for all individuals in institutional settings to their previous or another approved community home as expeditiously as possible. When an individual expresses a desire to return to the community, we initiate the process and follow UnitedHealthcare and Iowa protocols for assessing a member’s barriers to transition and developing a plan to overcome those barriers to enable a transition to the community from a facility. The community-based case manager involves and collaborates with the individual, facility staff, PCP, MFP transitional coordinator and residential provider, if not a family member, to ensure an individual’s transition needs and goals are met and the member is safe.
Monitor for Quality of Care: Our community-based case manager evaluates the nursing facility and ICF/ID service plans to determine adequacy. We have policies and procedures for care coordinators/community-based case managers to escalate and report concerns regarding nursing facility and ICF/ID quality. Our process for addressing identified quality concerns includes the following steps:
The community-based case manager communicates the quality concern to the nursing facility or ICF/ID staff then works collaboratively to address/resolve those issues satisfactorily.
If the community-based case manager is unable to resolve the issue, he/she escalates the issue to the ICT and the manager of community-based case managers.
The community-based case manager can convene an ICT meeting at a time and place (and method) to ensure attendance by staff from the nursing facility or ICF/ID to address the quality concern.
After the ICT discussion, the community-based case manager documents the discussion, decisions and follow-up activities in the member record. 
The community-based case manager monitors the situation for improvement.
Depending on severity of the concern, including identified trends, LTSS leadership may present the issue to the Agency.
Attachment 5 Question (4.3.12 Nursing Facilities and ICF/IDs):
3. Describe strategies for coordinating physical health, behavioral health and long-term care needs for residents and improving the health, functional and quality of life outcomes of members.
Our LTSS community-based case manager not only supports the provision of LTSS but also is the hub for coordination of all needs inclusive of physical health, BH, social and functional services, including specialized therapies. We use the following strategies to coordinate physical health, BH and LTSS for residents and to improve the health, functional and quality of life outcomes of individuals: 
Sharing transparent, actionable data between the nursing facility or ICF/ID staff and physical health, BH and LTSS providers using CommunityCare 
Share responsibility for care coordination with the nursing facility clinical staff or the ICF/ID Qualified Intellectual Disabilities Professional (QIPD) and support integration through mutual problem solving 
Consistent communication and collaboration with a clear understanding of each other’s roles and responsibilities 
Coordinate transitions from nursing facility to ICF/ID to inpatient settings 
Coordinate transitions from facility settings to community living
Active participation in quarterly service plan meetings and member visits more frequently, if needed
We work with ICF/IDs to:
Participate in ICT meetings and discharge/transition/referral processes
Confirm services are delivered properly through monitoring activities and that information flows between the medical providers and the ICF/ID’s residential and day program provider
Establish relationships with other entities involved with care delivery primary care practices serving individuals with an intellectual disability, local mental health authorities, day habilitation programs, etc. 
Provide preventive care, wellness and crisis and response intervention
Participate in strength-based person-centered planning process to develop a service plan based upon the individual’s preferences and goals
Members accessing physical health and LTSS are assessed for comorbid BH conditions through administered assessments and condition-specific assessments when our clinical staff or providers detect BH issues and challenging behaviors. The condition-specific validated screening tools are available through CommunityCare and to providers via the Behavioral Health Toolkit for the Health Care Professional. Screening tools include the Cornell Scale for Depression in Dementia, Geriatric Depression Scale (GDS), Generalized Anxiety Disorder – 7 Question Screener (GAD-7) and Alcohol Use Disorders Identification Test – Consumption Questions (AUDIT-C). The early identification of BH conditions results in the engagement of one of our BH clinicians on the member’s ICT, referral to a BH provider (as needed), treatment of the BH condition by his/her medical practitioner, or other means to mitigate the BH symptoms that have an adverse impact on an individual’s health outcomes.
4.3.12.2 Client Participation Assistance 
As described in Section 5.4, some members residing in a nursing facility or ICF/ID have a patient liability that …
We have policies and proven procedures to work with nursing facilities to help manage the patient liability requirements. We have the ability to implement mechanisms to communicate the liability amounts to providers and delegate the collection of patient liability to network providers. We receive patient liability status data via the HIPAA standard 834 benefit enrollment and maintenance file. We load patient liability data to an extension of the member record to be accessed by claims processing applications and applied to the facility payment. The facility then collects the patient liability directly from the individual. 
If a nursing facility or ICF/ID is considering discharging our member due to non-payment of the patient liability, we work with the member to first attempt to resolve the issue and, if unable, to find an alternate nursing facility or ICF/ID that is willing to serve the individual. We will document these efforts in the member record in CommunityCare.
4.3.12.3 State Resource Centers 
State Resource Centers (SRCs) provide intensive intermediate care facility services for individuals with …: 
4.3.12.3.1 All admissions to SRCs must be consistent with the requirements of the Conner Consent Decree. 
4.3.12.3.2 The SRC superintendent has the final determination regarding whether or not to admit an individual to …
4.3.12.3.3 Each SRC’s bed capacity shall be reduced by no less than 12 beds each state fiscal year.
4.3.12.3.4 The Contractor shall fund outplacement and transition activities, including training staff at the new …
4.3.12.3.5 The Contractor shall fund diversion referral activities to appropriately divert referrals from SRC …
4.3.12.3.6 The Contractor shall fund all placements mandated by the court pursuant to Iowa Code Chapter 812 …
We acknowledge that state resource centers (SRCs) provide intensive immediate care facility services to individuals with intellectual disabilities. State resource centers will be included in coverage by UnitedHealthcare upon contract implementation. We agree to administer and manage coverage of SRCs consistent with the following:
All admissions to SRCs will be consistent with the requirements of the Conner Consent Decree 
The SRC superintendent has final determination regarding whether or not to admit an individual to the SRC We will set up a dedicated team to work with the SRCs in Glenwood and Woodward to coordinate review of proposed admissions, to coordinate diversion activities, and to ensure appropriate outplacement and transition activities when an individual is discharged.

Each SRC’s bed capacity will be reduced by no less than 12 beds each state fiscal year 
We accept the responsibility to fund:
Outplacement and transition activities, including training staff at the new placement, staff visits and staffing for overnight visits during the transition period
Diversion referral activities to appropriately divert referrals from SRC placement to available services in the community
All placements mandated by the court pursuant to Iowa Code Chapter 812 (not competent to stand trial) or Iowa Rule of Criminal Procedure 2.22 (not guilty by reason of insanity)
4.3.12.4 Diversion Strategies 
With the Bid Proposal, the Contractor shall propose a comprehensive institutional diversion program subject to …
Attachment 5 Question (4.3.12 Nursing Facilities and ICF/IDs):
4. Propose institutional diversion strategies and describe successes in other states.
Institutional Diversion Strategies
Our approach to institutional diversion strategies provide LTSS that allow individuals to live in their residence of choice—most often in their home and community. We help individuals transition back to the community when nursing facility placement is no longer needed or desired. We institute various strategies to divert individuals from being admitted to nursing facilities, ICF/IDs or other institutional settings.
Upon contract award, we agree to propose and implement a comprehensive institutional diversion program and to submit it to the Agency for review and approval. In this section, we describe how our diversion strategy targets and addresses the needs of:
Our members awaiting placement in a nursing home, ICF/ID or other institutional setting, including members who may be on an HCBS waiver waitlist
Individuals who have a change in circumstance or deterioration in health or functioning and request nursing facility or ICF/ID services
Waiver participants admitted to a hospital or inpatient rehabilitation program
Individuals in a nursing facility for a short-term or acute rehabilitation stay
We have significant experience transitioning our members from nursing facilities to the community and diverting potential transitions from the community to the nursing facility setting. Nationally, we support nursing facility diversion and transition programs in 12 states. Based on this experience, we have developed a person-centered approach to nursing facility diversion and transition that includes a care coordination process, in collaboration with the individual and family/caregivers, care and service and facility personnel, which ensures we provide necessary services in the least-restrictive environment. This same approach will be applied to diverting admissions to ICF/IDs. It is based upon the following key principles:
Promote a member empowerment culture of self-determination, self-direction and person-centered practices responsive to individuals with multiple and complex disabilities. This culture places emphasis on helping the individual achieve his/her community integration goals resulting in increased independence, a higher quality of life and improved satisfaction.
Identify people at risk for transition into a facility and those who may be able to transition from a nursing facility back into the community by continuously monitoring changes in condition (e.g., hospital admission) and referrals from providers (e.g., private duty nurses and nursing facilities, as well as residential providers).
Work with individuals in the nursing facility to set goals that will lead to transition from the nursing facility back into the community.
Partner with providers to monitor individuals for changes in condition that may lead to a nursing facility placement and to the extent possible ensure the necessary supports are provided to people to remain in the community.
Provide a framework and resources to make sure individuals have the supports necessary to avoid admission to a nursing facility or transition out of the nursing facility.
Develop programs and community partnerships that help individuals stay in or transition to the community, such as supportive housing, assistance with employment and partnerships with community resources. 
The community-based case manager partners with the individual and family to coordinate the resources and stakeholders necessary to:
Work with the individual to understand his/her needs and necessary supports and services
Conduct assessments to determine the individual’s ability to remain in or transition to a safe community setting
Coordinate with the ICT to gather input on the individual’s ability to remain in the community and provide the necessary supports for individuals to remain in the community
Continuously monitor the individual to make sure his/her goals and needs are met and that the individual is living in the least-restrictive setting possible
Identify personal and quality of life outcomes to be integrated into the community integration goals 
Explore accessible housing options and identify needed household items 
Identify and connect with primary care and ancillary providers needed upon transition
Evaluate transportation needs and identify solutions unique to each community for transportation barriers 
Identify required home modifications and adaptive aids needs 
Explore employment opportunities, supported-employment programs and day/vocational services 
Identify educational opportunities for individuals who are school-age
Facilitate social/recreational pursuits, including connections to community senior centers and faith-based organizations
Identify peer, family and natural supports 
Identify mentorship and peer-to-peer support opportunities
Approach to Nursing Facility Diversion
Understanding that our LTSS community members are often aged adults or people with cognitive, mental or physical disabilities, we have developed a diversion process that monitors high-risk members so we can put interventions in place prior to nursing home placement. At every touch point between the community-based case manager and our member, the community-based case manager assesses the individual for risk of transition into a nursing facility and determines the resources and services available to keep the individual in the community. Interventions may include consideration of using other benefits, including the Consumer Choice Option program, companion care, adult day care, assisted living facility, home health/private duty nursing, respite (inpatient and community-based), nursing facility short-term stay or engaging with community resources to address isolation and other social needs. 
Diversion Strategies for Individuals Awaiting Placement in a Facility
For individuals awaiting placement in a nursing home, ICF/ID or other institutional setting, including those who may be on an HCBS waiver waitlist, we work diligently to provide services identified in their service plan that promote safe and healthy community living. Our approach is to ensure a community setting and environment that supports the individual’s medical and health needs and enhances his/her ability to continue to reside in the community with a family member, a residential provider, assisted living or other integrated community environment. We conduct a face-to-face visit with the individual to make sure his/her needs are met while waiting for placement and adjust the service plan as necessary. We will evaluate the use of additional non-covered services that could be delivered in lieu of nursing home placement.
Diversion Strategies for Individuals with a Change in Circumstance/Health/Functioning
To address the needs of individuals who have a change in circumstance (e.g., loss of caregiver) or deterioration in health or functioning and who request nursing facility or ICF/ID services, community-based case managers quickly respond to the individual’s changing needs to divert him/her from long-term nursing facility placement or an ICF/ID. Community-based case managers: 
Identify members through regular monthly phone calls or alerts from providers
Ensure appropriate communication among all providers to ensure continuity of care
Meet face-to-face with the individual within five business days of identification to:
Complete needs assessments 
Educate the individual and/or his/her caregiver on available resources 
Review with the individual and/or his/her caregiver the need for additional supports (e.g., initiation of home-delivered meals or community resources for utility or housing assistance)
Update the service plan to meet changing needs
Conduct face-to-face visits and telephonic contact to support the individual’s decision to remain at home
We may also identify individuals who are currently not receiving LTSS who have a clinical or functional decline who are at risk for nursing home placement. If identified, we will complete a comprehensive needs assessment and will notify the State of his/her potential eligibility for waiver services. We will evaluate the use of additional non-covered services that could be delivered in lieu of nursing home placement.
Diversion Strategies for those Admitted to a Hospital or Inpatient Rehabilitation Program 
To address the needs of waiver enrollees who are admitted to a hospital or inpatient rehabilitation program, we use the following strategies to divert them from placement in a nursing home, ICF/ID or other institutional setting:
The community-based case manager begins discharge planning at the point of admission and coordinates the discharge with the hospital or rehabilitation center discharge planner and the individual through telephonic and on-site contacts to ensure services needed to support the individual in the community are identified and in place at discharge to avoid nursing facility placement. 
The community-based case manager works with the individual to develop person-centered transition goals that support identification of alternative residential care settings from nursing facility placement if it is determined the individual needs more support than what is available in the setting prior to admission. For instance, we may identify the need for a congregate living arrangement for someone who was previously living alone and due to functional changes in ability to perform ADLs, now needs more oversight and assistance.
Diversion Strategies for Individuals in a Nursing Facility for a Short-Term Stay
Discharge planning begins before an individual’s transfer to a short-term nursing facility. Our community-based case managers and inpatient teams work closely with our individuals and the nursing facility team to safely return the individuals to their preferred setting of care as quickly as possible. A critical component of this is maintaining existing resources and natural supports in the community. We know from experience that providing services, such as home medical equipment or intermittent skilled home health care, increases or changes to HCBS (e.g., addition of home-delivered meals or personal care assistance hours) during the initial post-acute recovery period can successfully prevent the need for nursing facility placement.
Successful Experience with Diversion Strategies in Other States
We have significant experience transitioning individuals from nursing facilities to the community and diverting potential transitions from the community to the nursing facility setting in 12 states. We have developed a person-centered transition program that promotes choice and self-determination. Our process involves collaboration with the individual and his/her personal network and support system. Nursing facilities and community partners that have a vested interest in helping individuals meet their community integration goals is an integral component of a successful diversion program. We reported 298 successful diversions in Tennessee in 2014. 
Service plan development that honored our member’s goal to stay in the community
Our member, “Doris,” has significant dementia and, if it was not for her natural support system, she would need to live in a memory care unit at a nursing home. Doris lives with her daughter and son-in-law at their home in Kansas City, Kansas. Caring for Doris took so much time that it almost caused Doris’ daughter and son-in-law to lose their jobs. What’s more, during the most stressful days, they spoke of divorce. The family really wanted to honor Doris’ wishes prior to the onset of dementia, which was to remain in the community with her family. Doris’ care manager conducted an in-person meeting and met with Doris’ family members. Together, they stayed focused on Doris’ wish to remain in a home setting and agreed upon a service plan that included a combination of HCBS and strong natural supports. Today, Doris’ family provides a significant amount of Doris’ care, but it is now manageable. Doris’ family speaks very highly of the care they receive from their attendant care worker and Windsor Place At-Home Care, a licensed home health agency.

4.3.12.5 Community Transition Activities 
With the Proposal, the Contractor shall propose strategies to identify members who desire to transition from a …
We agree to comply with the requirements in Section 4.3.12.5, Community Transition Activities. We discuss our strategies for transitioning members to a community setting in Question 5 and processes for interacting with the State’s MFP designee and strategies to prevent duplication and fragmentation of care in Question 6.
Attachment 5 Question (4.3.12 Nursing Facilities and ICF/IDs):
5. Propose strategies to identify members who have the ability or desire to transition from a nursing facility or ICF/ID setting to the community. Propose assessment tools, provide a sample transition plan and describe post-transition monitoring processes.
Strategies for Transitioning Members to a Community Setting 
In this section, we propose strategies to identify our members who have the ability or desire to transition from a nursing facility or ICF/ID setting to the community. Core to the success of helping individuals achieve quality of life and self-determination is the presence of a successful nursing facility transition program. Knowing that most individuals want to remain in or return to their community, we have developed and implemented successful strategies to promote nursing facility transitions. We share the State’s goals of ensuring individuals are residing in the least-restrictive environment. Nationally, we transitioned: 
493 individuals from an institutional setting to the community in 2011
527 individuals from an institutional setting to the community in 2012 
560 individuals from an institutional setting to the community in 2013
1,109 individuals from an institutional setting to the community in 2014
We use a combination of strategies to identify individuals living in institutional settings who might be better served in the community. We: 
Obtain referrals from the nursing facility or ICF/ID when the individual indicates on the annual/quarterly MDS 3.0 – Section Q that he/she is interested in learning more about community-based alternatives.
Identify individuals through the community-based case management process, assessments, referrals from or on behalf of our members, from providers (e.g., nursing facility staff), participation in rounds, and assessment of individuals whose nursing facility LOC is ending and who appear to meet lower LOC based upon MDS  data from nursing facilities.
Conduct screening by the community-based case managers on all nursing facility and ICF/ID members through completion of a transition tracking tool to determine an individual’s interest and ability to transition to a community setting. 
Generate reports that run algorithms based on clinical data, which score the individual based on physical and BH, ADLs, IADLs, community supports and the individual’s desire to return to the community.
Assessment Tools
Rebalancing Report: Using clinical data, we developed algorithms that identify nursing home residents who are potential candidates for transition to life in the community with the right supports. Our business intelligence team generates a report that is the starting point from which the community-based case manager schedules a series of meetings. The meeting objective is to understand the individual’s choices, preferences, capabilities and obstacles to transition. 
Transition Assessment/Tracking Tool: The community-based case manager meets with the individual identified on the Rebalancing Report to discuss community-based alternatives and completes the Transition Assessment/Tracking Tool, a three-part tool that is completed with each member in a nursing facility and features a standardized screening tool, a transition plan and a transition allowance grid. The screening tool helps the community-based case manager assess and assign a transition acuity score to an individual so that we understand the extent of his/her needs. 
Template for Case Conference: After the community-based case manager meets with the individual in the facility to complete the Transition to Community Assessment, the community-based case manager presents the individual for transition at the weekly case conference meeting, which is attended by a cross-functional team. The individual’s strengths and community integration goals are reviewed, risk factors for hospitalization and readmission are addressed, psychosocial and cognitive risk factors are discussed and brainstorming occurs around obstacles to transition, which are documented in the case conference template.
The process above has been predominantly used to transition individuals, regardless of MFP funding, from nursing facilities; however, for the past five months, the process has been piloted in Kansas to transition individuals from private ICF/IDs to HCBS. We believe there is an opportunity to replicate the process and develop algorithms for the SIS.
Annual ICT Meeting/Quarterly Contacts: The annual planning meeting and quarterly face-to-face visits include a discussion regarding the individual’s community integration goals.
Transition Plan
The transition plan includes community integration goals that are individualized and based on the person’s vision of his/her future. Realizing that there is not a one-size-fits-all approach to addressing linguistic/cultural needs, the community-based care manager talks with the individual during the assessment and discovery process to gain an understanding and respect for the cultural preferences of the individual and his/her family.
Ensuring safety and reducing risk for an individual transitioning from a facility to community living is a high-priority concern that is addressed in the person’s transition plan. We have found that the key to providing a safe environment is an individualized plan tailored to the specific needs of the person moving to the community. 
Attachment 4.3 Sample Transition Plan contains the sample transition plan requested in Question 5. 
Ongoing Monitoring and Post-Transition Assessment
The community-based case manager will attend all required on-site visits as mandated in the Scope of Work and facilitates ICT meetings. In the case of transitions funded by MFP, the MFP transition coordinator employed by the State or a community agency is invited to attend the ICT meetings where we discuss the individual’s progress, barriers and needs. Care team members work jointly with the MFP transition coordinator to meet the individual’s needs/goals; (e.g., a desire to self-direct services).
Participation in Programs that Support Re-balancing Initiatives 
In addition to the processes discussed previously, we have experience supporting states with their rebalancing efforts to decrease institutional spending and increasing funding for self-directed HCBS. They include:
Money Follows the Person
Balancing Incentive Payment Program
State Olmstead Plan
Programs and Community Partnership to Help Members Stay in the Community
We recognize that there are significant barriers for our members with cognitive, physical or behavioral disabilities to remain or transition to life in the community. Community-based organizations play a vital role in assisting with non-acute health issues, such as community living, employment supports, housing and recreational assistance. We have developed best practices and have national experience working with groups like Project SEARCH and other employment providers, supportive housing providers and homelessness service providers to promote improved health outcomes.
Attachment 5 Question (4.3.12 Nursing Facilities and ICF/IDs):
6. Describe processes for interacting with the State’s MFP designee and strategies to prevent duplication and fragmentation of care.
Our community-based case manager will work collaboratively with the State’s MFP designee when we identify a member who expresses a desire to return to the community. The community-based case manager will refer the individual to the State’s MFP designee for determination of eligibility for the MFP program. When our member is enrolled in the program, the community-based case manager will schedule an on-site meeting with the State’s MFP designee, the member and/or the member’s representative to begin the process of assessment and transition plan development. The community-based case manager will participate in the MFP planning team when convened by the MFP designee to prevent duplication and fragmentation of care. The community-based case manager will complete our Nursing Facility Transition Assessment/Plan tool, which identifies the member’s attributes that support the highest likelihood of success of the member’s return to the community and share the assessment data with the MFP planning team to ensure coordination of services. 
The community-based case manager and the State’s MFP designee collaborate on developing a transition plan with the member and his/her identified support team, outlining the individual’s strengths, areas of concern, services needed and a 24-hour backup plan for care and support. The community-based case manager will authorize the Medicaid-covered services, including medical, behavioral and LTSS identified on the service plan, and ensure implementation post transition and ongoing coordination of those services through post transitional monitoring activities. To support a collaborative relationship with the State’s MFP designee, we will give the MFP designee access, with the member’s consent, to the member’s record in CommunityCare as part of the member’s care team. This allows information sharing and reduces the potential for duplicative services. At all times, the community-based case manager keeps our member and his/her representative apprised of their rights and responsibilities, which include the choice to use or discontinue the MFP program or the decision to transition to the community, any identified cost sharing and the option of self-direction of the services the member will use. We will work closely with the State’s MFP designee to apply the MFP program accurately, assess quality metrics and provide reports, as required. When the MFP grant is no longer authorized by CMS, we will assist with the development and implementation of a sustainability plan, subject to the Agency’s approval.
4.3.12.6 Post Transition Monitoring 
The Contractor shall monitor all aspects of the transition process and take immediate action to address any …
We acknowledge and agree to comply with the requirements in Section 4.3.12.6, Post Transition Monitoring. We recognize that the first year following transition to the community is the most critical time when an individual and his/her caregivers are developing confidence in the individual’s ability to remain in the community and the continuity of care coordination can provide the trusted support the individual needs to do well in a new living situation. We link individuals with housing needs to supportive housing services, individuals who desire employment to employment services, and individuals with food insecurity to programs such as home-delivered meals and food stamps.
For this reason, our program involves intense care coordination, direct member support and oversight during the first year of return to the community. This includes the assignment of a community-based case manager prior to the transition to monitor hospitalizations and readmissions to the nursing facility or ICF/ID and work with the individual to identify and implement interventions to improve outcomes. The community-based case manager visits the individual within two days of his/her transition to the community, at least every two weeks after discharge for the first two months, and then monthly for the first year following discharge. Visits may be more frequent based upon the individual’s needs and risk factors.
4.3.12.7 Utilization Review 
The Contractor shall conduct Utilization Review activity in accordance with 42 CFR Part 456 for NF, Nursing …
We will conduct utilization review activity in accordance with 42 CFR Part 456 for nursing facility, Nursing Facility for Persons with Mental Illness (NFMI), ICF/ID, PMIC, Mental Health Institute (MHI) and hospitals. We will conduct utilization reviews in Iowa facilities following the same protocol we have implemented in other state Medicaid programs, adapting our approach in collaboration with the Agency to comply with Iowa-specific requirements. We will identify and pull all members who require specialized services into our utilization review sample for each facility. We will use teams of BH clinicians and RNs to conduct the required annual on-site reviews at the facilities as outlined above when a high percentage of our members in that facility have comorbid chronic physical and BH conditions and when facilities provide both medical and BH services. The same staff who are assigned to do telephonic UM reviews throughout the year will participate in the annual on-site reviews. Whenever possible, these reviews will be conducted at the same time as the re-credentialing reviews to maintain status as in-network providers. Our senior clinical quality auditors are responsible for conducting desk reviews of the utilization review protocols of hospitals every three years. Our review protocol calls for an exit interview followed by a written report of findings and recommendations, which we will provide within 30 days of completion of on-site visits in Iowa. Reports will be presented to the facility and to the State.
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The State currently operates seven (7) 1915(c) HCBS waivers including: (i) Health and Disability Waiver; (ii) AIDS/HIV Waiver; (iii) Elderly Waiver; (iv) Intellectual Disability Waiver; (v) Brain Injury Waiver; (vi) Physical Disability Waiver; and (vii) Children’s Mental Health Waiver. The Contractor shall be responsible for the comprehensive needs assessment, care plan development, community-based case management and authorization and initiation of waiver services for all members enrolled in a 1915(c) HCBS waiver. More information on the Children’s Mental Health Waiver requirements can be found in the section of the scope related to behavioral health. 
We acknowledge and agree to comply with the requirements in Section 4.4.1, Overview. Historically, LTSS represent the most costly and least managed segment in government programs. We have extensive experience improving the quality of care for individuals receiving LTSS. We are one of the largest health benefits companies dedicated to providing diversified solutions to states’ programs that care for the economically disadvantaged, the medically underserved and those without benefit of employer-funded health care coverage. We will apply this experience and our best practices to address rebalancing of LTSS in Iowa to focus on community-based alternatives to a nursing facility.
We recognize that each waiver is tailored to support unique populations and  specific needs. We have broad experience managing multiple, distinct waivers in other states, whether maintained individually or collapsed into a single comprehensive waiver. Our approach not only ensures that the benefits match the unique waivers but also that our care coordination approach, including needs assessment, service plan development, community-based case management and authorization and initiation of waiver services, matches the requirements of the waiver and the needs of the individual.
An example of a state where we manage multiple distinct waivers is Kansas. We currently coordinate HCBS for individuals who are eligible for I/DD, Physically Disabled (PD), Technology-Assisted, Autism, Traumatic Brain Injury (TBI), SED, Community-Based Alternatives to PRTF and Frail and Elderly (FE) waiver services. We have experience coordinating comprehensive HCBS within a waiver, including services for the I/DD population. Examples of specific services we manage in Kansas include: 
	Adult day care
Assistive technology
Attendant care
Comprehensive support
Home telehealth
Medication reminder
Nurse evaluation visit
Oral health
Personal emergency response
	Sleep cycle support
Wellness monitoring
Transition service
Transition coordination service
Therapeutic support
Community bridge building
Community transitions opportunities counseling
Assistive services


[bookmark: _Toc416176587][bookmark: _Toc417627587][bookmark: _Toc417642726][bookmark: _Toc418958535]4.4.2 Service Plan Development 
The Contractor shall be responsible for service plan development for each 1915(c) HCBS waiver enrollee. The Contractor shall include in the RFP response how they will ensure that all components of the service plan process shall meet contractual requirements as well as state and federal regulations and policies. 
4.4.2.1 Frequency 
The service plan must be completed and approved prior to the provision of waiver services. The service plan …
4.4.2.2 Person-Centered Planning Process 
The service plan shall be established through a person-centered service planning process which is led by the …: 
4.4.2.2.1 Includes people chosen by the individual;
4.4.2.2.2 Includes the use of team of professionals and non-professionals with adequate knowledge, training …;
4.4.2.2.3 Allows the member to choose which team member shall serve as the lead and the member’s main …;
4.4.2.2.4 Promotes self-determination principles and actively engages the member; 
4.4.2.2.5 Provides necessary information and support to ensure that the individual directs the process to the …;
4.4.2.2.6 Is timely and occurs at times and locations of convenience to the member;
4.4.2.2.7 Reflects cultural considerations of the individual and is conducted by providing information in plain …;
4.4.2.2.8 Includes strategies for solving conflict or disagreement within the process, including clear …;
4.4.2.2.9 Offers informed choices to the member regarding the services and supports they receive and from …; 
4.4.2.2.10 Includes a method for the member to request updates to the plan as needed; 
4.4.2.2.11 Records the alternative home and community-based settings that were considered by the member; and
4.4.2.2.12 Records discussion and options provided for meaningful day activities, employment, and education ... 
Attachment 5 Question (4.4 1915(c) HCBS Waivers):
1. Describe in detail how service plans meeting contractual requirements, state and federal regulations, and all applicable policies, will be developed for each member enrolled in a 1915(c) HCBS waiver.
Person-Centered Service Plan Development
For members enrolled in a 1915(c) HCBS waiver, we develop and implement service plans using a person-centered service planning process driven by the member. The individual’s representative or others identified by our member (e.g., family members, legal guardian, service providers) engage in the service plan development process. The service plan is based upon individual preferences and care goals or vision to live in the community and may include a member’s special cultural and linguistic needs, advance service planning or preference for self-directed services.
Each member selects an ICT that includes the individual and his/her support system as well as the community-based case manager, the individual’s PCP, specialists, social worker, pharmacist, nurse or BH clinician, as needed, and other professionals or natural and paid supports. ICT members work collaboratively (with the member and family making the decisions and leading the process as able or comfortable) to identify an individual’s need for services based upon an individual’s needs and desires as well as the availability and appropriateness of services. ICT members identify other agencies or supports that are also conducting service coordination, including QIDP, justice system or schools. CommunityCare functionality is used to share the service plan with ICT participants and to request/schedule ICT meetings.
In developing a person-centered service plan, the community-based case manager assists the member and his/her family to consider appropriate options for the full range of the member’s medical, behavioral, social/environmental and LTSS needs. Individuals may have BH and comorbid medical needs; therefore, our care coordination/community-based case management programs integrate BH from end to end, inclusive of all health care components, such as service plans, service referrals and determination of an individual’s ICT. The person-centered planning process includes:
Initial contact: Within 30 days of enrollment, the community-based case manager calls his/her assigned member and/or family/legal representative to complete an initial health screening and schedule a face-to-face visit to complete a comprehensive needs assessment. During this call, the community-based case manager: 
Explains his/her role to the individual or legal representative as their primary contact with UnitedHealthcare
Explains the reason for the needs reassessment 
Assures the individual and/or legal representative that the services in the individual’s current service plan will continue without interruption
Determines if the member has a PCP, and if he/she does not, assists the member in selecting a PCP and educates the member on the importance of scheduling a visit within 90 days of enrollment.
Initial face-to-face meeting: Individuals identified as having unmet needs will be prioritized for completion of a comprehensive needs assessment within 30 days of the welcome call/initial screening. At go-live of the contract, we will complete the face-to-face comprehensive needs assessment for all members within 90 days of the initial screening completion. Post go-live, we will complete the initial health screening within 30 days and the comprehensive needs assessment within 30 days from completion of the initial health screening. During this meeting, the community-based case manager:
Includes the individual’s current case manager on the visit, when possible
Conducts a needs assessment
Explains the features and benefits of an ICT and: 
Solicits feedback from the individual/family/representative about who they wish to serve as the lead for the ICT. If the member or legal representative is unable to make a decision, we work with the member’s guardian or other designated representative ICT to identify a lead.
Identifies who the member wishes to invite to participate on his/her ICT. For example, although the individual’s community-based case manager may be a BH clinician, the individual may benefit from having a nurse participate on our member’s ICT in a consultative role (at the individual’s discretion) to ensure integration of medical and behavioral needs.
Explains the frequency and manner for contacting the individual (a minimum of monthly contact and quarterly face-to-face visits) 
Informs the individual and representative they may request an ICT meeting at any time and how to request updates to the service plan
Promotes self-determination principles and encourages individual and family involvement in care decisions
Discusses who will provide care; offers education on the Consumer Choices Option self-directed services program to people in eligible populations: and documents an individual’s choice of whether or not to participate in the self-directed services option in the member record in CommunityCare 
Provides education on specific benefits available to the individual’s targeted population and the service options to facilitate full participation and informed decisions, including habilitation benefits for individuals eligible for this benefit
Communicates in a manner that reflects the cultural considerations of the individual and provides information in plain language in a manner that is accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR 435.905(b)
Interdisciplinary care team: This team includes individuals with adequate knowledge, training and expertise surrounding community living and person-centered service delivery process chosen by our member. The community-based case manager and ICT lead work collaboratively to:
Schedule an ICT meeting to review the initial service plan and solicit team input and member and team agreement before it is submitted to the Agency for determination
Schedule ongoing ICT meetings requested by individuals or their family or representative at time of day, day of week and format to meet their needs
Work through the ICT to resolve disputes, employing strategies to solve conflict or disagreement within the process (including clear conflict-of-interest guidelines for all planning participants). If an individual disagrees with elements of his/her service plan, we have strategies to resolve disputes, conflict or disagreement throughout the service planning process
Educate participants on the person-centered approach to the service plan development and the roles of the participants on the team as well as conflict-free case management processes, which prohibit our employees from providing HCBS 
Work with other ICT members to identify an emergency backup support plan that identifies alternates to provide essential services if there is an identified gap and a crisis response system to address problems or issues arising when support services are interrupted or delayed or when an individual’s needs change 
Solicit input from individuals, their support system, PCP, other providers and caregivers who participate on the ICT
Identify person-centered goals and the services the individual needs to achieve the goals, including services provided by natural supports and community-based resources and plans to address barriers to remaining independent in the community
Ongoing service planning activities. The community-based case manager:
Provides our member with informed choices of potential providers of waiver services and assists the individual with selecting or changing service providers, as requested by the member
Supports an individual’s decision to receive care in alternate residential care settings and documents choices as well as service plan updates in the member’s record
Promotes communication among UnitedHealthcare staff, providers, our member and ICT members to improve an individual’s care
Coordinates initiation and continuation of necessary services with primary and specialty providers and community programs after identifying needs
Actively assists individuals with resolving any service delivery issues or concerns
Frequency of Service Plan Review and Revisions
An individual’s service plan is completed and approved prior to the provision of waiver services. The time frame for reviewing and revising service plans is:
At least every 12 months
Whenever there is significant change in an individual’s condition, circumstance or needs
At the individual’s request
Our care coordination system triggers reminders to the community-based case manager at least 90 days or within the Agency-determined time frame before the next reassessment is due for completion. The 12-month time frame is reset from the date of the last completed needs assessment and Agency service plan determination. 
The community-based case manager monitors assigned members for any significant changes that may indicate a need to adjust the service plan. A reassessment is completed within 10 business days of identification of the change. The community-based case manager contacts the individual to schedule a face-to-face visit to complete the reassessment and explain the reason for the reassessment.  Services will not be reduced, modified or terminated in the absence of an up-to-date assessment of needs that supports the reduction, modification or termination.
[bookmark: _Toc416176588][bookmark: _Toc417627588][bookmark: _Toc417642727][bookmark: _Toc418958536]4.4.3 Service Plan Content 
In accordance with 42 CFR 441.301 and the Iowa Administrative Code 441-90.5(1)b and 441-83 the Contractor shall ensure the service plan reflects the services and supports that are important for the member to meet the needs identified through the needs assessment, as well as what is important to the member with regard to preferences for the delivery of such services and supports. The service plan must reflect the member’s needs and preferences and how those needs will be met by a combination of covered services and available community supports. The person-centered service planning process shall be holistic in addressing the full array of medical and non-medical services and supports provided by both the Contractor or available in the community to ensure the maximum degree of integration and the best possible health outcomes and participant satisfaction. The Contractor shall ensure the service plan:
4.4.3.1.1 Reflects that the setting in which the individual resides is chosen by the member. The Contractor must …;
4.4.3.1.2 Reflects the member’s strengths and preferences;
4.4.3.1.3 Reflects the clinical and support needs as identified through the needs assessment;
4.4.3.1.4 Includes individually identified goals and desired outcomes which are observable and measurable;
4.4.3.1.5 Includes the interventions and supports needed to meet members’ goals and incremental action steps …;
4.4.3.1.6 Reflects the services and supports, both paid and unpaid, that will assist the individual to achieve …;
4.4.3.1.7 Includes the names of providers responsible for carrying out the interventions or supports including …;
4.4.3.1.8 Includes the identified activities to encourage the consumer to make choices, to experience a sense of …;
4.4.3.1.9 Includes a description of any restrictions on the member’s rights, including the need for the restriction …;
4.4.3.1.10 Reflects risk factors and measures in place to minimize them, including individualized back-up plans …;
4.4.3.1.11 Includes a plan for emergencies as further described in Section 4.4.3.42;
4.4.3.1.12 Is understandable to the individual receiving services and supports, and the individuals important in …;
4.4.3.1.13 Identifies the individual and/or entity responsible for monitoring the plan;
4.4.3.1.14 Is finalized and agreed to, with the informed consent of the member in writing, and signed by all …;
4.4.3.1.15 Is distributed to the member and other people involved in the plan;
4.4.3.1.16 Indicates if the member has elected to self-direct services and, as applicable, which services the …; and
4.4.3.1.17 Prevents the provision of unnecessary or inappropriate services and supports. 
4.4.3.2 Emergency Plan Requirements 
The Contractor shall ensure the service plan has an emergency plan documented that identifies the supports …
4.4.3.3 Supported Community Living 
In addition to the service plan content requirements outlined in Section 4.4.2, the service plan for members in …
Service Plan Content
We will comply with the requirements in Section 4.4.3, Service Plan Content. In accordance with 42 CFR 441.301 and the Iowa Administrative Code 441-90.5(1)b and 441-83, service plans will reflect the services and supports that are important for an individual to meet the needs identified through the needs assessment as well as what is important to an individual with regard to preferences for the delivery of such services and supports. The service plan reflects an individual’s needs and preferences and how those needs will be met by a combination of covered services and available community supports. The person-centered service planning process is holistic in addressing the full array of medical and non-medical services and supports (e.g., housing or employment) provided by contracted providers or services available in the community provided by non-contracted providers to ensure the maximum degree of integration and the best possible health outcomes and member satisfaction. For example, we are committed to assisting our members and supporting them to achieve their employment goals. Our Iowa High Quality Healthcare Initiative staff will include an employment specialist to support employment-related efforts. We have firsthand experience supporting employment in our Texas and Kansas programs. Our staff establishes relationships with housing and construction vendors to better connect our members to available low-cost housing options.
Attachment 5 Question (4.4 1915(c) HCBS Waivers):
1. Submit a sample service plan.
As Attachment 4.4.3 Sample Service Plan, we submit a sample service plan that, at a minimum, the service plan will include all requirements outlined in the Scope of Work Section 4.4.3 elements 4.4.3.1- 4.4.3.1.17.In Delaware during Hurricane Sandy, care coordinators went above the call of duty to care for their members, said our marketing director for the Delaware health plan. One care coordinator personally delivered food to a member who was having difficulty getting food supplies immediately after the storm. Another coordinator realized prior to the hurricane that her member would not have the funds or ability to stock up on emergency supplies. She obtained five days’ worth of emergency supplies (water, food, paper towels, toilet paper, flashlight, batteries) and took them to the member’s home.
After the hurricane, our care coordinator learned her member had no heat. Her space heater was not working, and she was out of wood for her stove. The care coordinator worked to get a space heater donated and had wood delivered to the home, so the member could stay in her home and be warm.


Said one member served by Care Coordinator Latanya Anderson, "Can you believe she called me every day to check on me to make sure I am okay? It just feels good and safer to know she was out there and knew where I am and how to reach me, and I could call her if I needed anything or help." 


"This is an example of the security we bring to our members," Anderson said. 

Emergency Plan 
We recognize that the members we serve often have a complex system of care in place which can be disrupted by natural disasters or other unforeseen and seemingly minor events that affect their provision of services or could lead to injury. We will make sure our member’s service plan has an emergency plan documented that identifies the supports available to the individual in situations for which no approved service plan exists and which, if not addressed, may result in injury or harm to the individual or other persons or in significant amounts of property damage. At a minimum, emergency plans include:
The member’s risk assessment and the health and safety issues identified by the member’s interdisciplinary team
The emergency backup support and crisis response system identified by the interdisciplinary team 
Emergency, backup staff designated by providers for applicable services
Supported Community Living
In addition to the required service plan content requirements, the service plan for members in supported community living includes:
Our member’s living environment at the time of 1915(c) HCBS waiver enrollment
Our number of hours per day of on-site staff supervision needed by the member
The number of other waiver consumers who live with our member in the living unit
An identification and justification of any restriction of the member’s rights including, but not limited to, maintenance of personal funds or self-administration of medications
4.4.3.4 Refusal to Sign 
The Contractor shall develop and implement policies and procedures, subject to the Agency review and approval…
Our process to ensure a person-centered service planning process helps to mitigate instances of refusal to sign a service plan. Central to this process is working with the individual when he/she disagrees with the plan to understand why he/she refuses to sign the plan and how we can modify services to meet the member’s identified need to support the member’s wishes. As part of this process, we identify the difference between the member’s refusal to sign the plan, and if he/she is refusing to receive services.
We will implement our established policies and procedures, subject to Agency review and approval, which describe the measures we take to address instances when our member continues to refuse to sign his/her service plan. These policies and procedures will include an escalation process that includes a review by the manager of the community-based case managers or medical director or ICT of the reasons for the individual’s refusal and any actions we take to resolve any disagreements with the service plan, as well as strategies to mitigate any harm that could result from the refusal to receive services. We include members in service planning and have technology that makes it easy and convenient for members to provide their signatures on service plans during the face-to-face visit.
[bookmark: _Toc416176589][bookmark: _Toc417627589][bookmark: _Toc417642728][bookmark: _Toc418958537]4.4.4 Compliance with Home and Community-Based Setting 
In accordance with 42 CFR 441.301 (b)(1) the Contractor shall ensure waiver services are not furnished to individuals who are inpatient in a hospital, nursing facility, institution for mental diseases, or ICF/ID. Further, the Contractor shall ensure non-institutional LTSS are provided in settings which comport with the CMS home and community-based setting requirements as defined in regulations at 42 CFR 441.301(c)(4) and 42CFR 441.710(a). 
We agree to comply with Section 4.4.4, Compliance with Home and Community-Based Setting. In accordance with 42 CFR 441.301(b)(1), we will ensure waiver services are not furnished to individuals who are inpatients in a hospital, nursing facility, institution for mental diseases or ICF/ID. We will use several prospective and retrospective strategies to identify when our members are admitted to a facility to ensure that HCBS are not furnished. Prospective strategies include using claims data coming in from all providers to ensure overlapping services are not paid initially, whenever possible. In addition, we will use the date from our electronic visit verification process to identify when the HCBS provider did not provide services as authorized, indicating the possibility a member may be an inpatient in a facility. Retrospectively, we will review our claims to identify primary or secondary claims for an admission to a facility that overlaps with an HCBS claim. We will also make sure non-institutional LTSS are provided in settings that comport with the CMS HCBS requirements as defined in regulations at 42 CFR 441.301(c)(4) and 42CFR 441.710(a).
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There are certain conditions that must be met for an individual to be eligible for a 1915(c) HCBS waiver. The Contractor shall track the information described in this section and notify the State, in the manner prescribed by the Agency, when any of these scenarios occur. The State shall have sole authority for determining if the member will continue to be eligible under the 1915(c) HCBS waiver and the Contractor shall comply with the State’s determination. 
4.4.5.1 Minimum Service Requirements 
To be eligible under a 1915(c) HCBS waiver, a member must receive, at a minimum, one (1) billable unit of … 
Attachment 5 Question (4.4 1915(c) HCBS Waivers):
4. Describe proposed methods for monitoring the provision of services identified on a member’s service plan.
We agree to comply with the requirements in Section 4.4.5, Disenrollment. Certain conditions must be met for an individual to be eligible for a 1915(c) HCBS waiver. To be eligible under a 1915(c) HCBS waiver, our member must receive, at a minimum, one billable unit of service under the waiver per calendar quarter. We agree to track the provision of services on an individual’s service plan. We will identify members with no paid HCBS in a calendar quarter through our claims process. We currently comply with similar requirements in Kansas.
We will monitor receipt and utilization of LTSS and notify the State, in the manner prescribed by the Agency, if our member has not received at least one billable unit of service under the waiver in a calendar quarter. In addition to understanding that an individual may no longer need HCBS, it is also a way for us to understand and resolve barriers to care and address HCBS provider billing issues.
We acknowledge the State has sole authority for determining if our member will continue to be eligible under the 1915(c) HCBS waiver, and we agree to comply with the State’s determination.
4.4.5.2 Service Needs 
The Contractor shall continually monitor 1915(c) HCBS waiver member’s expenditures against the aggregate …
Attachment 5 Question (4.4 1915(c) HCBS Waivers):
3. Describe how member’s expenditures are tracked against any aggregate monthly cost caps. 
Our goal is to help individuals live in the least-restrictive setting possible and remain in the community of their choice as well as help the state address the overall cost-effectiveness of the waivers. 
We have processes to continually monitor 1915(c) HCBS waiver member’s expenditures against his/her aggregate monthly cost cap. We will work with members prior to reaching their cap to identify non-waiver services or natural supports that are available and appropriate. If we determine our member’s needs cannot be met within the individual cost cap we will review the member’s needs to determine if additional services may be available through our own Exception to Policy process, as described in Section 8.5.10, to allow the member to continue to reside safely in the community. Through the Exception to Policy, we monitor individual exceptions while managing the total programmatic expenditures within the aggregate cost cap for each waiver. In the event we deny an Exception to Policy and after determining that an individual can no longer have his/her needs safely met through a 1915(c) HCBS waiver, and the member refuses to transition to a more appropriate care setting, we forward this information to the State.
To manage a member’s expenditures against aggregate monthly cost caps: 
We track all waiver services on the service plan and proactively determine estimated cost of HCBS.
We monitor utilization reports and monthly claims reports which provide reports on members’ retrospective total cost of HCBS to identify individuals who are close to their cap, which is monitored by the community-based case manager team.
The community-based case manager meets with the member and ICT to explore options, such as natural supports, community-based resources, or alternative residential settings to help reduce the service plan cost and maintain the member safely in the community.
4.4.5.3 Receipt of Long Term Care 
The Contractor shall notify the State if a 1915(c) HCBS waiver member receives care in a hospital, nursing …
We agree to notify the State if a 1915(c) HCBS waiver member receives care in a hospital, nursing facility or ICF/ID for 30 days in one stay for purposes other than respite care.
Given that a majority of this population is dually eligible, we have several mechanisms for identifying members who receive facility services for 30 days. These mechanisms include monthly contact by the community-based case manager, notification by a member/family or through claims review that could include both primary and secondary claims data. When we are notified of an admission, we track the admission through CommunityCare until discharge.
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At a minimum, the community-based case manager shall contact 1915(c) HCBS waiver members at least monthly either in person or by telephone with an interval of at least fourteen (14) calendar days between contacts. Members shall be visited in their residence face-to-face by their care coordinator at least quarterly with an interval of at least sixty (60) days between visits.
Our community-based case managers will contact assigned 1915(c) HCBS waiver members at least monthly—either in person or by telephone—with an interval of at least 14 calendar days between contacts. The community-based case manager will visit assigned members and their families/caregivers in their residence face-to-face at least quarterly with an interval of at least 60 days between visits.
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After the initiation of services identified in the member’s service plan, the Contractor shall implement strategies to monitor the provision of services, to confirm services have been initiated and are being provided on an ongoing basis as authorized in the service plan. At minimum, the care coordinator must contact 1915(c) HCBS waiver members within five (5) business days of scheduled initiation of services to confirm that services are being provided and that member’s needs are being met. This initial contact may be conducted via phone. The Contractor shall propose monitoring strategies to meet this requirement. The Contractor shall identify and address service gaps and ensure that back-up plans are being implemented and are functioning effectively. The Contractor shall describe its policies and procedures for identifying, responding to and resolving service gaps. The Contractor shall also implement processes to identify changes to a member’s risk and address any changes, including, but not limited to through an update to the member’s risk agreement. These policies, procedures, and processes, shall be subject to Agency review and approval. 
After the initiation of services identified in the individualized service plan, we monitor the provision of an individual’s services to confirm services have been initiated and are being provided on an ongoing basis as authorized. We have established policies and procedures to ensure we are identifying, responding to and resolving service gaps. Community-based case managers perform the following activities to monitor the provision of our member’s 1915(c) HCBS waiver services to make sure these services have been initiated and are being provided as authorized include:
Face-to-Face and Telephonic Contact: Community-based case managers contact their assigned members within five business days of scheduled initiation of services to confirm whether or not services are being provided and to confirm the member’s needs are being met. The community-based case manager works with the member to promptly address any services gaps, needs or concerns. Initial and ongoing contact occurs via phone (at least monthly) or in person (at least quarterly) depending on an individual’s needs.
Electronic Visit Verification System: We are proposing use of an EVV system for members receiving HCBS. Our enhanced EVV consists of a GPS-enabled smartphone application, which allows real-time check in and out from visits to monitor our member’s receipt of services. Using the GPS-enabled smartphone application, the worker opens the application on his/her smartphone. Next, he/she clicks check in when he/she arrives and check out when he/she leaves. For provider staff who do not have a smartphone, there is a manual check in and out process.
The visit verification record is sent to the provider and to our community-based case management staff. Using our innovative CommunityCare platform and CareOne, we manage the services that are delivered to the member and transmit the services to be performed, along with the service authorization to the EVV system. Once services are completed, this triggers the service authorization to match to the verified visit and exports a claim for processing. This EVV technology allows us to monitor utilization of services and real-time receipt of services performed. We participated in the selection and implementation of EVV systems in other markets, e.g., Tennessee, Ohio and Kansas. In Tennessee, we participated in the initial EVV vendor selection in 2010 and led many of the vendor updates and improvements needed in the system to get to the improved functioning for members and providers. In Ohio, we are working on EVV capability that would apply to non-agency staff and agency staff where the agency does not have EVV capability. The state of Kansas selected the EVV vendor and services that run through EVV, and currently all self-directed services and many agency-directed services have visit verification through the Kansas’ EVV.


If service gaps are identified, the community-based case manager will work with the member to understand if the service is still needed. If so, we will identify the barrier to receiving the service and work to resolve the issue, including identifying an alternate provider. Our community-based case managers will monitor the information captured by the EVV system compared against our plans of care to identify gaps in planned care. Our after-hours support model relies on an escalation path that includes backup plans. The escalation path is as follows:
Based on member contacts recorded in the EVV system the provider agency is notified of the missed visit for resolution.Electronic Visit Verification System
Provider staff checks in at the beginning and checks out at the end of each period of service delivery to monitor member receipt of HCBS.
EVV can used for claims submissions for HCBS.
EVV helps community-based case managers monitor delivery of services and allows for immediate action, as needed.
We will provide initial training and information about the EVV system and additional training upon request.

 If the provider agency does not respond, for individuals who have critical care needs (e.g., quadriplegia, mental health issues, Alzheimer’s), our community-based case managers and scheduling staff are alerted and alternate interim care delivery is escalated to meet the members’ needs.
 Community-based case managers will outreach immediately to the provider agency to arrange for care as soon as possible. Our community-based case management program provides patient education to take responsibility to develop backup and contingency plans for emergency care.
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The Contractor shall offer 1915(c) HCBS waiver enrollees the option to self-direct waiver services. In Iowa Medicaid, the self-direction option is referred to as the Consumer Choices Option consistent with all applicable rules and regulations. 
4.4.8.1 General Responsibilities 
The Contractor shall ensure that the member and/or the member’s representative fully participate in developing …
Attachment 5 Question (4.4 1915(c) HCBS Waivers):
5. Describe in detail your proposed strategy for implementing the Consumer Choices Option, including how Support Broker and financial management services (FMS) will be implemented.Self-Direction—It is a Choice
The core feature of self-direction is the choice and control that participants have with regard to the paid personnel who provide personal assistance services. Members choosing self-direction:
Recruit/select providers
Determine provider duties
Schedule providers
Instruct/train providers in duties
Supervise providers
Evaluate providers
Verify time worked by provider
Approve provider timesheets
Discharge providers
Manage their budget

Evidence of self-direction as a core competency is our proven track record of working with managed care self-direction programs nationwide. Our experience began in 2002 and now includes support for self-directed services models for Medicaid programs in New York, New Mexico, Hawaii, Tennessee, Texas, Florida, Delaware, Arizona, Kansas and Ohio (Medicare-Medicaid Plan). We currently have approximately 5,560 individuals in self-directed programs in these states. The depth and breadth of our experience with self-direction programs spans from the budgetary model in Arizona to fulfillment of financial management services (FMS) responsibilities in Hawaii. Ohio and Kansas use a blended model for FMS and support broker functions with one designated entity providing both functions. In Ohio, participants are required to work with the State’s FMS and support broker vendor.
We will bring our best practices from our nationwide experience with self-direction to Iowa’s Consumer Choices Option program. We share the Agency’s goal of supporting member choice and will offer our members the option of self-directing their eligible HCBS. We provide the necessary supports and services so members can live safely in the most integrated, least-restrictive setting possible and thrive independently in their communities. Community-based case managers continually monitor a member’s status and make sure the self-direction option continues to meet his/her needs.
Strategy for Implementing the Consumer Choices Option
Our national experience with self-directed services shows the more people know about the advantages of self-direction, the more eager they are to participate. Our goal is to maintain our members in the most integrated environment possible. Self-directed services promote personal choice and afford members who are LTSS-eligible the opportunity to decide where and with whom they live, to have control over the services they receive, who provides those services and the time frames for when services occur. 
Self-direction programs have two basic features, which include employer authority enabling members to hire, dismiss and supervise member workers (e.g., personal care attendants) and budget authority, which provides participants with a flexible budget to purchase a range of goods and services to meet their needs. The Consumer Choices Option program offers both features to participants, but participants are not obligated to exercise budget authority. 
Member participation in the self-directed services option is voluntary. After offering members the option to self-directed services, including those individuals considering a transition from the nursing home, we document this choice and a person-specific list of self-directed services in the member’s record in our integrated coordinated care platform, CommunityCare. 
We recognize that individuals may have different levels of comfort and expertise in self-directing their services. To ensure that all aspects of the Consumer Choices option are met, we develop a strategy with the individual to address:
Identification of service provider resources, including any natural or informal supports who can assist in meeting the member’s needs (i)
The development and management of a budget (ii) including identifying and resolving issues related to implementation of the budget (iv) with the support broker
The individual’s responsibilities to hire, train, pay and ensure implementation of the services listed in the service plan and budget (iii) with the support of the FMS 
Identification of quality assurance activities in implementation and utilization of the budget (v)
Identification and reporting of critical incidents (vi)
Assist in facilitation resolution of any disputes related to payment to providers (vii)
Oversight and monitoring of the quality of services provided, including instructions on how to communicate with the support broker and the case manager about worker performance and gaps in care or service; and provide feedback to workers about their performance (viii)
Key components to managing the Consumer Choices Option self-direction program will include:
Enrollment into the self-direction program (includes completing all required forms and submitting this information to the Agency for review and approval)
A budget and a set of defined benefits and services that qualify for self-direction
Service planning activities and workers directed by the member
Support personnel available to the member (community-based case manager, support broker, fiscal management services and peer navigator or mentor) to help the member determine how and by whom his/her needs can be met and to help him/her monitor the receipt of services and the quality of services. In Ohio, we are required to work with the local AAA, and in other markets we work with community organizations who engage in these kinds of supportive services
We make sure the member and/or the member’s representative fully participates in developing and administering the Consumer Choices Option and that sufficient supports are made available to assist members who require assistance. Our community-based case managers are critical to successfully implementing a self-direction program. They work with a member to assess his/her needs and develop a person-centered service plan that supports the member’s unique needs and community integration goals. It identifies risks and natural supports and targets obstacles that limit opportunities.We have experience implementing a peer-to-peer program that pairs a member who has experience with LTSS self-directed services with a member who is considering participation in a self-direction program. We will bring this best practice to the Consumer Choices Option.

During the initial new member visit and during subsequent service planning visits, the community-based case manager educates the member and family/caregivers on the member’s option to participate in the Consumer Choices Option program. We also present written information about the self-direction program in the Member Handbook and on the member website. To ensure the member is capable of assuming the responsibilities associated with self-direction, the community-based case manager assists him/her in completing a self-assessment form and maintains the signed document in the member’s record. We work closely with our members to determine the appropriate level of assistance necessary to recruit, interview and hire providers.
We are qualified, experienced and well-positioned to move forward with a strategy to implement the key components outlined in Section 4.4.8.1, Support Brokers. All of our community-based case managers receive training on self-direction option responsibilities, including documentation requirements, and on topics specific to the Iowa Consumer Choices Option program. Self-Direction Program Manager
Our Iowa care coordination/case management staff will include a program manager who has expertise and knowledge of the Iowa Consumer Choices Option program. This manager provides expertise and guidance during the program implementation and community-based case manager training activities. The program manager serves as a resource for our staff on the Consumer Choice Option program and participates in quality assurance and monitoring activities.

Members electing self-direction are expected to direct their care and work collaboratively with the community-based case manager to ensure their needs are met. The community-based case managers provide the following member support:
Educate and inform members about the self-direction option and verify that members electing the option understand required and optional roles and responsibilities.
Work with members to make sure care is provided within the scope of services and within the service hours authorized and outlined in the member service plan. 
Make sure members understand what services need to be provided on a specific basis (e.g., once a day) versus services with flexible schedules (e.g., laundry can be done any day of the week). 
Encourage members to provide oversight and instruction to their workers to ensure they are receiving quality of care; communicate with the support broker and the community-based case manager about worker performance; provide feedback to workers about their performance; and communicate with the support broker and the case manager regarding any gaps in care or service.
Encourage members to communicate any change in condition to their PCP and to their community-based case manager (who also attend PCP appointments, as needed).
Assess a member’s environment with regard to health, safety and welfare through in-home, face-to-face meetings.
Make sure a member has an adequate backup plan to make sure there are no gaps in service.
Consider appropriate interventions for members with high ER visit utilization that may include modifications to a member’s service plan to address service delivery needs and better manage the member’s health and wellness.
Member Story
Russell is 31 years old, lives in Delaware and is quadriplegic since a car accident in 1999. Russell’s older sister has cared for him for more than 13 years. When our community-based case manager first met with Russell in 2013, he was bed bound and lacked equipment needed for mobility. He stated: “I wish I had the wheelchair I once had but it is now broken and unusable.” Russell’s goals included DME, learning how to navigate the health care system and increased social support. He requested his community-based case manager’s assistance with DME and with contacting his PCP. During their face-to-face visit, our community-based case manager told Russell about the self-direction program, which would compensate his sister for caregiver services. After discussing program features and benefits with Russell and his sister, the community-based case manager referred them to our support broker for additional information. Today, through Delaware’s self-direction program, Russell’s sister is approved for 42 hours of weekly care through the support broker. Our DME vendor measured and fitted Russell for a powered wheelchair. Our community-based case manager re-connected Russell to his PCP and provided him with several options for community-based social support.

4.4.8.2 Self-Assessment 
During the service planning process, the Contractor shall advise members of their option to self-direct services….
Not all of our LTSS members elect self-direction, but we start from the perspective that all individuals should consider the opportunity to select, train and supervise their paid caregivers. We offer self-direction of eligible HCBS to all LTSS members during our initial face-to-face assessment. During subsequent service planning meetings with the individual and family/caregivers, community-based case managers remind individuals who have not opted into the Consumer Choices Option they still have that option. 
For members expressing an interest in participating in the Consumer Choices Option, the community-based case manager administers the self-assessment form submitted as Attachment 4.4 (using a tool that has been reviewed and approved by the Agency). The self-assessment helps to determine the degree of a member’s willingness to participate, a member’s ability to make decisions regarding his/her health services, the member’s knowledge of available resources to access for assistance and identifies areas of responsibility where the member might need assistance and support. The self-assessment form we use consists of basic questions, such as, How will you find and select people to help you in your home? Some members may be ready to assume all responsibilities, while others may feel confident with only some aspects of self-direction (e.g., interviewing, training and directing their worker), and feel they need additional support from the fiscal intermediary with time keeping, payroll or verifying worker qualifications. 
If the self-assessment form reveals a member is unable to self-direct services, but he/she is still interested in electing this option, we will require the member to appoint a representative to assume the self-direction responsibilities on his/her behalf. This information is documented in the member record in CommunityCare.
4.4.8.3 Documentation 
The Contractor shall ensure all members who elect to self-direct sign an informed consent contract.…
We will make sure all members who elect to self-direct sign an informed consent contract. We will ensure the boilerplate contract is reviewed and approved by the Agency prior to use. All members choosing the self-direction option will sign an individual risk agreement that permits the participant to acknowledge and accept certain responsibilities for addressing risks. Both the consent contract and individual risk agreement are added to the member record in CommunityCare.
Attachment 5 Question (4.4 1915(c) HCBS Waivers):
6. Provide a sample of the following tools and forms related to the Consumer Choices Option:
a. Self-assessment tool for members seeking to self-direct service;
b. Informed consent contract; and
c. Risk agreement.
a. As Attachment 4.4 Consumer Choice Options Self-Assessment Tool, we provide a copy of the self-assessment tool when members seek to self-direct their services.
b. As Attachment 4.4 Consumer Choice Options Informed Consent Contract, we provide a copy of an informed consent contract.
c. As Attachment 4.4 Consumer Choice Options Risk Agreement, we provide a copy of a risk agreement.
4.4.8.4 Use of Representatives 
Services may be self-directed by a member, or a representative selected by the member. The representative …
The community-based case manager educates members on the options available to direct the services themselves or the choice to select someone else to direct the services. A member may designate a legal representative to direct his/her services. Designation of a representative enables minor children and adults with cognitive impairments to participate in the self-direction program. Members also have the option to freely choose a non-legal representative to direct their services. As requested, the community-based case manager assists the member in choosing someone else to direct his/her services, making sure a potential representative demonstrates a strong commitment to member’s well-being and is interested in and capable of carrying out program responsibilities and complying with program requirements. Person-centered planning also applies to representatives who must represent the best interests of the member, which includes ascertaining and acting in accordance with member preferences.
If the member selects someone who is a non-legal representative, we make sure this person meets the required age limitation (18 years of age or older) and confirm the member understands that he/she cannot provide paid services. We will obtain the signatures of both the member and the selected non-legal representative on a consent form designating who the member selected as his/her non-legal representative and what responsibilities the non-legal representative will have in directing the member’s services. We use person-first language when developing agreements and forms, such as consent forms/contracts. We maintain the member’s choice of representative and the signed consent form in the member’s CommunityCare record. This information is available to the member and representative in CommunityCare, and can be printed and mailed to the member and the member’s representative, if requested. We keep this information up-to-date at all times and review it at least annually (or more often, if required) for revisions or other changes as needed or requested.
At a minimum, the non-legal representative’s responsibilities include ensuring decisions made do not jeopardize the health and welfare of the member and ensuring decisions made do not financially exploit the member. Our quality assurance monitoring activities include data analysis, reporting and processes, such as member interviews and outcomes reporting, to determine if a non-legal representative is working in the best interest of the member. Our community-based case manager monitors the activities of self-direction through his/her monthly telephonic and quarterly face-to-face visits. In addition, our self-direction program manager is an internal resource for consultation, training and quality reviews.
4.4.8.5 Support Brokers 
The Contractor shall develop a strategy to implement Support Broker functions. Support Broker functions shall …
The support broker’s primary function is to help members develop the skills necessary to self-direct. They explain the responsibilities of an employer (tax and labor law requirements) and assist members and their representatives with required paperwork to enable workers to be hired, paid and to have payroll taxes filed on their behalf. While support brokers may offer suggestions and advice about service options as well as recruiting and managing workers, they do not do any recruiting, hiring, supervising or dismissing themselves. If a member expresses anxiety or fear about a worker’s reaction to being dismissed, the support broker may agree to be present during the dismissal.
We have strategies to implement support broker functions in new LTSS programs and will customize our approach to the requirements of the Consumer Choices Option. We acknowledge the State has a link to a list of available support brokers on its Consumer Choices Option website, and we will use these resources when implementing the program. 
Our draft strategic plan refers the member/representative to a support broker and documents this referral in the member’s record. We routinely train and educate support brokers, providers and FMS providers on our care processes and on the needs of participants. The community-based case manager provides our support brokers with member documentation prior to authorization of HCBS (e.g., service plan) and works collaboratively with the support broker to coordinate and initiate services. As necessary, we may request support broker staff to participate on a member’s ICT or meeting. 
Our self-direction policies and procedures make sure support broker functions are not duplicative of care coordination/case management activities and functions by clearly defining roles. In addition, activities are documented in a member’s record in CommunityCare viewable by care team members and supports elimination of duplicative services. Our Iowa-based team is responsible for enrollment, ongoing training and oversight of any entity selected to serve in the support broker role for participants. Community-based case managers oversee support brokers to make sure a member is receiving adequate support broker services. We leverage our subcontractor oversight activities to ensure contracted support brokers meet the requirements and comply with ongoing training requirements to maintain their Iowa certification.
Community-based case managers provide the support broker with new authorizations when changes to HCBS occur and confirm the support broker has verified a member’s worker meets all requirements. Member activities are documented in the member’s integrated service plan and stored in CommunityCare. Our priority is that the member is safe and successful as he/she embraces increased personal responsibility and increases quality of life in the least-restrictive setting.
4.4.8.6 Financial Management Services 
The Contractor shall contract with an entity or entities for financial management services (FMS) to assist …
Effective coordination with an FMS contractor is essential in achieving optimal outcomes for members participating in self-direction. We will contract with an entity or entities for FMS to assist people who elect the Community Choices Option. We refer the member/representative to an FMS entity and document this referral in the member record. We plan to contract with Veridian Fiscal Solutions in the role of FMS in Iowa. 
The FMS entity helps members understand their billing and documentation responsibilities, perform payroll and employer-related duties, purchase approved goods and services, track and monitor individual budget expenditures and identify expenditures that are over or under the member’s budget.
Our strategy for monitoring contracted FMS providers uses a proven mix of technical data reporting, member feedback and face-to-face monitoring of their compliance with contract requirements. The self-direction program manager will oversee monitoring activities including: 
Feedback, including complaints, from members/representatives and families
Clinical team feedback and on-site reviews of paperwork, such as claims data
Electronic visit verification (EVV) system data for members receiving HCBS, if applicable 
Regular audits to assess and verify FMS entity compliance with contract requirements and use of corrective action plans, as necessary
4.4.8.7 Back-Up Plan 
The Support Broker shall assist the member or representative in developing a back-up plan for self-directed …
Backup plans for members selecting self-directed benefits are imperative to ensure minimal disruption in care when their primary source of services is unavailable or fails to show up. Through the implementation of self-directed care, the support broker will assist the member or representative in developing a backup plan for self-directed benefits. The backup plan will provide adequate detail about how the member or representative handles situations when a scheduled provider is not available or fails to show up as scheduled. The community-based case manager will review the backup plan to make sure it is adequate, e.g., names and telephone numbers of contacts for alternate care, the order in which contact will be made and the services to be provided by member contacts. We will add a copy of this backup plan to the member record in CommunityCare. The community-based case manager assesses the adequacy of the backup plan at least annually and any time there are changes in services or providers.
4.4.8.8 Budget 
The Support Broker and member shall work collaboratively to develop a budget for the self-directed services the …
The amount of resources available to Consumer Choices Option participants to manage their self-directed services is based upon the member’s service plan, which is based upon an individualized assessment of needs, preferences, wants and abilities. Having budget authority allows participants to negotiate pay and benefits with their workers and, specifically, to offer higher wages to attract better qualified, more productive workers. Members with high needs who require personal assistance with routine health or nursing tasks often benefit from this extra flexibility. 
Through the development of the self-directed plan, the support broker works collaboratively with the member/representative to develop a budget for the self-directed services. The support broker closely monitors the adequacy and appropriateness of services and rates to determine the extent to which adjustments to the individualized service plan will necessitate adjustments to the budget and to ensure a member does not exceed his/her budget. Budgets are increased or decreased when a member needs change, either at regularly scheduled reassessments or when the member, representative or family requests a reassessment. A copy of the budget is housed in CommunityCare.
4.4.8.9 Payment 
The member or his or her representative shall review and approve timesheets of their providers to determine …
In self-direction programs, participants have a role in paying workers by approving timesheets. The Consumer Choices Option program requires member/representatives to review and approve the service provider’s timesheets to determine accuracy and appropriateness of the information the service provider submits. Self-directed services may not exceed 40 hours per week per individual provider. The support broker trains members on how to review and approve timesheets and serves as a resource when a member has questions or concerns about timesheets. The support broker will monitor to ensure timesheets are completed and working to recoup unspent funds monthly by working with the FMS.
4.4.8.10 Services Pending Implementation of Self-Directed Services 
The Contractor shall be responsible for providing all 1915(c) HCBS waiver services to members who elect the …
Our members who elect the Community Choices Option will be able to access waiver services through our network providers until all necessary requirements have been fulfilled to implement self-direction of services. This includes, but is not limited to, verifying a provider’s qualifications and securing completion and signatures on all service agreements.
If a member elects not to receive services using our network providers, until all necessary requirements have been fulfilled to implement the self-direction of services, we agree to document this decision in the member record in CommunityCare. The community-based case manager provides face-to-face visits and telephonic contact with the member and his/her representative at a frequency necessary to ensure a member’s needs are met and there are no gaps in services while awaiting completion of the self-directed option.
4.4.8.11 Provider Qualifications and Employment Agreement 
The Contractor’s FMS solution, as described in Section 4.4.8.6, shall verify that potential providers meet all …
We have established policies and procedures to address oversight and monitoring of FMS responsibilities. Our FMS policy requires verification that potential providers meet all applicable qualifications prior to delivering services, including, but not limited to, compliance with criminal record checks and adult and child abuse registry information. Self-direction participants are required to have an employment agreement or vendor agreement, as appropriate, with each of their providers. We agree to submit the template for the employment/vendor agreement for the Agency’s review and approval. Prior to a payment being made to a provider under the Community Choices Option, we make sure our FMS verifies that the provider meets all qualifications and an employment/vendor agreement is signed.
We require employment agreements to be updated anytime there is a change in any of the terms or conditions specified in the employment/vendor agreement. A copy of each employment/vendor agreement is provided to the member and his/her representative and is also maintained in the member record in CommunityCare. Service providers under the Community Choices Option are not required to be UnitedHealthcare network providers. We will not require Community Choices Option providers to sign a provider agreement with us.
4.4.8.12 Training 
The Contractor shall require that all members or representatives participate in a training program prior to …
We will comply with the requirements in Section 4.4.8.12, Training. We will require all members or their representatives to participate in a training program prior to assuming self-direction responsibilities. In addition to education provided by the FMS and support brokers, the community-based case manager conducts ongoing training for members or their representatives upon request and if we determine a member needs additional training. We assign Consumer Choices Option participants to community-based case managers who are experienced with and knowledgeable of self-direction programs. We recruit and hire staff with this expertise and make sure they receive additional training on any unique requirements associated with Iowa’s program. Community-based case managers, support brokers and the FMS are all valuable and available resources to Consumer Choices Option participants. At minimum, Consumer Choices Option participants receive training on:
Understanding the role of members and/or representatives in self-direction
Selecting and terminating providers
Being an employer and managing employees
Conducting administrative tasks, such as staff evaluations and approval of timesheets
Scheduling providers
Backup planning
4.4.8.13 Monitoring 
The Contractor shall monitor the quality of service delivery and the health, safety and welfare of members …
Attachment 5 Question (4.4 1915(c) HCBS Waivers):
6. Describe your approach for monitoring the quality of service delivery and the health, safety and welfare of members participating in the Consumer Choices Option.
Approach to Monitoring
We have a comprehensive Iowa-based QM plan and staff. Monitoring the health, safety and welfare of members participating in the Consumer Choices Option is an integral part of quality monitoring. The medical director and other senior managers, including QM leaders, will provide leadership to ensure high-quality service delivery; compliance with all contract requirements; and the health, safety and welfare of our members who elect self-directed attendant care services. Senior leaders review and evaluate the results of monitoring activities of our self-direction program performance to ensure participants receive quality service and care and to make adjustments to improve the program. With the goal of strengthening Iowa’s health delivery system, the medical director will establish a relationship and work closely and collaboratively with Iowa community-based organizations, state agencies and state Ombudsman Offices, including Iowa’s LTC Ombudsman, on topics related to health, safety and welfare as well as members’ experiences with the health care delivery system. We share state Ombudsman Office’s goals of resolving issues as quickly as possible. We comply with QM requirements regarding performance measures for medical, BH and LTSS using a methodology established by the Agency or based upon CMS-required performance measures. Performance measures help us benchmark the quality of service delivery and make program improvements.
In self-direction programs, QM strategies empower members and their representatives to be the primary judges of the quality of the services they direct. We obtain feedback from members/representatives and family members (as appropriate), as well as data from service providers, to continually improve the program. In addition, we monitor the quality of service delivery for people participating in the Consumer Choices Option through the following activities:
Monitor the service plan to make sure assessed needs are being addressed and to assess the member’s overall well-being. After the first three months, we ask people to self-assess the services they are receiving. The community-based case manager works collaboratively with the member to address any deficiencies in service delivery and develop and implement a plan to improve the level of services provided, as necessary. 
Using established policies and procedures, we track, monitor and investigate complaints and grievances as well as any allegations of abuse, neglect and exploitation.
Assure use of providers that meet all applicable State requirements and that provider agreements are in place. 
Work with members to create a backup plan addressing instances when regularly scheduled providers are not available or do not show up. 
Make sure members, families, surrogates and self-directed providers participate in a face-to-face Agency-approved training prior to assuming responsibility for self-direction.
Provide close oversight and make connections to assistance for financial matters for those members or representatives who have not developed the skills to manage budget authority or employer authority responsibilities. 
Monitor the member’s budget based upon assessed needs, a factor of the number of the units (hours/days) of allowable services. We conduct monthly reviews of the hours billed for family-provided care and the total amounts billed.
Monitor service providers and recommend a member change his/her service if the provider is not fulfilling obligations.
Monitor for and address fraud and abuse by monitoring claims, conducting audits, analyzing reports, education and training, corrective action and, if needed, termination of relationship. We examine claims to reconcile services provided with services authorized in the member’s budget. We conduct monthly reviews of the hours billed for family-provided care and the total amounts billed.
Terminate a provider on behalf of a member upon the member’s request and then document the release.
Approach to Monitoring for and Addressing Fraud and Abuse
We comply with the requirements outlined in Section 12, Program Integrity, related to preventing, detecting, reporting, investigating, correcting and resolving potential or confirmed FWA in the administration and delivery of services. Community-based case managers assist with fraud and abuse prevention by providing members electing self-direction with definitions and examples of both fraud and abuse and educating members about how to report occurrences and the consequences of failing to comply with program standards and state and federal requirements. Community-based case managers who receive concerns from members or suspect potential instances of fraud and abuse initiate our process to notify our compliance officer. 
4.4.8.14 Disenrollment from Self-Direction 
The Contractor shall ensure members have the option to voluntarily discontinue the self-direction option at any …
Members may voluntarily withdraw from the self-direction option at any time through a formal request to the Agency. Upon receiving Agency approval, the community-based case manager documents the member’s request and Agency approval in the member record in CommunityCare and begins the transition process. The community-based case manager works with the member to develop a new service plan and help him/her access available network providers for the service needs identified in the new service plan to ensure there is no gap in services. 
In some circumstances, such as fraud, misuse of funds and member safety, we may need to involuntarily disenroll members from the self-directed program. Under these conditions, we will submit a request to the Agency for review and approval to involuntarily terminate the member from self-direction. Once approved, we work with the member for a smooth transition from his/her self-directed services, ensuring no gaps or interruptions in service delivery.
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[bookmark: _Toc416176552][bookmark: _Toc417627594][bookmark: _Toc417642733][bookmark: _Toc418958542]Section 5 – Billing and Collections
Attachment 5 Question:
Please explain how you propose to execute Section 5 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
We have been supporting Medicaid populations for 33 years, refining our state-of-the-art systems and capabilities to meet and exceed the expectations of our partners. Community Strategic Platform (CSP) is our comprehensive, cohesive technology suite that pairs industry-leading Facets software and innovative, internally developed components to meet the unique requirements of the populations Community & State serves. Through the use of CSP, we are able to execute an accurate and organized billing and collections system with the ability to track all payments, payment methods and refunds. We have the capability to make sure the member’s total cost sharing does not exceed 5 percent of the quarterly household income. In addition, we can systematically define exempt populations and services so that copayments are billed correctly.Cost-Sharing Experience
We have successfully been applying monthly cost sharing to between 8,000 and 10,000 Medicaid members in Kansas since January 1, 2013. 

We understand that the overarching purpose of cost sharing is to influence the appropriate use of health care services and we will employ several methods to make sure members and providers are informed about copayment responsibilities. In addition, we have the ability to communicate patient liability to network providers and processes to make sure the IDPH approved sliding fee schedule is implemented among network providers.
[bookmark: _Toc416176553]Our capabilities in managing billing and collections have been enhanced through our operations that serve Medicaid populations in Kansas and Texas, and we will leverage this knowledge and experience to optimize our performance for the Iowa High Quality Healthcare Initiative. 
[bookmark: _Toc417627595][bookmark: _Toc417642734][bookmark: _Toc418958543]5.1 General Provisions 
The Contractor shall comply with all cost sharing provisions in accordance with 42 CFR 447.50 through 447.60, the State Plan and the State’s 1115 waiver for the Iowa Health and Wellness Plan. 
[bookmark: _Toc416176554]We will comply with all cost-sharing provisions in accordance with 42 CFR 447.50 through 447.57, the state of Iowa (the State) Plan and the State’s 1115 waiver for the Iowa Health and Wellness Plan.
[bookmark: _Toc417627596][bookmark: _Toc417642735][bookmark: _Toc418958544]5.1.1 Aggregate Cost Sharing Limit 
Member’s total cost sharing shall not exceed five percent (5%) of their quarterly household income. The Contractor is responsible for tracking members’ cost sharing to ensure that if the five percent (5%) quarterly limit is reached, cost sharing is no longer collected until the beginning of a new quarter and the provider’s reimbursement is adjusted accordingly; that is, any co-payment amounts are no longer deducted from claims reimbursement. The Contactor must ensure that when tracking if the five percent (5%) limit is reached, all cost sharing incurred by all members of the household is included in the calculation. 
Attachment 5 Question (5.1 General Provisions):
1. Describe your strategy for ensuring total cost sharing does not exceed five percent (5%) of quarterly household income.
We understand and will comply with the aggregate cost sharing limit requirements specified in Section 5.1.1. We have processes and procedures in place to comply with tracking members’ cost sharing to make sure that if the 5 percent cost-sharing limit is reached, cost sharing is not collected until the beginning of a new quarter and the provider’s reimbursement is adjusted accordingly. We also understand that when tracking, if the 5 percent limit is reached, all cost sharing incurred by all members of the household is included in the calculation.
CSP will be configured to reflect the State’s cost-sharing policies around copayments and apply them correctly to the different populations and programs. We are experienced with this requirement through our existing cost-sharing processes and procedures for Medicaid populations in Kansas and Texas. 
[bookmark: _Toc416176555]We will leverage the capabilities of CSP to track member cost sharing. When household income information is received from the State, it will be loaded into CSP and associated with individuals and their linked households. CSP can be configured for storing and tracking a family link ID that ties all members with the same ID to one household. Our ability to store and track family link IDs are dependent upon receipt of household group information from the Agency. When the family link ID is employed, CSP applies members’ costs incurred to one household limit, until the limit is met. Once the household limit is met, claims are processed with no cost share deducted. This process begins again at the next quarter.
[bookmark: _Toc417627597][bookmark: _Toc417642736][bookmark: _Toc418958545]5.1.2 Public Notice 
The Contractor shall make available to both providers and members the following information: (i) the groups of individuals subject to the cost sharing charges; (ii) the consequences for non-payment; (iii) the cumulative cost-sharing maximums; (iv) mechanisms for making payments for required charges; and (v) a list of preferred drugs or a mechanism to access such a list, if drug copayments are applied by the Contractor.
Attachment 5 Question (5.1 General Provisions):
2. Describe processes for making information on premium and cost sharing available to both members and providers.
[image: ]We understand the importance of delivering information about cost sharing to members and providers, and will use several methods to share this information in compliance with the requirements in Section 5.1.2. 
Member Notice
We will employ several methods to share information with members, families and caregivers about cost-sharing responsibilities. Information provided to members will include:
Groups of individuals subject to the cost-sharing charges
Consequences for non-payment of cost-sharing charges
Cumulative cost-sharing maximums
Payment methods available
Cost-sharing information will be communicated in the new member welcome letter, as well as our Member Handbook, an important resource designed to educate members and their families. In addition, related information will be provided on our member portal, myuhc.com. 
We will also provide information on cost sharing during our new member welcome calls. These take place within 30 days of enrollment and provide members with an opportunity to ask questions. 
Information can also be shared with members during inbound calls received through our member services helpline. Our well-trained MSAs will be able to provide information on cost sharing, and answer related questions, as well as provide any past due amount. Cost-sharing information will be provided on any generated Explanation of Benefits (EOB) statement. 
Provider Notice
We understand that our providers play a vital role in the cost-sharing process in their direct interactions with our members. We offer a variety of education and training opportunities and communicate regularly with our providers. The list below includes methods we will use to inform providers about cost sharing:
[image: ]Initial provider training 
Provider Administrative Guide
Monthly Network Bulletin newsletter 
Quarterly Practice Matters newsletter 
Provider website, uhccommunityplan.com 
Various targeted eblasts/fax blasts and mailings 
HIPAA-compliant Electronic Data Interchange (EDI) provider remittance advice (835)
HIPAA-compliant EDI eligibility/benefit inquiry/response (270/271)
[bookmark: _Toc416176556]In addition, our provider relations staff will be available to educate providers and answer any related questions about cost sharing. 
[bookmark: _Toc417627598][bookmark: _Toc417642737][bookmark: _Toc418958546]5.2 Healthy Behaviors Program
In accordance with the terms of the State’s 1115 waiver, by August 1st of each year, the State will submit a protocol for CMS review and approval for the Healthy Behaviors Program standards for the subsequent year. This includes the selected healthy behaviors to be met by an individual to be deemed compliant with healthy behaviors to have their premium responsibility waived. The Contractor shall comply with the proposed protocols approved by CMS and implement policies and procedures to ensure compliance. 
Once an Iowa Health and Wellness Plan member is enrolled with the Contractor, the Contractor shall establish mechanisms to: (i) track member completion of the healthy behaviors and (ii) educate members on the importance and benefits of healthy behavior completion.
[image: ]We understand the goals of the Healthy Behaviors Program to promote member wellness and reward members for their efforts toward living healthy lifestyles and we will comply with the proposed protocols approved by CMS, including the waiver of premium as specified. We have a program specifically equipped to track member completion of healthy behaviors. In addition, we can employ several methods to educate members on the importance and benefits of the program and actively encourage participation.
Tracking Member Completion of Healthy Behaviors
Upon State approval, we will implement our UnitedHealthcare Community Rewards™ program to track member completion of healthy behaviors. This program is designed to improve members’ health by allowing them to earn points for completing healthy activities, such as their health risk screening or wellness exam. As healthy activities are achieved and verified, members accumulate points that can be redeemed through an online catalog containing a wide range of rewards. This program’s ability to track accomplishment of healthy behaviors, will enable the implementation of policies and procedures to waive premium.  The UnitedHealthcare Community Rewards program is delivered via smartphone and is currently live in Wisconsin and Ohio, and will launch in Kansas in Q2 2015.
Educating Members on the Importance and Benefits of Healthy Behaviors
To facilitate a successful Healthy Behaviors program, comprehensive education must be furnished to members and their families about the importance of the program and the benefits it provides. Healthy behaviors are important because they contribute to the overall health and well-being of members. Benefits obtained from the program include improved physical health, establishment of a relationship between the provider and member and an opportunity for the member, or member’s family, to save money. To support the State’s Healthy Behaviors program, we will provide education using the following methods:
Member Handbook: We will provide information about the importance and benefits of the Healthy Behaviors program in our Member Handbook. 
Written materials: We will employ various written materials, such as our member newsletter, to provide education on the Healthy Behaviors program.
Member Portal: We will leverage our secure member portal to provide information about the Healthy Behaviors program.
Welcome calls: Information about the Healthy Behaviors program can be shared with members through our outbound welcome calls. The calls take place within 30 days of enrollment. In addition to educating our new members on their benefits and how to access care, welcome calls allow them the opportunity to ask questions.
[bookmark: _Toc416176557]Inbound calls: Information about the Healthy Behaviors program can be shared with members during inbound calls received through member services. Our well-trained MSAs will be able to provide information about the Healthy Behaviors program. Through our Advocate4Me member services model, we will be able to identify gaps in care and provide assistance to the member on accessing preventive care to close these gaps.
[bookmark: _Toc417627599][bookmark: _Toc417642738][bookmark: _Toc418958547]5.3 Copayments
The Contactor shall impose copayments for Iowa Health and Wellness Plan participants in accordance with the State’s 1115 waiver and hawk-i members in accordance with the State’s CHIP State Plan. For all other enrolled populations, the Contractor may elect, but is not required, to impose copayments as outlined in the State Plan. If the Contractor elects to impose copayments it shall ensure compliance with the requirements outlined in this section.
Attachment 5 Question (5.3 Copayments):
1. Indicate if you propose to implement State Plan copayments on populations in addition to the Iowa Health and Wellness Plan and hawk-i members.
We understand and will comply with the requirements in Section 5.3 by imposing copayments for Iowa Health and Wellness Plan participants in accordance with the State’s 1115 waiver and hawk-i members in accordance with the State’s CHIP State Plan. We have existing cost-sharing processes and procedures implemented for Medicaid populations in Kansas and Texas, and we will leverage this experience to apply similar strategies for copayments in Iowa.
[bookmark: _Toc416176558]We will apply only the required copayments for Iowa Health and Wellness Plan and hawk-i members with contract implementation. However, we will develop CSP functionality to enable copayment collection across all Iowa programs in the future, if deemed appropriate and acceptable to the State.
[bookmark: _Toc417627600][bookmark: _Toc417642739][bookmark: _Toc418958548]5.3.1 Exempt Populations 
The Contractor shall ensure, in accordance with 42 CFR 447.56, that copayments are not imposed on any of the following populations: 
5.3.1.1 Individuals between ages one (1) and eighteen (18), eligible under 42 CFR 435.118;
5.3.1.2 Individuals under age one (1), eligible under 42 CFR 435.118;
5.3.1.3 Disabled or blind individuals under age eighteen (18) eligible under 42 CFR 435.120 or 42 CFR 435.130;
5.3.1.4 Children for whom child welfare services are made available under Part B of title IV of the Social …; 
5.3.1.5 Disabled children eligible for Medicaid under the Family Opportunity Act;
5.3.1.6 Pregnant women, during pregnancy and through the postpartum period which begins on the last day of …;
5.3.1.7 Any individual whose medical assistance for services furnished in an institution is reduced by amounts …;
5.3.1.8 An individual receiving hospice care, as defined in section 1905(o) of the Social Security Act;
5.3.1.9 An Indian (as defined at 42 CFR 447.51) who is currently receiving or has ever received an item or …; and
5.3.1.10 Individuals who are receiving Medicaid by virtue of their breast or cervical cancer diagnosis under 42 CFR 435.213. 
[bookmark: _Toc416176559][bookmark: _Toc417627601][bookmark: _Toc417642740][bookmark: _Toc418958549]5.3.2 Exempt Services 
The Contractor must ensure co-payments are not imposed for (i) preventive services provided to children under age eighteen (18); (ii) pregnancy-related services, including those defined at 42 CFR 440.210(a)(2) and 440.250(p) and counseling for cessation of tobacco use; (iii) provider preventable services as defined at 42 CFR 447.26(b); and (iv) family planning services and supplies described in section 1905(a)(4)(C) of the Social Security Act. 
Attachment 5 Question (5.3 Copayments):
2. Describe how exempt populations and services as outlined in Section 5.3.1 and 5.3.2 will not be charged copayments.
We understand and will comply with the requirements in Section 5.3.1 and 5.3.2 to exempt the specified populations and services from copayments.
[bookmark: _Toc416176560]CSP allows copayment exemptions to be configured at the enrollment/population level and at the claim service level. We will use State-defined data available on the enrollment file to identify members who are exempt from copayments and assign them to an eligibility plan where copayments are not applied. For service level exemptions defined by the State, we will configure services that do and do not require copayments.
[bookmark: _Toc417627602][bookmark: _Toc417642741][bookmark: _Toc418958550]5.3.3 Reserved
[bookmark: _Toc416176561][bookmark: _Toc417627603][bookmark: _Toc417642742][bookmark: _Toc418958551]5.3.4 Nonemergency Use of Emergency Room
The Contractor shall impose an eight dollar ($8) copayment for Iowa Health and Wellness Plan member’s nonemergency use of an ER and a twenty-five dollar ($25) copayment for hawk-i member’s non-emergency use of an ER. A copayment shall not be imposed on hawk-i members whose family income is less than one-hundred and fifty percent (150%) of the federal poverty level. To impose cost-sharing for non-emergency use of the ER, the hospital providing the care must first conduct an appropriate medical screening pursuant to 42 CFR 489.24 to determine the individual does not need emergency services. The Contractor shall instruct its provider network of the emergency room services co-payment policy and procedure, such as the hospital’s notification responsibilities, outlined below, and the circumstances under which the hospital must waive or return the co-payment. Before providing non-emergency treatment and imposing cost-sharing for such services on an individual, the hospital must: 
5.3.4.1 Inform the individual of the amount of his or her cost sharing obligation for non-emergency services …;
5.3.4.2 Provide the individual with the name and location of an available and accessible alternative …;
5.3.4.3 Determine that the alternative provider can provide services to the individual in a timely manner with …; and
5.3.4.4 Provide a referral to coordinate scheduling for treatment by the alternative provider. 
We will impose an $8 copayment for Iowa Health and Wellness Plan member’s nonemergency use of an ER and a $25 copayment for hawk-i member’s non-emergency use of an ER. We will not impose a copayment on hawk-i members whose family income is less than 150 percent of the federal poverty level. As part of our provider training, we will educate hospitals on the ER services copayment policy and procedure and their responsibilities outlined in Section 5.3.4.1 – 5.3.4.4, such as the hospital’s notification responsibilities and the circumstances under which the hospital must waive or return the copayment. 
[bookmark: _Toc416176562][bookmark: _Toc417627604][bookmark: _Toc417642743][bookmark: _Toc418958552]5.3.5 Inability to Pay 
Members can assert to providers that they are unable to pay the copayment. Providers may not deny care or services to any member because of his or her inability to pay the copayment. The Contractor shall implement the following mechanisms to enforce this policy: (i) provider education; (ii) documentation in the provider policy manual; and (iii) assisting members who report they have been denied services for inability to pay. 
We acknowledge our role in making sure that providers do not deny care or services to any member because of his/her inability to pay the copayment. We will make certain providers comply with this policy through:
Initial and ongoing provider education through methods including monthly and quarterly newsletters, targeted email blasts, provider website, and provider relations contacts as well as the provider agreement.
Information contained within the Provider Administrative Guide.
[bookmark: _Toc416176563][bookmark: _Toc417627605]Our member advocates will reach out to members to ensure that they received the necessary services, regardless of their ability to pay. They will contact the provider on behalf of the member to resolve the issue, or assist the member in obtaining the services from another provider. 
[bookmark: _Toc417642744][bookmark: _Toc418958553]5.3.6 Claims Payment 
As described in Section 13.4.8, the Contractor shall reduce the payment it makes to a provider, by the amount of the member’s co-payment obligation, regardless of whether the provider has collected the payment or waived the cost sharing, except as provided under 42 CFR 447.56(c).
Except as indicated in 42 CFR 447.56(c), we will reduce the payment we make to a provider, by the amount of a member’s copayment obligation, regardless of whether the provider has collected the payment or waived the cost sharing.
[bookmark: _Toc416176564][bookmark: _Toc417627606][bookmark: _Toc417642745][bookmark: _Toc418958554]5.4 Patient Liability 
Some members have a patient liability, also referred to as client participation, which must be met before Medicaid reimbursement for services is available. The State has sole responsibility for determining the patient liability amount. This includes a portion of members eligible for Medicaid on the following bases: (i) members in an institutional setting; and (ii) 1915(c) HCBS waiver enrollees. The Contractor shall develop and implement policies and procedures, subject to Agency review and approval, to ensure that, where applicable, members pay their patient liability. The State will notify the Contractor of any applicable patient liability amounts for members. The Contractor shall implement mechanisms to communicate the liability amount to providers and shall delegate the collection of patient liability to the network providers. The Contractor shall pay providers net of the applicable patient liability amount.
Attachment 5 Question (5.4 Patient Liability):
1. Describe your proposed methodology for notifying providers of the patient liability amount and paying providers net of the applicable patient liability amount.
We have policies and procedures in place to ensure that, where applicable, members pay their patient liability. We have the ability to implement mechanisms to communicate the liability amounts to providers and delegate the collection of patient liability to network providers. In addition, we continue to pursue innovative solutions to streamline and simplify our provider administrative experience.
We expect to receive member patient liability data via the HIPAA standard 834 benefit enrollment and maintenance file. We then load patient liability data along with member information into our claims system to be accessed by claims processing applications. Predefined LTSS claims  are identified as claims whereby patient liability may apply. The claim batch process identifies the member from a claim and validates if the member has a patient liability amount. If the member has a patient liability amount, the amount is systematically updated on the claim, and payment to the facility is reduced by the appropriate patient liability amount for the member. Once the claim has been processed with patient liability, the provider is notified on the provider remittance advice (PRA), which can be sent via paper or electronically. The PRA will detail the amount of the patient liability that the provider is due from the member. The provider then collects the patient liability directly from the member.
[bookmark: _Toc416176565]Providers can see member liability amounts on the secure part of our provider portal. For example, to view eligibility and benefits details, the “Eligibility & Benefits Center” tab has a real-time connection to our CSP claims platform using a Web service. The benefits detail page displays member information, such as copays and deductibles, if they apply. For providers who receive paper checks and paper remittance advice, the provider would determine the member responsibility from the remittance advice. 
[bookmark: _Toc417627607][bookmark: _Toc417642746][bookmark: _Toc418958555]5.5 IDPH Sliding Scale 
Substance use disorder services are available to IDPH Participants based on a sliding fee scale. Sliding fees are determined on the basis of income and family size and are standardized for all IDPH-funded treatment service providers. In all IDPH eligible transactions, IDPH funds shall be the payment of last resort for IDPH Participants. The Contractor shall ensure the IDPH-approved sliding fee schedule is implemented among network providers. IDPH Participant billing and collection procedures shall be consistent with those established and provided by the IDPH. Services funded partially or completely by IDPH shall not be denied to a person because of the inability of the person or group to pay a fee for the service. Further, there shall be no charge for missed appointments, but a one-time no-show fee, not to exceed an amount established by IDPH, may be charged to IDPH Participants. 
Attachment 5 Question (5.5 IDPH Sliding Scale):
1. Describe how your organization will ensure the IDPH approved sliding fee schedule is implemented among network providers.
We are accustomed to providing compliance information to our State customers in a format aligning with state regulations and Block Grant reporting requirements, and we also use the information internally for provider monitoring and quality assurance/improvement efforts. Key elements in ensuring compliance with the IDPH standardized guidelines/sliding fee scales are: training providers to use the fee scale systematically and appropriately, provider monitoring/technical assistance and complaint monitoring.
Provider Education/Training
In cooperation with IDPH, we will train providers to use the sliding fee scale through ongoing provider training events. Written provider communications, in cooperation with IDPH, will also include reminders on this topic as well as many other key Block Grant related requirements. Our Provider Administrative Guide will also have a section specific to IDPH-Funded services and related financial requirements including use of a sliding fee scale.
Provider Monitoring/Retrospective Reviews
Our provider services manager, Rita Donovan, and quality management manager, Mary Sweeney, oversee the retrospective review process and delivery of related reports and technical assistance offered to providers. We will closely partner with IDPH on protocols for and content of retrospective reviews of substance related disorder providers.
Beginning in 2009, as part of our experience with SABG block grant and state appropriated funding beginning in New Mexico, we developed and implemented retrospective review tools used on-site with substance related disorder providers. These tools are designed to review administrative, financial and clinical information on-site at provider service locations. One of the elements we audit for is accurate application of the sliding fee scale schedule for individuals who qualify. We believe these tools, and any tools recommended or required by IDPH, will be a strong basis for developing our retrospective review tools for IDPH substance related disorder providers. We will also build in a crosscheck of clinical records with payment source information entered into the I-SMART system. Corrective action plans will be required if a provider is found to be inaccurate in application of the sliding fee scale. 
Complaint Monitoring
We will work with IDPH on complaints that go directly to IDPH, for any issues related to accurate application of the sliding fee scale. Additionally, we will investigate any complaints that come directly to us. Specific follow-up actions are taken with the involved provider(s) and reported back to IDPH, as applicable.
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[bookmark: _Toc417717455][bookmark: _Toc418958556]Section 6 – Provider Network Requirements
Attachment 5 Question:
Please explain how you propose to execute Section 6 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.
Backed by the vast experience of our national network contracting team, and led by a longtime Iowa resident Rita Donovan, vice president of network management, we will build upon the strength of our current network of more than 11,000 providers (2,364 PCPs, 8,862 non-PCPs) and 122 hospitals in Iowa to deliver our best solutions in the contracting of our comprehensive Iowa High Quality Healthcare Initiative network. Relying on our decades of experience in Iowa in the commercial, Medicare, TRICARE and hawk-i lines of business, we combine our national and local relationships to bring the value of UnitedHealthcare to the market. Vast Iowa Experience
We employ 18 employees on our Iowa network management team, and are in the process of hiring six more. Our team collectively has over 350 years of managed care experience, and most are native Iowans.

We will offer Iowa High Quality Healthcare Initiative members choice in selecting providers in all covered services. Through innovations such as telehealth, technology and rural access coordination teams, we will address access challenges and critical health issues. We will enhance our already deep relationships with providers through local engagement and advisory groups to ensure network adequacy and access to high-quality care for all members.
We are uniquely qualified to support Iowa’s High Quality Healthcare Initiative in our network development and goal in improving access to quality health care at an affordable price. This overarching approach drives our network development efforts emphasizing three key areas:
	Create—a network tailored to Iowa’s unique needs and competitive cost structure
	A network designed around partnerships with consistently high-performing, cost-effective care providers
Innovative clinical and performance models
A positive, simplified member experience
Include access to all required services and provider types including LTSS providers

	Collaborate—with providers to share data and insights to support consistent, high-quality outcomes, improve individual experience and reduce cost of care.
	Enabling providers to increase responsibility and manage population health through payment models, tools and best practice sharing inclusive of accountable care organizations (ACOs), health homes and integrated health homes (IHHs)
Integrating across the continuum of clinical care
Incentives aligned with consistent high-quality consumer outcomes and appropriate cost management

	Connect—empowered members with information, education and the right, most effective care
	Activated, knowledgeable and empowered members
Guide members to the best, most effective and cost-efficient providers
Include contract and claims testing to validate contract configuration


[bookmark: _Toc417717456][bookmark: _Toc418958557]6.1 General Provisions
[bookmark: _Toc417717457][bookmark: _Toc418958558]6.1.1 Provider Network 
The Contractor shall provide or ensure the provision of all covered services specified in the Contract and as required by 42 CFR 438.206. In addition, per 42 CFR 438.207, the Contractor shall demonstrate to the State that it has the capacity to serve the population covered by the Contract, and that it offers an appropriate range of preventive, primary, specialty and long term care services. The Contractor must: (i) adequately serve the expected enrollment; (ii) offer an appropriate range of services and access to preventive and primary care services for the population expected to be enrolled; and (iii) maintain a sufficient number, mix and geographic distribution of providers in accordance with the general access standards set forth in Exhibit B. These minimum requirements shall not release the Contractor from the requirement to provide or arrange for the provision of any medically necessary covered service required by its members, whether specified above or not.
Attachment 5 Question (6.1 General Provisions):
1. Describe how you plan to meet all network composition requirements.
We will serve the needs of Iowa High Quality Healthcare Initiative members throughout Iowa by providing a fully contracted and credentialed provider network, which meets network requirements as outlined in Sections 6.1.1, Provider Network, 6.2.2 Network Development and Maintenance and 6.2.3 Network Adequacy and Exhibit B, MED-16-009 Scope of Work document. 
Developing a Comprehensive Provider Network
We manage several statewide networks of more than 11,000 providers (2,364 PCPs and 8,862 non-PCPs) and 122 hospitals in Iowa to support our commercial, Medicare, hawk-i and TRICARE programs serving almost half a million members in every county of Iowa. We look forward to building upon those relationships as we amend our standard provider contract to add the Iowa High Quality Healthcare Initiative.Experience in Expanding Provider Contracts in Iowa for TRICARE West
In Iowa, we have experience in rapidly expanding our existing provider relationships to add new products, most recently TRICARE West. In spring 2012 we were awarded the TRICARE West contract, to be effective April 2013. Based on the depth of relationships of our local provider network team, led by Rita Donovan, we expanded our existing provider contracts within months to create comprehensive access to high-quality health care in Iowa. We quickly expanded provider contracts, not just for hospitals and physicians, but for a full complement of providers, including  FQHCs, SNFs and DME providers. The result? The network contracted by readiness review was 20 percent larger than the previous contractor and ready to serve over 38,000 TRICARE beneficiaries statewide.

Our network development plan builds on this significant existing footprint with an all-inclusive strategy, where we will continue to offer participation in our network to any qualified providers providing excellent, cost-effective services. Our goal is to provide a complete array of all provider and facility types to serve the Iowa High Quality Healthcare Initiative members regardless of their physical health, behavioral health and functional care needs, and within easy access. As permitted by Law, for the first two years of the contract, we will give all of the providers outlined in the 6.2.2.6 Scope of Work document, who are currently enrolled as Department of Human Services (DHS) providers, the opportunity to be part of our network. For providers not described in Section 6.2.2.6, we will offer, at minimum, contracts at Medicaid fee-for-service rates. 
If a network gap occurs, we take immediate steps to address the gap so a member’s care is not disrupted. Intervention strategies include authorizing care through non-participating providers and identifying specialists in contiguous counties or states to provide access to care and minimize gaps in network accessibility. We describe our network development efforts in more detail in the examples in Carrying Out Recruitment Efforts later in this section.
UnitedHealthcare’s Recruitment Strategy
The philosophy we have employed in contracting our commercial, Medicare, TRICARE and hawk-i network, and are employing for Iowa High Quality Healthcare Initiative network recruiting is simple—if you are a qualified provider, committed to providing excellent health care in a cost-efficient manner—we want you in our network. This approach has served us well as evidenced by the size of our existing provider network in Iowa. Giving members the best possible access to high-quality health care encompassing all services is at the core of our network development strategy.
The recruitment strategy we have launched consists of a number of steps to determine network needs, including:
Assessing the estimated number of members served in each county
Evaluating the health care services to be provided under the contract
Identifying available providers 
Evaluating standards and requirements for distance and travel time for major specialty categories
Integrating cultural, language, race and ethnicity characteristics of the population served
Our network of providers and facilities will provide the full range of covered services through the following provider types:
Primary Care	
The PCP serves as the initial point of contact for Iowa High Quality Healthcare Initiative members and plays a vital role in our system by improving health care delivery in four critical areas—access, coordination, continuity and prevention. The PCP is the most important point of interaction for basic care to members, makes recommendations for specialty and ancillary care, and coordinates all care services delivered to our members. The PCP must provide 24-hours-a-day, seven-days-a-week coverage and make certain of backup coverage when he/she is not available. We expect all physicians involved in the member’s care to communicate with each other and work to coordinate the member’s care; this includes communicating significant findings and recommendations for continuing care. We work with members and providers to determine that all participants understand, support and benefit from the primary care case management system.
Hospitals
We will provide a comprehensive network of hospitals available and geographically accessible to all members. Our hospital network will include tertiary care facilities and facilities with neonatal, intensive care, burn and trauma units. We monitor, engage and support ongoing network development activities in both urban and rural counties to certify high-quality care is available and accessible. We recognize that hospital providers must be qualified to provide services under the Medicaid program. All services must be provided in accordance with applicable state and federal laws and regulations, and adhere to the requirements set forth in this Request for Proposal (RFP).
Mental Health/Substance Abuse
Our well-established Iowa network includes a comprehensive array of providers of mental health and substance use disorder services and supports, with 1,414 independently licensed clinicians, 73 groups/agencies and 33 facilities in our network, one of the largest in the state. Optum Behavioral Health, a UnitedHealth Group affiliate, has experience encompassing the full range of Medicaid, Medicare, state and federally funded behavioral health (BH) services across the country. They have more than 27 years of experience administering mental health and substance abuse services, and are recognized as a pioneer in the development of advancements that dramatically improve the clinical impact and delivery of BH services. With more than 80,000 clinicians and 3,500 care facilities nationwide, Optum Behavioral Health supports more than 62 million lives nationwide, with customers that include small businesses, Fortune 50 companies, commercial health plans and public sector entities. 
Specialty Providers
We will establish and maintain a provider network of physician specialists that is adequate and reasonable in number, in specialty type, and in geographic distribution to meet the medical needs of our members without excessive travel requirements. We will assure access to specialty providers, as appropriate, for all members. We will assure access standards and guidelines to specialty providers are met as specified in Exhibit B in regard to timeliness and service area. Our provider network will include participating specialists with pediatric expertise for children/adolescents when the need for pediatric specialty care is significantly different from the need for adult specialty care (e.g., a pediatric cardiologist).We will ensure access to appropriate service settings for members needing medically high-risk perinatal care, including both prenatal and neonatal care.
Long-Term Services and Supports
A broad array of LTSS providers is critical to provide individual choice, meet individual needs and help individuals maintain their independence in a community setting for as long as possible. Nursing facilities, other residential service providers, and HCBS providers take on special importance in our network—they are places where people live their lives, receive personal care, and individuals should have the chance to do so near family and friends and with providers that they trust. We are building a strong network by expanding existing relationships with community providers, advocacy groups and LTSS providers and incorporating them into our network. We continue to build relationships with community groups and organizations including: The Iowa Healthcare Association, LeadingAge, The Iowa Coalition of HCBS providers and the Iowa AAA Association. We will also leverage our national non-profit organizational relationships to enhance our Iowa network, including LeadingAge, the National Association of States United for Aging and Disabilities (NASUAD) and the National Association of Area Agencies on Aging (N4A).
Once we receive member data with the member and/or primary caregiver’s location, we will certify that we comply with State guidelines for access standards for LTSS providers where they exist. 
Nursing Homes: All licensed and Medicaid-certified nursing facilities and ICF/IDs will be invited to join our provider network for two years in accordance with Section 6.2.2.6. Following the minimum two year period we will evaluate each facility based upon performance and quality outcomes and share our analysis with the Agency. 
Home and Community-Based Services (HCBS) Providers: We will contract with at least two providers per county for each covered HCBS in the benefit package for each 1915(c) HCBS waiver. In the event a county has an insufficient number of providers licensed, certified or available, we will base the access standard on the community standard and justify and document our decision to the Agency. 
Adult Day Care: We will meet the access standards of no more than 20 miles in urban areas, 30 miles in suburban areas and 60 miles in rural areas. In the event a county has an insufficient number of Adult Day Care licensed, certified or available within the access standard, we will base the access standard on the community standard and justify and document our decision to the Agency
Federally Qualified Health Centers and Rural Health Clinics 
We operate a mixed care model with hospital-based, multi-specialty and individual providers complemented by a strong network of safety net providers that feature federally qualified health centers (FQHCs) and Rural Health Clinics (RHCs). We already are actively involved with all FQHCs and RHCs statewide, and plan to have all contracted. 
Developing Recruitment Work Plans
Our network development team develops and implements the Network Recruitment Work Plan to meet member needs for care, access and availability. The work plan is designed and maintained according to State requirements and internal assessments. Our process for developing strategic work plans includes the following elements:Iowa Primary Care Association
Our deep relationship with the Iowa Primary Care Association helped us enhance our relationships with the FQHCs and RHCs. These critical relationships with the FQHCs and RHCs for hawk-i provided the foundation for identifying additional activities in which we could engage their members.

Strenuus Network 360® Tool: We review Network 360 competitor data to identify, initiate and pursue contracts with all Medicaid providers who are not currently participating in our network. The Network 360 tool provides a competitive analysis of network strength and volatility as well as identification of providers targeted for recruitment efforts, allowing us to strategically identify providers by type, specialty and geography.
Significant Traditional Providers (STPs): We identify and pursue contracts with significant traditional Medicaid providers such as community health centers, RHCs, SBHCs and community mental health centers (CMHCs) to enhance our network and provide access to members that rely on these critical community-based providers. If available, we will start by targeting providers on the Iowa Medicaid provider list.
Geographic Considerations: The network development team considers the needs of both urban and rural areas in addition to the cultural diversity within each region and the cultural competency needed (e.g., health disparities, language barriers, patient preferences) to provide members with a responsive provider network.
Rural Access: When developing the network in rural areas where there may be a lack of providers, we target the available network within the service area, including adjoining states or counties. Since transportation is core to ensuring access we are innovating and investing in new transportation technologies and modalities. For example we are using technology which allows drivers to use GPS-supported mobile technology through their Android or Apple-based phone or tablet, giving them access to turn-by-turn directions based upon their scheduled destinations. The technology dispatches, captures and transmits transportation data, increasing efficient access to information. Time-stamped coordinates are recorded at each pick-up and drop-off for automated verification of performance and timeliness.NEMT Innovations for Iowa
Electronic verification of pick-up/drop off times
Easy reimbursement tools to increase friends/family drivers
Confidential member satisfaction surveys
Driver incentives tied to member satisfaction
Automated appointment reminders
Travel trainers to increase use of public transportation

Telemedicine: We also have experience developing telemedicine capabilities for members in traditionally underserved populations, such as those in rural or tribal areas and believe members can benefit from such services, consistent with Iowa statute and Medicaid rules governing its use.
Urban Focus Approach: Where the service provider opportunities exceed the market need, we follow core development guidelines and target a balanced percentage of the provider market to maintain effective market coverage and options for member choice, resulting in a high-quality network.
Understanding Local Community Standards: We evaluate access based upon typical travel routes to determine which cities are most frequently used for out-of-area services. We also assess to which locations families or their representatives most often commute when creating a network environment that provides the best benefit for our members.
Cultural Competency Approach: We integrate cultural diversity into our provider recruitment efforts in each region, including plans that focus on fulfillment of member needs (e.g., awareness of health disparities, language barriers and patient preferences) to provide members with a responsive provider network.
Disability Competency Approach: Disability competency is included in the broader approach to cultural competency and is considered in our overall provider recruitment strategy.  We will expand our recruitment strategies through work with the Iowa disability advocacy community for specific strategies in provider recruitment, training and outreach. 
Carrying Out Recruitment Efforts
Using the Network Recruitment Work Plan, our network development team (team) implements a customized provider recruitment and gap-fill strategy based on applications of specified work plan elements. Executive Outreach Team
We will also use our executive outreach team (EOT) to promote recruitment throughout Iowa. We developed the EOT to provide direct access to local health plan leadership for executive and clinical leadership of our large volume PCP providers. Senior leadership frequently participates in EOT meetings held on-site at providers’ offices, which often consist of a brief presentation and an opportunity for the provider leadership to ask questions or raise concerns.

While recruitment implementation is an ongoing effort, we use the information gathered through analysis to guide the process. The team meets regularly to certify recruitment plans are on track. In addition, we hold frequent meetings with the care coordination team to confirm gaps related to access needs beyond minimum access requirements are considered throughout the recruitment process. As always, continuity of care and convenience of members is our first concern. 
Processes for Identifying Network Gaps
We have extensive experience operating broad-based statewide provider networks in the 23 states in which we operate Medicaid plans. In Iowa, we have extensive experience in identifying and closing network gaps in our commercial, Medicare, TRICARE and hawk-i business, and we have brought this experience to bear as we base our network plan on the existing networks. In rural and historically underserved areas, the availability of providers is sometimes limited and we continue to make accessibility in those areas a top priority. 
We coordinate an organization-wide response to topics such as provider trends, provider profiling, member accessibility issues and provider feedback using the network tools described below: 
GeoAccess Report: We establish quarterly GeoAccess reporting to monitor and enhance network development. 
Single Case Agreements: We review single case agreements monthly to identify patterns for authorized out-of-network care and to monitor specific member care needs. 
Strenuus Network 360 Data Analysis: We identify network gaps through careful review and analysis of the available competitor network data. 
Ongoing Review: We conduct ongoing reviews of the provider network by the network development team, Quality Management Committee (QMC), the Service Quality Improvement Subcommittee (SQIS) and the compliance team to verify continued compliance with access standards. 
Active Monitoring: On a monthly basis, we monitor the provider network to identify provider additions and terminations, as well as issues or trends with individual providers identified through our provider relations outreach, or as a result of member feedback. We may also monitor a network referral report identifying gaps in the network, or improper out-of-network referrals when an in-network provider is available. 
Reducing Administrative Burden for Providers
In our continued effort to reduce the administrative burden of our providers and continue to streamline provider processes, we actively pursue:
Simplified Onboarding Process: Timely communication and provider-friendly tools and education are essential to helping providers learn about programs and UnitedHealthcare operations, and building a collaborative experience with our providers. We routinely modify our education programs to meet the needs of new providers, new technology and new demands on a provider’s time. We ask for and receive feedback on every training program we conduct, and we use feedback to improve our training process. 
Provider Relations Team: We have a fully staffed provider relations team which includes four full-time provider advocates. We are actively expanding this team to support new membership for the Iowa High Quality Healthcare Initiative. Advocates are readily available to assist any network provider concerns not addressed through a call to the provider services center. Advocates spend the majority of their time in the field, meeting with providers to answer questions, identify issues and work on the provider’s behalf to reach resolutions. Providers are encouraged to reach out to their advocate directly, allowing the advocate and the provider to build and maintain a relationship. 
Ensuring Access to Care When a Key Provider Type is Unavailable in a Specific Area
We recognize it is our responsibility to provide members with accessible services and providers. We evaluate the network status on an ongoing basis and implement specific interventions, as needed, to fill any network gaps or deficiencies. The preferred intervention strategy is to refer the member to another contracted provider that is qualified and available. However, if a contracted provider is not available, we will refer the member to a non-contracted provider.
When a non-contracted provider is needed to provide care immediately, or to continue care with a member, and they are unwilling to sign a contract to provide services, we negotiate and implement a letter of agreement for the services to be rendered. A letter of agreement (e.g., SCA) is a binding agreement to provide care for our members. It requires providers to provide services in compliance with our policy.
If the provider signs a contract, we implement a provisional credentialing process to expedite credentialing. Providers can offer care during credentialing verification as long as the provider initially meets the minimum requirements of the credentialing standard. Our provider services team assists providers with applicable prior authorizations (PAs) during this provisional period and helps them submit claims for reimbursement of services. 
If a contracted provider is not available, we will attempt to identify and refer the member to a non-contracted provider within the member’s community. If a suitable provider is not available within the member’s home community, we will locate a provider outside the member’s home community and arrange for transportation. When non-participating providers are identified to address specific network gaps, we will attempt to contract with that non-participating provider. Transportation is critical to member access and to address that we continually invest in new technologies to improve transportation, including real-time provider connectivity for directions; easier reimbursement for family and caregivers for rides they provide (within state guidelines); and a volunteer network of drivers who are paid for their services using mileage reimbursement, an extremely cost-effective option compared to other transportation resources. By providing point-to-point transportation by volunteers seeking to help others we can better manage rural and hard to access areas with better service and substantially lower costs than deploying contracted fleet vehicles from surrounding metro areas.
Assess and Certify Network Access Standards are Maintained
As we do already in Iowa, and in all of the states in which we operate, we will consistently meet or exceed network access and adequacy requirements as specified in Section 6.2.3 and Exhibit B, MED-16-009 of the Scope of Work document and maintain a high-quality health care delivery system for members by ensuring all medically necessary covered services are accessible and available through our contracted provider network.
Using GeoAccess to Determine Network Adequacy
Our network and operations teams perform comprehensive analysis and develop quarterly GeoAccess reports to maintain compliance with network access standards.
Using GeoAccess software to map the travel time between the ZIP code of the member’s residence and the providers’ service locations, we analyze our network of hospitals, primary care, specialty care, BH and LTSS providers, and compare access and availability performance to State requirements. Our SQIS monitors network performance, addresses opportunities for improvement and communicates follow-up actions to the QMC. Our chief operating officer (COO), Nancy Lind, chairs the SQIS. SQIS access and availability activities include:
Reviewing network performance against access standards
Developing recommendations to address geographic and clinical needs for network expansion
Monitoring, evaluating and implementing improvement plans for access and availability, including evaluating member satisfaction data
Monitoring the linguistic competencies of provider offices compared with languages spoken by members and providing access to interpretive services 
Evaluating data on practitioners and provider denials
Analyzing HEDIS provider data
Analyzing, identifying opportunities and recommending interventions to address provider satisfaction
Monitoring member and provider calls and feedback to identify potential network concerns
Conducting surveys on appointment availability, after-hours availability and open scheduling, Timely Access Surveys
Recommending topics for review within provider communications
Process for Continuous Network Improvement
We consistently look for ways to improve our network. As described through this section, continuous network improvement relies on a multi-faceted process that includes:
Data analysis tools such as GeoAccess information to identify areas in which we can do better at engaging specific provider types to serve in specific areas
Provider services and support to help us retain contracted providers by increasing their satisfaction and easing their administrative burdens
Developing strategies to increase access to providers, including increasing the use of physician extenders 
Conducting regular meetings with care managers to help identify and resolve existing gaps
We will submit reports of our Timely Access Surveys verifying compliance with the above appointment scheduling standards. The report includes the total number of appointment requests, the total number and percentage of requests that meet the waiting time standards for each provider type/class, the total number and percentage of requests that exceed the waiting time standards, the average wait time for PCP routine visits and the average wait time for requests that exceed the waiting time standards. 
Monitoring PCP Compliance with Availability and Scheduling Requirements
We monitor timely access to contracted providers through a standardized review process of member feedback from our care coordination team, quarterly service availability surveys, geographic access and availability studies, and monitor member outcomes related to appropriate access to care. We expect our network PCPs to comply with appointment standards as specified in the draft contract as a condition of their contractual agreement with us. We communicate these standards through new provider orientation, ongoing training and educational materials including the Provider Administrative Guide, available online at uhccommunityplan.com. When appointment standards are not met, provider advocates conduct outreach and education to providers.
To evaluate provider compliance with access requirements, we contract with DialAmerica, a vendor with expertise in conducting phone surveys to perform an annual audit of compliance with access standards. The phone calls are placed to a random sampling of high-volume PCPs and specialty types such as Otolaryngology, Cardiology, Orthopedic Surgery, Psychiatry, Psychology, Allergy & Immunology and OB/GYN providers. DialAmerica solicits information about appointment availability and 24-hour, seven-days-a-week provider access. 
Attachment 5 Question (6.1 General Provisions):
2. Describe any counties or areas of the state and any provider types in those areas where you anticipate facing network development challenges. Discuss your mitigation strategies. 
Upon examination of our GeoAccess report analysis, we have identified the following network development challenges:
	Region and Challenge
	Mitigation Strategy

	In Region 6, due to a shortage of pediatricians, we project that 79 percent of members will have access to one pediatric PCP within 30 minutes. 
In Regions 1, 5 and 6, there is a lack of residential behavioral services based upon the standards of one provider in 60 minutes in urban areas, and one provider in 90 minutes in rural areas.
Optometry services are limited in Regions 1, 2 and 6 based upon the access standards of one in 30 minutes.
	As we continue to identify pediatric providers in this area, we will make certain that these services are provided by family practitioners.
We will ensure transportation to out-of-area providers is available as needed.
We will continue to analyze the available behavioral health providers of these services in these areas, and we will aggressively contract with them as they are identified to make certain they are in our network.
We will continue to analyze the available optometrists of these services in these areas, and we will aggressively contract with them as they are identified to make certain they are in our network.


Our UnitedHealthcare network team continually monitors the network, and we analyze and monitor the network (for our other lines of business) regularly. Because of our presence, we understand the State well and have strategies in place to ensure that we address limitations. In addition to the specific strategies above, we will use our rural access coordination team (RACT), which provides additional support to members through our dedicated, inter-disciplinary team focused on resolving access to care opportunities resulting from lack of available providers, member transportation issues or other circumstances that arise in rural communities or HPSAs. Our team comprises a care coordinator, provider relations representative and a community outreach representative who serves as a resource to our member services center teams to document and expedite effective solutions for rural provider access opportunities. Also, this team gains experience through community outreach to rural and HPSA service providers when devising solutions for specific member access episodes as well as from engagement in collaboration meetings with RHCs, FQHCs, SBHCs and local health departments and agencies. Based upon this experience and our continuing accountability to our membership, we are confident we can continue to develop solutions that are effective in improving access and quality. An illustration of this team follows:
[image: C:\Users\gzayic\Desktop\IA\Graphics\RACT\RACT-3.jpg]
[bookmark: _Toc417717458][bookmark: _Toc418958559]6.1.2 Provider Agreements 
In accordance with 42 CFR 438.206, the Contractor shall establish written agreements with all network providers. Contractors shall include in their RFP response a sample provider agreement. If awarded the Contract, any changes to the sample provided during the bid shall be submitted for the Agency review and approval. The Contractor must identify and incorporate the applicable terms of its Contract with the State and any incorporated documents, including the RFP. Under the terms of the provider agreement, the provider must agree that all applicable terms and conditions set out in the RFP, the Contract, any incorporated documents and all applicable state and federal laws, as amended, govern the duties and responsibilities of the provider with regard to the provision of services to members. 
The Contractor must also include in all of its provider agreements provisions to ensure continuation of benefits. In addition, the provider agreement shall specify the provider’s responsibility regarding third party liability, including the provider’s obligations to identify third party liability coverage, including Medicare and long-term care insurance as applicable, and except as otherwise required, seek such third party liability payment before submitting claims to the Contractor. The provider agreement shall require submission of claims, which do not involve a third party payer, within ninety (90) days of the date of service. 
The contractor must have at least 40% of their total assigned population in a value based purchasing (VBP) arrangement with the healthcare delivery system by calendar year 2018. The VBP arrangement must recognize population health outcome improvement as measured through the VIS combined with a decrease in total cost of care for the population in the VBP arrangement. Driving population health through delivery system reform under VBP means that providers need a clear understanding of the specific lives for which they are accountable. As such, any members that are part of a VBP must be assigned by the Contractor to a designated primary care provider (PCP). This PCP information must be immediately reported by the MCO for use in system wide coordination enhancements as specified by the Department, such as provider alerts through the Iowa Health Information Network (IHIN); the MCO must also require that all contracted hospitals report admission and discharge information to support this exchange and coordination.
The Contractor shall notify the Agency of any risk sharing agreements it has arranged with a provider and require in the provider agreement for any providers who are paid on a capitated basis the submission of encounter data within ninety (90) days of the date of service. As applicable, the provider agreements shall comply with the requirements set forth for subcontracts as outlined in Section 2.2 and in accordance with 42 CFR 434.6. The Contractor shall maintain all provider agreements in accordance with the provisions specified in 42 CFR 438.12, 438.214 and this RFP. The Agency reserves the right to direct the Contractor to terminate or modify any provider agreement when the Agency determines it to be in the best interest of the State. 
6.1.2.1 Nursing Facility Provider Agreements 
In addition to the general provider agreement requirements listed in Section 6.1.2, the Contractor shall also include, at minimum, the following requirements in all provider agreements with nursing facilities: 
6.1.2.1.1 Require the nursing facility to promptly notify the Contractor of a member’s admission or request for …;
6.1.2.1.2 Require the nursing facility to notify the Contractor immediately if the nursing facility is considering …;
6.1.2.1.3 Require the nursing facility to notify the member and/or the member’s representative (if applicable) in …;
6.1.2.1.4 Specify the nursing facility’s responsibilities regarding patient liability as described in Section 5.4;
6.1.2.1.5 Require the nursing facility to notify the Contractor of any change in a member’s medical or functional …;
6.1.2.1.6 Require the nursing facility to comply with federal Preadmission Screening and Resident Review …; and
6.1.2.1.7 Provide that if the nursing facility is involuntarily decertified by the State or CMS, the provider ... 
6.1.2.2 HCBS Providers 
In addition to the general provider agreement requirements listed in Section 6.1.2, the Contractor shall also include, at minimum, the following requirements in all provider agreements with HCBS providers: 
6.1.2.2.1 Require the HCBS provider to provide at least thirty (30) days advance notice to the Contractor when …;
6.1.2.2.2 Require that in the event that a HCBS provider change is initiated for a member, regardless of any …;
6.1.2.2.3 Require the HCBS provider to immediately report any deviations from a member’s service schedule to …; 
6.1.2.2.4 Require the HCBS provider to comply with the critical incident reporting requirements as described…; and
6.1.2.2.5 Require the HCBS provider to comply with all child and dependent adult abuse reporting requirements. 
Attachment 5 Question (6.1.2 Provider Agreements):
1. Describe your process for reviewing and authorizing all network provider contracts.
In accordance with Section 6.1.2 Provider Agreements and 42 CFR 438.206, we will establish written agreements with all network providers. As applicable, our provider agreements will comply with the requirements set forth for subcontracts as outlined in Section 2.2 and in accordance with 42 CFR 434.6. We will maintain all provider agreements in accordance with the provisions specified in 42 CFR 438.12, 438.214 and this RFP.
We will follow the same process that has been in place in Iowa for decades across all of our lines of business. As contract templates are created, we file them with the state for approval. These templates are then used as we negotiate with providers. Once signed and returned, we use our contract management system to track and maintain the documents as they are verified for accuracy and completeness. This system also tracks review and approval for execution of network provider contracts. The system follows our Delegation of Authority Policy and Procedures, which designates appropriate levels of review and approval of the contract prior to execution. This process is the same for all provider contracting.
Attachment 5 Question (6.1.2 Provider Agreements):
2. Provide sample provider agreements.
We have provided sample medical, behavioral, HCBS and nursing facility provider agreements as: 
Attachment 6.1 Medical Sample Contract
Attachment 6.1 Behavioral Sample Contract
Attachment 6.1 HCBS Sample Contract
Attachment 6.1 Ancillary or Nursing Sample Contract
Attachment 5 Question (6.1.2 Provider Agreements):
3. Indicate if you propose to impose any requirements for exclusivity agreements for quality or payment purposes.
We will not impose exclusivity agreements for quality or payment purposes in our contracting agreements.
Attachment 5 Question (6.1.2 Provider Agreements):
4. Propose the percentage of provider contracts that will be consistent with value-based purchasing by January 1, 2018 and specify the percentage annually for each year thereafter. Will you move into value-based purchasing before 2018?
Iowa has been at the forefront in developing innovative reform models such as health homes, IHHs and accountable care organizations. We share the Agency’s optimism about the potential impact these kinds of arrangements can have, and embrace the models. We share Iowa’s desire to implement value-based payment methodologies that reward providers who deliver high-quality, cost-effective care rather than volume fueled by fee-for-service (FFS) reimbursement methodologies. To support this vision, we will implement value-based purchasing payment models aligned with improving the member experience and quality of care for our members while remediating avoidable medical expense and reducing total cost of care. Our goal is to deliver the highest quality, coordinated health care tailored to Iowa High Quality Healthcare Initiative members. Complementary to this is our health home/IHH strategy which we describe [image: ]in more detail in Section 3.
Our targeted goal for value-based contracting begins in 2016, as we will seek to enter into this type of contract with 15 percent of available providers that meet our eligibility criteria for membership and historical quality and efficiency performance. We will then set a goal of 25 percent of qualifying providers in 2017, and 50 percent in 2018. Below are national results of our pay-for-performance program.
As part of our overall network strategy to improve quality outcomes for our members, we have identified four ACOs we expect will provide services to a significant percentage of Iowa members and are therefore potential partners for value-based purchasing programs:
	Unity Point Health Partners
Broadlawns Medical
	University of Iowa Health Alliance
Iowa Health+


[bookmark: _Toc416176737][bookmark: _Toc416257043][bookmark: _Toc416257093]The design of our shared savings model aligns very closely with Iowa’s ACO program, with open panel/extended hour requirements, a per member per month (PMPM) for clinical integration activities focused on access to care, inpatient/ER care transitions, high-risk patient management as well as shared savings opportunities based upon a total cost of care methodology. In addition, we will continue to administer and fund services provided by both the chronic health homes and IHHs that operate throughout Iowa including maintaining the Agency’s current reimbursement structure. (Please see Section 3.2.9 and 3.2.10 for additional details on our health home strategy.) 
[bookmark: _Toc417717459][bookmark: _Toc418958560]6.1.3 Provider Credentialing 
The Contractor’s credentialing and re-credentialing process for all contracted providers must meet the guidelines and standards of the accrediting entity through which the Contractor attains accreditation and in compliance with IAC 441 Chapter 88 as well as all state and federal rules and regulations. The Contractor shall implement processes to streamline provider credentialing requirements while ensuring the integrity of the credentialing process. 
In compliance with IAC 441 Chapter 88 and all applicable state and federal regulations, our credentialing and recredentialing process adheres to the National Committee on Quality Assurance (NCQA) standards. We will contract with all providers who are appropriately licensed, certified or accredited to provide covered services, meet credentialing criteria, agree to the standard contract terms and wish to participate. Participating providers must be eligible to enroll as an Iowa Medicaid Provider, and be in good standing with the Medicaid Agency.
Attachment 5 Question (6.1.3 Provider Credentialing):
2. Describe methods to streamline the provider credentialing process.
We will work collaboratively with the Agency in its efforts to streamline provider credentialing requirements and ensure process integrity, leveraging our:UnitedHealthcare already has a strong, credentialed network of 11,000+ providers in Iowa through our Commercial, Medicare, hawk-i and TRICARE programs. We will work collaboratively with the State to streamline Medicaid credentialing for these existing and critical providers.

· Existing Commercial, Medicare, hawk-i and TRICARE provider network in Iowa and its more than 11,000 credentialed providers who we can efficiently streamline for Medicaid credentialing, where only minimal additional elements may need to be applied for participation under the Medicaid product;
· Experience and commitment to working with the Agency and collaborating with other Medicaid MCOs to standardize credentialing-related forms and streamline the process for Iowa providers;
· Existing Iowa provider network participants who are credentialed via a delegated model, consisting of 50 percent of our entire Iowa network, which eliminates duplication and expedites primary source verification, as practitioners and their clinics do not have to complete a credentialing application for each health plan; 
· Contract with a nationally Certified Verification Organization (CVO), use of the Council for Affordable Quality Healthcare (CAQH) Universal Provider Datasource (UPD), and partnership with the Agency to implement and enhance our credentialing program for new Iowa Medicaid providers, ensuring that verification of qualifications and credentials are accurate, thorough and efficient; 
· Convenient access to forms and documents on our dedicated provider portal and use of the CAQH UPD as our single-source Provider Source Verification application to streamline and simplify the provider application process, eliminate the need to complete multiple, redundant forms and minimize provider effort and frustration; and
· Our internal centralized credentialing tracking database, which allows for electronic document sharing, comments and meeting decisions at each individual provider level, thus eliminating paper file transfers, reducing the decision-making time frame and streamlining the process.
6.1.3.1 Credentialing Policies and Procedures 
The Contractor shall develop and implement written policies and procedures, subject to Agency review and …
Attachment 5 Question (6.1.3 Provider Credentialing):
1. Describe your credentialing process.
[bookmark: _Toc390419836]Credentialing Policies, Procedures and Training 
We follow a strict, documented credentialing and recredentialing process to verify providers meet federal and state requirements. Our efforts will comply with, in addition to applicable standards of conduct, the 42 CFR 438 and 455, Subpart E IAC 441 Chapter 88 program requirements as they apply to UnitedHealthcare and/or are expressly delegated to us in the State Medicaid Contract. We will refine our existing credentialing plan, written policies and internal operating procedures related to provider credentialing to ensure that our approach is in full compliance with Iowa regulations and Agency expectations. 
Our detailed provider agreements compel providers to maintain all licenses, registrations and accreditations required to sustain compliance. We monitor sanctioned provider data published by various state and federal sources on a monthly basis. 
Finally, our National Credentialing Center (NCC) has developed customized training documents that educate departmental staff on business processes, credentialing criteria and credentialing databases. The NCC’s process entails ongoing training to ensure compliance with our credentialing plan, which monitors any changes in NCQA, federal and state regulatory credentialing standards.
Credentialing Process Overview
Our process follows the steps noted below:
Initial Provider Application: To initiate a new credentialing application via the CAQH UPD, providers are required to contact our NCC. A credentialing specialist at the NCC captures provider demographic information and educates the provider on the credentialing process. 
Universal Credentialing Identification Number: The credentialing specialist faxes the provider a CAQH UPD identification number with instructions for completion of the Universal Credentialing application. Using their CAQH UPD identification number, providers or their staff input their credentialing application information once, online or by fax, in a secure, state-of-the-art data center. The credentialing application information submitted is only made available to those organizations authorized by the provider. 
Provider Attestation: Applicants complete and attest to the correctness of the credentialing application information submitted into the CAQH UPD. We then access and accept the provider credentialing applications submitted and maintained in the CAQH UPD.The CAQH UPD, available to providers at no charge, eliminates the time required to complete redundant credentialing applications for multiple health plans, reducing the need for costly credentialing software, and minimizing paperwork.

Primary Source Verification: Completed credentialing applications are extracted from CAQH UPD on a daily basis by our NCC staff for primary source verification, which follows NCQA-required elements based upon the type of provider (detailed below). 
Review of Credentialing Materials: Once primary source verifications are completed, the provider’s credentialing file is presented to our Credentialing Committee. 
Credentialing Committee Review: The Credentialing Committee considers all credentialing program criteria and renders a decision, which is then documented and submitted to our Provider Advisory Committee (PAC). Providers receive a letter notifying them of the approval decision or denial of acceptance into the network. Denial letters inform providers of appeal rights, if applicable, or mandated by state law. 
Contract Award: Providers are awarded a contract to participate in the network after a favorable approval decision is rendered by the Credentialing Committee. The decision is communicated to the provider network management contracting team. 
Enacting the Contract: Network management staff verifies that the newly approved provider has a signed contract on file. Once a signed contract on file is fully executed, the provider’s contract record is loaded into our core information system, allowing the provider to bill for covered services rendered to members and to be listed in the applicable Provider Directory. 
[bookmark: _Toc390841949][bookmark: _Toc401157782][bookmark: _Toc401163106][bookmark: _Toc401165633]Delegated Credentialing for Affiliates and Subcontractors
While material affiliates and subcontractors such as Optum Behavioral Solutions, Superior Vision and Optum HealthCare Solutions are delegated to do their own credentialing, UnitedHealthcare is ultimately accountable for assuring the same standards of participation are maintained throughout the provider network.
We require the delegated entity to apply criteria as set forth in our credentialing policies and procedures. We employ stringent standards and mechanisms to oversee the delegated entity’s performance of the credentialing function:
Written Agreements: UnitedHealthcare and the delegated entity execute a delegation of credentialing agreement that clearly defines each entity’s expectations as well as the delegate’s specific duties, responsibilities and activities. The agreement also specifies how we evaluate the delegate’s performance and any remedies available for non-compliance, including revocation of the delegation agreement.
File Audits: Before the initial delegation has been contracted, we review the potential delegate’s credentialing policies and procedures and, if necessary, perform a file audit of the potential delegate’s credentialing processes.
Credentialing by Provider Type
Drawing upon our successful national experience, we contract with a CVO and use the CAQH UPD to implement a portion of our credentialing program. This proven approach safeguards that verification of qualifications and credentials are accurate, thorough and efficient while also minimizing provider effort. Upon receipt of a licensed provider’s application, our credentialing staff conducts primary source verification which includes NCQA-required elements based upon two primary provider categories:
Family practitioners and other PCPs, specialty physicians and psychiatrists must meet the following minimum credentialing requirements/verification:
· Meet state Medicaid requirements and National Provider Identification (NPI) Number
· Current unrestricted license to practice 
· Hospital privileges at a contracted facility or referral arrangement (as required)
· Drug Enforcement Agency (DEA)/Controlled Dangerous Substance (CDS) certification
· National Practitioner Data Bank (NPDB) 
· Education and training
· Board-certification or completion of postgraduate training (verify board certification or the highest level of training; for health care practitioners who are not board-certified, verify completion of the highest level of education)
· Malpractice coverage/liability insurance that meets contract minimums
· No Medicare or Medicaid sanctions
Nurse practitioners; physician assistants; advance practice psychiatric nurses; and physical, speech and occupational therapists must meet the same verifications required for family practitioners and other PCPs, specifically physicians and psychiatrists, except for board-certification (this is not required for this category of providers)
For LTSS/HCBS providers, we perform an assessment of each provider before initiating a participation agreement to confirm that the provider is in good standing with State and federal regulatory bodies. For more information on those procedures, please see our response to 6.1.3.4.
For BH agencies and providers, we have two NCQA-compliant credentialing models to certify practitioners are qualified and competent: 1) a solo Board Certified Behavior Analyst (BCBA) model and 2) an Applied Behavioral Analysis (ABA) Group model for agencies. BH agencies are credentialed at the program-level or level of care (LOC) and must meet regulatory requirements and LOC criteria. Non-accredited programs must participate in an environmental site visit review.
Provider Oversight and Monitoring
Our credentialing and recredentialing process is coordinated by our PAC and falls under the purview of our QMC. The health plan contract administrator/chief executive officer, Kathleen Mallatt, chairs the QMC and is responsible for oversight and implementation of the Quality Improvement Program. 
The PAC performs peer review activities, including credentialing and review and disposition of concerns about quality of clinical care provided to members as requested by the local health plan chief medical officer. Health care providers and facilities included in our network follow our credentialing and recredentialing process before their contract effective date, and on average, complete within 25 calendar days. Our credentialing turnaround time exceeds the State’s required performance standard; timeliness is further discussed in our response to 6.1.3.3. Our credentialing and recredentialing processes meet NCQA standards as well as applicable state and federal regulations. 
[bookmark: _Toc409091632]Activities between Credentialing Cycles
Between formal credentialing cycles, ongoing monitoring of providers is conducted, which includes collection and review of Medicare/Medicaid sanctions, limitations on licensure, member complaints and quality issues. If an issue or violation of our credentialing requirements is uncovered during this time, appropriate action will be taken in accordance with our provider participation agreements, the credentialing plan, and regulatory and accreditation requirements.
Recredentialing Criteria and Process
Following initial credentialing, all providers undergo recredentialing at least every three years. All our network providers undergo a careful review of their qualifications, board certification status, license status, hospital privileges (as applicable), disciplinary actions and malpractice, member complaints and sanction history. Facility review includes licensure, accreditation and certification. Credentialing and recredentialing primary source verification activities are performed by our NCC. 
6.1.3.2 Adverse Actions Taken on Provider Applications for Program Integrity Reasons 
The Contractor shall implement in its provider enrollment processes the obligation of providers to disclose the …
We have established procedures for collecting Ownership and Financial Disclosure statements from participating network providers according to 42 CFR 1001.100(a)(1) directives, in addition to all employees and subcontractors. A national disclosure process was implemented during the fall of 2013 as a necessary step in the contracting process of all newly enrolled providers to make certain that disclosure forms are collected from all network providers in accordance with federal regulations and integrity is maintained.
All providers must not be ineligible, excluded or debarred from participation in the Medicare and/or Medicaid and related state and federal programs. UnitedHealthcare will ensure that our providers submit full disclosures of all owners with a control interest of 5 percent or greater; certain business transactions as described in 42 CFR §455.105; and the identity of any excluded individual with an ownership or control interest in the provider entity or who is an agent or managing employee of the provider entity. All providers and identified individuals with an ownership or control interest in the provider entity or who is an agent or managing employee of the provider entity will be screened against the List of Excluded Individual and Entities (LEIE), maintained by the Office of Inspector General (OIG) and System for Awards Management (SAM) by the General Services Administration (GSA). 
Should our individual provider screening include an adverse result, we will forward the disclosure to the Agency and adhere to its direction on whether to allow the practitioner to become an Iowa network provider.
6.1.3.3 Timeliness 
The Contractor must ensure that credentialing of all providers applying for network provider status shall be …
Bringing providers onboard quickly and efficiently is important to establishing and enhancing our relationship. As noted in our 6.1.3 response, we have the experience, tools and processes in place to streamline and conduct timely provider credentialing in compliance with the requirements specified in Attachment 1, SOW, Section 6.1.3.3, and Exhibit F. We understand the State’s credentialing timeline requirements, currently meet and/or exceed them and will work collaboratively with the State in its efforts to streamline provider credentialing. If additional time is needed, our network and credentialing staff will expedite receipt of the information. We exceed our standard credentialing goal to credential an average of 95 percent of new providers within 25 days—surpassing Iowa’s stated timeliness requirement. This is also the credentialing timeline we achieve for hawk-i.

UnitedHealthcare’s NCC maintains compliance with credentialing turnaround time measures. Since our NCC already meets the same required time frame in our Kansas market, we will mirror the existing process and leverage lessons learned there to meet Iowa’s turnaround expectations.
6.1.3.4 LTSS Providers 
The Contractor shall ensure each LTSS provider’s service delivery site or services meet all applicable …
Attachment 5 Question (6.1.3 Provider Credentialing):
3. Describe your plans for performing criminal history and abuse checks and assuring all network providers hold current licensure as applicable.
We will perform an assessment of each LTSS provider before initiating a participation agreement to confirm that the provider meets all applicable requirements of Iowa Law, passes all background screenings and waiver qualification checks (as applicable), and is in good standing with federal regulatory bodies. Since there are no national standards to measure these providers against, we employ our own approach to validating and confirming the LTSS/HCBS provider’s standing. To date, we have assessed and qualified approximately 10,000 LTSS providers throughout the United States using our established internal review process, as well as researching and incorporating additional screening and qualification check requirements per state. 
Knowledge-based and skill-based education and training offered by UnitedHealthcare for non-licensed providers is covered in 6.1.3.7 below.
LTSS Credentialing Checklist
Our credentialing team, led by provider services manager Rita Donovan, uses our national protocol, which includes the checklist below, to examine qualifications. The checklist defines the key components required to be an LTSS provider in good standing. A credentialing specialist reviews these credentialing components for the initial and reoccurring credentialing/verification of all contracted LTSS providers. Upon receipt of a complete application satisfying all requirements, we typically complete the credentialing process within 30 days or less.
	Credentialing Process
	Action

	1. Application Review
	Certify completion of all components 
Review all fields of W-9 
Review modified application field to determine adequate pediatric experience and capacity
Determine 1915(c) and 1915(i) HCBS waiver qualification (as applicable)
Perform physical site visit (as applicable); conducted by our provider advocates with specific on-site checklist 

	2. Review of National Provider Identification (NPI); Unique Physician Identifier Number (UPIN); Medicare (as applicable) and Medicaid Numbers (as applicable)
	Verification ─ NPI numbers only and data enter other numbers
Verify as available (not all provider types will have)

	3. Document Review
	Policies and procedures are in place
Disaster plan exists
Critical incident reporting (where applicable) is in place 

	4. Liability Insurance Coverage
	Copy of declaration sheet

	5. State License
	Copy of current license
Verification copy of license (as applicable) 
Verify against federal exclusion list, Better Business Bureau

	6. General Services Administration Excluded Parties List System (EPLS) 
	Verify via source website (where applicable) (epls.gov/epls/search.do?view=archive) 
A screen print is provided for the Client’s Delivery Folder 

	7. Office of the Inspector General List of Excluded Individuals and Entities (LEIE) Judgments or Sanctions (Reviewed annually)
	Validate and verify any sanctions in the past three years
Verify via source website for all businesses and partners/owners/board members: exclusions.oig.hhs.gov/search.aspx
A screen print of each verification will be provided in the Client’s Delivery Folder 
Check with Better Business Bureau (as applicable) for complaints

	8. Employment Process
	Education/credentials/trainings (e.g., CPR certification)
Job descriptions 


Criminal History and Abuse Background ChecksAs appropriate, State-specific application or baseline requirements, such as criminal history record screenings and child/dependent adult abuse background checks, are seamlessly implemented into our credentialing checklist for non-agency affiliated and non-board licensed/accredited providers.

We have a national criminal history and abuse screening process in place for non-agency affiliated and non-board licensed/accredited LTSS providers which we will maintain and expand upon for the Iowa High Quality Healthcare Initiative. To enhance our national process for Iowa, we will employ one or more of the methods below to integrate the required criminal history check and child/dependent adult background check:
· Collaborate with the fiscal intermediary and incorporate into their candidate determination protocol, confirming the candidate passed screening requirements and a Medicaid provider number has been issued
· Collaborate with the applicable support broker and incorporate into their candidate evaluation strategies, confirming the candidate passed screening requirements and a Medicaid provider number has been issued
· Incorporate into our own applicant screening process, checking the State’s Medicaid website to confirm the Medicaid provider number and discover any adverse actions against the candidate, as well as using local law enforcement resources for background checks
· Incorporate the existing Iowa Medicaid Enterprise criminal and abuse background check (e.g., CDAC self-directed service employees) into our process
LTSS Provider Recredentialing
LTSS providers undergo recredentialing every three years. LTSS provider recredentialing decisions incorporate ongoing monitoring from state and federal regulatory websites and quality of care and member satisfaction issues that have been identified at the provider level. We also monitor feedback from our members and their caregivers, care managers, community-based case managers and their interactions with LTSS providers. Recredentialing decisions and validations follow the same process as initial credentialing with consideration of historical outcomes.
6.1.3.5 Facility Requirements 
The Contractor shall ensure that all facilities including, but not limited to, hospitals, are licensed as required by …
Facilities and facility providers are subject to our credentialing and licensure requirements. For recredentialing, facility review includes licensure, accreditation and certification.
Facilities. We require that facility providers, such as hospitals, home health agencies, skilled nursing facilities and ambulatory surgery centers, meet applicable credentialing and licensure criteria. Hospital-based providers (e.g., radiologists, anesthesiologists and pathologists) who practice exclusively within a UnitedHealthcare credentialed inpatient setting or ambulatory freestanding facility and provide care within that facility are exempt from our credentialing process. These hospitals must be accredited or allow a site assessment as part of our hospital credentialing process, which verifies that they have credentialed their physician employees.
Facilities must meet the following requirements or verification:
Meet Iowa Medicaid requirements and NPI number 
Current unrestricted license to operate
Evidence of Medicare certification
Malpractice coverage/liability insurance that meets contract minimums
Site visit if not accredited by the Joint Commission Accreditation of Healthcare Organizations (JCAHO), the Commission on Accreditation of Rehabilitation Facilities (CARF) or other recognized accrediting agency
[bookmark: _Toc360027636][bookmark: _Toc409091635]No Medicare/Medicaid sanctions
Federally Qualified Health Centers, Community Mental Health Centers and Rural Health Clinics. Contracting with FQHCs, CMHCs, RHCs and other community health centers is an integral part of our network strategy, particularly in underserved and rural areas. We have developed credentialing requirements in accordance with the national industry standards as set forth by NCQA, CMS and State Regulatory bodies that are relevant to these safety net providers and we provide significant technical assistance to support safety net providers through the credentialing and contracting process. 
[bookmark: _Toc360027638][bookmark: _Toc409091637]Pharmacies. All contracted pharmacies must pass an initial credentialing process. Our network contracts feature an automatic, yearly renewal provision and are recredentialed every three years or more frequently, as required by law. Our network contracting strategy also calls for more rigorous criteria in credentialing pharmacies for network participation, including maintaining adequate hours of operation, agreeing to on-site audits and maintaining professional and general liability insurance in excess of $1 million per occurrence.
Chain and independent pharmacies must meet the following minimum credentialing requirements/verification:
Copy of a valid state pharmacy board license and permit
National database query search and verification
A completed provider credentials form, which includes:
State license verification and ownership history
Drug Enforcement Administration license information
Proof of Liability certificate
Most recent inspection date by the board of pharmacy
Signed attestation statement related to prior disciplinary actions, convictions and restrictions
6.1.3.6 Substance Use Disorder Providers 
The Contractor shall ensure that substance use disorder treatment services provided to members are provided …
Substance related disorder services are credentialed at the program-level or LOC and must meet Iowa Code, Chapter 125 licensure and other applicable regulatory requirements, as well as ASAM LOC criteria. We will also accept Certified Alcohol and Drug Counselor (CADC) and Advanced Certified Alcohol and Drug Counselor (ACADC) certification from the Iowa Board of Certification as a credentialing criteria for practitioners employed by a licensed substance abuse treatment program.
Substance Use Disorder Provider Credentialing
The credentialing process and ongoing quality assessments for substance use disorder providers will include review of Medicare/Medicaid exclusion status through the OIG database at www.oig.hhs.gov, and malpractice coverage and history. In addition, all substance related disorder providers contracted with UnitedHealthcare will be screened through the Excluded Parties Listing System at epls.gov to determine whether they have been listed by a federal agency as debarred, excluded or otherwise ineligible for federal program participation. Further, to comply with Section 1128A of the Social Security Act, we will review the List of Excluded Individuals/Entities through the OIG and exclude any parties that have been excluded due to Medicare or Medicaid sanctions. 
Through our NCQA-approved credentialing and recredentialing process, described above in our response to requirement 6.1.3.1, we will capture any adverse actions taken against a provider’s licenses and clinical privileges, any Medicare/Medicaid sanction activity and any criminal activity related to medical practice through a query of the NPDB. 
Individual Practitioner Credentialing
Individual substance use disorder providers are required to operate within their license and scope of practice, as well as to abide by the ethical principles of their discipline’s licensing board. We perform primary source verification of each provider’s license and require providers to attest to any specialization that they hold. We also have developed credentialing standards for agencies that enable us to verify the licensure of those who work for or consult with the agency, as well as the agency’s certification by national organizations such as JCAHO or CARF. 
Agency Credentialing 
The process for credentialing an agency begins with the agency completing an application. We review the application to confirm compatibility with our clinical model and concurrent review procedures. As part of the credentialing process, our staff may interview the provider agency’s executive director and administrative staff by phone. We also gather a range of information on: 
	The agency’s goals and structure 
Methods of treatment planning and documentation 
Credentials of the agency and management staff 
	Sample treatment plans 
Agency approvals and accreditations 
Liability insurance and malpractice history, if any 


6.1.3.7 Non-Licensed Providers 
When individuals providing covered services under the Contract are not required to be licensed or certified, it is …
Attachment 5 Question (6.1.3 Provider Credentialing):
4. Describe your plans for ensuring non-licensed providers are appropriately educated, trained, qualified and competent.
Our provider coverage plan for Iowa includes non-licensed LTSS service providers who will be required to undergo our LTSS applicant review process is described in 6.1.3.4. If we discover during our review that the applicant does not meet applicable State licensure rules and/or program standards in terms of qualifications and competency, we will provide skills-based educational assistance to ensure compliance with Attachment 1, SOW, Section 6.1.3.7.
Skills-Based Education and Training
Historically, many non-licensed LTSS service providers who apply to become part of our network have no formal higher education or skills-based training. To ensure non-licensed providers are appropriately educated, trained, qualified and competent to serve the Iowa High Quality Healthcare Initiative, we will develop tools and resources that include:
Customized Introductory Training Modules. We will establish non-licensed LTSS provider training sessions—with modules designed at an introductory level—to instill recognition of essential skill sets and how to monitor the well-being of our members. These training modules will cover practical topics such as Safety in the Home, Good Nutritional Habits and Transferring Individuals from Bed to Chair. Training sessions will be delivered through face-to-face meetings, webinars and community forums.
Direct Care Professional Scholarships at Des Moines Area Community College (DMACC). Recognizing Iowa’s need for direct care health care professionals and the fact that many adult learners do not have the financial means to access a DMACC education, we will support the DMACC’s Direct Care Professional Certificate program by providing 40 scholarships per year—covering certificate completion for the selected enrollee. UnitedHealthcare will both recommend individuals for the program based on our member needs and consider direct applicants based on DMACC’s recommendation.
Community Services TV. Our United Provider News Network (UPNN) is Web-based live video streaming that allows updates, live interactions and training programs to be deployed to our field-based care teams and network providers. For non-licensed providers, we will develop training topics such as working with the fiscal intermediary and/or support broker, Billing 101, Cultural Competency, Gaps in Care for Non-Clinicians and When to Call the Community-based Case Manager/Doctor, all of which can be updated quickly and available 24 hours a day, seven days a week. Since its launch, UPNN has improved provider engagement and satisfaction. It hosts over 300 different presentations that have been viewed by more than 15,000 unique providers. 
[image: ]Please refer to 6.1.6.4 Provider Training below for more information on UnitedHealthcare’s initial and ongoing training methodologies for all provider types.
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In accordance with 42 CFR 438.206, the Contractor shall participate in the State’s efforts to promote the delivery of services in a culturally competent manner. The Contractor shall promote the delivery of services in a culturally competent manner to all members, including those with limited English proficiency and diverse cultural and ethnic backgrounds. The Contractor shall address the special health needs of members who are poor, homeless and/or members of a minority population group. The Contractor shall incorporate in its polices, administration and service practice the value of: (i) honoring members’ beliefs; (ii) sensitivity to cultural diversity; and (iii) fostering in staff and providers attitudes and interpersonal communication styles which respect members’ cultural backgrounds. The Contractor shall have specific policy statements on these topics and communicate them to network providers and subcontractors. 
6.1.4.1 Culturally Appropriate Care. 
The Contractor shall permit members to choose providers from among the Contractor’s network based on cultural …
Attachment 5 Question:
1. Describe your plans for ensuring the delivery of services in a culturally competent manner.
[bookmark: _Toc376118853]Cultural competence is embedded in our core values and is essential to fulfilling our overall mission of helping people live healthier lives. Our experience in Iowa, which includes administering CHIP benefits to more than 9,000 hawk-i members, and our extensive national experience providing care to 5.1 million Medicaid members, constitutes a unique opportunity to provide care with sensitivity, understanding and respect for each member’s culture and belief system.
Encouraging Cultural Competency
Understanding diverse cultures, their values, traditions, history and institutions are essential to eliminating racial and ethnic health care disparities. We achieve cultural competency by developing the cultural intelligence and sensitivity of our staff and providers and by assessing and integrating the cultural needs of members into our service delivery mechanisms. This translates into the ability to provide services effectively to all people, while acknowledging and honoring differences in culture, race, ethnic background, gender, religion, age, disability or sexual orientation. Our ultimate goal is to recognize, value, affirm and respect the worth of individuals, and protect and preserve their dignity. Our health plan leadership team is accountable for creating and maintaining policies, administration and service practices that support the achievement of the best possible clinical outcomes and quality of care through culturally proficient care to all State members. We incorporate cultural awareness into the delivery of care to members by implementing a cultural competency plan, using personal high-touch care as well as appropriate technological supports. 
The Importance of Cultural Sensitivity in Supporting Members
Cultural norms, values, beliefs, customs, histories and behaviors influence how individuals approach care delivery, the course of treatment and the attainment of positive outcomes. This is especially true for those members requiring behavioral health (BH) support. We develop and continually improve culturally relevant and linguistically appropriate services as part of our integrated service delivery model. This requires foresight and a willingness to tackle complex service delivery problems, while respecting the integrity of the cultures and populations with whom we work. It also requires a clear sense of the operational resources needed to manage a health care program that serves unique populations. 
Cultural Competency Plan 
The cultural competency plan will be one of the most important elements in our ability to incorporate cultural awareness into the delivery of care to our Iowa members. We will develop and maintain a comprehensive, written cultural competency plan that is customized to the State, is maintained by the local health plan leadership and is available for State review. 
The objectives of the cultural competency plan are to:
· Raise awareness and sensitivity to individuals that come from varied national, economic, social, religious, sexual orientation, gender and/or ethnic backgrounds 
· Represent Iowa’s major cultural groups 
· Explore the cultural dimensions of each group to increase staff understanding and appreciation of differences and similarities 
· Identify members who have potential cultural or linguistic needs for which alternate communication methods or care coordination approaches may be required
· Use educational materials that are culturally sensitive to the member’s race, ethnicity and primary language 
· Build competencies necessary for working with people with different types of disabilities
· Ascertain that the appropriate processes and tools meet the unique communication and language barriers that may exist in the population at the community level
· Educate providers to recognize the culturally diverse needs of the population and acknowledge the value of the diverse cultural and linguistic differences in the organization and the populations that they serve
Trends and Shifts in Iowa’s Demographic Landscape
A significant component of our collaboration with our State partners involves a deep understanding of the overall state population and its specific needs. We believe that understanding the demographic profile of a population (including race, ethnicity, language, geographic and socioeconomic dynamics) is crucial to planning and implementing culturally competent and effective health care strategies. Whereas historically Iowa has been a primarily rural state with a fairly homogenous population, recent trends indicate that the future may look quite different. Iowa’s population has experienced, and continues to experience, significant shifts in the social and cultural factors that impact its population. Below are highlights of the changes that are impacting the State’s demographic landscape.
There is rapid growth in Iowa’s racial and ethnic minority populations. Between 1990 and 2010, Iowa’s overall population, which is primarily Caucasian, experienced a growth rate of only 4.1 percent, with projected overall growth of only 12.84 percent (the equivalent of 400,000 people) over the next 28 years. By comparison, Iowa’s racial and ethnic minority populations (e.g., Hispanic, African American, Asian and Native American) have experienced, and will continue to experience, rapid growth. For example, Hispanics will make up about 11 to12 percent of the State’s total population by 2040. Some counties—all associated with the meatpacking industry—will see Hispanics make up nearly one-half of their total populations in 2040. These counties include Crawford (49.5 percent), Buena Vista (44.7 percent), Marshall (44.2 percent) and Louisa (41.5 percent). By 2040, Polk County, where the capital Des Moines resides, is projected to be 24.8 percent Hispanic. Woodbury County, with Sioux City leading the way, will be 34.2 percent Hispanic in 2040. The State’s minority populations are younger. Minority populations in Iowa are significantly younger than the aging white population. They are, and will continue to be, a growing share of the State’s overall population in the near and far future. Currently, the median age among African Americans is 25.2 years. Among Hispanics, the median age is 22.2 years. Among those of two or more races, the median age is well less than 20. 
These trends indicate that creating and implementing strategies to administer and deliver care in a culturally appropriate manner is more important than ever, a fact that has played an increasingly significant role in the State’s recent initiatives.
State Efforts to Promote Culturally Competent Service Delivery
We know that the State has been aware of, and responsive to, the increasing relevance of racial, ethnic and culturally diverse factors that are shaping Iowa’s population. The State’s recent efforts to promote the delivery of services in a culturally competent manner are reflected in programs such as the Culturally Competent Substance Abuse Treatment pilot project (CCTP). As part of this initiative, the State awarded grants to three providers (Area Substance Abuse Council, Linn County; Jackson Recovery Services, Inc., Woodbury County; and Season’s Center, O’Brien County). We are committed to partnering with the State and providers to support initiatives such as the CCTP and any future efforts aimed at delivering services in a culturally competent manner to all eligible members.
Health Disparities in the State’s Minority Populations 
Nationwide, racial and ethnic minorities, people with disabilities, residents of rural areas and other vulnerable groups more often face barriers to good health. As a result, these Americans are more likely to suffer from disease and may die up to 20 years earlier than others. Understanding the State’s minority populations and their specific health-related issues will enable us to focus organizational attention in the right places, at the right time. The table below shows some of the emerging health care patterns in Iowa’s racial and ethnic groups.
	Race
	Iowa

	December 2013
	Percent of Population
	Specific Health Issues*

	Hispanic/ Latino
	5.5%
	Hispanic women in Iowa are almost twice as likely to give birth before the age of 20, have low-birth-weight babies, and have babies out of wedlock
Hispanics are four times more likely to experience unintentional injuries than Caucasians

	African-American
	3.3%
	African-Americans are twice as likely to experience the following when compared to Caucasians: low-birth-weight babies, fetal deaths, infant deaths and deaths as a result of heart disease
Neonatal deaths are at more than three times the rate of Caucasians
Higher rates of diabetes
More than 75 percent of children of African-American women are born out of wedlock
African-American women are four and a half times more likely to give birth before the age of 20 than Caucasian women

	Asian-American
	2.1%
	Asian-Americans experience better health and longevity than other populations; however, with each generation born in the United States, fewer differences in health status exist

	Native American
	0.5%
	Native American women are more likely to have low-birth-weight infants
A higher percentage of out-of-wedlock births when compared to Caucasians
The statistics below are specific to the Meskwaki population:
Meskwaki women are nearly three times more likely to give birth before the age of 20 than Caucasian women
The leading causes of death for this population are diabetes and resulting complications, cancer and accidents (many of them alcohol-related)

	*Source: Iowa Center for Health Disparities, http://www.iowahealthdisparities.org/data.php


[bookmark: _Toc404159503]Strategies to Address Ethnic/Racial Disparities 
Beginning with a member-centric approach, our commitment to culturally appropriate services integrates the member’s environment, background and culture. Our strategies to address ethnic and racial disparities include the following programs.
Demographic and clinical analytics. We review/analyze member age, gender, address, race/ethnicity and language data in conjunction with member clinical data to identify disparities in care that are associated with specific minority populations.
Match members to providers. We foster culturally competent care by providing members with PCPs that speak their language and know their culture. Members determine language preference upon enrollment (834 files) that is entered into our claims processing system, CSP. Member services advocates are able to search for available providers within the member’s geographic area and by provider language spoken.
Member services center. Our approach to improving member care is local and community-based. We build our programs with an understanding of the cultural needs of members, provider networks, and the path to moving members to better health. A good example of this is our care coordination planning for our Native American members, which often blends care regimens from traditional PCPs with a traditional healing benefit from Native American tribal healers.
Interpretation and translation services. We collect data on ethnicity and language preference from our members at the time of enrollment and include this information in their record. We assess the need for changes or additions to verbal and written member tools on an ongoing basis, and analyze this data to identify the major cultural and linguistic groups in the service area. We also track the number of incoming calls to our member services center requesting the use of interpretation services and the number of requests for written materials written in languages other than English. This information enables us to assign staff, provide training, and prepare culturally appropriate materials and other resources for members who need them.
We provide free interpretation services in more than 170 languages. Our member services advocates are trained to handle calls from members of various cultural backgrounds as well as calls that involve interpreters. 
Member materials. Iowa High Quality Healthcare Initiative materials and engagement strategies will be based upon unique cultural needs and identified gaps in care. All health-related member materials will be written at a sixth grade reading level and provided in English and Spanish. The quarterly member newsletter HealthTalk is written in both English and Spanish with health education about asthma, diabetes, pregnancy, heart health, women’s health and more. 
[image: ]Bilingual Health Education Kiosks. Our self-service bilingual health education kiosk is an innovative tool designed to help members understand how to use their health plan and help provide health information that is important to them and their family.
Choosing a provider. Members are assigned to a PCP based upon other family and criteria such as provider specialty and quality information, open panel status, member age, language preference and geographic location. Members may also change PCPs or submit a complaint if they have concerns about a provider, their treatment plan, or any aspect of their care. Should we receive a grievance related to the inability of a member to obtain culturally appropriate care from one of our providers, we will make certain that the identified provider completes cultural competency training and we will work with the member to select a new provider should he or she choose to do so.
Tracking/monitoring tools. To determine the need for changes/additions to verbal and written member services and tools, we implement routine collection of data on race, ethnicity and preferred written and spoken languages for members. Data on service areas are used in the analysis of culturally appropriate services. Service area data include grievances/appeals, requests for translation services, requests for member information in alternate languages, requests for providers who speak specific languages or who need special services for hearing impaired.
Additional member communication supports. We use the 711 National Telecommunications Relay Service (TRS) TTY line to facilitate communication with hearing impaired members, and print the telephone contact information on all member mailings and marketing materials. When the office is closed, the TRS operator can leave a message on the system requesting a call back. We return those messages the next business day using TRS via 711. We also provide Braille or large print member materials (available upon request) for sight-impaired individuals.
Strategies to Address Geographic Disparities 
Eighty percent of Iowa’s counties are designated as rural, which brings specific health-care-related challenges to Iowans who live in these areas. A significant portion of the State’s rural counties are considered Health Professional Shortage Areas (HPSAs).
	· 45 percent are Primary Care HPSAs
· 73 percent are Dental Care HPSAs
· 75 percent are Mental Health HPSAs
	· 60 percent are Governor’s HPSAs
· 59 percent are Federally Medically Underserved


These statistics imply that certain Iowa residents have lower access to health care, need to travel longer distances to obtain care, and have less choice in providers than urban residents.
Another significant factor impacting the health of Iowans living in rural areas involve mental health issues, such as suicide, alcoholism and domestic violence, which in some areas have been accepted as part of rural community life. Residents of rural Iowa have traditionally understated the seriousness of these BH problems, and mental health professionals have not realized either their extent or their impact on communities—a phenomenon known as community denial.
To successfully address these geographical disparities, we propose the following programs:
Rural access coordination team. Rural challenges go beyond just provider access and include higher turnover rates for service providers as well as isolation by the health care professionals who remain. Results may include poorer continuity of care, lower levels of rapport between members and providers, and less consultative support across providers to address members’ complex health care conditions. Our rural access coordination team includes care coordinators, community outreach representatives and provider representatives dedicated to resolving access-to-care challenges unique in rural areas, including a lack of providers. Additionally, this team is empowered to implement innovative solutions necessary to provide access to providers.
End-to-end patient monitoring and online access. We build telehealth solutions including an end-to-end suite of services covering such items as remote patient monitoring, telepsychiatry, and online access to providers. We make these services available in Kansas, New Mexico and Washington for physical medicine and additional states for telepsychiatric services. Given current State regulations, our ability to deploy telemedicine best practices is predicated on State-specific Medicaid rules governing their use in each market. We are committed to working with the State on recommendations for changes in current regulations to design and implement a comprehensive solution in this area. 
Increasing the Awareness of the Importance of Mental Health in Rural CommunitiesBased on our recent discussions with the MHDS regions, we understand that one of their major areas of concern is focused on how to share information and coordinate care for members who are receiving services funded through the region as well as Medicaid BH services. In meetings with the Iowa State Association of Counties (ISAC) and Polk County Health Services (PCHS), we devised a strategy to establish HIPAA-compliant data sharing protocols with ISAC’s CSN and PCHS’ MIS. We have established a timeline to begin implementing the interfaces as soon as the Agency announces its selected Medicaid MCOs.

One of the visions for Iowa’s Mental Health Redesign was to make a set of core services available to Iowans with intellectual disabilities or mental illness. This effort was undertaken in part to address the unequal distribution of services in rural and urban areas of the state. With the implementation of the 15 multi-county Mental Health and Disability Services (MHDS) regions, the State has created a structure in which local citizens can come together and address local challenges ranging from stigma and lack of understanding to expanding access by supporting current providers to expand the services they offer. We have already begun working with the regions to identify ways we can work together, and our field-based staff will become actively involved with Iowa’s MHDS regions. Together we will build community awareness of the importance of mental health and disability services and pride in the services they helped create. 
Strategies to Address the Special Health Needs of Members Who Are Poor
Engaging members who suffer from poverty can be one of the most difficult tasks of the care coordination program. The combination of poor contact information, unstable housing, overwhelming socioeconomic challenges, and, in some instances, lack of trust, can make finding and engaging members with chronic conditions and/or BH conditions difficult. Therefore, we have invested in creative and persistent approaches to locate and engage difficult-to-find members, including direct-to-member outreach protocols and strategies across multiple communication modalities (e.g., telephone, mail and face-to-face interaction). 
Our community health workers apply local knowledge and relationships with community organizations, providers and community leaders  to engage our members.  These feet-on-the-street efforts help our community health workers update contact information for our members, establish trusting relationships, and connect members with their PCP for needed care. To establish trust, our community health workers are locals who understand the community and the available resources available. We also try to match ethnic and cultural backgrounds between community health workers and targeted members. 
Access to basic things such as food and shelter are essential to supporting members who suffer from poverty. Our community health workers assist in areas such as helping to set up food stamps, getting a government-provided cellphone, or any other needed services by engaging members in programs to help overcome specific barriers. Through strong community partnerships with places of worship or community centers, community health workers engage a variety of housing alternatives such as group homes, homeless shelters, jails and substitute family homes to find, reengage and help members access care. The updated placement information is fed into our system, helping us stay in contact and create a sustainable improvement in these members’ lives.
Strategies to Address the Special Needs of Members Who Are Homeless 
Research shows that the cost of homelessness can be quite high. Hospitalization, medical treatment, incarceration, police intervention and emergency shelter expenses can add up quickly, making homelessness surprisingly expensive for municipalities and taxpayers. Studies have shown that—in practice, and not just in theory—providing people experiencing chronic homelessness with permanent supportive housing saves taxpayers money. Permanent supportive housing refers to permanent housing coupled with supportive services. By focusing our resources on ending homelessness, we can make real progress toward eradicating the social problem while helping the country’s most vulnerable residents.
Proposed Homeless Population Initiatives
Iowa’s current homeless population is approximately 3,122 individuals, corresponding to 2,023 households. Roughly one-half of residents are in emergency shelters and the other half in transitional housing. Nearly 200 residents are currently unsheltered. The most prevalent issues for this population include domestic abuse, severe mental illness, HIV/AIDS and chronic substance abuse. Most of these conditions require ongoing care, which is problematic when the individual does not have permanent shelter. 
We understand the many issues facing the homeless and our proposed initiatives focus on procuring permanent housing for these residents. For example, in Texas we deployed an innovative pilot that included contracting with the local Continuum of Care provides to help locate, engage, assess and create a housing plan for chronically homeless members who have complex medical, behavioral and social needs who are high utilizers of ER and other services. We will partner with the state of Iowa and local Continuum of Care providers to create the most viable program to serve the needs of the chronically homeless in Iowa.  Housing Innovation in Texas
Modeled after the Money Follows the Person concept, we contracted with the local Continuum of Care providers in Texas to help locate and create a housing plan for eligible members, as well as a one-time “barrier buster” fee intended to help with costs such as application fees, security fees and move-in costs.  Housing these chronically homeless high utilizing members will help reduce costs and increase quality and outcomes for these vulnerable individuals. 

Expanding housing access. One of the most consistent issues we have heard in talking with consumers and providers across Iowa—in both rural and urban areas—is the lack of housing for people who live at or below the poverty level. In a meeting with the CEOs of Iowa’s MHDS regions, some indicated that they actually have funding available for housing, but counties do not want to own the housing and have been unsuccessful in identifying developers in small communities that are willing to take on landlord responsibilities for low income individuals. To address this concern, we will partner with Corporations for Supportive Housing, a national not-for-profit agency, to provide consultative services to work with the regions and communities to identify Permanent Supportive Housing (PSH) providers and landlords, and to help expand the availability and collaboration of PSH with Medicaid enrollees. This initiative involves educating staff on affordable housing, permanent supportive housing, and homelessness services to build and maintain a collaborative relationship with housing and housing services providers. This program supports the following goals:
Establish strategic relationships and partnerships with local housing resources and authorities 
Improve eligible members’ primary and BH outcomes through stable housing and ongoing support services to improve eligible members’ housing retention
Increase availability of affordable housing units for eligible members
Improving the Health of Homeless Members
In addition to helping obtain stable housing for homeless members, we improve their overall health and well-being through a number of innovative programs. We work with health care providers who are trained in the unique challenges in the care of the homeless, such as FQHCs and other Healthcare for the Homeless (HCH) programs. These providers provide health care in settings where homeless people receive food and shelter such as soup kitchens, churches, overnight and day shelters, and family and domestic violence shelters. 
We recognize the unique services and populations that HCH serves in Iowa and that each program has different nuances: The Camden Coalition Story—An Example of Collaboration
Camden Coalition provides field-based care management services to high-risk members in the city of Camden. Our field-based care management team finds homeless members and assists them with coordinating care with PCPs. Furthermore, they work to provide shelter and maintain contact with the patient to maximize compliance with care plans. The Coalition’s team also arranges for transportation and integration with BH providers and health educators. 

The Community Health Care (CHC) HCH program in Davenport provides comprehensive primary health care to children and adults who are homeless throughout the Quad Cities area. Services are provided at six outreach locations. 
Linn Community Care (LCC) in Cedar Rapids is a community health clinic providing primary care with a focus on family medicine and OB care. LCC offers services for the uninsured and the underinsured including family services, prescription assistance and dental referrals. 
People’s Community Health Clinic (PCHC) in Waterloo has a homeless health care team that provides outreach and refers persons who are homeless to needed services. 
The Outreach Project of Primary Health Care, Inc. (TOP) in Urbandale is a blend of a McKinney-funded project, including three maternal/child-funded programs serving pregnant and parenting families. TOP also works closely with Projects for Transition from Homelessness (PATH), Community Action Program (CAP), Housing and Urban Development (HUD), and other community-based mental health and housing programs. 
We are committed to working with each of these programs to understand the services they provide and to build the best collaborative model we can to serve this very vulnerable population. Our goal is to make sure eligible members not only have access to the acute, behavioral and long-term support services they may be eligible for, but to help them access community social services and housing, which will be the basis to building a healthier life.
[bookmark: _Toc404159504][bookmark: _Toc376118862]Strategies to Educate and Support Staff and Providers
Our commitment to diversity in staff and provider recruiting provides members with care that is culturally appropriate and gives them the opportunity to discuss important health issues in a manner that meets their cultural needs and beliefs. We focus on the following initiatives:
“Walk in the shoes of a member.” This special training is an interactive exercise that allows our staff to “walk in the shoes” of a member and learn the barriers and challenges encountered by our members as they manage their activities of daily living. This experience helps participants understand what it might be like to be a part of a typical low income family trying to survive from month to month and sensitizes participants to the realities of life faced by low income individuals. This training will be mandatory for clinical and non-clinical staff.
Recruiting and training a diverse staff. We actively recruit employees who represent the ethnic and cultural groups we serve or who have extensive experience working with diverse populations, including the perspectives of individuals with disabilities. We leverage their diverse knowledge to provide formal and informal educational and training opportunities for our staff and the community. We actively pursue potential candidates who are bilingual. 
Provider training. We provide ongoing training to providers through an online portal (unitedhealthcareonline.com) containing hundreds of Web-based training sessions. Additionally, every provider undergoes computer-based training, integrity and compliance and additional, specific clinical training modules relevant to their positions. 
Primary care provider recruiting. We enlist providers and supportive services that value diversity and are committed to serving people of racial and ethnic minorities. According to our Provider Administrative Guide, providers are required to participate in our efforts to “promote the delivery of services in a culturally competent manner to all covered persons, including those with limited English proficiency and diverse cultural and ethnic backgrounds.” Languages spoken and gender also are available in the Provider Directory to help members select the provider that best meets their needs.
Maintain provider diversity and supporting providers. At least quarterly, we analyze our provider network to make sure that it meets the linguistic and cultural needs of our members. We offer assistance in locating interpreters for providers encountering language barriers when providing services to a member. Providers in need of interpretation services contact our provider services team or special needs unit for assistance in locating an interpreter.
Foreign language translation services. Providers are contractually bound to provide appropriate assistance to members that might have a limited English proficiency or reading skills. Providers can call our toll-free provider telephone line and be connected to an interpreter/translation service available in more than 170 languages. Our provider services team tracks which providers are using this service and offers them additional support as needed.
[bookmark: _Toc417717462][bookmark: _Toc418958562]6.1.5 Provider-Patient Relationship 
The Contractor may not prohibit or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of a member who is his or her patient regarding: (i) the member’s health status (ii) medical, behavioral health, or long-term care treatment options, including any alternative treatment that may be self-administered; (iii) any information the member needs in order to decide among all relevant treatment options; (iv) the risks, benefits and consequences of treatment or non-treatment; or (v) the member’s right to participate in decisions regarding his or her health care, including the right to refuse treatment, and to express preferences about future treatment decisions. 
Our approach to care delivery begins with the member. It aligns the member with providers who deliver holistic, culturally sensitive, person-centered care and verifies that the appropriate care is provided at each step along the care continuum. Our person-centered approach puts the member first in decision making, choices and preferences. It takes the viewpoint of the person/member in developing care, service and personal goals. 
We incorporate this member-first decision-making authority into the contracts that providers sign with us. Language within the contract stipulates that the provider has every right to communicate with members honestly and openly about their condition and treatment options. This is true even when the option is not a covered service, and when there may be financial incentives.
Person-centered care is consistent with our member empowerment culture that promotes decision making from individuals despite frailty, cognitive impairment or the location in which services are provided. It includes the valuable input of knowledgeable care partners and integrates all aspects of daily life, creating environments where people can truly thrive and grow. 
[bookmark: _Toc417717463][bookmark: _Toc418958563]6.1.6 Provider Relations and Communications 
The Contractor shall develop and implement a comprehensive provider relations and communications strategy. This strategy shall include, at minimum, the following requirements: 
Attachment 5 Question (6.1.6 Provider Relations and Communications):
1. Describe your provider relations and communications strategy.
Under the direction of Rita Donovan, our experienced, local provider relations team includes four full-time provider advocates, all of whom live in the Des Moines and Quad Cities areas. We are actively recruiting to supplement this team with additional provider advocates. Furthermore, under the guidance of Ms. Donovan, we will hire a local team of specialized LTSS provider advocates.
With clearly defined territories and provider assignments, the provider advocates spend most of their work time in the field, meeting with key providers to build relationships, answer questions and identify areas for improvement. They visit key primary care sites on a weekly basis and all sites on a regular basis. In addition, chief medical director Dr. Michael Horn visits hospitals and providers serving a high volume of our members. These visits address provider needs, allow a forum for feedback and give us the ability to gauge program effectiveness in given regions. 
The provider advocates are also responsible for education and outreach to their assigned providers, and to assist them with claim issues, member complaints, compliance issues as well as training and education. This local presence supports a single point of contact for all providers and a real opportunity for collaboration and innovative programming for members. As we expand our network, the provider advocates will conduct provider orientations through a variety of methods (like face-to-face meetings, webinars and community forums) so that our providers understand contract requirements, plan processes, claim submission and payment processes.
We have a comprehensive provider communication and education and training program that begins when the provider first contracts to join our network and provides ongoing general and targeted communication, education and training. We know it is essential we keep connected to our providers, and offer several opportunities for doing so—from education and training to newsletters, to an online portal where providers can access topical and administrative content.
Additional information on provider training and communication is included below in our response to Question 3 under scope of work requirements 6.1.6.4 Provider Training.
6.1.6.1 Provider Manual 
The Contractor shall provide and maintain a written program manual for use by the Contractor’s provider …:
6.1.6.1.1 Program benefits and limitations;
6.1.6.1.2 Claims filing instructions;
6.1.6.1.3 Criteria and process to use when requesting prior authorizations;
6.1.6.1.4 Cost sharing requirements;
6.1.6.1.5 Definition and requirements pertaining to urgent and emergent care;
6.1.6.1.6 Participants’ rights;
6.1.6.1.7 Providers' rights for advising or advocating on behalf of his or her patient;
6.1.6.1.8 Provider non-discrimination information;
6.1.6.1.9 Policies and procedures for grievances and appeals in accordance with 42 CFR 438.414 and …; 
6.1.6.1.10 Contractor and the Agency contact information such as addresses and phone numbers; and 
6.1.6.1.11 Policies and procedures for third party liability and other collections. 
Our Provider Administrative Guide (provider manual) is a comprehensive resource for Iowa physicians, health care professionals, ancillary providers and facility staff and is fully compliant with the requirements of 6.1.6.1. It is customized to address the specific needs and concerns of the State related to network and community-based service provider training and will inform providers on the policies and procedures related to the following issues of importance to the State. The Provider Administrative Guide includes prior authorization telephone numbers for all services and provides network and community providers with a detailed resource on policies, procedures and covered services for members and their family.
As part of our provider orientation program for new and current providers, we notify providers of provider resources that are available to them including the Provider Administrative Guide and how to access it through the provider portal. In addition, providers will have access to program materials for BH and LTSS. An extensive section of the Provider Administrative Guide addresses a PCP’s role in continuity and coordination of care, emphasizing BH screening opportunities. In addition to the topics required in 6.1.6.1, Iowa provider manual topics include:
Provider Contact Information: Contractor and Agency contact information such as addresses and phone numbers.
Billing and Liability: Policies and procedures for third-party liability and collections.
Coverage Rules: Information on those areas that vary from commercial coverage rules.
Program Benefits and Limitations: Information on member cost-sharing obligations, benefit limitations, value-added services, and prohibitions on balance-billing.
Quality Assurance: Our quality assurance and performance improvement program and the provider’s role as a critical part of the program.
Prior Authorization: Our policy and procedures for prior authorization.
Cultural Competency: Providers receive ongoing education through the website, the Provider Administrative Guide and the initial in-service provider training. 
Claims: Such as detailed claims filing and how to receive assistance with claims.
Medical Transportation Program: Services available to members such as rides to services and mileage reimbursement.
Long-Term Services and Supports: LTSS information on admissions and discharge planning and transitional care related to long-term care settings.
Referrals: Information on policies and procedures, including those relating to network and out-of-network referrals.
Fraud, Waste and Abuse: Specific training related to utilization management reviews, fraud, waste and abuse, including oversight activities such as pre-payment reviews, audits and monitoring.
LTSS Transition: Clear guidelines on the transition process for the continuation of community-based services/LTSS for members receiving those services at the time of program implementation and for newly enrolled members,  including provider billing practices for these services and who to contact for assistance with this process. 
Community-based Case Management: Information regarding service coordination including the role of community-based case management, and how and when to contact the member’s service coordinator. 
Non-capitated Services: Processes for making referrals and coordinating these services. 
Referrals: Information on policies and procedures, including those relating to network and out-of-network referrals.
Attachment 5 Question (6.1.6 Provider Relations and Communications):
2. Describe your policies and procedures to maintain communication with and provide information to providers.
Provider advocates remain in frequent communication with providers by sending periodic mailings, newsletters, secure emails and fax blasts communicating program changes or updates and relevant documents provided by the State. We conduct quarterly face-to-face visits with LTSS providers and monthly face-to-face visits with high-volume PCPs and major BH agencies to discuss any pertinent issues. Annually, we provide training such as cultural competency and interpreter services. Throughout the year, we create specialized training for specific provider types. For instance, we fund PCP training by the Greater DSM chapter of NAMI to broaden understanding of mental health and substance use issues from the perspective of BH professionals, consumers and families.
Communication and Information Sharing Strategies:
Written Materials: Written materials are our primary educational resource and include our Provider Administrative Guide, email and fax blasts, our quarterly provider newsletter (Practice Matters), and individual letters conveying provider-specific information on a wide variety of topics. 
Webinars: We offer a full slate of monthly interactive webinars, all conducted in real-time by a live facilitator. Webinar presentations include UnitedHealthcare 101, our required orientation module; specialized quarterly webinars addressing identified needs; and Brainshark.com training modules. Our training encompasses all topics, including contract requirements; utilization management; fraud, waste and abuse; prior authorization; cultural competency and non-emergency medical transportation.
Town Halls: Town halls (conducted as needed) provide information in the most effective and convenient way possible for providers, with topics including UnitedHealthcare 101 orientation, follow-up training, changes in prior authorization processes, and claims submission and provider payment.
Online Materials: Providers have access 24 hours a day, seven days a week to a vast library of materials, including webinar instructional decks, the Provider Administrative Guide and the Behavioral Health Toolkit for the Healthcare Professional.
6.1.6.2 Provider Website 
The Contractor shall maintain a website for use by providers describing the key program elements and …
Attachment 5 Question (6.1.6 Provider Relations and Communications):
3. Describe your plan to develop a provider website and describe the kinds of information you will make available to providers in this format.
We have websites and numerous online tools and applications to provide instant access to Iowa High Quality Healthcare Initiative program elements and requirements for providers, in compliance with Attachment 1, SOW, Section 6.1.6.2 – Provider Website, Section 6.1.6.1 – Provider Manual and Section 6.1.6.4 – Provider Training. Web-based educational information for providers will either be provided via our downloadable, Iowa-customized Provider Administrative Guide, or through a link to our secure provider Training & Education website.
UnitedHealthcare currently provides three websites and numerous applications to distribute key Iowa-specific program elements for providers, provide easily accessible and referable provider training and education materials and simplify care via enabling better provider and payer work flow processes. The three main websites and applications we describe below are: (1) our public provider website, uhccommunityplan.com, (2) Optum Cloud Dashboard, our enhanced primary provider portal and dashboard that relies on cloud-based technology and (3) unitedhealthcareonline.com, our secure provider portal. Our provider-based online sites and tools enable health care professionals to connect and collaborate in easily accessible ways that improve the cost structure and quality of their practices.
Public Provider Website (uhccommunityplan.com) 
Our public website is optimized for mobile device/usage, and will support and educate Iowa Medicaid providers through many innovative features and tools integrated with our critical systems. The site includes general information, educational and training materials, handbooks, bulletins and serves as a common entry point for the secure provider portal. Uhccommunityplan.com contains an online version of the Provider Administrative Guide, serves as a downloadable PDF repository of all applicable Iowa provider forms and provides links to key educational and training materials such as cultural competency information, newsletters, recent bulletins and other provider information. We also post notifications regarding legal changes, regulations, bulletins and alerts.
[bookmark: _Toc403714938]Enhanced Provider Portal and Dashboard (Optum Cloud Dashboard) 
Through our Optum Cloud Dashboard, we add features and functionality of different provider touch point applications for health care professionals. The dashboard, currently available to more than 4,000 contracted providers in Iowa, also serves as an entry point for the applications and tools located on unitedhealthcareonline.com. With 24 hours a day, seven days a week accessibility, providers can use cloud-based technology to conduct business with us anytime it is convenient for them. By logging in once to a single and secure portal, providers can access all current online resources, plus new solutions aimed at streamlining and simplifying interactions.“I often find myself asking other carriers if/when they will be releasing a product like the Cloud. The fact that we can submit reconsideration online and attach documentation is a huge time saver for us. Claim status and eligibility are also wonderful features. The number of customer service calls I make has been drastically cut by using the Cloud.”
– Optum Cloud Dashboard user

With this enhanced platform, the Optum Cloud Dashboard will support more than 500,000 users and executing more than 500,000 transactions per day with providers and payers by the end of 2015. Also, as part of our planned upgrade that extends over the life of the Iowa contract, UnitedHealthcare will seamlessly migrate all functionality of unitedhealthcareonline.com to applications hosted within the Optum Cloud Dashboard.
The cloud-based platform has enabled health care professionals to connect and collaborate in ways that improve the cost structure and quality of their practices. A perfect example of this is our CommunityCare platform, which is accessible via the Optum Cloud Dashboard. CommunityCare is an HIPAA-compliant, secure, cloud-based health care record and information sharing system that provides comprehensive supports for the continuum of integrated, person-centered care coordination. The platform provides a mechanism to share the critical, relevant and timely member information essential to conducting ongoing care planning, management and coordination across a continuum of services and settings. CommunityCare seeks to redress health disparities by providing real-time coordination among multiple providers in different physical and BH care settings (e.g., social and family support for the specific populations). 
New applications supporting eligibility, claim management, prior authorizations, electronic payments and statements, secure communications and clinical data exchange are just a few of the features that were introduced on the platform in 2014. “I love it! I work with a number of websites on a daily basis and this is by far my favorite. It’s easy to use and now with chat, you can get the explanations you need at the click of a mouse.”
– University of Iowa Health Care Optum Cloud Dashboard user

Recent Optum Cloud Dashboard Enhancements
Our real-time collaborative clinical applications such as Accountable Care Population Registry, Automated Care Transition, Community Health Record and Health Information Service Provider (HISP)/Direct are contained in this dashboard with single sign-on to support:
Scheduling and Registration: Link our authorization and claims payment systems, streamlining processes for prior authorization requests.
Eligibility and Benefits: Eliminate the need for many calls by giving providers greater flexibility in member search features; allowing providers to view deductible, out-of-pocket, copayment and coinsurance information; and giving providers tools to determine coordination of benefits and know whether to apply in-network or out-of-network benefits.
Claims Management: Allow providers to manage their accounts receivable with greater ease due to more detailed information being provided, increased granularity and easy access to information Features include claims search detail (payment/check info, edits, codes, line level payment); claim status remark codes; and additional features to assist in account reconciliation. 
Claims Reconsiderations: Submit claim reconsiderations with attachments, which provides seamless visibility to each reconsideration submission by providing confirmation of receipt and real-time tracking capabilities.
Prior Authorizations: Be notified for specific clinical information needed when submitting a procedure for medical necessity review and allows attachment of required information at the time of submissions. It also confirms that information has successfully been attached to the request once the clinical information is uploaded by the provider. And, provides for the ability to track the status of the request as it goes through the various steps of review. 
Secure Provider Portal (unitedhealthcareonline.com)
A source of general and up-to-date provider information—both during and after business hours—is our secure provider portal, unitedhealthcareonline.com. It offers access to interactive features and supports a variety of critical information, including the Provider Administrative Guide, Provider Directory and instructional materials. Because this site contains secure information and most providers access the site within their office, it is not optimized for mobile device usage; however, it is currently accessible via a cellphone through authorized log-in procedures. Within the next few years, all functionality of unitedhealthcareonline.com will be migrated to applications hosted within the Optum Cloud Dashboard as part of our planned upgrade. 
Providers have access to the following information on unitedhealthcareonline.com:
	Member eligibility
Provider profile report
Claim adjustment requests
Capitation statements
Claim submission 
Electronic funds transfer
Provider changes
	Claim trends
Panel rosters
Claim status inquiry
Prior authorizations
Provider screening tools
Physician cultural education library


This portal includes links for providers to submit claims online and interface with our transaction system for real-time claim status. Other links include formulary, performance measure results, prior authorization criteria and evidence-based guidelines. The site is integrated with our CSP transaction processing tables allowing for instant error validation. Other features include: 
· Clinical Self-Service allows providers to submit, view and manage prior authorizations
· Clinical data from CareOne feeds into the portal, allowing providers to view and provide feedback on initial health risk screening results and member care plans
· HEDIS compliance reporting
· RxClaim system which holds pharmacy claims history and allows providers to submit, view and manage prior authorizations
6.1.6.3 Provider Services Helpline 
The Contractor shall maintain a toll-free telephone hotline for all providers with questions, concerns or …
Attachment 5 Question (6.1.6 Provider Relations and Communications):
4. Describe your plans for the provider services helpline, including the process you will utilize to answer, route, track and report calls and inquiries.
With oversight provided by provider services manager Rita Donovan, our toll-free provider services call center responds quickly to provider inquiries. Each time a provider calls, he or she speaks with a dedicated provider phone representative (PPR) who has been thoroughly trained in provider services processes and the expected needs of most callers. Through our call center, providers can obtain assistance on a wide variety of topics such as:Provider phone representatives currently supporting and specifically trained on the Iowa hawk-i program will staff the call center; training and support will be expanded for the Iowa High Quality Healthcare Initiative and its additional Medicaid programs.

	Covered services, fee schedules and member eligibility verification
Prior authorization and referral procedures
Provider credentialing/recredentialing status
Filing provider complaints, grievances and appeals
	Claims payment procedures and procedures for handling disputes
Verifying member assignment to the provider’s panel
Referring providers to the fraud and abuse hotline as necessary
Coordinating the administration of out-of-network services


[bookmark: _Toc376849988][bookmark: _Toc374791957][bookmark: _Toc360101449][bookmark: _Toc376857979]Days and Hours of Operation (Live-Voice Coverage)
Providers can call our provider services center 24 hours a day, seven days a week, with calls answered by live PPRs Monday through Friday, 7:30 a.m. to 6 p.m. Central time, excluding State-approved holidays. 
[bookmark: _Toc374791962][bookmark: _Toc360101454][bookmark: _Toc376857985]After-Hours Calls
[bookmark: _Toc376849991][bookmark: _Toc374791960][bookmark: _Toc360101452][bookmark: _Toc376857983]All calls received after-hours and on State-approved holidays, as noted in Section 6.1.6.3 Provider Services Helpline, are answered by an interactive voice response (IVR) system. However, the primary source of provider information—both during and after business hours—is our secure provider portal, unitedhealthcareonline.com. Both the IVR and the provider portal offer options for eligibility verification 24 hours a day, seven days a week on behalf of a member who may need immediate treatment for an urgent or emergent condition. In accordance with State requirements, emergency services never require prior eligibility verification or authorization.
Call Routing to Provide Quick Response and Performance Monitoring
We use Intelligent Call Routing technology to identify all incoming callers and quickly and accurately connect them with the appropriate team. The system offers a menu of automated and live options, allowing providers to speak with a PPR at any point during the call. All PPRs are trained to provide first-call resolution to any type of call.
The provider services center management team monitors our call response rate using applications such as scheduling software, and generates specialized reports to identify peak call times and quantify individual PPR productivity. Management also measures the longest wait time for any caller by monitoring the number of calls holding in queue. To confirm response accuracy, we use a call monitoring system to perform evaluations, make and play recordings, and perform live monitoring. Supervisors access the call monitoring system to review their team’s quality evaluation details and scores. We randomly select PPRs for monthly quality reviews and monitor no less than 3 percent of calls for compliance with customer care guidelines. We will also report the results quarterly, make the recordings available to the Agency upon request and retain the recorded calls for seven years.Since April 2014, our national provider services center representatives have handled more than 3.4 million provider calls with:
An average hold time of four seconds
An abandonment rate of 2.10 percent 
An IVR that ensures all calls are answered within 30 seconds

In addition to the technology described above, we enhanced our provider services center model with the addition of provider claims resolution specialists (PCRS). PCRSs maintain ownership of provider issues through to resolution. Under this model, a PPR will route a provider claim issue directly to a PCRS, who can initiate outbound calls to the provider to obtain additional information or remediate an instance when provider expectations were not met. Providers who agree with the resolution will receive a remittance advice identifying the adjustment.
Call and Inquiry Tracking
State-of-the-art technology enables us to track First Call Resolution Measures and monitor provider call quality. The technology offers 100 percent call recording and screen capture capabilities, enables quick identification of provider dissatisfaction and facilitates root cause analysis of any repeat phone call. With the call recording capability, immediate feedback can be given to our PPRs on how they can improve their communication and resolution skills.
[bookmark: _Toc376849992][bookmark: _Toc374791963][bookmark: _Toc360101455][bookmark: _Toc376857986]Provider Services Center Reporting
We are committed to meeting or exceeding all required Iowa provider services call center performance standards, as documented in our monthly provider services center performance reports to Iowa. Before submitting these reports, we verify their accuracy using quality assurance processes that require formal signoff by the reporting team, operations staff and key staff members of the local health plan. Internally, we use the data from our monthly reports to predict call patterns, meet forecast demand through a dynamic staffing model, and monitor the quality of the services we render to Iowa providers. 
We generate our Customer Care MIS telephone system report daily. This online report provides daily, week-to-date and month-to-date information and statistics on call availability, answering speed, on-hold time and abandonment rates. We will provide the State with reports that track the daily availability of telephone service, the monthly telephone average speed of answer (ASA), the monthly average on-hold time and the average monthly abandonment rates. In addition, we supply quarter-end and year-end telephone system reports no later than the last day of the month following the reporting period.
6.1.6.4 Provider Training. 
The Contractor shall provide ongoing and at a minimum annual, education and training to the provider network….: 
6.1.6.4.1 The role of the care coordinator and the importance of notifying a member’s care coordinator, as …; 
6.1.6.4.2 Critical incident training as described in Section 10.4.3;
6.1.6.4.3 Abuse and neglect training including procedures and requirements for: (i) preventing; (ii) identifying; (iii) reporting; (iv) investigating; and (v) remediating suspected abuse, neglect and exploitation of members;
6.1.6.4.4 Provider requirements and responsibilities;
6.1.6.4.5 Prior authorization policies and procedures;
6.1.6.4.6 Claims submission processes; 
6.1.6.4.7 Claims dispute resolution processes;
6.1.6.4.8 Any applicable Medicaid policies including updates and changes;
6.1.6.4.9 Person Centered Planning Process; and
6.1.6.4.10 HCBS settings per CMS regulations.
Attachment 5 Question (6.1.6 Provider Relations and Communications):
5. Describe your provider training plans.
Provider education, training and timely communication and dissemination of information are essential to helping providers understand the new program and our operations. We are committed to compliance with all relevant requirements for the reproduction and distribution of materials to providers, in accordance with time frames established by the Agency for this program. 
We use accessible, in-depth provider education to create seamless onboarding of new providers. Newly contracted providers receive provider education that includes a combination of proven training techniques that providers prefer such as site visits, town hall sessions and telephone outreach. Effective communication with our providers is the key to assuring the best care to our members. We use a continuum of media for regular and timely dissemination of health plan information and State-provided documents to providers described next. 
Initial Provider Training
We have a well-developed provider orientation program that includes educational mailings, online seminars, and on-site provider visits and group trainings. Our initial provider training covers a number of subjects, including:
Cultural competency and how to obtain culturally relevant materials
How to use interpreter services, for non-English speaking members
How to obtain materials in alternate formats
Integration of physical and BH care 
The role of the care coordinator and the importance of notifying a member’s care coordinator of any significant changes in the member’s condition or care
Critical incident training 
Abuse and neglect training including procedures and requirements for: (i) preventing; (ii) identifying; (iii) reporting; (iv) investigating; and (v) remediating suspected abuse, neglect and exploitation of members
Provider requirements and responsibilities
Prior authorization policies and procedures
Claims submission processes and dispute resolution processes
Any applicable Medicaid policies including updates and changes
Seeking Safety (training to integrate treatment for trauma and substance use)
Recovery and Resiliency toolkit (recovery and wellness planning)
Ongoing Provider Education 
Ongoing training to providers and their staff is essential as we transform the delivery system. After the initial provider training, our provider relations team remains in frequent communication with our providers through mail, phone and fax to update them on program changes, answer their questions and maintain current provider contact information for the Provider Directory. In addition to regularly scheduled meetings, our staff meets with providers one-on-one to provide focused training that addresses any concerns and issues related to outlier data and potential non-compliance. We send all network providers, including those who have attended these training sessions, an educational packet and instructions related to pursuing additional provider training opportunities. Other modes of ongoing training include:
Provider Training Manual (Provider Administrative Guide): All network providers receive a printed copy of the provider training manual upon request. The Provider Administrative Guide is also posted on the provider portal. It includes information about program benefits and our policies and procedures, and information regarding payment terms and utilization review. 
Provider Newsletter (Practice Matters) and Service Bulletins: Also communicated in training and educational information is our quarterly provider newsletter. Practice Matters contains program updates, claims guidelines, cultural competency and linguistics information, clinical practice guidelines, information on special initiatives and articles regarding health topics. The service bulletins are also listed on the provider portal and recapped in Practice Matters. 
Provider Portal: Our Web-based provider portal is integrated with our critical systems. Our interactive website enables providers to electronically determine member eligibility, submit claims and ascertain the status of claims. The provider portal will contain an online version of the Provider Administrative Guide, the Provider Directory, clinical practice guidelines, quality and utilization requirements, and educational materials.
Field-based provider training: Field-based training is an important component of our continuous quality improvement efforts. We schedule trainings and educational forums. The provider advocate team holds at least monthly meetings with high-volume providers to present regular updates and refresher trainings. We hold Joint Operating Committee (JOC) meetings with key facilities to address operational issues, including training needs. 
Biopsychosocial Assessments: We provide mental health and substance abuse assessment tools to medical practitioners to incorporate in conducting assessments of members. This ensures that the members’ medical and BH needs/conditions are identified and addressed through direct treatment by the provider or referral to a specialty provider with care coordination.
Iowa Chapters – HFMA – Healthcare Financial Management Assoc., IMGMA – Iowa Medical Group Management. Association, AAHAM: As a recognized thought leader and innovator in the industry, we are invited to attend and serve as panel members on a quarterly basis.
Administrative Advisory Council (ACC): We use the ACC to provide ongoing medical practice staff input into UnitedHealthcare and in our relationship and interactions with practice administrators, physicians and clinical network partners. Our existing Iowa-based AAC meets quarterly to involve network providers in dialogue that specifically focuses on priority issues such as health care transformation, administrative topics and provider/member support. We will add Medicaid-specific providers to this council.
HCBS and LTSS Specific Education/Training
We educate providers through our website and our Provider Administrative Guide. Our provider relations team also conducts in-person education and training and hosts provider town halls. Historically, LTSS providers have benefited from targeted training, especially those new to managed care. We reach out to providers with face-to-face meetings, WebEx and through professional events, so that we are available to support claims submission and managed care processes. We produce instructional materials, covering topics of particular interest to LTSS providers. Our trainings cover administrative topics, such as eligibility verification, claims filing, billing and coding practices and basic modules on chronic disease education for the members they serve. We recognize that LTSS providers are unique. 
Provider-Specific Education
While all providers receive the training previously described, we recognize specific providers and provider groups have training needs that may be unique, and we host additional, specialized trainings to meet the needs of physician groups and facilities. For example:
Acute Care: We provide acute hospitals with individual on-site provider trainings that address their individual concerns in a forum specific to their needs and environment.
FQHCs: When possible, we provide training at individual FQHCs. The attendance is greater and the discussions are more productive. 
Cultural Competency Training 
As detailed in Section 6.1.4, Cultural Competency, our local leadership team is accountable for creating and maintaining a cultural competency plan and a structure which supports the achievement of the best clinical outcomes and quality of care through culturally proficient care to all members.
6.1.6.5 Communication Review and Approval 
All Contractor developed provider communications must be pre-approved by the Agency. Unless otherwise …
We will establish a communication review and approval procedure in compliance with Section 6.1.6.5 Communication Review and Approval of the Scope of Work. We will obtain approval on all provider communications by developing them and submitting them to the State at least 30 days prior to intended use. We will not use materials until they are approved by the State.
Working Hand in Hand with Iowa
[bookmark: _Toc416176741]
Iowa required a change to reimbursement in 2013 for FQHC/RHCs, a large project for the program. Working closely with the State to fully understand the requirements, we developed and executed an educational plan with the Primary Care Association, the Rural Health Association and all FQHC/RHCs. We educated the Associations and the providers on the changes, and then proceeded with contracting with the FQHC/RHCs for the new payment methodology. We worked closely with providers to establish best practices while monitoring claims activity to assure the new payment methodology was implemented per State guidelines. The change was adopted without disruption. 

[bookmark: _Toc416176514][bookmark: _Toc417717464][bookmark: _Toc418958564]6.1.7 Contractor Developed Materials 
All materials developed by the Contractor shall be made available to the Department and archived in an electronic library. The materials shall be available to the Department throughout the Contract term and transitioned to the Department after the Contract term. 
All materials that we develop for the State will be made available to the Department and are maintained in a central file and will be available upon request during the contract term.
[bookmark: _Toc417717465][bookmark: _Toc418958565]6.1.8 Notification of Provider Disenrollment 
The Contractor must make a good faith effort to provide written notice of a provider’s disenrollment to any member that has received services from that provider or otherwise sees the provider on a regular basis. Such notice must be provided within fifteen (15) calendar days of the Contractor’s receipt or issuance of the provider termination notice. The Contractor shall also notify the Department and the Office of the Inspector General of such disenrollment and in compliance with 42 CFR 1001. 
Attachment 5 Question (6.1.8 Notification of Provider Disenrollment):
1. Describe procedures for ensuring continuity of care and communication with members when a provider disenrolls.
Fortunately, the loss of a large provider group or facility is rare. We understand and will comply with all requirements in 6.1.8 Notification of Provider Disenrollment, 12.10 Termination of Providers, as well as 42 CFR §455.416, regarding related notification requirements, submission of termination work plans, care coordination, continuity of care and reporting requirements. 
Addressing the Loss of a Provider 
The ability to recognize and respond to potential critical gaps in service in a timely manner occurs through interdepartmental coordination among provider services, care coordination, medical management and quality management. Effective communication is essential when developing immediate interventions, making certain that members receive care with no disruption. We maintain policies and procedures designed to certify:
Ongoing monitoring of the potential for network disruption so, whenever possible, the disruption can be averted or its impact minimized.
Members receive adequate and timely care during periods of temporary network disruption, including facility closure(s) or loss of major provider(s).
Post-disruption processes, payment of claims are addressed; and operational, financial reconciliation, member reconciliation and claims payment issues are minimized as the network returns to normal.
System to Identify and Notify Members Affected by Provider Termination
When a provider termination occurs, a report is generated from the CSP claims system identifying the members affected. When reassignment of members is required because of the loss of a contracted provider, group or a clinic site, affected members are notified via their preferred method of communication at least 15 days prior to the effective date of the provider’s termination date (if adequate notification was received) or at least 15 days after receipt or issuance of the termination. Our member services team initiates auto-assignment of each affected member within 24 hours of the termination notice. 
Automated Systems and Supports to Assist Members with Transition
To ensure continuity of care, we implement our PCP auto-assignment process to assign new PCPs to members affected by a PCP termination. Our current process will be modified to make certain that it selects a PCP based upon criteria including, but not limited to: provider specialty, gender preference (optional), whether the provider has open panels and meets distance and requirements and language preference.
[bookmark: _Toc417717466][bookmark: _Toc418958566]6.1.9 Medical Records
The Contractor shall develop and implement policies, procedures and contractual requirements for participating provider medical records content and documentation in compliance with the provisions of Iowa Admin. Code 441 Chapter 79.3. Such policies and procedures shall be subject to Agency review and approval and shall be communicated to network providers. The Contractor must assure that its records and those of its participating providers document all medical services that the member receives in accordance with Law and consistent with utilization control requirements in 42 CFR 456. The Contractor’s providers must maintain members’ medical records in a detailed and comprehensive manner that conforms to good professional medical practice, permits effective professional medical review and medical audit processes, and facilitates an accurate system for follow-up treatment. Medical records must be legible, signed, dated and maintained as required by Law. 
6.1.9.1 Maintenance and Retention 
The Contractor shall maintain a medical records system which: (i) identifies each medical record by state …
6.1.9.2 Member Rights 
In accordance with 42 CFR 438.100(b)(2)(vi), the Contractor must maintain methods and procedures that …
6.1.9.3 Access to Medical and Financial Records 
Within the timeframe designated by the Department or other authorized entity, the Contractor’s providers must …
6.1.9.4 Confidentiality of Medical Records 
All medical records of members shall be confidential and shall not be released without the written consent of …
Attachment 5 Question (6.1.9 Medical Records):
1. Describe your process for transmitting and storing medical data, including the use of technology and controls to ensure confidentiality of, and access to, medical records.
Medical Record Access, Retention and Protection
We maintain policies and procedures that require staff, vendors and providers to keep confidential all information obtained during the course of a member’s medical treatment and diagnosis. All discussions or electronic transmissions of such confidential information in the course of duty will be discrete and in accordance with confidentiality regulations. All personal information including individually identifiable information including a member’s name, address, phone number, Social Security number, email address or anything else that would reveal the identity of the individual and any information regarding member’s medical records will be protected and at no time accessible to unauthorized entities in accordance with applicable law.
Confidentiality
Except as otherwise provided by law, all member records containing clinical, social, financial or other data designated as protected health information (PHI) will be treated in a strictly confidential manner. They will be reasonably protected from loss, tampering, alteration, destruction and unauthorized or inadvertent disclosure of information.
All medical records will be stored in a protected manner. The member’s medical record information will not be released unless:
Written consent, either routine or special, from the member has been obtained
The information has been authorized by law
When there is a valid, insurance related, plan related or health related need to know by a person whose job description or position in MHP has the authority to request or evaluate any member’s record information
Upon employment, each practitioner office employee will sign an agreement that all member information is confidential
All practitioner office staff will be trained in the appropriate handling of medical records and member information. Training will include the following:
Proper disposal or destruction of medical record information, specifically, any disposal or destruction of medical information must be conducted in such a way that ensures that the medical information cannot be retrieved in any identifiable form by any other person or entity
Proper disclosure of medical record information to members and to those entities permitted under federal law to receive confidential medical record information
Proper de-identification techniques required for data collection and analysis
Techniques for obtaining a signed release from the member or his/her authorized representative including verification of the identity of the requestor
Proper maintenance of medical records in a secure place at all times
Information System Compliance
Our information systems are fully compliant with the privacy and confidentiality requirements associated with HIPAA, as amended or modified, as well as Iowa state laws. We comply with HIPAA electronic data interchange (EDI) requirements, including the HIPAA-compliant format version. Our systems fully comply with HIPAA privacy and transaction and code set standards. We use standard HIPAA 820, 834, 835, 837D, 837I, 837P, 270/271U, National Council for Prescription Drug Program (NCPDP) Post Adjudication History (PAH), 276/277 and 278 file formats for electronic transactions. We are in compliance with the new x12 5010 EDI standards. We have implemented a robust regulatory monitoring process to maintain compliance with both state and federal laws.
Process for Transmitting Medical Data
We rely on our Electronic Customer Gateway (ECG) for data/file exchanges. Our ECG service for business-to-business information exchanges provides a secured and security-compliant electronic transport mechanism for internal entities and external business customers to exchange data files, such as 834 (enrollment/eligibility) and 837 (encounters) on demand or via scheduled integration with job automation and control services, including transmission validation. The ECG provides:
Secured transport and non-repudiation of file transfers between UnitedHealthcare and external parties
Secured file exchange between internal UnitedHealthcare servers using client-base file transfer application
Activity/audit reporting and UnitedHealthcare information technology security compliance
ECG uses secure file transfer protocol (SFTP), hypertext transfer protocol secure (HTTPS) and plain file transfer protocol (FTP) with encrypted files transport methods. We coordinate with external partners to ensure valid and complete data exchanges. Access is further limited through the use of firewalls and physical separation of processing systems to mitigate unwanted access.
We will collaboratively work with the Agency to transmit non-proprietary data relevant for analytical purposes to the Agency on a regular schedule in XML format. Our dedicated IS coordinator will be responsible for ensuring all program data transactions are in compliance with the terms of the contract.
Process for Storing Medical Data
[bookmark: _Toc376861365]UnitedHealthcare information assets are backed up on a regularly scheduled basis to ensure availability of information assets and limit data loss in the event of an outage. System and Information Owners are accountable for determining what assets are backed-up, per UnitedHealthcare’s classification levels. Backups may include, but are not limited to:
	Master files
Databases
Transactions files
System programs/utilities
	Application software
Parameter settings
System documentation


We have two operational environments: distributed and mainframe.
In the distributed environment, we have a backup policy of maintaining two copies of operational data at its secured technology centers. The primary copy is maintained on online disk storage in the same technology center where the business application resides to facilitate rapid access for operational recoveries and is not encrypted. The second copy is electronically transmitted via our internal network and stored at a geographically dispersed facility for risk management and disaster recovery purposes. In reference to the second copy, we are the sole entity in the chain of custody for the data, and have opted to encrypt the data, at the time the media is written, for risk mitigation purposes.
In the mainframe environment, we use geographically dispersed mainframes for “Rapid Recovery” that use internally secured networks to transmit the backup data. In this situation, we maintain sole custody of all data with encryption of tape media at both primary and secondary locations.
Operational Backups
The data protection infrastructure exists in all primary technology centers. The overall concept is to maintain a primary copy locally, with a second copy geographically dispersed off-site. Off-site copies are maintained within our owned facilities to reduce cost and business risks data are segregated by production/non-production and functional characteristics, i.e., Wintel, UNIX, Database, Archive. The process is managed by IBM’s Tivoli Storage Manager (TSM) product.
Our backup strategy includes:
Systems and databases are backed up daily
The primary copy is held in virtual tape and off-site copies are replicated before the next cycle begins
Five versions of a file are retained for operational recovery
Deleted files are kept in the system for 90 days
Twenty-one versions of databases are kept for operational recovery, in addition to transaction logs
Primary (on-site)
Virtual tape library system that emulates physical tape system and stores data on hard drives, which facilitates fast backup and restore time
Primary use: Operational recovery of systems in place in case of data corruption or accidental deletion
Off-Site
Physical tape libraries located in our geographically dispersed location(s)
Connection to backup server is across our Wide Area Network, data are written to the alternate location, eliminating the need for third-party off-site storage
Primary use: Disaster recovery of systems as defined by the Recovery Point Objective and the Recovery Time Objective (RPO and RTO) at an alternate site
Retention/Preservation
UnitedHealthcare maintains strict data retention policies/standards, which address three business-driven retention requirements. These standards are maintained and managed by our enterprise storage services and records information management teams and encompass the mainframe and distributed environments. A synopsis of these policies/standards is as follows:
Operational: Backups that are used for file/database restoration resulting from a near term operational loss of data or disaster recovery (testing or actual) is retained for a period of 15 to 90 days.
Regulatory: Records information management establishes the policies and standards for data retention necessary to meet regulatory requirements (SOX, HIPAA, Contracts, Financial, etc.). These retention periods range from –three to 10 years depending on the content, risk and regulatory requirements of the data.
Legal Holds: This process is driven by our legal department. For data relevant to litigation activities, we may be required to suspend destruction until the matter has been remediated. Issuance of a legal hold takes precedence over data retention policies and does not require business owner approval to implement.
Full backups are performed weekly with daily incremental backups; however, applications may require more or less frequent backups determined by business need.
Retention on full backups may be maintained for upward of 12 cycles (for the monthly runs), 52 cycles (for the weekly), and three weeks of daily incremental updates, prior to recycling/rewriting over media.
Data retention requirements are driven by Records Information Management Policies (RIMS) based on governance requirements and drive retention periods (preservation orders, SOX, HIPAA). These full backups are separate and distinct from operational backups.
[bookmark: _Toc417717467][bookmark: _Toc418958567]6.1.10 Availability of Services 
The Contractor must ensure that network providers offer hours of operation that are no less than the hours of operation offered to commercial members or comparable Medicaid members, if the provider serves only the Medicaid population. The Contractor must also make covered services available twenty four (24) hours a day, seven (7) days a week, when medically necessary. 
Attachment 5 Question (6.1.10 Availability of Services):
1. Describe your plans to ensure that network providers offer hours of operation that are no less than the hours of operation offered to commercial members or comparable Medicaid members.
As part of their provider agreement and in compliance with RFP Section 6.2.1, we require providers to comply with appointment and wait time access standards. We educate providers about appointment and wait time access standards through our biannual, large-scale provider orientation; ongoing provider group meetings, one-on-one provider office training sessions; the Provider Administrative Guide; provider newsletter updates; and information and educational materials on our secure provider portal. As part of their agreement, providers agree not to segregate our members in any way from the other individuals receiving services, except for health and safety reasons; provide services without regard to race, color, creed, sex, religion, health status, income status, or physical or mental disability; and offer hours of operation that are no less than the hours of operation offered to commercial/employer group members or other members. Adherence to this requirement is monitored by our external vendor, DialAmerica, which makes outbound phone calls to providers to verify office hours for all participating lines of business. 
6.1.11 Provider Compliance hawk-i Survey Results:
In a 2014 survey of the hawk-i program, we found the following results:
After-Hours: 95.3 percent of surveys completed were compliant
Emergency Information: 97.2 percent of surveys completed were compliant
Urgent Care: 97.2 percent of surveys completed were compliant
Routine Appointments: 90.7 percent of surveys completed were compliant
Compliant with all metrics: 83.3% completed were compliant 

The Contractor shall establish and implement procedures, subject to Agency review and approval, to ensure that network providers comply with all access requirements specified in this RFP, including but not limited to appointment times set forth in Exhibit B, and be able to provide documentation demonstrating monitoring of compliance with these standards. The Contractor shall establish a mechanism to regularly monitor providers to ensure compliance, and shall take corrective actions if a provider is found to be noncompliant. The Contractor shall maintain an emergency/contingency plan in the event that a large provider of services collapses or is otherwise unable to provide needed services. See Exhibit B for more details. 
Attachment 5 Question (6.1.11 Provider Compliance):
1. Describe procedures for ensuring network providers comply with all access requirements and for monitoring providers for compliance.
We understand that timely access to care is essential for members and their family and we have programs in place to verify that members can reach a contracted provider during business hours. As noted in the table that follows, providers are informed during orientation of their contractual obligations to comply with appointment and wait time standards as specified in Section 6.2.3 and Exhibit B, MED-16-009 Scope of Work document. We also communicate this information in ongoing training and education such as the Provider Administrative Guide (our provider handbook), available online on our provider portal. 
	Appointment Availability Access Standards for Care
	Standard

	Emergent/Emergency
	Within 15 minutes of presentation at a service delivery site.

	Urgent 
	Within one hour of presentation at a service delivery site or within 24 hours of telephone contact with provider or us.

	Mobile Crisis
	Members in need of mobile crisis services shall receive services within one hour of presentation or request.

	Persistent symptoms 
	Members with persistent symptoms shall be seen by an appropriate provider within 48 hours of reporting symptoms.

	Routine
	Members with need for routine services shall be seen by an appropriate provider within three weeks of the request for an appointment. 

	Substance Abuse & Pregnancy
	Members who are pregnant women in need of routine substance abuse services must be admitted within 48 hours of seeking treatment.

	Intravenous drug use
	Members who are intravenous drug users must be admitted not later than 14 days after making the request for admission, or 120 days after the date of such request if no program has the capacity to admit the individual on the date of such request and if interim services are made available to the individual not later than 48 hours after such request.


We will monitor provider compliance with appointment availability requirements and wait time standards in a number of ways to confirm care access or to identify gaps. We use member feedback through our care coordination team, member complaints, quarterly service availability surveys and geographic access and availability studies. In keeping with our core values, we also monitor member outcomes related to appropriate access to care. 
Provider Compliance Surveys
To further evaluate provider compliance with availability requirements, we contract with DialAmerica, a vendor with expertise in conducting phone surveys to perform an annual audit of compliance with availability standards. The phone calls are placed to a random sampling of high-volume PCPs and specialty types such as otolaryngology, cardiology, orthopedic surgery, psychiatry, psychology, allergy/immunology and OB/GYN providers. DialAmerica solicits information about appointment availability and access, and results are measured against pro forma contract requirements and in accordance with our internal appointment and access policy.
Other Provider Compliance Monitoring
In addition to provider survey efforts, we have a supporting mix of monitoring techniques to verify that our network meets required access standards—both appointment availability and wait times—resulting in adequate and timely access to care. Through careful review of these reporting mechanisms, written policies and procedures, and our contractual relationships with providers, we identify gaps and quickly identify, develop and implement action plans to resolve potential access issues, which could include reports of provider panel size, member and staff feedback, HEDIS data, claims data and medical record reviews for targeted PCPs. When availability standards are not met, provider advocates conduct outreach and education to providers to reinforce standards compliance.
Practitioner accessibility and availability monitoring is conducted on an ongoing basis to measure performance against established standards for reasonable geographic location of practitioners, number of practitioners, appointment availability, provision for emergency care, and after-hours service. Specific deficiencies are addressed with a corrective action plan and follow-up activity is conducted to reassess compliance. Data are presented by network management or quality improvement staff to the SQIS for recommendation, which we describe in 6.1.1. We may also discuss access issues at the Provider Advisory Committee (PAC), also a Quality Improvement (QI) subcommittee. Both the SQIS and the PAC have final recommendations reported to and approved by the QMC. 
Attachment 5 Question (6.1.11 Provider Compliance):
2. Describe emergency/contingency plans in the event a large provider is unable to provide needed services.
[bookmark: _Toc416176746]In the event that a large provider is unable to provide needed services, we will rely on our established Group Business Continuity Planning Benefits, which ensures continuity of care for our Iowa High Quality Healthcare Initiative members throughout the State.
During disasters, we encourage members and providers to use the toll-free numbers we have already provided to them to help ensure their calls are routed appropriately. We recognize that in the confusion of evacuation and the aftermath of a disaster, people may not have these numbers readily at hand, so we have created single entry points into our customer care organization, which we publish in press releases associated with our event response.
Each disaster is unique and our response is customized based upon need and the services UnitedHealthcare provides to members in the impacted area. The following are potential activities that may be included as part of our overall efforts:
Medical benefits may be temporarily modified to assist members preparing for, or responding to, the disaster to ease access to health care. These actions may include: removing PA/notification requirements, allowing early refills of prescription medication, easing restrictions on use of out-of-network providers and providing early replacement of durable medical equipment.
The Optum Crisis Counseling line may be made available to the community as a whole to provide mental health support to those who may need it. This is free of charge and open to anyone impacted by the event.
Our local clinical directors collaborate to identify members currently hospitalized or at long-term care facilities, evaluate the provider capacity within the geographic area, and where appropriate, identify reassignments and communicate this information to members and providers.
Our medical directors review care coordination and disease management files to identify members at most risk due to disease severity or fragility. These members are a priority to contact to arrange for care continuity and determine if they need evacuation assistance.
UnitedHealthcare’s hospice patients are identified, and our care managers verify adequate supplies and prescription medications are available. In the event the member is to be evacuated, appropriate sites and resources are identified to meet the transportation and ongoing needs of the individual.
UnitedHealthcare employees and local leaders often participate in community recovery and rebuilding efforts as part of our social responsibility efforts to support the communities in which we work.
Our compliance team proactively searches for any regulatory orders related to the event, such as state-level executive orders, Department of Insurance Orders or U.S. Department of Health and Human Services’ or Centers for Medicare and Medicaid Services’ orders, to make sure we are addressing all regulatory requirements.
[bookmark: _Toc374541338]Iowa Disaster Recovery Efforts
Member Story
In 2013 and again in 2014 UnitedHealth Group Acted to Support People in Iowa, Illinois and Nebraska Affected by Tornadoes and Floods. Our support included a free emotional-support line to help people in the affected communities, early refills of prescription medications and assistance to health plan participants who were affected and needed to make alternate arrangements to ensure continuity of care. We also supported the efforts of the American Red Cross Disaster Relief Fund, which helped people in the affected communities.

[bookmark: _Toc416176519][bookmark: _Toc417717469][bookmark: _Toc418958569]6.2 Network Development and Adequacy 
[bookmark: _Toc417717470][bookmark: _Toc418958570]6.2.1 Member Choice 
Consistent with the requirements in Exhibit F, the Contractor shall maintain a network sufficient to offer members a choice of providers to the extent possible and appropriate. The Contractor shall provide a complete description of how it will ensure members the right to select the providers of their choice without regard to variations in reimbursement. If a member enrolls with the Contractor and is already established with a provider who is not a part of the network, the Contractor shall make every effort to arrange for the member to continue with the same provider if the member so desires. In this case, the provider would be requested to meet the same qualifications as other providers in the network. Please see to Section 3.3 on specific requirements related to continuity of care.
We will provide Iowa High Quality Healthcare Initiative members a fully compliant network that provides an appropriate choice of providers to the extent possible. We clearly and consistently communicate to our members that they have a choice of PCPs. This information is noted in the welcome letter, the Member Handbook and during both welcome calls and anytime when a member calls into the member services center. This is designed to make sure members select PCPs that they are comfortable with, and as a result more likely to make an appointment that they will keep. We will allow members to select a provider of their choice, regardless of any variations of reimbursement. 
Our approach to care delivery begins with the member. Our person-centered approach puts the individual first in decision making, choices and preferences. Person-centered care is consistent with our member empowerment culture that promotes decision making from individuals despite frailty, cognitive impairment or the location in which services are provided. It includes the valuable input of knowledgeable care partners and integrates all aspects of daily life, creating environments where people can truly thrive and grow. 
We allow for continuation of existing relationships with out-of-network providers when considered to be in the best medical interest of the member. For example, we continue to authorize services for an out-of-network provider for continuity of care purposes if it is deemed in the member’s best medical interest by our senior clinical leadership. We attempt to contract with the out-of-network provider and alternatively, work closely with the member and the provider to gradually transition their care to a contracted provider. 
[bookmark: _Toc417717471][bookmark: _Toc418958571]6.2.2 Network Development and Maintenance 
The Contractor must maintain and monitor the provider network in accordance with all Federal and State of Iowa laws and regulations. The Contractor must be able to demonstrate to the Agency that all providers are credentialed. In establishing and maintaining the network, the Contractor shall: 
6.2.2.1 Not execute provider agreements with providers who have been excluded from participation in the …; 
6.2.2.2 Consider (i) the anticipated Medicaid enrollment; (ii) the expected utilization of services, taking into …; 
6.2.2.3 Develop and implement written policies and procedures, subject to Agency review and approval, for the …; 
6.2.2.4 Not refuse to credential and contract with a qualified provider, on the sole basis of the network already …;
6.2.2.5 In accordance with 42 CFR 438.12, the Contractor may not discriminate for the participation, …;
6.2.2.6 As permitted by Law, for the first (2) years of the Contract, the Contractor shall give all of the following …; and 
6.2.2.7 For all provider types, not described in Section 6.2.2.6, in developing the provider network during the …
6.2.2.8 Notwithstanding the requirements set forth in 6.2.2.6 and 6.2.2.7, if the Contractor declines to include …
6.2.2.9 IDPH will procure the provider network for IDPH-funded substance abuse treatment services….
Attachment 5 Question (6.2 Network Development and Adequacy):
1. Describe in detail your plans to develop and maintain a comprehensive provider network, including goals and tasks and the qualifications and experience of the staff members who will be responsible for meeting network development goals.
As described in more detail in Section 6.1, our network development plan is an all-inclusive strategy whereby we continue to offer participation in our network to any willing and qualified providers throughout Iowa. Our goal is to provide a comprehensive array of all provider and facility types to serve the Iowa High Quality Healthcare Initiative members regardless of their medical, behavioral or LTSS care needs and within easy access of their geographic locations.
Implementing our network development plan and provider relations plan is a local, seasoned team led by vice president of network management, Rita Donovan. Ms. Donovan was born, raised and educated in Iowa and is a resident of Clive, Iowa. With more than 30 years of managed care experience, working on the payer and provider side, Ms. Donovan knows the unique qualities of Iowa health care, and the specific challenges of a rural geography.
Ms. Donovan manages the local network management team that enhances, maintains and monitors our contracted provider network to verify all medically necessary covered services are accessible and available to our members as well as medical network contracting and provider relations for all lines of business in Iowa. The Iowa network management team includes 18 professionals, more than half of whom are native Iowans, who collectively have more than 350 years of managed care experience. We are also actively expanding this team with six new FTEs that will help support the Iowa initiative.
Network Development Plan
Our primary goal of establishing a high-quality health care delivery system for all members is accomplished through a comprehensive network that includes the full complement of network providers necessary to adequately support members. We are confident the ongoing network development activities and substantial operational infrastructure will enable us to successfully implement a network meeting the individual needs of members statewide and in full compliance with Section 6.2.2.1 – 6.2.2.9 of the Scope of Work document. 
Developing Recruitment Work Plans
We use gap analysis data to develop a Network Recruitment Work Plan to guide our network development efforts, emphasizing specific provider types and geographic areas demonstrating the greatest need. The plans are designed and maintained according to State requirements and internal assessments. 
Anticipated Enrollment 
We continuously monitor and examine our networks to determine adequate access to care and agree to provide adequate access to all services covered under this contract based on the expected enrollment and utilization of members. To make certain our members have ready access to needed services, we will use access standards as set forth by the State in Section 6.2 Network Composition Requirements and in compliance with 42 CFR 438.207 in the Scope of Work. These access standards also reflect our experience serving Medicaid and CHIP members in other markets to guide our network development activities and enable us to meet or exceed the State’s standards with the Medicaid population in mind. Our network protocol for medical providers is published in our Provider Administrative Guide, which is given to each of our contracted providers and is also available prior to the start of the program in the section of our website set aside for provider information. Our QMC is responsible for monitoring all aspects of provider compliance with appointment access standards required by the State.
Expected Utilization of Services 
Our network team continuously examines our networks to certify compliance with State and federal requirements. We actively monitor all components of our provider network, including primary care, specialty care and BH providers; hospitals; laboratory, radiology and other ancillary services; dental, vision and LTSS providers; and pharmacy to identify issues or trends with individual providers and to provide access for all members. Data sources for assessing provider network compliance include GeoAccess reports, member satisfaction survey results, care manager feedback and referrals and medical records reviews for targeted PCPs.
Our process for monitoring and ensuring adherence also encompasses conducting annual provider access and appointment availability studies that include the evaluation of appointment access by provider type. If we find providers are non-compliant after the initial survey, we offer them education on their contractual requirements and re-survey them. 
Number and Types of Providers Required to Furnish Contracted Services 
Our network development plan is designed to meet or exceed the State’s requirements for network access; adequacy and managed care benefit coverage, and will include the full complement of network providers necessary to adequately support members. Steps included in determining the provider network needs include:
Assessing the estimated number of members served in each county
Understanding the health care services required under the contract
Complying with access standards and requirements for GeoAccess distance and travel time 
Understanding the special needs of the members, including their cultural, language, race and ethnicity characteristics 
We prioritize engagement with qualified Medicaid providers who promote culturally sensitive environments and embrace the role of the health care provider in minimizing health care disparities. 
We identified significant numbers of traditional providers who have served this population through review of the State’s provider lists, Strenuus Data to compare competitor networks, incumbent MCO network directories, the Health Resources and Services Administration (HRSA) Primary Health Care website for FQHCs and RHCs, and provider community networking. Hospitals providing care to this population were identified through historical hospital Medicaid discharge information. 
We are offering participation in the programs to all physicians, hospitals and ancillary providers currently participating in our commercial and Medicare, TRICARE and hawk-i network, as well non-par providers identified through our Strenuus data. In addition, we are recruiting physicians and other providers, including home and community-based service providers, who were not currently participating with us. 
During the period from proposal submission to contract implementation, we will continue to add providers to our network as necessary to maintain and enhance appropriate program access and availability standards, with a focus on recruiting additional physicians located proximate to high-density ZIP codes using the State’s demographic information by ZIP code when available. We are confident that we will have a robust, contracted and committed quality network with which to serve all members.
National FQHC Advisory BoardMember Story
Several years ago, UnitedHealth Group launched a national FQHC advisory board comprising key leaders. As part of our mission to expand access to and improve the quality of health care services for all Americans, we have heavily invested in supporting our nation’s community health center program. We created an FQHC Centers of Excellence program, unleashed a major effort to enroll health centers in our networks, formed a strong partnership with the National Association of Community Health Centers, and have taken a strong advocacy stance to help educate legislators and the public about the valuable work done by health centers in our nation’s communities. The FQHC Advisory Group will specifically focus on priority issues such as:
Innovation that enhances the coordination-of-care through the medical home in FQHCs
Improving our public accountability for quality through the adoption and use of industry-standard measures to monitor and manage FQHC performance
Engagement of FQHCs with UnitedHealth Group in community initiatives to advance population-based prevention strategies
Opportunities and strategies that will advance the application of electronic and other technologies to realize simpler, mutually beneficial and cost-effective data-based interactions
Alignment of quality and reimbursement
Emerging FQHC trends that may impact payer relations and operations

Member to Provider Ratios 
We have established minimum specialty-to-member ratios for high-volume specialties to make certain that our network will be sufficient to provide adequate access to covered services for the population. For most specialties, we have based these ratios on standards established by CMS for the Medicare Advantage population, which we believe will support the higher utilization demand of the Medicaid population. The ratios are specific to specialty types and geographic areas (urban versus rural) for our network. The minimum ratios for otolaryngologists and obstetricians are based on our experience serving the Medicaid population, which has a high percentage of children and pregnant women. 
Number of Providers Accepting New Patients 
With the goal of ensuring all members are able to receive needed services in accordance with the State’s availability standards, we analyze network accessibility for the population and recruit new providers and facilities (including key specialty needs) in areas where access is lacking. This analysis includes maintaining a network development plan that anticipates and identifies network providers who may not be accepting new Medicaid patients.
When we identify a need to increase access to care for our members, we work intensively with community PCPs in the area—such as FQHCs, other community health centers, and high-volume community primary care practices—to implement strategies to improve access by: 
Adding hours for physicians and extending operating hours at multiple health center sites 
Exploring availability of convenience care clinics to assist PCPs with the provision of care for minor illnesses
Exploring the availability of mid-level practitioners such as advanced nurse practitioners and physician assistants
Managing the assignment of new members when we default PCP assignments 
Distance Standards, Cultural Considerations and Physical Restrictions (6.2.2.2)
Transportation and physical access for members with disabilities are considered when establishing network service delivery. Distance travel time, means of typical transportation for members and physical access for members with disabilities are considered when establishing service delivery, in addition to the cultural, ethnic, race and language needs of members in number, mix and geographic distribution. We agree to provide adequate access for all services covered under this RFP based on enrollment and utilization of members. Without timely care, members may present in the ER for routine care or delay care until their condition is serious enough to require emergency intervention or hospitalization. To make certain our members have ready access to medical homes, we have established access standards as set forth by the State, and our comprehensive network enables us to meet or exceed these standards. In fact, we have based our ratios for specialists on standards established by CMS for the Medicare Advantage population, which we believe will support the demand of the population. 
[bookmark: _Toc417717472][bookmark: _Toc418958572]6.2.3 Network Adequacy 
The Contractor shall document adequate network capacity at the time it enters into the Contract with the State, at any time there is a significant change in the Contractor’s operation or the program, changes in services, changes in benefits, changes in payments, enrollment of a new population, or as otherwise requested by the State. The documentation of network adequacy shall be signed by the Contractor’s Chief Executive Officer (CEO) and submitted at the required frequency and in the required format as determined by the Agency. Network adequacy is addressed through different performance indicators specified in the Contract that focus on specific time and distance measures and the provider number, mix and geographic distribution, including the general access standards set forth in Exhibit B. The Contractor shall provide the Agency written notice at least ninety (90) calendar days in advance of the Contractor’s inability to maintain a sufficient network in any county. 
6.2.3.1 Rural Considerations 
The availability of professionals will vary from area to area, but access problems may be especially acute in rural …
Attachment 5 Question (6.2 Network Development and Adequacy):
2. Describe your strategies for provider outreach and contracting in rural areas.
We recognize our responsibility to provide Iowa High Quality Healthcare Initiative members with accessible services and providers, and the unique challenges posed by rural considerations. Innovative strategies to outreach and contract with rural providers include: 
Telemedicine: We look forward to working with the State to identify and develop a comprehensive telemedicine policy for both medical and BH, thereby increasing member access to care. We understand rural access requirements and the unique challenges to provide high-quality care in such regions, as we have extensive experience in serving rural areas in other states such as Arizona, Texas, Tennessee, New Mexico and Hawaii. We have introduced innovative telemedicine programs in other states that leverage technology to extend the reach of primary and specialty care services for our rural members. We are currently using telemedicine technology to deliver clinical services supporting behavior and physical health specialists in pediatrics, neurology, orthopedics, nephrology, pulmonology, dermatology and ancillary providers delivering speech therapy services. We will also collaborate with the University of Iowa Office of Research and Economic Development and their Technology Innovation Center to help identify and nurture innovative telemedicine solutions.
Leveraging existing provider relationships: Given our extensive commercial and Medicare network of more than 11,000 providers (2,364 PCPs and 8,862 non-PCPs) serving nearly half a million statewide members, we have the ability to identify any access concerns and more quickly add providers to our network. 
Partnering with FQHCs in serving members: Building on our strong relationship with FQHCs, we may propose working with them on a workforce and efficiency strategy. This will support FQHCs in maximizing their capacity to serve members (likely their current patients) and to add new patients.
Partnering with Emergency Medical Services (EMS): We are currently working on a new program to partner with EMS in areas where our members have less access to medical providers. We are exploring the use of EMS in other states including Kansas.  As we learn more about the program and about the EMS structure in Iowa, we will bring best practices to the State to help fill gaps in care to those that need it most. Following are examples of how EMS can help:
Coordinate visits to members after they are discharged from a hospital visit to lower readmission rates.
Set up a triage line where EMS would follow medical direction to follow a triage plan for individuals that frequent the ER but are better served with another provider, such as those that require dialysis or are living with COPD.
Gathering labs for missed appointments for individuals who are on specific medications such as blood thinners and diabetes medications and require blood draws often. We know that many of these appointments are missed due to lack of mobility or access to care. EMS would be able to help individuals that are unable to access transportation to their medical office and ensure that their body is safely tolerating the medication.
Mental health screening and referrals where EMS works with individuals living with developmental and/or behavioral health needs. Currently, they are called to transport individuals on transportation holds to the ER or another psychiatric facility. EMS could assist the health department in making behavioral health referrals, performing wellness checks at home (to help individuals stay in their homes longer), and providing extra education to individuals and their care providers. We will bolster EMS training for behavioral health screening with the Mental Health First Aid and Crisis Intervention Team programs as described in section 3.2.5 and 3.2.8.
Partnering with Academic Institutions: We will seek to create partnerships with academic institutions and professional associations to provide scholarships for training additional physician extenders who make a commitment to practice in the state. In other states with workforce challenges, we’ve partnered with institutions and have been successful in supporting recruitment efforts for nurse practitioners, physician assistants and nurse midwives. 
Safety Net Collaborative Network: We look forward to partnering with the collaborative network managed by the Primary Care Association, as we have identified that their core values and mission closely align with ours. 
Community Health Worker Model: Increasing capacity and efficiency of the PCP community by encouraging and supporting the community health worker model to provide non-clinical support to members. We have deployed this model in partnership with the provider communities in Tennessee and Mississippi with plans to expand in other states over the next year.
Contracting with Cross Border Providers: When developing the network in rural areas where there may be a lack of providers, we target the available network within the service area, which may include adjoining states and bordering counties. 
[bookmark: _Toc417717473][bookmark: _Toc418958573]6.2.4 Out of Network Providers 
With the exception of family planning, emergency services and continuity of care requirements described in Section 3.3, once the Contractor has met the network adequacy standards set forth in Exhibit B, the Contractor may require all of its members to seek covered services from in-network providers. Prior to closing its network, the Contractor must seek the Agency approval. The Agency retains sole authority for determining if network access standards have been met and the network may be closed. If the Contractor is unable to provide medically necessary covered services to a particular member using contract providers, the Contractor shall adequately and timely cover these services for that member using non-contract providers, for as long as the Contractor’s provider network is unable to provide them. The Contractor shall negotiate and execute written single-case agreements or arrangements with non-network providers, when necessary, to ensure access to covered services. Out-of-network providers shall coordinate with the Contractor with respect to payment. The Contractor shall ensure that no provider bills a member for all or any part of the cost of a treatment service, except as allowed for Title XIX cost sharing and patient liability as further described in Section 5. The Contractor shall ensure that the cost to the member is no greater than it would be if services were provided within the network. 
6.2.4.1 Out of Network Care for Duals 
Generally, when a member is a dual eligible and requires services that are covered under the Contract but are … 
6.2.4.1.1 The ordered service requires prior authorization; 
6.2.4.1.2 Dually eligible members have been clearly informed of the contract provider requirement and …; and
6.2.4.1.3 The Contractor assists the member in obtaining a timely appointment with a contract provider upon …
Attachment 5 Question (6.2 Network Development and Adequacy):
3. Detail any way in which you propose to limit members to in-network providers. 
We acknowledge and certify that we will comply with all of the requirements in Section 6.2.4 Out of Network Providers, Section 3.3 Continuity of Care, and Exhibit B General Access standards. Sufficient network access to a broad range of service providers is critical to member care and satisfaction. Relying upon our decades of experience in Iowa, we will provide members with a comprehensive network from which to select their provider.
If a contracted provider is not available to meet member access and availability needs, we will arrange for the services to be provided through an out-of-network provider. Out-of-network providers’ licensure and Medicaid statuses are validated as they are reimbursed at the State Medicaid reimbursement rate. In the event a provider requires a reimbursement rate higher than Medicaid, we enter into a single case agreement which is a binding legal document and requires providers to provide services in compliance with our policies.
We allow for continuation of existing relationships with out-of-network providers when considered to be in the best medical interest of the member. For example, if a new member previously received services from an out-of-network provider, we continue to authorize services for that provider for continuity of care purposes if it is deemed in the member’s best medical interest by our senior clinical leadership. Providers who meet credentialing requirements can become a participating network provider (e.g., in-network), thereby expanding member convenience and network options for services. Initially, we attempt to contract with the out-of-network provider and alternatively, work closely with the member and the provider to gradually transition their care to a contracted provider.
Attachment 5 Question (6.2 Network Development and Adequacy):
4. Describe your plans to ensure providers do not balance bill its members and plans to work with members to help resolve billing issues.
Our network providers are contractually obligated not to balance bill members, but rather submit claims to us through our claims submission process. In the event that an out-of-network provider sees our members through a single case agreement, we will coordinate the billing process with the provider so that the member is not billed for the services. We make all claim filing procedures and reimbursement policies readily available to all participating and non-participating providers through our provider website and Provider Administrative Guide. This information includes the type of claim form, required documentation (if applicable), required fields to be completed and instructions for submitting claims via paper and electronic mechanisms.
In instances where a member receives a bill, our member services advocates will work closely with the member and provider to resolve the issue and ensure the member is not billed again.
[bookmark: _Toc417717474][bookmark: _Toc418958574]6.3 Requirements by Provider Type 
Attachment 5 Question (6.3 Requirements by Provider Type):
4. Describe your plan for providing a sufficient network of all provider types outlined in Section 6.3, including timelines and tasks.
To establish a sufficient network of all provider types for the Iowa High Quality Healthcare Initiative membership, we will follow the tasks outlined in the table below, and will initiate this process prior to the estimated contract award date of July 31, 2015. The analysis will have been completed and letters inviting providers to join the network will have already been sent to any willing provider. We will complete the network within well before the implementation date of January 1, 2016, with a goal of 60 days.
	UHN Network Tasks
	Timeline

	Our medical and HCBS network will identify all available practitioners and provider groups by specialty, PCPs and facilities, analyzing all existing networks, using Strenuus Network360, to pull all publicly available data on providers into a single database. 
Identified providers receive a letter inviting them to participate in the credentialing and contracting process. We will inquire with the State for a list of providers for our HCBS contracting process. 
Provider has expressed interest in becoming part of our Iowa network, we will assess the GeoAccess requirement. 
Credential providers.
Offer providers a contract. We use proprietary Emptoris contracting templates to simplify the process for all willing providers identified for inclusion in our provider network.
	February-April, 2015


May-June, 2015

May-June, 2015

As contracts come in
May-June, 2015

	Build physician fee schedules
	March-April, 2015

	Build facility and ancillary fee schedules
	March-April, 2015

	Provider Administrative Guide, including content review/revision
	April-October, 2015

	Submit provider contracts for load
	Throughout project cycle as contracts are returned. Work to complete load by August 2015

	Conduct provider quality check on contract and fee schedule load
	August-September, 2015

	Optum Behavioral Health: The existing network contracted as all payer will be amended upon notification of the award for Medicaid. We will identify and recruit any out-of-network inpatient or sub-acute facilities.
	Upon award, all existing provider contracts will be amended to include Medicaid in July

	Pharmacy Network: Pharmacy providers have all payer contracts. OptumRx is contracted within all 99 counties for all lines of business.
	Upon award, we will review and mitigate gaps and contract with FQHCs as needed


[bookmark: _Toc417717475][bookmark: _Toc418958575]6.3.1 Primary Care Providers 
The specific primary care provider (PCP) designation is required for those members under a value based purchasing arrangement described in section 6.1.2. The Contractor is encouraged to institute a PCP model under which all members select or are assigned to a single practitioner responsible for coordinating care and making referrals to specialists for the remained of the enrolled population. The Contractor shall describe in its RFP response what mechanisms are proposed to coordinate care for members, including, but not limited to, the use of PCPs or other alternative models. If a PCP model is proposed, the Contractor shall describe in its RFP response the types of physician’s eligible to serve as a PCP, any panel size limits or requirements, and proposed policies and procedures to link members to PCPs. 
Regardless of if a PCP model is utilized, the Contractor must demonstrate compliance with 42 CFR 438.208. Specifically, the Contractor must ensure that each member has an ongoing source of primary care appropriate to his or her needs and a person formally designated as primarily responsible for coordinating the health care services furnished to the member. Additionally, regardless of if a PCP model is utilized, the Contractor must ensure the availability of a physician to serve as the ongoing source of care appropriate to the member’s clinical condition in accordance with the distance standards in Exhibit B. Respondents shall describe in the Bid Proposal how this requirement will be met if a PCP model is not proposed. Any limitation the Contractor imposes on a member’s freedom to change between primary care providers may be no more restrictive than the limitation on disenrollment. Following execution of the Contract, the Contractor shall obtain Agency approval of the methodology and proposed policies and procedures. The Contractor shall implement and adhere to the Agency-approved policies and procedures. Changes to these policies and procedures must receive the Agency’s prior approval.
Attachment 5 Question (6.3 Requirements by Provider Type):
1. Indicate if you will use a primary care provider (PCP) model of care delivery.
We will offer a PCP model of care delivery, and already have 2,364 PCPs in our network. The PCP plays a vital role in our system by improving health care delivery in four critical areas—access, coordination, continuity and prevention. The PCP provides initial and basic care to members, makes recommendations for specialty and ancillary care, and coordinates all primary care services delivered to our members. The PCP must provide coverage 24 hours a day/seven days a week and backup coverage when he/she is not available. We expect all physicians involved in the member’s care to communicate with each other and work to coordinate the member’s care; this includes communicating significant findings and recommendations for continuing care. We work with members and providers to make certain that all participants understand, support and benefit from the primary care case management system.
Responsibilities of the PCP
For Iowa High Quality Healthcare Initiative members, the PCP has the opportunity to collaborate with the care manager and the member to create the plan of care. This collaboration includes:
Serving as the member’s PCP and medical home
Providing overall clinical direction and serve as the central point for the integration and coordination of care
Making referrals for specialty care and other medically necessary services, both in and out-of-plan
Maintaining a current medical record for the member
Serving as the general care manager and refer members for specialized care coordination services
Attachment 5 Question (6.3 Requirements by Provider Type):
2. If a PCP model will be utilized, describe the following:
a. Physician types eligible to serve as a PCP.
Primary care providers can include not only traditional provider types that have historically served as PCPs but also additional provider types. For example, non-traditional providers can significantly enhance health care services for traditionally underserved populations and can include nurse practitioners, physician assistants (when a physician is listed as the member’s PCP), certified nurse midwives and others. These providers represent essential health professionals and are often staffed within community-based organizations such as FQHCs and RHCs. Physician types eligible to serve as PCPs include:
	General Practice
Family Practice
Internal Medicine 
Pediatrics
	OB/GYN
Nurse Practitioner/Physician Assistant (if specialty is one of the above)


In addition, specialists may serve as PCPs for members with chronic conditions, such as an Oncologist for members with cancer, Endocrinologists for members with brittle diabetes, or a Nephrologist for members with advanced renal disease as long as the specialist agrees to provide all the PCP activities.
b. Any panel size limits or requirements.
We maintain capacity standards for individual PCPs by measuring PCP panel limits using a determined ratio standard in compliance with State requirements. We do not prevent members from choosing a PCP with a full panel, but we will not auto-assign any additional members to the PCP until the ratio has decreased below a specified threshold. Each month, we monitor PCP panel size by reviewing PCP to member ratio reports, which show all PCPs, including primary care obstetricians whether the panel status is open or closed. When a PCP’s panel approaches, we remove them from the auto-assignment algorithm and continue to monitor their status.
Frequent monitoring allows us to be proactive in addressing capacity of our PCPs. If we experience a shortage in our network due to PCPs having full panels, our locally based provider services representatives identify and conduct outreach to potential providers for network participation. We perform quarterly monitoring using the membership application within our claims processing system to identify the PCP of an active member. Once a provider reaches the maximum number of members allowed, a comparable PCP in the area is identified. All network providers are required to accept new members unless the provider has requested and was granted a waiver by the plan. Providers may opt to accept new members (in which case their panel is considered open), provide care only for existing members (in which case their panel is considered closed), or accept new members on a case-by-case basis (in which their panel is considered closed).
c. Proposed policies and procedures to link members to PCPs.
To improve the delivery of health care to our members as well as assist in the recruitment and retention of providers, we have the ability to assign members who do not actively select a PCP of their choosing to those providers who demonstrate excellence in quality care and cost-effectiveness through an innovative provider recommendation engine. 
Critical to the successful delivery of high-quality care is establishing ongoing, proactive engagement between members and their PCPs. To accurately assign members to the PCPs from whom they are receiving their primary care, we have a methodology in place to review member claims data, medical spend and CPT/HCPC codes resulting in a logic-based PCP assignment. 
Communicating with Members About Choosing a Primary Care Provider
We clearly and consistently communicate to our members that they have a choice of PCPs. This information is noted in the welcome letter, the Member Handbook and during both welcome calls and anytime when a member may call into the member services center. This is designed to make sure members select PCPs that they are comfortable with, and as a result more likely to make an appointment that they will keep.
Responding to Members Who Request a Change in Primary Care Provider
Members can request to change their PCP up to three times per year. Changes can be made by calling the toll-free member services phone number on their ID card and in their Member Handbook. Members are notified of their ability to change PCPs in the Member Handbook and by their care manager or community-based case manager. The Member Handbook is mailed to all new members and can also be accessed online at uhccommunityplan.com or unitedhealthcareonline.com. Members are encouraged to build a relationship with their PCP through a welcome call conducted by a member services advocate. The member services advocate makes a minimum of three attempts to reach each new member within 30 days of his/her enrollment. During the welcome call, a variety of topics are covered including PCP assignment, initial health risk screening, PCP relationship and others.
Attachment 5 Question (6.3 Requirements by Provider Type):
3. If a PCP model is not proposed, describe methods to ensure compliance with 42 CFR 438.208 as described in Section 6.3.1.
Not applicable, as we will be proposing a PCP model of care.
[bookmark: _Toc417717476][bookmark: _Toc418958576]6.3.2 Physician Extenders 
In accordance with 42 CFR 441.22, State Medicaid programs are required to make nurse practitioner services available to Medicaid enrollees. The Contractor shall ensure this requirement is met for enrollees through the provider network. 
We expect the use of physician extenders to take place in physician offices and clinics. We also expect the number of physician extenders to grow, in both settings, as the popularity and need for increased primary access grows. Health care clinics that are based in retail stores and pharmacies are staffed by nurse practitioners. As part of our commitment to providing high quality of care to Iowa High Quality Healthcare Initiative members, we will eliminate barriers to access in rural areas by supporting the ability for nurse practitioners to serve our members.
[bookmark: _Toc417717477][bookmark: _Toc418958577]6.3.3 Behavioral Health Providers 
The Contractor must develop a network of appropriately credentialed behavioral health providers to assure the availability of the following services for both adults and children and to meet the general access requirements described in Exhibit B: 
We go beyond meeting minimum network requirements and distance standards to verify that members are able to access care appropriately. We do not merely conduct a GeoAccess analysis to determine the minimum coverage for BH service. We look at the composition of Iowa’s population to identify areas of clinical risk, treatment variation and gaps in care—and make certain that the right type of providers are in the overall local network mix. We build a local system of care designed to address the specific needs of the population, analyzing:
	Eligibility and penetration
Linguistic and cultural needs
Timeliness of services
Utilization 
Prescriber capacity
	Prevalence of mental health and substance use disorders
Mental health workforce needs
Community services for specialty populations


Then we develop a targeted network strategy that leverages our network providers, local community resources and specialized programs (including peer support, telepsychiatry and resources for autism spectrum disorders) to better connect members with the services they need to support both their recovery and overall well-being.
Iowa’s BH care delivery system presents us with three unique opportunities that we have already begun to explore:
Working with Iowa’s 15 MHDS Regions to expand the local array of services available across the state. We are particularly interested in strengthening the availability of comprehensive crisis response systems that offer integrated peer support services and also the development of statewide crisis and consumer warm lines.
Bringing our experience in BH homes in other Medicaid programs to support continuing growth in Iowa’s IHHs. Through technology and on-site clinical support, we want to increase the number of IHHs and to also designate some as qualified to serve individuals with dual diagnoses—both MH/SA and MH/I/DD.
Working with both IDPH and the Agency to find ways to expand coverage of peer support services beyond mental illness and establish recovery coaching services for individuals who have a history of chronic substance use. Just as peer support is critical to the recovery of an individual who has SMI, recovery coaching can help a client find resources for harm reduction, detox, treatment, family support and education, support groups; or help a client create a change plan to recover on his/her own.
[bookmark: _Toc417717478][bookmark: _Toc418958578]6.3.4 Essential Hospital Services 
The Contractor shall demonstrate sufficient access to essential hospital services to serve the expected enrollment and to meet, at minimum, the access and availability requirements set forth in Exhibit B.
We will monitor, engage and support ongoing network development activities in both urban and rural areas in Iowa to certify that high-quality hospital service is available and accessible. Approximately 40 percent of Iowans live in rural areas. Typically, the underserved population is higher in these areas, compared to urban areas of the state, and health services including hospitals may not be as readily available. Using the defined access standards in Exhibit B of the Attachment D, Scope of Work, of transportation time of less than 30 minutes, we will target those hospitals providing high-quality care at efficient cost that will provide Iowa High Quality Healthcare Initiative members with care. If no hospital is available within 30 miles of a rural resident, we will make certain the member has access to needed care through a hospital in the nearest county or an out-of-network provider, if necessary. All emergency care will be provided immediately at the nearest facility available, regardless of whether the facility or provider is under contract with us.
[bookmark: _Toc417717479][bookmark: _Toc418958579]6.3.5 Physician Specialists 
The Contractor shall establish and maintain a network of physician specialists that is adequate and reasonable in number, in specialty type, and in geographic distribution to meet the medical and behavioral health needs of its members without excessive travel requirements. This means that, at a minimum: (i) the Contractor has signed provider agreements with providers of the specialty types listed in Exhibit B who accept new Medicaid enrollees and are available on at least a referral basis; and (ii) the Contractor is in compliance with the access and availability requirements set forth in Exhibit B. 
Specialists are often closely associated with hospitals and large physician organizations. We are in active contracting discussions across the state and expect to have Medicaid contracts with physician organizations with high volumes of specialty and subspecialty providers. We expect completing contract negotiations with these providers will provide member accessibility to needed specialty services and meet network access requirements. These specialists, of which we already have approximately 4,600 in our network, are already contracted with us for our other lines of business and we appreciate the longstanding relationships we’ve had with them for many years.
Occasionally, a shortage of specialists occurs in a specific geographic area or statewide for certain specialty types. When a gap exists, we do whatever is necessary to make certain the member gets the needed care. Strategies for ensuring access can include arranging transportation to a network specialist in another county or a bordering state; using telemedicine capabilities to facilitate access to specialists for members consistent with Iowa statute and Medicaid rules governing its uses; or using an out-of-network provider when appropriate.
[bookmark: _Toc417717480][bookmark: _Toc418958580]6.3.6 Health Homes 
The Contractor shall develop a network of Integrated Health Homes and Health Homes. The Contractor shall develop strategies to encourage additional participation, particularly in areas of the State where participation has been low. In developing the Integrated Health Homes and Health Homes networks, the Contractor shall ensure all providers meet the minimum requirements for participation as defined in the State Plan and the Agency policy. Refer to Section 3.2.9 for additional detail on all health home requirements. 
UnitedHealthcare has extensive experience implementing Medicaid health home programs in multiple states in both rural and urban settings with various types of health home providers. We’ve implemented Medicaid health homes for a variety of populations, those with multiple chronic conditions and behavioral comorbidities and patients with serious and persistent mental illness. Our proposed approach to implementing health homes in Iowa for both the chronic conditions health home and the IHH models is aligned with the Iowa State Plan Amendment. We will contract with and fund the current chronic health home and IHH models and will work to expand the number of health homes across the state. We have outlined our health home strategies in Sections 3.2.9 and 3.2.10.
[bookmark: _Toc417717481][bookmark: _Toc418958581]6.3.7 Federally Qualified Health Centers and Rural Health Clinics 
The Contractor must offer to contract with all federally qualified health centers (FQHCs) and rural health clinics (RHCs) located in Iowa. The Contractor is permitted to establish quality standards which FQHCs and RHCs must meet to be offered network participation for the Agency review and approval. The Contractor shall reimburse all FQHCs and RHCs the Prospective Payment System (PPS) rate in effect on the date of service for each encounter. The Contractor shall not enter into alternative reimbursement arrangements without prior approval from the State. 
We are very sensitive to the importance of FQHCs in terms of service provided to underserved populations statewide. In terms of volume of members served, there is no more important provider type for ensuring reliable access to care to our Medicaid membership. We have identified 30 FQHC sites and 94 RHCs in the State, and we intend to contract with all of them to provide high-quality service to Iowa High Quality Healthcare Initiative members. To service the unique needs of FQHCs, and to formally establish the PCP-patient relationship that is critical to health care quality, the provider relations staff was reorganized to include a dedicated, full-time FQHC provider advocate. We will reimburse all FQHCs and RHCs the Prospective Payment System (PPS) rate in effect on the date of service for each encounter. We will not enter into alternative reimbursement arrangements without prior approval from the State.
[bookmark: _Toc417717482][bookmark: _Toc418958582]6.3.8 Family Planning Clinics 
The Contractor shall make a reasonable and good faith attempt to contract with all local family planning clinics funded by Title X moneys. 
[bookmark: _Toc417717483][bookmark: _Toc418958583]6.3.9 Maternal and Child Health Centers 
The Contractor shall make a reasonable and good faith attempt to contract with all maternal and child health centers funded by Title V moneys. 
Our proposed network development plan includes a plan to contract with all local family planning clinics funded by Title X moneys as well as all maternal and child health centers funded by Title V moneys.
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In its RFP response, the Contractor shall describe how it intends to utilize urgent care clinics in the delivery of care to members. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed approach. The Contractor shall implement and adhere to the Agency-approved approach. Changes to this approach must receive the Agency’s prior approval.
We will identify and contract with any free-standing urgent care centers that provide care to Iowa High Quality Healthcare Initiative members. Additionally, we will make use of extended physician offices hours and walk-in clinics where available. 
[bookmark: _Toc417717485][bookmark: _Toc418958585]6.3.11 Other Safety Net Providers and Community Partners 
In its RFP response, the Contractor shall describe how it intends to utilize and partner with community entities and advocates such as the Area Agencies on Aging. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed approach. The Contractor shall implement and adhere to the Agency-approved approach. Changes to this approach must receive the Agency’s prior approval.
We understand that many members are supported through a complex web of services to meet their physical health, behavioral health, social and functional needs, including services not typically covered by the Medicaid program. We refer members to this CBO to receive the support they need. Community providers (HCBS/LTSS) are instrumental to maintaining or restoring independence and reducing costly services. We also know that these services may already be delivered to members through an established network of CBOs, such as the AAAs, and that members value their relationships with these CBOs and prefer to continue to receive services through these established relationships. For that reason, we augment our provider network and our own capabilities to serve our members by developing relationships with CBOs that: 
Leverage their coordination role (e.g., counseling, resources and non-waiver services) 
Expand our provider network by contracting with the CBO to administer a provider network on our behalf 
Expand our provider network by contracting with the CBO as an administrative vendor to provide access to its provider network so that we may contract directly with those providers
Enhance service coordination relationships in which we contract with the CBO to provide service coordination of benefits as part of a holistic approach and interdisciplinary care coordination team
[bookmark: _Toc417717486]Identifying Community-Based Organizations
Our provider network and community outreach teams use our own knowledge of the community, national experience and relationships; research conducted by our provider network team; information from the State; and input from key stakeholders to learn about the community-based capabilities and expertise. These teams conduct research on each community-based organization (CBO) to:
Understand the CBO’s history of national and local organizations, including mission, business plan and strategy 
Identify existing relationships the CBO may have with us, including partnerships with our affiliate health plans, to understand how we work with the CBO currently (e.g., lessons learned)
Conduct focused outreach to each CBO as we develop a CBO network that allows us to provide whole-person care through the provision of services 
In addition, we identify, through our active engagement with stakeholders and in individual communities, gaps in services and will work through our established relationships to fill the gaps or leverage our connections to expand the reach of existing services and organizations. Stakeholder engagement also serves as a basis for us to develop meaningful relationships and explore strategic partnerships that will provide person-centered approaches for our members. 
Conducting Outreach to Community-Based Organizations
We recognize that CBOs provide unique services designed to meet the needs of members in each community they serve. As part of our approach to CBO network management and development, our leadership and community outreach and business development teams conduct customized outreach to CBOs to begin developing an ongoing relationship that meets the needs of CBOs and the members they serve.
Through ongoing critical touch points, we continue to build relationships with CBOs and determine the extent of future partnerships, including formal contracting arrangements.
Contracting and Oversight
When entering into a formal, contracted relationship with a CBO, we recognize that CBOs are not typically experienced working in a contracted relationship and/or the regulated managed Medicaid environment. We assist them in navigating through the contract and are available for support in understanding the contracting standards and obligations we use to measure a successful relationship. We expect that the services provided by any provider, including CBOs, are provided with the same standards of integrity and excellence as if our employees were providing the services. To determine CBOs can meet these standards, before entering into a contracted relationship, we conduct due diligence of the CBO and its operations, including evaluating the experience and expertise of the CBO, including obtaining feedback/references from other providers or the State before contracting.
Other Community Entities
Additional experience with community entities includes:
Employment Providers: We have experience in Texas and Kansas in contracting and working with providers of employment assistance and supported employment. In Texas we have hired an employment specialist to support coordination with member employment providers and local employers to help enhance efforts to support members with disabilities find competitive employment in the community. The employment specialist on staff at the health plan has experience in vocational rehabilitation and can assist the health plan and the member with coordinating benefits with VRO and with schools and programs like Project SEARCH.
Habilitation Providers: When working with habilitation providers, we seek to work with providers focused on integrated services in the community, enhancing members’ ability to develop the skills to live as independently as possible. 
[bookmark: _Toc418958586]6.3.12 Community-Based Residential Alternatives 
For community-based residential alternatives, the Contractor shall demonstrate good faith efforts to develop the capacity to have a travel distance of no more than sixty (60) miles between a member’s community-based residential alternative placement and the member’s residence before entering the facility. 
It is important to make sure each member has access within the same geographic area where he/she lives. We will run a GeoAccess report from the member’s residence and the community-based residential alternatives to make sure that there are options available within 60 miles’ distance of the member’s home to keep in his/her community. Our network will support choice, where available, to allow the member options for residential alternatives.
[bookmark: _Toc417717487][bookmark: _Toc418958587]6.3.13 Indian Healthcare Providers 
In accordance with Section 5006(d) of the American Recovery and Reinvestment Act of 2009 (ARRA), the Contractor shall: 
6.3.13.1 Permit any Indian member who is eligible to receive services from a participating Indian healthcare …;
6.3.13.2 Demonstrate that there are sufficient Indian healthcare providers in the Contractor’s network to ensure …;
6.3.13.3 Reimburse Indian healthcare providers, whether in-or out-of-network, for covered services provided to …;
6.3.13.4 Make prompt payment to all in-network Indian healthcare providers as set forth in Section 13.4.6; 
6.3.13.5 To the extent Contractor utilization and/or reimbursement data from the Contractor is required to …; and
6.3.13.6 Not reduce payments to Indian healthcare providers, or other providers of contract health services …
Attachment 5 Question (6.3 Requirements by Provider Type):
5. Describe your plans for meeting the requirements regarding Indian Healthcare Providers.
We will expand upon our existing relationships with the Sac and Fox Tribe of the Mississippi in Iowa/Meskwaki Nation in our other lines of business to make certain our compliance with all requirements in 6.3.13.4, including making prompt payment to all in-network Indian health care providers as set forth in Section 13.4.6.
In accordance with Section 5006(d) of the American Recovery and Reinvestment Act of 2009 (ARRA), we will comply with all requirements in 6.3.13. We are familiar with the unique requirements related to contracting with tribal IHS/638 facilities and will contract with the Meskwaki Reservation, an IHS facility. We currently have contracts with the following Indian health care providers: 
Cindy Nielsen, D.O.
Lou Ann Mitchell, M.D.
Julie Valline-Chyma, ARNP
Rudolph Lafontant, D.P.M
Stephanie Kalvig, ARNP
Jennifer Scales (registered dietitian)
	Technical Proposal Response
	Iowa High Quality Healthcare Initiative

	RFP #MED-16-009 
	
	Page 524



	Iowa High Quality Healthcare Initiative
	Technical Proposal Response

	Page 523
	
	RFP # MED-16-009



[bookmark: _Toc416176495][bookmark: _Toc417717488][bookmark: _Toc418958588]Section 7 – Enrollment
Attachment 5 Question:
Please explain how you propose to execute Section 7 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
In addition to our 33 years of Medicaid experience, we have successfully processed enrollment files for the hawk-i program since 2000. We have the processes and systems in place to continue our successful partnership with the Agency and enrollment broker in accepting and processing the enrollment and eligibility files.
We have a dedicated team for technical data transfers with the state of Iowa (the State) and for member outreach including welcome packets and welcome calls. The team follows a rigorous process for successfully accepting and processing the enrollment and eligibility files. We will work closely with the enrollment broker to maintain accurate and timely eligibility files that will be used by our member services advocates, health care providers, and for our care and quality management programs to serve members efficiently and effectively.
We are a provider of services to more than 5.1 million low income and medically fragile members in 23 states and we work diligently to ensure that our enrollment processing is seamless. In addition to enrollment and eligibility functions, our systems are capable of numerous types and levels of information processing and data exchange, such as those involving provider networks, acute and long-term care provider demographics, claims and encounters, reporting, financial and reference files. We can accept and process daily, weekly and monthly eligibility and enrollment files via HIPAA-compliant 834 transactions in 5010 format.National Eligibility Experience
We have extensive national experience working with enrollment files in 23 states: 
Number of electronic eligibility files processed in 2014: 19,916
Number of eligibility transactions processed in 2014: 70,802,379

As outlined below, we have implemented critical interfaces to appropriately and securely exchange enrollment and eligibility information, including: 
Accept State eligibility files in HIPAA-compliant formats 
Provide membership information to our internal systems, such as our CareOne care management system
Provide data to our SMART data warehouse for reporting and performing data analytics
Securely submit new member data to the UnitedHealthcare ID card and member welcome packet fulfillment
Confirm membership information is available to our member portal following receipt of the 834 enrollment file
Confirm membership information is available on the provider portal, so providers can verify eligibility information
Provide membership information to applicable partners following receipt of the 834 enrollment file
Seamless member experiences, operational efficiencies related to all stakeholders and improved member outcomes are successful results of the fundamental processing of eligibility and enrollment files. Our approach is to make certain members are added, updated and terminated in our eligibility systems accurately and in a timely manner so they can access providers, use all available services, be reviewed for preventive care and care coordination opportunities and participate in quality management programs. Eligibility data are also important to support timely and accurate claims processing.
Testing of Exchanges of Eligibility/Enrollment FilesDemographic Information 
CSP stores our members’ demographic information (e.g., age, gender, geography and cultural/linguistic needs), allowing us to develop interventions that accurately reflect and consider our member composition, to include updating and refining program materials, provider networks and community resources.

We will confirm the integrity and validity of all inbound and outbound test file transfers by processing test files and validating the output versus expected results. We test the following:
All inbound 834 Enrollment (unsolicited eligibility response) files: We automatically acknowledge these files upon receipt with the issuance of standard 997 Functional Acknowledgement transactions.
Vendor data: Our vendor management team works with subcontractors to collect and monitor data through validation edits and lag reports, obtain corrections from the vendor, confirm completion of reconciliation reports from finance and appropriate vendors, and participates in the subcontractor’s defect management process.
We perform a minimum of two iterations of testing, results review and refinement to maximize a smooth production implementation. We also perform regression testing to verify that any changes we deploy do not impact our existing operations for other States. It is critical that we perform a full series of tests on the initial inbound enrollment process, testing the end-to-end enrollment process and processing several days of files to replicate true “day in the life” production processes. We will use a test environment that has been configured for the Iowa High Quality Healthcare Initiative group and program information. 
Once the files are loaded into CSP, we produce metrics indicating the number and percentage of members who are loaded into the CSP test environment via the automated process, and the number and percentage of members who need to be manually reviewed and entered. We review automated and manual member load results into our test environment. Based upon the results of this review, we make any necessary adjustments and conduct additional testing. 
Associated with enrollment and eligibility testing, our network operations staff oversees the entry of provider data into our test environment. Once enrollment and eligibility testing is complete, we run a test suite of claims, designed specifically to represent key scenarios through CSP, and review the results and make any changes (if necessary) to certify we meet our required standards. Upon completion, we run this same set of test data through as reported encounters in HIPAA 837 format to complete the test cycle. Finally, we perform end-to-end testing prior to the go-live date to verify that we meet or exceed Agency standards.
[bookmark: _Toc416176496][bookmark: _Toc417717489][bookmark: _Toc418958589]7.1 Eligibility 
Persons eligible for enrollment with the Contractor are those encompassed by the categories listed in Exhibit C. The State shall have the exclusive right to determine an individual’s eligibility for Medicaid and Contract enrollment. Such determinations are not subject to review or appeal by the Contractor. Nothing in this section prevents the Contractor from providing the State with information the Contractor believes indicates that the member’s eligibility has changed.
We understand and agree with the requirements in Section 7.1.
[bookmark: _Toc416176497][bookmark: _Toc417717490][bookmark: _Toc418958590]7.2 MCO Selection and Assignment
Enrollment with a Contractor may be the result of an enrollee’s selection of a particular contractor or assignment by the Agency. 
We understand that enrollment may be the result of selection or Agency assignment.
[bookmark: _Toc416176498][bookmark: _Toc417717491][bookmark: _Toc418958591]7.2.1 Current Enrollees 
Except as provided in Section 7.2.1.1, enrollees who are known to be eligible for enrollment with the Contractor as of the start date of operations (“Current Enrollees”) shall be assigned by the Agency to a program contractor in accordance with the auto-assignment process set forth in Section 7.2.3. Following auto-assignment of Current Enrollees, the Agency will notify the member that they have ninety (90) days to choose another contractor if they wish. The Enrollment Broker will accept requests for a change in contractor.
7.2.1.1 1915(c) HCBS Waiver Enrollees and Institutional Populations 
Individuals residing in an institution, nursing facility or ICF/ID, and individuals enrolled in a 1915(c) HCBS waiver …
We understand and agree with the requirements in Sections 7.2.1 and 7.2.1.1 in their entirety.
[bookmark: _Toc416176499][bookmark: _Toc417717492][bookmark: _Toc418958592]7.2.2 New Enrollees 
Applicants shall have the opportunity to select a contractor at the time of application, based on the plan information provided to them at the time of application as set forth in Section 7.2.2.1. New enrollees who do not select a contractor at the time of application shall be auto-assigned to one in accordance with the auto-assignment process set forth in Section 7.2.3. 
7.2.2.1 New Enrollee Plan Selection Information 
In accordance with 42 CFR 438.10(e), the State must provide to potential enrollees general information about …
We understand and agree with the requirements in Section 7.2.2 and 7.2.2.1 in their entirety. 
[bookmark: _Toc416176500][bookmark: _Toc417717493][bookmark: _Toc418958593]7.2.3 Auto Assignment 
The auto-assignment algorithm will be designed by the Agency and comply with the provisions at 42 CFR 438.50(f), including striving to preserve existing provider-beneficiary relationships, inclusive of long-term services and supports (LTSS) providers. To the extent this is not possible, the algorithm will distribute equitably among qualified contractors excluding those subject to intermediate sanctions at 42 CFR 438.702(a)(4). Per 42 CFR 438.56(c), the State will automatically reenroll with the Contractor beneficiaries who are disenrolled solely because of loss of eligibility for a time period of two (2) months or less. Following the initial year of the Contract, after which sufficient quality data is anticipated to be available, the Agency seeks to reward high performing contractors through the auto-assignment logic. For example, in developing the auto-assignment methodology after the first year of implementation of the Contract, the Agency intends to consider factors such as Contractor performance on clinical quality outcomes and member satisfaction. The Agency reserves the right to modify the auto assignment logic at any time throughout the Contract term. 
We understand and agree with the requirements in Section 7.2.3 and that the Agency will design an auto-assignment algorithm which will comply with the provisions at 42 CFR 438.50(f). We will fully comply with, and provide any requested information related to the algorithm.
[bookmark: _Toc416176501][bookmark: _Toc417717494][bookmark: _Toc418958594]7.3 Enrollment Discrimination 
Per 42 CFR 438.6(d), the Contractor must accept individuals eligible for enrollment in the order in which they apply without restriction. The Contractor shall not, on the basis of health status or need for health care services, discriminate against individuals eligible to enroll. Additionally, the Contractor shall not discriminate against individuals eligible to enroll on the basis of race, color, or national origin and will not use any policy or practice that has the effect of discriminating in such manner. 
We understand and will fully comply with the requirements in Section 7.3. 
[bookmark: _Toc416176502][bookmark: _Toc417717495][bookmark: _Toc418958595]7.4 Member Disenrollment 
In accordance with 42 CFR 438.56(c), members may disenroll from their contractor without cause during the first ninety (90) days of initial enrollment with the Contractor. Following this initial ninety (90) day period and prior to the next annual open enrollment period, the member may only request disenrollment from the Contractor for cause, as set forth in Section 7.4.1.1 below. Members are also permitted to change contractors at least once every twelve (12) months during an annual open enrollment period. Members may also request disenrollment when the state imposes the intermediate sanction specified in 42 CFR 438.702(a)(3). Disenrollment provisions apply regardless of mandatory or voluntary enrollment. 
We understand and agree with the requirements in Section 7.4 in their entirety.
[bookmark: _Toc416176503][bookmark: _Toc417717496][bookmark: _Toc418958596]7.4.1 Member Disenrollment for Cause 
7.4.1.1 Cause 
For purposes of disenrollment, “cause” includes: (i) member moves out of the service area; (ii) Contractor does …
We understand and agree with the causes referenced in Section 7.4.1.1.
7.4.1.2 Process 
To request disenrollment for cause, the member must first file an oral or written request to address the issue …
Attachment 5 Question (7.4 Member Disenrollment):
1. Describe your grievance process for addressing member quality of care concerns and member disenrollment after the first ninety (90) days of enrollment.
We understand and will comply with the requirements referenced in Section 7.4.1.2.
Across all our health plans, we value our members and work diligently to demonstrate respect for their rights. To appropriately address member quality of care concerns and member disenrollment after the first 90 days of enrollment, we will require that a member first file an oral or written request through our grievance system, thus allowing us an opportunity to address and resolve the issue. If, after the issue is processed through our grievance system, the member is dissatisfied with the outcome, we will direct the member to the enrollment broker to request disenrollment. We will provide a copy of the member’s grievance record to the enrollment broker. 
Filing a Grievance
Grievances can be filed by members or their authorized representatives by mailing a grievance or contacting our member services call center. Written (date-stamped upon receipt) and verbal grievances are entered into Escalation Tracking System (ETS), our grievance and appeals tracking system on the date of receipt and a case file is created. Using ETS, we log and track member name and identification number, date grievance received and grievance acknowledgement, grievance description, staff assigned for disposition, disposition, disposition date and member notification date. We capture additional information, such as date of resolution, description of resolution, and whether the grievance was determined valid. If a member files a grievance orally, acknowledgement of receipt is understood. We acknowledge receipt of written member grievances in writing within three business days, unless the member or provider requests an expedited resolution.
Resolving a Member Grievance
We handle member grievances in accordance with RFP Section 8.15 – Grievances, Appeals and State Fair Hearings. We date stamp the grievance and triage the request to assure all requests for appeals, grievances, inquiries and complaints are identified, investigated, resolved, tracked and filed according to all federal and State requirements. An acknowledgement letter is generated by our grievance and appeal tracking system and forwarded to the member. Grievances are then directed to a resolution analyst (RA) for investigation and resolution. 
Our RAs are well-trained and knowledgeable of federal and state laws, regulations and policies. They possess sound communication and deductive reasoning skills used to provide prompt resolution of assigned grievances. All pertinent facts are investigated and additional internal assistance may be enlisted as needed while the RA researches and adjudicates the grievance. 
The RA may contact the member or the member’s treating provider to obtain additional information necessary to resolve the grievance. For clinical appeals, the RA assembles relevant background information from our prior authorization and claims systems, obtains relevant clinical information and forwards the matter to a medical director or other health care professional who has appropriate clinical expertise to review the matter. Only medical directors or other health care professionals with the appropriate clinical expertise, and those not involved in previous levels of review or decision making, review appeals. 
In addition, the RA provides members and their representatives with the opportunity to present information and evidence in-writing or in-person. Members are also able to examine the grievance file during the resolution process. Following the grievance resolution process, the RA issues a written Notice of Disposition to explain the actions taken to investigate and resolve a member grievance and the final outcome. 
For additional information on our processes related to grievances and appeals, please refer to our response to RFP Section 8.15 – Grievances, Appeals and State Fair Hearings.
Member Requested Disenrollment
If the member remains dissatisfied with the outcome of the grievance resolution and wishes to disenroll, we direct the member to the enrollment broker to request disenrollment. We provide a copy of the member’s grievance record to the enrollment broker to allow the enrollment broker to render a recommendation for Agency review regarding approval or denial of the disenrollment request.
We disenroll the individual following a determination by the State. We realize that continuity of care is as important for members who leave UnitedHealthcare as it is for our new members. When a member chooses to leave our health program, we work with the new health plan to coordinate the care transition and provide the gaining MCO the following information upon request: member name, address, telephone number and Medicaid number; program enrollment date and disenrollment date; diagnosis; PCP or LTSS; community-based case manager name and telephone number; date health assessment was completed.
[bookmark: _Toc416176504][bookmark: _Toc417717497][bookmark: _Toc418958597]7.4.2 Contractor Initiated Disenrollment 
The Contractor shall not disenroll an enrollee or encourage a member to disenroll because of his or her health care needs or a change in health care status or because of the enrollee’s utilization of medical services, diminished capacity, or uncooperative or disruptive behavior resulting from his or her special needs (except when his or her continued enrollment seriously impairs the Contractor’s ability to furnish services to either this particular enrollee or other enrollees). In instances where the exception is true, the Contractor must provide evidence to the state that continued enrollment of an enrollee seriously impairs the Contractor’s ability to furnish services to either this particular enrollee or other enrollees. The Contractor shall have methods by which the State is assured that disenrollment is not requested for any other reason. State-initiated disenrollment may occur based on changes in circumstances including: (i) ineligibility for Medicaid; (ii) shift to an eligibility category not covered by the Contract; (iii) change of place of residence to another state; (iv) the Agency has determined that participation in the Health Insurance Premium Payment Program (HIPP) is more cost-effective than enrollment in the Contract; and (iv) death. 
We understand and will comply with the requirements in Section 7.4.2.
[bookmark: _Toc416176505][bookmark: _Toc417717498][bookmark: _Toc418958598]7.4.3 Notification of Member Death or Incarceration 
The Contractor must notify the Agency, in the manner prescribed by the State, within thirty (30) calendar days of the date it becomes aware of the death or incarceration of one of its members, giving the member's full name, address, Social Security Number, member identification number and date of death. The Contractor shall have no authority to pursue recovery against the estate of a deceased Medicaid member.
We understand and will comply with the requirements in Section 7.4.3.


[bookmark: _Toc417720385][bookmark: _Toc418958599]Section 8 – Member Services
Attachment 5 Question:
Please explain how you propose to execute Section 8 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
As a known and trusted partner with 33 years of Medicaid experience and connections to Iowa through the hawk-i program, in addition to serving Medicare, commercial and TRICARE members, we have proven methodologies, programs and systems in place to execute high-quality member services initiatives for the citizens of Iowa in compliance with the requirements in Section 8 – Member Services.
Our commitment to the state of Iowa (the State) is evident through our extensive outreach and education efforts, partnerships with community organizations and providers, and continued support of local community needs. We have the resources and relationships required to raise awareness of the Iowa High Quality Healthcare Initiative and extend the reach of health care services to individuals living in all areas of Iowa. Our health education offerings will provide members with the information they need to make healthy, informed choices about their health care and well-being, and will support Iowa’s Healthiest State Initiative.
We are committed to providing the individuals we serve with written materials and other modes of communication that are helpful and easy to understand. To make sure our members are able to use their health care plan appropriately, we will actively inform and guide them through several methods including comprehensive welcome letters and personal welcome calls, enabling them to not only read materials, but to ask questions. We provide interpreter and translation services for our members who speak other languages. We deliver materials in Braille, large print, voice recorded audio formats and verbal explanations upon request for members and family members with specialized visual requirements. We use the 711 National Telecommunications Relay Service (TRS) TTY line to facilitate communication with individuals who are hearing impaired. 
We will leverage our deep experience serving hawk-i families and caregivers to provide high-quality member services interactions to all Medicaid populations in Iowa, from our initial new member welcome calls to our support and assistance with inquiries and concerns. Through our state-of-the-art, award-winning member services model, Advocate4Me, we will provide straightforward one-stop interactions, resolving issues and concerns in a single call.
We will provide access to NurseLine, staffed with RNs, 24 hours a day, seven days a week to address member questions and triage immediate health concerns. NurseLine services, available to hawk-i families since 2005, include telephone crisis intervention, risk assessment and consultation to callers that may include family members, caregivers and community agencies seeking assistance with BH issues. NurseLine services are also available through an online chat feature via our member portal, myuhc.com. Since 2008, NurseLine has earned and held NCQA’s Health Information Product (HIP) certification.
Recognizing that electronic interactions may be the favored mode of communication for certain members, we will use various Web platforms, including our secure member portal (myuhc.com), and mobile applications to promote education for our members and provide them with convenient methods to access eligibility, benefits, coverage and health information. We will also accommodate our members who prefer written communications delivered by mail. Members will be offered the ability to select a preferred mode of communication and we will use their preferred mode in our exchanges. Through these means, we will also communicate cost and quality information to members and provide EOBs. We understand the importance of making sure our members are aware of their rights and responsibilities, in addition to advance directive information, and we will make these available in easily understood formats. We will also provide reminders and support during eligibility redetermination, through reminder mailers and outreach calls.
Finally, our success in the programs we implement for the Iowa High Quality Healthcare Initiative will be founded on a solid connection with our stakeholders. Our breadth of experience, including the formation of Stakeholder Advisory Boards across the country and establishment of our National Advisory Board, provides us with the foundation required to make sure Iowa stakeholders are well-represented to voice their input in a collaborative environment. All of these efforts will continue under this contract and others will be added to address additional needs that are identified by our member demographics and needs assessments.
[image: ]
[bookmark: _Toc417720386]Figure 9. Consumer Strategic Vision
[bookmark: _Toc418958600]8.1 Marketing 
[bookmark: _Toc417720387][bookmark: _Toc418958601]8.1.1 Marketing Activities 
The Contractor is encouraged to market its product to the general community and potential enrollees. All marketing activities shall be provided at no additional cost to the Agency. The Contractor shall comply with all applicable laws and regulations regarding marketing by health insurance issuers. Additionally, per 42 CFR 438.104, the Contractor must obtain State approval for all marketing materials at least thirty (30) days or within the timeframe requested by the Department, prior to distribution. All marketing materials must be distributed to the Contractor’s entire service area and shall comply with the information requirements delineated at 42 CFR 438.10. Such materials shall be in a manner and format that is easily understood and meet the requirements discussed further in Section 8.2.
Attachment 5 Question (8.1 Marketing):
1. Describe in detail your marketing and outreach plans. 
We will fully comply with the marketing activity requirements as specified in Section 8.1.1. Our commitment to the hawk-i program has yielded years of experience establishing relationships with local community organizations and providing extensive outreach in Iowa. Our veteran outreach staff is dedicated to Iowa and will use their knowledge and understanding to continue providing widespread and innovative outreach as we raise awareness of the Iowa High Quality Healthcare Initiative. In our marketing efforts, we will build on our achievements as we continue reaching out to all of our service areas and populations to provide equitable marketing and outreach throughout Iowa.“…our gracious thanks…for making another quality health enhancement for our children; the beautiful Sesame Street Reading Table and chairs…and books. As you observed…the children while in the waiting area today, their eyes widen and faces with smiles ...”
–  Cecelia Creighton, Executive Director, All Care Health Center

Our strategies support both large and small marketing areas and enable us to reach residents in rural areas. We provide the ability for members with no access to mobile technology or the Internet to obtain informational resources, by mailing materials to them or following through on a telephone request. Member materials are customized to meet the members’ needs with regard to demographics and are written at a sixth-grade level or below. In this endeavor, we will leverage our existing outreach programs in place today in Iowa and those we use nationally in serving Medicaid populations to develop new initiatives to reach potential members.
Under the leadership of the member services manager, Kristine Klauer, all marketing materials, outreach activities and events are overseen to ensure compliance with state and federal marketing guidelines. Ms. Klauer manages a trained and creative marketing team that includes experienced leadership and bilingual field staff. We provide community outreach specialists in all areas of the state, where they live and work to develop strong partnerships with community organizations. Our community outreach specialists are able to extend the reach of health care and education into Iowa communities by providing new and ongoing opportunities for underserved individuals that might otherwise be overlooked. Our goal is to provide all segments of the Iowa High Quality Healthcare Initiative population with the resources and information they need to take charge of their health.Figure 10. Community Computers Program. Employees deliver new laptop computers, obtained through our Community Computers program, to the All Care Health Center, providing a beneficial resource for Council Bluffs residents. A Sesame Street Reading Corner was also delivered.

Our marketing and outreach strategy comprises the following key components, which are discussed in greater detail below:
Raising awareness of the Iowa High Quality Healthcare Initiative
Partnering with community organizations and providers to serve and educate Iowa Medicaid populations and their communities about important health topics
Supporting community needs to improve health
Raising Awareness of the Iowa High Quality Healthcare Initiative
We will produce printed marketing materials, including advertisements and brochures, in our efforts to raise awareness of the Iowa High Quality Healthcare Initiative and extend the reach of health care services to individuals living in all areas of Iowa. Agency-approved written materials describing the health-related program will be designed to educate prospective members, family members and caregivers to help them make informed decisions. These materials will provide contact information where members and potential members can obtain the information they need to make informed decisions. 
We will work with providers, including physicians, hospitals, pharmacies and community health centers to provide education on-site and encourage material displays to inform citizens about the Iowa High Quality Healthcare Initiative. 
Member materials developed for the Iowa High Quality Healthcare Initiative will be:
Created with sensitivity to culture and literacy level, with member materials written at, or below, a sixth-grade reading level 
Available in prevalent languages spoken in the service area, including English and Spanish
Available in large print and other alternative formats upon member request 
Compliant with all applicable laws and regulations regarding marketing by health insurance issuers and approved by the State at least 30 days or within the time frame requested by the Agency, prior to distribution
Potential members, families and caregivers can also access our public website, uhccommunityplan.com, to obtain information about specific health plan benefits and a complete listing of network providers. This website provides contact information for assistance with enrollment and Medicaid questions. 
Partnering with Community Organizations and Providers 
We are actively working with organizations that serve Iowans to conduct specialized events and activities to provide education and information. We work with community centers, senior programs, family and children programs, social service referrals, culturally diverse programs, schools and more. We attend interagency meetings in many of the communities we serve, established by local organizations and providers as a way to share information and resources. We are aware of approximately 40 of these meetings held across Iowa, attended by representatives from community-based organizations, faith-based organizations, city and county public health or service providers, BH providers and more. Most of these interagency meetings are held monthly and we attend on a frequent basis, presenting information regarding our programs and services when appropriate. 
Our participation in community events and health fairs enables us to have personal contact with potential members and their loved ones, thus supporting new and continued educational opportunities. We provide descriptions below for some of our existing community and provider partnerships in Iowa:
Iowa Department of Education Super Power Summit: We attended the 2014 Iowa Department of Education Super Power Summit, where middle school students and teachers represented schools from across the state. We discussed healthy food and fitness, and demonstrated healthy smoothie recipes using our pedal-powered “blender bikes.” Attendees assembled healthy salads and received a 4-H family newsletter and a Dr. Health E. Hound® food plate. (Dr. Health E. Hound is our mascot, who promotes fitness and healthy habits to children.)
Iowa School Counselors Association Conference: Since 2010, we have participated in the Iowa School Counselors Association Conference with an exhibit. In 2014 we provided fitness and healthy diet information. 
KidzExplore: This February, for the second year, we partnered with the National 4-H Club Eat4Health program to sponsor the 23rd annual KidzExplore family festival in Council Bluffs. Local families created smoothies by riding our “blender bikes” and learned about healthy meals and fitness. 
Insurance Day on the Hill: On February 3, 2015, we participated in “Insurance Day on the Hill” in Des Moines. At this event, legislators and agents met to discuss important issues related to insurance. Our exhibit provided hawk-i program brochures, member newsletters, information on our Community Grants program and the online KidsHealth educational resource for children and parents. We have been a part of this event since 2010.
KidsFest: We participated in the March 6, 2015, KidsFest community event at the Iowa State Fairgrounds in Des Moines with our Dance Revolution machine, allowing attendees to enjoy playing a game while being physically active. We have been a part of this event since 2010.Figure 11. KidsFest Community Event. Attendees at the KidsFest community event, held March 6, 2015, enjoy exercising on our Dance Revolution machine.

Healthy Family Fair in Marshalltown: We participated in the 10th Annual Healthy Family Fair February 28, 2015, in Marshalltown, where we encouraged families to create healthy smoothies using our pedal-powered “blender bikes.” In addition, we provided recipe cards, stickers and brochures. We have supported this event since 2011 through attendance or providing giveaways. Child Abuse Prevention Services organized this fair. 
Waukee Middle School Leadership Students: We participated in a student leadership event March 12, 2015, for Waukee Middle School students where we encouraged them to use our “blender bikes.” These were students we met at the Iowa DOE Super Power Summit in November 2014. They received grant funding from the DOE and invited us to be a part of the resulting nutrition activities they introduced at both Waukee Middle Schools. 
4-H Farm to Fork: In partnership with the National 4-H Council, we will provide $15,000 in support of the Iowa University Cooperative Extension Farm to Fork program during the 2015–2017 school year. Initial plans include enhancements to the Iowa Culinary Arts Camp, a “Farm to School” program that enriches the connection communities have with fresh, healthy food and local food producers by changing food purchasing and education practices at schools and preschools. Students gain access to healthy, local foods and educational opportunities such as school gardens, cooking lessons and field trips. “Farm to School” empowers families to make informed food choices while strengthening the local economy and contributing to vibrant communities. Award-Winning Farm to Fork Program 
The Farm to Fork program in Mississippi won the Medicaid Health Plans of America (MHPA) Outreach Best Practice Award at the 2014 MHPA annual meeting for the best practice of engaging members in improvement activities. We partnered with the Alcorn State University Extension Program to distribute free organic vegetables to individuals, assisting with the provision of fresh vegetables and nutrition education.

Children Exposed to Violence Annual Conference: We participated in the Children Exposed to Violence Annual Conference March 19, 2015, organized by the Child Abuse Council.
African-American Children and Families Conference: We were a sponsor of the fourth Annual African-American Children and Families Conference held February 19–20, 2015, at the University of Northern Iowa. This conference promotes a better understanding of culture and support for the needs of African-American families. This was our second year sponsoring the conference and participating in the breakout sessions with 550 first graders from Waterloo Schools. Our mascot, Dr. Health E. Hound, who travels the country promoting fitness and healthy habits, was in attendance to pose for pictures and sign autographs.
Sesame Street Food for Thought: We partner with Sesame Workshop, the nonprofit educational organization behind Sesame Street™, in developing a bilingual educational outreach program, Food for Thought, that helps low-income families make food choices that are affordable, nutritional and set the foundation for lifelong healthy habits. This program also provides families with information so they are better equipped to cope with the impact of food insecurity (i.e., limited or uncertain accessibility to enough food to fully meet basic needs because of financial issues) and aims to address childhood obesity and improve overall health. 
Des Moines University Girls in Science Day: We participated in the Des Moines Girls in Science Day, March 28, 2015, assisting with the Nutrition Station and demonstrating our blender bikes. This event reached middle-school-aged girls, providing nutrition and healthy living information.Figure 12. Des Moines University Girls in Science Day. Our blender bikes were used to demonstrate creating healthy smoothies to middle-school-aged girls during the Girls in Science Day.

Iowa Health Care Association: We sponsored and participated in the March 31–April 2 Spring Conference of the Iowa Health Care Association to communicate with skilled nursing home providers allowing us to better understand how we can improve health outcomes in skilled nursing facility settings.
LeadingAge Iowa Conference: We will be sponsoring and exhibiting at the May 2015 LeadingAge Iowa Conference to communicate and enhance relationships with representatives from nonprofit assisted living providers, nursing homes and residential care facilities.
Together We Can Conference: We will participate in the May 2015 Together We Can Conference, to support individuals with disabilities.
Iowa Primary Care Association: We work closely with Primary Care Association staff to identify and respond to their members’ needs and issues. We also both sponsor and participate at the annual meetings of the Association and seek their input on issues. This community health center membership association works to support quality, affordable primary and preventive care to the underserved in Iowa. We have attended the annual meeting since 2010 and also attended spring and fall meetings of the Iowa Association of Rural Health Clinics organized by the Iowa Primary Care Association. 
Governor’s Annual Conference on Substance Abuse: In 2015 we again helped support the Governor’s Annual Conference on Substance Abuse, which is a statewide forum focused on substance abuse prevention, treatment and recovery while offering recommendations for best practices. It was held on March 31 and April 1 in Des Moines.
Second Annual NAMI Iowa Research Dinner: We participated in the NAMI Research Dinner on April 25 at the State Historical Museum of Iowa. The evening featured speakers discussing research advances in mental illness research and a silent auction to raise money for programs.
We will continue our involvement in community events with planned support for initiatives that include school health fairs, Camp Hertko Hollow events for diabetes education, the Teen Pregnancy Task Force Conference and various community presentations. As demonstrated through our event participation listed above, we have established strong working relationships with numerous organizations in Iowa. We are committed to extending our partnerships with community-based organizations, government entities and provider organizations as we continue to engage individuals to provide health and wellness education and encourage healthy lifestyles. 
Supporting Community Needs
Our outreach efforts are extended through our organizational and individual support of community needs in Iowa. We are honored to provide this support and our efforts include community grants, computer donations, Sesame Street reading corner donations, local sponsorships, and employee volunteerism and donations. We next describe several ways we have contributed to the support of community needs throughout Iowa.
Community Grants 
We regularly support community- and faith-based organizations with no-cost grant writing webinars and Grant Guides highlighting new health-related funding opportunities. In the past 12 months, over 800 individuals across the United States have received our monthly Grant Guide and 250 individuals have benefited from our grant writing webinars, including 24 individuals from Iowa. All are welcome to join these monthly opportunities by registering at uhccommunityplan.com/uhc-grants.html.  Reach Out and Read Iowa 
Reach Out and Read Iowa is affiliated with a nationwide program encouraging children and families to read through a partnership with medical professionals. The program begins at the six-month checkup and continues through age 5, with special emphasis on children who reside in low-income communities. We have supported this program over the past four years through event sponsorships and events at physicians’ offices in Council Bluffs, Dubuque, Vinton and Eldora. Our employees have volunteered to assist at events and made personal contributions. One of our local Iowa outreach specialists, Tina Gordinier, serves on the advisory committee.

After learning of the State’s goal to improve birth outcomes, especially among African-American women, we announced plans to provide grant funding to support progress on this topic. On April 21, we released a Request for Proposal (RFP) for local community health improvement grants. This initiative is based on feedback provided by nearly 50 community partners at brainstorming sessions in Des Moines and Council Bluffs in February. Brainstorming session participants included representatives from local nonprofit organizations, faith-based organizations, local public health and medical facilities. These sessions offered a unique opportunity for payers, providers and others to come together in a rich exchange of ideas for alignment and integration.
We plan to award two to four grants ranging from $20,000 to $30,000 to 501(c)3 organizations incorporated in Iowa. Successful proposals will support at least one of the following priorities:
Peer navigation, community health workers, family or peer support specialists
Integration of service delivery and collaboration between medical homes and other health care and social services providers
Screening of individual and/or family risk factors related to both medical and BH issues
Programs to address psychosocial and environmental barriers such as transportation, translation and other supports that fill a documented need
Proposals are due June 5, awards to be announced by October 31 and programs will begin by December 2015.
Community Computers Donations ProgramSupporting Computer Access to Improve Lives in Iowa
Our Community Computers Donation program increases the availability of computers within low-income communities and improves lives by:
Enabling individuals to generate resumes and initiate job searches, aligning with the State’s goal to lower unemployment
Providing children and teens with access to learning tools, aligning with the State’s goal of developing educational opportunities
Assisting individuals with health literacy and education through use of the Internet, aligning with the State’s goal of improving health and access to care

Our Community Computers Donations program enables us to make computer donations to groups in need. This initiative improves lives in the communities we serve by providing residents with access to information such as social supports, community resources and important health education. Through our community computers initiative, we have donated 100 new computers this year to 13 community organizations throughout Iowa including Salvation Army – Fort Dodge, Salvation Army – Council Bluffs, YMCA – Fort Dodge, YMCA – Greater Des Moines, YMCA – Dubuque, Heartland Family Services, Orchard Place, The Neighborhood Hub, Hawkeye Area Community Action Program, All Care Health Center, the Boys and Girls Club of Davenport, the Boys and Girls Club of Central Iowa and Lutheran Services of Iowa. Figure 13. Sesame Street Reading Corners. An Iowa pre-school age child learns about healthy eating habits at a Sesame Street Reading Corner.

Sesame Street Reading Corners
Sesame Street Reading Corners are placed in health care facilities and provide pre-school age children with an engaging area to encourage reading and learning about healthy eating habits. The goal of this initiative is to influence healthy eating habits before children reach school age. This directly improves their health and indirectly lessens absenteeism rates to align with the State’s goal of returning Iowa’s schools to number one in the nation. We donated Sesame Street Reading Corners to multiple federally qualified health centers (FQHCs) in past years. We delivered 23 Sesame Street Reading Corners from 2010 through 2013. This year we are installing 11 additional Reading Corners in Iowa, located in rural health clinics (RHCs), home health clinics and FQHCs. Reading Corners are in cities across Iowa, including Des Moines, Marshalltown, Sioux City, Fort Dodge, Council Bluffs, Dayton, Waterloo, Harlan, Leon and Lamina. 
Sponsorships and Donations
We provide corporate sponsorships to fund family shelters, food banks and other community organizations. We have established local sponsorships and donations for the following organizations in Iowa:

	Sponsored organization:
	Funding provides:
	Why the organization was selected:

	Easter Seals
	Support for the EmployAbility program
	The EmployAbility program is aimed at preparing individuals for community-based employment and skill development, focusing on transportation and safety, professional dress and expectations, emergency procedures and job task completion. The program also supports the development of teamwork and social skills, partnering with community businesses to help EmployAbility clients put their skills to work in business settings.

	Special Olympics
	Support for the Healthy Athletes and Challenge Days programs
	The Healthy Athletes program provides oral, vision and hearing screenings; feet evaluations for skin, nails and bones; lifestyle surveys and a fitness program. The Challenge Days program holds Challenge Days throughout the year, intended for athletes with severe and profound disabilities. Challenge Days are expected to occur in Cedar Falls, Coralville, Des Moines, Lake City/Carroll and Council Bluffs. 

	Evelyn K. Davis Center for Working Families
	Assistance for the existing “Connecting to Support” program helping individuals with career and support services, education, training, coaching and other supports
	The “Connecting to Support” program addresses education and preparedness for employment, thus connecting to the Governor’s Healthy Iowans state health improvement plan.

	Baby Closet at CrossPointe Church
	Diaper vouchers and funds to purchase baby clothing and related items
	Serves expectant mothers and babies in need by providing free clothing and baby items once a month at CrossPointe Church in Sioux City.

	Des Moines Area Religious Council
	Support for stocking the food pantry
	Supports 12 locations targeting refugees and immigrants.

	Salvation Army – Cerro Gordo and Des Moines
	Diaper coupons and support for stocking the food pantry
	Supports multiple community needs, including food pantries and expectant mothers.

	Foodbank of Siouxland
	Support for programming related to food security
	Provides weekend food (sack lunches) for school children, in addition to other needs.

	FoodBank of Iowa
	Assistance for mobile pantries
	Provides mobile food pantries offering assistance for low-income rural residents.

	Food Bank for the Heartland
	Financial assistance for tow and truck repairs
	Provides mobile food pantries and a mobile feeding program for school age children in summer.

	Community Kitchen of North Iowa
	Support for food programs, purchase of milk
	Provides meals on-site for lunch Monday through Saturday and dinner Monday through Friday. Also distributes coats.

	MICAH House
	Assistance with programs to provide shelter
	This emergency family shelter provides support services to assist with permanent housing, employment and other needs.

	Upper Des Moines Opportunity
	Assistance with client services programs
	Community action agency sponsors multiple initiatives including food programs and back-to-school programs providing clothing, backpacks and school supplies for children in the area.

	Camp Hertko Hollow 
	Assistance with Diabetes education programs
	Camp provides diabetes education and peer support to children with diabetes and their families.

	American Diabetes Association 
	Funding to support diabetes education programs, such as the Living with Type 2 Diabetes program
	This nonprofit organization provides education and support for individuals with diabetes.

	ASK Resource Center
	Funding for the Together We Can conference, a statewide conference for individuals with disabilities, their families and others
	This nonprofit organization and advocacy center provides information and assistance for families of children with special needs.

	Family Housing Advisory
	Funding for tenant education and homelessness prevention
	Provides programs on homelessness prevention.


Employee Volunteerism and Contributions
We strongly support social responsibility and giving back to the people and communities we serve. We organize numerous efforts throughout the year engaging our employees to become actively involved in volunteer work. Over 2,700 volunteer hours were reported by our Iowa employees in 2014. Charities supported by our West Des Moines and Moline offices include:
Youth Emergency Services Shelter (YESS): This nonprofit organization provides children’s services including emergency shelter, crisis intervention and counseling. We collected and donated holiday gift wish items for the organization, in addition to providing other needed items for the shelter.In addition to local donations, we have a track record of supporting the communities we serve. We recently donated $1 million nationally, focusing specifically on education, food and housing. A portion of this donation has been allocated to Iowa communities.

The Greater Des Moines Leadership Institute: A nine-month leadership development program designed to enhance leadership skills, including skills to initiate community change. We partnered to help raise funds for their “Amanda the Panda” project in 2013 and “Courage League Sports” project in 2014.
Make-A-Wish Foundation: Over the past two years, we have dedicated the month of March to the Make-A-Wish Foundation, participating in wish delivery events for children living in Iowa. Employees also raised funds to purchase travel bags for the families and filled them with reading materials, activities, sunblock, bottled water, gift cards and more. Two of the families were our guests, stopping by for meet-and-greets with our employees.
United Way: We collected new and gently used children’s books for the “Stuff the Bus” initiative to be distributed to United Way of Central Iowa Women’s Leadership Connection support centers.
Muscular Dystrophy Association “Lock-Up”: Our employees participate annually in this event, where the Muscular Dystrophy Association teams up with local businesses and community leaders to “arrest” citizens for having a “big heart.” Volunteer “arrestees” work to raise funds to secure their release.
Additional volunteer and donation efforts included multiple food pantries and meal services, family service agencies, the Salvation Army, The American Heart Association, Toys for Tots, the Autism Walk, Susan G. Komen Foundation Race for the Cure, Leukemia & Lymphoma Society Light the Night Walk, American Cancer Society Making Strides against Breast Cancer, March of Dimes, Camp Hertko Hollow, Purple Strides against Pancreatic Cancer, Junior Achievement, Primary Healthcare of Iowa and Ronald McDonald House of Central Iowa.Employee Giving Campaign 
We support numerous Iowa organizations through our annual Employee Giving Campaign. Iowa employee contributions in 2014 totaled over $38,400.


 8.1.1.1 Permissible Marketing Activities 
The Contractor may market via mail and mass media advertising such as radio, television and billboards.…
8.1.1.2 Prohibitions on Marketing to Potential Members 
The Contractor shall not seek to influence enrollment in conjunction with the sale or offering of any private …
8.1.1.3 General Marketing Prohibitions 
The Contractor shall not engage in any marketing activities that mislead, confuse or defraud members or the State …
We understand the importance and sensitivity regarding permissible marketing activities and prohibited practices. As a provider for the hawk-i program since 2000, we already have a unique understanding and lengthy background in compliance with the State’s marketing requirements and will comply with Sections 8.1.1.1, 8.1.1.2 and 8.1.1.3.
[bookmark: _Toc417720388][bookmark: _Toc418958602]8.2 Member Communications 
[bookmark: _Toc417720389][bookmark: _Toc418958603]8.2.1 General 
The Contractor shall comply with the information requirements at 42 CFR 438.10. The Contractor shall have a mechanism in place to help potential enrollees and current enrollees understand the requirements and benefits of the plan. All enrollment notices, informational and instructional materials must be provided in a manner and format that is easily understood. 
Attachment 5 Question (8.2 Member Communications):
1. Describe your overall strategy for communicating with members.
We will serve the needs of Iowa High Quality Healthcare Initiative members by providing communication materials in compliance with 42 CFR 438.10 and Section 8.2. We understand the fundamental importance of providing materials that are easy to understand. Our hawk-i member materials are written at a sixth-grade reading level or below, and we will continue to maintain this level for all member materials created for the Iowa High Quality Healthcare Initiative.
Our communication strategy is built around creating opportunities for engagement and education with the individuals who need us most, our members and potential members. We recognize that improved health outcomes and reduced medical costs are initiated through increased member participation and education. Our initial onboarding activities and ongoing member engagement methods include verbal interactions, easily understood printed materials, internal programs, technology-driven efforts and outreach through community health workers in the field locating and engaging hard to reach members and escalating members with complex care needs to an RN or BH clinician. 
After we successfully onboard new members, we continue to engage them by providing clinical outreach as needed, continued access to our secure member portal, additional online educational resources, mobile applications, and educational programs and materials. All communication efforts are designed to engage interest, educate members and build relationships. 
Onboarding for New Members
Our member onboarding helps new members to begin using their new health plan right away. Based on primary member research, we know that new members are most concerned about:
The ability to make appointments with the doctor they choose
Understanding their benefits
Knowing how to get started and what comes next
Our onboarding process takes these concerns into account with messaging that reassures members and provides guidance to get started, while prompting them on three important actions:
Confirm their PCP and make their first PCP appointment
Complete their initial health risk screening
Get to know their health plan
Onboarding touch points include the membership ID card, welcome mailing and welcome calls to new members.
[image: ]Identification Card and Welcome Mailing
Within five business days of receiving member enrollment data from the enrollment file, the member ID card will be mailed to new members. The member ID card includes the member’s name and date of birth, the member’s ID number, our name and address, instructions for emergencies, our member services number and other telephone numbers for filing grievances, contacting provider services, obtaining prior authorization (PA) and reporting Medicaid fraud. The member ID card also includes the member’s PCP. Replacement ID cards can be printed by the member via the member portal (myuhc.com) or obtained by calling member services. 
To help our members get started immediately, we include the member’s benefits start date in large bold print on the ID card carrier. Accompanying the member ID card is our welcome letter, which encourages members to make an appointment with their PCP and complete their initial health risk screening. The letter provides step-by-step instructions for how to register and navigate the member portal to find additional health plan and benefit information, including the ability to search for network providers and download a Member Handbook. Members can also request to have a printed Member Handbook or Provider Directory mailed by contacting member services.
In addition to the welcome mailing, upon Agency approval and provision of email addresses on the enrollment file, we are able to send welcome emails to members.
Member Handbook
We recognize the importance of providing our members and their families with a comprehensive reference tool that includes essential health education information. Our Member Handbook is designed to be easy to read, simple to navigate and is organized according to member preferences. The Member Handbook includes the following information:
	Get Started checklist
Secure member portal (myuhc.com) information
Benefits/covered services/authorizations
Language and cultural help
Information about preventive care services
Disease and care management programs 
Completing the initial health risk screening
	Emergency and urgent care
NurseLine services
How to fill prescriptions
Complaints and grievance procedures
Member rights and responsibilities
Benefits summary
Privacy information


The Member Handbook is updated within a time frame compliant with contractual requirements.
Welcome Calls
We follow the new member welcome mailing with a personal welcome call to new non-HCBS waiver members, which occurs within 30 days of enrollment. The welcome call educates members and their families about the Iowa High Quality Healthcare Initiative program and provides them with an opportunity to ask questions. As part of the call, we gather information using the initial health risk screening. If the results of the initial health risk screening indicate higher risk, we refer the member for a more in-depth health status assessment and condition-specific screening as appropriate. During the call, we can verify the member has received his/her member ID card and the welcome mailing, encourage the member to visit his/her PCP, provide education on preventive care and more.
Welcome calls for LTSS participants are conducted by the individual’s assigned community-based case manager. The types of information discussed and documented during the call include current PCP and provider relationships, active treatment plans, service needs, barriers to accessing care and more. As part of the welcome call for these members, the community-based case manager completes the initial health risk screening in addition to scheduling the on-site initial needs assessment visit.
Ongoing Engagement
After we complete new member activities, we continue reaching out and providing educational materials and other opportunities for engagement and learning. Ongoing engagement activities are described below.
Clinical Outreach
When initial health risk screening results indicate that a member has been diagnosed with a chronic condition, such as diabetes, clinical outreach is conducted through outgoing calls from our clinical team to the member to address health needs. This outreach includes an additional assessment and provides further disease management support by telephone and personal interaction.
Advocate4Me Member Services Model
Each member interaction with our service center provides our member services advocates (MSAs) with an opportunity to engage with members about their benefits, covered services or to assist them with any concern. Advocate4Me, our member services model, employs intelligent routing and introduces personally relevant information such as members’ call histories and health status to connect them with an MSA who trained to meet their needs. MSAs are specifically trained to engage with members on other  important opportunities that may exist to improve  their health. An example includes closing gaps in care, such as the need for a wellness exam, by assisting members in scheduling appointments with their PCPs. Additional information on our Advocate4Me member services model is located in Section 8.3.
Member Website
Members can register on our secure member portal, myuhc.com, and experience a powerful online tool with features that can help them understand their benefits, stay healthy and save time. This comprehensive resource provides information such as telephone contact information, a downloadable Member Handbook, a searchable list of providers, health care services history, benefits and coverage information, member rights and responsibilities, information on how to file grievances and appeals, etc. In addition, members can complete their initial health risk screening online through myuhc.com.
Additional Online Resources 
Our online KidsHealth program includes health and wellness resources to encourage healthy behaviors among children, young adults and their parents. A vast amount of content is provided, including assistance for high-risk members with managing conditions such as diabetes, asthma and stress. Videos, written and spoken articles are provided through a link on the member website, myuhc.com, and can be accessed through a computer, tablet or smartphone.
[image: C:\Users\ywinkle\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Word\UHC iPhone App.jpg]Our BH website, liveandworkwell.com, is accessed through a link on our member portal, myuhc.com, and includes mental health and well-being information, articles on health conditions, addictions and coping. It also enables members to take self-assessments on a variety of topics, read articles about managing their health and locate community resources. 
Mobile Application 
We know that convenience and flexibility are very important to our members.  Our free Health4Me mobile application enables members who use smartphones or tablets to review their health benefits, access claims information, locate in-network providers, access our contact information, and more, anytime, anywhere. For additional information, refer to Section 8.5 Electronic Communications. 
Social Media Programs 
We furnish health and wellness information related to pregnancy, child birth and general health information applicable to pregnant women through Twitter (@UHCPregnantCare). A Spanish version with the same content is available through @UHCEmbarazada.
Educational Materials 
HealthTalk is our member newsletter providing relevant health education topics, including articles on BH (e.g., attention deficit hyperactivity disorder, suicide prevention) and physical health (e.g., asthma, diabetes, pregnancy, heart health, women’s health). HealthTalk is available in English and Spanish.
Educational brochures, designed to teach readers about preventive care and other topics, are disseminated at community events, schools and provider offices. Some examples include:
Deciding When It’s an Emergency 
Keep Your Health in Check: Healthy Checkups for Adults
Be Wise…Immunize
[image: ]UHC TV is an Internet TV network devoted to health and happiness. A service of UnitedHealthcare, UHC TV is for everyone who is interested in living a good life. UHC TV inspires people by delivering relevant, focused, educational and entertaining video about good health and living well. Updated with new content every week, UHC TV provides simple explanations of health insurance terms, tips on saving money, recipes, fitness, living well, and more.  If someone cannot find the health information they are looking for, they can always submit a questions to one of our 17 “experts” from the Ask-the-Expert series, who will then record a video response and make it available online. UHC TV can be accessed through the internet and is optimized for viewing from a computer, tablet or smartphone.
Health Care Reminders 
We have the ability to make telephonic outreach calls that include preprogrammed spoken messages in English and Spanish to members identified as needing specific preventive services. Depending on the member’s status and needs, the messages are tailored as educational, general reminders or specific reminders. We can also make live outreach calls to members who are non-compliant with their recommended preventive screenings or live in a region near an upcoming community wellness event.
[bookmark: _Toc417720390][bookmark: _Toc418958604]8.2.2 Language Requirements 
Information shall be provided to members who are limited English proficient through the provision of language services at no cost to the individual. All written materials shall be provided in English and Spanish, and any additional prevalent languages identified by the Agency in the future at no additional cost to the Agency. Per 42 CFR 438.204, at the time of enrollment with the Contractor, the State shall provide the primary language of each enrollee. The Contractor shall utilize this information to ensure communication materials are distributed in the appropriate language. The Contractor shall also identify additional languages that are prevalent among the Contractor’s membership. For purposes of this requirement, prevalent language is defined as any language spoken by at least five percent (5%) of the general population in the Contractor’s service area. Written information must be provided in any such prevalent languages identified by the Contractor. The Contractor must make oral interpretation services available free of charge to each member; this applies to all non-English languages, and is not limited to prevalent languages. The Contractor must notify all members that oral interpretation and translated written information is available and how to access those services. Written materials must include taglines in prevalent languages regarding how to access materials in alternative languages. 
Attachment 5 Question (8.2 Member Communications):
2. Describe your plans to provide oral interpretation services and translated written information and how you intend to notify members of the availability of these services and how to obtain these services.
We believe culturally proficient health care is dependent on accessible linguistic services and materials, as well as provider and staff education and preparation. We have capabilities already in place to serve the State’s language needs in compliance with the Section 8.2.2 requirements. 
Interpretation and Translation Services 
We understand that the Agency will provide primary language information for members on the enrollment file. In addition, we will solicit, verify and document member needs for interpreter and translation services during welcome calls and other engagement. We continually determine the need for changes or additions to verbal and written member tools by collecting data on ethnicity and preferred written and spoken languages. We analyze this data to identify the major cultural and linguistic groups in our service areas and identify any additional languages that are prevalent among our membership. Prevalent languages are defined as any language spoken by at least 5 percent of the general population in our service area. We will provide written information in any such prevalent languages that we identify through our efforts, or those identified on the Agency enrollment file. In addition, written materials will include taglines in prevalent languages to provide information on how to access materials in alternative languages.
We track the number of incoming calls to our member services center requesting the use of interpretation services and the number of requests for materials written in languages other than English. This information allows us to assign staff, provide training, and prepare culturally appropriate materials and other resources for the areas in which they are needed.
Member Services Assistance to Callers with Limited English Proficiency
To effectively communicate with our members in their first language, our staffing model promotes hiring of bilingual MSAs. In addition, we provide free interpretation services which enable access to more than 200 languages. Our MSAs are trained on handling calls from members of various cultural backgrounds and calls that involve interpreters. 
To further assist our members with their communication needs, we provide translation services as needed for attendance at doctor’s visits. We typically contact the doctor’s office first to see if they have translators available. If they do not, we will make arrangements for a translator through language line.
Availability of Materials in Languages other than English
We currently provide hawk-i member materials in English and Spanish, and will provide these languages for Iowa High Quality Healthcare Initiative materials. Free language translation services will be available upon request and we will continue monitoring the need to translate written materials into other languages. If enrollment, or potential enrollment, reaches at least 5 percent for another non-English speaking group, materials will be published in those languages. Expanded communication venues in multiple languages will include:
myuhc.com: Our secure member portal will support English, Spanish, Chinese (Mandarin), Vietnamese, Korean, Tagalog, Ilocano and Creole. 
liveandworkwell.com: Our BH website, accessed through a link on the member portal, will be available in English and Spanish, with a selection of articles and resource links in Chinese, Portuguese, German, French and Italian.
KidsHealth: KidsHealth online, a valuable resource for children, teens and parents, will provide articles and videos in English and Spanish. 
uhclatino.com: Available in Spanish and English, this site is designed for Hispanic individuals, providing valuable health information, healthy recipes and more.
Health Education kiosks: We place kiosks in clinics, supermarkets and other approved areas where we can reach individuals with no access to the Internet so they can complete their initial health risk screening and access health and wellness materials in Spanish and English.
Notifying Members about the Availability of Interpretation and Translation Services
We promote the availability of interpretation and translation services in our welcome mailing, member portal (myuhc.com) and the Member Handbook, and during the new member welcome calls. Services also are explained in staff interactions with members, such as incoming calls received in member services and outgoing clinical outreach calls. Community health workers are also able to speak with members about the availability of interpretation and translation services.
[bookmark: _Toc417720391][bookmark: _Toc418958605]8.2.3 Alternative Formats 
The Contractor shall make written materials available in alternative formats and in an appropriate manner that takes into consideration the special needs of those who, for example, are visually limited or have limited reading proficiency. This includes but is not limited to 508 compliance, Braille, large font, audiotape and verbal explanations of written materials. All members and potential members must be informed that information is available in alternative formats and how to access those formats. 
Attachment 5 Question (8.2 Member Communications):
3. Describe your plans to provide all written materials in alternative formats and how you will identify members needing alternative formats.
We will serve the needs of Iowa High Quality Healthcare Initiative members by providing written materials in alternative formats, upon request, in compliance with Section 8.2.3 requirements. We can identify members who require alternative formats for our written materials through information provided in the enrollment file, during our initial welcome call and other interactions with new members. This personalized outreach provides us with an opportunity to learn about our new members and how we can fulfill their needs. Members and their families can also learn about alternative formats through communications via our member services helpline or through clinical outreach calls. Availability of alternative formats is also communicated in the Member Handbook and on the member portal, myuhc.com. Alternative formats include Braille, large print, voice recorded audio formats and verbal explanations upon request. In addition, we use the 711 National Telecommunications Relay Service (TRS) TTY line to facilitate communication with our hearing impaired members. The telephone contact information is printed on all member mailings and materials. Specially trained staff members monitor the TTY line during normal operating hours on a daily basis.
Providing Written Materials that are Easy to Understand
As we outreach to our members, one thing is clear—we must provide written information that is easy to understand. If our members are unable to comprehend the terminology or our communications, they cannot make appropriate health decisions and consequently cannot take appropriate action. To respond to our members’ need for clarity, we developed the Just Plain Clear® Communications Program, focused on improving written and verbal communications so they are understandable, accessible and actionable. All new member materials must pass the Just Plain Clear scorecard prior to being released to the marketplace.
Based on our Just Plain Clear initiative, we are able to use our proprietary Doc Scrub Readability tool to assure materials are at or below specific grade reading levels. This tool rates and confirms that the materials we produce are easy to read, understand and act upon, and that they present information in a manner that most members can easily understand. The Doc Scrub database, based upon the Flesch-Kincaid reading level tool, was designed to check the reading level of a created document and highlight areas where the reading level is higher than recommended. The tool scans the document, provides us with the reading level and highlights words or sentences that give the document a higher-than-recommended reading level. Upon reviewing the tool’s suggestions, we make necessary changes.
[bookmark: _Toc417720392][bookmark: _Toc418958606]8.2.4 State Review and Approval of Member Communications 
All Contractor developed member communications must be pre-approved by the Agency. All materials shall be submitted at least thirty (30) calendar days or within the timeframe requested by the Department, prior to expected use and distribution. All substantive changes to previously approved communications must also be submitted to the Agency for review and approval at least thirty (30) calendar days or within the timeframe requested by the Department, prior to use. The Contractor shall comply with any the Agency processes implemented to facilitate submission and approval of materials. For example, the Agency may opt to mandate use of an inventory control number on all submissions or the use of specific cover sheets with document submission. Information that includes the State's name and correspondence that may be sent to participants on behalf of the Agency shall also be submitted by the Contractor for the Agency review and approval. Any approval given for the Agency or other state agency name or logo is specific to the use requested, and shall not be interpreted as blanket approval. The Contractor shall include the State program logo(s) in their marketing or other member communication materials upon the Agency request. The Agency reserves the right to mandate that specific language be included in member communication materials. 
We understand the importance of obtaining Agency approval for all written materials. We have relevant experience through the hawk-i program with compliance to Agency approval procedures and will fully comply with Section 8.2.4 requirements.
[bookmark: _Toc417720393][bookmark: _Toc418958607]8.2.5 Policies and Procedures 
The Contractor must develop and implement policies and procedures, subject to Agency review and approval, to ensure that materials are accurate in content, accurate in translation relevant to language or alternate formats and do not defraud, mislead or confuse the member. The Contractor shall provide the Department with copies of such policies and procedures upon request from the Department. 
Attachment 5 Question (8.2 Member Communications):
4. Describe your policies and procedures for ensuring materials are accurate in content and translation.
We understand and are compliant with the requirements for Section 8.2.5 regarding accuracy of all materials in content, and translation in language and alternate formats. We will provide the Agency with copies of these policies and procedures upon request. All public communications are subject to corporate communication policies and procedures, to include auditing of the material and content. Subject matter experts conduct formal interdepartmental reviews of marketing and sales materials prior to dissemination and provide ongoing monitoring to confirm accurate representation. All staff members must follow the UnitedHealth Group Corporate Communication guidelines for communications. Like we do for hawk-i today, we will obtain certifications of accuracy for all written materials that are translated into other languages. In addition, we have processes to review the accuracy of all clinical information provided in our written materials and to make sure plain language and appropriate grade levels are applied.
[bookmark: _Toc417720394][bookmark: _Toc418958608]8.2.6 New Member Communications 
Within five (5) business days of receipt of member enrollment information via the eligibility files provided by the Agency, the Contractor shall distribute enrollment materials to each member. All information in the enrollment materials shall meet the requirements set forth in Section 8.2 and shall be submitted for the Agency review and approval prior to distribution in accordance with the process established in Section 8.2.4. The enrollment materials shall include the following information: 
8.2.6.1 A provider directory and/or information on how to find a network provider near the member’s residence …
8.2.6.2 Contractor’s contact information, including address, telephone number, web site; 
8.2.6.3 The amount, duration and scope of services available under the Contract in sufficient detail to ensure …; 
8.2.6.4 Contractor’s office hours/days, including the availability of the Member Helpline and the 24-hour Nurse …; 
8.2.6.5 The procedures for obtaining benefits, including authorization requirements; 
8.2.6.6 Description of any restrictions on the member’s freedom of choice among network providers, as well as …; 
8.2.6.7 Description of how to complete a health risk screening, a process described in Section 9.1.1;
8.2.6.8 As required at 42 CFR 438.10(g)(1), the following information on the grievance and appeal process including: 
8.2.6.8.1 The right to file grievances and appeals, including (i) requirements and timeframes for filing a grievance …; and
8.2.6.8.2 The right to a State hearing, including the method for obtaining a hearing and the rules that govern …; 
8.2.6.9 The extent to which, and how, after-hours and emergency coverage are provided, as well as other …; 
8.2.6.10 As set forth in 42 CFR 422.113(c), the post stabilization care services; 
8.2.6.11 If applicable, any cost-sharing information, including patient liability responsibilities for 1915(c) HCBS …;
8.2.6.12 Information about the availability of non-emergency transportation and how to access; 
8.2.6.13 Member protections, rights and responsibilities, as further enumerated in 42 CFR 438.100 and Section 8.10;
8.2.6.14 Procedures for obtaining out-of-network services and any special benefit provisions (for example, …;
8.2.6.15 Standards and expectations for receiving preventive health services;
8.2.6.16 Procedures for changing contractors and circumstances under which this is possible, as described in Section 7.4;
8.2.6.17 Procedures for making complaints and recommending changes in policies and services;
8.2.6.18 Information about advance directives as further described in Section 8.9;
8.2.6.19 Information on how to contact the Enrollment Broker;
8.2.6.20 Information on alternative methods or formats of communication for visually and hearing-impaired …;
8.2.6.21 Information and procedures on how to report suspected abuse and neglect, including the phone …;
8.2.6.22 Contact information and description of the role of the Ombudsman; and
8.2.6.23 For members enrolled in a 1915(c) HCBS Waiver or 1915(i) State Plan, the Contractor shall also provide the following information:
8.2.6.23.1 A description of the community-based case management’s or integrated health home care …; and
8.2.6.23.2 Information on how to change community based case management or integrated health homes care …; 
8.2.6.23.3 When applicable, information on the option to self-direct, a process described in Section 4.4.8, …
Attachment 5 Question (8.2 Member Communications):
5. Provide sample member enrollment materials as described in Section 8.2.6. 
Providing comprehensive and beneficial new member communications is crucial to helping members understand their benefits and where to obtain assistance. We have the experience, tools and proven processes in place to fully comply with the requirements specified in Section 8.26. 
Please see Attachment 8.2.6 Member ID Card and Attachment 8.2.6 Welcome Letter for our sample enrollment materials, which will be customized for the Iowa High Quality Initiative. In addition to our attached sample member enrollment materials, we will be happy to provide hard copies of our Member Handbook and Provider Directory to the State upon request. Descriptions of our sample enrollment materials are provided in our response to Section 8.2.1.
The location of the required information for enrollment materials is included in the following table. In addition to viewing this information in the enrollment materials, members can personally request assistance during the welcome call or contact member services to speak with our well-trained MSAs for assistance.
	New Member Enrollment Materials

	Information provided
	Location of information

	Provider directory and information on how to find nearby network provider 
	Welcome letter 
Provider searches, to include BH, on the member portal (myuhc.com)
Health4Me mobile application
Provider Directory, obtained through a request to member services

	Our contact information
	Member ID card
Welcome letter 
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Amount, duration and scope of services available under the member’s Contract, including service authorization requirements
	Member portal (myuhc.com)
Health4Me mobile application
In the Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Our office hours/days and availability of the member helpline and 24-hour NurseLine
	Member ID card
Welcome letter 
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Procedures for obtaining benefits, including authorization requirements
	Member ID card provides contact number to obtain PA
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Restrictions on member’s freedom of choice among network providers, and the extent to which members may obtain benefits, including family planning services from out-of-network providers
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services
Provider Directory, obtained through a request to member services

	How to complete an initial health risk screening
	Welcome letter 
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Processes for grievances and appeals to include the right to a State hearing and the rules governing representation
	Member ID card includes telephone contact information for filing grievances
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	After-hours and emergency services
	Member ID card
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Post-stabilization care services
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Cost-sharing information, how to get assistance with questions and consequences for failure to comply with cost-sharing and patient liability requirements
	Welcome letter 
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Non-emergency transportation availability and how to access
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Member protections, rights and responsibilities
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Procedures to obtain out-of-network services and special benefit provisions that may apply
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Standards and expectations for receiving preventive health services
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Procedures for changing contractors and required circumstances
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Procedures for making complaints and recommending changes in policies and services
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Information about advance directives
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Information on how to contact the Enrollment Broker
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Information on alternative methods or formats of communication
	Welcome letter 
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	How to report suspected abuse and neglect and related contact information
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Contact information and description of the role of the Ombudsman
	Welcome letter 
Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services

	Roles and responsibilities of community-based case manager or Integrated Health Home for members enrolled in a 1915(c) HCBS Waiver or 1915(i) State Plan
	Member portal (myuhc.com)
Health4Me mobile application
Member Handbook—downloadable via the member portal, or a hard copy can be obtained by request through member services
One-on-one education provided by care manager


[bookmark: _Toc417720395][bookmark: _Toc418958609]8.2.7 Right to Request and Obtain Information 
At least once a year, the Contractor shall notify all members of their right to request and obtain information in accordance with 42 CFR 438.10. 
We will comply with Section 8.2.7 to make sure members are notified at least once a year of their right to request and obtain information in accordance with 42 CFR 438.10.
[bookmark: _Toc417720396][bookmark: _Toc418958610]8.2.8 Notification of Significant Change 
In addition to notification of a material change in operation as described in Section 2.16, the Contractor shall provide written member notice when there is a significant change, defined as any change that may impact member accessibility to services and benefits, in: 
8.2.8.1 Restrictions on the member’s freedom of choice among network providers;
8.2.8.2 Member rights and protections;
8.2.8.3 Grievance and fair hearing procedures;
8.2.8.4 Amount, duration and scope of benefits available;
8.2.8.5 Procedures for obtaining benefits, including authorization requirements;
8.2.8.6 The extent to which, and how, enrollees may obtain benefits from out-of-network providers;
8.2.8.7 The extent to which and how after-hours and emergency coverage are provided;
8.2.8.8 Policy on referrals for specialty care and for other benefits not furnished by the member’s primary care provider; or
8.2.8.9 Cost sharing.
Attachment 5 Question (8.2 Member Communications):
6. Describe your processes for identifying significant changes as described in Section 8.2.8 and notifying members of such changes.
We understand and will comply with the requirements in Section 8.2.8 in its entirety and provide written member notice when there is a significant material change in operation. We identify significant changes as changes that impact member accessibility to services and benefits as referenced in Sections 8.2.8.1 through 8.2.8.9. For any changes to operations, including those specified in Section 8.2.8, our compliance officer, Kari Plagge, will notify the Agency as soon as possible and work with Agency staff, based on the material change, to determine the type of communication required, as well as the content. After approval of the communication content, members and/or providers will be notified using the approved method; written correspondence or other form of communication as requested by the member. We can also make notifications via our member portal. If needed, resources can be mobilized to contact members or providers by phone in an expedient and culturally competent way.
[bookmark: _Toc417720397][bookmark: _Toc418958611]8.2.9 Notice of Action
The Contractor shall give members written notice of any action, not just service authorization actions, within the timeframes for each type of action as described in state and federal rules, regulations, and policies. Information specific to authorization actions is found in 11.2.7.
We understand and will comply with the requirements for written notices of action in Section 8.2.9.
[bookmark: _Toc417720398][bookmark: _Toc418958612]8.3 Member Services Helpline 
The Contractor shall maintain a dedicated toll-free member services helpline staffed with trained personnel knowledgeable about the program. Helpline staff shall be equipped to handle a variety of member inquiries. The telephone line shall be staffed with live-voice coverage during normal working days (Monday through Friday), excluding State holidays, and shall be accessible, at minimum, during working hours of 7:30 a.m. - 6:00 p.m. Central Time. The State holidays are: (i) New Years Day; (ii) Martin Luther King, Jr.’s Birthday; (iii) Memorial Day; (iv) July 4th; (v) Labor Day; (vi) Veterans Day; (vii) Thanksgiving; (viii) Day after Thanksgiving; and (ix) Christmas Day. The Contractor shall provide a voice message system that informs callers of the Contractor’s business hours and offers an opportunity to leave a message after business hours. Calls received in the voice message system shall be returned within one (1) business day. The Contractor must have the ability to warm transfer enrollees to outside entities, such as provider offices, and internal Contractor departments, such as to care coordinators, to facilitate the provision of high quality customer service. The Contractor shall ensure all calls are answered by live operators who shall identify themselves by name to each caller. The Contractor may utilize an Interactive Voice Response (IVR) system, but must ensure a caller is connected to a live person within one (1) minute if the caller chooses that option. 
Attachment 5 Question (8.3 Member Services Helpline):
1. Describe your plans for the member services helpline, including the days and hours of operation.
We will serve the needs of Iowa High Quality Healthcare Initiative members by providing a dedicated member services helpline in compliance with the State’s requirements in Section 8.3. As noted in our response to the following questions, we have the background, tools and proven processes in place to deliver high-quality member services experiences to the citizens of Iowa.
Our member services center serves as a critical point of contact for individuals, families and caregivers, and we have proudly delivered assistance to hawk-i members in Iowa since 2000. To effectively serve Iowa High Quality Healthcare Initiative members, we will provide a prompt connection through a single toll-free telephone number to our well-trained staff Monday through Friday from 7:30 a.m. to 6:00 p.m. Central time, with the exception of Iowa State holidays. Our skilled and experienced MSAs will deliver fast, reliable and accurate service with consideration and an understanding that our members are individuals with unique needs. “…he provided very exceptional customer service to me…I really appreciate it.”
--Member quote recorded during Iowa hawk-i post-call survey

Advocate4Me Member Services Delivery Model
We will deliver support through our award-winning member services model, Advocate4Me, a complete re‐thinking of the traditional member experience. This evolution in our service model was a result of using Human-Centered Design methodologies that included consumer interviews that generated ideas, concepts and prototypes that were tested with consumers in an iterative generative process. Our MSAs are the connection hub for both inbound and outbound activity, providing services from answering benefit questions, to connecting members with clinicians for ongoing support—all delivered seamlessly and with a focus on the compassion that each member deserves. The experience we have designed is intended to connect members with an experience designed for them, their personal needs based on our experience, research and their specific request. Using analytics, we equip the MSAs to support the member in a comprehensive manner and anticipate the further needs of that member. Our team is prepared to connect with doctors, social workers and a myriad of specialty resources to help that member in navigating through the system and getting his/her needed care. The following represents our results, thus far, nationwide that include all of our lines of business where we have rolled out our latest service model.
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Inbound Member Activity
For members calling into our single toll-free telephone number, the change begins with the IVR system making sure each call is connected to the appropriate MSA using intelligent routing and call history. After the member’s ID is entered, the member’s personal history is pinged by our database in milliseconds. The result helps us anticipate the difference between routine questions and identifying members with gaps in care or complex care needs. Based on that information, the member is routed to an MSA, specially trained and equipped with personalized member information. This allows the MSA to resolve immediate member requests, and identify potential future health risks. 
All MSAs can assist members with benefits and eligibility information, completing their initial health risk screening and finding or choosing a high‐quality provider and getting an appointment. In addition, each MSA is notified if members have gaps in care, such as the need for a wellness exam, and will work to make sure they are scheduled with the appropriate PCP or specialist for resolution. Senior plan MSAs can also support members with more complex needs, including working with clinical resources to simplify optimal care. 
Outbound Member Activity
The same MSAs that take inbound calls also reach out to new members welcoming them to UnitedHealthcare and completing their initial health risk screening, making sure they understand their benefits, connecting them with their PCP and scheduling their first appointments. Additional outbound calls are made to members who have an identified need, or are going to experience a change in network or benefits. Managing expectations, eliminating gaps in care and delivering service with compassion is at the heart of our Advocate4Me service model.
Advocate4Me is the new standard in delivering an integrated, outcome‐based service model. We focus on earning a high satisfaction rating and achieving the best possible health outcomes with each and every opportunity we have to talk to a member. 
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Figure 14. Advocate4Me Service Model.
State-of-the-Art Desktop Capabilities
We understand the importance of providing our MSAs with the most current information available to assist members in the most thorough, effective way possible. Our MSAs have both clinical and non-clinical information available to efficiently and accurately answer all member questions. In fact, our Advocate4Me member services model goes further in that MSAs are expected to anticipate member needs and future issues using their skills, experience and broad range of up-to-date member health data as described in the table below:
	Information/Tools
	Source/Description

	Clinical Information
	CommunityCare: CommunityCare provides our staff with a person-centered view of our members’ data, including clinical information, prescription history, health assessments, care plans, clinical interventions (e.g., disease management or medication management) and the frequency and scope of services authorized and used by integration with CareOne. CommunityCare identifies a member’s care level requirements and documents his/her values, preferences, expressed needs and goals. It also captures input received from member representatives or family members.  
Consumer Dashboard consolidates member-specific data across all consumer touch points (e.g., BH, pharmacy, EPSDT) into a single member “snapshot,” providing a common member view across our resources

	Member Benefits
	Benefit Summary: Used to assist callers with benefit information, including covered services and required authorizations. The benefit summary provides member program information. These documents are loaded into the MSA’s online application providing a direct link to the benefits and services tied to each member. 

	Provider Network 
	Network provider data including panel and provider contact information. This includes specialty, board-certification status, geographic location including address and telephone number, office hours, open or closed panels, accessibility for members with a disability, linguistic capabilities, hospital affiliation and more.

	Member Assistance
	Interpretation Services: Interpretation services are available at no charge in more than 200 languages to help MSAs assist our members who speak a language other than English. 
Community Services: Internal resources are available to provide members with information on social service agencies and support. 

	Eligibility and Claims
	CSP: Our main transaction system where MSAs access member and provider information, including additional information on member eligibility and claims transactions. 


Member Satisfaction
We use a post-call survey to assess our members’ experience and evaluate the performance of member services staff. Following each call, members are given the option to participate in a phone survey. Participating members are asked questions that are rated on a 1 to 5 scale, with five being the best. The results of the survey are monitored on an ongoing basis by member services quality staff. This team calibrates data collected through the survey and looks for trends and opportunities for improvement at the individual and group level and intervenes to provide training as needed. We are able to use text search on our digitally recorded calls, which is an additional way to identify trends in concerns or issues. 
We are committed to resolving member issues. If a member indicates he/she is dissatisfied with his/her experience, the call is flagged for follow up and resolution by a supervisor. Reports can and will be generated monthly, including any complaint calls received by member services. Data from this report will be shared with the Agency, providing insight as to why members are calling the member services center. In addition, any complaint call records that are sent to our appeals unit are captured, and the information is processed through our grievance system.Iowa hawk-i United Experience Survey (UES) Results
Our 2014 hawk-i member survey results were 96.55%, exceeding our internal member satisfaction target of 94%.

Attachment 5 Question (8.3 Member Services Helpline):
2. Describe the process you will utilize to answer, route, track and report calls and inquiries. Indicate if an Interactive Voice Response (IVR) system is proposed.
Answering and Routing Calls
Our call center technologies manage the flow of all incoming calls to provide timely responses to member inquiries. Intelligent routing and IVR systems provide skill-based and priority call routing to successfully link our members with the appropriate MSA who is ready to assist. 
Through intelligent routing, our Advocate4Me technology system matches members’ phone numbers to their eligibility file which includes their clinical profile, health system utilization, benefits information and previous interactions with our services. The IVR allows callers to identify the reason for their call, thus providing expedited service. Separate queues are available by call type and for English and Spanish. Through use of our natural language technology, the member is asked to verbally state the reason for his/her call. Natural language capabilities recognize more than 70,000 keywords and can categorize the call based on the member’s statement. Collectively, these technologies are used to connect the member to an MSA who has the skillset and training to help the caller in a manner that is intended to be meaningful and impactful. Member calls are routed to one of these two levels of advocates:
Plan MSAs: Provide broad-based support for benefits and eligibility inquiries; onboard new members; make PCP changes, schedule appointments and identify gaps in care. 
Senior plan MSAs: Receive additional, higher-level training for resolving complex issues, including appeals and grievances, providing PA status, identifying gaps in care and supporting members with more involved needs. 
Each MSA is accountable for resolving members’ needs and anticipating future issues, and is equipped to solve issues across all benefits, including medical, pharmacy, BH, LTSS, provider research and appointment scheduling. Once a call has been routed to an MSA, the member’s dashboard immediately presents relevant and personalized data. The well-designed and easy-to-use dashboard presents MSAs with a set of important alerts and messages. At a glance, the MSA receives a holistic perspective of the member, with these consumer alerts and messages:
	New member status
Initial health risk screening completion
Initial health risk screening stratification/risk level
	Repeat/frequent caller
Gaps in care
Outbound campaigns
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Figure 15. Advocate Feature Functions – Skills & Capabilities. Comprehensive skill baseline reduces tier transfers, promotes first contact resolution (fulfills state performance guarantee) and decreases overall call handle time.
The following scenarios help to illustrate the member data available to MSAs, and the resulting benefits to members: 
Member Scenario #1
Mrs. Smith calls customer service stating that she missed a call from UnitedHealthcare and wants to know what the call was regarding. 
Once connected with Mrs. Smith, the MSA immediately sees a screen pop-up alerting him that Mrs. Smith is on the outbound call campaign for welcome calls. The MSA welcomes Mrs. Smith and shares information to help her get the most from her health plan. After answering questions she has about the benefits available to her, the MSA can access CommunityCare to complete an initial health risk screening, determine the score and make any necessary referrals (i.e., Healthy First Steps for pregnant members, case management for high risk members). In addition, the MSA can assist with any appointments needed for gaps in care, and assign a PCP if needed.
Member Scenario #2Compassion Notes
Each telephone interaction provides an opportunity for our member services staff to not only educate our members and their families, but to really listen to their needs and make a personal connection. To enhance and extend these member connections, our advocates send handwritten notes, such as get well, sympathy and thank you cards, in addition to other acknowledgements. In first quarter 2015, member services staff have mailed 181 handwritten notes to members and their families across the United States. 

Mr. Johnson is sick and wants to see a doctor. He calls the PCP listed on his card, but is told that because he hasn’t seen this doctor before, the office will not be able to get him in for two weeks. Mr. Johnson decides to call member services for assistance locating a new PCP.
Mr. Johnson is connected to an MSA who immediately sees the purpose of his call. The MSA pulls a list of doctors that are accepting new patients and offers the member one in his area. The MSA then conferences in the provider’s office to confirm they will take the member as a patient and assist him with setting up his first visit. They assign the new PCP while the member is on the phone and generate ID cards at the same time. If the office is unable to get the member in, in a reasonable amount of time, the MSA assists in locating an urgent care in the member’s area. 
The key commonality across all MSAs is that they are accountable for resolving the members’ issues and anticipating future issues. 
After-Hours Member Calls
Iowa members calling our member services center after-hours will reach our IVR system, thus directing their call to the following resources:
NurseLine: NurseLine is available 24 hours a day, seven days a week and staffed with RNs to address member questions and triage immediate health concerns. Since 2008, NurseLine has earned and held NCQA’s Health Information Product (HIP) certification.
Behavioral Health Crisis Line: The BH crisis line is available 24 hours a day, seven days a week and is staffed by master’s level licensed clinicians to triage member crisis calls. Members who are experiencing emergency issues are triaged to 911 or other mobile crisis services. Our clinicians further assess members who are experiencing urgent issues and refer them to a network provider for additional support. 
Voice Mailbox Message Option: Our IVR voice mailbox option offers callers the opportunity to leave a detailed message that an experienced MSA will return on the next business day. The IVR voice mailbox provides instructions to callers regarding what to do in case of an emergency and clear instructions on how to leave their message. 
Tracking and Reporting Calls 
We use standard call center metrics to track and report calls, including total calls answered and handled, average speed of answer, average hold time, abandonment rate, etc. Detailed information on our tracking and reporting methods is located within Section 8.3.3.
[bookmark: _Toc417720399][bookmark: _Toc418958613]8.3.1 Availability for All Callers 
The member services helpline must be available for all callers. The Contractor shall maintain and operate telecommunication device for the deaf (TDD) services for hearing impaired members. Additionally, the Contractor shall ensure communication between the Contractor and member is in a language the participant understands. In cases where a participant's language is other than English, the Contractor shall offer and, if accepted by the participant, supply interpretive services at no charge to the participant. An automated telephone menu options must be made available in English and Spanish. 
Attachment 5 Question (8.3 Member Services Helpline):
3. Describe your plans to provide services for the hearing impaired and non-English speaking population.
We understand and are compliant with the communication requirements in Section 8.3.1.
Providing Assistance for Hearing Impaired Individuals
We use the 711 National Telecommunications Relay Service (TRS) TTY line to facilitate communication with individuals who are hearing impaired, and print the telephone contact information on all member mailings and marketing materials. MSAs are trained on handling calls from TRS operators who are assisting our hearing impaired members. When the office is closed, the TRS operator can leave a message on the system requesting a call back. Those messages are returned by the next business day using TRS via 711.
Providing Assistance for Non-English Speaking Individuals
Delivering a consistent member experience, as part of our Advocate4Me service model, includes focusing on the quality of the interaction with our members and providing personalized service, including the provision of language assistance. We employ and recruit bilingual staff, and our interpretation services are always available to provide individuals with access to more than 200 languages to meet their communication needs. Our MSAs and case managers are trained on handling calls that involve interpreters.
[bookmark: _Toc417720400][bookmark: _Toc418958614]8.3.2 Helpline Staff Knowledge 
The Contractor’s member services helpline staff must be prepared to efficiently respond to member concerns or issues, including but not limited to: (i) how to access health care services; (ii) identification or explanation of covered services; (iii) procedures for submitting a grievance or appeal; (iv) reporting fraud or abuse; (v) locating a provider; (vi) health crises, including but not limited to, suicidal callers; (vii) balance billing issues; (viii) cost-sharing and patient liability inquiries; and (ix) incentive programs. 
Attachment 5 Question (8.3 Member Services Helpline):
4. Describe your training program curriculum and training process for call center staff.
We will provide exemplary member services through our experienced and well-trained staff that will be prepared to assist Iowa members with their concerns and issues in full compliance with the State’s requirements specified in Section 8.3.2. Extensive training is provided for all new MSAs through two scheduled phases of customer care training at the beginning of their employment. Ongoing training is provided to all MSAs.
Initial Member Service Advocate Training
MSA training progressively moves the individual from learning the basics of the Iowa program and our operations, to simulated interactions with members, testing and finally, interacting with members under direct supervision. Each topic is addressed through a variety of training modalities, including reading, lectures, role-playing/simulations, observation and question opportunities, with intermittent reviews to confirm information is retained. MSAs must pass written evaluations and meet specific metrics before they move to the second training phase and are allowed to take live member phone calls. MSA training is demonstrated in the table below:
	Phase I Training Topics
	Phase II Training Topics

	Our customer care philosophy and approach
Introduction to the Iowa program
The role of the member MSA as the member’s first point of contact with the plan
Integrity and compliance
Plan structure, including medical management functions, claims functions, member service and provider services
Basic member service skills, including active listening, questioning, responses to look for and “flags” indicating the member may not understand materials 
Cultural sensitivity
Systems introduction (information technology, telephone and contact tracking system)
Health plan and benefit explanation, including categories of eligibility 
Introduction to member materials, including content, intent and distribution 
UnitedHealthcare and Iowa websites (accessing information and instructing members on their use)
	Phase I review
Introduction to other entities participating in the programs
Member service process, policy and procedure
Questions frequently asked by members
Recognizing issues that need to be escalated or transferred to another department
Appropriate documentation of calls via tracking systems, including complaints
Using available tools, including online manuals, workflow diagrams, reference materials, mapping search engines and job aids
Using the interpretation services reference guide for involving interpreters when working with members with limited English proficiency
Ongoing performance improvement efforts
Claims system introduction 


Ongoing Member Service Advocate Training
Ongoing training will address the very latest in program updates for the Iowa High Quality Healthcare Initiative, related changes and requirements. In addition, ongoing training will address cultural competency and special health care coordination needs of Iowa members, including: cultural awareness and understanding of health disparities among cultural groups; treating each person with dignity and respect; communication protocols for members with limited English proficiency; and barriers facing individuals with special health care needs. 2014 CAHPS Survey Results
The 2014 CAHPS survey included the following question: “In the last six months, how often did customer service staff at your child’s health plan treat you with courtesy and respect?” 
Our Child Medicaid Central Region scored 94.22 percent for Always or Usually.


We also provide ongoing training for handling urgent/emergent calls. MSAs are trained to recognize symptoms of a medical crisis such as slurred speech, shallow breathing and of a BH crisis. We review and discuss urgent calls during training including example scenarios and use role-playing exercises to make sure our staff is prepared and confident when handling calls of this nature. Ongoing training also includes compliance instruction on our Code of Conduct and principles of integrity. Employees must complete our online Integrity and Compliance@Work training programs annually.
Iowa-Specific Training
We recognize that each state has a unique culture, and in addition to comprehensive member services training, our MSAs attend State School. This provides them with the opportunity to understand and relate to the specific member populations they serve. MSAs are taught about state geography, member demographics and cultures. Our MSAs are proud of the state they represent, and spend time learning about the distinctive aspects and qualities.
[bookmark: _Toc417720401][bookmark: _Toc418958615]8.3.3 Helpline Performance Metrics 
The Contractor shall maintain a service level of eighty percent (80%) for incoming calls that is calculated with this equation: SL= ((T-(A+B)/T)*100) where T= all calls that enter queue, A=calls that are answered after 30 seconds, B=calls that are abandoned after 30 seconds. 
Attachment 5 Question (8.3 Member Services Helpline):
5. Describe your call center monitoring process to ensure helpline performance metrics are achieved.
We work diligently to meet and exceed performance service levels to make sure our members are receiving efficient handling of their issues and concerns. We understand and will comply with the service level requirements for the Iowa High Quality Healthcare Initiative specified in Section 8.3.3. 
We exceed the performance standards for the Iowa hawk-i program and have demonstrated performance metrics for February 2014 through February 2015 in the table below:
	Compliance Scorecard
	Targets
	February 2014-February 2015

	Member % Abandonment Rate
	< 5%
	0.3%

	Member Average Speed of Answer (seconds)
	30 
	4.84


Tracking Performance Metrics
To track our member services center metrics for the Iowa High Quality Healthcare Initiative, we will use standard call center metrics including: 
	Total calls answered
Total calls handled
Average speed of answer
	Average hold time
Percent of calls answered within 30 seconds 
Abandonment rate 


Tracking Processes
Because we recognize the importance of measuring and monitoring our member services metrics, our tracking process includes the following approaches: 
Metrics tracked will be specific to the Iowa High Quality Healthcare Initiative
Metrics are reviewed real-time daily by our workforce management team, supervisors and business managers within our member services center
Compliance metrics will be reported to the Agency upon Agency request and in compliance with contract requirements
Metrics and metric drivers are reviewed daily for the first month post go-live in daily “war room” meetings to ensure focus on meeting accurate customer care
Call Monitoring for Quality Results
Inbound and outbound member services calls are recorded so that random samples can be monitored. On a regular basis, call monitoring activities are performed by quality analysts and supervisors to make sure MSAs are providing members with accurate information and adhering to established policies and procedures. The quality review process includes the following:
Randomly audited calls per month (per MSA): We use a call monitoring system to conduct member services monitoring activities, such as playing recordings, performing record on demand (instant recording), live monitoring and performing evaluations. Supervisors access the call monitoring system to review their team’s quality evaluation details and scores. We record calls and conduct quality reviews on a random sampling of calls that each MSA conducts. Evaluations include the following components:
	Phone technique
Building trust
Accurate response
	First call resolution
Education/activation
Policy adherence


Documentation process: MSA scores are documented on a Quality Service Form.
Audit-the-Auditor process: Every Quality Service Form is audited daily to confirm consistent and accurate scoring.
Live monitoring: Supervisors monitor live calls and provide immediate feedback. 
Special requests: Ad hoc audits are conducted as requested by a supervisor or manager.
Call calibration: Call center management meets twice monthly with our leadership teams who support Iowa performance management, operations, compliance and member outreach to listen to recorded phone calls and provide input on how the call was handled. 
Our Continuous Improvement Training and Development program includes the following:
Quality audit results are tracked for all MSAs to identify trends in areas of improvement
The training director reviews trended results, adjusting the training curriculum as needed
MSAs receive daily feedback of performance relative to targets within performance management system, focused on quality scores, post-call survey scores and key performance metrics.
In addition, we apply our Behavioral Analytics program to provide feedback for the MSAs on effective communications. We use Behavioral Analytics to deliver performance improvement specifics to our Advocates. This enables continued development of their call handling abilities and techniques, resulting in excellent customer service.

Behavioral Analytics
Behavioral analytics uses language-based algorithms to predict caller dissatisfaction (rating the member’s level of distress or satisfaction). A key program feature is the provision of data available at the local health plan, program, member and MSA level. Feedback provided to MSAs through our behavioral analytics program is used to assist our MSAs in matching their communication style to the personality of the caller. All recorded calls are available to review and analyze through our behavioral analytics capabilities and, as a result, the overall member services experience has improved through an increase in first-call resolution.
[bookmark: _Toc417720402][bookmark: _Toc418958616]8.3.4 Backup System 
The Contractor shall maintain a backup plan and system to ensure that, in the event of a power failure or outage, the following are in place and functioning: (i) a back-up system capable of operating the telephone system, at full capacity, with no interruption of data collection; (ii) a notification plan that ensures the Agency is notified when the Contractor's phone system is inoperative or a back-up system is being utilized; and (iii) manual back-up procedure to allow requests to continue being processed if the system is down. 
Attachment 5 Question (8.3 Member Services Helpline):
6. Describe your plans for a backup solution for phone service in the event of a power failure or outage or other interruption in service. 
Phone Service Backup Solution
We have processes and procedures in place to comply with the requirements in Section 8.3.4. Communications via telephonic resources with our members is critical and we have processes and procedures in place to adapt seamlessly to operation interruptions. Our national operations center oversees six call centers by using a combination of resource optimization (e.g., workforce management tools), operational reports and business continuity planning to provide flawless member service delivery while maximizing workflow and resources. Using advanced technology that includes skills-based routing and call forecasting, we can overflow calls easily in an emergency and members can expect the same level of knowledge and service. The national operations center monitors world events, weather, national disasters and incidents that may impact our members.
Business Continuity Plan
We have a comprehensive business continuity plan in place to support our ability to communicate with members by phone if we incur phone service interruption at an operational facility. Our business continuity plan is designed to respond to disaster events, restore critical business function processes and resume normal business function operations in a prioritized manner. We have strategies in place to meet recovery objectives for loss of facility, critical resources, critical systems and more. In the event of a disaster, call centers use special procedures to communicate with members, track and record calls, and continue responding to requests during and after the incident. For each operation, we identify specific first-line backup and train these teams in administering business rules, policies and procedures. Teams are also trained in cultural competency and geography, so they are prepared to provide excellent assistance to individuals as backup support.
Our call center operations are dispersed across the country allowing non-impacted locations to absorb call volumes as needed. Advance travel teams are prepared to be deployed to affected areas for assistance in operation continuance. During incidents that impact phone connectivity, we encourage members to use the toll-free number already provided to them to make sure their incoming calls are routed appropriately. However, recognizing that individuals may not have these numbers readily available, we have created single entry points into our customer care organization, which we publish in press releases associated with our event response. As a national company with vast local resources, we have geographically dispersed computing, customer service facilities and health care networks that can support and supplement the work of compromised localities in an emergency. 



August 2012 – Hurricane Isaac in Louisiana
Our emergency management team (EMT) began meetings on August 23, 2012, to monitor storm predictions and prepare for operation continuity due to the forecast for tropical storm Isaac to reach hurricane strength and subsequently impact southeastern Louisiana. Our leadership activated the business continuity plan and began implementation for loss of facility and resource availability due to evacuations. For high-impact areas, we simultaneously confirmed the health and status of our employees in the region, and implemented measures to provide continuous communication and care for members and providers. Throughout the storm and aftermath, we worked with our provider network and supported our Louisiana members to maintain continuity of care. We evaluated network capacities and communicated reassignments to our largest and most critical providers and affected members. Our Louisiana outreach team contacted members to communicate prior authorization, provider transfer and other applicable instructions. During and after the hurricane, we maintained our compliance measures with the call center and provided specialized storm call reporting.

For any phone service outage or utilization of a backup phone system, member services leadership provides notification to the plan CEO and compliance officer who communicate the issue with the Agency. Communications and updates with the Agency will continue until the issue is resolved and regular phone service is fully restored. For additional information on our contingency and continuity planning, please refer to Section 13.2 of our response.
[bookmark: _Toc417720403][bookmark: _Toc418958617]8.3.5 Integration of Service Lines 
To facilitate the delivery of integrated healthcare services, the member services helpline shall be used by all members, regardless of whether the member is calling about physical health, behavioral health and/or long-term care services. The Contractor may not have separate numbers for members to call regarding behavioral health and/or long-term care services. The Contractor shall either route the call to another entity or conduct a “warm transfer” to another entity, but the Contractor shall not require an enrollee to call a separate number regarding behavioral health and/or long-term care services. 
Attachment 5 Question (8.3 Member Services Helpline):
7. Describe if any separate member services lines or staff will be used to address member needs by service type (i.e., physical health, behavioral health and long-term care services).
We understand and will comply with the service line integration requirements in Section 8.3.5. We are proposing a single integrated member services line to address the individual needs required by members. Call center technologies used for member services manage the flow of all incoming calls to provide timely responses to member inquiries. Automatic call distribution and IVR skill-based and priority call routing successfully link Iowa members with MSAs trained on programs within the Iowa High Quality Healthcare Initiative and are ready to assist. The IVR allows callers to identify the reason for their call, thus providing expedited service. Separate queues are available by call type and for English and Spanish speakers.
Attachment 5 Question (8.3 Member Services Helpline):
8. Describe proposed entities to which you will be capable of warm transferring member calls.
We have been serving Iowa hawk-i members and their families since 2000, engaging with case managers, support services, provider’s offices and other entities. Member calls can be warm-transferred to entities including, but not limited to, case managers, NurseLine, BH crisis line, support services, provider’s offices, vision and transportation providers, and more. MSAs interact with these entities by conducting three-way conference calls where they remain on the line to assist the member with the call, or a warm transfer, where they introduce the member and summarize their needs. If necessary, the MSA can contact the entity on a separate call to get information or obtain a return call for the member. The member is notified of the call outcome through a follow-up call from the MSA.
[bookmark: _Toc417720404][bookmark: _Toc418958618]8.3.6 Tracking and Reporting 
The Contractor must maintain a system for tracking and reporting the number and type of member calls and inquiries it receives during business and non-business hours. The Contractor must monitor its member services helpline and report its telephone service level performance to the Agency in the timeframes and according to the specifications described in the Reporting Manual. 
We have existing processes and systems for tracking and reporting the number and type of member calls received during business and non-business hours and monitoring our member services line. We will comply with the tracking and reporting requirements in Section 8.3.6 and report our telephone service level performance to the Agency in the time frames and according to the specifications described in the Reporting Manual. Please refer to our responses to Questions 1 and 5 in Section 8.3 for more information about tracking, reporting and monitoring.
[bookmark: _Toc417720405][bookmark: _Toc418958619]8.4 Nurse Call Line 
The Contractor shall operate a toll-free Nurse Call Line which provides nurse triage telephone services for members to receive medical advice twenty-four (24) hours-a-day/seven (7)-days-a-week from trained medical professionals. The Nurse Call Line shall be well publicized and designed as a resource to members to help discourage inappropriate emergency room use. The Nurse Call Line must have a system in place to communicate all issues with the member's health care providers, as applicable. The Contractor shall have a written protocol specifying when a physician must be consulted in response to a call received. Calls requiring a medical decision shall be forwarded to the on-call physician and a response to each call which requires a medical decision must be provided by the physician within thirty (30) minutes. 
Attachment 5 Question (8.4 Nurse Call Line):
1. Describe how the Nurse Call Line will be publicized to members.
We will meet the requirements of Section 8.4 using the capabilities of our NurseLine, one of the nation’s leading nurse call lines, with operations dating to 1990. NurseLine holds NCQA’s Health Information Product (HIP) certification and has been available to hawk-i members since 2005. 
[image: C:\Users\djenni5\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\8FMW1XM1\Ask A Nurse.jpg]Building on our current experience of offering NurseLine in Iowa, we will publicize NurseLine using a multi-modal process. This approach includes promotional campaigns, online and telephonic prompts and staff referral, as outlined below:
Our Iowa health plan distributes fliers and other promotional materials to publicize NurseLine to hawk-i members. We will expand this practice for all members enrolled in the Iowa High Quality Healthcare Initiative.
Through our dedicated member services toll-free number, members will hear an option to “speak with a nurse.” The selection of this prompt automatically triages members to NurseLine. 
Each enrolled member receives an overview of NurseLine in our Member Handbook, which explains how to access NurseLine, and the 24 hours a day, seven days a week availability of services.
When members log on to myuhc.com, they will see the “Ask a Nurse,” prompt prominently displayed, publicizing the NurseLine toll-free number and chat function. By clicking on Chat online now, the member will immediately chat with an RN. Live nurse chat is a confidential, real-time, one-on-one chat service available 24 hours a day, seven days a week. 
During member interactions, our MSA, community-based case managers, community health workers and care managers make members aware of NurseLine’s services. For instance, an MSA may recommend NurseLine when a member has a general clinical question. A care manager may suggest that a member call NurseLine to help make decisions regarding care options or to access educational information available through the NurseLine audio library of over 1,100 topics.
NurseLine will be a single contact point for information, treatment services and health and wellness programs available to all populations enrolled in the Iowa High Quality Healthcare Initiative. The use of warm transfers to UnitedHealthcare programs and the integration with other Iowa community-based programs will help drive higher referral rates across the continuum of care, including to wellness programs designed to support the Healthiest State Initiative.
Attachment 5 Question (8.4 Nurse Call Line):
2. Describe the credentials Nurse Call Line staff must possess.
We employ more than 350 nurses who are required, at minimum, to have three years of recent clinical experience in areas such as ER, pediatrics, geriatrics, obstetrics, critical care, urgent care or surgery. All nurses must be RNs with current active licensure and must maintain 30 hours of continuing education credits every two years, which exceeds the requirements of many state nursing boards. Our nurses have an average of 15 years of experience.
Additionally, we require our nurses to be effective listeners and communicators, as well as good problem-solvers who can empathize with a member’s needs. Nurses are trained to proactively identify health and wellness opportunities and effectively coach and motivate members to take steps to address those opportunities.NurseLine Delivers Results1
75 percent of callers with ER pre-intent opted for urgent care, a PCP visit or self-care.
28 percent of callers are referred to a relevant health or wellness program and 38 percent of those callers enrolled in the program.
200 percent increase in number of referrals when nurses warm transfer the member. 
1Based on the UnitedHealth Group book of business NurseLine analyses, 2010 and select UnitedHealthcare client pilots between 2009–2011.

Our NurseLine medical director is a licensed physician, board-certified in the American Board of Medical Specialties, with an active unrestricted license and more than five years of clinical practice experience, as well as experience in managed care and medical policy development. A staff of on-call physicians and a lead RN with extensive experience in ER and urgent care support the NurseLine medical director.
NurseLine has a dedicated medical content team, staffed by RNs. Led by our senior medical director, the content team uses industry resources to create our triage guidelines. The guidelines receive rigorous physician review prior to approval. 
Attachment 5 Question (8.4 Nurse Call Line):
3. Describe processes and protocols for when a physician must be consulted.
Our written protocol, Medical Director Referral, outlines the criteria when a nurse must contact the full-time NurseLine medical director, or one of the on-call physicians who support NurseLine 24 hours a day, seven days a week. The protocol’s criteria require a nurse to seek medical director consultation on complex situations or for example, when a member has a question regarding a new or experimental treatment.
As required in Section 8.4, our on-call physician is available immediately (within 30 minutes or less). Based on the medical director’s recommendations, the nurse may recommend that the member follow-up with his or her provider or seek care right away. For life-threatening situations or medical emergencies, our NurseLine staff will direct members to 911, to an ER or to crisis response services, as available. Supporting the Healthiest Iowans Initiative—Preparedness and Response 
Because we have a dedicated NurseLine content team, along with a proprietary system that we own and operate, NurseLine can immediately respond to emergent community needs, such as an infectious disease outbreak. Our medical content team coordinates updates with our national medical director, the Centers for Disease Control, local and regional health departments, a variety of medical and governmental websites and the director of the Center for Infectious Disease Research and Policy. The content is monitored daily and continuously updated to meet community needs. 

Our nurses use a proprietary desktop clinical platform which provides nurses with a holistic view of each member on a single technology platform, allowing them to focus the discussion on the activities that make the greatest impact to the overall health of each member. Approximately 1,000 clinical guidelines support interactions with members. These unique guidelines represent a comprehensive body of knowledge designed to offer the specificity of an algorithmic approach with the flexibility of a guideline. 
Integration with Care Coordination
On a daily basis, NurseLine generates an activity report which summarizes the referral options and dispositions (such as self-care) offered to members. For more urgent cases, NurseLine nurses have the ability to push follow-up tasks to an integrated queue for the assigned care manager. Our care managers and community-based case managers use the assignment queue and the daily activity report to strategically identify those members/families that may need additional support or education, or ones who require the support of their PCP, health home or IHH.
[bookmark: _Toc417720406][bookmark: _Toc418958620]8.5 Electronic Communications 
The Contractor shall leverage technology to promote timely and effective communications with members. The Contractor shall collect information on member’s preferred mode of receipt of Contractor-generated communications and send materials in the selected format. Options shall include, but are not limited to, the ability to receive paper communications via mail or electronic communications through a secure web portal. When a member notifies the Contractor of selection to receive communications electronically, that choice shall be confirmed through regular mail with instructions on how to change the selection if desired. Additionally, emails shall be sent to members alerting them anytime an electronic notice is posted to the portal; no confidential information shall be included in emails. In the event such a notification email is returned as undeliverable, the Contractor shall send the notice by regular mail within three (3) business days of the failed email. When applicable, the Contractor shall comply with a member’s election to change the preferred mode of communication. The Contractor shall receive electronic communications from members via email and the member website. The Contractor shall respond to electronic inquiries within one (1) business day. The Contractor is also encouraged to utilize mobile technology, such as delivering medication and appointment reminders through personalized voice or text messaging. 
Attachment 5 Question (8.5 Electronic Communications):
1. Describe how technology will be leveraged to communicate with members.
We will serve the needs of Iowa High Quality Healthcare Initiative members by leveraging technology in support of efficient communications and in compliance with the electronic communications requirements in Section 8.5. As one of the nation’s leading Medicaid managed care plans, we have successfully initiated numerous innovative ways to communicate with members through our commitment to leveraging technology. As demonstrated below, we provide members with creative Web-based platforms that provide information and education and a useful smartphone application designed to be available for members at home or on the go. 
Communicating with Members via Web-Based Resources 
Members who prefer the convenience of Web-based communication will be able to access numerous resources via the Internet. 
Member portal: Our secure member website, myuhc.com, facilitates dissemination and access of information electronically to our members and provides them with the ability to contact us electronically with their questions or to request a call from our member services center. For members who need clinical assistance, the ability to chat online with RNs available 24 hours a day, seven days a week is available.
Public website: Our public website, uhccommunityplan.com, is accessible to individuals without registration and provides information about health plans available by region, specific health plan benefits and a listing of network providers. This website provides contact information for assistance with Medicaid questions and enrollment. Health4Me Honored
We received an Appy Award for our Health4Me mobile application. Health4Me was honored in the “Healthcare & Fitness” category for creativity and excellence in app design.

Direct email: Members can communicate directly with us through an email address published on our member portal, myuhc.com. The email address to be used for member contacts is memberservices_uhccp@uhc.com. Electronic inquiries will be monitored by our member services staff and will be responded to within one business day. 
Communicating with Members via Mobile Application Resources
Members who use our secure member portal, myuhc.com, will appreciate the convenience of our Health4Me mobile application for accessing their member ID card and claims information, reviewing health benefits, locating in-network providers, learning about health and wellness, accessing contact information and more. In addition to the features that provide helpful information, users can click the “Get Answers” link to access several easy-to-use options:
Talk with Us: The “Talk with Us” link can be used to receive a call back from our well-trained member services staff. Users can ask questions about enrollment, benefits and claims, etc., and receive the answers they need right away.
NurseLine: For a call back from one of our experienced RNs, the “NurseLine” link can be clicked for fast and convenient access to clinical support.
Communicating with Members via other Technology
Other technological resources we employ for communication are described below.
Twitter: Expectant mothers can follow us on Twitter, @UHCPregnantCare, where our messaging delivers health and wellness information relating to pregnancy, child birth and general health information applicable to pregnant women. The Spanish handle, @UHCEmbarazada, includes the same content as @UHCPregnantCare, but allows our audience the option to choose their preferred language.
Text4Baby: Expectant mothers can sign up for the Text4Baby program to receive informative and educational texts about pregnancy and child care.
CommunityCare: Our integrated coordinated care platform provides member engagement features, including member reminders, appointment confirmations and reminders to take medications. This system is also used to facilitate member-specific information sharing with the care manager and authorized interdisciplinary care team.
Attachment 5 Question (8.5 Electronic Communications):
2. Describe how information on member’s preferred mode of receipt of communications will be collected and how information will be sent in accordance with such selection.
We will harness our system capabilities to capture our members’ preferred mode of communication and deliver written communications according to their preference. Members can choose to receive paper communications via postal delivery or electronic communications through our secure member portal, myuhc.com. A member’s preferred mode of communication can be captured through the following means:
Members can record their preference through an option on the secure member portal
Members can contact member services where our MSAs access an internal user interface to record the member’s preference or ask to have his/her preference recorded during the initial welcome call
We will confirm the member’s selection to receive electronic communications through a mailed response that will include instructions on changing his/her preferred mode of communication. Once a member’s preferred mode of communication has been recorded in our system, written communications will be forwarded through the preferred mode.
Attachment 5 Question (8.5 Electronic Communications):
3. Describe how electronic communications will be received.
Members with a preferred mode of communication recorded as electronic will receive electronic communications through our secure member portal, myuhc.com. When members sign in to myuhc.com using their login credentials, an alert notification will display in the message center located on the website to indicate receipt of an electronic communication. The member will click the link for the message center to be connected with access to his/her electronic communications.
We will send notifications to members via email whenever electronic communications are posted to the member portal. These emails will not include confidential information, but will simply serve as a notification to the member to sign in to myuhc.com to view his/her electronic communication. If a notification email is returned as undeliverable, we will forward a notice by regular mail to the member within three business days of the failed email alert.
[bookmark: _Toc417720407][bookmark: _Toc418958621]8.6 Member Website
The Contractor shall develop a member website and mobile applications available in English and Spanish that is accessible and functional via cell phone. The member website shall include, at minimum, the information required in the enrollment materials as described in Section 8.2.6. The provider network information available via the member website shall be searchable and updated, at minimum, every two (2) weeks. All website materials must be submitted, prior to posting, for the Agency review and approval in accordance with Section 8.2.4. 
Attachment 5 Question (8.6 Member Website):
1. Describe your plan to develop a member website and mobile applications in English and Spanish, and the kinds of information you will make available to members in these formats.
Secure Member Portal—myuhc.com
We will comply with the State’s requirements in Section 8.6 by providing a comprehensive and secure member website, myuhc.com. We understand the importance of providing our members with the ability to access information at their fingertips, via computers, smartphones and tablets. Members can register on our secure member portal, myuhc.com, to experience a powerful online tool with features that can help them stay healthy and save time. 
Our website is designed to meet the unique needs and challenges of our members, including appropriate reading levels, multiple language offerings and culturally appropriate materials. In addition to English, the member portal at myuhc.com is available in seven languages including Spanish, Chinese (Mandarin), Vietnamese, Korean, Tagalog, Ilocano and Creole. We continue to enhance website accessibility for disabled individuals as technology standards and industry requirements continue to evolve.
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Our secure member portal, myuhc.com, is a comprehensive resource for members that contains the information required in the enrollment materials as described in 8.2.6 and more, including:
A member-focused section which is interactive and accessible using mobile devices with capability for bidirectional communications (questions and answers)
The most recent version of the Member Handbook
Searchable list of providers to be updated in compliance with Section 8.6 requirements
Link to enrollment broker website and toll-free number
Section for providers, including contact information, claims submittal information, PA instructions and toll-free number
Information on how to file grievances and appeals
· Online health assessment/personal health profile
· Ability to print or request a member ID card
· Coverage status
· Benefits search
· Health care services history
Links to additional resources, liveandworkwell.com and our online KidsHealth program can be accessed within myuhc.com. Refer to Section 8.2 for more information on these two Web-based resources.
[image: ]Mobile Application—Health4Me 
For users of myuhc.com, our Health4Me mobile application is also available, providing members, their families and guardians with instant access to critical health information. Users can simply download the application to their smartphone and log on, using their myuhc.com log-in credentials to sign in to their account. Health4Me provides members with access to:
	Member ID card
Member Handbook
Our contact information
Care and claims history
	Network provider searches
Benefits
Health and wellness education


We also provide the Wellness Recovery Action Plan (WRAP) application for assistance in identifying mental health triggers, creating a wellness toolbox, learning how to cope with symptoms and creating a plan for symptom escalation.
[bookmark: _Toc417720408][bookmark: _Toc418958622]8.7 Health Education and Initiatives
The Contractor shall develop programs and participate in activities to enhance the general health and well-being of members. The Contractor shall develop a strategy to participate in and interface with the Healthiest State Initiative. Examples of health education, disease prevention and outreach programs and activities include, but not limited to, the following: 
[bookmark: _Toc417720409][bookmark: _Toc418958623]8.7.1 Example Programs 
8.7.1.1 General physical, behavioral/mental health and long-term care education;
8.7.1.2 Education regarding the importance of preventive care, including flu shots and age appropriate …;
8.7.1.3 Education to prepare members for participation in and reaction to specific medical procedures and to …; 
8.7.1.4 Smoking cessation programs with targeted outreach for adolescents and pregnant women;
8.7.1.5 Nutrition counseling;
8.7.1.6 Early intervention and risk reduction strategies to avoid complications of disability and chronic illness;
8.7.1.7 Prevention and treatment of substance use disorder;
8.7.1.8 Self-care training, including self-examination;
8.7.1.9 Education to assist members with a clear understanding of how to take medications and the importance …;
8.7.1.10 Understanding the difference between emergent, urgent and routine health conditions;
8.7.1.11 Education for members on the significance of their role in their overall health and welfare and …; and
8.7.1.12 Education for members and caregivers about identification and reporting of suspected abuse and neglect. 
Attachment 5 Question (8.7 Health Education and Initiatives):
1. Describe your proposed health education initiatives including topic areas and strategies for communication. Provide sample materials.
Our health education program provides high-quality education supported by evidence-based guidelines and effectively promotes self-management through multiple activities to assist the State to reach its Healthiest State Initiative goals. Members are flagged for participation based upon claims history and initial enrollment surveys. We provide program information through comprehensive interactive communications, described in Section 8, including MSAs, care managers, PCPs, myuhc.com and liveandworkwell.com. We have policies, procedures and proven processes in place to conduct provider profiling in compliance with the State’s requirements specified in Section 8.7, Health Education and Initiatives. 
General Health Education Initiatives
Physical Health: Wellness Coaching
To support the State’s focus on healthy living, our Wellness Coaching programs help members take a proactive approach to health and wellness through lifestyle changes that decrease or prevent chronic disease and increase productivity. Wellness coaches use evidence-based practices based on stages of change to achieve healthier outcomes. We engage, guide and coach using broad stratification criteria, the expertise and insight of our population health consultants and our comprehensive communication and reporting capabilities. Our Wellness Coaching programs include tobacco cessation, weight management, diabetes lifestyle, heart healthy lifestyle, stress management, exercise and nutrition. We also engage members at work using our turnkey Wellness Workplace eToolkit that includes print-ready promotional materials. 
Healthy Eating Initiatives
We have successfully deployed several of these initiatives in Wisconsin including our Dinner’s On Us initiative in which we partner with organizations to pass out reusable tote bags filled with healthy groceries and provide simple recipes. For our farmers market program, we provide posters and postcards distributed to local community-based organizations, churches, provider offices and other organizations to give to eligible families. These materials have the farmers market’s name, location, dates of operation, hours and EBT information. Also, at the farmers markets we discuss healthy food and fitness, and engage participants in creating healthy smoothies using our pedal-powered “blender bikes.”
Sesame Street Initiatives: Food for Thought: Eating Well on a Budget
Food for Thought is an outreach program we implemented in collaboration with the Sesame Workshop specifically for families with uncertain or limited access to affordable, healthy foods. The program is designed to set the foundation for lifelong healthy habits by helping families make nutritious and affordable food choices. Food for Thought is designed for families with children ages 2 to 8 and is available in English and Spanish. When children reach school age, they will have learned some of these eating habits which can directly improve their health, indirectly lessening their absenteeism rate, aligning with the State’s education goals. 
Dr. Health E. Hound Education for Child Nutrition and Fitness
Dr. Health E. Hound is our mascot mentioned earlier in this section. He travels across the country making special appearances at schools and community events to help educate children, their families and the community about healthy living, nutrition and fitness. At back-to-school events, he helps parents prepare children for the school year by highlighting immunizations, wellness checks, exercise, dental care and healthy eating. In addition, we offer the Dr. Health E. Hound Fitness Challenge, designed to increase exercise among 6- to 14-year-olds and combat childhood obesity.
4-H Initiative
In partnership with the National 4-H Council, UnitedHealthcare will provide $15,000 to support Iowa State University Cooperative Extension Farm to Fork programming from 2015–2017. Plans involve supporting the Iowa Culinary Arts Camp where young people learn concepts of Farm to Fork and how to cook with fresh ingredients.
Liveandworkwell.com
We provide education to members and their caretakers through this website, deployed in Iowa. It provides a wealth of preventive, self-management and condition-specific medical/BH education materials. Members can access the site directly at liveandworkwell.com or log in to myuhc.com and link to select topics such as work/life balance and weight loss aligning with the key goals of the Healthiest State Initiative. It also offers online initial health risk screenings for self-help programs, online journaling and condition-specific centers on recovery, depression and addiction. 
KidsHealth
This online program brings health facts, parenting advice and comfort to children, teens and parents/guardians in Iowa. The website includes over 200 videos and 10,000 written or spoken articles that encourage healthy behaviors. It also provides information for management of certain conditions such as diabetes, asthma and stress, and adopting a healthy lifestyle. KidsHealth articles, tools and videos can also be accessed on the go via tablet and smartphone. 
Question, Persuade, Refer and Mental Health First Aid Training
To address the importance of mental health services, we provide the Question, Persuade and Refer (QPR) program, an emergency mental health intervention that teaches lay and professional gatekeepers to recognize and respond effectively to someone exhibiting suicide warning signs and behaviors. The training teaches professionals and others to detect, assess and manage suicide risk for a range of ages in a variety of professional settings. Mental Health First Aid is another innovative approach to training that provides individuals a basic understanding of the warning signs and what to do if they encounter someone who may have mental illness or a substance use disorder, particularly someone who may be in crisis and in need of rapid assessment. 
Technology and Fitness
We partner with Hasbro, Inc. and community organizations, including FQHCs, to provide the innovative Nerf Energy program. Nerf Energy promotes overall health and wellness and educates up to 1,000 school children 6 and up and their families on the connection between activity, feeling good and receiving positive incentives for being active. Each Nerf Energy kit consists of a wrist-worn activity tracker, an integrated Nerf Energy Ball and a download of the Nerf Energy Run app game. As children play the app game, their avatar consumes “energy points.” To re-charge their avatar, children must earn points by being active while wearing the Nerf Energy Band and/or playing with the Nerf Energy Ball for a certain amount of time. Then a child can load the energy points they have earned from active play into the Nerf Energy Run app game and use them to access new levels and a supercharged avatar mode. We align the Nerf Energy program with our JOIN for MESM childhood obesity program to promote and encourage healthy behaviors and integrate these fun tools to drive increased physical activity and play.
Community Baby Showers
We provide Baby Showers to help expectant moms and new parents with prenatal and well-baby care resources and information. At a recent baby shower, the expectant moms and new moms met with health experts to get answers to questions about their pregnancy and receive tips for taking care of their babies. Attendees learned about available well-baby resources, including Baby BlocksTM, a free online program that enables participants to receive email appointment alerts, wellness-related text messages, connect directly with maternity nurses and earn rewards for keeping appointments. 
Long-Term Services and Supports Education
Community-based case managers serve the LTSS population and are the first point of entry into our organization and the primary point of contact for those members and their caregivers. We provide education on specific benefits available and the service options to facilitate full participation and informed decisions. Community-based case managers are trained to be knowledgeable of the benefits and services available to target populations for instance, employment services for the adult DD HCBS waiver population.
Computer Donation Program
Our Community Computers Donation program described previously in this section increases the availability of computers within low-income communities. The computers provide members access to learning tools, aligning with the State’s goal of developing educational opportunities. They assist individuals with health literacy and education through use of the Internet, aligning with the State’s Healthiest State Initiative goal of improving health and access to care. 
Education for Preventive Care and Medical Issues
Preventive care is a key to our education efforts. Our Sesame Street and Dr. Health E. Hound initiatives support youth by providing education on the importance of healthy habits and lifestyles as a method of preventing illness. We also supply our network practitioners with up-to-date screening guidelines and support notification of screenings due for their assigned panel. Our approach to care coordination encourages member participation in each point of the care continuum. Care managers also use motivational interviewing techniques, reminders, referrals to community resources to foster member engagements and help members recognize the benefit of participating in care coordination programs. 
Disease Management and Prevention
We recognize the State’s need for disease management programs to address chronic diseases, especially asthma, obesity and diabetes. To address this need, we offer a comprehensive suite of disease prevention education initiatives, including:
	Disease Management Program 
	Implementation and Result

	Stanford Model Courses
	This program offers highly participatory classes focused on asthma and diabetes that emphasize mutual support and success that ultimately builds participants’ confidence in their ability to manage their own health and maintain active, fulfilling lives. Participants spent fewer days in the hospital and there was a trend toward fewer outpatient visits and hospitalizations. 

	Education through Community-Based Partnerships
	We partner with YMCAs and Boys & Girls Clubs to offer fitness classes.

	Lifestyle Improvement for Members Childhood Obesity Program
	To provide a school-based lifestyle engagement opportunity for our young members (and negate the transportation barriers), we work with Athletic Odyssey Youth Association and Healthy Kids and Teens, to offer 12-week after-school sessions for children. Classes offer both physical and nutritional education. Each session includes a parental component to educate families as well.


We have many forms of member outreach and education to support the State’s Healthiest State Initiative: 
	Outreach and Education
	Implementation and Result

	Newsletter
	HealthTalk is our quarterly member newsletter with relevant health education topics, including articles on BH and physical health.

	Chronic Disease-Specific Management Mailings
	Chronic disease management mailings are sent to newly identified members diagnosed with chronic conditions, with follow-up by telephone or in-person by an RN to perform an additional assessment and provide further chronic disease management and member support. 

	Education Brochures
	Brochures designed to encourage checkups and immunizations and to teach readers about preventive care and other topics (disseminated at community events and provider offices).


Tobacco Cessation Programs
We recognize and support that tobacco cessation is one of the key components of the Healthiest State Initiative. Through Alere, a UnitedHealthcare company, we provide the Quit For Life® Program, the nation’s leading tobacco cessation program supported by the American Cancer Society via QuitLine Iowa. It employs an evidence-based combination of physical, psychological and behavioral strategies to enable participants to take responsibility for and overcome their addiction to tobacco use. QuitLine Iowa coaches help participants gain the knowledge, cognitive skills and behavioral strategies necessary to successfully quit tobacco for life. Through our member advocates and care coordination programs we will educate all members, especially adolescents and pregnant women, about these services and educate providers including OB/GYN and pediatricians about how to make referrals to QuitLine Iowa. 
Nutrition Counseling
Through our active participation in community partnerships, events and health fairs, we provide education and information to the public about nutrition, health and fitness. Our existing partnership with the National 4-H Council has benefited the North East Iowa Food and Fitness Initiative referenced earlier in this section. As noted earlier, we also partner with Sesame Workshop for Food for Thought. 
Early Intervention and Risk Reduction Strategies 
We combine claims-based and health assessment data, integration with other care coordination programs, on-site or other available biometric screening data productivity. We are committed to extending our partnerships with community-based organizations, government entities and provider organizations as we continue to engage individuals, provide health and wellness education, and encourage healthy lifestyles. For example, in Iowa, we sponsor Camp Hertko Hollow, a camp that provides diabetes education and peer support to children with diabetes and their family. We are also supporting the American Diabetes Association to support diabetes education programs such as the Living with Type 2 Diabetes program. Heart Smart Sisters is our program that educates African-American women about strategies to reduce their risk of developing heart disease.
Prevention and Treatment of Substance Use Disorder
The member education materials we provide are supported by an evidence-based program of screening, integration of medical and BH professionals and program tracking designed to maximize a successful recovery. We provide: 
	Member Education 
	Description

	Member portals, liveandworkwell.com and MenteSana-Cuerposano.com
	Offers members access to health and wellness information, self-management tools, health risk assessments and prevention programs.

	Recovery Toolkit
	Provides specific practical resources for SUD recovery.

	Personal Empowerment Cognitive Behavioral Therapy Programs for Drinking and Drug Use
	Includes self-assessments, peer stories, useful exercises and techniques and goal setting. Members can participate in self-paced cognitive behavioral therapy sessions through liveandworkwell.com. 

	Support Groups Online
	Support Groups Central provides support groups via webinar and telephone for those who cannot join the webinar meeting, facilitated by certified peer support specialists. Rural areas are targeted to assist in member engagement for persons with mental illnesses who have had repeat hospitalizations. 

	Wellness Recovery Action Plan (WRAP) app
	Helps members identify their BH triggers, create a wellness toolbox, learn how to cope with symptoms and create a plan in case their symptoms escalate.


Our education programs are focused on providing members with information they need to not only determine the difference between emergent, urgent and routine health conditions but also to provide a plan for addressing these health conditions. Through NurseLine, all members will have access to unlimited, 24-hours-a-day, toll-free access to RNs, symptom and condition support, provider referral, consumer engagement support, medication information by partnering with our PBM affiliate OptumRx, wellness reminders and an audio health information library. 
Identification and Reporting of Suspected Abuse and Neglect
We have policies and procedures for mandatory reporting of abuse, neglect and exploitation of individuals receiving LTSS. Individuals self-directing LTSS have backup plans in their member record in CommunityCare and contracted providers maintain backup plans for substitute workers. Individuals who need assistance can call member services or the NurseLine 24 hours a day, seven days a week.
Samples
We have provided the following sample educational materials:
Attachment 8.7 Health Education Programs Wellness Member Outreach
Attachment 8.7 Health Education Programs Sesame Street Food for Thought
Attachment 5 Question (8.7 Health Education and Initiatives):
2. Describe how you would propose to participate and interface with the Healthiest State Imitative. 
We recognize the importance of the Healthiest State Initiative with the goal to make Iowa the healthiest state in the nation in five years. Our programs focus on delivering strategic customized programs to the State and address the key critical needs related to the Healthiest State Initiative.
	Healthiest State Initiative Component
	Program

	Decreasing the number of Iowans who smoke
	Quit For Life program
Wellness Programs

	Increasing consumption of fruits and vegetables
	Healthy Nutrition Initiative
Sesame Street Partnership: Food for Thought program
Dr. Health E. Hound: Nutrition
4-H Partnership: Farm to Fork program
Healthy Eating programs

	Increasing the number of Iowans who are learning or doing something interesting daily
	Healthy First Steps 
4H Partnerships: Farm to Fork program
Community Baby Showers and Baby Blocks
liveandworkwell.com and Mentensana-Cuerposana member portals
KidsHealth
Healthify
Community Rewards program
Caring for the Care Givers
Dr. Health E. Hound Fitness Challenge

	Increasing the number of Iowans who have visited the dentist in the last year
	We will work closely with Delta Dental to confirm members receive the appropriate screenings, including EPSDT for kids. In addition, we provide oral health education in our member newsletters.


Our goal is to help Iowa become the healthiest state in the nation. We recognize the Healthiest State Initiative as a key component of the overall Healthy Iowa Plan. This comprehensive set of goals established by Governor Branstad and Lt. Governor Reynolds is critical for the quality of life for all Iowans as well as to the economic viability of the state. These goals align with our programs described throughout this proposal. 
[bookmark: _Toc417720410][bookmark: _Toc418958624]8.8 Cost and Quality Information 
Subject to the Agency approval and with the timeframes specified, the Contractor shall implement innovative strategies to provide price and quality transparency to members. Making cost and quality information available to members increases transparency and has the potential to reduce costs and improve quality. The Contractor must make cost and quality information available to members in order to facilitate more responsible use of health care services and inform health care decision-making. Examples of cost information includes average costs of common services and the cost of urgent versus emergent costs. 
Attachment 5 Question (8.8 Cost and Quality Information):
1. Describe proposed strategies to provide price and quality transparency to members.
We will provide Iowa High Quality Initiative members with cost and quality information as specified in the Section 8.8 requirements and subject to Agency approval and time frames. We understand the unique challenges of our membership and their primary concerns around accessing health care, finding quality providers, and understanding their benefits and coverage. To deliver price and quality information, we provide our Web-based tool, myHCE (Healthcare Cost Estimator). We continually evolve this tool to meet our members’ needs. This tool, available through our member mobile application, Health4Me, assists individuals in locating quality care while also obtaining accurate estimates for many health care services. The ability to compare health care expenses and quality affords members a better understanding of the costs involved in health care and how they can make the best use of their benefits. myHCE also provides members with a better understanding of their treatment options, the ability to compare services and a way to potentially anticipate future costs.
myHCE draws on our actual contracted rates with physicians, hospitals, clinics and other health care providers, thus producing members with extremely accurate pricing information. When contracted rates are not available, estimates are based on claims data. After clicking the appropriate link from the Health4Me mobile application, users can view quality ratings of providers, make precise entries or search procedures and conditions displaying average costs for health care compared to emergent care. Information about the procedure or condition is also provided for educational purposes. Using myHCE, members can compare costs, assess which providers meet quality ratings, view consumer ratings of providers, view provider contact information, obtain directions to the provider’s location and view available accreditations for the provider. For additional quality purposes, members can also access survey information and ratings related to the health care provider. Members with questions about estimates or quality information viewed on myHCE can contact our member services staff for assistance.
[bookmark: _Toc417720411][bookmark: _Toc418958625]8.8.1 Explanation of Benefits 
The Contractor shall provide explanation of benefits (EOBs) to all members or a statistically valid sample of all members. This includes members in the Iowa Health and Wellness Plan as well as hawk-i. EOBs shall be available via paper and secure web based portal. EOBs shall be delivered to members based on their preferred mode of receipt of Contractor communications as described in Section 8.5. At a minimum, EOBs shall be designed to address requirements in 42 CFR 433.116(e) and (f). To maintain member confidentiality, EOBs shall not be sent on family planning services. 
Attachment 5 Question (8.8 Cost and Quality Information):
2. Provide sample EOBs as an exhibit or attachment. 
We will provide explanation of benefits (EOBs) to all Iowa High Quality Initiative members, including members in the Iowa Health and Wellness Plan and hawk-i. EOBs will be available via paper and through our secure member portal, myuhc.com, and will be delivered to members based on their preferred mode of receipt. EOBs will be designed to address the requirements specified in 42 CFR 433.116(e) and (f) and Section 8.8.1. Please see Attachment 8.8.1 Sample EOB.
[bookmark: _Toc417720412][bookmark: _Toc418958626]8.8.2 Quality Information 
Provider quality information must also be made available to members. The Contractor shall capture quality information about its network providers, and must make this information available to members based on their preferred mode of receipt of Contractor communications as described in Section 8.5. The Contractor may choose to quantitatively and qualitatively rate providers. In making the information available to members, the Contractor must identify any limitations of the data. 
Attachment 5 Question (8.8 Cost and Quality Information):
3. Describe processes for making provider quality information available to members.
We will provide Iowa High Quality Initiative members with quality information in compliance with Section 8.8.2 requirements. We understand that individuals are interested in obtaining health care from high-quality providers and facilities, and we provide members with the means to access this information. We will include provider quality information for the Iowa High Quality Healthcare Initiative in our Provider Directory. Members can access the Provider Directory through our member portal, myuhc.com, or contact member services by phone or email to request a printed version. 
Our resource for provider quality information is the UnitedHealth Premium® designation program, which recognizes specialty and PCPs and hospitals providing cardiac services that have been assessed as meeting or exceeding certain evidence and consensus-based quality and efficiency of care criteria. In addition to providing our members with an information tool to help them make informed decisions, this program is also a resource for medical practice improvement. To be part of our UnitedHealth Premium designation program, physicians are designated on two levels. We use a quality-first methodology, where all physicians being reviewed must first meet quality criteria before being reviewed for cost-efficiency.
Quality: Physicians who meet the guidelines for national industry, evidence-based quality standards receive a UnitedHealth Premium program designation. A physician’s quality outcome is determined by comparing a physician’s observed practice to the UnitedHealthcare national rate among other physicians who are responsible for the same interventions. This is important for customers implementing programs across their entire population, as the definition of quality is consistent across markets. 
Quality and Cost-Efficiency: Physicians that meet quality standards often provide appropriate testing, medications, procedures and follow-up care more efficiently. Cost-efficiency is defined as using the least costly medical resources to treat a medical condition to achieve a desired outcome and/or level of care. Physicians meeting both quality and cost-efficiency criteria receive a Tier 1 designation.
[bookmark: _Toc417720413][bookmark: _Toc418958627]8.9 Advance Directive Information 
The Contractor shall comply with the advance directive requirements outlined in Section 8.9.1 and Section 8.9.2 below. 
[bookmark: _Toc417720414][bookmark: _Toc418958628]8.9.1 Policies and Procedures 
The Contractor shall maintain and implement written policies and procedures, subject to Agency review and approval, concerning advance directives which meet the requirements set forth in Subpart I of 42 CFR 489. Advance directives are defined in 42 CFR 489.100 as “a written instruction, such as a living will or durable power of attorney for health care, recognized under state law (whether statutory or as recognized by the courts of the state), relating to the provision of health care when the individual is incapacitated.” Written policies must include a clear and precise statement of limitation if the Contractor cannot implement an advance directive as a matter of conscience. Such statement must clarify any differences between institution-wide objections and those that may be raised by individual physicians, identify the state legal authority permitting such objection and describe the range of medical conditions or procedures affected by the conscience objection. 
[bookmark: _Toc417720415][bookmark: _Toc418958629]8.9.2 Member Notification 
In accordance with 42 CFR 438.6(i), the Contractor must provide members with written information on advance directive policies, including a description of applicable state law. Written information provided by the Contractor shall reflect changes in State law as soon as possible, but no later than 90 days after the effective date of the change. Written information must include their rights under state law to make decisions concerning their medical care, including the right to accept or refuse medical or surgical treatment and the right to formulate advance directives. This information must be provided at the time of initial enrollment. If the member is incapacitated at the time of initial enrollment and is unable to receive information or articulate whether or not he or she has executed an advance directive, the information may be given to the member’s family or surrogate. Once the member is no longer incapacitated or unable to receive such information, the Contractor must ensure the information is given to the individual directly at the appropriate time. Members must also be informed that complaints concerning noncompliance with the advance directive requirements may be filed with the State. See 42 CFR 422.128 for further information regarding these requirements. 
We have processes and procedures in place that are compliant with the requirements for advance directive policies and procedures specified in Section 8.9.1 and member notification specified in Section 8.9.2. Members are advised of their right to create an advance directive in the Member Handbook and on the member portal. We also provide information and assistance on advance directives in the Member Handbook with answers to questions such as: 
How do I get an advance directive?
Who can make health decisions for me if I cannot, and I have no advance directive? 
We understand that advance care planning is particularly important to seniors and our case managers are available to inform members of their rights, including the right to make their own choices for advance care planning. Case managers can work with members, as part of the comprehensive plan of care, and guide interested individuals through Aging with Dignity’s Five Wishes, preparing members to have important discussions with their loved ones about their wishes for advance care planning. 
[bookmark: _Toc417720416][bookmark: _Toc418958630]8.10 Member Rights 
The Contractor must comply with Federal and State of Iowa Laws and regulations that pertain to the rights of members and ensure that its staff and network providers take those rights into account when furnishing services to members. The Contractor must have written policies in place regarding the protected member rights listed below and provide them to the Department upon request. Members must be free to exercise protected member rights, and the Contractor must not discriminate against a member that chooses to exercise his or her rights. In accordance with 42 CFR 438.100, the Contractor must guarantee the following rights to members: 
[bookmark: _Toc417720417][bookmark: _Toc418958631]8.10.1 Receipt of Information 
The right to receive information in accordance with 42 CFR 438.10; 
[bookmark: _Toc417720418][bookmark: _Toc418958632]8.10.2 Dignity and Privacy 
The right to be treated with respect and with due consideration for his or her dignity and privacy; 
[bookmark: _Toc417720419][bookmark: _Toc418958633]8.10.3 Receive Information on Available Treatment Options 
The right to receive information on available treatment options and alternatives, presented in a manner appropriate to the member's condition and ability to understand;
[bookmark: _Toc417720420][bookmark: _Toc418958634]8.10.4 Participate in Decisions 
The right to participate in decisions regarding his or her health care, including the right to refuse treatment; 
[bookmark: _Toc417720421][bookmark: _Toc418958635]8.10.5 Freedom from Restraint or Seclusion 
The right to be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience or retaliation, as specified in federal regulations on the use of restraints and seclusion;
[bookmark: _Toc417720422][bookmark: _Toc418958636]8.10.6 Copy of Medical Records 
The right to request and receive a copy of his or her medical records, and request that they be amended or corrected, as specified in 45 CFR 164; 
[bookmark: _Toc417720423][bookmark: _Toc418958637]8.10.7 Treatment Setting 
The right to treatment in the least restrictive setting; 
[bookmark: _Toc417720424][bookmark: _Toc418958638]8.10.8 Community Participation 
The right to fully participate in the community and to work, live and learn to the fullest extent possible; and 
[bookmark: _Toc417720425][bookmark: _Toc418958639]8.10.9 Health Care Services 
The right to be furnished health care services in accordance with 42 CFR 438.206 through 438.210. 
Attachment 5 Question (8.10 Member Rights):
1. Describe your process for ensuring member rights as described in Section 8.10.
We have policies and procedures already in place in compliance with the requirements related to member rights as referenced in Section 8.10 and in accordance with 42 CFR 438.100. We are committed to protecting our members’ rights and we make every effort to make certain they know their rights and have access to the services required by state and federal regulations. 
Across all our health plans, we have consistently demonstrated that we value members and respect their rights by maintaining policies and procedures that make sure member rights and responsibilities are communicated clearly and are respected in every aspect of our services, and member concerns regarding violations of these rights are addressed and resolved appropriately. Member rights are communicated in the Member Handbook and documented in our provider contracts. Designated staff will monitor compliance with Iowa High Quality Healthcare Initiative requirements regarding member rights. This staff includes, but is not limited to, compliance officer Kari Plagge and quality management manager Mary Sweeney. In compliance with Iowa High Quality Healthcare Initiative requirements, the UnitedHealthcare Member Rights policy states that members are guaranteed the right to: 
Receive information in accordance with 42 CFR 438.10
Be treated with respect and with due consideration for his/her dignity and privacy
Receive information on available treatment options and alternatives, presented in a manner appropriate to the member’s condition and ability to understand 
Participate in decisions regarding his/her health care; including the right to refuse treatment
Be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience or retaliation, as specified in federal regulations on the use of restraints and seclusion
Request and receive a copy of his/her medical records, and request that they be amended or corrected, as specified in 45 CFR 164
Receive treatment in the least-restrictive setting
Fully participate in the community and to work, live and learn to the fullest extent possible
The right to be furnished health care services in accordance with 42 CFR 438.206 through 438.210
Beyond the Iowa High Quality Healthcare Initiative member rights requirements, UnitedHealthcare member rights also include the right to:
Receive culturally sensitive assistance including having an interpreter via our interpretation services during appointments and procedures
Receive courteous and prompt treatment
Receive information about UnitedHealthcare, the benefit program and which services are covered
Know the qualifications of our health care providers
[bookmark: _Toc417720426][bookmark: _Toc418958640]8.11 Redetermination Assistance 
The Contractor may assist its members in the eligibility redetermination process. 
[bookmark: _Toc417720427][bookmark: _Toc418958641]8.11.1 Permissible Activities
The Contractor may conduct the following redetermination assistance activities: (i) conduct outreach calls or send letters to members reminding them to renew their eligibility; (ii) review redetermination requirements with the member; (iii) answer questions about the redetermination process; and (iv) help the member obtain required documentation and collateral verification needed to process the application. 
[bookmark: _Toc417720428][bookmark: _Toc418958642]8.11.2 Prohibited Activities 
In providing redetermination assistance, the Contractor shall not engage in any of the following activities: (i) discriminate against members, including particularly high-cost members or members that have indicated a desire to change contractors; (ii) talk to members about changing contractors, these calls shall be referred to the Enrollment Broker; (iii) provide any indication as to whether the member will be eligible as this decision is at the sole discretion of the State; (iv) engage in or support fraudulent activity in association with helping the member complete the redetermination process; (v) sign the member’s redetermination form; or (vi) complete or send redetermination materials to the State on behalf of the member. 
Attachment 5 Question (8.11 Redetermination Assistance):
1. Describe in detail your plans to assist members in the eligibility redetermination process and control against prohibited activities.
We understand that we may assist members in the eligibility redetermination process and we will comply with the requirements related to permissible and prohibited activities in providing this assistance. We understand the enrollment broker’s role and will refer calls from members who wish to change contractors.
We recognize the importance of providing appropriate assistance to members so they will have uninterrupted access to health care and benefits. In conjunction with the Agency, our Retention Unit will work to provide assistance with retention efforts as part of our core member support infrastructure. We mail reminder notices in advance of redetermination, to make members aware that they will need to redetermine their eligibility. These reminder notices can be sent in approved and customizable intervals, such as 90, 60 and 30 days prior to the redetermination date. We also use timely automated communications to deliver targeted phone reminder messages for recertification. Our MSAs will be able to assist members who call our member services line with questions about the process and help them to obtain required documentation and collateral verification.
[bookmark: _Toc417720429][bookmark: _Toc418958643]8.12 Member Stakeholder Engagement 
The Contractor shall develop a comprehensive member and stakeholder education and engagement strategy to ensure understanding of the program and to promote a collaborative effort to enhance the delivery of high quality services to members. 
Attachment 5 Question (8.12 Member and Stakeholder Engagement):
1. Describe in detail your member and stakeholder engagement strategy.
We will work diligently to engage Iowa members and stakeholders in compliance with the requirements in Section 8.12. We will leverage our national experience with member and stakeholder education and engagement, as well as our experience with the hawk-i program, to advance understanding of the Iowa High Quality Healthcare Initiative. Our engagement strategy comprises the following key elements, leveraging collaborative engagement to drive quality improvement, best practices and optimal service delivery:
Raise awareness of the Iowa High Quality Healthcare Initiative
Provide extensive education to stakeholders
Establish and maintain community partnerships 
Raising Awareness
To extend the reach of health care services to potential members, we will produce printed marketing materials, including advertisements and brochures. These materials will provide contact information where members and potential members can obtain the information they need to make informed decisions. Potential members and other stakeholders can access our public website, uhccommunityplan.com, to obtain information about health plans available by region, specific health plan benefits and a complete listing of network providers. This website provides contact information for assistance with enrollment and Medicaid questions. In addition, regular public meetings with stakeholders will be conducted by our Iowa-based outreach staff to obtain feedback and create an ongoing dialogue on ways in which the local delivery systems can be improved.
Providing Education
We are committed to providing education about health care, the health care system, benefits and services, and other topics to our stakeholders and encourage them to serve on our Stakeholder Advisory Board as an avenue for education and feedback. The Stakeholder Advisory Board will be structured as a collaborative forum for members and their families, community representatives, advocacy groups and community-based providers. In addition, we deliver education to members via creative modalities including our welcome mailer, Member Handbook, secure member portal (myuhc.com) and our mobile application Health4Me. 
Educating our network providers is also an important endeavor in our stakeholder engagement. We offer continued educational materials and activities including our Provider Administrative Guide, which addresses program requirements, policies, covered benefits and more. We maintain a provider website and portal, accessible through uhccommunityplan.com. We also provide updates on current programs, best practices and more in our newsletter, Practice Matters. An online educational program, Provider University, is administered through webinars and offers our providers access to live interactive learning sessions and video presentations. We also conduct live training events for physicians, such as person-centered care training.“We really appreciate your visit and the opportunity to learn more about UnitedHealthcare’s work and how it connects with our human service programs and participants. We are looking forward to building on this partnership and collaboration in the future.” 
– Kristine Frakes, CFRE, Director of Development, Des Moines Area Religious Council

Establishing and Maintaining Community Partnerships
We foster partnerships with community organizations and providers in the communities we serve to facilitate education and outreach. Our participation in community events and health fairs, and our sponsorships and donations enable us to have personal contact with potential members and their loved ones, thus supporting new and continued educational opportunities. We expand on these partnerships in Section 8.1. 
[bookmark: _Toc417720430][bookmark: _Toc418958644]8.12.1 Stakeholder Advisory Board 
The Contractor must convene and facilitate a Stakeholder Advisory Board within ninety (90) days of an executed contract between the Agency and the Contractor. The purpose of the Stakeholder Advisory Board is to serve as a forum for members or their representatives and providers to advise the Contractor. The Stakeholder Advisory Board shall provide input on issues such as: (i) service delivery; (ii) quality of care; (iii) member rights and responsibilities; (iv) resolution of grievances and appeals; (v) operational issues; (vi) program monitoring and evaluation; (vii) member and provider education; and (viii) priority issues identified by members. 
8.12.1.1 Advisory Board Plan 
The Contractor shall develop a plan for the Stakeholder Advisory Board and submit it to the Agency for …
8.12.1.2 Advisory Board Composition 
The Stakeholder Advisory Board shall be comprised of member’s representative of the different populations …
8.12.1.3 Documentation 
The Contractor shall maintain written documentation of all attempts to invite and include members in the …
8.12.1.4 Facilitating Member Participation 
The Contractor shall implement strategies to facilitate member participation in the Stakeholder Advisory Board … 
8.12.1.5 Meeting Frequency 
The Contractor shall convene the Stakeholder Advisory Board, at minimum, on a quarterly basis at a central …
Attachment 5 Question (8.12 Member and Stakeholder Engagement):
2. Submit your Stakeholder Advisory Board strategy and discuss how meaningful representation from member stakeholder groups will be ensured.
We will convene and facilitate a Stakeholder Advisory Board within 90 days of an executed contract and comply with the requirements in Section 8.12.1 in their entirety. We have significant experience in facilitating local Boards and our own National Advisory Board.
It is of utmost importance that we provide the individuals we serve with a voice to let us know how we are doing and what we can do better, promoting both engagement and empowerment. We want to hear their thoughts on our benefits and programs, our network of providers, ways to provide and improve services, how we can support individuals and families in our communities and other issues or concerns they wish to discuss. Our member and stakeholder engagement strategy is founded on employing a proactive approach to solicit member and stakeholder input, providing multiple forums where they are able to voice their input and promoting a collaborative effort with members and stakeholders. We enlist input through regularly standing meetings, member surveys, grievance investigations and participation of family members and caregivers on various boards and in community partner meetings.
Local Stakeholder Advisory Board
We will work in conjunction with the individuals represented on the Stakeholder Advisory Board to make sure the program is leading toward an improved quality of life for our members. We believe in empowering the individuals and leaders serving on the Board, so the Board is directed by its members. Meetings are structured to allow for two segments. In the first half of the meeting, grievances are discussed and examined. High-level discussions take place during the second half of the meeting. 
Local Stakeholder Advisory Board strategies and goals include:
Provide meaningful representation from member stakeholder groups
Engage members, family members and caregivers in issue resolution and proactive solutions
Facilitate a collaborative sounding board for all stakeholders
Support member ownership in solutions
Enhance member experiences and member retention—utilization of suggestions for health plan process improvement
Strengthen state partnerships—fostering a collaborative relationship with oversight agencies for program improvement
[image: C:\Users\gzayic\Desktop\Member Advisory Board 042215-kp.jpg]Empower members and caregivers to own the health care experience
Make sure that all individuals interested and involved with health education and the delivery of care learn from community experts
Understand and implement improvements from data gathered 
Advisory Board Composition
Stakeholder Advisory Board participants will include members, family members or caregivers (member representatives); providers to be representative of the different covered services; Iowa oversight representatives; community groups and advocates; state agencies; adult protective services; homeless advocates and service providers; and health plan representatives. Our approach is consistent with what we heard at the April 1 meeting held by the Iowa Disability and Aging Advocates Network, in which their members recommended that our advisory Board comprise at least 51 percent advocates and members. Provider membership will represent different services under the contract. Provider representation will include, but is not limited to, PCPs, BH providers, hospitals and 1915(c) HCBS waiver providers. The following chart outlines the structure of the Stakeholder Advisory Board, also used in other states:
Documentation
We will use the Member Handbook and secure member portal, myuhc.com, to invite members, family members and caregivers to take part in the Stakeholder Advisory Board. Our member services staff, case managers and community partners (including advocacy groups) can also identify and assist members, family members and caregivers who are interested in serving on the Board. We will document all attempts to invite and include members in the Stakeholder Advisory Board meetings. 
Minutes are taken at each Board meeting to make sure information gained is documented appropriately for reporting and follow-up purposes. It is important to record the concerns of our members so they can be addressed appropriately and improvements can be implemented. Minutes will be made available to the Agency upon request. We will report to the Agency on participation rates, engagement strategies and outcomes of the committee process as required by the Agency in the Reporting Manual. 
Facilitating Member Participation
To encourage Board participation from members, including individuals with disabilities, we eliminate potential barriers (e.g., facility accessibility for persons with disabilities, phone accessibility, transportation issues, convenient meeting times and feeling comfortable within a casual and welcoming environment). To reduce these barriers and promote maximum attendance and statewide participation, we implement the following initiatives:
Participants determine the locations of the quarterly meetings
We coordinate transportation for members with difficulties securing transportation to the meetings, including the transportation expense
We reimburse member and member representative mileage
We provide interpreters and materials in alternative formats
We provide personal care and child care assistance, in addition to respite care
Participants are attending in a professional capacity and are therefore compensated through a $50 stipend
Meeting Frequency“The information and goals are so very critical and it is exciting to see what is already being done. Plans to make the health care insurance system better for everyone are always welcome.”
–Anonymous response to one of our National Advisory Board surveys

At a minimum, Stakeholder Advisory Board meetings will occur on a quarterly basis. Meetings will be scheduled at central and regional locations and we will notify the Agency of all meetings at least 15 days in advance. 
National Health Plan Advisory Board
To acknowledge the importance and influence of our membership and obtain insights from them on national issues and policies, we convened our National Health Plan Advisory Board (NHAB) in September 2012 with the following goals in mind:
Advance our awareness and knowledge of populations served
Empower the individual and advocacy voice
Identify emerging trends or policy issues
Build relationships with advocacy stakeholders
Create a pathway to enable policy
The NHAB serves as an independent advisory council that provides input to UnitedHealthcare in actively engaging members, providers, advocacy groups and other key stakeholders in the design and delivery system supporting individuals with special health care needs. The NHAB makes recommendations, develops and champions innovations and advises on member engagement strategies that support clinical approaches. The NHAB is vital to our ability to enhance member satisfaction, member outcomes and programming enhancements that meet the needs of members.
The NHAB meets a minimum of three times annually. If the work of the NHAB supports additional meetings, task-specific ad hoc work groups may be established to support specific projects and may engage additional stakeholders.
The NHAB strategic initiatives for 2015 are:
Cultural Competency and Disability Rights: Develop a best-in-class cultural competency plan, including disabilities competency. Explore and understand access barriers and develop a strategy for addressing access barriers in populations served by UnitedHealthcare Community & State.
Population Insights: Develop best-in-class model to support individuals with intellectual and developmental disabilities.
Engagement and Awareness: Develop strategies to engage members, caregivers and other important stakeholders in program design and delivery.
Communications: Communicate updates to highlight NHAB and NHAB initiatives.
Quality: Explore synergies and opportunities to collaborate with advocacy groups to improve quality for populations we serve.
Our NHAB consists of distinguished and highly respected health care thought leaders, consumers, providers and community advocates. Membership includes at least 10 external Board members who are external advocacy leaders and consumers representing various audiences and perspectives, and members of our local UnitedHealthcare leadership. To improve the way we deliver Medicaid services, the NHAB has initiated innovative training strategies to include:
Diverse population and disability training initiatives, based on the NHAB’s focus on cultural competency
Americans with Disabilities Act (ADA) training, based on the NHAB’s focus on individuals with disabilities
Clinical training on elder abuse, based on the NHAB’s focus on elderly care, abuse and neglect
8.12.1.6 Meeting Outcomes 
The Contractor shall utilize feedback obtained from the Stakeholder Advisory Board in the development and …
Attachment 5 Question (8.12 Member and Stakeholder Engagement):
3. Describe how feedback obtained from the Stakeholder Advisory Board will be utilized.
We will fully comply with the requirements in Section 8.12.1.6. Membership on the Stakeholder Advisory Board will afford stakeholders the opportunity to discuss and direct our program for the Iowa High Quality Healthcare Initiative. The Board will focus on encouraging meaningful engagement among Board members with the goal of driving actionable improvements. Board members will actively participate in dialogue with other members, provide feedback and work collaboratively to create meeting agendas and the Board’s strategic plan. We will also invite senior plan leadership from each functional area to represent current operations, exchange ideas and listen to member feedback. 
To obtain initial feedback, we use member, family and provider satisfaction surveys. We will leverage the Stakeholder Advisory Board to develop our action plans around survey results. We also will use the Board to conduct analyses on our appeals and grievances processes and make sure we are providing clear education to individuals and families around resources available in the community (e.g., transportation options, making provider appointments). Feedback obtained through the Stakeholder Advisory Board will be applied to the agendas of the Member Affairs and Provider Affairs subcommittees, affiliated with our Quality Management Committee (QMC). In addition, Board meeting minutes will be shared at internal leadership and QMC meetings to inform leadership and staff about discussions and any operational member issues. Recommendations made by the Stakeholder Advisory Board are formally presented to the QMC and are leveraged to drive quality improvements. The QMC will evaluate progress toward the Stakeholder Advisory Board goals, to identify barriers to meeting the goals and to develop strategies to resolve barriers. 
Peer Ambassador Program
Our Peer Ambassador program empowers members through meaningful dialogue, information exchange and inclusion in the development of best practices and innovations. This program brings together community and national peer ambassadors to share experiences and insights regarding opportunities to improve the quality of life and experiences of individuals we serve nationally. We will encourage program participation of stakeholders in Iowa.

Within the governance structure, the minutes and objectives of the advisory committee will be reported to ensure that information gained through the Stakeholder Advisory Board is appropriately used to positively affect improved quality of life for individuals residing in Iowa. 
[bookmark: _Toc417720431][bookmark: _Toc418958645]8.13 Stakeholder Education 
The Contractor shall develop a formal process for ongoing education of stakeholders prior to, during and after implementation of the Contract. Stakeholders include, but are not limited to, providers, advocates, members and their families or caregivers. This includes publicizing methods by which members can ask questions regarding the program. The Contractor shall submit a Stakeholder Education Plan to the Agency for review and approval in the timeframe and manner determined by the State. 
Attachment 5 Question (8.13 Stakeholder Education):
1. Describe your plan for stakeholder education including proposed timelines and topics.
We understand and will comply with the requirements related to stakeholder education in Section 8.13 and will submit a Stakeholder Education Plan to the Agency for review and approval in the time frame and manner determined by the State. We have significant local and national-level experience with stakeholder education and will leverage our knowledge in developing a formal process for ongoing education of stakeholders prior to, during and after contract implementation. Methods by which members can ask questions regarding the program will be publicized. Our plan for engaging stakeholders includes methods to reach them prior to, during and after contract implementation as described below with proposed timelines and topics. 
Engaging Stakeholders Prior to Contract Implementation 
Our presence in Iowa providing coverage to over 9,000 hawk-i members and our national expertise with engaging stakeholders provide us with insight on initiating collaborative stakeholder relationships. Our commitment to engaging Iowa High Quality Healthcare Initiative stakeholders will begin after contract award, prior to implementation.
According to our extensive engagement with individuals and community organizations around Medicaid services in Iowa, we understand that topics of opportunity include more public transportation options, cultural and disability competency, access to providers and more meaningful dialogue with providers, solutions for rural health, family education and health literacy. This groundwork provides us with an initial outline for practical and beneficial discussions with our stakeholders. Our Stakeholder Advisory Board will focus on these areas to facilitate a meaningful exchange of information leading to tangible solutions for improved choices and quality of life.
We will conduct statewide stakeholder engagement meetings upon contract award. Meetings may be stand-alone engagement opportunities, or meetings may be in conjunction with community-based training programs, such as Seeking Safety. Stakeholder engagement meetings will also be included in our outreach efforts, such as community-based training and health fairs.
Execution of our provider network development plan and provider engagement will begin prior to the Iowa contract start date. We will work with providers, including physicians, hospitals, pharmacies, community health centers and more, to provide education and encourage material displays to inform citizens about the Iowa High Quality Healthcare Initiative. In addition, we use our pre “go-live” provider education program to orient our new providers. Education is provided through group training, on-site provider visits, webinar training and educational mailings. We also will hold provider trainings at multiple locations throughout the state. 
Engaging Stakeholders during Contract Implementation 
During contract implementation, we will continue to publicize and conduct stakeholder engagement meetings. We will also hold member orientations at locations across Iowa, where education will be provided and members can interact by asking questions and voicing their concerns. Stakeholder engagement meetings may be held prior to or following member orientations. Our active participation in community partnerships, events and health fairs in the state enable us to provide education and information to the citizens of Iowa, increasing stakeholder engagement.
To continue our engagement of providers during contract implementation, we offer new provider orientations delivered through a combination of training techniques such as site visits, town hall sessions and telephone outreach. To furnish detailed information and education, we provide our comprehensive Provider Administrative Guide and access to our provider portal (uhccommunityplan.com). 
Engaging Stakeholders after Contract Implementation
After contract implementation, we will continue to engage stakeholders through outreach and educational efforts, personal interaction and continued community-based outreach. Ongoing engagement activities include access to our secure member portal, myuhc.com, as well as other Web-based and mobile application resources. These are educational in nature and provide information on health and wellness, benefits and services and accessing health care. We also engage members through texting and social media programs, member newsletters and educational brochures. We promote the Stakeholder Advisory Board within the Member Handbook and information is also provided by our community outreach, member services and clinical staff. Written and online member materials are available in English and Spanish.
To maintain engagement with our providers after contract implementation, we deliver continuing education through our provider relations staff, which informs providers about the Stakeholder Advisory Board, making sure we have Board representation from different groups of providers including nursing homes, primary care, BH, hospitals and 1915(c) HCBS waiver providers. We also have face-to-face interactions with providers through town halls and training opportunities led by the provider advocate team. Access remains available to our provider website and portal, accessible through uhccommunityplan.com, our Provider Administrative Guide and newsletter, Practice Matters.
Attachment 5 Question (8.13 Stakeholder Education):
2. Describe how you will identify and outreach to stakeholders.
Identifying StakeholdersResponse to Our Survey at March 2015 KidsFest Event
Question: Tell us one thing that would make your experience with health care better.
Answer: I can’t get in to see a primary care physician. I can’t build a relationship because I see different doctors each time.

We identify our stakeholders as including, but not limited to, members, family members or caregivers (member representatives), community groups and advocates, state agencies and health plan representatives. In addition, we identify our health care provider stakeholders as including, but not limited to, nursing homes, PCPs, BH providers, physician specialists, hospitals and 1915(c) HCBS waiver providers. 
Outreaching to Stakeholders
In our initial outreach efforts, we are obtaining information about the current state of health care in Iowa and assessing community needs. We have reached out directly to Iowa residents, conducting one-on-one conversations to gain a better understanding of their thoughts and needs related to today’s health care system. We recently conducted a survey at the KidsFest community event that took place March 6–9 at the Iowa State Fairgrounds in Des Moines. This event brought out people of all ages, particularly parents, grandparents and children. From the survey, we learned about many concerns, including difficulties in establishing relationships with PCPs. 
We will continue our discovery conversation with stakeholders via personalized interactions and outreach conducted through one-on-one sessions, individual surveys conducted by our staff at community events and listening sessions designed through our community partnerships. These connections will enable us to understand individual needs and concerns, providing the knowledge required to improve the services we provide to the community. 
To understand more about the primary care setting and ways we can support providers, we will continue our discussions and requests for feedback. Our focus also will be on nursing homes, to help us understand current states and look for synergies that we can bring to the market to improve quality around the nursing home experience. To engage providers in our quest to improve the traditional health care delivery system, we will conduct provider group listening sessions. We will invite these stakeholders to join the Stakeholder Advisory Board and work collaboratively to make recommendations for innovative ways to improve and integrate service delivery.Supporting Iowa’s Hispanic Population
We provide hawk-i materials in English and Spanish to promote health education for our Hispanic members and assist them in understanding their benefits and rights. In addition, bilingual members of our outreach team connect with Hispanic individuals by providing support and regularly attending events carried out by local agencies such as: 
Latinos Unidos of Iowa Health Fair
Spanish Day-Marshalltown Public Library
Bilingual classes at Iowa Valley Education and Training Center
Conmigo/Hispanic Education Center
Latino Service Providers

Since many of our members rely on community- and faith-based organizations to meet a variety of needs, we find these organizations have a valuable perspective on both our members’ needs and on effective outreach methods. As a provider for the hawk-i program since 2000, we actively work with organizations that serve Iowans to conduct specialized events during which we provide education and information. We work with community centers, senior programs, family programs and more. In addition to the efforts described below, refer to Section 8.1 for an expanded list of our community-based outreach efforts.
Iowa Health Care Association: Sponsorship and participation in the March 31 – April 2, 2015, Spring Conference to communicate with skilled nursing home providers allowing us to better understand ways to improve health outcomes in skilled nursing facilities.
LeadingAge Iowa Conference: We will be sponsoring and exhibiting at the May 2015 LeadingAge Iowa Conference to enhance relationships with representatives from nonprofit assisted living providers, nursing homes and residential care facilities. We also provided a webinar to LeadingAge members on April 21, 2015, to describe our vision and strategies for Iowa and ways we can work with providers.
Together We Can Conference: We will participate in the May 2015 Together We Can Conference, set up in support of individuals with disabilities.
Iowa Primary Care Association: We sponsor and participate at annual meetings. This community health center membership association works to support quality, affordable primary and preventive care to the underserved. We have attended the annual meeting since 2010 and also attended spring and fall meetings of the Iowa Association of Rural Health Clinics organized by the Iowa Primary Care Association.
[bookmark: _Toc417720432][bookmark: _Toc418958646]8.14 Implementation Support 
The Contractor shall publicize methods for members to obtain support and ask questions during program implementation, including information on how to contact the Ombudsman and Contractor via the member services hotline. 
Attachment 5 Question (8.14 Implementation Support):
1. Describe proposed strategies to support members during program implementation.
Strategies to Support Members during Program Implementation
We use several processes to support members during program implementation. One of these is the launching of a Command Center to identify and address implementation issues. The center is staffed with experienced clinical and operations executives that are on call to support our implementation team. 
To ease implementation, members may continue seeing their doctor for 90 days even if that doctor is not contracted with us. This 90-day period allows time to identify issues. Enabling members to see their providers during this period also causes less disruption for them.
In addition, we publicize ways for members to obtain support and ask questions during program implementation via our secure and our public Web portals, our member services center, new member mailings (ID card and welcome kits) and our outbound call center. We also include a contact phone number in ads, brochures and other materials that are circulated prior to go-live.
Our public website (uhccommunityplan.com) is accessible to members and potential members without registration. It provides information about health plans available by region, specific health plan benefits and a complete listing of network providers. The website also provides contact information for assistance with Medicaid questions and enrollment.
We have over 33 years of experience in the national market successfully implementing care and services for new Medicaid, dual-eligible and LTSS enrollees. We will leverage this proficiency, combined with our considerable national and local resources, to build upon solidly established relationships; develop new community partnerships; and ensure a timely, comprehensive, holistic and effective implementation. Proof of our success includes:
Bringing on 30,000 new members in Texas in September 2014, many of whom were receiving LTSS.
Transitioning approximately 4,600 members from Medicaid fee-for-service to managed LTSS in Delaware. Highlights include integrating approximately 4,600 members in nursing facilities, including 900 elderly members and adults with physical disabilities receiving HCBS; and assigning case managers to each of the 4,600 who met with each member within 90 days of the implementation to understand his/her needs and develop a plan of care.
Transitioning 117,000 new TANF, CHIP and ABD members in Kansas 2013, including individuals requiring LTSS services to managed care from FFS as part of the statewide implementation of KanCare. We were one of three receiving MCOs transitioning members from the FFS program. The state of Kansas and MCOs worked cooperatively to ensure care transitions caused no disruption in members’ existing service arrangements.
Transitioning 14,744 members from the FFS program to the Tennessee CHOICES MLTSS program at go-live. To ensure no interruption in services for our new CHOICES members, we confirmed with the member and member’s provider that their plan of care met the member’s HCBS needs. We conducted outreach to approximately 4,000 LTS members to confirm HCBS services in their care plans and updated care plans, as needed.
All of these strategies, along with the experience outlined above, show our commitment to compassionately and competently supporting our members, not only before and during implementation, but also on a continuing basis.
A comprehensive description of our implementation plan, including member communications and support from onboarding through go-live, is in Section 8.2 Member Communications.
[bookmark: _Toc417720433][bookmark: _Toc418958647]8.15 Grievances, Appeals, and State Fair Hearings 
[bookmark: _Toc417720434][bookmark: _Toc418958648]8.15.1 General 
Members shall have the right to file grievances and appeals with the Contractor. The Contractor shall inform members of their grievance, appeal, and state fair hearing rights in the member enrollment materials in compliance with the requirements in Section 8.2. The Contractor shall have internal grievance and appeal procedures for members in accordance with Law. Member eligibility and eligibility related grievances and appeals (including but not limited to long-term care eligibility and enrollment), including termination of eligibility, effective dates of coverage, and the determination of premium, copayment, and patient liability responsibilities shall be directed to the Agency. 
[bookmark: _Toc417720435][bookmark: _Toc418958649]8.15.2 Appeals 
For purposes of this requirement, appeal shall mean a member’s request for review of an Action as defined in Exhibit A. 
[bookmark: _Toc417720436][bookmark: _Toc418958650]8.15.3 Grievances 
For purposes of this requirement, grievance shall mean a written or verbal expression of dissatisfaction about any matter other than an Action, as defined in Exhibit A. 
The Contractor’s grievance process shall only be for grievances, as defined in Exhibit A, and Contractor shall ensure that all appeals, as defined in Section 8.15.2, are addressed through the appeals process set forth below in Section 8.15.5. The Contractor shall allow a member to file a grievance either orally or in writing. The Contractor’s policies and procedures governing grievances must include provisions that allow for and assist the members with the filing, notice and resolution timeframes set forth in this section. The Contractor must acknowledge receipt of each grievance within three (3) business days. The Contractor shall ensure that qualified health professionals involved in review or decision making were not involved in previous levels of review or decision making related to the issue filed as a grievance. The Contractor must make a decision on grievances and provide written notice of the disposition of grievance within thirty (30) calendar days of receipt of the grievance or as expeditiously as the member’s health condition requires. This timeframe may be extended up to fourteen (14) calendar days, pursuant to 42 CFR 438.408(c). If the timeframe is extended, for any extension not requested by the member, the Contractor must give the member written notice of the reason for the delay. There is no right to appeal a grievance decision. 
[bookmark: _Toc417720437][bookmark: _Toc418958651]8.15.4 State Fair Hearings 
For purposes of this requirement, a state fair hearing shall mean an Appeal as defined in Exhibit A. The member shall be required to exhaust their appeal with the Contractor prior to pursuing a state fair hearing. 
[bookmark: _Toc417720438][bookmark: _Toc418958652]8.15.5 Contractor Appeal Policies 
8.15.5.1 Filing a Grievance or Appeal 
The Contractor must allow the member, member’s authorized representative or estate representative of a …
8.15.5.2 General Process for Appeals 
In accordance with 42 CFR 438.406, the Contractor shall provide the member and his representative opportunity...
8.15.5.3 Staff Processing Requirements 
The Contractor must ensure that the individuals rendering decisions on grievance and appeals were not involved …
8.15.5.4 Expedited Appeals 
The Contractor shall establish a process to resolve appeals on an expedited basis when the standard time for …
8.15.5.5 Appeals Processing Timeline Requirements 
The Contractor’s appeal process must conform to the following requirements:
8.15.5.5.1 Allow members, or providers acting on the member’s behalf, thirty (30) calendar days from the date …
8.15.5.5.2 In accordance with 42 CFR 438.406, ensure that oral requests seeking to appeal an action are …
8.15.5.5.3 The Contractor must dispose of expedited appeals within three (3) business days after the Contractor …
8.15.5.5.4 In accordance with 42 CFR 438.410, if the Contractor denies the request for an expedited resolution …
8.15.5.5.5 The Contractor must acknowledge receipt of each standard appeal within three (3) business days.
8.15.5.5.6 The Contractor must make a decision on standard, non-expedited, appeals within forty-five (45) …
8.15.5.5.7 In accordance with 42 CFR 438.408, written notice of appeal disposition must be provided. Citation …
[bookmark: _Toc417720439][bookmark: _Toc418958653]8.15.6 State Fair Hearing Process 
In accordance with 42 CFR 438.408, the State maintains a fair hearing process which allows members the opportunity to appeal the Contractor’s decisions to the State. The State fair hearing procedures include the following requirements: 
8.15.6.1 The member must first exhaust the Contractor’s appeals process.
8.15.6.2 Within ninety (90) calendar days of the date of notice from the Contractor on the appeal decision, …
8.15.6.3 The parties to the State fair hearing shall include the Contractor, as well as the member and his or her …
8.15.6.4 The Contractor must include the State fair hearing process as part of the written internal process for …
8.15.6.5 A provider may request a State Fair Hearing on behalf of a member with the member’s consent. 
[bookmark: _Toc417720440][bookmark: _Toc418958654]8.15.7 Continuation of Benefits Pending Appeal & Reinstatement of Benefits 
8.15.7.1 In certain member appeals, the Contractor shall be required to continue the member’s benefits pending …
8.15.7.2 If benefits are continued or reinstated while the appeal is pending, the benefits must be continued until …
8.15.7.3 If the final resolution of the appeal is adverse to the member, that is, it upholds the Contractor’s action …
8.15.7.4 In accordance with 42 CFR 438.424, if the Contractor or State fair hearing officer reverses a decision …
[bookmark: _Toc417720441][bookmark: _Toc418958655]8.15.8 Notices of Action & Grievance, Appeal and Fair Hearing Procedures 
The Contractor must provide specific information regarding member grievance, appeal and State fair hearing procedures and timeframes to members, as well as providers and subcontractors at the time they enter into a contract with the Contractor. This information shall be included in the member enrollment materials as set forth in Section 8.2.6. The information provided must be approved by the Agency and, including the items identified in 42 CFR 438.10(g)(1): 
8.15.8.1 The right to file grievances and appeals;
8.15.8.2 The requirements and timeframes for filing a grievance or appeal;
8.15.8.3 The availability of assistance in the filing process;
8.15.8.4 The toll-free numbers that the member can use to file a grievance or appeal by phone;
8.15.8.5 The fact that, if requested by the member and under certain circumstances: (i) benefits will continue if …;
8.15.8.6 For a State fair hearing, (i) the right to a hearing, and (ii) the method for obtaining a hearing; 
8.15.8.7 Citation of the Iowa Code and/or Iowa Administrative Code sections supporting the action in …; and
8.15.8.8 The rules that govern representation at the hearing organizations. 
Attachment 5 Question (8.15 Grievances, Appeals, and State Fair Hearings):
1. Describe in detail your system for resolving inquiries, grievances, and appeals, including how your system ensures all policy and processing requirements are met.
Members Who File Grievances, Appeals, or Request a State Fair Hearing
UnitedHealthcare will provide a grievance, appeal and state fair hearing system to Iowa High Quality Healthcare Initiative members who have questions or concerns or who do not agree with a decision we make.
Grievances
A grievance is an expression of dissatisfaction about any matter other than an action that can be appealed. A grievance is when a member expresses dissatisfaction with a matter that is not related to a denial. A complaint is an informal part of the grievance process and is typically resolved by the end of the next business day. When a complaint cannot be resolved by the end of the next business day, it is moved to our grievance process. Specifically, a grievance is any dissatisfaction expressed to UnitedHealthcare regarding the availability, delivery and appropriateness or quality of health care services and matters pertaining to the contractual relationship between the member and UnitedHealthcare for which the member has a reasonable expectation that action will be taken to resolve or reconsider the matter related to the dissatisfaction. A member, a member’s representative or a provider acting on behalf of the member (with the member’s written consent) may file a grievance.
Common member complaints or grievances include:
	Difficulty in getting a doctor’s appointment
Long wait time at a provider’s office
Inability to find a provider in the member’s area
Issues with quality of care or services provided
	Inability to get medication
Rudeness of a physician, physician’s staff or UnitedHealthcare employee
Inability to reach someone by phone
Failure to respect a member’s rights


Our member services center staff successfully handles most of our members’ questions or concerns, particularly when a member has the wrong information, misunderstood or needs additional information.
Grievances are resolved as quickly as a member’s condition requires, not exceeding contractual and legal limits. We make every effort to inform and assist our members through the process, including communication in the member’s primary language. We have documented processes to collect documentation from authorized representatives, as required.
[bookmark: _Toc403986625]Filing a Member Grievance
Any member, his/her authorized representative or a provider acting on behalf of the member, with written permission from the member, may file a grievance with UnitedHealthcare by calling our member services call center or by mailing a grievance to us. 
We enter written (date-stamped upon receipt) and verbal grievances into our grievance and appeals tracking system, Escalation Tracking System (ETS), on the date of receipt and create a case file. Using our grievance and appeals tracking system, we log and track member name and identification number, date grievance received and grievance acknowledgement, grievance description, staff assigned for disposition, disposition, disposition date and member notification date. We capture additional information, such as date of resolution, description of resolution, and whether the grievance was determined valid.
If a member files a grievance orally, acknowledgement of receipt is understood. We acknowledge receipt of written member grievances in writing within five business days, unless the member or provider requests an expedited resolution. No punitive action will be taken against a provider who files a grievance on behalf of a member or supports a member’s grievance.
Adhering to Processing Timelines
Our goal is to resolve every member issue correctly and as quickly and efficiently as possible. To support that goal, we fully comply with State contractual requirements as well as all federal and State laws and regulations for resolving grievances. When assisting members, if a member prefers to speak in his/her own language, we provide assistance. An interpreter is available to speak with the member and help him/her file the request. Interpreter services are free to all Medicaid members.
Our grievance and appeal coordinator generates a written acknowledgement letter within three business days. A closure letter is sent to the member within 30 calendar days of receipt of the grievance. If a grievance is related to a quality of care concern, it is further processed as a potential peer review case.
We make every effort to assist our members with the grievance process, helping them to present information to support their case. We make certain the member understands the time limits and requirements of our reviews. Upon request, a member can review his/her case file.
Upon reaching resolution, the grievance and appeals coordinator sends the appropriate notifications and closes the case file in ETS.
Appeals
A member appeal is a formal request for review of an action taken by or on behalf of UnitedHealthcare. A member, a member’s representative or a provider acting on behalf of a member (with a member’s written consent) may file an appeal. UnitedHealthcare takes no punitive action against a provider who requests or supports a request for an expedited appeal. We do not penalize providers for providing testimony, evidence, records or any other assistance to a member who is disputing a denial, in whole or in part, of a health care treatment or service.
Examples of actions that can be appealed include:
Denial or limited authorization of a requested service, including the type or level of service
Reduction, suspension or termination of a previously authorized service
Denial, in whole or part, of a payment for a service (in which case a member may be responsible for paying for the service)
Failure to provide services in a timely manner, as defined by the State
[bookmark: _Toc403986626][bookmark: _Toc403986636]Filing a Member Appeal
[bookmark: _Toc403986635][bookmark: _Toc403986630]If a member receives a Notice of Action, he/she has the right to appeal. An action is any denial, limitation, reduction, suspension or termination of service, denial of payment or failure to act in a timely manner. We will accept appeals in writing or verbally via member services and treat oral inquiries seeking to appeal an action as appeals. The appeal must be filed within 30 calendar days from the date of our Notice of Action. Except for expedited appeals, the phone appeal must be followed in writing within 10 calendar days of the call. We acknowledge the receipt of an appeal in writing within five business days, unless an expedited resolution is requested. 
Pre-Appeals
Our pre-appeals process facilitates resolution of requests and reduces the number of overall formal appeals. Our goal is to resolve issues as expeditiously as possible before they result in an appeal or delay a member’s care. If we receive insufficient clinical or other information for a covered service to be authorized or the available information does not meet the medical necessity criteria for the covered service to be authorized during our normal PA review process, UM staff makes two attempts to obtain this information from the ordering physician.
If the ordering physician does not supply the necessary information, which results in an adverse determination, UM staff offers peer-to-peer discussion to facilitate resolution of any requests to reconsider the denial or limited authorization of requested services before an appeal is initiated. Medical directors who conduct peer clinical review are qualified health professionals, with current license to practice medicine or current license in the same category as the treating/ordering provider. Only peer clinical reviewers render adverse determinations for clinical review outcomes. In the case of clinical adverse determination, the peer clinical reviewer or his/her alternate are available within one business day to discuss determinations with requesting providers.
If, after all new information is reviewed, the covered service still does not meet medical necessity criteria, our medical management staff will request all available and necessary information relevant to the pre-appeal. We make all determination decisions within 14 days of receipt of the original request.
Standard Member Appeals
If a member receives a Notice of Action, he/she has the right to appeal it. An action is any denial, limitation, reduction, suspension or termination of service; denial of payment; or failure to act in a timely manner. Similar to the grievance process, we acknowledge the receipt of an appeal in writing within three business days, unless an expedited resolution is requested or warranted. A member has 30 calendar days from receipt of a Notice of Action to file an appeal. Members can begin the appeal process by calling our member services center. Except for expedited appeals, an appeal request by telephone must be followed up with a formal request in writing. Our goal is to resolve appeals and notify the member as quickly as possible, meeting or exceeding contractually required turnaround times.
The appeals process involves a full review (including documentation review) by appropriate clinical staff. To be fair, all cases are not reviewed by the same person who was involved in previous levels of review or who made the first decision. All appeals related to medical services are reviewed by medical staff or other medical person as needed. Members have the right to submit documentation related to their appeal for review.
After reviewing an appeal, we notify the member of the resolution within 45 calendar days after we receive the request, unless extra time (up to 14 calendar days) will benefit the member. We notify the member in writing if an extension is needed. If we received the appeal request in writing only, the 30 calendar days starts from the day we receive the written appeal. If we received an appeal request by telephone and it was followed up in writing, the 30 calendar days begins the day of the verbal appeal request.
Members, a member’s representative or providers (with the member’s written permission) may request that an appealed service continue while we are making a decision. The benefits will continue until one of the following occurs: (i) the member withdraws the request; (ii) 10 business days pass after the Contractor has mailed the notice of an adverse decision, unless a State fair hearing has resolved the matter; or (iii) the time period or service limits of a previously authorized service has been met. The appeal must be for the termination, suspension or reduction of a service we have already authorized, ordered by an authorized provider, before the original authorization has expired. If the member does not win the appeal, he/she may have to pay for any care received after the service termination date.
If we continue or restart a member’s benefits prior to a requested State fair hearing (see below), services continue until:
Member or provider (with a member’s written permission) withdraws the appeal
Within 10 days after we send notice of appeal resolution, unless a State fair hearing has resolved the matter
Medicaid fair hearing decision ruled in favor of UnitedHealthcare
Authorization expires or the member received all of the allowed services
We provide the member with a written Notice of Appeal resolution for standard resolutions. The Notice of Appeal resolution contains the results of the resolution process, including any legal citations or authorities supporting the determination along with the date it was completed.
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Expedited appeals require a faster review because the time frames for a standard appeal resolution may seriously jeopardize a member’s life, health or ability to attain, maintain or regain maximum function. Our expedited review and resolution of appeals process complies with RFP Section 8.15.5.4 and includes the following steps:
A member, or provider acting on the member’s behalf, requests an expedited appeal by calling our member services center.
We forward the expedited appeal request to a medical director to determine if the request meets the criteria for expedited appeal.
Our medical director reviews the expedited appeal request. 
If our medical director determines the expedited appeal does not meet the criteria for expedited appeal, we make every effort to contact the member and provide prompt verbal notice of our decision within two days, followed by a written notice of denial of expedited resolution that explains that we will transfer the appeal to our standard appeal process and informs the member of his/her right to file a grievance in response to our decision.
If our medical director determines the expedited appeal does meet the criteria for expedited appeal:
The expedited appeal is queued to our resolution analyst for investigation and resolution.
The resolution analyst adjudicates the expedited appeal following our standard appeals resolution processes and procedures, such as forwarding clinical appeals to the clinical team for review of the matter, ensuring that we resolve the appeal and communicate our determination within 72 hours.
We provide prompt verbal notice of our decision and issue a written Notice of Appeal resolution within two business days. The Notice of Appeal resolution contains the results of the resolution process, including the legal citations or authorities supporting the determination along with the date it was completed.
Acknowledging and Recording Member Appeals
Upon receipt of an appeal, our staff date-stamps a written appeal letter as received and enters pertinent information into the ETS database to create an appeal case file. We send a member a letter within three business days, acknowledging receipt of the appeal. Similar to grievances, we generate appeals acknowledgement letters automatically using the ETS Client Letter Tool.
For appeals not resolved wholly in favor of the member, we notify the member in writing of the following information:
His/her right to receive continued benefits pending a hearing and how to request continued benefits 
The right to request a Medicaid state fair hearing within 90 calendar days of the date of the Notice of Appeal resolution and how to make the request
Information explaining the member may be held liable for the cost of benefits if the hearing decision upholds UnitedHealthcare’s decision
Any other information required by State statutes
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We handle member grievances and appeals in accordance with RFP Section 8.15. We date-stamp the grievance or appeal and triage the request to assure all requests for appeals, grievances and inquiries are identified, investigated, resolved, tracked and filed according to all federal and State requirements. During triage, we determine:
If more than one member, provider or authorization is indicated. If so, this may require more than one case to be created in our grievances and appeals tracking system.
The type of issue (e.g., request for member appeal or state fair hearing, member balance billing issue).
Issue priority (e.g., standard or expedited).
Issue category (e.g., appeal related to medical benefits, BH, dental, quality of care/quality of service).
Once we have triaged the request, we log the grievance or appeal into our grievance and appeals tracking system to track the appeal or grievance and ensure prompt resolution, including adherence to all contract requirements. Our grievance and appeals tracking system generates an acknowledgement letter, which is sent to the member acknowledging the grievance or appeal. Our grievance and appeals tracking system then queues the grievance or appeal to a resolution analyst (RA) for investigation and resolution.
The RA provides each member or member’s representative a reasonable opportunity to present evidence and allegations of fact or law in-person and in-writing. The RA informs the member or the member’s representative of the limited time available in cases involving expedited resolution. We date-stamp and incorporate into the case file any information received during the resolution process. We provide members an opportunity to examine the grievance or appeal file, including medical records and other documents considered by UnitedHealthcare during the resolution process.Member advocates contact members to give them our appeal committee’s decision. Often, when appeals are upheld, the committee makes recommendations to meet the member’s needs in lieu of the denied services. For example, in our Pennsylvania health plan, a member was seeking a nutritional supplement to maintain her weight, but the supplement did not fall under the guidelines. In the course of the appeal, we determined that the member would benefit from a nutritionist and approved nutritionist services.


Resolution analysts have excellent communication skills, strong written and verbal skills, sound deductive reasoning skills and extensive knowledge of federal and state laws, regulations and policies. They use these skills to provide prompt resolution of the member’s grievance or appeal, including investigating all pertinent facts related to resolving the grievance or appeal. Unless the grievance or appeal involves a denial based upon lack of medical necessity or otherwise involves clinical issues, the RA researches and adjudicates the grievance or appeal. The RA may enlist the help of other UnitedHealthcare departments if subject matter expertise is needed.
If the matter requires review by another UnitedHealthcare department, such as clinical, the RA requests that a designated subject matter expert in the department address specific issues necessary to resolve the appeal. The RA may contact the member or the member’s treating provider to obtain additional information necessary to resolve the grievance or appeal.
For clinical appeals, the RA assembles relevant background information from our PA and claims systems, obtains relevant clinical information and forwards the matter to a medical director or other health care professional who has appropriate clinical expertise to review the matter. Only medical directors or other health care professionals with the appropriate clinical expertise, and those not involved in previous levels of review or decision making, review appeals.
Upon completion of this process, the RA issues a written Notice of Appeal Resolution. In the case of an expedited appeal, the RA also provides verbal notice of our decision. We issue a written Notice of Appeal Resolution for both expedited and standard appeals resolutions and a Notice of Disposition for grievances.
Grievance and Appeal Workflow
We have presented our structured member grievance and appeal workflow below. These processes reflect our grievance and appeal policies and procedures and give members recourse for having their issues addressed in a professional, consistent and timely manner.
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Figure 16. Grievance and Appeal Workflow.
Staff Training and Processing 
Every member of our Iowa-based grievances and appeals staff undergoes intensive member grievances and appeals and Iowa-specific training. This includes, but is not limited to the usual and customary new employee orientation as well as ongoing mandatory training, including job-specific updates, policy change processes/workflow and the maintenance of job-specific performance standards. New and existing grievances and appeals staff is trained in the geography of Iowa as well as culture and correct pronunciation of cities, towns and surnames.
In new hire training and annually thereafter, we educate grievances and appeals staff on the importance of the grievance and appeal procedures, the rights of the member and providers, a summary of our quality management (QM) program, critical thinking, compliance with HIPAA, the concepts of member grievance, appeals and the state fair hearing process and using our grievances and appeals tracking system to manage member grievances and appeals from receipt through to resolution. We expose grievances and appeals staff members to their role in the member grievance, appeals and state fair hearings process (e.g., working with other UnitedHealthcare departments to research and resolve a member grievance or appeal) and provide training on Iowa-specific policies that require adherence, such as filing and resolution timelines and required communications to members and providers.In addition to our grievances and appeals staff, we provide grievances and appeals training to all members of our staff (e.g., MSAs, community health workers, care managers) so they understand the member grievance and appeal process and can help members work through the grievance and appeal system.

We also maintain a process where individuals who participate in rendering grievance and appeal decisions were not involved in any previous level of the review or decision-making process. These individuals, who are rendering a grievance and appeals decision, must have the requisite clinical expertise to address a member’s condition or disease, particularly when the appeal or grievance focuses on a lack of medical necessity, denials of expedited resolution of an appeal, or grievances or appeals related to specific clinical issues. 
State Fair Hearings
We communicate information about, process and participate in state fair hearings in compliance with Section 8.15.6 State Fair Hearing Process. For appeals not resolved wholly in favor of the member, we communicate the following information in the Notice of Appeal Resolution to the member regarding state fair hearings:
The member’s right to request a state fair hearing, including the requirement that the member must file a written request for a state fairing within 30 calendar days from the date of the Notice of Appeal Resolution
How to request a state fair hearing, including continuation of benefits
Once a member has filed a state fair hearing request with the Agency, the Agency forwards the member’s state fair hearing request to our grievance and appeals manager, Ashley Landry, who is responsible for coordinating the investigation of the state fair hearing request, preparing the state fair hearing packet for the Agency and attending the state fair hearing. If the member submits the request to us, our grievance and appeals manager forwards the request to the Agency. Upon receipt of the Agency’s notification of the member’s request for a state fair hearing, we:
Send an acknowledgement letter to the Agency and the member.
Contact the member to try to resolve the issue. If we are able to resolve the issue, we submit the reversal decision to the Agency and send the member a copy of our reversal decision.
If we are unable to resolve the issue, we investigate the state fair hearing, including coordinating with the appropriate department (e.g., claims or clinical) for review and confirmation of our decision.
If we reverse our decision as a result of our review, we submit the reversal decision to the Agency and send the member a copy of our reversal decision.
If we do not reverse our decision as a result of our review, we prepare the state fair hearing packet for the Agency, which includes a cover memorandum, summary of evidence and supporting documentation, and upload the state fair hearing packet to the DAL website.
Attend the state fair hearing set by the Agency. Additional UnitedHealthcare staff may attend the hearing as needed. We acknowledge that an administrative law judge at the Agency conducts the state fair hearing. Upon making a determination, the Agency will notify us and the member of its decision.
If the Agency overturns our decision, we notify the affected UnitedHealthcare departments to ensure the member receives the services and provider claims for services are paid properly and timely. For example, our clinical team will update our CareOne system to ensure services are authorized for the member in accordance the Agency’s decision.
Following the state fair hearing, we update our grievances and appeals tracking system with the date and final disposition of each appeal and close the case file, retaining the data for six years.
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The following section summarizes the information regarding member grievances, appeals and state fair hearing procedures and time frames we provide members, providers and subcontractors. This information is included in member enrollment materials as set forth in Section 8.2.6 New Member Communications.
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We are committed to responding to member and provider concerns to resolve issues at the earliest opportunity. At every contact, we strive to be responsive and offer assistance to our members and providers in any way we can. In accordance with RFP Section 8.15.8, we inform members about our easy-to-use grievance, appeal and state fair hearing policies and procedures, which comply with the due process requirements set forth by the State and federal requirements. Upon enrollment, our members receive oral and written information regarding our grievance system, including pertinent policies and procedures and specific details on filing grievances, appeals and state fair hearings (e.g., the right to file grievances, appeals and claim disputes and the requirements and time frames for filing them).Member advocates:
Reach out to members regarding grievances to clarify the grievance and what the member needs or expects from the grievance.
Review each appeal for additional information the member may want to provide to help with his or her appeal. They research the member’s profile for information, such as additional insurance and past authorizations, before the member’s appeal date.
Call each member to ask if he/she will be appearing at the appeal in person or via telephone and ask if there is anyone the member would like to participate in the appeal.

We provide this information in the member’s welcome packet, on their ID card, in our Member Handbook and our member website, myuhc.com. We also include this information in the Notice of Action and the Notice of Appeal Resolution we send to members. We send our members an annual reminder about grievance and appeals system processes and their right to use these processes. Upon securing a contract, we give this information to network providers in our Provider Administrative Guide and annually through our quarterly newsletter, Practice Matters, and on our provider website. We inform members and providers of significant changes to appeals and grievances-related processes prior to the effective date.
Detailed instructions for filing a grievance or appeal include a toll-free number (shown on the member’s ID card) for accessing our member services center. Non-English-speaking members can access our member services center through Language Line interpretive services, which are available free of charge. A member who is hard of hearing can use our toll-free telecommunications relay service and members with impaired vision can request that an MSA read the materials aloud.
We encourage members who have an inquiry or complaint to call our member services center. When calls are placed to our member services center, we serve members in their choice of primary language. Many of our MSAs are bilingual and all MSAs have access to Language Line interpretive services, which provide translators for more than 170 languages, as needed.
The MSAs will work with the member to resolve the issue to the member’s satisfaction on the phone. If unable, the MSA can assist the member with the grievance and appeals process, including preparing and submitting a written complaint or grievance. Additionally, care managers, member advocates, community health workers and our quality team help members write and file grievances and appeals and will continue monitoring the member’s issue through to resolution. This commitment creates an environment where members view us as a resource and affords us the opportunity to resolve member issues with as little dissatisfaction as possible.
Member Notices of Action
Notice of Disposition. We communicate the disposition of a grievance in compliance with RFP Section 8.15.3. We send a written Notice of Disposition to the member to explain what actions we took to investigate and resolve a member grievance and the final outcome.
Notice of Appeal Resolution. Our Notice of Appeal Resolution contains the results of the appeal resolution process, including the legal citations or authorities supporting the determination, along with the date it was completed. This Notice of Appeal Resolution is sent via certified mail within the applicable resolution timelines. We make reasonable efforts to provide verbal notice to a member regarding an expedited appeal resolution.
Notice of Action. The timing and content of our Notice of Action complies with and meets the language and format requirements of 42 CFR §438.10(c) and (d). We provide Notices of Action in Spanish and will translate Notices of Action upon request.
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Our QM department is the central area for receiving potential quality/risk management issues and coordination of quality improvement activities. It serves as a critical interface between members, members’ representatives, practitioners, providers, the State and other regulators and various UnitedHealthcare departments, such as grievances and appeals, UM and clinical management, to identify opportunities for operational improvement and to implement appropriate interventions.
Our QM department collaborates with our appeals and grievance team, compliance department, and member services department to collect, review, analyze and trend grievances and appeals data from our grievances and appeals tracking system to assess member satisfaction and to identify opportunities for improving the member experience.
Committees that participate in the grievances and appeals resolution process include:
	Quality Management Committee (QMC)
Service Quality Improvement Subcommittee (SQIS)
	Quality subcommittees 
Provider Affairs Subcommittee
Provider Advisory Committee (PAC)


Our staff categorize grievances and appeals in accordance with NCQA and State-specific requirements. We track and report data related to grievances and appeals in compliance with NCQA, reporting for accreditation purposes in the following categories:
	Quality of Care
Access
Attitude and Service
	Billing and Financial Issues
Quality of Practitioner Office Site


Data analysis also helps the QM department analyze trends necessitating further evaluation and education. These analyses are presented to QM leadership and the overall process is evaluated for review of aggregate trends and identification of actions for improvement. Improvement actions may include additional education for staff or providers, a change in our policies or procedures or data system enhancements. We also provide grievance and appeals tracking system data to our provider advisory committee (PAC) when resolving quality of care issues.
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We use our grievances and appeals tracking system to log all member issues, including grievances and appeals, which allows us to perform tracking and trending activities. We track and report data related to grievances and appeals in compliance with NCQA, reporting for accreditation purposes in quality of care; access; attitude and service; billing and financial issues; and quality of practitioner office site. This allows us to identify opportunities for improvement and to implement appropriate interventions.
The ETS provides standard management reports to track our resolution time frames and ad hoc query functionality. ETS affords us significant flexibility to add or remove data fields, as specified by the State, and to provide reporting capabilities based upon multiple data elements, filters or sorting options. ETS reporting capabilities include:
Data elements that can be easily added or removed for reporting to the State
Ability to track grievances by type, status or other elements, as requested
Ability to identify resolution of all cases with open, closed or outstanding grievances or appeals
Ability to track staffing resolution time frames for grievances and appeals
Ability to track referrals to other entities
Ability to provide input on the Medicaid fair hearing process
Customized reporting and inquiry capabilities on multiple data elements
The following table provides key grievances and appeals data elements that are maintained in our grievance and appeals tracking system and can be used for tracking, trending and reporting. 
	Key Grievance and Appeals Tracking System Grievance and Appeals Data

	Member Grievances
	Member Appeals

	Date grievance was received
Individual filing the grievance
Member identification information
Individual recording the grievance
Nature of the grievance
Disposition of the grievance
Corrective action required
Priority status (expedited status)
Staff assigned for disposition
Date of resolution and the member notification of the disposition
Date the Notice of Action was sent
	Effective date of the action
Date the member or representative requested the appeal
Identification of the individual filing
Member identification information
Date the appeal was followed up in writing
Nature of the appeal
Disposition of the appeal
Priority status (expedited status)
Staff assigned for disposition
Date of resolution and member notification of disposition
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Our QM department collaborates with our compliance department and member services team to track and trend cases, conduct analysis of root causes and develop improvement activities based upon findings. We pull aggregate data for reporting and completing quantitative and qualitative analysis. We incorporate the grievance and appeals system data in decision-making activities to refine our operational process and to enhance the quality of our service delivery. We analyze data on a daily, weekly, monthly or ad hoc basis.
Each quarter, our QMC, service quality improvement subcommittee (SQIS), provider advisory committee (PAC) and health care quality utilization management (HQUM) subcommittee review the analyses and:
Establish goals and performance thresholds and compare results to previous measurement
Conduct root cause analysis and barrier assessments to provide insight into issues that may have contributed to the causes and performance gaps in achieving established goals
Develop and implement action plans, taking into consideration member dissatisfaction and any disruption to the access of appropriate health services
Incorporate the data analyses in decision-making activities to refine our operational process and to enhance the quality of our service delivery
Leverage national subject matter experts to review the analyses, identify contributing factors and drive policy and procedure changes and interventions to address systemic issues, barriers or other opportunities to improve processes, outcomes and member satisfaction
In addition, we analyze trend data in our annual program evaluation, which drives quality improvement recommendations in various operational areas based upon year-over-year data.
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In each of the 23 state Medicaid programs we serve nationally, we have developed systems and processes and organizational structure (e.g., collaboration between grievances and appeals, compliance and QM through quality committees) that allow us to track our handling and resolution of member and provider grievances and appeals so that we can ensure our compliance with contract requirements and continue to provide high-quality services to our members and providers. We will bring to Iowa these established systems, processes and organizational structure to evaluate grievances and appeals data and act on issues we identify.
Some examples from states where we have implemented similar member grievance and appeals systems include:
In Louisiana, an analysis of member grievances indicated a significant increase (2013 versus 2012) in member grievances related to provider’s balance billing members. We also determined that 77 percent of member grievances were related to this issue. To reduce the number of member grievances related to provider balance billing, we send educational materials to each provider that balance bills members reminding them that members do not have a financial liability if they see a Medicaid provider and the service provided is a covered benefit. Additionally, we have deployed provider advocates to assist providers with correct coding, billing procedures and billing issue resolution.
In Delaware, our PA denials for services provided by “blind” providers (e.g., anesthesiologists) were being appealed and overturned at a higher rate. We conducted an analysis to understand why. We determined that our claims system was denying claims submitted by these providers because the PA for the services had been denied. These providers are out-of-network, but their services do not require PA when they are related to another service (e.g., surgery) and the provider performing that service is in-network. As a result, we created a daily report and developed a macro to override the PA denials if a claim has not hit the check run and a monthly report to identify claims that already hit the check run so those claims could be adjusted.
In Maryland, we trended a significant increase provider appeals related to two claims codes. We also noticed an increase in the State’s overturn rate of our appeals related to these claim codes. We conducted a root cause analysis and determined that our claims processing system was incorrectly denying these claims. Through a redesign of the auto pay list, a restructuring of the appeal versus claim review process and improving the process to review appeals, we have reduced the appeal volume for issues related to these claims codes from approximately 2,000 per month to 115 per month.
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The Contractor may operate an exception to policy process. Under the exception to policy process, a member can request an item or service not otherwise covered by the Agency or the Contractor. Exceptions to policy may be granted to Contractor policies, but they cannot be granted to federal or state law and regulations. An exception to policy is a last resort request. 
Attachment 5 Question (8.15 Grievances, Appeals, and State Fair Hearings):
2. Describe your proposed exception to Contractor policy process.
A request for services will, on an exception basis, be considered if the service would result in the same or improved clinical outcomes at a lower cost. Examples of such services might be an air conditioner for an individual with asthma who had high ER utilization, or short-term home health services above the benefit limit to prevent a hospitalization. Such services may be requested by a member, provider, caregiver, care manager or community-based case manager. The final decision to accept or deny the requested exception is made by our medical director and the decision is documented in the member’s service record.
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Attachment 5 Question:
Please explain how you propose to execute Section 9 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
Over the course of more than three decades of experience, we have developed and executed mechanisms to rapidly and consistently screen our members to identify and prioritize individuals with high-risk conditions or special needs. Our specialized care coordination programs allow us to focus on, outreach to and efficiently coordinate services for those with acute medical conditions, those who need assistance managing long-term chronic conditions and those who have complex and/or co-occurring medical, behavioral health (BH) and functional needs. For individuals who are stable and self-managing, we leverage our intensive Advocate4Me support model to make sure members and their families/caregivers consistently have a point of contact to help them navigate the health care system. In Iowa, integrated, person-centered care coordination will be implemented in a variety of settings to reach the most members, such as through accountable care organizations (ACOs), health homes for chronic conditions, integrated health homes (IHHs) and UnitedHealthcare care coordination teams. Supporting Accountable Care in Iowa
We will provide clinical and care coordination support to ACOs, health homes and IHHs by bringing to Iowa our successful accountable care quality management programs and practice transformation techniques used in other states. We administer ACOs and health home programs similar to Iowa’s in multiple states. As such, we have the experience, technological tools and capacity to provide the full range of clinical and care coordination support that Iowa’s ACOs, health homes and IHHs need to succeed. Our discussions with Iowa’s IHH and health home providers coupled with our knowledge and understanding of Iowa’s SIM initiatives have served to form our approach to supporting Iowa’s providers in delivering quality care and engaging members in achieving wellness that aligns with Iowa’s SIM program initiatives.


Our care coordination program encompasses a framework of care manager activities. These activities may be performed by one of our RN or BH care managers, a community health worker, a community-based case manager for individuals receiving long-term services and supports (LTSS), or provided through one of Iowa’s accountable care provider-driven entities. Members receiving LTSS will be assigned to a community-based case manager. High-risk members who are not receiving LTSS are assigned a care manager who supports members with complex medical, behavioral or social support needs through the comprehensive needs assessment and monitors the member’s clinical needs. Our care coordination programs are supported by formal policies, procedures and tailored training as well as information systems intended to bring together health services, whole-health member needs and shared information to facilitate achievement of member-chosen care goals and positive health outcomes. 
We have experience using multiple data sets, including eligibility data, claims-based data, self-reported data through initial health risk screening, to provide a rich source of information, which allows us to align people with the correct setting and specialized care coordination programs. We begin with a triaging process using the initial health risk screening tool and other data sources to quickly identify individuals with special health care conditions. For example, based upon eligibility type for individuals in LTSS, we will assign a community-based case manager; for pregnant women with a prior high-risk pregnancy, we will assign a care manager with OB expertise; and for individuals who have chronic conditions or special BH needs, we offer the member the choice to participate in a health home or IHH. 
For our members who are stable and self-managing, we continually look for physical or BH care or functional condition change via claims or utilization data or self-reported information, which may prompt us to connect them to intensive care coordination. This creates a continual process for assessing and reassessing risk and for refreshing information streams for enhancing the comprehensive health risk assessment process and updating the care planning process. 
The process we have in place to risk stratify and identify individuals who require comprehensive health risk assessments is supported by a robust information system platform that allows us to store member-specific information (e.g., initial screening and historical data) for all individuals in centralized member records. CommunityCare, our integrated coordinated care platform, is a secure, Web-based information system that facilitates coordination of services across the health care continuum and information sharing between care teams, PCPs and members and families/caregivers. It provides care managers and providers with real-time data and tools to drive quality improvements and optimize health outcomes. For high-risk members, this includes sharing information among interdisciplinary care teams (ICT), such as the primary care provider (PCP), BH clinicians, social workers, pharmacists, members, family/caregivers and others focused on specific member needs. 
CommunityCare supports care managers and community-based case managers as the information hub for an individual’s whole-person needs. In addition to flagging individuals for comprehensive assessment or reassessment based upon risk scores or based upon notification of a material change in the individual’s condition, CommunityCare allows care managers to use their clinical judgment to preset a specific frequency for reassessments for an individual, even if it is more often than what is required for that enrollment category.
Care managers integrate services at the member level, whether the setting is community-based case management, health home, IHH or an ACO. The care manager (or community-based case manager) serves as the accountable team member for integrating and connecting an individual to care and services, developing care plans, aligning members with the right care, services and care coordination programs, and facilitating information sharing across the integrated care team. As individuals stabilize, they may transition to a less intensive care coordination program. While care coordination focuses on those with significant or special health needs, we continually assess and support individuals with lower needs while encouraging and promoting health and wellness. 
We leverage our comprehensive quality management program to systematically track, monitor and evaluate the quality and appropriateness of care and services at the member level and at the care coordination program level. This allows us to improve the health of specific populations and individual outcomes, improve the member experience of care (including quality, access and reliability) and reduce costs.
In practice, coordinated care is different depending on the setting, an individual’s needs and available resources. For an older adult who resides in a rural community, such as Lamoni, Iowa, and suffers from multiple chronic health conditions, care coordination will look different from coordinated care for an individual with diabetes who is otherwise healthy living in an urban area, such as Des Moines, Iowa. While different, each situation achieves the underlying goal of coordinated care—matching services to an individual’s needs and sharing information across the care team. The following scenarios illustrate integrated, person-centered care for individuals participating in several different health delivery systems available to our members participating in the Iowa High Quality Healthcare Initiative. 
	Delivery System 
	Case Scenarios Demonstrating Integrated, Person-Centered Care

	Accountable Care Organization (ACO) 
	“David” is a new member. Within three weeks of enrollment, he received a welcome call from our member services advocate named Carla. In addition to learning about his covered benefits, Carla asked David to complete initial health risk screening. During their conversation, Carla learned David does not have a regular PCP. David also reported he has severe lung disease and has been in the ER and hospital multiple times over the last six months. Carla connected David to a PCP practice (“Dr. Smith”) near his home in Des Moines, which also happened to be an ACO practice. Carla provided David with the contact information for Dr. Smith’s practice and confirmed David had transportation to the office once she set up his appointment. David visited his new PCP office and established a relationship with Dr. Smith who referred David to the Quit4Life website for smoking cessation during the office visit. The practice reviewed David’s gaps in care information via CommunityCare through the secure provider portal. The ACO practice is incentivized for ensuring David gets a quick follow-up post-hospital stay, for conducting comprehensive or supplemental assessments, and for closing his care gaps.

	Health Plan-Delivered Care Coordination (non-LTSS)
	“Sally,” a new member, received a call from Melanie, a member services advocate, for a welcome call and completion of initial health risk screening. During the call, Melanie found out Sally is pregnant and has a 2-year-old son who was born prematurely and spent six weeks in the NICU. Based upon training, Melanie recognized Sally was at risk for a high-risk pregnancy and referred Sally to our care coordination team for assessment and assignment to a care manager with knowledge and expertise working with individuals with high-risk pregnancies. Melanie also confirmed Sally was attending regular appointments with her OB and helped her access available non-emergency transportation resources. Sally’s new UnitedHealthcare nurse care manager, Mary, continued regular contact with Sally until her third trimester and when Sally’s phone was found to be out of service. Mary enlisted the help of a community health worker to make a home visit and find out why Sally was no longer reachable by phone. A community health worker visited Sally and helped her get a free phone through MyHealthLine. Sally signed up for the text4baby program. The community health worker also discovered Sally’s son needs a well-checkup and immunizations, so she connected Sally to a local pediatrician. She reconnected Sally with her care manager.

	Community-Based Case Management (LTSS)
	“Fred,” a new member, was listed on the Iowa enrollment file as dual eligible and approved for the LTSS Elderly waiver. A community-based care manager named Sue was assigned. Sue reached out to Fred, welcomed him to UnitedHealthcare, completed an initial health screening and arranged a face-to-face visit for an assessment of Fred’s functional status. Sue documented Fred’s clinical and support needs, his goals and desired outcomes. She noted his choices for service plan service delivery. During their in-person meeting, Fred indicated he did not realize a walker was available to him through his Medicare benefits. Sue helped Fred request a physician order for a DME company that can deliver the walker to his home through his Medicare carrier. Sue learned Fred used to play chess once a week and connected him to a local senior center that can transport Fred to the center for games and companionship to ensure he has something interesting to do. Sue checks in with Fred on a regular basis (phone and face-to-face) to make sure Fred’s new HCBS (e.g., home-delivered meals and assistance with bathing three times a week) continue to keep him safe in the community and help realize Fred’s goal to remain at home as long as possible.

	Advocate4Me Member Services
	“Zoe’s” mom called UnitedHealthcare for a new ID card, and the Advocate4Me member services advocate answering the phone was alerted that Zoe (age 7) has not had a well check or oral care during the last 14 months. The advocate confirmed the PCP listed in Zoe’s record and supported Zoe’s mom in arranging appointments and transportation for a well visit and a dental visit. The advocate educated Zoe’s mom about preventive care and about health and wellness resources available through the online KidsHealth program. Zoe and her mom enjoy accessing the videos and spoken articles using Zoe’s mom’s smartphone, and now they are inspired to eat more fruits and vegetables.


Relevant Experience
UnitedHealthcare is a highly experienced health benefits company dedicated to providing diversified solutions to state programs that care for the economically disadvantaged, the medically underserved and individuals with significant and complex health needs. We provide services to 5.1 million low income and medically fragile members in 23 states, including more than 9,000 hawk-i members in Iowa. We participate in Medicaid, CHIP, waiver and other federal, state and community health care programs. The primary categories of eligibility of our participation are:
Temporary Assistance to Needy Families (TANF), primarily young women and children—21 states
Children’s Health Insurance Programs—20 states
Aged, Blind and Disabled (ABD)—18 states
Special Needs Plans (SNP)—13 states
LTSS—12 markets
Childless Adults and Programs for the Uninsured—4 states
Other Programs, e.g., Developmentally Disabled, Rehabilitative Services—4 states
We bring experience developing, and continually evolving, an integrated (medical, behavioral, functional and social), multidisciplinary approach to care coordination that delivers innovative solutions in support of the State’s goals and plans for delivery and payment reform that meets the diverse and holistic needs of our members, and that enhances our members’ well-being, independence and integration in the community and their potential for employment. We have an integrated, dedicated, local, face-to-face, person-centered, whole-health care coordination model—in partnership with ACO, health home and IHH provider-driven practices that drives member engagement. We focus on removing barriers to care/services and health improvement which are often specific to the Medicaid population, such as housing, employment and transportation. We have experience developing and implementing value-based contracting that supports whole-person care and health through member- and provider-based programs that incentivize quality and reduce cost. We involve field-based community health workers who locate and engage our members, identify and resolve non-clinical barriers to care, and identify local resources and supports.
[bookmark: _Toc414013200][bookmark: _Toc414012569]The following state examples and the results they demonstrate provide evidence of the value of expanding our person-centered care in Iowa to all populations to be covered under the Iowa High Quality Healthcare Initiative. 
[bookmark: _Toc414013201][bookmark: _Toc414012570]Tennessee
Since 2007, we have operated a fully integrated medical, BH, social/environmental and LTSS managed care model for the TennCare CHOICES program. All three MCOs use a uniform initial health risk screening tool. We have shifted service dollars from highly restrictive levels of care to less restrictive outpatient services and supports. For example, on-site assessments and development of in-home and community-based support services have reduced utilization of youth residential treatment facilities. Thirty-four percent of youth and adults receiving on-site assessment/care coordination prior to authorization of residential treatment services were maintained at home with support services rather than being admitted to residential care. Other results of these BH care coordination interventions indicated a 16 percent decrease in inpatient utilization statewide (2012–2013) with a $3.6 million cost savings, an 8.3 percent reduction in psychiatric readmissions (2011–2012), and improved HEDIS rates (2009–2012) with a 42 percent improvement in follow-up after hospitalization within seven days and 32 percent improvement in follow-up after hospitalization within 30 days.
[bookmark: _Toc414013202][bookmark: _Toc414012571]Kansas
Since Jan. 1, 2013, we have provided a holistic approach to care and services for the TANF, ABD, CHIP, LTSS and I/DD populations. In Kansas, integrated, person-centered care is driven by provider collaboration, member engagement and data analytics. We achieved positive outcomes in Kansas in 2014: 
23.04 percent improvement in the pre-term birth rate from 2013 to 2014
7.69 percent increase in members participating in the WORK employment program
5.88* percent improvement in the cervical cancer screenings from 2013 to 2014 for the intellectually disabled, physically disabled and severely mentally ill populations
10.49* percent reduction in the ER visits from 2013 to 2014 for waiver populations
*This data is not final for 2014 and may change based upon additional input.
Member story from Kansas, compassionate care delivery
“Wanda” is a 47-year-old member who lives in Kansas and has diabetes, hypertension and morbid obesity. She was identified for care coordination through data analysis and stratification. After three unsuccessful attempts to reach Wanda by phone, our community health worker drove to the address listed. She found Wanda at home and made an appointment to see her later in the week. During the visit, Wanda expressed concerns that her weight prevented her from being able to do many things for herself around the home. Wanda also confided she struggles to keep up with the cost of utilities, groceries and prescription medications. The community health worker completed an access to care assessment and referred Wanda to Total Community Action, a local organization that helps people with utility bills, and to a food bank close to Wanda’s home.
The community health worker shared Wanda’s circumstances with an RN care manager who contacted Wanda, provided her with medication adherence education and helped connect her with resources that would help her obtain her prescriptions. A social worker was also engaged to discuss the personal care services available to Wanda through the state waiver program.
Wanda’s needs extended beyond medical gaps in care; physical and financial limitations prevented her from appropriately treating her conditions and achieving the quality of life she desires. Without a locally based community health worker, Wanda’s case may have been closed as “unable to reach.” However, the community health worker’s persistence and compassion helped locate and engage Wanda and now steps have been taken to get her on a path to better health.

Attachment 5 Question (9.1 General):
1. Describe proposed strategies to ensure the integration of LTSS care coordination and Contractor-developed care coordination strategies as described in Section 9.
Members receiving LTSS services are assigned a community-based case manager (an RN, licensed BH clinician or bachelor-prepared social worker depending on the individual’s primary need). Community-based case managers and the LTSS population they serve are supported by the same specialized care coordination programs available to all of our Iowa High Quality Healthcare Initiative members. 
Community-based case managers are accountable for whole-person (medical, behavioral, social/environmental and LTSS) care and services for assigned LTSS members and for ensuring they have access and are fully connected to specialized care coordination programs, such as acute-based medical care, catastrophic care coordination, BH care, community-based social support and functional services. We use data, algorithms and risk modeling to identify individuals receiving LTSS who are also potentially eligible for or in need of specialized care coordination programs. During initial and ongoing contact, community-based case managers meet with the members and families/caregivers and use comprehensive and specialized assessments (e.g., substance use, depression, pregnancy and functional) to identify an individual’s complex medical or behavioral and functional needs. Community-based case managers maintain the required ongoing telephonic (monthly) and face-to-face touch points (quarterly) but also may contact members more frequently based upon their conditions and needs. They conduct claims reviews and promptly follow up on provider referrals or member self-referrals to care coordination programs. 
Community-based case managers develop and update an individual’s medical, BH and LTSS services in the individual’s service plan in the member record. We use a team approach that provides for the community-based case manager to participate on an individual’s ICT where person-centered care and services are reviewed to ensure integrated needs are being met. Service coordination for individuals receiving LTSS services is facilitated by sharing individualized, person-centered care/service plans with ICT members using CommunityCare.
[bookmark: _Toc417732928][bookmark: _Toc418958658]9.1 General
The Contractor shall provide care coordination that complies with 42 CFR 438.208 and includes, at minimum, the following components: (i) performance of an initial health risk screening; (ii) placement of members in a care coordination program based on assessed level of risk; (iii) performance of a comprehensive health risk assessment for members identified as having a special health care need; (iv) care plan development; and (v) reassessment. The Contractor shall propose in response to this RFP, a care coordination program in compliance with the requirements of this section. Proposed care coordination programs shall also have a demonstrated record of: (i) improving quality outcomes; (ii) coordinating care across the healthcare delivery system; (iii) increasing member compliance with recommended treatment protocols; (iv) increasing member understanding of their healthcare conditions and prescribed treatment; (v) empowering members; (vi) coordinating care with other Contractors and or Agencies; and (vii) providing flexible person-centered care. The requirements in this section apply to non-LTSS services; see to Section 4 for LTSS assessment, care plan and community-based case management requirements. For members receiving LTSS who are identified as eligible for services under the Contractor’s care coordination program, as described in this section, the Contractor shall propose strategies to ensure the integration of LTSS case management and Contractor care coordination program services. 
Systematic Approach to Assessment, Planning and Care Coordination 
The Medicaid population, as a whole, constitutes a higher risk population but we also understand that within the Medicaid population, a subset of individuals account for a disproportionate share of the health care burden. In line with 42 CFR 438.208 requirements, our experience demonstrates early health risk screening, comprehensive assessments, care planning and effective care coordination are hallmarks of successful population health management. We quickly identify and engage the highest risk members who account for the largest proportion of medical costs. Results of this approach translate into higher quality care, better health outcomes and cost avoidance —all goals for Iowa’s High Quality Healthcare Initiative. 
The cornerstone of our approach to care coordination begins with sound, person-centered care that is supported by well-organized, systematic processes, information and staff resources which align efforts among UnitedHealthcare plan-level activities and those of Iowa’s network of providers including accountable care providers (e.g., ACOs), health homes, IHHs and other community-based partners (e.g., HCBS providers).  
Building on a Person-Centered Approach to Providing Care and Services
Person-centered care is the foundation of our approach to providing cost-effective, quality care and services through a comprehensive service delivery system. The following conceptual representation acknowledges the various dimensions that we strive to address as part of delivering high-quality, cost-effective services for and with the Medicaid populations we serve.
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Figure 17. Integrated, Person-Centered Care. We use an integrated approach to coordination of care across varied populations and delivery systems.
Aligning Operational Aspects of Care Coordination
We have invested resources and worked diligently to effectively operationalize our person-centered care model and the components of our care coordination programs in a way that will deliver new levels of value to members, providers and Medicaid programs overall. Our care coordination program includes mechanisms to identify and focus on high-risk individuals. Targeted interventions are rooted in a population health model that touches members of various levels and types of risks across the entire care continuum, promoting healthy behaviors and helping members engage to achieve improved outcomes and attain individual goals. Our innovative information systems have been built to enable person-centered care coordination to support the integration of physical and BH, social/environmental and LTSS care (including pharmacy and medication therapy management).
Mechanisms are built into our care coordination program to support pragmatic and effective linkages across the continuum of care delivery settings and organizational partners, including: 
Partnering with provider-driven practices (ACOs, health homes and IHHs) to ensure fully coordinated care and to improve health care quality and outcomes 
Use of interdisciplinary, field-based community health workers, care managers and community-based case managers who locate and engage our members, remove barriers to care and coordinate services and community resources
Use of protocol-driven transitional care coordination and discharge planning to ensure timely and appropriate services/supports for members transitioning from one setting to another
Leveraging IT system and data analytics supports to proactively identify gaps in care and support ongoing reassessment of targeted, personalized interventions 
Our strategy is to support and enable ACO, health home and IHH providers to coordinate the care of our highest risk members and to connect individuals with ACO, health home and IHH practices where possible, with the goal of delivering fully coordinated care. When it is not possible to engage a high-risk individual in care coordination through an ACO, health home and IHH practice (e.g., an ACO practice is not geographically accessible to the individual), our integrated care coordination team will provide similar direct care coordination supports, including care coordination with PCPs and specialists and linkage to available community-based resources. Care Coordination Programs Driving Results
In Arizona in 2014, our innovative high-tech, high-touch care coordination program focused on hospital readmission reduction for members with congestive heart failure (CHF) reducing readmission rates from 20 percent to 8 percent for targeted population. 
In Tennessee, the CHF program results (January 2011 to October 2013) included reduction of CHF related hospitalizations by 38 percent, and reduction of ER visits by 17 percent.
In Texas, a targeted chronic care/disease management asthma/diabetes program for high-risk STAR+PLUS members achieved:
Increased HbA1c testing rate from 75.54 percent to 83.20 percent
Reduced cost for members with asthma by an average $13.19 PMPM
Reduced the cost for members with diabetes by an average of $2.32 PMPM
(Cost savings is based on a comparison of claims for January–August 2013 versus September–December 2013)

Processes for Screening, Risk Stratification and Care Coordination
We will conduct an initial health risk screening for all of our Iowa High Quality Healthcare Initiative members within 90 days of new contract implementation. Upon enrollment, we  provide new members with an ID card and other useful information, including communicating the various ways (phone, online, etc.) they can complete the initial health risk screening and the availability of a member incentive for completion of the initial health screening within 90 days. In addition, we load the State (834) enrollment file, available claims and other historical data into our systems and begin the risk stratification process to identify and prioritize members with special health care needs and high-risk levels. New members receiving LTSS are immediately directed to a community-based case manager who outreaches to the member to welcome him/her to UnitedHealthcare, conducts an initial health risk assessment and schedules a face-to-face meeting with the member and his/her support system at a convenient time to maximize their involvement in the comprehensive health risk assessment and care planning processes.
Assessment data, historical data, medical records and risk stratification data are stored for all members in a centralized record in CommunityCare. This information is shared with providers, specialists and family members (with member consent) and made available to ACO, health home and IHH provider practices, as appropriate, or acted upon by our care coordination staff. Individuals are assigned to risk levels and to high-need care coordination programs based upon an individual’s person-centered needs, e.g., high-risk maternity programs. Members in the high-risk level are assigned to care managers who develop individualized, person-centered care plans. Members in the medium-risk level work with community health workers (with care manager support) on individualized health action plans. Individuals at low risk generally receive most of their care from their PCP, receive transitional care coordination/discharge planning and have access to Advocate4Me staff who engage members by delivering information about their covered health services and assisting them with any concerns. Advocates are also alerted to member gaps in care, such as the need for a wellness exam, and assist members/families in scheduling PCP appointments. Care plans, health action plans and all other interactions with members are documented in CommunityCare and accessible to authorized care team members.
We have protocols in place to standardize the timeliness, content and quality of all care coordination steps, including risk assessments, care planning, documentation, reassessments and transitional care coordination. We work closely with ACO, health home and IHH provider practices to inform, educate, assess and improve their operational processes and protocols. We use formal processes to monitor, track and report on our performance with care coordination processes and required timelines. Roles and functions of care team members are well-described and protocols are embedded at the member and program levels.
Our proposed care coordination programs, described later in this section, have a demonstrated record of and quantifiable results for improving quality outcomes. We have experience coordinating care across the health care delivery system, including working with accountable care provider practices and increasing member compliance with recommended treatment protocols, including medication regimens. Our care managers and community health workers receive training and develop culturally competent communication skills to increase a member’s understanding of his/her health care conditions and prescribed treatment. We empower members by teaching them self-management skills, involving them in the care planning process and giving them online tools (e.g., liveandworkwell.com and KidsHealth) and actionable information to improve health outcomes. Throughout our nationwide experience, including our Iowa hawk-i experience, we coordinate care with other contractors, State agencies, community-based organizations and other stakeholders to ensure community and natural supports are maintained. And, most importantly, we have experience delivering flexible, integrated person-centered care and services for the most vulnerable Medicaid populations, resulting in positive health outcomes that demonstrate the effectiveness of our approach.
[bookmark: _Toc417732929][bookmark: _Toc418958659]9.1.1 Initial Screening 
The Contractor shall propose a plan with the Bid Proposal to conduct initial health risk screenings for: (i) new members, within ninety (90) days of enrollment for the purpose of assessing need for any special health care or care coordination services; (ii) members who have not been enrolled in the prior twelve (12) months; and (iii) members for whom there is a reasonable belief they are pregnant. During the initial health risk screening process, members shall be offered assistance in arranging an initial visit with their PCP (as applicable) for a baseline medical assessment and other preventive services, including an assessment or screening of the member’s potential risk, if any, for specific diseases or conditions. Following execution of the Contract, the Contractor shall obtain Agency approval of the plan. The Contractor shall implement and adhere to the Agency-approved plan. Changes to the plan must receive the Agency’s prior approval.
Attachment 5 Question (9.1.1 Initial Screening):
1. Describe your plan for conducting initial health risk screenings.
Conducting Initial Health Risk ScreeningsExperience Using a Multifaceted Approach to Initial Screening
Recently (February 2015) in Washington State, we achieved a 64.8 percent health risk screening completion rate using a variety of methods, including:
Direct calls
Mailings
Online
Providers (in office)
Automated teleprompt to complete the HRA by telephone
We find our members give more candid responses to HRA questions compared with responses provided using other screening methods. Automated teleprompt increases our ability to identify a greater number of at-risk members. We are enhancing methods in Washington to include member incentives and other approaches to bolster completion rates.

Our goal is to conduct an initial health risk screening for our Iowa High Quality Healthcare Initiative members within 90 days of enrollment for all new members. This includes members who have not been enrolled the prior 12 months. We will use multiple, diverse strategies to successfully reach our members to complete the screening. We have significant experience conducting initial health risk screening within specific time frames for new members in our other Medicaid programs. Through our extensive experience operating care coordination programs, we have learned the importance of focusing our efforts on those members who are most at risk and able to benefit from intervention and specialized care coordination programs. An initial health screening and other data analytics, such as historical claims assists us in assigning an initial risk score which is provided to the care manager who will conduct further assessments for members in the high-risk level. 
Our multifaceted strategies to ensure completion of an initial health risk screening include, but are not limited to:
Notification in the new member welcome letter of the need to complete the initial screening through our online tool, through his/her ACO/health home or IHH provider, or through direct contact with UnitedHealthcare
Direct outbound calling by Advocate4Me staff who conduct initial screening
Direct contact by a community health worker, as requested by a care manager, who will find and locate a member who is difficult to find and engage in initial screening
In-office initial screening conducted by a provider with an established relationship with our member
Text messages and mailings that remind individuals to complete initial screening 
Availability of an online version of initial health risk screening
Automated teleprompt to complete the initial screening by telephone
Member incentive for completing initial health risk screening within 90 days
During the initial health risk screening process, we offer assistance in arranging an initial visit with a member’s PCP (as applicable) for a baseline medical assessment and other preventive services, including an assessment or screening of individual’s potential risk, if any, for specific diseases or conditions. Initial health risk screening is at the core of our member self-reporting and member engagement strategy to identify preventive health care needs, special health care needs and high-risk conditions.
Routine and Prioritized Initial Health Risk Screening of New Members
We follow established policies and procedures for conducting initial health risk screenings for all new members during new contract implementation and during ongoing operations, including members returning after periods of non-enrollment, within the time frames listed previously. Our established protocols focus our initial health screening efforts on members who have the highest risk or who have special health care needs. We begin by loading the State’s (834) enrollment file, available claims (if provided prior to new contract startup) and other historical data into our systems, run a series of data analytics and begin the risk stratification process to identify and triage and prioritize members based on identifiers indicating special health care needs and high-risk levels. We have established protocols for differentiating between population groups and individuals with special health care needs. Using the State’s unique identifiers and risk stratification data, we prioritize outreach to individuals who meet criteria for having identified special health care needs or who are pregnant. New members receiving LTSS identified on the enrollment file are promptly directed to a community-based case manager who outreaches to the member to welcome him/her to UnitedHealthcare, conducts an initial health risk screening and schedules a face-to-face meeting with the member/family/caregivers to begin the comprehensive assessment and care planning process.
Based upon screening results, data analysis and risk stratification, we prioritize follow-up for high-risk individuals, such as those who may be pregnant, have co-occurring chronic medical and BH conditions, or other high-risk conditions. Individuals at high risk are assigned to a care manager for the completion of the comprehensive assessment, including assessments for specific concerns, such as substance use disorder (SUD), depression and functional decline. Individuals who report certain chronic conditions or who respond positively to BH screening questions are prompted to complete an in-depth review of the particular condition identified. For those who respond positively to the BH screening questions, we conduct a Patient Health Questionnaire (PHQ)-9 screening, which screens for depression. For members who may need LTSS based upon the results of the comprehensive health risk assessment, we complete the State-designated level of care (LOC) assessment and submit it to the State for determination of HCBS waiver eligibility. The completion of the comprehensive and supplemental assessments ensures those with special health needs are channeled into care coordination programs and other targeted services, as appropriate. Online Initial Health Risk Screening Tool
In Tennessee, Washington State and Louisiana, we have made the initial health risk screening tool available to our members online via myuhc.com and on mobile devices. We will have this option available for Iowa implementation on January 1, 2016. Providing the initial health risk screening tool via mobile devices offers members an additional choice for how they engage with us, addressing individuals with differing comfort levels when providing personal information. Pew Research Center research shows adults with low household income at 43 percent smartphone ownership with 18 to 29 years of age having 77 percent smartphone ownership. 


Initial screening is an integral part of our member outreach efforts, inbound member and outbound call workflows, and provider-member interactions. The algorithms of the initial health risk screening tool are used as part of our process designed to assign population health stratification levels. The screening results inform the assignment of an appropriate level of intensity of care coordination services for those members. Operationally, we use the initial screening along with provider input and data analysis to quickly identify high-risk members, flag urgent concerns and prompt further examination of a member’s current and historic clinical, behavioral and socioeconomic needs by assigning a care manager to conduct comprehensive assessments. This allows us to align members with high-risk or special health care needs with appropriate intervention approaches and specialized care coordination programs and maximize the impact of services provided. 
Initial health risk screening data may identify an individual who needs a specialized care coordination program to help him/her with accessing and coordinating care between providers, complex care coordination or any combination of care coordination services. Members are screened for possible substance abuse, and new moms are screened for postpartum depression. The data collected from the initial health risk screening informs assignment of a care manager, completion of comprehensive health risk assessments and subsequent development of a person-centered care plan and participation in specialized care coordination programs. A member’s initial health risk screening data is housed in the member’s record in CommunityCare. 
9.1.1.1 Tool 
The Contractor shall propose, for the Agency review and approval, an initial health risk screening tool….
Attachment 5 Question (9.1.1 Initial Screening):
2. Submit a proposed initial health risk screening tool. Exhibits and attachments may be included.
As Attachment 9.1.1 Proposed Initial Health Risk Screening Tool-Child and Attachment 9.1.1 Proposed Initial Health Risk Screening Tool-Adult, we submit our proposed initial health risk screening tool for the Agency’s review and consideration as the Agency’s uniform initial health risk screening tool on the new contract. We currently use this initial health risk screening tool to initially assess physical health, BH, social and psychological status and care coordination needs in many of the states where we provide services for Medicaid members. Our proposed initial health risk screening tool is algorithmically designed to assist in the stratification process and is used to prompt further investigation into a member’s health needs. The initial health risk screening determines a member’s conditions and need for care coordination services. It helps us obtain additional information and identify risk factors that are not captured through claims data, such as knowledge gaps or culturally sensitive insights that may influence health outcomes. We confirm this initial health risk screening tool complies with the NCQA standard for health risk screenings, and it contains questions that tie to social determinants of health. 
We acknowledge the Agency currently uses 3M’s Assess My Health tool and will compare this tool to our proposed initial health risk screening tool. We have experience working collaboratively with other MCOs, for instance in Tennessee, to determine a common tool, recommend it to our state customer and then use the agreed upon screening tool.
9.1.1.2 Subsequent Screenings 
The Contractor shall also be required to conduct a subsequent health screening, using the tool reviewed and …
Attachment 5 Question (9.1.1 Initial Screening):
3. Describe the methods that you will use to determine whether changes in member health status warrant subsequent screening.
We conduct screenings and reassessments at regular intervals regardless of health condition and more frequently as necessary based upon an individual’s person-centered needs and the care manager’s clinical judgment. CommunityCare allows the care manager to preset member-specific time frames for completing screenings and reassessments along with reminder notifications beginning in advance of the due date to ensure timeliness. Our established protocols for conducting subsequent screening are based upon a member’s:
	Change in condition, health or status
Health events, such as hospitalization
	Self-reported conditions or concerns
Eligibility changes


Each of these scenarios is evaluated through assessment results, data analytics and clinical judgment for impact to the member. When a change in member status results in a need for different or additional services (e.g., decline in functional status), need for additional social supports (e.g., loss of natural caregiver) or additional member education (e.g., understanding red flags of a heart failure exacerbation), then the member receives subsequent screening and support. 
Because early identification and intervention are critical for high-risk members, our protocols focus on identifying members for enrollment into our care coordination programs. In addition to the initial health screening, we identify opportunities for additional screening, comprehensive assessment or a reassessment through:
Service Utilization Triggers: Reviewing ER reports, inpatient census, service authorizations and transitional coordination of care requests for all care needs.
Provider Referrals: Providers are educated on care coordination and the process to refer members who are high-risk and vulnerable for specialized care coordination programs.
Member/Caregiver Referrals: Members receive information on the availability of care coordination programs and the process to self-refer to these programs.
Predictive Modeling: On an ongoing basis, Impact Pro™ is used to identify those members with increased care needs based on claims data and identified care opportunities. Impact Pro compiles information from multiple sources, and including claims laboratory and pharmacy data, and uses it to predict future risk for intensive care services. Impact Pro is specifically designed to recognize a full spectrum of diagnoses, e.g., diabetes, depression and others, and accounts for the acute and chronic conditions that contribute to an individual’s level of future risk. 
State Referrals: State referrals identifying special populations or high-risk members.
Readmission Risk Assessment: Assessment performed on all hospitalized members to identify members who are at risk for readmissions.
Other Referral Sources: Referrals are received for care coordination from multiple other sources, including but not limited to: member services and outreach coordinators, health wellness and education programs, ER staff, community programs, disease management programs and hospital discharge planners.
9.1.1.3 Screening Method 
The initial health risk screening may be conducted: (i) in person; (ii) by phone; (iii) electronically through a secure …
Attachment 5 Question (9.1.1 Initial Screening):
4. Describe methods that you will use to maximize contacts with members in order to complete the initial screening requirements.
Our approach to maximizing contact with new members to complete an initial health risk screening involves various touch points, including in-person contact, by telephone, electronically through a secure website and by mail. Initial outreach strategies to locate, contact and engage members and families first include a sequence of activities, such as outreach calls to the members/families over a period of several weeks on three different days and three different hours of the day. In addition, written communication consists of an “unable to reach you” letter requesting that families contact us for information on care coordination and for assistance. We encourage use of our secure member website, myuhc.com, as an option for members to be in contact with us. We plan to use multiple approaches to maximize contacts with our members to achieve our goal of completing a health risk assessment for 100 percent of our members, including: 
Leveraging provider practices who have existing relationships with our members. We will offer kiosks to high-volume practices for access to myuhc.com and online completion of the initial risk screening.Engagement of a Peer Support Specialist
A peer support specialist with experience in working with youth, adults and families who are addressing behavioral health issues can assist in the outreach and engagement of youth or adults with severe emotional disorders. A peer support specialist is a paraprofessional who has a history of mental illness, perhaps in his/her own youth, who understands the impacts of mental illness during childhood and adulthood to effectively render peer services while in his/her own recovery from mental illness.

Using community health workers to locate and engage individuals who are hard to find. Community health workers live in the same areas and understand the local communities and populations we serve. They use their skills in searching for people and use pharmacy, DME home delivery and non-emergency transportation data to get updated addresses and contact information. Community health workers escalate individuals with complex care needs to an RN or BH clinician. If community health workers are unable to make contact by telephone, they go to a member’s home, if they have an updated address.
Employ outreach IVR and automated teleprompt calls. 
Engage Advocate4Me advocates who use both outbound calls to members and inbound calls received from members to assist members in completing an initial screen. A member may be calling in with a benefit question, but the advocate gets alerted in the system that an initial health risk screen is due and completes it at that time. Partnership with the Projects for Assistance in Transition from Homelessness (PATH) Program 
PATH provides services to people who are at risk of or are homeless, including those with serious mental illness with and without co-occurring substance use disorders. By partnering with PATH, we increase our ability to locate and engage high-risk members in integrated services. Through PATH, in Iowa, we will partner with agencies serving the homeless population, for instance, Vera French Community Mental Health Center, which outreaches to the homeless population in Scott County and Hillcrest Family Services in Dubuque.

[bookmark: _Toc414012970][bookmark: _Toc414012341]IVR and live outreach calls that occur outside of normal business hours to maximize contact rates.
Use text messaging (with member consent). We have pioneered an outreach strategy that leverages the widespread use and popularity of text messaging. Similar to outbound IVR campaigns, we can use text messages to encourage initial health risk screening completion. Text messages are sent to members who have opted-in to participate in a text messaging program. Text messages can be targeted to specific regions or audiences.
[bookmark: _Toc417732930][bookmark: _Toc418958660]9.1.2 Comprehensive Health Risk Assessment 
The initial health screening described in Section 9.1.1 shall be followed by a comprehensive health risk assessment by a health care professional when a member is identified in the initial screening process as having a special health care need, or when there is a need to follow-up on problem areas identified in the initial screening. The comprehensive health risk assessment shall include an assessment of a member’s need for assignment to a health home, as described in Section 3.2.10. 
Attachment 5 Question (9.1.2 Comprehensive Health Risk Assessment):
3. Describe how the assessment process will incorporate contact with the member and his/her family, caregivers or representative, healthcare providers and claims history.
Initial health risk screening and comprehensive health risk assessment activities are designed to collect critical information needed for an informed understanding of a member’s whole-health needs and overall health state, including his/her medical, behavioral, functional and psychosocial needs for enrollment into Iowa High Quality Healthcare Initiative specialized care coordination programs. The comprehensive health risk assessment process has multiple components, used based upon an individual’s specific area(s) of need and allows for a focused assessment.
The combination of initial health risk screening and other data analytics and risk stratification allows us to assign members to the most appropriate resource. We use algorithms and clinical judgment to make care manager assignments based upon his/her capacity, geography and our member’s primary area of need. The assigned care manager—whether that resource is a medical RN or someone who is licensed in BH, a social worker, community health worker, community-based case manager for LTSS or one of our provider practice partners (ACO, health home or IHH)—conducts the comprehensive health risk assessment and uses tailored supplementary assessments as needed. This member contact can occur face-to-face or telephonically, and the member’s family, caregivers or representatives are also asked to contribute.
Supplemental assessments may include assessments that target particular health conditions (e.g., diabetes, cardiovascular disease or depression). Members who report certain chronic conditions or who respond positively to BH screening questions are prompted to complete an in-depth review of the particular condition identified. For members who respond positively to the BH screening questions, we conduct PHQ-9 screening. We assess an individual’s ability to complete activities of daily living (ADLs) and instrumental activities of daily living (IADLs) using a functional needs assessment. Our high-risk pregnant members receive a Healthy First Steps OB clinical assessment, which includes a comprehensive review of obstetrical and medical history and a psychosocial assessment, and drives the development of an individualized plan of care with interventions targeted to improve maternal and infant outcomes. The results of these supplemental assessments assist care managers with care planning, care plan development and educating members on ways to improve self-management of their conditions. When clinical questions arise during the care planning process, care managers collaborate with the member’s PCP and other providers.
Central to our comprehensive assessment process is to engage the member and ICT members, such as the PCP. As appropriate and based upon a member’s needs, other individuals chosen by the member, e.g., family/caregivers and other providers are included in the member’s ICT, depending on the expertise needed to address the individual’s person-centered needs. The comprehensive assessment process begins with a discussion with the member, family, parent and/or caregiver(s). The care manager documents the member’s health history, assesses health literacy skills and screens for substance abuse, depression, anxiety and cognitive impairment, as needed. The care manager documents the assessment in the member’s record in CommunityCare including information about the individual’s social supports, providers and family/caregiver supports. CommunityCare is specifically designed to engage a broad care team in supporting the member and facilitate information sharing between care team members. CommunityCare is the key focal point of incorporating member, family, caregiver or representative, health care providers and claims history for assessment and ongoing care coordination. 
9.1.2.1 Tool 
The Contractor shall propose a validated comprehensive health risk assessment tool for the Agency review and …
Attachment 5 Question (9.1.2 Comprehensive Health Risk Assessment):
1. Submit a proposed validated comprehensive health risk assessment tool. Exhibits and attachments may be included.
Initial health risk screening and comprehensive health risk assessment activities are designed to collect critical information needed for an initial understanding of each member’s health profile, specifically the nature of any health risks across physical health, BH and social determinants of health. As Attachment 9.1.2 Proposed Validated Comprehensive Health Risk Assessment Tool-Adult and Attachment 9.1.2 Proposed Validated Comprehensive Health Risk Assessment Tool-Pediatric, we submit for use in Iowa our proposed whole health, comprehensive health risk assessment tools for the Agency’s review and approval. We will use and adhere to the Agency-approved tool and will not make changes to these tools without seeking the Agency’s approval first. Our proposed comprehensive health risk assessment includes various components, such as the Patient Health Questionnaire (PHQ)-9 screening instrument for depression, which was developed by Spitzer, Kroeke and Williams and validated in JAMA in 1999, and the Generalized Anxiety Disorder (GAD)-7, which was validated in Med Care by Lowe et al in 2008. In addition, other assessment components are used to collect information about high-risk conditions and special health care needs and validated based upon our long-term experience and successful use in other markets for more than three decades. 
The comprehensive health risk assessment tool collects information from which to paint a holistic view (e.g., psychological, environmental, emotional, spiritual, and lifestyle choices) of the member’s overall health state and is used to assess the full range of a member’s health needs, including social needs (e.g., housing or employment). This tool identifies key high-risk conditions, family history, family supports, current and past medical history, personal behaviors, social history and environmental risk factors. It can trigger additional, condition-specific assessments based upon our evidenced-based clinical guidelines and the member’s individual condition (e.g., diabetes or asthma). It allows us to place the member into the appropriate case coordination level with a customized, person-centered care plan. Our data-driven comprehensive assessment complies with the requirements in Section 9.1.2.1, Tool.
9.1.2.2 Timeline for Completion 
The Contractor shall propose, for the Agency review, as part its proposal, the timeframe in which all …
Attachment 5 Question (9.1.2 Comprehensive Health Risk Assessment):
2. Propose the timeframe in which all comprehensive health risk assessments shall be completed after initial member enrollment.
As part of our response and for the Agency’s review and approval, we propose to complete all comprehensive health risk assessments according to the following timeline:
Within 90 days after new member enrollment during new contract implementation when a large group of individuals will be transitioning to UnitedHealthcare
Within 30 days during ongoing operations when identification of the need to conduct a comprehensive health risk assessment is based upon a member, provider or community-based agency referral or based upon an individual’s responses to the initial health risk assessment
Within 10 business days for individuals who experience a material change in condition
We will implement and adhere to the Agency-approved timeline. We make it a priority to quickly identify any unmet needs and make sure no gap in services occurs so individuals can continue treatment in a safe and effective manner. Our triage approach is person-centered and focuses on individual needs so the right resources are applied at the right time to achieve optimal efficiency, resulting in a smooth transition and improved member experiences with no undue interruption or delay in obtaining necessary services. 
On an ongoing basis, we conduct routine reassessments annually or sooner based upon an individual’s risk profile. Care managers and community-based case managers use their clinical judgment to determine expedited assessment time frames. System alerts in CommunityCare can be set as a reminder to conduct assessments prior to the due date. Care managers and their managers can run reports on the aging of and completion status of assessments due.
[bookmark: _Toc417732931][bookmark: _Toc418958661]9.1.3 Care Coordination 
The Contractor shall design and operate a care coordination program, subject to the Agency review and approval, to monitor and coordinate the care for members identified as having a special health care need. Minimum requirements for the Contractor’s care coordination program include: (i) catastrophic case management; (ii) disease management; (iii) programs to target members overusing and/or abusing services; (iv) discharge planning; and (v) transition planning. 
Attachment 5 Question (9.1.3 Care Coordination):
1. Describe in detail your proposed care coordination program including selection criteria and proposed strategies.
Care Coordination Programs
Care coordination programs, subject to the Agency’s review and approval, are an important part of our systematic approach to delivering integrated services for the various Medicaid member populations that we serve. These programs are evidence-based and build upon our extensive experience serving special needs and complex high-risk populations. Programs address the distinct needs and circumstances of our members with diverse health conditions and mitigating circumstances. Our care coordination program optimizes the health and well-being of members with chronic illness, members who are at high risk of experiencing adverse medical outcomes, high-risk members with complex chronic or comorbid conditions and members with high utilization of inpatient or ER services. Care coordination program goals are to:
Improve the quality of care, quality of life and health outcomes of members
Ensure fully integrated coordination between physical health, BH and LTSS care
Help individuals understand and manage their condition 
Improve physical activity tolerance and reduce or eliminate health risk factors, such as excess weight, obesity and smoking 
Reduce unnecessary hospital admissions and ER visits 
Improve the coordination of care 
Prevent disease progression/other illnesses related to poorly managed disease processes
Support member/family empowerment and informed decision making
Educate on effective management of conditions and comorbidities, including depression 
Based upon screening and assessment results, data analysis and risk stratification, we prioritize follow-up for high-risk individuals, such as those who may be pregnant, have co-occurring chronic medical and behavioral conditions, or other high-risk conditions. Medicaid members are identified into the person-centered care coordination program by inclusion in any of the following data sets: initial health risk screening, unique identifiers on the State’s enrollment file and historical claims data (if provided); claims reports; highest utilizers/most vulnerable (based upon medical expense); Significant Episodes of Cluster Activity (SECA) report (inpatient and ER visit clusters); and members identified to be pregnant for inclusion in the Healthy First Steps program. Examples of specific risk factors include: 
Members with special health needs, e.g., diabetes, HIV, Hepatitis C cancer, stroke, transplant, spinal cord injury or serious BH conditions
Overutilization of services, e.g., multiple inpatient admissions or ER visits within the past six months
Underutilization of services, e.g., members who have not visited their PCP within the past year 
Members with complex or comorbid medical and BH conditions
In addition to the data collected during initial member screening and risk stratification, the care manager works with the member and the member’s family to understand each member’s and family’s unique and holistic needs, preferences, goals, background and culture; identify the services the member is currently receiving; determine the services the member is not receiving, but that the member might benefit from; and identify the member’s natural strengths and supports, including helpful family members, community supports or special capabilities.
Specialized Care Coordination Programs and Criteria 
All members who are stratified into a high-risk level have special needs (includes LTSS members) and/or complex or co-occurring conditions. Everyone in the high-risk/high-needs level gets a care manager whether that resource is a clinically focused care manager or one who is licensed in BH, a social worker,  community-based case manager for LTSS or one of our provider practice partners. The design of our special needs care coordination programs incorporates an integrated, systematic and collaborative mechanism to align coordination activities with ACOs, health homes and IHHs, other providers and members. The member’s care manager is accountable for assessing an individual’s needs, including the need for specialized care coordination programs, linking the member to appropriate care coordination program(s) and monitoring our member’s participation to ensure positive outcomes and member, family and provider satisfaction with results. Specialized care coordination programs are configured to leverage the skills of multidisciplinary health professionals and community-based workers to address particular types of special needs along the continuum of health needs and interventions that members require.
Disease management (DM) must focus on effective self-management of chronic conditions. We take a proactive approach to managing specific conditions and disease states. The core program targets diabetes, congestive heart failure (CHF) and other conditions prevalent in the population. Key components of our specialized care coordination program include educational support, self-management techniques, caregiver support, and support of the physician’s treatment plan and informed decision making. Our care coordination approach involves engaging individuals to set health improvement goals, working with them to develop realistic care plans, using a series of direct and in-direct contacts and information systems to monitor symptoms, then following clear protocols for when and how to make timely changes to care plans, as necessary. Program educational materials and newsletters offer condition-specific information, including recommended routine appointment frequency, necessary testing, monitoring and self-care. Materials (culturally and linguistically competent) are designed to empower members to take responsibility for their own health and to equip themselves with the information necessary to manage their condition as successfully as possible and live a healthy lifestyle. All recommendations in the educational material are based upon evidence-based medical guidelines. Staffing for DM programs includes teams with experience and expertise related to chronic conditions, and programs are structured to support a partnership between the PCP, community-based case manager (LTSS), care manager, community health worker and the member/family. 
We monitor our DM program using various resources to produce quantitative results that track effectiveness of interventions by using valid data and methodology for the measured process or outcome; comparing data with benchmarks or goals and past performance; addressing relevant processes or outcomes; and population-based measurements. The assessment of our DM program’s effectiveness incorporates audited HEDIS or HEDIS-like results specifically relevant to the DM focus. It also tracks adverse events, such as ER visits or hospitalizations. We conduct a cost analysis of the effectiveness of our DM programs at least annually. For diabetes, asthma and cardiovascular conditions, we conduct cost analysis using utilization and HEDIS Relative Resource Use measures. We evaluate the effectiveness of our ability to direct members to our high-risk pregnancy program through UM and the effectiveness of this program through results.
Specialized care coordination programs are fully integrated with our other clinical support programs, ensuring the coordination of clinical resources across the continuum of wellness, health and medical decision support and care and chronic care coordination. Alignment with an individual’s own personal health goals and preferences is key to his/her engagement. This approach is person-centered and engages the family/caregivers when appropriate to support the member’s goals. The following table presents overviews of our specialized care coordination programs.
	Specialized Care Coordination Programs

	Catastrophic Case Management

	Criteria: Member must stratify at high-risk level and may have multiple conditions, frailty, disability and/or end of life issues. Catastrophic conditions may include: acute multi-trauma, cancer, transplant, stroke, spinal cord injury, head injury, HIV, amputation, diabetes, burns, wounds or COPD.

	Catastrophic case management requires distinct expertise and time-sensitive activities. Contact occurs face-to-face or telephonic to help members and family/caregivers effectively cope with their conditions or situation. Care managers (may engage a social worker as needed) help the family use community resources, ensure access to needed skilled services and equipment for care at home, understand the most effective ways to cope with their conditions, adhere to the care plan and treatment/medication regimens and prevent caregiver burnout.

	Asthma Targeted Chronic/Disease Management

	Criteria: Diagnosis confirming Asthma

	Our asthma disease management program helps reduce unnecessary hospitalizations and health care costs, missed days of work (or school) and seeks to improve an individual’s quality of life. The program provides information, comprehensive assessments, nurse coaching, interventions and other resources to help participants:
Avoid triggers that induce or aggravate asthma attacks 
Reduce or eliminate risk factors, e.g., smoking 
Manage condition through adherence to medication, peak flow meter use and other physician treatment plans 
Monitor asthma to recognize attack warning signs and take appropriate actions
Interventions are based upon severity of illness and need and can include:
Asthma supplemental assessment once per year
Assessment of medication regime
Assessment for documented spirometry testing
PCP and pulmonologist contact, as needed
Interdisciplinary case conference and plan of care review
Medical director communicates with a member’s provider regarding care considerations and plan of care, as appropriate
Face-to-face community health worker/RN case manager visits, as appropriate
Support from telephonic care manager interventions
Evaluation and coordination of the member total care to ensure quality care and appropriate use of resources
Disease-specific education material sent to member
Educate member and caregiver on disease process and treatment
Quality of life survey upon enrollment and upon case closure or enrollment anniversary
Care transition management
Certified asthma educators. As part of our strategy, we use certified asthma educators to provide in-home support to members with poorly controlled asthma. Iowa has more than 30 nationally certified asthma educators in metro and rural communities, including Stanton, Iowa City, Urbandale and Ames. An asthma educator is a health professional (e.g., respiratory therapist or RN), who, in addition to medical training, has earned a certification from the National Asthma Educator Certification Board. This face-to-face member visit allows the asthma educator to provide an analysis of potential environment triggers, appropriate interventions (e.g., mattress and pillow covers), educate and counsel people with asthma and their families so they can properly manage the condition and minimize the impact it has on an individual’s quality of life. 

	Diabetes Chronic/Disease Management

	Criteria: Diagnosis confirming diabetes and risk stratified at high risk

	Our diabetes DM program seeks to reduce unnecessary hospitalizations and health care costs by improving the health of adult and pediatric members who have diabetes. The program provides information, interventions, nurse coaches and other resources to help participants:
Manage the condition through daily monitoring of key findings for weight and symptom changes and for symptom-specific management 
Adhere to physician treatment plans and drug therapy regimens 
Manage risk factors and comorbidities 
Understand the condition and how to receive the most clinically appropriate, cost-effective and timely diagnostics and procedures 
Diabetes DM program goals include: 
Help adult members manage the ABC’s of diabetes: A1c (or blood glucose control), blood pressure and cholesterol. Members learn risk factors critical to reducing unnecessary ER and inpatient visits, how to prevent disease progression and how to avoid or delay the onset of other illnesses resulting from poorly managed diabetes. 
Make sure parents of pediatric members (and the child, when appropriate) have the necessary knowledge, skills and confidence to manage the challenges of childhood diabetes, particularly Type 1 diabetes. Partnerships with a child’s PCP or endocrinologist, teachers or sports coaches and within the family overall are critical components of education and support for parents of children with diabetes, regardless of type.
We offer a unique pediatric diabetes program for members under the age of 18. We identify eligible members in a variety of ways: through our predictive model, via our Welcome Home program, through parent outreach or referral, or through physician referral. The focus of the high-risk case manager telephonic intervention targets the parents versus the member in most circumstances, and when the member is directly engaged, it is with the express permission of the parent or guardian. Case managers initiate the relationship through an individualized assessment, which identifies the child’s and parent’s individual needs and enables the nurse to generate a plan of care focused on either Type 1 or Type 2 evidence-based interventions. Type 2 diabetes in pre-adolescents and teens is an emerging health issue of great importance, and the program provides appropriate DM interventions for this population.

	Over/Underutilization—Targeting Members Overusing and/or Abusing Services

	Criteria: Data that indicates overutilization of services, e.g., multiple inpatient admissions or ER visits within the past six months or underutilization of services, e.g., members who do not have a PCP or have not visited their PCP within the past year. 

	The costs of inappropriate utilization of services are well-recognized. We use data to identify and target care coordination for members who overutilize or underutilize services. We monitor for high utilizers, based upon total costs and utilization of services including overutilization of narcotics or other pharmaceuticals. We monitor for potential overutilization of specialty care, particularly if combined with apparent underutilization of primary care. We monitor patterns for members with more than 12 outpatient visits, repeated inpatient stays and excessive ER visits; and monitor high utilizers and overutilization of specialty care. We continuously monitor and manage overutilization and underutilization of services across our health plan using reporting, dashboards and scorecards developed from data gathered and analyzed by our SMART data warehouse. In addition to SMART, we monitor overutilization and underutilization of health care services using several tools that allow us to identify gaps in care (underutilization) and conduct targeted outreach to providers and members to remediate those care gaps. Our Universal Tracking Database monitors compliance with preventive and chronic care standards at the member and provider levels, provides a shared database for use by care managers, community-based case managers and quality management to educate members and providers. Data, member and provider education, monitoring and tracking are key to targeting members overusing and/or abusing services.

	Transitional Care Management

	Criteria: Available to all high-risk and special needs members transitioning from one care setting to another and to other members, as needed.

	Members transitioning from one care setting to another are at high risk for complications and costly but avoidable reuse of services and of receiving fragmented and less than optimal care when those transitions are poorly managed. This can lead to increased ER visits, hospital readmissions within 30 days, stress and the potential for poor quality care. Therefore, we adopted the Coleman Care Transition Model as the basis for our transition care management (TCM) program, created our innovative care transition software and established processes and procedures for following up with discharged members to meaningfully enhance the care transition process and to coordinate service planning and delivery among the hospital’s discharge planner(s), care manager and ICT members.

We rely on well-described protocols to ensure members are effectively transitioned after an acute hospital stay. TCM involves discharge planning, outreach, education, member monitoring, care coordination, community-based case managers, care managers and community health workers. Community-based case managers, care managers and community health workers make sure our members receive the care and services, including home health services, they need following a hospitalization. For high-risk discharges from an inpatient setting, we conduct a post-discharge visit (and functional assessment as necessary) to assess the risk of the member for readmission and the safety of the discharge environment, including caregiver supports. This includes a medication review as well. Appropriate referrals are made.
Interdisciplinary approach: Our role is to facilitate the timely planning decisions and actions that must occur between interdisciplinary providers as part of an effective transition of care communication process. Our inpatient care managers collaborate with hospital discharge planners and the member’s community-based case manager, community health worker or care manager, if one is already assigned. As needed, the care manager may engage a community health worker to further assist the care manager with addressing the member’s full range of potential needs so the ensuing acute care discharge is safe and uneventful. Interdisciplinary rounds are conducted between the inpatient care managers, medical director and BH medical director, as needed, and to identify our high-risk members who may need to be enrolled into case management programs or who may require additional services, such as home health, BH services or community-based services. By conducting rounds and early discharge planning, the services, equipment and supplies needed for a successful transition are identified and arranged in a timely manner.
Direct contact: Member-specific goals and interventions are developed, as a partnership, with the member or authorized caregiver taking the lead. The interventional components of TCM focus on the following conceptual areas:
Medication self-management: Member is knowledgeable about medication, has access to medications and has a medication management system in place.
Use of a dynamic person-centered care plan: Interventions are customized to the member’s needs. Member/family active engagement in the care planning process and sharing of the care plan across providers and settings.
Primary care and specialist follow-up: TCM schedules and ensures members attend follow-up visits with the PCP or specialist physician and is empowered to be an active participant in these interactions. The member may receive assistance from a TCM or community health worker who can help schedule the appointment and arrange transportation, if needed.
Knowledge of red flags: Member is knowledgeable about indications that his/her condition is worsening and how to respond.
Education: Member is educated on use of a personal health record to facilitate communication and ensure continuity of services and the care plan across provider and settings.

	Discharge Planning

	Criteria: We proactively initiate the discharge planning process as soon as the member is hospitalized rather than waiting for the hospital to identify the need for a discharge plan.

	Discharge planning is a distinct dimension of TCM used to anticipate any potential post-discharge issues by performing a thorough assessment and screening of the member’s medical, behavioral and functional needs, problems, capabilities and limitations. It uses a thorough assessment and screening process to promote a safe discharge to the member’s home or community. It helps to prevent unnecessary incidents or readmission. Our discharge planning process emphasizes family member involvement and support. It provides an integrated approach to managing support for the member, with input from relevant providers, information on the home situation and available family support, and a range of community resource options that allow the individual to return home to a safe environment. As necessary, a community health worker provides non-clinical support to the member and collaborates with the UM clinician, inpatient care manager and transitional care manager (for members not assigned to a care manager) or the care manager to engage the member, monitor the member’s inpatient stay, assist with the discharge plan and manage the member’s care (e.g., modifying the member’s care plan to address needs that led to or were the result of an inpatient stay). If our member has been identified as at-risk for readmission, based upon the inpatient care manager’s assessment of readmission risk, and this individual is not already enrolled in care coordination, a transition care manager engages the member for 30 days after the inpatient facility discharge. The post-discharge intervention, which includes: 
Implementing the individual’s discharge plan (e.g., taking medications, changing bandages). 
Helping the individual understand his/her condition, including indications that his/her condition is worsening and what to do. 
Providing individuals with the self-management skills to prepare them for and support their transition between care settings.
Helping an individual document his/her progress (e.g., using a personal health record booklet).
Encouraging individuals and their caregivers to assert a more active role during care transitions. 
Conducting a gap in care assessment.
Facilitate a post-discharge follow-up appointment with an individual’s PCP.

	High-Risk Pregnancy/Healthy First Steps

	Criteria: Our care coordination identification criteria, process and triggers for referral and admission into a perinatal high-risk care coordination program, Healthy First Steps, include: reproductive-aged women with a history of prior poor birth outcomes and high-risk pregnant women.

	Healthy First Steps is our high-risk care coordination program where Healthy First Steps care managers monitor and coordinate care for women at greatest risk for pre-term labor, pre-term delivery or adverse maternal-fetal outcome. All pregnant women receive an initial outreach call or visit to complete a health risk assessment and provide education. Our high-risk pregnant members receive a Healthy First Steps OB clinical assessment, which includes a comprehensive review of obstetrical and medical history and a psychosocial assessment and drives the development of an individualized plan of care with interventions targeted to improve maternal and infant outcomes. Healthy First Steps interventions include: member education; assistance with access to community resources, including BH support for members identified with substance abuse and mental health issues; and assistance with scheduling postpartum and well-baby visits.


Attachment 5 Question (9.1.3 Care Coordination):
2. Provide data on outcomes achieved in your care coordination programs operated in other states, if applicable.
We are committed to supporting population health initiatives to achieve positive health outcomes at both the individual and program levels. We have the technology, expertise and staff resources to make this a reality for the Iowa High Quality Healthcare Initiative. We use a combination of process and outcomes measures (including retrospective claims) coupled with identified trends in gaps in care to shape and enhance our care coordination programs, which are designed to improve outcomes for special health care needs and high-risk populations. We use tools, such as Impact Pro and the Population Registry, which provide near real-time information, to provide us with actionable insight to make effective changes at the individual and program levels. In addition, we use clinical dashboards to reveal if outcomes for certain populations, e.g., high-risk pregnancies, are trending positive or negative. A negative trend in pre-term birth outcomes, for example, may highlight an opportunity to enhance our maternity care coordination programs with expanded health education initiatives to address an emerging community health trend.
Through data analysis and program studies, we can demonstrate quantifiable cost savings and improved clinical outcomes from our effective Medicaid care coordination initiatives nationwide. On an ongoing basis, we closely monitor and work to improve care coordination results by continually analyzing our data, creating evidence-based interventions and maximizing data collection activities. The following outcomes (gathered from similar contracts in other states) are the result of oversight and monitoring of care coordination programs.
	Transitional Care Management Program

	Description: In 2014, we conducted outcomes data analysis for transition care management program performance to determine whether engaging Medicaid program members at the time of inpatient discharge significantly reduces readmissions and increases physician follow-up visits. This analysis covered behaviors and utilization from January through June 2013 and included approximately 4,476 members between the ages of 2 and 64 who qualified for the transition management program. Three cohorts were defined: contacted, engaged and engaged with individual care plan goals met. Through the transition care management program, we successfully reached 63 percent of all qualified members and successfully engaged 68 percent of members reached. Of engaged members, 53 percent completed all individual care plan goals, which were determined by evidence-based protocols. 
To make sure the control group was comparable to the study group, we adjusted each control group member’s utilization to reflect the probability of the transition care management program participation based upon his/her unique circumstances. Therefore, we accounted for factors having an impact, such as gender, PCP and/or hospitalist involvement at the time of admission, member income level, geographic region, ER visits history and minority group status. Using transitional care management program outcomes data, we reached the following conclusions:
Overall, when engagement is maintained through the conclusion of the transition management program evidence-based intervention (the engaged group that completed their care plan goals), the program produces a statistically significant reduction in 30-day and 60-day readmissions.
Aligned with program goals, participants are associated with higher rates of physician follow-up visits within seven days of discharge date as compared to non-participants.
Cost analysis showed significant increases in pharmacy and professional dollars for all three treatment groups, suggesting the program has an impact on increased PCP utilization and a higher level of medication adherence. In addition, there is directional evidence showing overall cost savings for the participant and goals-met groups.
The results of this data analysis helped drive inclusion of the transition care management program as an integral part of our care coordination program and the support we provide to our members.

	Results: Our analysis of the outcomes from the transitional care management program indicates: 
Statistically significant reduction in readmission rate. Members engaged by the program who successfully completed their individual plan-of-care goals were 27 percent less likely to have a 30-day readmission and 19 percent less likely to have a 60-day readmission compared to the control group.
Statistically significant increase in physician follow-up within seven days post-discharge date.
Compared to the control group, those who were initially engaged but who were not successfully engaged through case closure were 21 percent more likely to have physician follow-up visits.
Compared to the control group, those who were engaged and met their individual care plan goals were 79 percent more likely to complete physician follow-up visits. 
Statistically significant increase in pharmacy and professional cost.
Compared to the control group, significant higher pharmacy costs resulted for each of the three study groups due to increased adherence to prescribed medication regimens. Similarly, higher professional costs resulted for contacted and engaged populations.



	High-Risk Care Management Program

	Description: We evaluated our high-risk care management (HRCM) program, which provides person-centric care to our most vulnerable members—those who have a combination of complex medical conditions. This NCQA-certified program includes ongoing coaching to help individuals self-manage their conditions, while ensuring they have access to the right care, the right provider and available community-based resources. 
In 2012, we studied 5,000 Medicaid members enrolled in HCRM to determine whether the program significantly reduces future admissions, ER visits and/or encourages PCP utilization by program participants as compared to eligible members who qualified for the program but who did not enroll. 
When compared to non-participants, individuals who enrolled in the HRCM program and successfully completed the program meeting their goals showed a reduction in inpatient admissions and readmissions, a reduction in unwarranted ER visits and an increase in member and PCP visits.

	Results: HCRM program outcomes were:
19 percent reduction in likelihood of Medicaid members being readmitted when members meet goals identified in HCRM
45 percent reduction in ER visits when Medicaid members complete HCRM goals
11 percent increase in PCP visits when members complete HCRM goals



	NurseLine Program

	Description: The objective of an evaluation of our NurseLine program was to quantify the impact of NurseLine triage services on medical and pharmacy costs for a group of Medicaid members. Approximately 46 percent of NurseLine calls involve triage where the nurse recommends a course of action to the caller. Based upon an evaluation of the caller’s symptoms, the nurse may confirm the caller’s original intent or recommend a more or less intensive level of care.

	Results: Program savings based upon 12 months of utilization data were evaluated by comparing downstream health care costs between two groups of callers:
Compliers: Callers receiving care consistent with the nurse’s recommendation.
Non-Compliers: Callers receiving care not consistent with the nurse’s recommendation. 
Our NurseLine program data analysis found: 
More than 50 percent of care recommendations were different than the caller’s original intent. NurseLine nurses recommended higher levels of care to 29.6 percent of callers, lower levels to 31.7 percent and no change to 38.8 percent.
Medicaid members using NurseLine services generated approximately $1.3 million in downstream health care cost savings. 
Program return on investment (ROI) was positive at a rate of 1.41:1, indicating that for every dollar invested in NurseLine, approximately $1.41 is being saved in service-related expenditures. 



	Ambulatory Redirection Program in Tennessee

	Ambulatory surgical and outpatient settings provide a more cost-effective setting for these procedures compared to the inpatient setting. The Ambulatory Redirection Program focus includes:
Reduce unnecessary inpatient admissions, decrease costs and assist with inappropriate utilization
Creation of a dedicated team of specialty trained prior authorization (PA) nurses to handle requests for elective inpatient admissions and negotiate a lower LOC for surgical procedures
Standardize the elective inpatient admission PA process to drive consistency and reduce provider confusion

	Results:
With the ambulatory redirection process, in Tennessee, we saw an overall improvement of 5.7 percent annually (2011 to 2013). Although the number of outpatient (ambulatory) procedures performed in hospitals today is increasing, there are still a significant number of procedures being performed in the inpatient setting, which may be better suited as ambulatory or outpatient. In 2012, we identified more than 700 procedures performed in the inpatient setting, which would have been more cost-effective if performed as ambulatory or outpatient. We are adding to our authorization capabilities to redirect cases.



	Healthy First Steps/Neonatal Resource Services Program in Tennessee

	We have expertise and employ proven strategies to reduce utilization in children under 21 and maternity care. On average, we provide benefit coverage to more than 33,000 pregnant females in TennCare. While most of these pregnant females experience a normal childbirth, nearly 1 percent of them is at high risk or has a mental health/substance abuse condition, significantly increasing the cost of maternity care. The Healthy First Steps (HFS)/Neonatal Resource Services (NRS) program provides inpatient UM for infants in NICU and post-discharge care coordination. Neonatologists work with the medical director to promote high-quality, cost-effective Neonatal Intensive Care Unit (NICU) care. Selected babies are followed for up to one year post delivery and, when possible, NRS pairs NICU graduates with trained physicians upon discharge. Data and evidenced-based decision support tools: HFS uses State eligibility files, OB risk assessment forms and HRAs to identify and risk-stratify program candidates. On a quarterly basis, HFS reviews the Maternal Child Health Scorecard to identify utilization trends and guide initiatives. UnitedHealthcare and the Tennessee Initiative for Perinatal Quality partnered to establish learning collaborative in hospitals to manage Neonatal Abstinence Syndrome (NAS). NAS is a medical condition occurring in infants who were exposed to addictive, illegal or prescription drugs while in the mother’s womb and remain dependent to drug at birth. We provided a $50,000 grant to fund the implementation of the protocol in several hospitals. Our vision is to expand this partnership with skilled nursing facilities and other qualified providers to provide integrated medical/behavioral management of mothers and babies.
The average cost of health care treatment for a normal newborn is substantially less than for a newborn with NAS. Our analysis of data for NAS in TennCare indicates, in 2000: 57 cases of NAS; in 2010 524 cases of NAS; in 2012 nearly half of all babies in the NICU at East Tennessee Children’s Hospital were born with NAS; in 2013: 623 cases through September 2013.
We have a sense of urgency around the skyrocketing costs associated with NAS. Our HFS model comprises:
Adoption of NAS best practices from another market where we implemented programs to reduce length of stay and readmissions for these babies using neonatologists and drug treatments.
A population-based care model for this population segment with network transformation to a model with maternity medical homes for low-risk and perinatal health homes for the highest risk members. Enrollment in the maternity program is based upon outreach to members on State 834 files sent daily, claims monitoring and maternity provider referrals. Low and some medium-risk pregnant members receive their obstetric care in maternity medical homes, which engage provider practices in obstetric, family medicine and nurse midwife practices.
Our highest risk members receive their care in perinatal health homes, where providers are specialists with certification in fetal maternal medicine. Some of these members are referred to perinatal care and some have known conditions or known risks and begin care in the care of a physician specializing in fetal maternal medicine.
Our current HFS maternity program in Tennessee routinely uses the PHQ2/9 depression screening tool (during and post pregnancy) and the TWEAK screening tool for substance abuse (national standard developed by Russell). In addition, we accommodate the needs of individuals with SPMI through use of maternity medical homes and perinatal health homes.

	National Results:
Our NRS program reduced authorized NICU admits/1,000 by 24.8 percent and NICU days/1,000 by 11.5 percent.
Low birth weight rate = 6.33 percent (targeted goal of less than 8 percent)
Preterm delivery rate = 9.66 percent (target goal less than10 percent)
Cesarean section rates = 26.65 percent (targeted reduction goal 28 percent)
Average gestational age at time of delivery is 38.5 weeks
Average birth weight is currently 3239 grams
Average gestational age at HFS enrollment is 15.4 weeks


[bookmark: _Toc417732932][bookmark: _Toc418958662]9.1.4 Risk Stratification 
The Contractor shall utilize risk stratification levels, subject to the Agency review and approval, to determine the intensity and frequency of follow-up care that is required for each member participating in the care coordination program. 
Attachment 5 Question (9.1.4 Risk Stratification):
1. Describe your proposed risk stratification methodology.
Risk Stratification Methodology
Appropriate identification and risk stratification of the member is one of the most important critical success factors in achieving optimal clinical outcomes—it is the foundation of a successful program. Because early identification and intervention are especially critical for individuals who are high-risk and the most vulnerable, our protocols focus on identifying members for enrollment into integrated programs. Our risk stratification process, subject to the Agency’s review and approval, uses algorithms to categorize the levels of each member’s health risk, including the highest risk members who will most benefit from the increased levels of care coordination. If information is available from the State, relinquishing MCO or relinquishing fee-for-service (FFS) program, we review person-specific administrative claims data (such as inpatient hospital visits, ER visits, specialist visits, pharmacy, transitions between settings or physicians or other category of service markers) and care plans for our new members.
Risk Stratification and Data Analytics Methodology
In addition to using initial health risk screening results, we stratify members based upon Impact Pro, which is our clinical, episode-based predictive modeling solution within our population health framework. This multi-dimensional tool uses information from multiple sources (including claims, laboratory and pharmacy data and enrollment files with identifiers as well as member’s clinical episodes of care, prior use of health care services, prescription drugs and lab results) as markers of a member’s future health risk. It uses this information to predict future risk for intensive care services. Impact Pro uses a variety of evidence-based algorithms and models to predict individuals who are at greatest risk for severe health care problems in the future.
Impact Pro’s automated algorithms forecast future health risk and stratify high-risk members and provide information to help build the intensity of care coordination interventions—crucial data analytic capabilities that assist in the production of targeted reports and, in turn, effective interventions for our members. Algorithms identify individuals who have a history of ER use, repeat hospital admissions, high utilization of medical outpatient services, potential quality of care issues or an indication of multiple providers of services that appear to lack coordination. 
Risk scoring and the stratification system within Impact Pro allows us to identify cohorts of members with multiple chronic diseases and BH issues and to support enhanced care coordination by targeting the highest risk members and gaps in care. Care coordination staff evaluates this information and identifies individuals with the highest level of risk for further assessment. An “Overall Future Risk Score” is assigned to each member and represents the degree to which the care coordination program has the opportunity to have an impact on an individual’s health status and clinical outcomes. This assists our care managers in identifying individuals who are most likely to benefit from specific interventions.Proactive Identification of High-Risk Pregnancies 
Our care coordination identification criteria, process and triggers for referral and admission into a perinatal high-risk care coordination program include:
Reproductive aged women with a history of prior poor birth outcomes
High-risk pregnant women
We proactively identify current members as pregnant through lab and physician claims as well as pharmacy claims for prenatal vitamin prescriptions. We leverage a pregnancy fast-track process for all new members identified as pregnant on the 834 enrollment file, through new member welcome calls or through obstetrician risk assessments completed by a physician at a first pregnancy visit. This serves as an example of our demographically based risk stratification process.

Ongoing risk can be evaluated through service utilization triggers, practitioner referrals and sophisticated claims analysis. Through careful risk profiling, we have an early warning system to identify members who are at risk for requiring higher levels of care at a later date. By reaching out to these individuals, we can provide the services needed to support optimal health in the setting of the individual’s choice. 
We begin our data collection process with available claims and other data we receive from the State (or other health plans) for new members transitioning to UnitedHealthcare. We augment that information with real-time admission, discharge and transfer (ADT) data from hospitals on ER and inpatient visits. Risk assessment and stratification begin with the assessment process. As claim, service authorizations and predictive modeling data become available, we use the following analytic tools to further predict risk:
Significant Episode Cluster Activity (SECA) reports identify members with four or more ER or two or more admissions or one readmission within a six-month period.
Blended Census Report Tool (BCRT) identifies and tracks members in facilities, including readmissions for the same reason within 10 days.
HEDIS measures are used to identify needs and improve performance on a range of important health issues facing our members, including asthma medication use; persistence of beta-blocker treatment after a heart attack; controlling high blood pressure; comprehensive diabetes care; breast cancer screening; antidepressant medication management; childhood and adolescent immunization status; and childhood and adult weight/body mass index assessment. 
Prioritization and Stratification
After individuals have been identified, this member list is stratified and prioritized based upon various clinical criteria, such as:
No PCP visit in past 90 days
Future risk of high-risk score
Actual inpatient admits
Actual ER visits
Primary risk factor diagnosis
Members can be identified through the direct referral sources. Direct referrals are generally treated with higher priority than referrals from the identification and risk stratification process and include referrals from:
Welcome call and Advocate4Me communications
Internal referrals (UnitedHealthcare or NurseLine staff)
External referrals (e.g., hospital, clinic, physician, State staff)
Member/family/caregiver referrals
Special needs populations, including all members in LTSS who are directly stratified into community-based case management 
Members who are “unable to reach” from the transitional care management program
Attachment 5 Question (9.1.4 Risk Stratification):
2. Describe your proposed risk stratification levels.
Proposed Risk Stratification Levels
The member risk-level hierarchy is driven by an initial health risk screening score initially and the predictive modeling score on an ongoing basis. Each risk level targets a particular group and has specific goals and interventions. Risk levels allow us to set minimum guidelines in areas, e.g., care coordination mode and contact intensity, prioritization of interventions and type of contact (e.g., face-to-face or telephonic). Based upon risk stratification data, we refer members to health homes, IHHs and ACOs and give members the choice to participate in those provider-driven practices. In addition, we assign care managers based upon a member’s primary need. For example, a member may have co-occurring medical and BH conditions. This individual may require a high-intensity outreach for his/her BH and may be assigned to a care manager (BH clinician) with RN support.
On a monthly basis, we use the stratification model supplemented by referrals, UM data and assessments to make sure an individual’s current stratification is appropriate to his/her evolving health status. In addition, the following needs or conditions may warrant a reassessment of a member: inpatient stay; significant change in medication; change in, or loss of, a caregiver; medical, social, environmental or BH crisis; excessive ER use; or major changes in the member’s medical, psychosocial or BH. Individuals can move among stratification levels throughout their enrollment, as we partner with them to address current and future needs. The following table presents risk levels and a brief clinical description.
	Risk Level 
	Clinical Description 

	Low Risk 
	Individual functions independently and lives with well-managed or no chronic conditions

	Medium Risk 
	Individuals with high cost based upon overall medical expenses in last 12 months 
Chronic condition(s) present, e.g., heart conditions, high blood pressure, diabetes, asthma, cancer and obesity
Requires assistance with ADLs and IADLs to maintain independence
Recent utilization: ER visits or hospital admission 

	High Risk 
	Medically fragile
Complex health and psychosocial needs (co-occurring conditions)
Poorly managed chronic condition(s)
ADL and IADL impairments
Pregnant members at high risk
Frequent hospital admissions 
Awaiting transplant
Consistently high-cost overall medical spend and predicted future spend
All individuals receiving LTSS


Attachment 5 Question (9.1.4 Risk Stratification):
3. Describe how care would be managed for members in each risk stratification level.
All Iowa High Quality Healthcare Initiative members have access to care coordination programs when they need them and to someone who will help them connect to these programs. Initial screening, assessment/reassessment data, historical data, medical records and risk stratification data are stored for all members in their centralized record in CommunityCare. This information is shared with members, providers, specialists and family/caregivers (with member consent) and made available to ACO, health home and IHH provider practices (for members who choose participation in an ACO, health home and IHH), as appropriate, or acted upon by care managers, community health workers or community-based case managers (LTSS). Individuals are assigned to risk levels and to high-need care coordination programs based upon an individual’s person-centered needs, e.g., high-risk maternity programs. 
Members in the high-risk level are assigned to a care manager (RN or BH) or community-based case manager (LTSS) who develops an individualized, person-centered care plan. Members in the medium-risk level work with a community health worker (with care manager support) on an individualized health action plan. Individuals at low risk generally receive most of their care from their PCP, receive transitional care management/discharge management, as needed, and have access to Advocate4Me staff who engage members by delivering information about their covered health services and assist them with any concerns. Advocates are also alerted to member gaps in care, such as the need for a wellness exam, and assist members/families in scheduling PCP appointments. Care plans, health action plans and all other interactions with members are documented in CommunityCare and accessible to authorized care team members.
The following table provides an overview of care coordination services by level of risk:
	Risk Level 
	Care Coordination Services

	Low Risk 
	Care transitions for members who have been or will be discharged from the hospital or members who had a recent ER visit
On-site transitional case management for high-volume ER usage
Telephonic community health worker and/or RN transition case management for members with readmission risk assessment score of >9
Members receive most care coordination through their PCP
Advocate4Me advocates connect members to community-based resources and address gaps in care as well as preventive and wellness needs
Wellness and prevention educational materials and access to online wellness tools, including liveandworkwell.com
Chronic condition management for well-controlled conditions
Maternity management
NurseLine
Disease-specific educational materials

	Medium Risk 
	All programs available to low risk plus:
Hospital discharge coordination and care coordination assistance with primary care, preventive and specialty access when needed 
Telephonic and/or field-based care coordination services provided by a local community health worker (with support from an RN or BH care manager)

	High Risk 
	All programs available to low and medium risk plus:
Integrated high-risk care coordination (medical or behavioral) through a care coordination team, including a care manager who is an RN or licensed BH clinician with support from a community health worker 
Community-based case management for LTSS members 
Face-to-face interactions supplement telephonic communications
Regular ICT conferences to support development and implementation of an integrated, person-centered care plan 
Interventions prioritized based upon inpatient and ER visit triggers


The frequency and intensity of follow-up is member-specific and is focused on ensuring members receive optimal and well-coordinated care in the community, understand their health care needs and have access to the appropriate services:
Members at high risk are assigned to a care manager who conducts assessments and who makes monthly contacts (at a minimum) until person-centered care plan goals are met and/or the member is receiving fully coordinated care in one of our partner ACOs, a health home or IHH.
Members at moderate risk generally receive short-term, frequent follow-up care coordination. Community health workers may assist with locating members and with removing barriers to care. Their visits may be frequent but are usually short-term (an average duration is 60 days). The goal is for the member to receive regular and well-coordinated care in the community.
Individuals at low risk generally receive transitional care management, which includes at least three contacts with a 30-day duration post discharge, and have access to Advocate4Me staff who engage members by delivering information about their covered health services and assisting them with any concerns. Advocates are also alerted to member gaps in care, such as the need for a wellness exam, and assist members/families in scheduling an appointment with their PCP.
[bookmark: _Toc417732933][bookmark: _Toc418958663]9.1.5 Member Identification
In addition to identifying members eligible for the care coordination program through the initial health risk screening and comprehensive health risk assessment, the Contractor shall utilize, at minimum: (i) industry standard predictive modeling; (ii) claims review; (iii) member and caregiver requests; and (iv) physician referrals. 
Attachment 5 Question (9.1.5 Member Identification):
1. Describe how you will identify members eligible for care coordination programs, including how the following strategies will be utilized:
a. Predictive modeling;
b. Claims review; 
c. Member and caregiver requests; and
d. Physician referrals.
Member Identification for the Care Coordination Program
In addition to identifying individuals who are eligible for the care coordination program through the initial health risk screening process and the comprehensive health risk assessment process, based upon sound population health management practices, we rely on the following protocols to guide a series of data-driven assessment, care planning steps for our members.
Predictive Modeling
We employ standardized evidence-based risk assessment tools and processes to assess individual health risks and to engage members and their families/caregivers in the level of care coordination that corresponds to person-centered, integrated needs, characteristics and health goals. Our multi-dimensional, evidence-based predictive modeling tool, Impact Pro, compiles information from multiple sources, including claims, laboratory and pharmacy data and uses it to predict future risk for intensive care services. Impact Pro uses a variety of evidence-based algorithms and models to predict members at greatest risk for severe health care problems in the future. Impact Pro is specifically designed to recognize a full spectrum of diagnoses (including BH, diabetes, HIV/AIDS, depression and others).On a monthly basis, data is refreshed in Impact Pro and used to identify and conduct an initial risk stratification of all members to identify individuals with increased care needs based upon claims data and identified care opportunities and who may be eligible for the care coordination program based upon a comprehensive health risk assessment.

In addition to forecasting future health risk, Impact Pro’s automated algorithms stratify members into high-risk levels and provide information to help build the intensity of care coordination interventions—crucial data analytic capabilities that assist in the production of targeted reports and, in turn, effective member interventions. Algorithms identify individuals with ER usage, repeat hospital admissions, high utilization of medical outpatient services, potential quality of care issues or signs of multiple service providers that appear to lack coordination. 
Risk scoring and the stratification system within Impact Pro allows us to identify cohorts of members with multiple chronic diseases and BH issues and to support enhanced care coordination by targeting and prioritizing the highest risk members and gaps in care. Care coordination staff evaluates this information and identifies members with the highest level of risk for further assessment. An “Overall Future Risk Score” is assigned to each member and represents the degree to which care coordination programs have the opportunity to have an impact on an individual’s health status and clinical outcomes. This assists our care managers in identifying individuals who are most likely to benefit from interventions.
Ongoing risk can be evaluated through service utilization triggers, practitioner referrals and sophisticated claims analysis. Through careful risk profiling, we have an early warning system to identify members who are at risk for requiring higher levels of care at a later date. Using Impact Pro, we identify members who may not yet have a diagnosis or identified condition that would trigger assessment for care coordination or those who may be at risk for future utilization. In Iowa, we will have staff assigned to interface with ACO, health home and IHH provider sites to help them identify individuals who can benefit from care coordination programs. We refer members and give them the choice to participate in an ACO, health home or IHH that meets their needs.
With appropriate care coordination and monitoring, we can prevent, delay or reduce the chronic disease process and the need for high utilization of services by connecting individuals to appropriate preventive and primary care as well as community resources. We evaluate initial health risk screening scores and assign a range to each stratification level. In addition to the risk score calculated by Impact Pro, individuals receiving LTSS automatically trigger comprehensive assessments.
The detailed assessment process carried out as the initial step by a care coordination team provides a holistic understanding of each member’s medical, behavioral, environmental and social needs, preferences, goals, background and culture. In addition, upon enrollment and regularly thereafter, our industry standard and proprietary predictive modeling system, Impact Pro, uses evidence-based algorithms to analyze available demographic and utilization data to categorize the levels of each member’s health risk, including the highest-risk members who may drive more than 50 percent of medical costs and who can most benefit from increased levels of care coordination. 
Claims Review
We begin our data collection process with claims and other data we receive from the State (and other health plans) for new members coming into the plan. We use enrollment data (including the State’s enrollment file), State eligibility data and historical claims data (if available). For members transferring to UnitedHealthcare, we review the information from another MCO to look for indications of chronic or complex needs and the need for care coordination and an immediate member assignment to a care manager to complete a comprehensive assessment. In addition, we use other information provided at enrollment (e.g., existing authorizations for specialty services, non-emergency transportation and certain supplies, including oxygen and enteral nutrition) to identify individuals who may need care coordination services. We augment that information with real-time ADT data from hospitals on ER and inpatient visits. As claim, service authorizations and predictive modeling data become available, we use these analytic tools to further predict risk:
SECA reports identify members with four or more ER or two or more admissions within a six-month period.
BCRT identifies and tracks members in facilities, including readmissions for the same reason, within 10 days.
HEDIS measures are used to identify needs and improve performance on a range of important health issues facing our members, including asthma medication use; persistence of beta-blocker treatment after a heart attack; controlling high blood pressure; comprehensive diabetes care; breast cancer screening; antidepressant medication management; childhood and adolescent immunization status; and childhood and adult weight/body mass index assessment. 
We conduct claims reviews monthly to identify high-cost members, member-specific diagnosis drivers and outlier expense. Members at the highest risk are referred for care coordination.
Member and Caregiver Requests
During new member transitions, members and families/caregivers receive information on the availability of our care coordination programs and the process for members to self-refer and the referral process for family/caregivers. We maximize self-identification and self-referrals by pregnant women by educating all members about the positive benefits of early prenatal care and the Healthy First Steps program. We receive referrals by phone, fax, mail, email or through our member and provider portals. When a referral is received, we promptly initiate assignment to a care manager to conduct outreach to determine the individual’s needs. All UnitedHealthcare clinical staff who engage with members have access to the information in CommunityCare, which indicates whether or not the member has completed an initial health risk screening, comprehensive assessment or has claims, PAs or other indicators the individual may have special needs requiring care coordination services.
Physician Referrals 
We educate physicians and providers (e.g., hospitals) on care coordination programs and the process to refer individuals who are high risk. PCPs conduct in-office screening (diagnostic assessment) and may identify individuals as having special needs at any time they present with those needs, including pregnant women. Upon receiving this referral, we promptly assign a care manager to conduct outreach and comprehensive or supplemental assessments.
Other Referral Sources
Service utilization/care triggers when we review ER reports, inpatient census, hospital discharge summaries, service authorizations and transitional care coordination requests
Referrals from concurrent review, service authorization or precertification
Referrals for members in special needs populations from the Agency or other local government entities
Member services representatives and outreach coordinators, health wellness and education programs, ER staff, community programs, hospital discharge planners, NurseLine staff and dental carve-out program (Delta Dental) staff (may flag a member with a special health need in addition to his or her dental needs)
[bookmark: _Toc417732934][bookmark: _Toc418958664]9.1.6 Care Plan Development 
The Contractor shall develop a care plan for all members eligible for the care coordination program. The care plan shall be individualized and person-centered based on the findings of the initial health risk screening, comprehensive health risk assessment, available medical records, and other sources needed to ensure that care for members is adequately coordinated and appropriately managed. The care plan shall: (i) establish prioritized goals and actions; (ii) facilitate seamless transitions between care settings; (iii) create a communication plan with providers and members; and (iv) monitor whether the member is receiving the recommended care.
Attachment 5 Question (9.1.6 Care Plan Development):
1. Describe in detail how person-centered care plans will be developed for each member.
Person-Centered Care Plans
We develop individualized, person-centered care plans for all members who are eligible for the care coordination program, including members with special health care needs and those stratified in the high-risk level (includes LTSS). A care manager (RN or licensed BH clinician) works with the member/family and providers and other involved parties to develop the care plan, which includes member-chosen prioritized goals and actions. The care manager or community-based case manager (LTSS) is responsible for overseeing transitional care management and making sure the member experiences a seamless and safe transition between care settings.
For members in the medium-risk level, a community health worker (with oversight from a care manager) develops a health action plan, which focuses on well-controlled conditions and goals related to health outcomes, such as participation in community-based wellness programs or smoking cessation programs; making and attending appointments; picking up prescriptions and adhering to medication regimens; and transportation arrangements. Community health workers and care managers/provider practices work closely to coordinate and conduct transitional care management activities so they avoid duplication and fragmentation of effort.
All members, including those in the low-risk level, who complete initial health risk screening, have assessment results that are documented in member’s record in CommunityCare. Individuals at low risk generally receive transitional care management, which includes at least three contacts with a 30-day duration post discharge and have access to Advocate4Me staff who have access to a member’s record and engage members by delivering information about their covered health services and assisting them with any concerns. Advocates are alerted to member gaps in care, such as the need for a wellness exam, and assist members/families in scheduling an appointment with a PCP, connect them to community-based services and help them remove barriers to care, such as arranging transportation.
For new members transferring to UnitedHealthcare, we obtain the member’s existing care plan, if available, from the previous health plan or FFS program, and use this information, along with claims data, medical records and assessment results, etc., to inform the new care plan development, with an emphasis on avoiding duplication with existing resources (e.g., carved-out services or sources of care coordination outside of UnitedHealthcare). For all members transferring to us, we facilitate a seamless transfer of clinical, utilization, PA and other relevant information and promptly upload it to all relevant systems, including our data warehouse and the member’s record in CommunityCare so it is available to those who need it during care planning.As part of Iowa’s effort to improve its health ranking by 2016, the Healthiest State Initiative identified high-priority focus areas. In support of this initiative during care planning activities, we will encourage members to set care plan and health action plan goals related to:
Smoking cessation
Increasing consumption of fruits and vegetables
Scheduling an appointment to visit the dentist this year

Approach to Developing Care Plans
We have an established care planning process that is based upon an individualized, person-centered, integrated approach. It is customized to specific populations in the high-risk stratification levels, including individuals with multiple chronic conditions, members with special health care needs (including LTSS members), and members with BH needs, physical health needs or functional and cognitive limitations. A person-centered approach means going beyond assessment data to gain in-depth understanding and insight into the member’s unique needs and goals so that we can create an effective care and service solution for the member and his/her family/caregivers. The heart of a person-centered approach is our ability to engage the member and his/her family (as requested by the member) in the care plan development process. Members and families/caregivers actively participate in the ICT and make decisions about their care and support, further promoting independence and autonomy and ensuring the care plan reflects the member’s wishes and goals. The process starts with the new member welcome call, continues through the assessment process and concludes with collaborative development of the care plan with the member’s care manager and ICT members. We involve members and families/caregivers in care plan development, supporting them to reach their self-defined goals. A holistic and person-centered approach is critical to facilitating an individual’s commitment to the care plan.
Working collaboratively with the member, family/caregivers and the PCP, the care manager uses a team-oriented approach and motivational interviewing techniques to help define a member’s goals, assign resources and reach an agreement about the person-centered care plan. Care managers follow written policies and procedures that guide the use of assessment information and other member-specific historical information to develop the care plan. The person-centered care plan is an integrated plan and is strength-based, highlighting member attributes that can serve as a foundation for achieving positive outcomes and individualized to an individual’s unique situation and needs. Prior to meeting with the member and family/caregivers, the care manager reviews available historical information, risk stratification data and existing care plan, if available. The care manager works with the member and family/caregiver to understand their goals and concerns, to complete a comprehensive assessment and to develop a preliminary person-centered care plan. The preliminary care plan is inclusive of any barriers to service delivery identified by the member/family and strategies to address those barriers, as well as the measures taken to reduce risks without restricting an individual’s autonomy to undertake risks and achieve goals.
The care manager discusses the preliminary care plan with the PCP, specialists and others, providing a summary document that identifies the significant findings from our risk stratification and assessment processes. The care manager discusses the individual’s service needs, goals and preferences with the PCP, specialists and other providers and engages them to gather information about the individual’s services, medications and treatments, the member’s historical needs and other information that may not have been captured during the member assessment process. The care manager uses the information gathered to finalize development of the care plan, which is used to authorize an individual’s services. The next step is to review the care plan and gain the member’s and family’s agreement on high-touch and personalized interventions, including physical and BH services, options for medically necessary services and non-capitated services. Care managers and community-based case managers monitor and document an individual’s progress toward goals and the effectiveness of care and services, making adjustments as needed. Electronic visit verification technology is used to monitor receipt of services for LTSS members receiving HCBS. Care coordination leadership monitor care plans to make sure they have all required elements and at least one member-defined goal.Healthify is a Web-based tool that helps care managers, community-based case managers, community health workers and Advocate4Me staff connect members to relevant and available community resources that deliver services, such as food, housing, employment, utility bill assistance, support groups, transportation, child care and clothing. 

The care plan, which includes contact information for the member’s identified care team, is stored in CommunityCare in an easy-to-read and understand format. CommunityCare facilitates the member-specific communication plan between the member’s care manager, providers, members and others. A printed copy of the care plan is given to the member, PCP and other key providers involved in the member’s care. The care plan is written in a culturally and linguistically appropriate manner that enhances the member’s health literacy, while considering his/her capacity for learning and self-management. Trigger care events, e.g., hospitalization, prompt a care plan review and, if necessary, the care plan is modified. 
Attachment 5 Question (9.1.6 Care Plan Development):
2. Describe how the care plan development process will be individualized and person-centered. 
Person-centered care means understanding an individual’s strengths and abilities as well as his/her unique needs and challenges and then helping that individual get the services and supports needed to help him/her achieve desired goals and outcomes. With person-centered care, the focus is on whole health. It understands that wellness, empowerment and self-management are important as well as the importance to an individual of having a meaningful role in the community. It also acknowledges and respects an individual’s values, priorities and perspectives that shape culturally competent care and services.
A person-centered care plan is the written record (housed in CommunityCare) of the agreements and decisions between an individual and members of his/her ICT. Care planning begins with an individual’s strengths and helps the member/family/caregiver identify individual goals. The next step is to identify and remove barriers to achieving care plan goals. Then, those involved in care planning reach an agreement on the kinds of care, services, supports, activities and community-based resources an individual needs to make short-term and long-term changes to achieve goals and achieve positive outcomes. These may be inclusive of diverse services, such as medical or BH care, oral health and peer support and natural supports, such as help from family members, community organizations and wellness programs. Involvement of natural supports is an essential component of person-centered care because they help an individual stay connected with care coordination and with the community.
The development of the care plan is a collaborative process. For high-risk members, the care manager develops and implements an individualized and person-centered care plan. Care managers solicit input from the member and/or their family/caregivers (with the member’s permission), and the interdisciplinary team, including but not limited to the member’s PCP, social workers, BH specialists, pharmacists and personal care aids. For members receiving LTSS, a community-based case manager develops and implements the care plan, which also includes a service plan outlining the services authorized to support the care needs of the individual in the community.
The care plan is inclusive of chosen and prioritized short- and long-term goals and actions, the special cultural and linguistic needs of the member, and advance care planning, as appropriate. It facilitates seamless transitions between care settings and facilitates a communication plan between UnitedHealthcare, providers, members and others involved in a member’s care. We continually monitor whether the member is receiving recommended care/services and their effectiveness and member progress, making adjustments, as needed, to make sure our member continues to receive the appropriate level of interventions and achieve positive health outcomes. The care plan is an ongoing work in progress and may be modified at any time depending on the member’s need. The individualized care plan reflects:
Special health care needs, conditions or issues (medical, behavioral or social) and other critical member needs, such as legal or housing, expressed by the individual
Conditions or issues identified by the comprehensive assessment and/or the ICT 
Chronic care issues
Formal and informal supports as well as family members involved in the member’s care
An emergency backup plan for members receiving LTSS and other ongoing services
A list of services covered by UnitedHealthcare and any out-of plan services, including service type, amount, duration and frequency
Our experience indicates members benefit most when social supports and behavioral and physical health care are integrated and when the care plan is created in concert with the member, family, providers, specialty providers and personal assistants who provide care. The care plan is part of an overall approach to effectively identify, treat and coordinate care for those with co-occurring disorders as well as comorbid medical conditions.
Attachment 5 Question (9.1.6 Care Plan Development):
3. Describe how the care plan development process will incorporate findings of the initial health risk screening, comprehensive health risk assessment, medical records and other sources.
The care manager uses all available information to develop a person-centered care plan, including results from initial health risk screening and comprehensive health risk assessment. Care plan development incorporates the findings of the initial health risk screening, comprehensive health risk assessment, medical records or claims if we receive that information from the State or relinquishing MCO or FFS program and other sources. Using CommunityCare, we track initial health risk screening results and completion rates as well as comprehensive health risk assessment results and completion rates.
Assessment results and other data inform development of a person-centered care plan and serve as the basis for conversation with the member and family on the development of specific goals and activities. Member responses to health risk screening and comprehensive health risk assessment can trigger problems or opportunities for the care manager to discuss with the member to develop appropriate goals and interventions based upon the member’s preference. For example if the member self-reports a diagnosis of diabetes, the care manager and member may add “I will follow my diet as prescribed” as a member goal to the care plan. The care plan is reviewed with and agreed upon by the member, family/caregiver, PCP and other ICT members before it is considered final. The care plan includes identified problems, goals and interventions and is developed after the initial health risk screening and updated thereafter based upon ongoing reassessments and with information related to a material change in a member’s condition. The care plan is shared with providers and medical records may be obtained as needed to fully develop it. The care plan is a dynamic document and is updated based upon new information and reassessment results.
Attachment 5 Question (9.1.6 Care Plan Development):
4. Submit a sample care plan for each proposed risk stratification level.
As Attachment 9.1.6 Sample Care Plan, we submit a sample care plan to Iowa High Quality Healthcare Initiative members who are stratified at high risk. In addition, as Attachment 9.1.6 Health Action Plan, we submit a health action plan, used for members at a medium risk.
9.1.6.1 Involved Parties 
When developing the care plan, in addition to working with a multidisciplinary team of qualified health care …
Attachment 5 Question (9.1.6 Care Plan Development):
5. Describe how you will ensure that there is a mechanism for members, their families and/or advocates and caregivers, or others chosen by the member, to be actively involved in the care plan development process.
Our person-centered care planning process not only includes working with an ICT of medical, behavioral and social specialists, but it also includes active participation from the member, family, caregiver(s), advocates and other individuals selected by the member. Our care managers offer to share information with or include in the care planning process any individuals the member wants to include. For example, when we work with children or adolescents who are at high-risk, we involve the entire family in care planning discussions and activities. We schedule care planning meetings when it is convenient for the member and family.
The care manager documents in CommunityCare the persons who are identified by the member as part of his/her support network involved in care planning. This includes any caseworkers related to an individual’s service delivery. CommunityCare has the capability for a member or his/her care manager, upon the member’s direction, to invite other providers and caregivers to a care plan discussion via email invitation. Our members, their support system and others involved in an individual’s care and services (with member consent) have access (view or contribute) to our member’s centralized record in CommunityCare. This system enables care managers to develop and share care plans and co-manage individuals requiring multiple specialists, caregivers and community-based resources. ICT members have online access to the member’s care plan and can add, change or update issues, interventions and status, thereby providing timely and thorough communication for the whole team. Members can send a request to give specific care team members access to their member record (and care plan) through the member portal. The care manager retrieves this request and then adds the person, e.g., family member, caregiver, etc., to the member’s profile. The person added will receive an email message from the system requesting completion of a registration process.
Attachment 5 Question (9.1.6 Care Plan Development):
6. Describe how you will identify other caseworkers to be included in the care plan process and how services will be coordinated to avoid duplication and/or fragmentation of services.
One of our primary goals is to leverage all available community and health care resources, eliminate duplication and fragmentation and to ensure full communication and coordination between care providers, members and community agencies. We have the core capability to pull people and resources together, as needed, to integrate person-centered services for our members. Based upon member, family and provider input and request, we bring in other experts, including other caseworkers, during the care planning process because we value their input, insight and prior experience working with our member. Our care managers receive training on how to work with ICTs and how to identify all involved parties, including other caseworkers, and involve them in the member’s care planning process. We develop care plans jointly with other caseworkers for members who are accessing multiple services concurrently or consecutively and work to ensure an integrated, seamless set of services for the member and family. Care managers list in the member’s record in CommunityCare the names and contact information for all parties involved in a member’s integrated care team. We use industry-accepted methods for claims management and coordination of benefits to curtail payment duplication and ensure non-duplication of payment for similar services rendered through our partner provider programs.
As the member’s medical home, the PCP facilitates member engagement with the care plan and helps the individual avoid unscheduled hospital admissions and ER visits. We inform providers when we enroll members in care coordination programs and let them know how to contact the member’s care manager. In addition, providers receive notifications when we need to convene an ICT meeting and alerts when members generate care opportunities related to specific chronic conditions. Providers may also convene an ICT and notify attendees using CommunityCare’s communication tools.
Interdisciplinary Care Team: An ICT is an opportunity to gather feedback and recommendations for person-centered care and services. An ICT provides a forum to communicate with all treating providers as appropriate throughout the care planning process, such as when assisting with appointments, addressing questions about a member’s care, monitoring a member’s progress and sharing evidence-based clinical practice guidelines as appropriate. This helps to coordinate services and reduce duplication and fragmentation of services. Care team members have access to a member’s centralized record.
Weekly Interdisciplinary Team Reviews/Joint Rounds: We conduct an interdisciplinary team review or weekly integrated joint rounds with our care coordination staff, including the medical director, BH medical director, the health services director and other members of the interdisciplinary team to review our most vulnerable, high-risk members. We bring in others, such as experts in prenatal care or targeted case workers to integrate care and services.
Quarterly Provider Meetings: Our medical director and/or chief executive officer will attend quarterly provider meetings along with our provider advocates, where they will solicit provider feedback, discuss HEDIS outcomes, educate providers on our quality programs, share utilization data and discuss utilization patterns.
Accountable Care Organizations: We engage providers in ACOs, health homes and IHHs where we provide staff and advanced technology to strengthen the provider’s ability to provide care and influence member behavior. Our staff promotes close coordination between UnitedHealthcare and ACOs, health homes and IHHs, enhancing person-centered care.
9.1.6.2 Care Plan Requirements 
The care plan must reflect cultural considerations of the member. In addition, the care plan development …
Attachment 5 Question (9.1.6 Care Plan Development):
7. Indicate how you will ensure that clinical information and the care plan is shared with the member’s PCP (if applicable) or other significant providers.
Key to our strategy to coordinate and share information with service providers is the collaborative care tool within CommunityCare. With real-time access to information and communication features, such as secure email, notifications and alerts, CommunityCare enhances the ability of ICT members to share the care plan, clinical information and to coordinate care and communicate, address and resolve issues and concerns as they arise. If requested, we can fax or mail to a provider their patient’s care plan and contact the provider via telephone for their input. Providers have the option to offer input verbally or via CommunityCare, mail or fax. We share the member’s assessments, his/her care plan and monitoring information (with the individual’s consent and in accordance with all state and federal requirements) among the ICT participants, regardless of their network status. Providers can call the care manager and provide a quick update; however, if they communicate via CommunityCare, they can quickly and efficiently alert the entire care team about an individual’s needs or condition at the same time. Our innovative communication and information-sharing approaches help to ensure appropriate information sharing and delivery of necessary, integrated services. In addition, interdisciplinary care conferences hold discussions of an individual’s needs and obtain input from behavioral, social service, pharmacy, clinical and care coordination professionals. The care manager documents relevant information and decisions into the member’s record in CommunityCare.Our next generation of tools provides online access to the member’s care plan via our Web-based CommunityCare platform.

Attachment 5 Question (9.1.6 Care Plan Development):
8. Describe how cultural considerations of the member would be accounted for in the care planning process and how the process will be conducted in plain language and accessible to members with disabilities or limited English proficiency.
Cultural competency is relevant to the Iowa High Quality Healthcare Initiative because it is key to closing disparity gaps in the health care delivery system, particularly important during an individual’s care planning process. We recognize health services that are respectful of and responsive to the health beliefs, practices and cultural and linguistic needs of diverse individuals and populations can help us to achieve positive health outcomes and allows us to continually enhance the provision of care coordination services.Culture and language influence:
Health, healing and wellness belief systems
How illness, disease and their causes are perceived by the individual and family/caregivers
Delivery of care and services

The delivery of high-quality services that are accessible (in urban, suburban and rural areas of Iowa), effective and cost-effective requires our care coordination staff (along with providers) to have an understanding of the socio-cultural background of our members, families/caregivers and the environment in which they live. Care coordination activities that reflect the cultural considerations (including language proficiency) of the member/family facilitate clinical encounters with more favorable outcomes, enhance the potential for a positive member-to-care-manager interpersonal experience and increase member satisfaction with care and services.
We strive to deliver culturally competent care coordination services and provision of linguistic access and disability-related access to all members, including those with limited English proficiency. We have established processes to address shifting demographic trends and to address the multi-ethnicity needs of our membership. Planning for culturally and linguistically appropriate services begins with an awareness of our membership with regard to race, ethnicity, language, poverty and health status. Primary methods used to foster and account for the cultural considerations of an individual and family/caregivers during the care planning process include:
Provide appropriate linguistic services (oral and written)
Enhance cultural competence throughout our entire organization—from senior leadership to member-facing staff
Develop a diverse workforce that reflects the population served
Personal and cultural choices support informed decision-making by members and their families during development of care plan goals. Throughout the care planning process, the care manager gives the member/family an opportunity to provide their input and then together, they review an individual’s care plan. We verbally discuss care plan items with the member, family and caregivers to facilitate their understanding and acceptance of the care plan as well as to drive consensus on actionable supports and services. The care plan is accessible to our members and their families via paper copies, as requested, and through CommunityCare, which provides online view access to the care plan to individuals authorized by the member. In addition, the following strategies enhance our capability to deliver culturally competent care coordination services and the provision of linguistic access and disability-related access to all members, including those with limited English proficiency:
	Strategies to Enhance Culturally and Linguistically Appropriate Care Planning Activities 

	Demographic and Clinical Analytics 
	We review/analyze member age, gender, address, race/ethnicity, socio-economic and language data with member clinical data to identify disparities in care that are associated with these member demographics. 

	Interpretive Services
	Care managers and member services staff can accommodate the linguistic needs of non-English-speaking members through interpretive services, allowing us to communicate with members in any one of more than 200 languages by telephone.

	Assisting Members Who Are Hearing or Sight Impaired
	We use the 711 National Telecommunications Relay Service (TRS) TTY line to facilitate communication with hearing-impaired members and to print the telephone contact information on all member mailings and marketing materials. When the office is closed, the TRS operator can leave a message on the system requesting a call back. We return those messages the next business day using TRS via 711. For sight-impaired individuals, we can provide Braille or large-print materials.

	Plain Language Member Materials
	Our educational and disease-specific member materials are written so that they are easy for members and families to understand. To respond to a need for clarity, we developed our Just Plain Clear® communications program, which focuses on improving written and verbal communications so materials are understandable, accessible and actionable. Currently, all new member materials are required to pass the Just Plain Clear scorecard prior to being released to the marketplace. Iowa written member materials will be written at no higher than a sixth-grade reading level where terminology permits (e.g., certain medical terms may be higher than a sixth-grade reading level). We currently provide hawk-i member materials in English and Spanish and will have English and Spanish member materials available for members enrolled in the Iowa High Quality Healthcare Initiative.

	Recruiting and Assigning Diverse Care Coordination Staff
	We actively recruit employees who represent the ethnic and cultural groups we serve and those who have extensive experience working with diverse populations, including the perspectives of individuals with disabilities. We leverage their diverse knowledge to provide formal and informal educational and training opportunities for our staff and in the community. We use an established process to align staffing levels with our membership, considering the unique needs of each state’s population. We foster culturally competent care by assigning members to care managers or community health workers who speak their language and know their culture. Members’ language preferences appear on enrollment (834) files entered into our claims processing system, CSP, and are noted in member records in CommunityCare.

	Onboarding Care Coordination Staff
	Care coordination staff complete core training modules (described below) related to providing culturally and linguistically appropriate care planning services. This training prepares our care coordination staff, including our LTSS community-based case managers, to conduct care planning services in a manner that accounts for each individual’s unique cultural perspective and linguistic needs.

	Culturally Competent Care Coordination Services
	Our approach to improving member care is local and community-based. We build our care coordination programs with an understanding of the cultural needs of our members. Care managers use verbal and written communications appropriate for each individual/family to ensure understanding of care planning activities and adherence to his/her person-centered care plan. A good example includes care coordination planning activities for our Native American members, blending care regimens from traditional PCPs with a traditional healing benefit from Native American tribal healers.

	Consumer Advisory Board
	Local market Consumer Advisory Boards meet regularly; e.g., every other month, to provide advice and guidance to local health plan staff. Members who wish to participate may call member services for details of the next regularly scheduled meeting.

	Community-Based Outreach
	We include stakeholder involvement in the development, implementation and evaluation of programs, policies and services aimed at improving health equity and eliminating health disparities as a foundational strategy. Through this approach, we verify the delivery of culturally competent services to members of all cultures, races, ethnic backgrounds, religions and disabilities. Our annual outreach plan with identified geographic, demographic, cultural and linguistic member preferences is reviewed by the Cultural Competency Subcommittee. We conduct events designed with specific populations in mind: pregnancy, low literacy, BH needs and special health care needs.

	GlobeSmart®
	GlobeSmart provides care managers with at-a-glance cultural information, including background information on individuals from different parts of the world and different religions. This Web-based cultural competency library is available to all employees and available at any time. It offers instant access to detailed information about people from more than 90 countries. For each of the featured countries, GlobeSmart covers a large number of topics related to customs and culture. Using this site, care managers can prepare in advance for cultural considerations during care planning activities.

	Code of Conduct
	UnitedHealth Group’s Code of Conduct is communicated to all new employees when they begin employment and reinforced through regular employee training programs. The Code of Conduct and related policies promote compliance with legal and regulatory requirements, and fosters ethical conduct by employees and contractors. The Code of Conduct demonstrates a strong commitment at the most senior leadership level to continually promote and foster ethical and appropriate conduct.


Using a variety of training methods, including online training modules available from our learning management system, LearnSource, we expand our clinical staff’s ability to delivery culturally and linguistically appropriate care and services, particularly important during care planning. We continually add new training modules related to cultural competency, including the following topics under development: medical interpreter; lesbian, gay, bisexual and transgender (LGBT) diversity; and health literacy. Some training modules offer continuing education credits (CME/CEU/CCM). Relevant training modules include but are not limited to:
Cross-Cultural Care: A Person-Centered Approach. This 45-minute online course offers one CME/CEU. It is a targeted training for clinical staff on culturally competent care. Through interactive exercises and mini-case vignettes, staff learns the key principles of our person-centered approach and cross-cultural care. It includes basic concepts, core cross-cultural issues (e.g., mistrust) and communication styles, language and interactions, health literacy, health beliefs and cross-cultural negotiation.
Cross-Cultural Care in Mental Illness and Depression. This 45-minute course offers one CME/CEU/CCM. It is designed for, but not limited to, mental health professionals. The course teaches communication skills essential to the diagnosis, treatment and ongoing management of individuals with mental health conditions, particularly depression. Because social and cultural factors affect an individual’s presentation of conditions and influences perspectives around treatment and care coordination, this module gives the tools and skills necessary for effective care planning. 
Culturally Sensitive Approach Fosters Trust, Builds Relationships and Improves Outcomes



Our care managers recognize the importance of taking a culturally sensitive approach when working with our diverse Massachusetts Senior Care Options Program members. For example, Jessica, a care manager who grew up in Puerto Rico, understands Latin American culture and their inclination to mistrust strangers. When Jessica visits an individual with a Latin American background, she walks into the member’s home and calls them “mama” and “papa,” like she does with her own parents. “When you care and give them respect, it’s amazing how much they are willing to do… One of the things they’re willing to do,” says Jessica, “is eat healthier—as long as they get the right encouragement.” Jessica knows she can’t just say, “You are a diabetic, here are your numbers, this is your A1C level, you need to do this and you can’t do that. If we use the word can’t, the wall goes up.” Instead, Jessica asks them to show her their kitchen and what they’re eating. When they do, Jessica, in turn, says, “Oh, this is wonderful, but have you tried to use this instead?” Jessica tries to help them remember the healthier foods they ate before they came to America, and then they think back and say, “Oh my, you’re right! I’m going to do it that way again.”

Attachment 5 Question (9.1.6 Care Plan Development):
9. Describe how the proposed care plan process will include a system to monitor whether the member is receiving the recommended care.
Member progress is reviewed, and the care plan is adjusted to make sure the member continues to receive an appropriate level of intervention, closes gaps in care and pursues age-appropriate immunizations and preventive care. The care plan is an ongoing, work in progress and may be modified at any time depending on the member’s need. To verify a care plan continues to meet member needs, case managers monitor closure of gaps in care. Through UM and claims history, trending of inpatient and ER utilization and verification during ongoing follow-up, care managers make sure members are making progress toward achieving care plan goals or have completed goals, documenting progress in the member’s record. Care managers monitor care plans and contact members to proactively identify members whose needs may have changed, indicating a higher or lower LOC may be warranted. A care manager collaborates with the member’s ICT, which includes the member, PCP and care manager and may also include a community health worker, pharmacist, medical director, BH clinician, social worker and health home workers, to address and coordinate care needs of the member across the continuum of care. For example, a community health worker may follow up after a PCP appointment to make sure the visit was completed. As appropriate, members are presented at an interdisciplinary case conference for an interdisciplinary review of a member’s needs.
On a monthly basis, care managers review open gaps in care, appointments that are pending with physicians and over/underutilization of services to assess the effectiveness of a member’s care plan. Additionally, for LTSS members, via in-person visits and monthly phone calls, community-based case managers verify missed visits and planned hospitalizations and validate that services are meeting the member’s needs safely in the community. Our proposed electronic visit verification (EVV) technology allows us to monitor utilization of services and real-time receipt of services performed. Adjustments to the care plan can be made as often as needed to support the member, and the care manager is alerted to changes in status and utilization trends that could have an impact on the member’s ability to remain safely in the community. For all members, changes are made to the care plan to enhance our ability to effectively improve or maintain the member’s whole health status and address integrated needs.
[bookmark: _Toc417732935][bookmark: _Toc418958665]9.1.7 Tracking and Reporting 
The Contractor shall integrate information about members in order to facilitate positive member outcomes through care coordination. The system shall have the ability to track the results of the initial health risk screening, comprehensive health risk assessment, the care plan, and member outcomes and have the ability to share care coordination information with the member, his or her authorized representatives, and all relevant treatment providers, including, but not limited to: (i) behavioral health providers; (ii) primary care providers; and (iii) specialists. The Contractor shall submit regular reporting regarding the selection criteria, strategies & outcomes of care coordination programs as prescribed in the Reporting Manual. 
Attachment 5 Question (9.1.7 Tracking and Reporting):
1. Describe how you propose to track and report on care coordination programs and share care coordination information with the member, authorized representative and treatment providers.
Integrating Information about Members to Facilitate Positive Outcomes
The transformation of health care to be person-centered and well-coordinated relies upon information being available to support comprehensive assessment, planning, a gamut of prevention and recovery-oriented services, and ongoing evaluation and assessment. We have made a major commitment to building information capacity in partnership with our providers and members to ensure information is available when and how it is needed, and through innovative modalities to support effective health care decision making and delivery of appropriate services.
Our information systems support a comprehensive, integrated, coordinated care platform (CommunityCare), robust analytics at the member, provider and program levels, automated report templates and ad hoc reporting capability. We have developed a standard set of tools that pull data from various sources (e.g., UM data from CareOne, care coordination information from CommunityCare, data from our CSP claims system and our HEDIS measurement systems) to track industry standard measures and implement evidence-based best practices. Having centralized member management information in one place allows us to provide reporting on consolidated data and facilitates information sharing, including care plans, with ICT members, including members and family/caregivers.
Process for Tracking and Reporting on Care Coordination Programs
We collect and analyze integrated clinical, financial and pharmacy data on a member level, making it possible to understand all of our members’ needs. This analysis allows us to partner with the Agency to provide key insights that really matter about Iowa High Quality Healthcare Initiative members. We collect data from a variety of sources, including our claims database, various population and demographic reports, state agencies, national, state and internal databases, our CommunityCare clinical management system, member and provider satisfaction surveys, GeoAccess analysis reports of provider availability, member grievance and appeal data, member treatment records, credentialing data and information collected through office site visits, PAs, QM measures, risk stratification capabilities and predictive modeling. For example, using CommunityCare, we can track initial health risk screening results and completion rates as well as comprehensive health risk assessment results and completion rates.
We use data analytics to conduct population health analyses that accurately identify any population type with which we work. These analyses confirm that we allocate resources efficiently (e.g., member care, health administration, funding) to program areas that would most benefit. We monitor the effectiveness of our programs, detecting population trending and changes, which allows us to refocus our efforts to meet any new and subsequent conditions. Our analytic tools support health risk analysis, predictive modeling and care planning activities attuned specifically to diverse populations with complex health care needs. Using these tools, we extract information from clinical and administrative data sources to identify activities such as:
Package members’ clinical episodes of care, prior use and prescription drugs for easier use in care coordination and community-based case management
Estimate future expenditures and calculate the probability of one or more hospitalizations
Create risk markers that can be predictive and provide clinical insights into why a member has risks
Identify gaps in care based upon nationally recognized, evidence-based clinical guidelines
Support chronic care/disease management interventions and decision-making, based upon evidence-based guidelines
Our executive steering committee (ESC) reviews care coordination program reports (including dashboard reports that target specific care coordination performance areas) on a monthly basis and recommends improvements based upon outcomes at the member and program levels. 
We agree to submit to the Agency regular reporting regarding the selection criteria, strategies and outcomes of care coordination programs as prescribed in the Reporting Manual.
Process for Sharing Care Coordination Information 
CommunityCare has the capability to share care coordination information with the member, his/her authorized representatives and ICT members, including the member’s treatment providers, such as BH providers, PCPs and specialists. CommunityCare houses and tracks a member’s care plan and his/her gaps in care and health outcomes. We review the care plan with the member and can send it to other treatment providers, as appropriate. We provide details of CommunityCare’s information-sharing capabilities later in our response to Question 2.
Regular Care Coordination Reporting
We agree to submit regular reporting regarding the selection criteria, strategies and outcomes of care coordination programs as prescribed in the Reporting Manual. We have relevant experience with similar reporting requirements in many states and can customize reporting based upon the Agency’s requirements. In addition, outcomes reports are generated on a monthly, quarterly and annual basis. This information is used to continuously refine and improve our care coordination strategies. These reports present core outcome metrics, such as: 
	Admission and readmission rates
PCP visits within seven days of discharge
High-risk members with a PCP visit within 90 days
	ER visit prevalence
Member experience ratings
Successful engagement rates


Attachment 5 Question (9.1.7 Tracking and Reporting):
2. Describe the system that you will use to integrate and share information about members in order to facilitate effective care coordination.
We document each interaction of care or services made with our community partners into our CommunityCare, our integrated coordinated care platform, to facilitate effective care coordination and enhance integration of person-centered activities and interventions. CommunityCare provides a mechanism to share the critical, relevant and timely member information essential to conducting ongoing care planning, management and coordination across a continuum of services and settings. Having comprehensive person-specific information in one central, easily accessible location helps to reduce the likelihood of duplicative or conflicting care coordination activities for a given individual. We will take a leadership role in working with ACOs, health homes and IHHs to help them to establish strong communication and technological links with physical health providers, members and families/caregivers, our care managers, community health workers and community-based case managers to achieve optimal results for integration of services across the health care spectrum that leads to optimal health and wellness for our members linked to accountable care providers.
CommunityCare Platform
CommunityCare is an HIPAA-compliant, secure, cloud-based health care record and information-sharing system that supports community-based collaborative care and provides comprehensive supports for the continuum of integrated, person-centered care coordination. The platform design supports care team collaboration by sharing care continuity documents and progress notes through Health Information Service Provider (HISP)/DIRECT. CommunityCare’s person-centered, shared, dynamic, coordinated, interdisciplinary care plan provides a comprehensive, electronic view of the relevant issues and care/service needs to support an individual’s optimal health and achievement of person-centered goals, which may focus on health, housing, employment, etc.
CommunityCare provides real-time coordination among multiple providers in different physical and BH care settings (e.g., social and family support for the specific populations). In addition, an individual, his/her support system and others involved in the individual’s care and services (with member consent) have access to our member’s centralized record in CommunityCare. It enables care managers to develop and share care plans and co-manage members requiring multiple specialists, caregivers and community-based services. ICT members have online access to the member’s care plan and can add, change or update issues, interventions and status, thereby providing timely and thorough communication for the whole team. Using CommunityCare while maintaining our structured clinical care coordination processes, the ICT can conduct assessments of an individual’s needs. The ICT can track the member’s progress online against the care plan using several key features, such as an audit log highlighting updates and changes to the care plan, filtering by particular domains (e.g., mental health), alerting based upon updates or changes and member input. By applying measureable, evidence-based best practices, the care team can create and then continually review and contribute to a person-centered, integrated care plan. The following graphic presents CommunityCare’s process flow from defining populations to engaging members and closing gaps in care.
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Figure 18. CommunityCare Process Flow. From defining populations to engaging members and closing gaps in care, CommunityCare facilitates integrated coordinated care across varied populations and delivery systems.
In addition, CommunityCare:
Tracks our member’s care preferences, prioritized health concerns, issues, intervention strategies, self-sufficiency goals, how well an individual understands and is adhering to the goals and progress assessments
Contains member and integrated care team contact information and maintains each member’s condition list, medications, service dates and outcomes, history, provider visits, diagnoses, issues, progress notes and case conference notes, lab results, gaps in care and medication adherence
Supports a multiplicity of assessments that trigger care events in the care plan 
Reminds care managers to conduct member outreach and perform assessments at specific time intervals and facilitates alerts and reminders to other care team members, such as notifications about preventive health screenings, follow-up care and routine provider visit compliance (medical and behavioral)
Identifies and integrates evidence-based medicine gaps in care and provides the right information at the right time, such as hospital admission, discharge and transfer (ADT) notifications, to identify opportunities to engage individuals
Provides real-time access to actionable information to target relevant interventions
Using the system’s messaging capability, providers and ICT members can communicate back and forth electronically and exchange information and documents with minimal delay. The system facilitates back-and-forth conversation in an easy-to-use format. It date/time stamps and tracks when a message is sent and when a message is opened and reviewed by the receiving person. It alerts users when an electronic message has not been opened and reviewed by the provider within a certain time frame to promote proactive outreach.
[bookmark: _Toc417732936][bookmark: _Toc418958666]9.1.8 Monitoring 
The Contractor shall develop a comprehensive program for monitoring, on an ongoing basis, the effectiveness of its care coordination program and processes. The Contractor shall promptly remediate all case specific findings identified through the monitoring process and track and trend findings to identify systemic issues of poor performance or non-compliance. The Contractor shall implement strategies to improve its care coordination program and processes and resolve areas of non-compliance. 
Attachment 5 Question (9.1.8 Monitoring):
1. Describe your care coordination monitoring strategies.
To evaluate program effectiveness, health plan leadership uses quality, utilization, operational and satisfaction indicators to monitor the effectiveness of our person-centered, integrated care coordination program and processes as well as member outcomes, including those participating in high-risk care coordination programs, an ACO, health home, IHH and LTSS. Indicators are measured and evaluated against goals on a monthly, quarterly and annual basis. 
Through a formal annual review process with our state customers, we analyze and present data and establish measurable goals for the upcoming fiscal year. This annual evaluation includes an analysis of the population and subpopulations to determine if the program is addressing member needs. This information is used to determine if strategies and resources need to be revised or adjusted to meet needs of specific populations within our existing membership. The completed Iowa annual evaluation document will be submitted to UnitedHealthcare’s Health Quality Utilization Management Committee for review and adoption. In addition, we continually analyze member complaints and inquiries and consider this data for opportunities to enhance or adjust processes. We use surveys to assess member and provider satisfaction with care coordination programs at least annually—an additional method to identify opportunities for change. Evaluation metrics measured include, but are not limited to: 
Impact of care coordination programs on ER visits and hospital readmissions rates
Percent of eligible population engaged in high-risk care coordination
Participation rates of the eligible population engaged in transition care management
Effectiveness of member engagement in care coordination
Staff compliance with program metrics; e.g., assessment completed within 30 days of identification and prioritization of care plan 
Impact of population health programs on HEDIS measures for targeted conditions
Member and provider satisfaction with population health programs
When performance is not favorable, we conduct a barrier analysis to identify root causes having an impact on performance and identify actions that need to be implemented to reduce or remove barriers to achieve optimum performance. Remediated processes are monitored, tracked and adjusted, as necessary, by leadership to meet our performance goals or targets.
Attachment 5 Question (9.1.8 Monitoring):
2. Describe how case specific findings will be remediated.
Case-specific findings are identified through multiple monitoring approaches, including routine monthly chart reviews by managers of care coordination staff and through trend reports, quality audits and member or provider complaints. Managers are responsible for generating monthly reports on case-specific findings and on personnel or population-specific trends or outliers. These reports are reviewed by leadership and by quality auditors on a monthly basis. Weekly ICTs hold case conferences to review specific cases to identify opportunities to improve outcomes for a specific individual—if they identify an issue, then they assess the severity of the finding and develop an appropriate timeline to address the issue. The care manager promptly outreaches to re-engage with the individual, family/caregiver and provider(s) to work on a plan to address the issue. The care manager monitors the situation, sets alerts in CommunityCare for follow-up and documents progress in the member’s record. The care manager’s manager monitors the member’s record and progress to ensure appropriate remediation of the issue.
[bookmark: _Toc417732937][bookmark: _Toc418958667]9.1.9 Reassessments 
The Contractor shall develop a process for reviewing and updating the care plans with members on an as-needed basis, but no less often than annually. In addition, members may move between stratified levels of care groups over time as their needs change; therefore, the Contractor shall develop a protocol for re-evaluating members periodically to determine if their present care levels are adequate. The Contractor shall also identify triggers which would immediately move the member to a more assistive level of service. Additionally, any member or provider can request a reassessment at any time. 
Attachment 5 Question (9.1.9 Reassessments):
1. Describe in detail your process for reviewing and updating care plans.
Care plans are not static documents. Changes in an individual’s condition can prompt or initiate a change or potential revision of his/her care plan. Further, individuals continually make progress toward achieving their care plan goals. We have established protocols and set clear expectations around the need for care managers to continually review and update their assigned members’ care plans—the frequency varies by individual occurring most of the time on an as-needed basis, but no less than annually. The care manager reviews and updates care plans with input/feedback from the member, family, PCP and others involved in the individual’s care as well as with consideration of updated claims data (e.g., medical, pharmacy, BH, DME, etc.) or assessment data. Reassessments are necessary to monitor the satisfaction of the member, family and PCP, to reveal problematic areas and to identify a need for revisions to the care plan. Reassessments occur no less than annually for individuals enrolled in high-risk care coordination or when an individual’s condition or an event warrants a reassessment. Reassessment results are incorporated into the care plan. Members and providers can request a reassessment at any time.
CommunityCare houses care plans and offers care managers the ability to set person-specific alerts or reminders to review and update the care plan or to conduct reassessments at specific times for individuals with complex conditions. A care manager’s manager can run CommunityCare reports to review specific care manager performance or look at individual member records to review the status of care plan updates at the member level. In addition, our formal adherence monitoring process tracks the frequency of care plan updates at the program level to ensure this process occurs per established performance standards. Through the adherence process, we produce dashboard reports for review by health plan leadership who look for trends and opportunities to recommend process changes to enhance our performance and achieve positive outcomes for our members.
Attachment 5 Question (9.1.9 Reassessments):
2. Describe the protocol that you will use for re-evaluating members to determine if their present care levels are adequate.
Key elements to an effective care coordination program are continual monitoring and evaluation. Because our members may move between stratified LOC groups over time as their needs change, our standard protocols for re-evaluating members include: 
Use Impact Pro to re-stratify all members on a monthly basis using claims, utilization and other cost drivers. Impact Pro produces reports reviewed by care managers and their managers. We evaluate risk scores, which have an established range for each stratification level. Data may drive the need for a reassessment to confirm an individual’s current care level is adequate or if he/she needs to move to a higher or lower LOC. Individuals with specific Impact Pro and SECA risk scores and those receiving LTSS automatically trigger comprehensive assessments.
Once an individual’s care plan has been implemented, at regular intervals, the care manager contacts the member and conducts evaluations (frequency depends on conditions and needs) to make sure the care plan is effective, goals are being met and to confirm the member is in the correct care level.Comprehensive Reassessments
The following needs or conditions may warrant a reassessment of a member:
Hospitalization or excessive ER use
Significant change in medication
Change in, or loss of, a caregiver
Medical, social, environmental or BH crisis
Major changes in the member’s medical, psychosocial or behavioral health

Conduct comprehensive reassessments or supplemental assessments to identify needs and coordinate or adjust person-centered care and services.
Attachment 5 Question (9.1.9 Reassessments):
3. Indicate the triggers which would immediately move the member to a more assistive level of service. 
Ongoing risk can be evaluated through service utilization triggers, practitioner referrals and sophisticated claims analysis. Through careful risk profiling, we have an early warning system to identify members who are at risk for requiring higher LOCs at a later date. By proactively reaching out to these members, we coordinate the services needed to support optimal health in the setting of their choice. All Iowa members will be re-stratified on a monthly basis. They may be re-stratified sooner if they newly fall into the highest cost group or have multiple inpatient admissions or ER visits in the previous six months. In addition, any member may be assigned to a higher level of service based upon assessment or reassessment results or through a member/family request or referral from a provider or community-based agency that has identified a need. Members and providers can request a reassessment at any time. The following triggers immediately may move an individual to a more assistive level of service: 
Becoming eligible for LTSS waiver services puts an individual in a high-risk level
A specific Impact Pro score or SECA report score puts an individual in a high-risk level
High-risk pregnancy
Excessive ER usage within a specific time frame
[bookmark: _Toc416176402][bookmark: _Toc417732938][bookmark: _Toc418958668]Section 10 – Quality Management & Improvement Strategies
Attachment 5 Question:
Please explain how you propose to execute Section 10 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
[bookmark: _Toc412724503][bookmark: _Toc414447842]Our Quality Program
We have 33 years of experience coordinating care for Medicaid and other publicly funded programs for more than 5.1 million members in 23 states, and we have developed and continue to refine an integrated quality management and improvement strategy—our Quality Program—to provide the structure for us to operate in accordance with all applicable state and federal regulatory and contractual requirements as well as NCQA accreditation and performance standards. Iowa benefits from the experience we have gained administering CHIP benefits to our hawk-i members for more than 15 years and from our flexibility to address the unique needs of Iowans. 
Our consumer promise is based upon a commitment to facilitate improvement in care and services to our members to help them improve their lives and their well-being. Our promise to our consumers is to engage them, advocate for them and empower them to take action toward better health. Our consumer promise is designed to:
Simplify
Make it easy: Streamline the experience across all touch points
Transparency: Ensure people understand what they need to know to make the right decisions 
Personalize
Made for me: Tailor offerings and interactions to reflect the needs and preferences of people
Partner: Work with people proactively to guide them in sickness and in health
Care
Open doors: Help people get and afford the best resources
Lead the way: Contribute expertise and resources to improve health and health care
Through our Quality Program, we objectively and systematically monitor and evaluate the quality and appropriateness of care and services, and act on that information through our leadership and committee structure. Our comprehensive Quality Program as described in this section incorporates the concepts of both quality improvement (QI) and total quality management (QM), leveraging a variety of tools to drive performance. 
Within our overarching Quality Program, improvement strategies for the Iowa High Quality Healthcare Initiative are designed to achieve health and well-being for the members we serve, whether it is a needed immunization, a referral to a specialist, or home and community-based services. Our Quality Program guides our execution by: 
Directly supporting the UnitedHealthcare mission, helping people lead healthier lives, and closely aligning with the Institute of Healthcare Improvement’s (IHI’s) Triple Aim concept, which encompasses a three-dimensional approach to reaching improved health care goals: Population Health, Experience of Care and Per Capita Cost. 
Fostering alignment with Iowa’s Healthiest State Initiative and its focus on wellness through the implementation of our integrator team approach, which provides the structure and accountability for interdepartmental and multidisciplinary alignment toward the achievement of quality goals and objectives. 
Inclusion of formal documentation of our QM and improvement processes in our trilogy of documents—the Quality Program Evaluation for the prior year, the Quality Program Description, and the Quality Work Plan for the upcoming year. 
Leveraging the strength of a multidisciplinary leadership and staffing team and an array of sophisticated data analytics resources.
Supporting Iowa’s quality initiatives—the Healthiest State Initiative, the Mental Health and Disability Services Redesign, the State Innovation Model (SIM) and the use of the Value Index Score (VIS) tool, as well as the Block Treatment Grant.
Offering provider and member education programs customized to meet the specific needs of Iowa providers and members on an ongoing basis.
Leveraging evidence-based guidelines to monitor provider performance and improve quality of care.
Incorporating clinical and non-clinical monitoring of key indicators, such as overutilization and underutilization of services by our members.
Gathering and analyzing member satisfaction data to drive improvement in the care and services delivered to our Iowa members through CAHPS surveys and other tools.
We bring a depth and breadth of expertise to the Iowa High Quality Healthcare Initiative as a result of the experience we have gained in our successful Quality Program for our hawk-i members. Our hawk-i Quality Program incorporates both continuous QI and total QM principles to support quality as defined by our state partners. As an example of our successes, in Iowa, 57 percent of our HEDIS measures improved between reporting year 2013 and reporting year 2014. In addition, our member satisfaction results for hawk-i were very positive. Our most recent CAHPS survey data revealed the following measures were in the 90th percentile nationally based on NCQA accreditation benchmarks, meaning we performed better than 90 percent of the plans that reported their data nationwide in the following domains:
	Rating of Personal Doctor
Rating of Specialist Seen Most Often
Rating of All Health Care
	Getting Care Quickly
Getting Needed Care
How Well Doctors Communicate


We monitor a broad array of indicators across the care and service continuum. We measure structure, process and outcomes related to health care; our programs are built to meet the gold-standard requirements of NCQA related to both care and service. In doing so, we assess and work to improve quality indicators related to structure, process and outcomes. 
Our history, coupled with the shared experience gained from our comparable Medicaid programs where we serve more than 5.1 million members across 23 states, allows us to address the unique needs of Iowa High Quality Healthcare Initiative beneficiaries. Iowans will continue to benefit from our ability to leverage best practices and shared experience in serving the unique population, particularly to improve quality in the areas of importance to the State, including pediatric preventive care, pediatric obesity, comprehensive diabetes care, blood pressure control, cancer screenings and follow-up for people with mental illness. 
Our written Quality Program will include all components outlined in Section 10 Quality Management and Improvement Strategies of the Scope of Work and the Request for Proposal as outlined below. 
[bookmark: _Toc416176403][bookmark: _Toc417732939][bookmark: _Toc418958669]10.1 Contractor Quality Management/Quality Improvement (QM/QI) Program 
Attachment 5 Question (10.1 Contractor Quality Management/Quality Improvement Program):
1. Describe your Quality Management and Improvement Program, addressing all elements outlined in Section 10.1.2. Include how you will monitor, evaluate and take effective action to identify and address any needed improvements in the quality of care delivered to members.
[bookmark: _Toc376260553][bookmark: _Toc411399991][bookmark: _Toc416176404]Our Quality Program provides an integrated, coordinated and Continuous Quality Improvement (CQI) system to ensure compliance with contract, state and federal requirements. We employ a knowledgeable, multidisciplinary Quality team and proven structures and processes that emulate national benchmarks, standards and best practices. We will compare these performance metrics to the State’s minimum performance standards, goals and benchmarks as well as to national and regional data, with the objective of achieving sustained improvement year after year and meeting benchmarks as quickly as possible. Our Quality Program encompasses the following elements:
Promoting and incorporating quality into the health plan’s organizational structure and processes:
Facilitate a partnership between members, providers, state agencies and health plan staff for the continuous improvement of quality health care delivery
Clearly define roles, responsibilities and accountability for the quality program
Continuously improve communication and education in support of these efforts 
Consider and facilitate achievement of public health goals in the areas of health promotion and early detection and treatment 
Effective monitoring and evaluation of patient care and services to ensure that care we provide meets the requirements of standard physical and BH practices, meets the cultural and linguistic needs of the membership, and is perceived positively by our members and provider network. We accomplish these goals by:
Evaluating and disseminating physical health, BH and preventive care practice guidelines that meet requirements of 42 CFR 438.236(b) and are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field, consider the needs of the members, are adopted in consultation with contracting health care professionals, are reviewed and updated periodically as appropriate, and reviewed at annual audit and at any other time that the Agency requests
Monitoring provider performance against established evidence-based physical and behavioral medicine
Surveying members’ and providers’ satisfaction with the quality of care and services provided
Collecting and analyzing data measures sets such as the Healthcare Effectiveness Data and Information Set (HEDIS®) and CMS Adult and Medicaid Core Measure Sets. 
Conducting QI projects focused on the physical and BH needs of the population or identified sub-populations throughout Iowa through ongoing data monitoring
Developing, defining and maintaining data systems to support QI activities and encourage data-driven decision-making
Providing culturally competent care and services 
Providing disease management and BH support programs that improve the quality of life for chronically ill members
Ensure prompt identification and analysis of opportunities for improvement with implementation of measurable actions and follow-up by:
Identifying and monitoring important aspects of care and service, quality indicators, problems and concerns about physical and BH care services provided to members
Providing ongoing feedback to members and providers regarding the measurement and outcome of QI (clinical and non-clinical) activities
Designing improvement initiatives aimed at incentivizing members’ engagement with the health care system and maintenance of a healthy lifestyle, and aligning those incentives with provider pay-for-value strategies to ensure optimal outcomes
Using rapid cycle improvement methodologies to consciously refine member-centric and provider-facing initiatives, allowing for flexibility and responsiveness to our Iowa members’ needs
Coordinate QI, risk management and patient safety activities by:
Aggregating and using risk management and patient safety data to develop QI activities
Identifying, developing and monitoring key aspects of patient safety in all settings, including inpatient and outpatient, home- and community-based services (HCBS), and BH 
Evaluating the consistency of the implementation of our decision-making system through inter-rater reliability 
Maintain compliance with local, state and federal regulatory requirements and accreditation standards by:
Monitoring compliance with regulatory requirements for QI and risk management opportunities and respond as needed
Ensuring that reporting systems provide appropriate information for meeting the requirements of external regulatory review and accrediting bodies
Developing action plans to improve performance consistent with state expectations
Using the results of our contractual performance in evaluating the Quality Program, comparing our metrics to Iowa’s performance standards, goals and benchmarks, to identify opportunities for continuous improvement 
Submitting data on required performance measures as requested by the State

Our philosophy supporting the assessment of quality management and improvement is to leverage our assets, capabilities and engage employees to provide our members, providers and state partners with cost-effective, high-value and high-quality services. 
[bookmark: _Toc417732940][bookmark: _Toc418958670]10.1.1 Program Objectives
The Agency seeks to improve the quality of care and outcomes for Medicaid and CHIP enrollees across the healthcare delivery system through this Contract. The Contractor shall be accountable for improving quality outcomes and developing a Quality Management/Quality Improvement (QM/QI) program that incorporates ongoing review of all major Contract areas. The QM/QI program must have objectives that are measurable, realistic and supported by consensus among the Contractor’s medical and quality improvement staff. Through the QM/QI program, the Contractor must have ongoing comprehensive quality assessment and performance improvement activities aimed at improving the delivery of healthcare services to members. As a key component of its QM/QI program, the Contractor shall develop incentive programs for both providers and members, with the ultimate goal of improving member health outcomes. The Contractor shall propose provider and member incentive programs with the Bid Proposal, as detailed in Section 10.3 below. The Contractor shall use the result of its QM/QI activities to improve the quality of physical health, behavioral health, and long-term care service delivery with appropriate input from provider and members.
[bookmark: _Toc414447845][bookmark: _Toc416176405]Our Iowa Quality Program goals and objectives are designed to meet the needs of the populations we serve and are outlined in our annual Quality Program Description, monitored through our Quality Work Plan, and evaluated through our annual Quality Program Evaluation. 
The overarching goals of our Iowa Quality Program are to assess, monitor and improve the health care services provided to our members, including services provided by contracted providers and subcontractors, and in home- and community-based settings. Our Quality Program also establishes the framework for all QM and improvement activities within the health plan. A full description of our Quality Management and Improvement Program, along with a detailed plan for how we will monitor, evaluate and take action to address improvements in the quality of care are included further in our response in this section. 
The overarching goals of our Iowa Quality Program are to:
Improve clinical quality through the promotion of prevention and wellness
Monitor access, availability and affordability
Enhance customer service and operational excellence
Our five-year Quality Program Work Plan objectives are to:
Promote and incorporate quality into our organizational structure and processes
Maintain an effective committee structure to improve quality of care, service, and safety
Facilitate partnerships between customers, members, practitioners and health plan staff for the continuous improvement of health care delivery
Improve health outcomes through member and practitioner education and outreach
Promote effective monitoring and evaluation of patient care and services provided by contracted practitioners/providers as compared to the requirements of evidence-based medicine
Evaluate and disseminate clinical and preventive guidelines annually
Monitor performance of practitioners and providers against evidence-based medicine
Provide disease and complex case management programs that improve the quality of life for chronically ill members
Improve to 90th percentile HEDIS Rating for key measures (accreditation measures) in the 2017 reporting year for those measures meeting the 50th percentile in 2016. Measures at the 10th and 25th percentiles improve to the next NCQA Quality Compass percentile
Improve to the 90th NCQA Accreditation Percentile if at the 50th percent or above for key questions/composites; achieve 50th percentile NCQA Accreditation Percentile if below the 50th NCQA Accreditation Percentile for key questions/composites. (Key questions: rating of personal doctor, specialist seen most often, all health care and health plan. Key composites: getting needed care, getting care quickly, how well doctors communicate and customer service.) For those measures not at the 50th Accreditation percentile, move to the 50th percentile
Achieve 5 percent improvement in provider satisfaction survey results over previous year
Ensure prompt identification and analysis of opportunities for improvement with implementation of actions and follow-up
Use quality improvement processes in all work plan initiatives, including PSDA as applicable
Identify and analyze existence of significant health care disparities in clinical areas
Identify quality of care issues and ensure they are acted upon and resolved
Provide ongoing feedback to in conjunction with network partners to customers and practitioners regarding the measurement and outcome of quality improvement activities.
Coordinate quality improvement, risk management, patient safety and operational activities
Identify potential gaps, opportunities for improvement and development of quality improvement activities
Review patient safety Quality Program Description and Work Plan, providing updates to the plan committee regularly, as appropriate
Implement and support the patient safety program 
Review and approve Quality Program Policies and Procedures
Identify quality of care issues and ensure they are acted upon and resolved
Identify opportunities and develop programs to promote safe patient care
Maintain compliance with local, state and federal regulatory requirements and accreditation standards
Support NCQA Health Plan Accreditation 
Maintain compliance with regulatory requirements for quality improvement opportunities and respond as appropriate
Develop and maintain reporting systems that provide appropriate information for meeting the requirements
Implement Performance Improvement Projects, as warranted 
Serve culturally and linguistically diverse populations
Reduce disparities in the delivery of health care by analysis of member language, and special needs and the associated barriers
Refine the patient-centered approach based on member demographics, including race, ethnicity and language preferences
Serve members with complex health needs
Evaluate through case management and other available data sets (using member population data and other programs) to ensure appropriate identification and management of members with complex health needs
Improve the health outcomes and satisfaction of consumers
Assist programs to meet the characteristics and needs of the population and relevant subpopulations
Pursue Healthiest State Goals
Decrease the number of Iowans who smoke, through health education campaigns and one-on-one member support
Increase consumption of fruits and vegetables by providing member incentives that support healthy eating
Increase the number of Iowans who are learning or doing something interesting daily through back-to-school events, community health fairs and clinic day partnerships
Increase the number of Iowans who have visited the dentist in the last year by providing member and provider incentives
Increase the number of Iowans who feel their boss treats them like a partner at work through education provided during health fairs and other community events
Monitor and evaluate Community First and U-First Member Rewards Program efficacy
Monitor SIM Project Plan
[bookmark: _Toc417732941][bookmark: _Toc418958671]10.1.2 QM/QI Program Requirements 
The Contractor must meet the requirements of 42 CFR 438 subpart D and the standards of the credentialing body by which the Contractor is credentialed in development of its QM/QI program. The QM/QI program descriptions, work plan and program evaluation shall be exclusive to Iowa and shall not contain documentation from other state Medicaid programs or product lines operated by the Contractor. The Contractor shall make all information about its QM/QI program available to providers and members. The QM/QI program must be approved by the Agency within 60 days after contract initiation and include, at minimum, all of the following elements: 
The Contractor must meet the requirements of 42 CFR 438 subpart D and the standards of the credentialing body by which the Contractor is credentialed in development of its QM/QI program. The QM/QI program descriptions, work plan and program evaluation shall be exclusive to Iowa and shall not contain documentation from other state Medicaid programs or product lines operated by the Contractor. The Contractor shall make all information about its QM/QI program available to providers and members. The QM/QI program must be approved by the Agency and include, at minimum, all of the following elements: 
Iowa Quality Program
We will continue to comply with the requirements of 42 CFR 438 subpart D and the standards of the credentialing body by which we are credentialed in development of our Iowa Quality Program, inclusive of both QM and QI. Our Quality Program description, work plan and program evaluation will continue to be exclusive to Iowa and contain only documentation relevant to the Iowa High Quality Healthcare Initiative. We will continue to make all information about our Iowa Quality Program available to providers and members as required by the State. We understand that our Quality Program must be approved by the Agency within 60 days of contract initiation. 
10.1.2.1 An annual and prospective five (5) year QM/QI work plan which sets measurable goals, establishes …;
Attachment 5 Question:
2. Describe how you will utilize program data to support the development of the Quality Management and Improvement Work Plan.
Drawing on our experience from hawk-i, we continue to use the program data from a variety of established sources to inform our Quality Work Plan that includes current performance goals and prospective goals for the next five years, exclusive to Iowa, continously monitored and updated no less than quarterly, to reflect new priorities and needs. The process includes the creation of critical quality indicators to measure the structure, process and outcomes of care and service rendered. Monitoring of this data is outlined in our work plan which dictates frequency and responsible party, as well as performance goals and benchmarks to support analysis of our performance. 
Our Work Plan, expanded to reflect the new popoulation under the Iowa High Quality Healthcare Initiative, will address the following:
Quality Program scope, including all Iowa High Quality Healthcare Initiative populations
Specific annual and five-year prospective objectives and progress toward goals
Quality of clinical care and associated measures, to include wellness, prevention, chronic conditions, the needs of specialty populations, BH and long-term support services
Quality of service and associated measures, including services rendered in the home or community
Safety of clinical care and associated measures
Member and provider satisfaction
Outlines time frames, responsible leaders and staff, and identification of previously identified issues for each activity
10.1.2.2 Dedicated resources (staffing, data sources and analytical resources), including a QM/QI committee …; 
Quality Program Resources
To support a robust Quality Program, we recognize that appropriate resources are needed from staffing to data analytics. We ensure this support through our integrated model and from leveraging the strength of our national and local multidisciplinary teams. 
Leadership 
A key to the success of our Iowa Quality Program is the ongoing leadership and direction provided by our executive team, in conjunction with clinical and quality leadership. Following are brief descriptions of our local senior-level positions and their involvement with and accountability for our Quality Program. 
Chief Executive Officer (CEO): Kathleen Mallatt is responsible for the implementation and ongoing oversight of the Quality Program, including monitoring the quality of care and service we provide and validating the availability of appropriate resources for the Quality Program. Ms. Mallatt also sees to it that fiscal and administrative management decisions do not compromise the quality of care and service provided to members. Ms. Mallatt is the chair of our QMC.
Chief Operating Officer (COO): Nancy Lind is responsible for overseeing operations in all functional areas. She interfaces with executive and operational leaders and oversees management staff. She also helps operationalize the Quality Program by coordinating administrative functions in a manner consistent with QI activities. Ms. Lind is a voting member of our QMC.
Medical Director: Michael Horn MD, a licensed physician in Iowa, is responsible for clinical strategy and management of the Quality Program. He provides the medical direction to our staff, participates in the credentialing process for network providers, coordinates review and approval with the Provider Advisory Committee (PAC), and oversees and implements activities to measure health services efficacy. Dr. Horn also collaborates with the Dr. Freed, BH medical director to verify integration of our Quality Program. Dr. Horn is a voting member of the QMC and chairs our PAC.
Behavioral Health Medical Director:  Charles Freed, MD ,the designated senior BH provider, advising BH aspects of the Quality Program related to clinical care and safety. The behavioral health medical director oversees BH-related QI activities and all BH aspects of the care advocacy and UM program. The behavioral health medical director is a voting member of our QMC.
Quality Management Manager: Quality management manager Mary Sweeney, RN, BSHA, has been with UnitedHealthcare for over 18 years and is licensed in Iowa. Ms. Sweeney is responsible for implementation of the end-to-end Quality Program. Ms. Sweeney is a voting member and the facilitator of our QMC.
Care Management Manager: Becky Rodd, an RN, is responsible for clinical and administrative oversight of concurrent review, case and disease management, UM and health education activities. Ms. Rodd interfaces with our internal partners in his/her oversight of the delivery of care and services to State members. This position participates in the operationalizing of the QI Program through inclusion on the QMC and by coordinating the UM Program as part of the overall institutional/health plan QI initiatives. Ms. Rodd is a voting member of our QMC.
Long-Term Care Manager: Lynn Parrish is responsible for the oversight of the implementation of our community-based and facility programs. The long-term care manager is responsible for overseeing long-term care provider reviews, utilization reviews, member satisfaction surveys, and member health and welfare. As such, the long-term care manager works closely with the quality director and CMO to ensure the special needs of this population are addressed in the Quality Program. Ms. Parrish is a voting member of our QMC.
Quality Program Staff
Our staffing approach will be inclusive of the requirements in Section 2.9.3 and will consist of additional resources to holistically support the populations covered by the Iowa High Quality Healthcare Initiative. Dedicated local staff, knowledgeable in the principles of QI and management as well as the needs of Iowans, will conduct day-to-day quality program functions and activities.
Quality Manager: Responsible for our adherence to contractual requirements and accreditation standards applicable to the Iowa High Quality Healthcare Initiative 
Quality Management Coordinator: Supports activities to maintain our ongoing compliance, including Performance Improvement Projects 
Critical Incident Nurse: Iowa licensed RN responsible for investigating and reporting critical incidents 
Quality Improvement Manager: Responsible for member- and provider-facing QI programs and activities
Health Promotion Staff: Conduct ongoing member education and outreach activities
Clinical Practice Consultants (CPCs): Field-based RNs in Iowa who work closely to support network providers in attaining quality goals
Data Analyst: Conducts data analyses to support the ongoing work of the Quality Program
Integrator Teams
We have developed an integrator team approach through which existing interdepartmental staff from network, clinical and quality work together to improve outcomes through data-sharing and coordinated activities. This approach is inspired by the Institute of Healthcare Improvement (IHI) Integrator concept. An integrator pulls together individuals and entities focused on the Triple Aim: population health, per capita cost reduction and members’ experience of care. 
Each integrator team supports defined provider groups. For Iowa, we anticipate that integrator teams will focus on persistent diagnoses such as diabetes, respiratory, physical and intellectual disabilities, pregnancy and SMI.
This approach features:
Shared accountability: All members of each integrator team have shared accountability for meeting clinical, network, operations and health outcome goals
Staff participation on integrator teams: Team members are cross-functional, data-driven and collaborative. 
Access to subject matter experts: Physicians, pharmacists, BH professionals and other clinical experts provide support to the integrator teams.
A comprehensive scorecard: Developed to reflect progress toward affordability, access, satisfaction and health outcomes goals
A comprehensive toolkit: Including deployable effective and/or evidence-based programs; visibility into provider pay-for-performance models and the VIS; provider and member education modules; and case management referral mechanisms. 
Measuring the Success of the Iowa Quality Model
	Objectives

	Right Care, Right Place
	Improved Satisfaction
	Compliance with Business and Regulatory Requirements
	Improved Outcomes

	ER utilization
Readmissions
	CAHPS results
Member complaint data
	After-hours access
Appeals
Claims payment
	HEDIS critical measures
CMS Adult and Child Core Measure Sets


Data and Analytical Resources
We use ongoing data analysis to appropriately measure the current quality of member care and service and to prioritize opportunities for improvement. The following data sources are used to support our Quality Program activities:
	Data Source
	Purpose

	SMART Data Warehouse
	Aggregator database for all claims, member, provider, pharmacy, vision, dental files, state history files and IRIS immunization registry files

	Universal Tracking Database (UTD)
	Applies portions of HEDIS specifications to data to support outreach activities such as generating member lists and provider/practice-level lists

	MedMeasures NCQA certified HEDIS software
	Generates official, final, audited HEDIS measures as well as provider profiles

	MedCapture NCQA certified HEDIS software 
	Captures data abstracted from medical records during HEDIS hybrid data collection

	IRIS (Iowa Registry Immunization System)
	State’s immunization registry, used to supplement administrative and medical record data during data collection

	Comparative Market Analysis & Reporting Tool (CMART)
	Centralized enterprise reporting for HEDIS and CAHPS, allowing for benchmarking and trending

	Impact Pro
	Provides our team with predictive modeling, evidence-based medicine and tailored clinical and business rules 

	Healthplan Manager application
	Provides our teams on-demand analysis of medical claims data combined with population demographics, geographic and economic data 

	CommunityCare, CareOne and Linx
	Clinical care coordination systems used for physical health, BH and LTSS, which provide process indicator data reflecting care coordination activities


We also maintain a data analytics and reporting team that produces the routine and ad hoc reports and leverages the vast resources of our databases and information technology.
Quality Program Oversight—Committee Structure 
Our Board of Directors, UnitedHealthcare of the River Valley, Inc., maintains ultimate responsibility for the quality of care and service rendered, and therefore, the entire Iowa Quality Program. The Board has delegated responsibility for implementation and oversight of Iowa’s Quality Program to the UnitedHealthcare Community Plan of Iowa QMC. The QMC is the decision-making body accountable for the implementation, coordination and integration of all QI and management activities for the health plan. Our committee is dedicated to ensuring Quality Program alignment with enhanced population health, individualized care and promotion of wellness in communities across the state. Our detailed quality committee structure is outlined further in Section 10.1.3, QM/QI Committee.
10.1.2.3 Address physical health, behavioral health and long-term care services;
Integrated Quality Program
As a result of our national experience operating integrated and coordinated models, we are well-positioned to offer solutions and best practices in Iowa that effectively coordinate, integrate and manage physical health, BH and LTSS. We fully integrate quality measures (both HEDIS and non-HEDIS) related to medical health, LTSS, BH services and other ancillary services, as appropriate, to provide a comprehensive Quality Program representative of the full continuum of care. We have experience in several states in integrating the full spectrum of care including Hawaii, New Mexico, Kansas and Tennessee.
In Iowa, we will incorporate services from across the continuum to reflect a comprehensive Quality Program. This will be accomplished in the following ways:
Integration of Committees: Our single, accountable QMC is responsible for oversight of all of our integrated functions. Implementation of the Quality Program and its Work Plan is the responsibility of the QMC. The QMC is the primary oversight body for clinical and administrative quality indicators and the actions taken to improve outcomes. With the incorporation of the BH director, LTC program manager, and other relevant ancillary clinical leaders, the QMC ensures the integration and coordination of administrative and clinical initiatives and reporting.
Integration of Data: A significant strength of our Iowa program is the ability to integrate reporting across the populations and health care continuum. This is accomplished through analyses completed by our experts in public health, quality reporting, data capture, coding and statistics. Our quality indicators will include measures reflective of care and service provided to all of our members. 
Integration of Programs: Our Integrator Model (referenced in Section 10.1.2.2) provides the structure that supports an integrated and holistic approach that focuses on both population health and individual members’ needs. 
10.1.2.4 Mechanisms to detect and address both under- and over-utilization of services;
Our Quality Program includes mechanisms to detect and address both overutilization and underutilization of services. 
Provider Profiling Acute and LTSS
We profile providers, at a minimum annually, by examining utilization patterns, such as ER visits, hospital readmissions, lab and pharmacy encounters, member visits to providers other than their assigned provider, in and out-of-network specialty referrals, and utilization by high-risk members. The clinical and quality teams partner to review reports on metrics and determine if there is evidence of inappropriate underutilization and overutilization. We also use this data to educate providers on their patterns of care. 
The Healthcare Quality and Utilization Management Committee (HQUM), a subcommittee of the QMC, monitors clinical activities including trending of underutilization and overutilization. In addition, in accordance with our policies, our clinical practice consultants (CPCs) use claims data to educate providers on rendering of services in accordance with evidence-based clinical practice guidelines. Aberrant patterns are reviewed by our PAC.
Upon implementation of PCP assignment, we will implement our standard practice, which is to profile high-volume PCPs to ensure statistically valid results for quality monitoring, improvement action planning and effective peer-to-peer comparison and assess overall performance of the provider network. Measures incorporate clinical, administrative and member satisfaction indicators. As appropriate, our Iowa medical director, Dr. Horn, or other local clinical peers will contact network providers to discuss the findings of aggregate analyses. 
Measures Currently Monitored With Provider Profile Reports
We will be able to monitor the following HEDIS measures specific to the State program:
	Number and Percent of Members Utilizing Inpatient Psychiatric Services
Follow-Up After Inpatient Hospitalization for Mental Illness
Well-Child Visits Ages 0–15 Months
Well-Child Visits Ages 3–6 years
Adolescent Well-Care Visits
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
	Pregnancy: Elective Deliveries
Pregnancy: Pre-Term Births
Comprehensive Diabetes Care
Controlling High Blood Pressure
Adults’ Access to Preventive/Ambulatory Health Services
Breast Cancer Screening
Body Mass Index (BMI) Documentation—Adults


For LTSS, we generate provider profiles to detect potential overutilization and underutilization of HCBS. These profiles are designed to assist us in monitoring provider encounter submission rates, to support discussions with providers regarding utilization patterns, and maintain a mechanism to provide feedback. Our Iowa LTSS profiles may include measures such as:
	Adult Protective Services (APS) referrals
Medical record reviews
Individuals admitted to nursing facilities who do not meet UM criteria for admission
LTSS members requesting change to another provider
	Access and availability
Falls with injury 
Medication errors
Elopements
Suspected abuse, neglect and exploitation


Systematic and Ongoing Monitoring
We monitor underutilization and overutilization through performance indicators and metrics using specific outcome measures, stratification or other criteria from a variety of robust proprietary databases and reports. 
Impact Pro: Impact Pro is a tool used to evaluate the quality and appropriateness of care and services provided to our members. Impact Pro provides our team with predictive modeling, evidence-based medicine, and tailored clinical and business rules to identify, stratify and assess member utilization. Monthly member claims data will be entered into the Impact Pro risk stratification engine. The data will then run through a series of algorithms and Impact Pro will assign a risk score to members. Depending on a member’s score and risk categories, a determination will be made whether to enter a member into a care coordination program or other clinical intervention. Analysis of impact reporting data will also allow us to identify potential barriers to care that must be addressed. At implementation and monthly thereafter, Impact Pro will perform predictive modeling of individual members and member groups based on diagnosis.
SMART and Universal Tracking Database(UTD): We monitor overutilization and underutilization through performance indicators and metrics with specific outcome measurements, stratification or other criteria as reported by our data warehouse applications Strategic Management Analytics Reporting Tool (SMART). Additionally, UTD includes information on member compliance with recommended preventive health services and the frequency with which members are receiving those services.
In addition to the methods above, we monitor underutilization and overutilization through reporting from our interdisciplinary care teams, case managers, disease managers, pharmacy, BH clinicians and other clinical staff. Reports summarizing our findings are presented to our local Quality Committees, including our HQUM and quarterly to our QMC meetings where decisions on effectiveness and continuation of underutilization and overutilization programs are addressed. 
Successes: Addressing Underutilization and Overutilization
Emergency Room: In Louisiana, we developed a pilot with Children’s Hospital of New Orleans to obtain near real-time data, such as ER diagnosis and admissions, discharges and transfers information. Using these data, we routed an ER health coach to members with non-emergent ER diagnoses. The health coach attempted to contact the member after his/her visit to discuss alternatives to visiting the ER, such as contacting our NurseLine, visiting his/her PCP, or going to an urgent care facility. As a result of this pilot, we saw a 28.3 percent reduction in ER utilization and overall costs for the last six months of 2013, compared to the first six months of the year.
Adult Preventive Care: Routine preventive care for adults allows for the detection of illness at an early stage when treatment is likely to work best. In Mississippi, we identified that 70 percent of our Medicaid members ages 20–44 had received a preventive or ambulatory care visit in 2012. Beginning in 2013, we deployed a multi-layered strategy to engage and encourage adult members to visit their PCP. This strategy is based on evidence-based outreach practices that have proven to be effective, including targeted postcard mailers, reminder calls and direct person-to-person outreach calls and education. As a result of our outreach, we were able to improve the rate of adults accessing preventive and ambulatory care by 16 percentage points to 86.3 percent. 
10.1.2.5 A process to monitor variation in practice patterns and identify outliers;
We have policies and procedures in place to monitor variation in practice patterns and identify outliers. With the oversight of our QMC, our quality team monitors participating providers against established clinical practice guidelines for acute, chronic and preventive care. In addition to overutilization and underutilization monitoring, provider profiling is used for quality of care monitoring, including identifying when a provider is not practicing in accordance with established evidence-based clinical guidelines. 
We will monitor variations in practice patterns by comparing case mix-adjusted member provider panels/clinics by provider type for the following indicators:
Discharges: Discharges substitute for admissions, a possible indicator of lack of outpatient access or proper care.
Hospital days: Abnormally low hospital days, especially compared with a high number of admissions, can indicate repeated admissions arising from inadequate discharge planning or poor outpatient care.
ER visits: High ER visits may point to a lack of access to routine care during normal business hours. (Since providers do not control access to the ER, a low ER visit would not indicate a provider-generated utilization.)
Encounters: Low PCP encounters may mean there is a barrier to access or that there is underreporting of visits in a capitation environment.
Specialty encounters: Low claims rates may translate into abnormally low referral rates.
Prescriptions: Low prescription refills correlate very highly with high hospital and ER use. Refills are generally counted as lasting 30 days.
Cost per prescription: If high, may indicate an underutilization of generic or formulary medications.
This analysis enables us to:
Identify opportunities for reducing variation in practice patterns
Provide participating providers with information about their practice
Coupled with the systems described above, we use analyses generated from our MedMeasures and UTD databases as described in Section 10.1.2.2 to compare individual provider performance on quality process and outcome indicators. 
Specifically, HEDIS measures, which are designed to measure performance against accepted standards of clinical practice, are applied to the individual provider or practice level to ascertain whether there are variations from expected performance, such as fewer pediatric preventive care visits that would be expected for a pediatrician. Our quality team and Dr. Horn review the data and plan actions accordingly. 
When opportunities are identified, in collaboration with their assigned integrator team, our quality department deploys our CPCs, who are field-based RNs, to meet with the provider and their office staff to review performance and the associated clinical practice guidelines. They work collaboratively with the practice to identify opportunities to improve the practice’s systems. Outliers or aberrant patterns will be reviewed by our Iowa PAC. 
10.1.2.6 Strategies designed to promote practice patterns that are consistent with evidence-based clinical …;
Attachment 5 Question:
3. Describe your experience and strategies in working with network providers to improve outcomes.
Our Quality program actively promotes provider utilization of evidence-based practice standards/protocols. Our QMC and the CMO are responsible for overseeing the work of our quality team in actively promoting adherence with practice guidelines. 
In Iowa, we have established meaningful relationships with our network providers and within the community. For example, our quality management manager Ms. Sweeney, RN, BSHA, visits our hawk-i network providers to discuss our Quality Program and initiatives. Upon expansion for the Iowa High Quality Healthcare Initiative, we are poised to enhance our support of our providers. 
Strategies to Promote Evidence-Based Clinical Practice 
Contracting 
Through the contracting process, the provider network is informed of the Quality Program and is required to cooperate in accordance with Quality Program goals. 
Clinical and Preventive Care Guidelines
We monitor our participating PCPs against established clinical practice guidelines for acute, chronic and preventive care using HEDIS and Early and Periodic Screening, Diagnosis and Treatment (EPSDT) rates.
Our quality committees review the aggregate findings of our monitoring and individual and practice-level results are shared with network providers through our integrator teams. 
New Provider Orientations
Materials presented during orientation include information about the Quality Program, how to give feedback or participate, and expectations of collaboration.
Network Provider Education
Our periodic educational and training sessions include review and updates about the Quality Program and allow the opportunity for direct provider feedback on the Quality Program and progress toward its stated goals. Provider education evaluations are aggregated and incorporated into our program evaluations and satisfaction surveys.
Our training programs include comprehensive and current information including population data related to specifric conditions as applicable, including patient registries, as well as tools for providers to conduct patient education and disease management.
Education occurs through face-to-face training, our website, and periodic provider forums for general or targeted education. Our electronic training library, which includes 400 online resources with over 600 hours of continuing education units accessible to behavioral and medical providers and their staff, is free of charge. Training topics include best practices, recovery and resiliency, as well as education on specific conditions and populations. 
Peer-to-Peer Communication During Medical Management
Dr. Horn and other health plan medical directors and nursing staff work closely with health care providers to review individual cases, providing education and feedback with the shared goal of optimizing health care outcomes, and promoting member and physician satisfaction. Cases for peer-to-peer discussion are identified when the network provider’s plan of care deviates from established clinical practice guidelines.
Physician and Practice Manager Satisfaction
In an effort to continuously improve our partnership with participating providers and their practice managers, we conduct annual surveys designed to assess which services are important to health plan providers and determine physician and practice manager satisfaction with UM processes, as well as continuity and coordination of care activities.
Survey results are summarized and reviewed by the QMC committee to identify areas for improvement and develop action plans. For example, as a result of the 2013 provider satisfaction survey, we developed a PA guide to assist hawk-i providers with PA requests. In addition, the results are published in the provider newsletter. 
Preventive Care Education
Education on EPSDT periodicity schedules is distributed annually, to supply up-to-date screening guidelines and support notification of screenings due among their assigned member panel. If our analyses indicate an opportunity to promote better adherence to the schedule, we will increase education to the broader network or to specific providers. In Iowa, on-site visits to practitioners will be conducted by members of our integrator teams focused on education and helping the practice improve their performance. 
We will leverage our partnerships with community and state agencies in Iowa to enhance health promotion on a community-wide scale and to promote the goals of the Iowa Healthiest State Initiative. Through these partnerships, multiple resources are linked to enrich provider educational efforts and ultimately member health and wellness. 
Provider Incentives and Value-Based Contracting
As part of our value-based contracting strategy, we will incentivize providers with additional compensation opportunities for achievement of designated quality and HEDIS measures. 
Clinical Practice Consultant Program
As part of the Integrator Model, our CPCs, field-based RNs, are critical to supporting practices in attaining our quality goals. The CPC program is responsible for strategically developing clinically oriented provider and community-based partnerships to increase quality scores based on state-specific quality measures. 
Provider education regarding the QI program involves analysis and review of quality outcomes at the provider level, monitoring, measuring and reporting on key metrics to assist providers in meeting quality standards, state contractual requirements, and pay-for-performance initiatives. 
HEDIS in a Box Toolkit 
This user-friendly pocket guide designed specifically for PCPs offers an at-a-glance, checklist-type reference for the recommended adult and pediatric preventive health services, and summarizes the HEDIS requirements for each measure. The toolkit includes guidelines, flow sheets, other documentation tools, and education on correct coding of preventive/ambulatory and disease management services.
10.1.2.7 Analysis of the effectiveness of treatment services, employing both standard measures of symptom …;
Analysis and Improvement of Treatment Service Effectiveness 
In keeping with Iowa’s Healthiest State Initiative, our Quality Program in Iowa will focus on wellness, prevention and quality of life. We will incorporate and analyze additional indicators to assure we monitor the treatment we facilitate with the aim of evaluating effectiveness and ultimately reducing and managing symptoms for and improving the functional status of Iowans. We also look forward to collaborating with the Agency as it develops reports, baseline data and performance targets surrounding quality of life outcomes for members, such as increased life expectancy; number and percentage of members who gain and maintain competitive employment; number and percentage of members engaged in volunteer work; satisfaction; and reduction in homelessness. We can leverage our most recent experience in Kansas and Florida in the measurement of Quality of Life indicators, as well as other monitoring we currently conduct for our waiver and special needs populations. 
Our planned measures include:
HEDIS control measures for all populations as indicators of improving health as a result of health education and disease management efforts; examples include blood pressure, HbA1c and cholesterol.
Admission rates for specific conditions as indicators of our ability to effectively identify high-risk members and intervene early to assist symptom management and prevent complications or decompensation. Examples from the CMS Adult Core Set include:
Heart Failure Admission Rate
Chronic Obstructive Pulmonary Disease (COPD) or Asthma in Older Adults Admission Rate 
Asthma in Younger Adults Admission Rate 
Plan All-Cause Readmissions 
For our members with HIV and AIDS, Viral Load Suppression as an indicator of our ability to support their care and treatment plans 
Monthly review of aggregate data for our members receiving LTSS showing members’ trends in functional status, to both identify adverse trends as well as monitor effectiveness of our programs.
Decreased nursing facility and ICF/ID days of care, as well as hospital admission following nursing facility and ICF/ID discharge, as indicators of the effectiveness of our case management and discharge support programs. 
Results from our Quality of Life are used to measure the effectiveness of the transition of care support service we provide on the person’s quality of life over a three-year period. We use the Quality of Life Survey developed by Mathematica for CMS.
IHI Functional Status tool
[image: ]First Quality of Life Survey Administered in Kansas
	In 2014, our Florida and Kansas health plans rolled out the Person-Centered Transition 	to Community project, which places emphasis on supporting the unique needs of an 	individual while maximizing their opportunity to live independently in the most integrated 	community setting. One of the key performance metrics of the transition project was 	defining measures and benchmarks to evaluate the effectiveness of the transition project 	on the person’s quality of life over a three-year period. After reviewing four different survey instruments, the transition workgroup recommended using the Quality of Life Survey. 
Mr. Carter was living in a nursing facility in December 2014 when Debra, a community transition care coordinator at our Kansas health plan, met him. Prior to his nursing home admission he had been living in the community, but his health started to decline after he fell while getting the mail. 
He transitioned to the nursing facility after a hospital stay, but his preference was to move to the community. After reviewing Mr. Carter's physical health and psychosocial dimensions, Debra started the process to help him reach his community integration goals.
Earlier this year, the first Quality of Life Survey was administered to Mr. Carter in the nursing facility by Debra. Last week, she visited him in his new apartment in an assisted living setting. Two months after moving into his new home, Mr. Carter reported that he is happier and appreciates the small things in life like independence, privacy and deciding what he wants to do. He said, “It’s a lot quieter here and everyone is real friendly. They let you drink what you want and choose your own food to eat. I can watch TV and they don’t make me turn it off.” 
Mr. Carter summed up the conversation with “I like it a whole lot better living here,” which made Debra’s day. 

10.1.2.8 Monitor the prescribing patterns of network prescribers to improve the quality of care coordination …; 
Strategies to Promote Evidence-Based Pharmacy Utilization and Prescribing Patterns
We monitor pharmacy utilization and outcomes through our robust pharmacy management programs. Subsequently, related quality process and outcome indicators are reviewed by our Iowa HQUM and QMC committees. Several current programs are designed and implemented to improve quality and performance based on those findings.
The program encompasses retrospective and prospective DUR (Drug Utilization Review). Clinical pharmacists conduct reviews of complex cases in conjunction with the medical staff as an integral part of the clinical team. We also manage appropriate utilization via the Prior Notification System (PAS). Our dedicated internal staff of clinical pharmacists drive appropriate utilization by administering guidelines developed by our clinical staff following accepted medical practice. These guidelines are reviewed and approved by our internal P&T Committee.
Pharmacy Management Program Reports and Measures: 
We analyze overall pharmacy overutilization and underutilization, trends and prescribing patterns, and generate specific reports such as: 
	Top 100 drugs 
Top 100 members’ utilization 
Top 100 prescribers
Therapeutic class report
	Prenatal vitamin report
Antihemophilia clotting factors 
HIV/AIDS therapy reports


Performance Improvement
We conduct retrospective DUR to identify individuals who may demonstrate inappropriate utilization. For example, we review drug histories to identify polypharmacy. Individuals who are visiting a high number of providers, pharmacies and exceed the threshold for number of controlled substances received are identified via claim history review. Providers are made aware of the utilization pattern and appropriate steps are taken to manage the utilization pattern. 
Our educational programs focus on preventing the misuse or unnecessary use of medications, promoting cost-effective medication, and monitoring treatment effectiveness and safety. Our programs improve clinical outcomes by enhancing medication compliance and safety which also has the added benefit of reducing health care costs. Several different strategies are deployed to manage member medication utilization, including member- and provider-based interventions and educational programs.
Our pharmacy department is an integral part of our clinical services team and works closely with the medical management team to drive appropriate utilization. In addition to “point-of-service” edits which flag potential outlying prescriptions for review prior to dispensing, we routinely conduct RDUR analyses to identify appropriate drug use by age with the objective of detecting and minimizing potentially inappropriate use by age. We use RDUR algorithms specifically targeted at psychotropic use by children and adolescents that also incorporate State and HEDIS guidelines. We retrospectively look at utilization to detect medication adherence, such as gaps in use of psychotropic medications or overutilization of psychotropic medications. For children in foster care, we might review: four or more concomitant psychotropic medications (<18YO); two or more antidepressants concomitant (<18YO); two or more antipsychotics concomitant (all ages); <4YO on antipsychotic (in past three months); <4YO on antidepressant (in past three months); <4YO on alpha agonist (in past three months); <3YO on stimulant (in past three months).
We developed these criteria based on expert opinions and published literature. We analyze the member health records for those members meeting the criteria and, as appropriate, contact members and caregivers. From the set of all identified members, we further identify the subset of prescribers whose prescribing patterns exceed acceptable parameters. We use narrower criteria that focus our efforts on the most critical issues to target prescribers for peer-to-peer intervention. For example, we initiate peer-to-peer discussions with the treating practitioner to determine the rationale and appropriateness of the therapy; educate the prescriber; and, if appropriate, recommend alternative practices.
Example of Improving Outcomes Through the Monitoring and Analysis of Pharmacy Data
In October 2014, we began a Six Sigma project to look at root causes and effective solutions to improve our HEDIS ADHD (ADD-I) rates. 
Through the Six Sigma process, several root causes were identified, including:
Lack of plan access to timely information about members for whom a new ADHD medication had been recently filled (data was received monthly). Very few states, including Iowa, had access to data every other week. Weekly data were available in Pharmacy OnLine Resource (OLR) tool, but manual pulls required were too resource-intensive to sustain and apply to multiple plans 
Lack of parental and provider knowledge of optimal timing for the visit based upon clinical practice guidelines for ADHD 
This lack of weekly data meant that Plan outreach to parents or providers could not occur early enough to foster compliance with the timing of the visit and lead to improved outcomes. 
As a result of the barrier analysis conducted, the project team partnered with our data analytics resource team to develop automated weekly files to address the above root causes. Implementation of weekly file availability began in April 2015. These data will be used to guide earlier interventions on ADHD medication adherence for both providers and members, including appropriate and timely member outreach and education. It is anticipated that these interventions will lead to improved health outcomes.
10.1.2.9 Written policies and procedures for quality improvement including methods, timelines and individuals …;
At least annually, our Iowa Quality Director formally documents our QM and improvement processes through a trilogy of documents: the Quality Program Evaluation for the prior year, which in turn informs the development of the Quality Program Description and Quality Work Plan for the upcoming year. Our written policy NQM-048 Quality Program outlines the process for creating and maintaining these foundational documents, which are specific to our Iowa Quality Program. 
Our Iowa trilogy documents serve as the cornerstone for our Quality Program, including methods, timelines and individuals responsible for completing each task. The Iowa QMC and Board of Directors ultimately approve all three documents. The approved documents are submitted to the Agency by the deadline required and are available for review by the Agency or an external quality review organization (EQRO) as requested. 
The Quality Program Description provides detail regarding the goals, objectives, structure, oversight, leadership participation, resources, methodologies used (e.g., Plan-Do-Study-Act [PDSA], Six Sigma, Rapid Cycle) and key components of our Iowa Quality Program. Five-year goals and objectives are set based upon the findings of the previous year’s evaluation, as well as direction from the Board and our executive team to ensure alignment with the Iowa High Quality Healthcare Initiative and Iowa’s Healthiest State Initiative. 
The Quality Work Plan is a living document, updated no less than quarterly, which includes monitoring of progress against our five-year goals. The Work Plan directs the routine activities under the Quality Program and is the basis for our committee activities. Through quarterly updates and subsequent review and approval by the QMC, we can ensure that the Work Plan encompasses all aspects of clinical care and health plan operations, designates responsible leaders and staff for each activity, and includes a time frame for completion and reporting of each activity to the appropriate committee. 
The Quality Program Evaluation is the annual assessment of our effectiveness. The quality team reviews in detail the findings of each activity on the Work Plan for the prior year, as they align with the critical components in the Quality Program Description, and evaluates our performance against the established, approved performance goals and benchmarks. By incorporating qualitative and quantitative data, clinical service and satisfaction data, and committee actions, the Evaluation assesses whether we have met our goals for our Iowa Quality Program. 
10.1.2.10 System for monitoring services, including data collection and management for clinical studies, …;
Our comprehensive quality scorecard, which includes key process and outcome indicators, allows us to systematically identify opportunities for improvement on a continuous basis. For all quality initiatives, we objectively and systematically monitor and evaluate opportunities that may result in Performance Improvement Projects (PIPs) or other formal or informal QI activities. These activities are aimed at improving the quality, timeliness and/or appropriateness of our care and service delivery. 
The data that are monitored through our scorecards and Quality Work Plan is derived from multiple sources including our NCQA-certified HEDIS software, our claims data warehouses and clinical management software. Our quality team is able to directly query these databases or receive consultation and assistance from our data analysis and reporting unit or business intelligence experts. Measures generated from these sources are maintained in our scorecards, which are reviewed by our committees, and are subsequently maintained as key records by the health plan. 
When opportunities are identified, appropriate methodology is determined, whether it is a formal PIP or an informal PDSA cycle, and the relevant data are collected and analyzed. 
Rooted in both quantitative and qualitative analyses, our internal QI activities provide:
Established baselines and measure interventions and timelines for follow-up re-evaluations
Objective, clearly defined indicators based upon clinical knowledge or research
Intervention outcomes (e.g., changes in health status, functional status and member satisfaction) or valid proxies of those outcomes
Identifiable clinical improvement opportunities based upon the needs of the population, collaborative opportunities with our state partners, or feedback from our network
Feedback on the findings and initiatives as well as progress from our PAC
Structured processes and scientific methodology set by the accrediting entity, regulatory agency or designated EQRO
For example, for our hawk-i plan, we identified that our performance on the HEDIS Adolescent Well Care declined from 53 percent compliance in 2012 to 51 percent compliance in 2013. Although not statistically significant, the decline was cause for concern given the programs we have deployed that target this measure. Subsequently, we implemented a quality study to assist us in understanding and addressing these findings. 
After reviewing our results, our team decided we needed to better understand what motivates our hawk-i adolescent members and their parents/guardians to access care. Therefore, the stated objectives of our study were:
Understand why enrolled teen members do or do not use their coverage
Determine whether incentives might prompt them to access care
Identify ways to encourage adolescent well-care visits and immunizations 
To conduct a root cause analysis, we selected Essman/Research, based in Des Moines, Iowa, to conduct a phone survey, and the vendor Periscope to analyze the qualitative findings. Our target was the parents/guardians of hawk-i teen members, ages 13 to 18, across Iowa. Participants were selected from a database of members currently enrolled in the hawk-i plan, and only one participant per household was chosen. We offered a $25 incentive for the members that completed the survey.
Between April 14 and April 21, 2014, 150 telephone surveys were completed. The following key findings were identified through analysis of the surveyed members’ responses to our questions as well verbatim feedback on overall plan performance: 
Teens go to the doctor when there is an acute reason, such as an illness
27 percent reported that their last visit was because of short-term illness
9 percent reported that their last visit was due to emergent care needs
6 reported that their last visit was for management of an ongoing condition
Incentives alone are not enough to prompt an adolescent well-care visit: 72 respondents (50 percent) said an incentive would not encourage their teen to attend an appointment, and another 17 respondents (12 percent) did not know if it would have an effect.From the hawk-i Survey:
Question: Is there anything else about your teen’s health care coverage or coverage under the UnitedHealthcare hawk-i plan that you’d like to share?
Answer: We have always felt very well taken care of by hawk-i. It’s the best insurance I’ve ever encountered. 

Parents/guardians are aware that hawk-i covers adolescent well-care visits (90 percent), but were unaware that the sports physicals that are completed for their teen do not meet the clinical practice guidelines for a full preventive care exam.
For the study, we also reviewed each of our interventions deployed in 2013 and their timing during the 2013 calendar year. These interventions included a teen incentive mailing, which did not seem to be effective, as we had sent 2,236 mailings offering the incentive, and as of December 31, 2013, we had received only 77 responses. 
Based on our findings, we implemented a change to our member incentive program and implemented a new provider office staff incentive program. We changed the timing of the incentive mailing to May of 2014 with the anticipation that it would increase response rates because this is a time when kids are out of school and have more availability for adolescent preventive exams. This also coincides with school sports physicals, which are usually scheduled in June and July in preparation for the next school year. The findings regarding utilization of primary care for acute illnesses reinforced the need to educate providers on their ability to conduct and bill both a sick visit and a pediatric preventive health exam on the same day. Quality management manager Ms. Sweeney provided education through mailings and town halls. We are pleased that our interim rates for 2015 (care rendered in 2014) already indicate an improvement to 53 percent, already exceeding our 2012 and 2013 rates. 
10.1.2.11 Participate in clinical studies and use Healthcare Effectiveness Data and Information Set® (HEDIS®) …;
Attachment 5 Question:
4. Detail your experience in and strategies for improving quality indicators, including HEDIS measures, CAHPS measures and satisfaction surveys. Describe how you will apply that experience in Iowa.
Quality Measure Reporting Experience 
HEDIS Reporting
Since 2000, we have collected, analyzed reporting, and improved HEDIS and CAHPS measures in Iowa. UnitedHealthcare submits hawk-i CHIP HEDIS rates to the Agency as required by our contract. We have extensive national experience tracking, reporting and improving HEDIS measures. In total, for 2014 (for care rendered in 2013), we completed 15 Medicaid health plan HEDIS submissions, 86 commercial submissions and 158 Medicare submissions. All submissions were deemed reportable by our external, NCQA-certified HEDIS auditor, validating our administrative and medical record data collection methods. We participate in clinical studies and use HEDIS rate data to regularly assess the quality and appropriateness of care provided to members.
HEDIS serves as our standard set of indicators to continuously measure plan performance. Results are used to identify current gaps in care or service and are integrated into our QI projects. HEDIS measures allow us to track and benchmark performance across the following areas:
Preventive (e.g., lead screening, immunizations, cervical cancer screening, breast cancer screening, chlamydia screening and well-child visits)
Chronic care (e.g., diabetes, cholesterol management and treatment of asthma)
Behavioral health (e.g., follow-up after hospitalization for mental illness, antidepressant medication management)
Access to and availability of care
Our HEDIS data are generated by NCQA-certified HEDIS software, MedMeasures, which provides us with monthly reports and ad hoc reports to support continuous QI, as well as our annual, certified final HEDIS results. Our final HEDIS results are audited by an NCQA-certified HEDIS compliance auditor. Monthly analysis of our HEDIS performance allows us to implement and participate in clinical studies and to periodically and regularly assess the quality and appropriateness of care provided to our Iowa members.
CMS Quality Measures for Adults and Children in Medicaid and CHIP
We submitted the Outcomes Measure reports according to the CMS 2014 Core Set of Children’s Health Care Quality Measures to the Agency as required by our current contract. While we do not have adults currently enrolled in the hawk-i program, nine of our health plans nationwide reported one or more Adult Core Set measures in 2014, and we are currently preparing Adult Core measure reports for 11 states reporting in 2015. We will participate in clinical studies and use health care quality measures for Medicaid-eligible adults described in Section 1139B of the Social Security Act to regularly assess the quality and appropriateness of care provided to members.
Achieving Improvements and Industry-Leading HEDIS and Core Set Results
We compare our Iowa HEDIS measures to state minimum performance standards as well as NCQA benchmarks with the objective of achieving improvement year after year and meeting performance improvement goals. Nationwide, we demonstrated an improvement in 69 percent of 2014 Medicaid HEDIS measures and sub-measures over the prior year. 
In Iowa, 57 percent of our measures improved between reporting year 2013 and reporting year 2014. A few highlights of our improvements include:
Childhood Immunization Status
As a result of initiatives including interactive automated calls, targeted live outreach calls and our annual preventive letter to consistently compliant members, we attained the following improvements:
Hepatitis A immunizations: Our rates improved by almost 28 percentage points from 59 percent in 2013 to 86 percent in 2014 
Combination 4 Immunizations: Our rates improved by almost 16 percentage points from 55 percent in 2013 to 70 percent in 2014 
Combination 7 Immunizations: Our rates improved by 14 percentage points from 49 percent in 2013 to 63 percent in 2014
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
As a result of initiatives, including interactive automated calls, targeted live outreach calls, and our annual preventive letter to consistently compliant members, we attained the following improvements:
Percentage of members receiving counseling for nutrition: Our rates improved by 6 percentage points from 39 percent in 2013 to 45 percent in 2014
Percentage of members receiving counseling for physical activity: Our rates improved by 8 percentage points from 35 percent in 2013 to 44 percent in 2014
Children and Adolescents’ Access to PCPs
As a result of initiatives including interactive automated calls, our annual preventive letter to consistently compliant members and direct provider education, we attained the following improvements:
Children’s Access to a PCP for ages 12 to 24 months: Our rates improved almost 10 percentage points from 86 percent in 2013 to 96 percent in 2014
A primary focus of our QI program is improving our HEDIS performance, and we employ a variety of approaches to achieve this aim:
Targeting Members for Outreach Using HEDIS Measures
Our goal is to engage our members using the right intervention, at the right time, in the right way. We use our prospective HEDIS reports to assist in identifying and stratifying members for outreach. Examples include:
[image: ]Telephonic Outreach: In 2014, we made over 4,000 calls to our hawk-i members. Our internal member services advocates, as well as external vendors, conduct outbound reminder calling programs that include live or automated preventive health calls to educate new and existing members who have been identified as needing recommended services in areas such as access to care, child’s health, women’s health and chronic medical conditions. 
Educational Mailings: We provide education through educational mailings using a set of targeted member health education and prevention reminder mailers. In 2014, we mailed over 1,000 educational letters to our hawk-i members, including our annual preventive letter to remind consistently compliant members of their needed annual preventive care, and over 300 educational mailers to the parents/guardians of children due for lead screenings. 
[image: ]Incentives: Member incentive programs are designed and tracked to encourage members to access appropriate care; incentives are designed to be both appealing to the member and to reward healthy behaviors in alignment with Iowa’s Healthiest State Initiative. Our hawk-i member incentive program for teens included over 2,236 mailings and resulted in a 4 percent improvement in our adolescent well care HEDIS measure. 
Web-Based Education: Our members have online access through our website, uhccommunityplan.com, to educational information on recommended preventive screenings and preventive care.
Clinic Days and Health Fairs: In partnership with our Iowa outreach team, participating providers, and community-based organizations, we held clinic days and health events to educate members and close gaps in care. Between March 2014 and January 2014, we conducted 19 community-based health events. These have included events focused on health education, resources, screenings and physicals, immunizations, and social needs such as school supplies and meals.
Physician Engagement to Improve Quality Indicators 
We strive to be a most trusted partner to our providers in facilitating quality care. Examples of ways we support participating providers in this shared goal include:
Pay for Value: Our provider incentives promote achievement of designated quality and HEDIS measures aligned with our annual Quality Program goals. A Clinical Practice Consultant Story
“Our clinical background as nurses allows us to use a professional approach to patient care while representing UnitedHealthcare. The relationship is based on lending a helping hand to the providers to meet their regulatory HEDIS obligations while encouraging their goal of the best patient care and preventive approach to wellness. It is a challenging assignment that is measured by closing gaps in care, providing healthy choices for members, and making the provider a partner in “helping people live healthier lives.” –Kathleen Grimm, RN, BA-HCA
Medicaid Clinical Practice Consultant
South Florida

Clinical Practice Consultant Program: Our program employs local RNs who visit high-volume practitioner offices to educate providers and staff on HEDIS and other quality requirements, expectations, and available provider tools and services. 
HEDIS in a Box: This user-friendly pocket guide designed specifically for PCPs offers an at-a-glance, checklist-type reference for the recommended adult and pediatric preventive health services, and summarizes the HEDIS requirements for each measure.
Physician Quality Reports: PCPs routinely receive reports that include member-specific information highlighting potential gaps in care. Reports are generated using claims and encounter data, which are monitored on an ongoing basis to also facilitate feedback to providers on individual and plan performance. Actionable information is delivered conveniently and on a timely basis using mail, face-to-face and our Web portal. 
Provider Portal Data: The secure provider portal is populated with the above information relative to individual members’ compliance with preventive health guidelines and the individual physician’s experience. This information will be available on demand and updated regularly with claims and other information. This is a tool that supports the physician in engaging and educating the member.
CAHPS (Member/Consumer Surveys)
Annually, we conduct an NCQA-certified CAHPS survey to assess overall member satisfaction and to identify and prioritize opportunities for improvement. Unless instructed otherwise by our state partners, our surveys are conducted by DSS Research, an independent vendor certified by NCQA to conduct the CAHPS 5.0H survey. 
We will participate in clinical studies and use CAHPS survey results to assess the quality and appropriateness of care provided to members. CAHPS member survey results are used to measure health plan and provider network performance in the following areas:
Overall levels of satisfaction with UnitedHealthcare, which helps us assess broadly whether we meet our members’ expectations
Customer service, which allows us to implement ongoing improvements in the overall member experience
Provider communication, which gives us data to help inform our education programs
Member satisfaction with his/her PCP and the specialty care practitioners he/she visits most often, as a key driver of overall member satisfaction 
Monitoring of access to primary and specialty care, tests and treatment, which allows us to identify members’ perceived barriers to access and availability
In addition to survey results, we monitor member complaints and grievances received from our hawk-i members on an ongoing basis. Year-over-year, CAHPS results as well as member complaints and grievances trend data are shared with the Iowa QMC to identify opportunities for improvement. These opportunities and the resulting improvement activities are incorporated into the Quality Work Plan. 
Iowa Child Medicaid Survey Results and Children with Chronic Conditions Medicaid CAHPS Survey Results
In 2014, we conducted the Child CAHPS survey for our hawk-i membership as well as the survey for children with chronic conditions. We are proud of our results. The following measures are in the 90th percentile nationally based on NCQA accreditation benchmarks, meaning we performed better than 90 percent of the plans that reported their data nationwide.
	Rating of Personal Doctor
Rating of Specialist Seen Most Often
Rating of All Health Care
	Getting Care Quickly
Getting Needed Care
How Well Doctors Communicate


We improved in a number of areas as a result of several initiatives undertaken in 2013 and 2014. These initiatives include:
Transition to a digital handbook for ease of access by members
Initiation of our member post-call satisfaction survey 
Mailing of handwritten notes from our member services advocates after a member service calls 
Revision of our welcome calls, incorporating member feedback 
Improvement of our IVR calls to members, making the process more user-friendly
We believe these initiatives have resulted in improvement in our member satisfaction scores. 
Long-Term Services and Supports Member Satisfaction Surveys 
We have performed member satisfaction surveys for members receiving LTSS over the past six years. In collaboration with our contracted vendor, Market Strategies International (MSI), we developed a survey specific to the services provided to our LTSS membership. The survey combines CAHPS-like questions with questions related to HCBS and satisfaction with our care coordination programs. We have the capability to fully deploy this survey in Iowa. 
This telephonic survey is administered to members living in the community. A sample size of 250 is used to produce a statistical precision of +/-6 percentage points at the 95 percent confidence level. To obtain a high completion rate among sampled members or their responsible parties, a pre-notification letter is sent to potential respondents to inform them of the study, its purpose and the sponsor. The pre-notification letter includes a toll-free telephone number as well as the MSI hours of operation that members may call to schedule an appointment for an in-home survey. Overall satisfaction with, and loyalty to, our Medicaid LTSS is high and relatively stable, as shown by the table below.
	Overall Satisfaction

	 
	2011
	2012
	2013
	2014

	Overall Satisfaction+ 
(Percent Very or Somewhat Satisfied)
	93%
	91%
	93%
	94%

	Care Manager Services

	Answers questions in a way member can understand
(Percent Strongly or Somewhat Agree)
	94%
	94%
	95%
	96%

	Encourages member to give opinions about care
(Percent Strongly or Somewhat Agree)
	87%
	89%
	90%
	93%

	Member feels comfortable discussing care
(Percent Strongly or Somewhat Agree)
	92%
	94%
	96%
	98%

	Listens to member’s concerns and addresses them
(Percent Strongly or Somewhat Agree)
	94%
	95%
	95%
	96%

	Reviewed a plan for member care 
(Percent Strongly or Somewhat Agree)
	80%
	91%
	90%
	94%

	Advised member to share health information with doctor
(Percent Yes)
	54%
	53%
	55%
	62%


Other Quality Measures 
UnitedHealthcare, working with OptumHealth, collects data about opportunities for collaboration between medical and BH care including use of psychotropic drugs/special needs of members with severe and persistent mental illness (HEDIS performance related to antidepressant medication management, ADHD follow-up). We will also monitor both the access and availability of practitioners providing BH care services. Through collaboration with our BH partners, we will collectively analyze the results, identify opportunities for improvement and take actions, as needed, to drive improvement. 
Quality Measures for Members Receiving Long-Term Services and Supports 
Key quality measures incorporated into our Quality Work Plan and scorecard for Iowa LTSS members will include:
	Domain
	Measures

	Member Rights and Responsibilities
	Advance directives
Member Quality of Life surveys

	Patient Safety
	Member falls with injury
Medication errors
Member elopements from facility
Referrals to Adult Protective Services
Suspected abuse, neglect or exploitation
Overall number of critical incidents or QOCs

	Access and Availability
	Appropriate availability of HCBS providers 
Member complaints or grievances regarding availability of HCBS providers

	Member Satisfaction
	Member and provider satisfaction
Member requests for provider changes

	Effective and Appropriate Care in the Least Restrictive Setting
	Nursing home repatriation
HEDIS Care of Older Adults measure
Members who do not have HCBS claims
Admission rates for specific conditions such as heart failure, chronic obstructive pulmonary disease (COPD) or asthma, asthma in younger adults, and plan all-cause readmissions
Nursing facility days of care
Admissions not meeting UM criteria
Hospital admissions following nursing facility discharge

	Program Structure and Process Measures
	Case managers ratio by case load type (community, facility, mixed)
Timeliness of assessments and care plans
Face-to-face encounters and site visits


Florida Custodial Care 
Our Florida LTSS program, where we measure custodial days, constitutes a good example of our process in action. Since frail and elderly patients residing in nursing facilities are at greater risk for facility-acquired infections, falls, cognitive decline and other patient safety concerns, we developed an improvement project to decrease the use of nursing facilities for members. The PDSA process was used to evaluate and improve our processes for coordinating custodial care. A clinical record review was performed for members who were in custodial care. Based on our findings, we refined our process for approval, provided staff education and monitored our results on a monthly basis. Claims data showed a 34 percent reduction in custodial days per 1,000 over a three-month period. Preliminary results based upon authorizations indicate a continued decreasing trend. 
Arizona Long-Term Care System 
The Arizona Long-Term Care System (ALTCS) has served aged, blind and disabled children and adults since the late 1980s. We have been a participating plan since the program’s inception, and today we serve nearly 10,000 nursing home certifiable individuals in 10 out of 15 Arizona counties (including several rural counties). One quality indicator we measure is the percentage of members living in skilled nursing facilities versus in the community. When the program started, 95 percent of members lived in nursing facilities and only 5 percent in the community. We are proud to report that 75 percent of members currently live in their homes or alternative residential settings in the community. 
10.1.2.12 Utilize and report on the Iowa Participant Experience Survey for members receiving HCBS services; 
We will use and report on the Iowa Participant Experience Survey for members receiving HCBS services in compliance with Section 10.1.2.12.
10.1.2.13 Report any performance measures required by CMS;
We will report any performance measures required by CMS including, but not limited to, the Adult and Child Medicaid Core Sets promulgated by the U.S. Department of Health and Human Services. 
10.1.2.14 Utilize and report on all quality measures required by the Agency, as described in Section 14, …;
We understand and will comply with the State’s requirements that we use and report on all quality measures as described in Section 14.5, Quality Management Reports & Performance Targets. These quality measures include, but are not limited to, quarterly health outcomes and clinical reports, and the 3M Treo Solutions Value Index Score measures.
10.1.2.15 Procedures for collecting and assuring accuracy, validity and reliability of performance outcome rates …;
Healthcare Effectiveness Data and Information Reporting Accuracy Procedures
HEDIS serves as our standard set of indicators to continuously measure plan performance. Results are used to identify current gaps in care or service and are integrated into our QI projects. As such, we maintain comprehensive policies and procedures relating to data collection, calculation and reporting of HEDIS performance measures. This helps to verify that all data used for HEDIS reporting and all reports using HEDIS data are accurate and complete. Our HEDIS policy stipulates the following:
MedMeasures, our HEDIS software used for preparation of HEDIS reports, is NCQA certified. 
Data extraction from all appropriate data feeds are received timely from medical claims and encounters, member enrollment, provider files, pharmacy, BH and applicable internal/external databases.
Measure sampling rules are followed as required to identify an accurate denominator population for each hybrid sample. The sampling process is certified in the NCQA Software Certification testing process. This process validates the samples created for specific measures based upon NCQA-defined sample sizes and oversample rates. 
Measures that have been selected and identified as a hybrid measure are calculated via the hybrid methodology. Before hybrid data are collected, comprehensive training is provided. Training includes a detailed overview of each clinical measure along with the objectives of the medical record review and sample chart reviews. All clinical reviewers must score 100 percent on sample chart reviews in order to perform HEDIS medical record reviews. Inter-rater reliability is monitored to verify accuracy of clinical data abstraction throughout the HEDIS data collection process. 
All data within the HEDIS data repositories pass the audit standards of the official NCQA HEDIS Audit Guidelines for the most current year, which govern the audit practices of NCQA auditors.
Timelines and audit steps are followed in working with the EQRO annually as they perform a HEDIS Report Validation of selected HEDIS measures to ensure compliance with HEDIS methodology. 
Since 2009, our hawk-i program has undergone annual HEDIS audits, which are conducted by the Health Services Advisory Group (HSAG). In every audit, the findings recommend the HEDIS audited rates as “reportable” with no material deficiencies identified. 
10.1.2.16 Procedures for a provider pay-for-performance program; 
We have developed a modular suite of value-based payment programs that can be leveraged to meet providers where they are relative to their level of clinical and financial integration, and risk readiness. Our framework consists of: performance-based programs, bundled payment programs and centers of excellence, and accountable care programs, which together comprise our Value-Based Payment Models.
Our performance-based programs are measure-focused and intended to address PCPs in small practices, large single and multispecialty physician groups, BH providers, ancillary providers and hospitals. Our reimbursement models are designed to act as a bridge for providers between fee-for-service (FFS) structures and a future that emphasizes care of whole-patient populations and evidenced-based medicine, while encouraging them to improve efficiency and quality of care.
Our Primary Care Incentive program encourages closure of gaps in care and improvement in quality outcomes. The program targets primary care practices or groups of practices with 150 or more members. We establish three to 10 quality measures associated with improvement in HEDIS scores or other measures aligned with Agency requirements. Providers participating in a PCP incentive program receive normal FFS reimbursement plus the opportunity to earn annual incentive payments for improved performance against their specific quality measures. 
Comprehensive details regarding our pay-for-performance programs can be found in Section 10.3.2.
10.1.2.17 Member incentive programs aligned with the Healthiest State Initiative and other quality outcomes; and
We fully support Iowa’s Healthiest State Initiative goal of helping Iowans and their communities to improve their health and happiness. Our strategy to address this goal includes a variety of programs that promote personal responsibility for their health. Our programs include education on care, tests and treatment needed based upon clinical guidelines, as well as incentives for accessing needed care. Our experience demonstrates that both financial and non-financial member incentives work most effectively as a component of a holistic QI strategy that also addresses members’ social and environmental barriers to care, provider access and availability, and health outreach and education.
For the Iowa High Quality Healthcare Initiative, we will offer member incentives specifically designed to address the goals of the Healthiest State Initiative as well as to address issues prevalent among Iowans. Using our Community Rewards, Baby Blocks™ and U-First Member Rewards programs, we will encourage members to obtain the recommended age and gender preventive care services, comply with treatment for a chronic condition, and make healthy lifestyle decisions. Details for these programs are outlined in Section 10.3.3 Member Incentive Programs. 
10.1.2.18 Procedures to assess member satisfaction not already defined. 
We have well-defined policies and processes for responding to member complaints and grievances. We currently track and trend complaint data for our hawk-i members on a monthly, quarterly and annual basis as an additional mechanism to assess and improve member satisfaction with our health plan. Our systems and processes are easily adapted to be inclusive of Iowa High Quality Healthcare Initiative membership. We will identify, document and immediately respond to problems and issues including, but not limited to: service gaps and complaints or grievances regarding the quality of care rendered by providers, workers or community-based case management staff.
Complaints and grievances are monitored using the following NCQA assigned categories:
	Provider Attitude or Service
Access to Care
Benefits
	Billing/Financial
Quality of Practitioner Office Site
Quality of Care


On a quarterly basis, the QMC reviews the complaints and grievances inventory to enable monitoring for trends and analysis of opportunities for improvement. In addition, the trended data are further analyzed in the annual program evaluation, which drives QI recommendations made to operational areas based upon the year-over-year data. 
[bookmark: _Toc416176406][bookmark: _Toc417732942][bookmark: _Toc418958672]10.1.3 QM/QI Committee 
The Contractor shall have a QM/QI committee which shall include medical, behavioral health, and long-term care staff and network providers. This committee shall analyze and evaluate the result of QM/QI activities, recommend policy decisions, ensure that providers are involved in the QM/QI program, institute needed action, and ensure that appropriate follow-up occurs. This committee shall also review and approve the QM/QI program description, annual evaluation and associated work plan prior to submission to the Agency. 
10.1.3.1 Minutes 
The QM/QI committee shall keep written minutes of all meetings. A copy of the signed and dated written minutes … 
10.1.3.2 Notice of Meetings 
The Contractor shall provide the Agency with (10) calendar days advance notice of all regularly scheduled …
Attachment 5 Question (10.1 Contractor Quality Management/Quality Improvement Program):
5. Outline the proposed composition of your Quality Management and Improvement Committee, and demonstrate how the composition is interdisciplinary and appropriately represented to support the goals and objectives of the Quality Management and Improvement Committee.
Interdisciplinary Quality Management Committee 
We use an integrated approach to our quality structure and oversight, incorporating physical health, BH and LTSS programs holistically to address care and service rendered across the health care continuum. The ultimate responsibility for the Quality Program rests with the UnitedHealthcare of the River Valley, Inc. Board of Directors and our QMC. The QMC structure delineates clear accountability, inclusive participation by leaders from all functional areas who are empowered to act to address opportunities to improve care and service. As with our existing hawk-i plan, our emphasis is on local expertise reinforced by national resources. 
In compliance with State requirements, we will maintain a QMC, which will include medical, BH, and long-term care staff and network providers. The Iowa QMC will analyze and evaluate the result of QM and improvement activities, recommend policy decisions, ensure that providers are involved in the quality program, institute needed action, and ensure that appropriate follow-up occurs. The Iowa QMC will also review and approve the annual Iowa High Quality Healthcare Initiative Quality Program Description, annual Evaluation and associated Work Plan, prior to submission of said documents to the Agency. 
Furthermore, the Iowa QMC will keep written minutes of all meetings. A copy of the signed and dated written minutes for each meeting will be made available on-file and for review upon request by the Agency or its designee. We will provide the Agency with 10 calendar days advance notice of all regularly scheduled meetings of the Iowa QMC in the event the Agency would like to exercise their right to attend. 
The following chart and table outlines our QMC and subcommittees. 
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	Committee
	Responsibilities

	UnitedHealthcare of the River Valley, Inc. Board of Directors 
Chairperson of the Board: Rita Johnson-Mills
	Retains ultimate responsibility for the Quality Program for UnitedHealthcare Community Plan of Iowa
Reviews and approves the Quality Management Program Description, Work Plan and Evaluation at least annually

	Quality Management Committee 

Chair: Kathleen Mallatt, CEO

Meets at least quarterly
	Reviews and approves the Quality Program Description and Evaluation at least annually
Reviews the Quality Work Plan quarterly to assure continued progress to goals
Oversees subcommittees’ performance and effectiveness 
Assures integration and coordination of care and service between physical health, BH and LTSS functions 
Prioritizes and aligns the annual Quality Program goals and objectives with the strategic objectives of the Iowa High Quality Healthcare Initiative, the Iowa Healthiest State Initiative, the Triple Aim, and our Iowa business plan
Includes and integrates leaders from all functional areas who are empowered to make or change policies and processes in support of continuous improvement; functional areas include, but are not limited to, leaders from: QM and improvement, health services, network development, pharmacy, BH, LTSS and special populations, operations and customer service
Provides program direction and oversight of QI activities related to the unique needs of our Iowa High Quality Healthcare Initiative members and network providers in the areas of clinical care, service operations, satisfaction, patient safety, administrative processes, compliance and practitioner credentialing
Evaluates on an ongoing basis, key quality indicators designed to provide a comprehensive view of our critical processes and outcomes to identify opportunities for improvement proactively
Uses internal and external benchmarks to set five-year performance goals for quality activities
Evaluates the effectiveness of improvement activities related to Iowa’s respective products and programs and recommends changes as necessary
Assures the allocation of needed resources to achieve the goals of the Quality Program
Monitors implementation of work plans and directs our policies as needed to embed improvements in our infrastructure in support of sustained improvement
Monitors the progress and outcomes of our integrator teams 

	Provider Advisory Committee (PAC) 

Chairperson: Dr. Michael Horn, Medical Director

Meets at least quarterly
	Provide the forum to solicit network provider input into QM operations, clinical outcomes and improvement activities, data analyses, drivers of member and provider satisfaction, overutilization and underutilization monitoring, provider profiling, credentialing and quality of care and services monitoring
Adopt evidence-based clinical practice and UM guidelines and program policies, assuring applicability to the practice of medicine in Iowa
Includes a multidisciplinary panel of physicians or providers including, but not limited to: PCPs, specialists, HCBS providers, geriatricians, pharmacists, BH specialists and allied health practitioners

	Healthcare Quality and Utilization Management Committee (HQUM) 

Chairperson: Dr. Michael Horn, CMO

Meets at least quarterly
	Reviews and approves the UM Program Description and Evaluation at least annually
Reviews the UM Work Plan at least quarterly to assure continued progress to goals
Empowered to implement improvement plans or refer to other committees as necessary to address issues or identified clinical opportunities
Evaluate the integrity of UM decision-making processes through routine review of inter-rater reliability audit reports, recommending improvement actions as indicated
Review and approve Iowa’s case and disease management programs and monitor program progress and efficacy
Review aggregate reports on mortality and other clinical quality of care and service issues 
To facilitate integrated collaboration across clinical functions, members include, but are not limited to, leaders from: QM and improvement, health services, pharmacy, BH, allied health, special populations and case management

	Service Quality Improvement Subcommittee (SQIS)

Chairperson: Nancy Lind, COO 

Meets quarterly
	Responsible for the in-depth review and analysis of operations reports and metrics (e.g., claims lag, frequency of office visits, issue resolution time frames, delegation oversight reports) to monitor and improve performance
Monitor access and availability, service quality, complaints, grievances and appeals, and other metrics and trends with recommended interventions 
Recommend interventions for performance goals based upon member and provider satisfaction survey results 
Empowered to implement improvement plans or refer to other committees as necessary to address issues or identified operational opportunities
To facilitate integrated collaboration across operations, members include, but are not limited to, leaders from: QM and improvement, network development for primary and specialty networks, pharmacy, BH, HCBS service coordination, operations, credentialing, appeals, grievances and complaints, and customer service


Iowa Stakeholder Advisory Board
In addition to the above standing committees, already present in our Quality Program structure, we will convene a new committee, within 90 days of contract execution, to reflect the diverse nature of the Iowa High Quality Healthcare Initiative populations. We will regularly afford the Stakeholder Advisory Board with the opportunity to provide input on our performance related to our service delivery, quality of care, member rights and responsibilities, resolution of complaints, grievances and appeals, operational issues, program monitoring and evaluation, member and provider education, and any concerns brought forward by our members. Our Stakeholder Advisory Board will report to and be overseen by the QMC and facilitated by the advocacy or outreach plan staff. The advisory board minutes will also be reviewed by the QMC.
In compliance with Agency time frames, we will submit for review and approval a plan for our Stakeholder Advisory Board, which will include procedures for implementing the Advisory Board and details discussing how we will ensure meaningful representation from all applicable member stakeholder groups. The composition will include, but will not be limited to, a member’s representative from each of the different populations enrolled in our program, including family members and providers. The Stakeholder Advisory Board will reflect the diversity of our enrolled membership in terms of race, gender, special populations and Iowa geographic areas. Members and their representatives will comprise at least 51 percent of the Advisory Board. Provider participants on our PAC will represent the various services covered by our plan including, but not limited to, nursing facility providers, BH providers, primary care, hospitals and 1915(c) HCBS waiver providers. We will maintain written documentation of all attempts to invite and include members in the Stakeholder Advisory Board as well as meeting minutes, which will be made available to the Agency upon request. We will report to the Agency our participation rates, engagement strategies and outcomes of the Advisory Board in the time frame and manner prescribed by the Agency. 
We have successfully leveraged member experience across our health plans nationwide to improve our quality program and approach. For example, in Arizona, our Member Advocacy Council seeks to establish relationships with stakeholders and develop educational venues about long-term care services and related community supports for services and providers. The Advisory Council also provides input and develops strategies to improve services and assist us with providing community education about the needs of members receiving long-term care services. The Arizona Advisory Council is structured so that the membership of the Council is actively involved in setting and accomplishing goals that improve services or enhance resources for stakeholders in the community. Our Arizona health plan has membership in 10 counties, which are represented by eight regional councils.
[bookmark: _Toc416176407][bookmark: _Toc417732943][bookmark: _Toc418958673]10.2 State Quality Initiatives 
[bookmark: _Toc416176408][bookmark: _Toc417732944][bookmark: _Toc418958674]10.2.1 State Quality Review 
In accordance with 42 CFR 438.202, the State shall establish a written strategy for assessing and improving the quality of services offered by program contractors. The Contractor shall comply with the standards established by the State and shall provide all information and reporting necessary for the State to carry out its obligations for the State quality strategy. In accordance with 42 CFR 438.204, the State will regularly monitor and evaluate the Contractor’s compliance with the standards established in the State’s quality strategy and the Contractor’s QM/QI program. 
We understand and will comply with Section 10.2.1 State Quality Review and the standards established by the State. We will provide all information and reporting necessary for the Agency to carry out its obligations for the State quality strategy. We understand that in accordance with 42 CFR 438.204, the State will regularly monitor and evaluate our compliance with the standards established by the State’s quality strategy and our QM/QI program.
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10.2.2.1 External Review Goals 
Pursuant to federal regulations at 42 CFR 438.310-438.370, the State shall arrange for an annual, external …
10.2.2.2 Process 
The Contractor must provide all information required for the external quality reviews in the timeframe and format … 
10.2.2.3 Availability of Results 
The results of each external independent review shall be available to participating health care providers, …
External Independent Quality Review
We understand and will comply with the requirements of Section 10.2.2 External Independent Review.
Our most recent EQRO audit was conducted by Telligen during an on-site review on May 20, 2014, at our West Des Moines, Iowa, office. Telligen’s review addressed our hawk-i performance from October 1, 2012, through September 30, 2013. Our compliance ratings have increased year over year, culminating in a finding of 100 percent compliance by Telligen for the time frame reviewed. 

Figure 19. UnitedHealthcare hawk-i Proficient Compliance Rating
Our demonstrated ability to improve our compliance rating is evidence of our commitment to the EQRO process specifically and to our Iowa members overall. “The plan demonstrated commitment to improvement in the quality of care provided to its hawk-i members.”
–From our 2014 Telligen UnitedHealthcare hawk-i EQR Report

External Review Goals 
We have and will continue to fully engage with the annual independent assessment conducted by Telligen or other EQROs designated by the Agency. We welcome the feedback we receive as a result of the independent assessment of the quality of care delivered to our members and appreciate the chance to resolve identified opportunities in the interest of continuously improving our programs. 
External Review Process 
As has been our experience, we will continue to provide all information required for the external quality review in the time frame and format requested by the EQRO designated by the Agency. We will incorporate any findings from the review into our current Work Plan as well as the annual Evaluation, which will further inform the development of the Quality Program and subsequent year’s Work Plan. This approach provides the structure to not only address any findings immediately as documented in our current Work Plan but also to reflect the finding and monitor for sustained improvement and compliance with EQRO recommendations in upcoming years. 
We eagerly anticipate the opportunity to collaborate with the EQRO and other stakeholders to develop studies, surveys and other analytic activities to improve the quality of care and services provided to our members specifically and Iowans overall. Our collaboration currently includes and will continue to encompass partnership with the Agency and the EQRO to annually measure identified performance measures to assure quality and accessibility of health care in the appropriate setting to our members. This includes validation of our PIPs and corresponding measures. We will immediately respond to and implement any recommendations made by the EQRO within the time frame established by the EQRO, the Agency or its designee. 
Availability of Results 
We will provide the results of each external independent review to participating health care providers, members and potential members by providing links on our website to the findings. No results will be made available where member protected health information is disclosed.
[bookmark: _Toc417732946][bookmark: _Toc418958676]10.2.3 Healthiest State Initiative 
The Contractor shall describe in its RFP response how it proposes to work with the Healthiest State Initiative. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed approach. The Contractor shall implement and adhere to the Agency-approved approach. Changes to this approach must receive the Agency’s prior approval.
Attachment 5 Question (10.2 State Quality Initiatives):
1. Describe how you propose to work with the Healthiest State Initiative.
Quality Program Support of Iowa’s Healthiest State Initiative
We are excited to join Governor Branstad in meeting the inspirational goals of Iowa’s Healthiest State Initiative. We can bring to the Iowa program extensive expertise, resources and innovative initiatives. We are aligned with Iowa’s definition of a “socially responsible employer” as evidenced by our corporate values, particularly our values of Integrity, Compassion and Relationships. We pride ourselves in bringing Innovation and Performance to our members and state partners. 
Across the country, our leaders and employees play an active role in their communities to improve the health care system. Whether through outreach and health education efforts or critical policy discussions, we can leverage our local experience in Iowa with innovations we are seeing in states throughout the country. 
In Sections 8.7 Health Education and Initiatives and 10.1.2.17 Member Incentives, we have outlined a wide range of programs designed to support the Focus 5 of Iowa’s Healthiest State Initiative. For example, to help decrease the number of Iowans who smoke, we will offer our “Quit4Life®” and wellness programs, both of which support a healthy lifestyle through smoke cessation. Programs focused on health and nutrition such as Healthy Nutrition Initiative, Food for Thought, and healthy eating programs will help support members in consuming more fruits and vegetables. To help Iowans learn or do something interesting daily, we offer programs such Healthy First Steps, Community Baby Showers, Baby Blocks, liveandworkwell.com, KidsHealth, Community Rewards program, and Caring for the Caregivers program, all of which enhance members’ lives through health and wellness education. We will help support Iowa’s Healthiest State Initiative goal of helping more Iowans visit a dentist at least once a year by collaborating with Delta Dental to ensure that members receive the appropriate screenings, including the Care for Kids EPSDT program. 
In addition, as an organization with core values aligned with Iowa’s definition of a Socially Responsible Employer, we eagerly anticipate expanding our presence and furthering the development of our Iowa employees. 
We understand and agree that we must obtain Agency approval of our proposed approach and that we must implement and adhere to the Agency-approved approach. Any changes to our approach require prior approval from the Agency.
[bookmark: _Toc416176411][bookmark: _Toc417732947][bookmark: _Toc418958677]10.2.4 Mental Health and Disability Services Redesign 
The Contractor shall describe in its RFP response how it proposes to work with the Mental Health and Disability Services Redesign. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed approach. The Contractor shall implement and adhere to the Agency-approved approach. Changes to this approach must receive the Agency’s prior approval.
Attachment 5 Question (10.2 State Quality Initiatives):
2. Describe how you propose to work with the Mental Health and Disability Services Redesign.
The MDHS regional structure is the vehicle by which the Division’s redesign is being implemented. Each of the 15 Regions is responsible for ensuring the availability of a number of core services that are critical to all adult Iowans who require mental health or intellectual disability services—regardless of whether the Iowans are Medicaid enrollees or not. As an MCO serving members in the Iowa High Quality Healthcare Initiative, we will be responsible for the provision of many of the same services, we will be contracting with the same providers, and we also will be serving members who are receiving services funded through their home Region.
To take advantage of the opportunities to improve services for our members and to ease administrative burdens of our providers, we have been meeting with the MHDS chief executive officers and key members of their staff. Over the past few months, we have been talking about how we can work together to increase access to services, improve the delivery of services, share administrative and clinical information and establish ongoing communications. Making adjustments as necessary to work with each Region:
Working with the Iowa State Association of Counties and Polk County Health Services, which developed and are supporting the management information system for the MHDS Regions, to create an interface with CommunityCare. This allows us to exchange clinical and administrative information on members being served in common, so long as the member gives his/her permission.
We will create reports that reflect each Region’s utilization of Medicaid I/DD and BH services. In regular meetings, our staff will compare utilization information and identify gaps in care, access issues and other mutual concerns.
We will work in collaboration with Regions to share training opportunities, especially those related to expansion of peer services and supports. The first of these will be held this spring and will feature two members of our consumer advocacy team discussing the wide array of ways in which peer and family support can be used to enhance the delivery of services for individuals and families.
At least annually, we will host a meeting open to all Regions in which common concerns and opportunities can be identified, with joint projects implemented as appropriate.
We will share QM reports and include at least one Regional representative in our QMC meetings. 
We will develop written agreements with each of the 15 Regions outlining key staff for each organization, contact information and any other details relevant to maintaining regular and ongoing communications. We will review those agreements at least every two years and make revisions that will enhance our working relationships.
Upon request, we will provide technical assistance to Regions, especially related to implementing performance-based reimbursement for providers to ensure that our incentive-related goals are consistent with those of the Regions.
We will work with the Regions in strengthening and expanding the array of services available across Iowa, focusing initially on strengthening crisis response and crisis stabilization services, which is a priority identified by most of the Regions with whom we have spoken.
Responsibility for interface with the MHDS Regions will be shared by all members of our Iowa-based BH team, but will be carried out primarily by the field-based clinical and network staff who will be located across Iowa. We understand and agree that we must obtain Agency approval of our proposed approach and that we must implement and adhere to the Agency-approved approach. Any changes to our approach require prior approval from the Agency.
[bookmark: _Toc416176412][bookmark: _Toc417732948][bookmark: _Toc418958678]10.2.5 State Innovation Model (SIM) 
The Contractor shall propose a plan to incorporate values consistent with Iowa’s State Innovation Model (SIM) project. This includes, but is not limited to, the use of the Value Index Score (VIS) as a tool to drive multi-payer aligned delivery system transformation consistent with Centers for Medicare & Medicaid Services’ (CMS) Triple Aim. The Triple Aim consists of three strategic goals to align the health care system. The goals are: 1) to improve population health; 2) to enhance the patient care experience; and 3) to reduce the per capita cost of care. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed strategies. The Contractor shall implement and adhere to the Agency-approved strategies. Changes to these strategies must receive the Agency’s prior approval.
Attachment 5 Question (10.2 State Quality Initiatives):
3. Propose strategies to incorporate the Value Index Score (VIS) as a tool to drive system transformation, and other strategies to support the State Innovation Model (SIM).
Iowa’s State Innovation Model, in conjunction with the Healthiest Iowa Initiative, represents a multifaceted approach to driving system transformation. The VIS, as the State’s chosen evaluation tool for providers, provides a valuable role of aggregating data across all payers to measure progress toward achieving critical components of the State’s plan. Our strategies to incorporate and leverage the VIS include the following:
Providing necessary data to support a comprehensive VIS
Incorporating the VIS into our suite of tools used to evaluate the quality outcomes for our members and the overall quality provided by our PCPs 
Leveraging the data to inform our provider profiles, provider education and training, and provider payment models
Currently, we leverage our robust claims and clinical data to capture patient conditions, care process and outcomes, and member satisfaction. Our PCPs are evaluated in several areas, including first contact, comprehensive care, coordination of care and patient-focused care. We use various internal tools to evaluate the quality of our contracted providers and have developed proprietary tools to identify and publicly recognize high-quality providers. As with our existing provider quality monitoring, we will use the VIS to drive provider outreach and training. If our quality team identifies an opportunity for education or intervention, we work with our network team to develop an approach to educating individual or collective sets of providers. As an organization, our emphasis on quality is inherent in our network design. Our Provider Recommendation Engine, which pushes auto-assigned members who have not selected a PCP to higher quality PCPs, reflects this commitment. As VIS matures, our quality engines will reflect that through incorporation of VIS results. Additionally, we will incorporate the VIS within the construct of our Accountable Care Community (ACO) programs.
We are enthusiastic in our support of a multi-payer effort to evaluate provider quality, recognizing that this aggregated data can be used to transform provider quality, performance and payment and to improve the quality of care received by Iowans. As we prepare to implement VIS, we look forward to working with the Agency to further define the optimal criteria and data to use in the 3M Treo Solution tool, or any provider data aggregation tool. 
While we recognize the importance of measurement and the critical role of the VIS, we want to underscore our broader commitment to the implementation of the critical components of the SIM model. Section 10.3.2 speaks to our capabilities to support delivery system transformations and expansion of ACOs in Iowa. Section 10.3.2 also provides detail on our plan to implement value-based contracting and payment reform. And throughout the proposal, we have proposed capabilities that will support the State’s goals of achieving population health improvement in:
Obesity, through Quality-based interventions and member-focused programs such as Weight Watchers memberships, child-friendly Food for Thought programming, and JOIN for MeSM.
Patient engagement, through our unique Advocate4Me service model, our Person-Centered Care approach and through our partnership with Iowa’s Health Homes. 
Tobacco use, through our Wellness Coaching programs for smoking cessation.
Obstetric Adverse Events, through our comprehensive Healthy First Steps program, and through tools like Text4Baby and Baby Blocks.
Healthcare associated infections, through our comprehensive Never Event, Healthcare Acquired Conditions, and Present on Admission policy and practice.
Diabetes, through our Disease Management and Quality programs.
Together these initiatives and the use of aggregate measurement tools such as the VIS will improve care for our members and support the State’s goals established in the SIM.
We understand and agree that we must obtain Agency approval of our proposed approach and that we must implement and adhere to the Agency-approved approach. Any changes to our approach require prior approval from the Agency.
[bookmark: _Toc416176413][bookmark: _Toc417732949][bookmark: _Toc418958679]10.2.6 Substance Abuse Prevention and Treatment Block Grant
The Contractor must support IDPH in meeting the requirements of the Department of Health and Human Services Substance Abuse and Mental Health Services Administration Substance Abuse Prevention and Treatment Block Grant.”
Attachment 5 Question (10.2 State Quality Initiatives):
4. Describe your experience in supporting a State authority in meeting the requirements of the Department of Health and Human Services Substance Abuse and Mental Health Services Administration Substance Abuse Prevention and Treatment Block Grant.
Since 2009, we have administered the State of New Mexico’s federal block grants, and will bring this knowledge and experience to support IDPH. This background has helped us understand the differences between administering SAMHSA block grants and Medicaid, especially contractual relationships and reimbursement strategies with providers. It also has given us important experience that will enable us to assist IDPH to comply with its federal requirements. For example, in New Mexico we configured our data system to enable us to accurately gather the data required by federal block grant reporting, and we have assisted Behavioral Health Services Division (BHSD) in preparing those data for submission. We also have generated and helped analyze reports reflecting changes in service utilization, services to priority populations, prevention programs, and compliance with BHSD goals and other federally mandated requirements. We will have an Iowa-based SUD professional designated as our key point of contact with IDPH to ensure that we provide the support the Department requires..
Our Scope of Responsibilities
Our contract to administer New Mexico’s non-Medicaid services extends through the State’s fiscal year 2017, with a one-year renewal option. Currently, adult services for the Community MH Services Block Grant are funded through the New Mexico BHSD, along with Substance Abuse Prevention and Treatment (SAPT) grants. The State’s Children, Youth and Families (CYFD) Department manages children’s services under the Community MH Services grant. Approximately $17.4 million is allocated to NM providers for SAPT and Community Mental Health during 2015. Priority populations for SA prevention grants include underage drinking among persons aged 12 to 20, and prescription drug misuse and abuse among persons aged 12 to 25. Priority populations for the SA treatment grants include individuals who inject IV drugs, women who are pregnant and use substances and women with children. To support preventive and treatment services for these populations, we perform the following: 
Work with Agencies on Program Development: While the designation of priority populations for block grant monies is largely driven at the federal level, we do serve in an advisory role with the State and help identify services that contribute to the overall well-being of people in New Mexico. We also identify where there are service gaps.
Perform Prospective Provider Payments and Invoice Reimbursement: We administer prospective provider reimbursement and invoice reimbursement. Early along, we contracted with a provider to design the BHSD Star system, which is designed as a database and links the data/deliverables to an invoice for services to be paid. To illustrate, prevention block grant providers enter data and deliverable progress into the BHSD Star System on a monthly basis. This system provides solid reporting and auditing capabilities. 
Contract with Providers for Specific Prevention and Treatment Initiatives: In response to specific SAPT initiatives, we issued RFPs for specific services and contract with direct service providers. For example, to support the State’s Synar (underage tobacco education) requirements, we contracted with providers to conduct retail education regarding underage tobacco sales and the consequences of selling to this population. In advance of conducting the retail education, the State was required to map all areas where tobacco is sold. We contracted the mapping providers to conduct this coverage study for the State. 
Monitor and Audit Providers: To monitor delivery of SA treatment and prevention services, our employees, including quality staff and the director of block grant services, monitor providers monthly and audit retrospectively to ensure services are being delivered appropriately. Some of these responsibilities include wait list monitoring, reporting, site evaluations and programmatic reviews as outlined below:
We require treatment block grant providers to send a monthly report to our director of block grants that indicates whether or not they have a waiting list. The purpose of informing our director is so we can monitor the overall system of adult care in each region and advise agencies regarding program development. 
If the facility has a waiting list, we request the names of the clients, interim services offered and length of time on the waiting list. Providers are also charged with reporting when they have reached 90 percent capacity to admit individuals who use IV drugs, women who are pregnant and use substances and women with children.
We monitor and ensure that pregnant women/individuals who are injection drug users, women with children and/or substance users are given preference for treatment with block grant funds.
We monitor outreach providers participating in the SA treatment block grant. Each month, providers must report required data regarding their street outreach efforts. We compile and submit these reports to BHSD each month. 
Annually, our quality improvement staff completes a treatment programmatic review on a percentage of the SA treatment providers. Many of these reviews are conducted with BHSD staff. 
Similarly, our director of block grant services completes a prevention site evaluation on a percentage of SA prevention providers each year. 
Administering Corrective Actions
We are also tasked with administering a graduated list of corrective actions when providers do not comply with defined SAPT block grant requirements. The deficit, which may be identified during a programmatic review, is first addressed with a corrective letter, followed with graduated actions to include:
We send a written notice (last chance letter) to the provider notifying them of the alleged action. Possible sanctions, if corrective actions are not taken, will be explained. A copy of the letter is retained in the provider file. We clearly state the deadline to respond. 
If there is no response to the written notice, we place a telephone call to the CEO of the provider organization in collaboration with our agency partner, BHSD, to discuss non-responsiveness. Since BHSD participates in this discussion, they may inform the provider that funding will be affected by their continued non-compliance.
If the provider does not resolve the issues, we may suspend payment (invoices or claims) until the corrective action is properly addressed and all deficiencies are resolved.
Attachment 5 Question (10.2 State Quality Initiatives):
5. Submit a project plan describing your specific approach and timetable for addressing this section.
Attachment 10.2 State Quality Initiatives Project Plan is attached.
[bookmark: _Toc416176414][bookmark: _Toc417732950][bookmark: _Toc418958680]10.3 Incentive Programs 
[bookmark: _Toc416176415][bookmark: _Toc417732951][bookmark: _Toc418958681]10.3.1 General 
The State will implement a pay for performance program to reward the Contractor’s efforts to improve quality and outcomes as described in Exhibit F. In the first year of the Contract, pending the availability of sufficient clinical baseline data, the performance measures selected are operational in nature and shall measure the Contractor’s performance during implementation and initial member enrollment. Beginning in year two (2) of the Contract, eligibility for payment under the pay for performance program will be based primarily on Contractor performance on clinical outcomes. 
We understand and will comply with the requirements of Section 10.3 Incentive Programs, to include the pay-for-performance program outlined in Exhibit F of the Scope of Work.
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10.3.2.1 General 
The Contractor must establish a performance-based incentive system for its providers. The Contractor shall …
10.3.2.2 Incentive Payment Restrictions 
In accordance with 42 CFR 438.6(h), the Contractor shall comply with the requirements set forth at 42 CFR …
Attachment 5 Question (10.3 Incentive Programs):
1. Describe your proposed provider incentive programs.
Our goal is to deliver the highest quality health care to all of our members in Iowa while transforming the way providers deliver and are reimbursed for health care services. To deliver on that commitment, we have developed a modular suite of value-based contracting (VBC) programs that can be leveraged to meet providers where they are across the reimbursement risk and clinical integration continuum. This VBC portfolio is aligned with Iowa’s State Innovation Model (SIM) program strategy to develop value-based payment that strengthens primary care and promotes value-based, patient-centered care. Comprehensive quantitative and qualitative evaluations are conducted including historical quality and efficiency performance, operational capabilities and risk readiness. This information is shared with providers and together we determine which VBC model is the most appropriate platform to establish the partnership. For more than 20 years, as a market leader in VBC, we’ve successfully implemented innovative VBC models across our diverse lines of business, providing over $43 billion in VBC payments, and with more than 7.7 million members across our Medicaid, Medicare and commercial lines of business. Complementary to this is our health home/IHH strategy which we describe in more detail in Section 3.
Our targeted goal for value-based contracting begins in 2016, as we will seek to enter into value-based types of contracts with 15 percent of available providers that meet our eligibility criteria for membership and historical quality and efficiency performance. We will then set a goal of 25 percent of qualifying providers in 2017, and 50 percent in 2018. VBC measures will align with the Agency’s critical measures, including those used to create the VIS for the provider, facilitated by the Agency’s multi-payer quality assessment tool. After 2016, measures will also align with several of the State’s Year Two Clinical Pay for Performance measures. 
As part of our overall network strategy to improve quality outcomes for our members, we have identified four key providers that we expect will be providing services to a significant percentage of Iowa members and are therefore potential partners for our VBC programs:
	Unity Point Health Partners
Broadlawns Medical
	University of Iowa Health Alliance
Iowa Health+


ACOs are just one type of value-based contract we use to drive outcome-based physician payment. Other types are described below. Our expertise has been demonstrated in several Medicaid markets, most notably in our Arizona program. Six years ago, we launched a national medical home initiative there with a strong emphasis on practice transformation and NCQA certification. In 2009, we were the recipient of the national NBCH eValue8 Innovations Award for Medical Home and Diabetic Management. This experience has given us strong insight into best practices that drive improvements in efficiency and quality via performance reimbursements.
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Overview of Programs
Accountable Care Programs
Our accountable care programs are focused on total population management. These models include shared savings/shared risk arrangements with primary care practices, IHHs, chronic condition health homes, HCBS providers and accountable care organizations (ACOs). Through these models, care is coordinated for more than 2 million UnitedHealthcare members nationally. 
Accountable Care Organization Program
Our ACO program is very closely aligned with existing Iowa ACO programs, consisting of physicians and other relevant health service professionals who are responsible through contracts with payers for providing a broad set of health care services to a specific population. Nationally, we have more than 100 ACO arrangements across our commercial, Medicare and Medicaid business. We will implement our ACO program to align with Iowa SIM goals, as well as in a manner consistent with the Agency’s use of the provider VIS.
Through ACOs, we partner with transformative delivery systems who want to be part of an accountable care solution that targets quality and cost improvement. Our approach is primary-care centric, with a focus on quality improvement. At the outset of contracting, we establish quality targets that must be achieved for the ACO to earn shared savings. The criteria, weights and required improvements are determined by clinicians. Quality targets are a combination of HEDIS and performance-based contracting metrics which are meaningful and impactful to all lines of business. Examples include HEDIS, state-specific Medicaid quality metrics and other metrics impacting the Star ratings. 
We structure our ACO reimbursement models around a total cost of care with payment structured as shared savings, or shared risk (upside/downside). Early results reflect an improvement on quality performance and overall medical cost savings. One of our commercial ACOs achieved significant savings and improvements in nine out of 10 quality measures with many metrics at or above the 90th quality percentile.
UnitedHealthcare has a shared-risk ACO contract with the Tucson Medical Center’s Arizona Connected Care to drive integrated clinical results. In 2012, the organization was chosen as one of the first 27 ACOs to participate in the CMS Shared Savings Program. This arrangement is for commercial, Medicare and Medicaid members and uses advanced analytics and care coordination workflows to help providers across the system stay connected. The clinically integrated health system focuses on a holistic care experience with emphasis on care transition, care advocacy and chronic disease management, to address the full spectrum of care for both providers and patients. 
Arizona Connected Care has integrated a care advocate RN into the care team at a primary care clinic and empowered the nurse to assist the PCP and team to develop comprehensive individual care plans for medically complex patients, track plan progression and serve as a patient advocate, ensuring continuity of care throughout the health system. 
Accountable Care Communities
We have coined the term Accountable Care Community (ACC) to describe our collaborative partnerships with hospitals and clinics across the continuum of care, with one or more primary care practices linked to one or more hospitals in a local community—in essence, a virtual ACO. We have found that success comes from building strong local community partnerships and relationships externally as well as internally through our Integrator Team Model. 
Primary care practices cannot successfully manage population health in isolation, but must operate as part of the delivery system of care across the continuum, including community partnerships that include LTSS and BH services. These community partnerships—formal or informal—are a key component of this program, which is the clinical and operational foundation for our Accountable Care Shared Savings VBC model described hereafter. 
As we build partnerships, we recognize that all clinicians want to deliver high-quality, efficient and effective care, but are limited by lack of information about population health needs, risks and outcomes. Health information exchange is key to closing this gap, and our processes and tools to deliver relevant, actionable clinical data to clinicians is critical. Our aim is to create stronger systems of care within each practice clinical team and their population by delivering information, processes and support to enable the clinical leaders to proactively manage at the population level within the practice. This includes identifying risk and managing access to care to ensure there is availability to meet the population’s needs for preventive care and chronic care coordination. Through our integrator teams, we provide practices and communities with technology, process improvement and analytics, clinical support and tools to enhance the way care is delivered.[image: ]
With our active ACC practices that have been in place for more than six years we have seen, on average:
	Four percent lower medical cost
Two to one return on investment (ROI)
	Clinical quality results trending above program targets on 95 percent of all measures


Accountable Care Shared Savings Model
This model targets larger private practices and FQHCs that are committed to collaborating toward the goal of clinical integration and comprehensive population management. Foundational to this model is advancing proactive care teams to support practice transformation by improving access, efficiency and quality of care for patients and give practices the opportunity to earn monthly PMPM reimbursement for clinical integration activities. The model also includes both upside/downside shared savings and shared deficit provisions based upon performance against total cost of care metrics.
Health Home Model
UnitedHealthcare has extensive experience implementing Medicaid health home programs in multiple states in both rural and urban settings with various types of health home providers. We’ve implemented Medicaid health homes for a variety of populations, those with multiple chronic conditions and behavioral comorbidities and patients with serious and persistent mental illness. Our experience covers a range of payment structures. Our proposed approach to implementing health homes in Iowa for both the chronic conditions health home and the IHH models is aligned with the Iowa State Plan Amendment, offering PMPM care management fees for six health home service definitions and quality/outcome incentive opportunities tied to a set of patient management categories appropriate for each health home. We will continue to support those incentives under the Iowa High Quality Healthcare Initiative.
Quality Shared Savings Model
This model builds upon the Basic Quality Model foundation, retaining the opportunity for primary care practices with more than 1,000 UnitedHealthcare members to earn bonus payouts in addition to their FFS reimbursement for meeting or exceeding established quality measure thresholds. In addition, the program includes both upside/downside shared savings and shared deficit provisions based upon performance against total cost of care metrics. In essence, it is a hybrid model capturing elements of the Basic Quality and Accountable Care Shared Savings models for practices ready to move up the VBC continuum. 
Episode-Based Shared Savings Model 
For those providers not yet ready for total population health arrangements, we work with state Medicaid agencies to advance an episode-based payment pilot. This approach gives the provider primarily accountable for a given condition or procedure the opportunity to be rewarded for quality and savings relative to an established benchmark cost per episode on a retrospective basis. 
Basic Quality Model 
This model is designed to support practices to achieve improvement in patient health through closing gaps in care related to preventive screenings, tests, referrals chronic disease monitoring and the opportunity to be rewarded for their performance. Through care plans, the program encourages PCPs to conduct preventive health screenings, improve HEDIS scores and focus on state quality performance metrics.  Practices may earn bonus payouts in addition to their FFS reimbursement for meeting or exceeding quality measure thresholds that are established at the practice level based upon historical performance. This program has yielded a 4.1 percent performance improvement against national quality measures.
For example, in Maryland, we initiated several Quality initiatives, using our Basic Quality Model to drive HEDIS score improvement. In each case, we have focused on the State’s quality goals and have successfully improved the performance metrics in child and adolescent immunizations, child and adolescent well-child visits, postpartum visits, screenings for breast cancer, adult body mass index (BMI), CDC-HBA1c, and controlling blood pressure. The targeted threshold for each of these measures is between the neutral and incentive goal.
	VBP Measure
	2014 Rate
	2015 Neutral Goal
	2015 Incentive Goal

	Adolescent Immunization
	63%
	63%
	≥ 72%

	Well Child
	75%
	84%
	≥ 87%

	Child Immunization
	71%
	79%
	≥ 84%

	Adolescent Well Child
	61%
	68%
	≥ 75%

	Postpartum
	46.01%
	74%
	≥ 80%

	Breast Cancer Screening
	52.7%
	50%
	≥ 62%

	Adult BMI
	69%
	76%
	≥ 81%

	CDC-HBA1c
	79.1%
	84%
	≥88%

	Controlling Blood Pressure
	42.3%
	55%
	≥ 66%


We look forward to partnering with the State in advancing these VBC models that will support improved care coordination and quality outcomes for Iowa High Quality Healthcare Initiative members and their families. 
[bookmark: _Toc416176417][bookmark: _Toc417732953][bookmark: _Toc418958683]10.3.3 Member Incentive Programs 
10.3.3.1 General 
The Contractor must establish member incentive programs to increase quality outcomes, encourage …
10.3.3.2 Incentive Payment Restrictions 
In implementing the member incentive programs, the Contractor must comply with all marketing provisions in …
Attachment 5 Question (10.3 Incentive Programs):
2. Describe your proposed member incentive programs.
Member Incentive Programs
[image: Description: Description: http://uhcmainstreet.com/articles/photos/BabyBlocks1485_1.jpg]We will employ diverse strategies in full support of Iowa’s Healthiest State Initiative goal of helping Iowans and their communities to improve their health and happiness. Our plan of action to address this goal includes a variety of programs that promote personal responsibility for their health. Our programs include education on care, tests and treatments needed based on clinical guidelines as well as incentives for accessing needed care. Our experience demonstrates that both financial and non-financial member incentives work most effectively as a component of a holistic Quality Program strategy that also addresses members’ social and environmental barriers to care, provider access and availability, and health outreach and education.
For the Iowa High Quality Healthcare Initiative, we will offer member incentives specifically designed to address the goals of the Healthiest State Initiatives and issues prevalent among Iowans. Our physical and BH incentive programs will encourage members to obtain the recommended age and gender preventive care services, comply with treatment for a chronic condition, and make healthy lifestyle decisions. We will use several of our best practice programs: Community Rewards, Baby Blocks and U-First Member Rewards. 
Community Rewards
UnitedHealthcare Community Rewards™ is a points-based incentive program delivered via smartphone, designed to improve the health of our Iowa plan members. Members can earn points for doing healthy activities such as brushing their teeth, completing their initial health risk screening or making healthy food choices. Members redeem those points at any time through an online catalog of merchandise. Members choose from a wide range of rewards, such as bikes, blenders, cameras, exercise equipment and more. An enhanced program will be deployed in Iowa will provide greater personalization and segmentation capabilities and an improved member experience. Our preliminary analyses indicate that Community Rewards members have 12 percent lower claims costs and 4 percent less ER usage.
Baby Blocks
Baby Blocks encourages pregnant women and new mothers to attend their prenatal, post-partum and well-baby appointments. It uses online and mobile tools to remind and encourage pregnant Iowans to keep their wellness appointments. We will offer it to all newly identified pregnant members. The goals of the program are to:
Improve maternal and fetal health outcome as a result of routinely accessed prenatal and postpartum care
Increase personal responsibility, engagement and satisfaction for our members who are mothers-to-be or new mothers 
Increase HEDIS results for prenatal, postpartum and well-child visit compliance
Decrease medical costs through improved member engagement in wellness behaviors
We make pregnant members aware of the program through mailings, brochures delivered through OBs, and our Healthy First Steps program. Once enrolled, members receive messages that are relevant to them and their pregnancy. The program uses interactive tools, accessible online via computer or smartphone, to remind and encourage them to keep their wellness appointments.Our U-First Incentives in Action:
U-First Member Reward for mammograms results in 6 percent improvement in the number of women screened for breast cancer.
U-First Member Reward for diabetic retinal eye exams results in 4 percent improvement in the number of people with diabetes who received the needed exam with an eye care professional.
U-First Member Reward for a postpartum visit results in 9 percent improvement in the number of women who received appropriate care after delivery.

Members are rewarded for hitting key milestones. At each milestone, the new mom can select a reward. 
U-First Member Rewards
U-First Member Rewards is an incentive program that encourages our members to access care, reminding them that putting their health care first (U-First) allows them not only to better take care of themselves, but their family and community as well. The simple act of going to their doctor for routine care can be the catalyst for a happier, healthier life. 
Members receive information about incentives when established clinical practice guidelines, including those measured by HEDIS, indicate there is a care opportunity. This includes services like pediatric preventive health exams, immunizations, or laboratory tests needed for a member with diabetes. They are notified either by phone or mail of their eligibility to participate in a reward program. The U-First Rewards program processes and tools allow us to be flexible in what we offer to Iowans, adapting our programs to meet the needs of the community. Our U-First Member Rewards program includes options for one-time incentive cards, flexible reward cards that can be activated and reloaded for members who have multiple care opportunities, and gifts for members who attend educational events such as baby showers and clinic days. 
We have had successes with our member incentive programs. For example, hawk-i adolescent well care $10 incentives were offered to teens and their parents or guardians to complete a preventive care visit, including adolescent immunizations, with a PCP. Our effectiveness analysis indicated that this program improved our adolescent preventive health rates by 4 percent.
Health Fairs and Clinic Days
[image: ]We hold a variety of events throughout the community, in partnership with our participating providers and community-based organizations, to educate members and to close gaps in care. We offer incentives to attend, participate, and to complete screenings scheduled specifically for the event. 
In an effort to educate new “moms-to-be” on pregnancy, postpartum care, well-child care and child care safety, we host baby showers in the communities we serve. We educate moms-to-be on the importance of prenatal checkups, the importance of breastfeeding, healthy food choices, exercise and sleep. Information on the importance of immunizations and a booklet to log the dates of their child’s immunizations are also provided. Participants receive gift bags with educational materials as well as door prizes, including car seats and fully equipped diaper bags, to encourage participation.
Iowa High Quality Healthcare Initiative Member Incentive Strategy 
For the Iowa High Quality Healthcare Initiative, we are proposing the following member incentives strategy. It is important to note that, in our commitment to CQI, we will measure the effectiveness of these programs and adjust accordingly to ensure optimal value. All programs proposed or adapted over the life of the contract will be approved by the State prior to implementation. Unless specified, the incentive will be offered to all applicable populations within the Iowa High Quality Healthcare Initiative program. 
	Member Rewards
	Corresponding Activity
	Proposed Incentive

	Community Rewards
	
	Accumulated points redeemed for gifts

	Reduce and Prevent Obesity
Nutrition and Healthy Eating
	Ate a Healthy Breakfast
Ate a Healthy Lunch
Ate a Healthy Dinner
Got Exercise
	1 point
1 point
1 point
1 point

	Oral Health
	Mouth Care in the AM
Brushed Teeth in the AM
Mouth Care in the PM
Brushed Teeth in the PM
	1 point
1 point
1 point
1 point

	Physical Activity
	Got Exercise
	1 point

	Baby Blocks
	
	Mothers choose from two options

	Prenatal Care
	Program Enrollment

24-Week Prenatal Visit
32-Week Prenatal Visit
Birth
	Diaper bag or $20 gift card for maternity or baby items
Nursing cover or teething rattle
First aid kit or tabletop toy
Digital thermometer or bath thermometer

	Postpartum Care
	Postpartum Visit
	Sorting blocks or $20 gift card for maternity or baby items

	Infant Preventive Care
	Well Child Visit at six months
Lead screening
Well Child Visit at 15 months
	Feeding set or dental care set
Childproofing set or board book
Bath accessories or soft puzzle

	U-First Member Rewards
	
	Incentives tailored to the care gap

	Maternity Care
	Baby Shower Attendance and Participation
	Gift bags with appropriate infant care items and educational materials
Door prizes, including infant car seats and diaper bags 

	Initial Health Risk Screening Assessment Reward
	Completion of initial health risk screening within 30 days of enrollment
	$25 gift card upon completion

	Infant Preventive Care
	Well Child Visits Ages 0 to 15 Months 
Lead screening
	Flexible reward card loaded for completion of each needed service
$25 for each well child visit (up to six visits before the child’s 15-month) and an additional $25 for lead screening

	Well Child Visits Ages 3 to6 Years
	Annual preventive visit to a PCP
	$25 gift card per visit per year

	Adolescent Well Visits
	Annual preventive visit to a PCP
	$25 gift card per visit per year

	Comprehensive Diabetes Care
	Completion of quarterly HbA1c and LDL labs
Completion of annual diabetic retinal screening 
	Flexible reward card loaded for completion of each needed service: $25 for each quarterly lab draw and $25 for annual eye exam 

	Adults’ Access to Preventive Care
	Annual preventive visit to a PCP
	$25 gift card per visit per year

	Women’s Health and Prevention
	Mammogram screening
Cervical Cancer screening
Chlamydia screening
	Flexible reward card loaded for completion of each needed service: $25 for each screening 

	Influenza immunizations for members meeting Centers for Disease Control criteria (i.e., all persons aged 50 years and older)
	Annual influenza immunization
	$10 gift card per annual immunization 


In implementing our member incentive programs, we will comply with all marketing provisions in 42 CFR 438.104, as well as federal and state regulations regarding inducements. 
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The Contractor shall develop and implement a critical incident reporting and management system in accordance with the Agency requirements. The Contractor shall develop and implement policies and procedures, subject to Agency review and approval, to: (i) address and respond to incidents; (ii) report incidents to the appropriate entities per required timeframes; and (iii) track and analyze incidents. The Contractor shall use this information to identify both case-specific and systemic trends and patterns, identify opportunities for improvement and develop and implement appropriate strategies to reduce the occurrence of incidents and improve the quality of care. 
Attachment 5 Question (10.4 Critical Incidents):
1. Describe your critical incident reporting and management system.
Critical Incident Management System
We maintain a critical incident reporting and management system, inclusive of policies and procedures, with the goal of improving patient safety for our members. In Iowa, critical incidents are defined explicitly on the Iowa Medicaid Critical Incident Report form and include, but are not limited to:
Physical injury to or by the member requiring a physician’s treatment or admission to a hospital
Unexpected death of the member
Emergency mental health treatment for the member
Intervention of law enforcement
Report of abuse of a child or dependent adult abuse
Prescription medication error or a pattern of errors that leads to an adverse outcome
A situation that involves a member’s location being unknown by provider staff who are assigned protective oversight
The following information is a broad description of our critical incident management policies and procedures as applied to the Iowa High Quality Healthcare Initiative. 
Policies and Procedures: Intake and Investigation
Our policies and procedures adhere to Iowa’s specific requirements regarding the reporting and management of critical incidents. A critical incident can be identified by anyone within the health plan, including case managers and member services advocates as well as external to the plan, such as contracted provider, vendors or the State. All critical incidents are thoroughly documented and include pertinent information related to the critical incident. This enables our quality department to track the activity and progression of the incident in a timely manner.
Once the investigation process is completed, our quality team summarizes the details of the incident and investigates the entire process, including the final outcome. Incidents are evaluated as to acuity and impact to the member and are assigned a designated severity level. Dr. Horn reviews all cases where a critical incident is founded. Should imminent harm be detected as a part of the critical incident review, the CMO has authority to act immediately and leverage the resources of our various teams and products. 
Policies and Procedures: Reporting of Incidents
We are fully aware of the need for coordination and connection with APS in situations where critical incidents occur and reporting is required. Our goal is to strengthen our ongoing relationship with APS and maximize communication in all instances that require mutual collaboration. 
Our critical incident reporting policy and procedure focuses on protecting our most vulnerable members and preventing the occurrence of such incidents through a robust monitoring process. If a critical incident does occur, our policy dictates that it must be immediately reported. All sources reporting critical incidents must notify our quality department by phone within 24 hours of discovering the incident. Evidence of this contact is documented on our communication log for future reference and auditing. The referring party must complete our internal critical incident form as well. Due to the potentially urgent nature of critical incidents, we provide coverage to receive reports in our quality department 24 hours a day, seven days a week. Our quality department staff provides direction and oversight to both internal and external reporting sources, and assures all appropriate agencies and authorities are notified within the required reporting time frames.
We will fully comply with requirements for the use of individual or trended critical incident data to: identify both case-specific and systemic trends and patterns; identify opportunities for improvement; develop and implement appropriate strategies to reduce the occurrences; and improve the quality of care. Additional details can be found in Section 10.4.5 Monitoring.
Systemic Improvement
A core component of our critical incident reporting and management system is the concept of systemic improvement. We focus on building strong relationships with APS through regular and proactive activities aimed at establishing a unified approach for our most vulnerable members. We also routinely coordinate policies and procedures with regulatory task forces when it comes to critical incidents, ensuring consistency and focus of our processes with what takes place in the community.
An example of a recent initiative that focused on vulnerable populations is our Massachusetts pilot, designed to raise awareness and engagement around sexual abuse in later life. Launched in 2014, it included identifying educational gaps and resources, meeting with domestic violence experts and leaders and local community-based organizations to understand the prevalence, warning signs and implications of this issue. This work resulted in a full training curriculum for nurses and social workers, including a two-day training session for all UnitedHealthcare staff. Ongoing activities include monthly engagement and monitoring referrals with REACH, a local organization focused on ending domestic violence. 
Our national advisory board focuses on building awareness of issues such as abuse and neglect in the LTSS and I/DD communities. This board brings together national leaders to provide insight on ways to address these concerns. Our national advisory board goals for 2015 and 2016 include enhancing our quality program by incorporating specific objectives around improved quality of life for LTSS, SMI and I/DD members, including critical incident prevention measures. Our Iowa stakeholder advisory board will reflect and uphold the same goals and values as our national board. The QMC will oversee the design of education and training programs to address systemic issues or trends specific to a community.
[bookmark: _Toc416176420][bookmark: _Toc417732956][bookmark: _Toc418958686]10.4.2 Provider Requirements 
The Contractor shall require internal staff and network providers to: (i) report critical incidents; (ii) respond to critical incidents; (iii) document critical incidents; and (iv) to cooperate with any investigation conducted by the Contractor or outside agency.
Our internal staff is required to report critical incidents, respond and provide needed documents as part of a critical incident investigation, and to cooperate with any investigation conducted by UnitedHealthcare or an outside agency in compliance with Section 10.4.2, Provider Requirements. Referrals are made to the appropriate departmental leaders when internal sources fail to comply with the critical incident reporting and management process.
Our participating provider contracts require network providers to participate in all activities required by our Quality Program, which includes critical incident reporting, provision of responses and documentation in response to an investigation, and cooperation with any investigation conducted by UnitedHealthcare or an outside agency in compliance with Section 10.4.2, Provider Requirements. Furthermore, our provider contracts give us the ability to act quickly should critical incidents occur that place our members in imminent harm, when we would need to take action. Our quality team oversees the investigation process for contracted provider and subcontractors, and verifies each part of the critical incident process is completed within the State’s timelines.
[bookmark: _Toc416176421][bookmark: _Toc417732957][bookmark: _Toc418958687]10.4.3 Training 
The Contractor shall provide staff and provider training on critical incident policies and procedures. 
Attachment 5 Question (10.4 Critical Incidents):
2. Describe strategies for training staff and network providers on critical incident policies and procedures.
Nationally, one of the ways in which we manage critical incident training, reporting and management is by engaging and partnering with provider trade associations, such as nursing homes, assisted living and home care. During these interactions, we present incident reporting criteria, requirements and training materials to the membership through on-site and group remote training sessions. Since this approach has been successful in multiple states, we will leverage it with our Iowa providers across local communities as a key mechanism for training and education. We also routinely incorporate local partner feedback into our training programs. For example, as a result of our recent interaction with the Iowa Nursing Home Association, we incorporated BH triggers and indicators of decline into our educational programs. Provider News Network in Tennessee
Our United Provider News Network (UPNN) is Web-based live video streaming that allows quick updates and live interactions and training programs to be deployed to our field-based care teams and network providers. Current topics like claims policies and submissions, PA policies, payment reform programs, member eligibility tool and state benefit changes can be updated quickly and available 24 hours a day, seven days a week by any authorized user. This program has been successful in states like Tennessee and will be expanded in Iowa.

Provider Training
As part of our education and training approach in Iowa, we will create and institute provider onboarding for HCBS with specific modules for critical incident reporting and prevention. We will also sponsor non-licensed professional training for providers. All tracking and trending data on critical incidents is shared with our network team so that they can support and develop trainings and action planning on their end. Our critical incident reporting and management policies and procedures are mandatory for all new and existing individual providers and provider agencies; and all providers of self-directed services. We track provider training through sign-up sheets and webinar attendance records.
Mental Health First Aid TrainingCritical Incident Training in New Jersey 
In New Jersey, our robust critical incident training program is conducted through a trade association. This training includes definitions of critical incidents and associated terms, detailed policies and procedures around reporting of critical incidents, an overview of the various agencies involved in the process and information about Danielle’s Law. 

Mental Health First Aid is an in-person training that teaches individuals how to help people impacted by mental illness or in a crisis. It teaches the community at large to recognize signs of addictions and mental illnesses, offers a five-step action plan to assess a situation and help an individual, helps communities recognize the impact of mental and substance use disorders and informs participants of local resources and where they can turn for help. The program can be specifically configured for unique populations such as long-term care providers or nursing home staff. 
Staff Training
[image: ]We provide staff training. Some of the components of our training include the definition of a critical incident, reporting expectations and mechanisms, as well as regulations related to protected health information security and HIPAA. Training is provided to staff via an Online Module to educate on abuse, neglect and exploitation. FAQs for easy reference are also provided during the trainings. All employees must pass a test prior to starting field or telephonic work. Attendance records are kept for each day of training, including the days during which critical incident material is covered.
[bookmark: _Toc416176422][bookmark: _Toc417732958][bookmark: _Toc418958688]10.4.4 Corrective Action
The Contactor shall take corrective action as needed to ensure provider compliance with critical incident requirements. 
Attachment 5 Question (10.4 Critical Incidents):
3. Describe processes for implementing corrective action when a provider is out of compliance with critical incident reporting.
Through monitoring, we identify providers who are non-compliant with critical incident reporting and take corrective action as needed to ensure provider compliance with critical incident requirements. Suspected non-compliance with critical incident requirements is referred to our Iowa PAC for review. This multidisciplinary committee can review the findings of specific critical incident investigations and require a CAP, monitor through completion, or act to terminate a provider, if needed. All federal peer review protections are followed. Actions that may be recommended by the PAC include, but are not limited to: development of a CAP with time frames for improvement; education or counseling; monitor and trend data; termination; report to the appropriate state, federal or regulatory agencies.
Aggregate data on critical incidents by severity and category is reviewed our HQUM to look for trends and make decisions for improvement when appropriate. Our experience indicates that education and counseling are very effective in remediating non-compliance with reporting time frames. We will send the provider advocate out to determine the gap in training and provide the appropriate provider education, support and retraining. In Tennessee in 2014, we required CAPs for 11 critical incidents, eight of which addressed situations when the provider either had failed to report or had gone beyond the 24-hour time frame for reporting critical incidents. With the CAPs, we provided one-on-one training to the individual provider and followed with a required webinar for the provider and his/her staff.
[bookmark: _Toc416176423][bookmark: _Toc417732959][bookmark: _Toc418958689]10.4.5 Monitoring 
The Contractor shall identify and track critical incidents and shall review and analyze critical incidents to identify and address quality of care and/or health and safety issues. The Contractor shall regularly review the number and types of incidents and findings from investigations. This review shall be used to identify trends, patterns and areas for improvement. Based on these findings, the Contractor shall develop and implement strategies to reduce the occurrence of critical incidents and improve the quality of care delivered to members. 
Attachment 5 Question (10.4 Critical Incidents):
4. Describe how critical incidents will be identified, tracked and reviewed and how data gathered will be used to reduce the occurrence of critical incidents and improve the quality of care delivered to members.
Policies and Procedures: Monitoring and Analysis
The analysis of critical incidents by frequency, volume, type and finding is a key quality indicator monitored as part of our Iowa Quality Program. Through routine review by our QMC and PAC, this information enables us to identify both case-specific and systemic trends and patterns that indicate an opportunity for improvement exists. 
Strategies to Prevent or Reduce the Occurrence of Critical Incidents
If a case-specific concern or adverse trend emerges, a number of our existing programs are available for a deployment of resources to quickly remediate potential risks to our members.
Imminent Harm: To act swiftly in protecting our members, if it is determined that a member or members are in imminent harm as a result of an identified critical incident or trend, we may immediately suspend the provider involved and transfer the affected member(s) to a provider. 
Stakeholder Advisory Board: Communication with members and their caretakers provides an opportunity to better understand the reality of safety risks faced by our LTSS and waiver members. This feedback informs the creation of educational programs to reduce the occurrence of critical incidents.
Case Managers—Post-Acute and LTSS: During the process of coordinating transitions for members requiring institutional care prior to returning to the community or transferring from acute care to sub-acute care facilities, our clinicians may identify potential safety concerns, such as fall risks, that can be addressed prior to the transition to prevent a critical incident.
Member and Provider Safety Training: Newsletters, mailers, phone calls and face-to-face visits will provide education to our members and providers about trends, what we see in our critical incident data and how they might avoid an incident. One such example is education for LTSS members regarding reduction of falls in the home as well as education for HCBS providers about proactively identifying fall risks.
Critical Incident Reporting and Oversight in Tennessee
For provider-reported critical incidents, we investigate to assure appropriate steps are taken to mitigate risk to the member, and that appropriate authorities are involved when the incident involves abuse, neglect, financial exploitation or illegal activities. When provider process issues are identified, we may request the provider submit a CAP. In addition to CAPs, we took the following actions in Tennessee in 2014 to address critical incidents:
Internal staff training: Updated our critical incident reporting, abuse/neglect, quality of care/quality of service complaints.
Member services advocate/member training: Completed Play It Safe—Don’t be a Victim of Theft 
Provider training: Developed critical incident reporting and investigation training. We received positive feedback on this form from both providers and TennCare.

[bookmark: _Toc416176424][bookmark: _Toc417732960][bookmark: _Toc418958690]10.5 Provider Preventable Conditions 
[bookmark: _Toc416176425][bookmark: _Toc417732961][bookmark: _Toc418958691]10.5.1 General 
In accordance with 42 CFR 438.6(f)(2) and 42 CFR 434.6(a)(12), no payment shall be made by the Contractor to a provider for a provider-preventable condition as identified in the State Plan. This includes health-acquired conditions as identified by Medicare other than deep vein thrombosis and pulmonary embolism following total knee replacement or hip replacement surgery in pediatric and obstetric patients. Other provider-preventable conditions for which the Contractor shall not reimburse include wrong surgical or other invasive procedure on a patient or surgical or other invasive procedure performed on the wrong body part or wrong patient. The Contractor shall comply with any future additions to the list of non-reimbursable provider-preventable conditions. 
[bookmark: _Toc416176426]We have policies and procedures for reducing provider preventable conditions (PPCs), including never events, with a process for provider reporting and precluding payments to providers in compliance with 42 CFR 438.6(f)(2) and 42 CFR 434.6(a)(12). Our policy for reduced payment of certain conditions is currently posted on our provider portal, uhccommunityplan.com. 
Payment Preclusion Policy 
Our prospective process for non-reimbursement for a surgical or other invasive procedure, or for services related to a particular surgical or other invasive procedure is consistent with CMS policy and is currently implemented in our Iowa hawk-i program. Our policy regarding non-payment for provider preventable conditions covers three key areas:
	Health Care Acquired Conditions
Other Preventable Conditions 
	Present on Admission (POA)


We ensure the integrity of this process because as part of our contracts with providers and facilities, we require that these events are billed with a zero-pay claim and that the provider comply with the reporting requirements in 42 CFR 447.26(d). Failure to comply with this contractual provision will result in action up to and including termination of the provider’s agreement and reporting to CMS.
We will include any future additions to the list of non-reimbursable provider-preventable conditions in our policies and processes when added.
[bookmark: _Toc417732962][bookmark: _Toc418958692]10.5.2 Provider Requirements 
Further, in accordance with 42 CFR 447.26(d), the Contractor shall require that as a condition of payment, all providers agree to comply with the reporting requirements in 42 CFR 447.26(d). 
Attachment 5 Question (10.5 Provider Preventable Conditions):
1. Describe how you will ensure payment is not made for provider preventable conditions.
Physician Notification Process and Reporting 
Our policy, Wrong Surgical or Other Invasive Procedures Policy (“Never Events”), requires providers to report events as described above, with a no-pay claim, and are expected to waive all costs associated with the wrong surgical or other invasive procedure. We review encounter data of all paid and denied claims for validation on a quarterly basis. Additionally, on a quarterly basis, we review an additional report indicating whether or not any “Never Events” occurred during that quarter. 
Participating providers may not bill or collect payment from our members for any amounts not paid due to the application of this reimbursement policy. 
The policy above is posted on the provider portal under “Reimbursement Policy” on uhccommunityplan.com. In addition to the policy information, providers are given a list of references for more information on never events. These references include: American Medical Association, Centers for Disease Control and Prevention, CMS, the Leapfrog Group and National Quality Forum. In compliance with Section 10.5.2, we will require that as a condition of payment, all providers agree to comply with the reporting requirements in 42 CFR 447.26(d).
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[bookmark: _Toc416176384][bookmark: _Toc417732963][bookmark: _Toc418958693]Section 11 – Utilization Management
Attachment 5 Question:
Please explain how you propose to execute Section 11 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
Based on our numerous years of experience serving more than 5.1 million low income and medically fragile members in 23 states, we have developed and implemented a member-focused UM program that comprises a comprehensive set of principles, a systematic set of policies, procedures and processes, clinical practice guidelines and defined measures of accountability. UnitedHealthcare also integrates UM activities with care coordination in a synchronized approach to meet the physical health, BH, functional and social needs of our members. When combined, these elements provide the basis for how we will monitor and evaluate the quality, continuity, accessibility, timeliness and outcomes across the continuum of physical health services, BH services and LTSS for Iowa High Quality Healthcare Initiative members.
Medical directors, nurses and clinical staff work closely with community health care practitioners and providers to optimize health care outcomes for members and their families. The UM program functions as an interdisciplinary team that places the member in the center of all activities. Our UM program ensures services are not arbitrarily or inappropriately denied or reduced in amount, duration or scope; manages health care costs; and ensures Iowa High Quality Healthcare Initiative members receive appropriate, effective, high-quality care in the least-restrictive setting.
We have developed and maintain UM policies, procedures and processes; a common set of medical management and evidence-based guidelines for physical health services, BH services and LTSS; a set of analytical tools to monitor our performance; and a defined governance structure to monitor and support our UM program.
Under the direction of Dr. Michael Horn, our medical director and Janet Zwick, our behavioral health manager, we will develop an Iowa High Quality Healthcare Work Plan in compliance with the UnitedHealthcare UM Program to be reviewed and approved by the Agency. The UnitedHealthcare UM Program consists of a comprehensive, interdisciplinary set of principles, systematic processes and defined accountabilities for monitoring and evaluating the utilization and quality of services provided to members in Iowa. Operationally, the UM Program is closely aligned with our Quality Management (QM) program, providing targeted preauthorization and post-utilization review activities to foster the provision of timely, cost-effective, evidence-based services that are medically necessary. UM activities are embedded into care coordination processes and are part of effective PA, inpatient management, discharge planning, service coordination and pharmacy management. As part of ensuring covered benefits and services to members, we will expand our current program for hawk-i to the High Quality Healthcare Initiative to meet community standards, contractual obligations and government requirements in Iowa. 
The Utilization Management Program Includes the Following End-to-End Processes:
Intake
Clinical coverage review
Prospective/pre-service review
Prior authorization
Inpatient care coordination/concurrent review/discharge planning
Post-service review
Readmission reduction management
Medical claim review
Integrated services: transitional care management (transition to SNF and transition to home), complex population management, case management, LTSS
[bookmark: _Toc416176385][bookmark: _Toc417732964][bookmark: _Toc418958694]11.1 Utilization Management Program
The Contractor must develop, operate and maintain a utilization management (UM) program, which shall be documented in writing. As part of this program the Contractor shall develop and implement policies and procedures, subject to Agency review and approval, with defined structures and processes. The UM program shall assign responsibility to appropriate individuals including a designated senior physician and shall involve a designated behavioral health care practitioner in the implementation of behavioral health aspects of the program and a designated long-term care professional in the implementation of the long-term care aspects of the program. The Contractor shall have mechanisms in place to ensure that required services are not arbitrarily denied or reduced in amount, duration, or scope solely because of the diagnosis, type of illness or condition. Utilization management of substance use disorder services must use the most current version of The ASAM Criteria as published by the American Society of Addiction Medicine. All utilization management strategies must be approved by the Agency and noticed to the community thirty (30) days prior to implementation. 
[bookmark: _Toc416176386][bookmark: _Toc417732965][bookmark: _Toc418958695]11.1.1 UM Policies and Procedures 
The Contractor’s UM program policies and procedures must meet all standards of the Contractor’s accrediting entity and shall have criteria that: (i) are objective and based on medical, behavioral health and/or long-term care evidence, to the extent possible; (ii) are applied based on individual needs; (iii) are applied based on an assessment of the local delivery system; (iv) involve appropriate practitioners in developing, adopting and reviewing them; and (v) are annually reviewed and up-dated as appropriate. 
Attachment 5 Question (11.1 Utilization Management Programs):
1. Describe in detail your utilization management program, including how you will operate and maintain the program.
Utilization Management Program Objectives
The UM program comprises a comprehensive, integrated and interdisciplinary set of principles, systematic policies, procedures and processes, guidelines and criteria and defined accountabilities for monitoring and evaluating the quality, continuity, accessibility, timeliness and outcomes of health care services rendered to our members. We also support a defined UM governance structure that:
Reviews service authorizations for a specific LOC that is aligned with the member’s holistic needs. When a member no longer meets medical necessity criteria for a particular LOC, we work to confirm an appropriate new LOC is identified and assist the member during the transition between levels of care.
Supports our family-first, person-centered approach to integrated care by identifying care opportunities through analysis of data within our clinical management system, claims and PA data, data from participating providers or delegated entities and State-supplied information and coordinating services that meet the member’s needs.
Ensures the provision of high-quality member services by identifying opportunities for improvement and priorities, such as reduction of hospital admissions, inpatient bed days, readmissions and non-urgent ER visits, and supporting the efforts of our QM team to improve quality of care and service through programs, such as our provider profiling program.
Operating our Utilization Management Program
We manage appropriate utilization of services to ensure each member has the needed services and supports to reduce the likelihood of adverse events that lead to inpatient admissions and can successfully transition from inpatient settings, reducing the likelihood of readmission. Our processes serve as a gateway to CM activities; promote communication among our health plan, providers, the member and the interdisciplinary team to confirm eligibility, benefits, covered services and referrals; and coordinate additional actions and services that improve the member’s care.
Utilization Management Program Governance
[bookmark: _Toc394587219]We have implemented a single, integrated (UM/CM/QM) governance structure specifically designed to meet the physical health, BH and LTSS needs of Iowa High Quality Healthcare Initiative members. Our local leadership team, which oversees our UM, QM and care coordination programs, comprises our plan president, medical directors, health services director, UM director and QM director. Our medical director provides overall strategy and leadership direction for our clinical functions and activities and works in conjunction with our plan president, medical directors, health services director, UM director and QM director to implement and manage a UM program that meets all Agency requirements.
Utilization Management Committee Oversight
The National Medical Care Management Committee (NMCMC) meets monthly and senior medical directors across the organization are responsible for overseeing the UM Program, including the review and approval of the program, policies, criteria and guidelines. The Iowa leadership team monitors our UM program through our HQUM, a subcommittee of our QMC. It meets quarterly, includes senior executives and decision-makers and is chaired by our medical director. Our HQUM complies with the requirements in RFP section 11.1.7 and carries out specific functions and responsibilities, including:
Overseeing and approving regular (at least annually) updates to UM and QM program descriptions, work plans, program evaluations, responsibilities and policies and procedures that conform to industry standards
Monitoring provider service authorization requests for health care services provided to members
Monitoring the medical appropriateness and necessity of health care services provided to members
Developing and monitoring an effective mechanism to ensure timely response to all ER providers
Evaluating the consistency of UM decision-making through review of inter-rater reliability reports and identifying overutilization and underutilization issues
Reviewing, editing and recommending adoption of updated clinical guidelines and utilization review policies and practices based on input and recommendations from various sources, including our national clinical resources and local PAC
Monitoring quality reports across all clinical areas; reviewing performance metrics, trends and outcomes related to care coordination; establishing data-driven interventions to improve performance in identified areas; monitoring progress on clinical performance improvement programs; and conducting targeted quality and performance improvement studies
Monitoring actions taken to investigate and ensure resolution of quality of care incidents, including UM issues
Monitoring and correcting utilization variances, including overutilization and underutilization of services
[bookmark: _Toc416176387][bookmark: _Toc417732966][bookmark: _Toc418958696]11.1.2 Program Elements 
The UM program shall provide for methods of assuring the appropriateness of inpatient care, analyzing emergency department utilization and diversion efforts, monitoring patient data related to length of stay and re-admissions related to hospitalizations and surgeries, and monitoring provider utilization practices and trends for any providers who appear to be operating outside of peer norms. Upon request by the Agency, the Contractor shall demonstrate the data selection criteria, algorithms, and any additional elements used within the program. In addition, the UM program shall include distinct policies and procedures regarding long-term care services. 
We have and maintain policies, procedures and proven processes in place to assure the appropriateness of inpatient care, analyzing ER utilization and diversion efforts, monitoring patient data related to length of stay and readmissions related to hospitalizations and surgeries, and monitoring provider utilization practices and trends for any providers who appear to be operating outside of referenced norms. We regularly collaborate with our State partners to review and discuss our data selection criteria, algorithms, and related program elements, including long-term care service-related policies and procedures.
[bookmark: _Toc416176388][bookmark: _Toc417732967][bookmark: _Toc418958697]11.1.3 Work Plan 
The UM program shall be supported by an associated work plan and shall be evaluated annually and updated as necessary. The UM Program description, work plan and program evaluation shall be exclusive to Iowa and shall not contain documentation from other state Medicaid programs or product lines operated by the Contractor. The UM program descriptions, associated work plan, and annual evaluation of the UM program shall be annually submitted to the Agency for State review and approval. The initial draft of these materials is due within 30 days of Contract execution. The work plan shall identify the steps to be taken and include a timeline with target dates. A final work plan, incorporating any changes requested by the Agency, shall be submitted to the Agency within 30 days after the first submission of the plan. The Contractor shall execute, adhere to, and provide the services set forth in the Agency-approved plan. Changes to the plan must receive prior approval from the Agency, and the Contractor shall make any updates to maintain a current version of the plan. 
Attachment 5 Question (11.1 Utilization Management Programs):
3. Provide a sample UM Work Plan.
See Attachment 11.1 Sample UM Work Plan.
[bookmark: _Toc416176389][bookmark: _Toc417732968][bookmark: _Toc418958698]11.1.4 UM Subcontractors and Staff 
In accordance with 42 CFR 438.6(h), 42 CFR 422.208 and 422.210, the Contractor shall assure that compensation to individuals or entities that conduct UM activities is not structured so as to provide incentives for the individual or entity to deny, limit, or discontinue medically necessary covered services to any member. If the Contractor delegates some or all of its UM activities, including prior authorization functions, to subcontractors, the Contractor must conduct annual audits and ongoing monitoring to ensure the subcontractor’s performance complies with the Contract, the Contractor’s policies and procedures and state and federal law. 
Attachment 5 Question (11.1 Utilization Management Programs):
4. Describe if any UM functions will be delegated. If any functions will be delegated, describe proposed ongoing monitoring strategies of the delegated entity.
Utilization management review responsibility will be delegated to CareCore for radiology and cardiology. CareCore manages outpatient advanced radiology and cardiology benefits by targeting utilization and quality. Advanced radiology modalities under the program are magnetic resonance imaging (MRI), magnetic resonance angiogram (MRA), computed tomography (CT)—including contrast and three-dimensional identity (3DI), positron emission topography (PET) and nuclear medicine.
Our Medicaid Delegate Oversight Committee (MDOC) has overall responsibility for delegated entity oversight for our Medicaid programs. This committee includes diverse senior leader representation from key functional areas within the organization, health plan leadership, clinical, legal counsel, finance and chief compliance officer. This committee meets on a regularly scheduled basis, generally shortly after the end of the quarter. The primary responsibilities of the MDOC include assessing, on an ongoing basis, the current state of the compliance program of the delegate, and ensure that it effectively prevents, detects and corrects violations of applicable laws, regulations, guidance, company policies and ethical guidelines.
[bookmark: _Toc416176390][bookmark: _Toc417732969][bookmark: _Toc418958699]11.1.5 Practice Guidelines 
In accordance with 42 CFR 438.236, the Contractor shall establish practice guidelines that are based on valid and reliable clinical evidence or a consensus of healthcare professionals in the particular field. These practice guidelines must consider the needs of the Contractor’s members and be adopted in consultation with contracting healthcare professionals. Practice guidelines must be reviewed and updated periodically as appropriate. Such practice guidelines shall be disseminated to all affected providers and upon request to members and potential members. Further, all decisions for utilization management, member education and coverage of services must be applied in accordance with these guidelines. All practice guidelines and UM guidelines developed or adopted by the Contractor and any modifications made to the guidelines must be approved by the Agency and shared with providers at least thirty (30) days prior to the implementation of the guidelines. The Contractor shall provide a forum to receive practitioner suggestions for UM guideline revisions at least annually, and shall document all changes made subsequent to practitioner input. 
Attachment 5 Question (11.1 Utilization Management Programs):
5. Describe the process for developing and updating practice guidelines.
Our Medical Technology Assessment Committee (MTAC), under the scope of the UM Program, comprising medical directors and clinicians, develops, reviews and approves UM criteria, guidelines and new medical policies. It meets at least 10 times annually to develop new policies in response to emerging technology or new treatments based upon scientific evidence, where such evidence exists. 
We identify externally developed clinical practice guidelines, either written by a professional specialty society or national government organization and develop our programs and medical policies consistent with their guidelines.
We also use MCG care guidelines in our medical management program. MCG care guidelines are available in both installed and Web-based formats for our staff to use whether they are office-based or working on-site in health care facilities.
Our internally developed medical policies complement MCG. Our clinical technology staff develops and maintains these medical policies online in a medical policy application.
We review all of our existing medical policies at least annually and revise them as new developments take place to keep pace with advances in medical technology and changes in clinical practice. We communicate new policies and policy revisions to our staff, network physicians and other health care providers through ongoing training, monthly Medical Policy Updates bulletins, our Internet and intranet sites, and continuing education programs.
Network physicians are involved in the case management process at the national level through their participation as consultants to our Medical Technology Assessment Committee (MTAC). The MTAC comprises staff medical directors who consult with network physicians in appropriate subspecialties as needed to navigate complex issues related to medical policy. The MTAC responsibilities include:
Evaluate and approve practice guidelines and general standards of care, including preventive health standards
Evaluate and approve clinical criteria
Provide input on new technology
We also solicit input into the development of medical policies via our physician website, uhccommunityplan.com. All UnitedHealthcare, medical policies are available to contracted physicians through this portal. Network physicians are encouraged to review our medical policies and provide feedback through their local health plans.
Copies of Coverage Determination Guidelines (CDG) and Medical Policies are available at our physician website, uhccommunityplan.com under Tools & Resources within the Policies, Protocols and Administrative Guide section.
Practice Guidelines
We use evidence-based, nationally recognized MCG (formerly Milliman Care Guidelines) and InterQual criteria for physical health care services and internally developed mental health and SUD guidelines for BH to ensure our members receive effective and appropriate care in the least-restrictive care setting. They standardize care coordination decisions regarding the most appropriate and available LOC needed to treat a child or adolescent members’ presenting problems, while providing the flexibility to address individual needs. The guidelines provide objective and evidence-based admission and continuing stay criteria for mental health and substance use disorders. 
Mental Health and Substance Use Disorders
We base our mental health guidelines on published references from the industry’s most esteemed professional sources, including the American Psychiatric Association (APA), the American Society of Addiction Medicine (ASAM), the American Academy of Child and Adolescent Psychiatry (AACAP) and the most recent version of the Diagnostic and Statistical Manual of Mental Disorders (DSM). Our internally developed BH UM guidelines include:
Mental health (MH) 23-hour observation, acute inpatient, common criteria, crisis stabilization and assessment, intensive outpatient, partial hospitalization/day treatment and residential treatment
Community services and supports, including assertive community treatment, case management and psychosocial rehabilitation
We use the following evidence-based BH LOC guidelines: Mental health (MH) 23-Hour Observation; MH Acute Inpatient; MH Common Criteria; MH Continued Services; MH Crisis Stabilization and Assessment; MH Home-Based Treatment; MH Intensive Outpatient; MH Physical Health/Day Treatment; MH Residential Treatment; Assertive Community Treatment; Case Management; Psychosocial Rehabilitation; and Respite Care. These guidelines cover the following mental health services: outpatient; 23-hour observation; acute inpatient; common criteria; crisis stabilization and assessment; home-based treatment; intensive outpatient; partial hospitalization/day treatment; residential treatment; and community support services including assertive community treatment, case management, psychosocial rehabilitation and respite care.
We have implemented clinical practice guidelines to inform UM decisions for conditions prevalent in the Iowa High Quality Healthcare Initiative member population, including asthma; attention-deficit hyperactivity disorder (ADHD); bipolar disorders in children; cleft lip and palate; cochlear implants; conduct disorder; cystic fibrosis management; depressive disorders in children; diabetes; jaundice in the newborn; inpatient feeding programs; metabolic disease screening; oppositional defiant disorder; post-traumatic stress disorder; reactive attachment disorder; sickle cell disease; spina bifida (open spine); and neonatal service guidelines (inhaled nitric oxide, discharge planning, apnea and bradycardia, feeding the neonate, early onset neonatal sepsis, neonatal abstinence syndrome and thermoregulation).
LTSS Guidelines
To ensure members receive needed care and services based on the best evidence, we have established a member-centered UM approach for LTSS. Since no authoritative or nationally recognized UM criteria exist for LTSS, we convened national experts in LTSS to devise decision support tools and approval criteria for LTSS. These guidelines provide care coordinators the ability to assess for members need of services in the member’s home while simultaneously allowing the care coordinator to develop the service plan in conjunction with the member to meet his/her unique care needs. 
The LTSS UM Plan was developed nationally with participation and oversight from medical directors who oversee plans with LTSS, consultation with LTSS providers in our network, plan experience from other states, guidelines from the Americans with Disabilities Act, community experts at the Centers for Independent Living, guidance from CMS and current peer-reviewed literature, where applicable. The goal was to develop the most effective utilization policies for positive member outcomes so that our UM plan reflects the specific characteristics of members accessing LTSS.
[bookmark: _Toc416176391][bookmark: _Toc417732970][bookmark: _Toc418958700]11.1.6 UM Care Coordination 
The Contractor’s UM program shall not be limited to traditional UM activities, such as prior authorization. The Contractor must maintain a UM program that integrates with other functional units as appropriate and supports the Quality Management and Improvement Program. The UM program must have policies and procedures and systems in place to assist UM staff to identify instances of over- and under-utilization of emergency room services and other health care services, identify aberrant provider practice patterns (especially related to emergency room, inpatient services and drug utilization), evaluate efficiency and appropriateness of service delivery, facilitate program management and long-term quality and identify critical quality of care issues. The Contractor’s UM program must link members to the Contractor’s care coordination program as described in Section 9. The Contractor’s UM program must also encourage health literacy and informed healthcare decisions. The Contractor shall also be responsible for identifying and addressing barriers that may inhibit a member’s ability to maintain a healthy lifestyle such as obtaining preventive care and successful participation in drug maintenance programs. As part of its utilization review, the Contractor shall monitor access to preventive care, specifically to identify members who are not accessing preventive care services in accordance with accepted preventive care standards. The Contractor must develop education, incentives and outreach plans tailored to its member population to increase member compliance with preventive care standards. The Contractor must particularly monitor use of services for its members with special needs and members with diagnoses of severe mental illness or substance use disorder. 
Attachment 5 Question (11.1 Utilization Management Programs):
2. Describe your policies, procedures and systems to:
a. Assist utilization management staff to identify instances of over- and under-utilization of emergency room services and other health care services;
b. Analyze emergency department utilization and diversion efforts;
c. Identify aberrant provider practice patterns;
d. Monitor patient data related to length of stay and re-admissions related to hospitalizations and surgeries; 
e. Assure the appropriateness of inpatient care;
f. Ensure active participation of a utilization review committee;
g. Evaluate efficiency and appropriateness of service delivery;
h. Incorporate subcontractor’s performance data;
i. Facilitate program management and long-term quality; and
j. Identify critical quality of care issues.
Overutilization and Underutilization Coordination and Management
Clinicians are trained to follow and are provided with policies that guide them to review a member’s benefit coverage as well as prioritize cases to determine the appropriate LOC for the member. The clinician uses the applicable medical, behavioral or LTSS guidelines, along with clinical judgment, to monitor the progress of the member’s recovery and to initiate interventions to ensure comprehensive member-centric discharge planning or transition management. Interdisciplinary teams comprising the attending physician, facility health professionals and the UM nurse collaborate to develop a transition plan which includes a risk assessment. This risk assessment guides the team in the assessment for complex needs with the goal of preventing the need to return to the ER or readmission to the hospital. 
An important component of the UM process is the collaboration with care coordination to deliver integrated, cohesive personal health management including post-hospitalization referral to transitional care management, care management, complex population management and LTSS community-based case management in an effort to: 
Reduce avoidable admissions and ER visits
Measured by Admit and ER rates
Improve access to PCP
Measured by PCP visits rates
Identify and address BH needs
Measured by BH provider visits
Improve access to pharmacy
Identify and remove social and environmental barriers to care
Improve health outcomes
Measured by HEDIS and STARS metrics
Emergency Room Utilization and Diversion Efforts
Managing unnecessary ER utilization builds on our person-centered model by ensuring that we identify and provide supports to members at several crucial points of member contact. Our person-centered care model promotes proactive community health worker engagement with members to make appropriate appointments, reinforce discharge instructions and provide educational materials to avoid ER use. For members identified through predictive modeling and other activity reports or at the time of the ER service, it is important to provide support early and in the days following the member’s visit to the ER. 
Some of our diversion efforts include:
Reinforcing ER discharge instructions
Educating members on alternate options to inappropriate ER use, such as visiting their PCP, BH provider, an urgent care facility or contacting NurseLine for assistance
Educating members on self-management and identifying signs/symptoms that lead to the ER visit and scheduling an appointment with their PCP instead of inappropriately using the ER 
Helping the member set an appointment with his/her PCP or BH provider with seven days of the ER visit
Confirming a follow-up visit with the member’s PCP or BH provider is scheduled and the member attended the appointment
Identifying and addressing barriers to accessing care (e.g., transportation issues, member not knowing his/her PCP, access to PCP issues, member perception about cost)
Identifying and connecting the member to community resources, support groups and peer support services, as appropriate
Making appropriate referrals to transitional case management, case management, disease management or other programs for follow-up after ER discharge
Identifying Aberrant Provider Practices
To evaluate overutilization and underutilization by individual providers and to hold them accountable for results, we distribute Annual Primary Care Report Cards to PCPs who have sufficient members to generate statistically significant results. These profiles summarize individual PCP scores in comparison to their peers. For example, in Mississippi, we facilitate daily and weekly leadership meetings to discuss provider utilization trends. The Healthcare Quality and Utilization Management Committee (HQUM), chaired by our local medical director, meets quarterly and monitors all clinical quality improvement and UM activities.
Length of Stay and Readmission Rates
We monitor patient data through a variety of methods. Clinicians have access to the Blended Census Reporting Tool (BCRT). This tool identifies members in the hospital each day, including a flag for members readmitted to the hospital. This offers an opportunity to proactively identify and refer members to care management services for interventions aimed at improving their personal health management. In addition to the BCRT, UM reports, dashboards and scorecards we use to monitor data related to provider practice patterns, length of stay and readmissions include:
Inpatient utilization reports:
A snapshot of monthly inpatient authorizations
A breakdown of inpatient authorizations based on the member age groups of the member population
Integration of SMART membership data with inpatient authorization data from CareOne allowing us to analyze the inpatient authorization data by programs
Grouping of inpatient authorizations into separate categories based on their total length of stay
Information on inpatient days and admits by facility and month, sorting facilities in a descending order based on their net admits for the time period selected
Top 20 diagnosis codes for inpatient authorizations for the time period selected, sorted in descending order based on net admits for the time period selected
Variant Day Analysis (VDA): Tool used to analyze more than three years of claims data integrated from all of our major UnitedHealthcare sources and entities. The VDA also provides hospital and DRG length of stay and readmission opportunity information at various levels of aggregation. The VDA is organized as a series of Excel pivot tables that are easy to navigate with drill-down Excel functionality for analysis and printing. The VDA allows analysis of the following:
Length of stay analysis
Adjusted readmission rate within 30 days
One-day-stay percentage, short-stay percentage
Top variant APR-DRGs for opportunity days
Top variant APR-DRGs for readmissions
Top APR-DRGs for observation conversions
New readmission metrics
Care Appropriateness
The UM staffing model consists of clinical and non-clinical personnel. The program ensures that all physicians and peer clinical reviewers hold active unrestricted licenses, education, training and professional experience in the area of clinical practice that is appropriate to render a decision for the treatment requested. 
	UM Personnel Function Qualifications and Responsibilities

	Medical Director
	Maintains a current non-restricted license to practice medicine
Develops and implements clinical (medical and BH) components of UM program
Develops clinical strategies to improve UM policies, procedures, processes and outcomes
Ensures reasonable availability, within one business day, to discuss clinical determinations with the attending or ordering physician
Obtains consultations from specialist physicians if indicated
Oversees clinical decision-making activities of UM staff and is the only one who can deny services
Develops clinical policies, procedures and programs
Oversees clinical appeals process/decision making
Facilitates grand rounds and case conferences

	Behavioral Health Care Practitioner
	Conducts patient assessments and determines appropriate LOCs 
Manages inpatient, partial hospitalization and residential treatment mental health cases throughout the entire treatment plan 
Administers benefits and reviews treatment plans 
Coordinates benefits and transitions between various LOCs 
Consults with facility staff or outpatient care providers on best practices and proven treatment approaches

	Health Services Director Responsibilities
	Maintains license as an RN
Maintains accountability for the overall (clinical programs) care coordination, UM, disease management program planning and execution at the site level
Sets overall strategic direction and plans for clinical services delivered by the health plan
Ensures oversight and accountability of clinical staff to deliver contract requirements and high-quality services 
Ensures clinical reporting is in place to monitor and track clinical operational and member transition metrics 
Maintains internal and external reporting requirements

	UM Director Responsibilities 
	Maintains active license as an RN
Monitors compliance with regulatory standards for timeliness and documentation
Ensures clinical reporting in place to monitor and track operational and member utilization metrics
Sets directions and strategic planning to develop, implement and monitor action plans to modify care delivery patterns and reduce expenses
Develops strategic initiatives as ongoing improvement
Produces analysis documents to guide strategic planning

	Pharmacy Director
	Develops and maintains clinical pharmacy programs, such as drug utilization review, PA, health outcomes, disease state management, care coordination and other specialty programs
Participates in formulary development and maintenance. Researches new prescription drugs or new applications of existing drugs and develops drug use guidelines
Prepares drug review information for presentation to medical director
Provides quality oversight to various programs to ensure regulatory compliance
Pharmacists must have a current license without restrictions. This function may include pharmacy practice residents who are completing post-graduate training in the area of managed care

	UM Manager Responsibilities 
	Maintains RN license 
Assists medical director with monitoring home- and community-based service requests to ensure appropriate utilization of services
Assists staff in the appropriate application of criteria to clinical information presented for intensity of service, appropriateness of setting and coverage
Evaluates the medical necessity of outpatient, inpatient admissions and concurrent stay services; certifies cases meeting criteria and refers cases to medical director that do not meet criteria.
Chairs UM staff meetings; co-facilitates case conferences with medical director
Supports UM line staff in facilitating the timely approvals of home- and community-based services
Facilitates the secondary review process, as appropriate
Participates in tactical planning, implementation and monitoring
Refers cases not meeting criteria to a physician reviewer for review and adverse determination
Coordinates (proactively) discharge planning with hospital staff 
Monitors cases for quality of care

	UM Staff Responsibilities
	Maintains appropriate licensure in the state 
Applies criteria to clinical information presented for intensity of service, appropriateness of setting and coverage
Uses established criteria for home- and community-based service/LTSS authorization, evaluates the appropriateness of proposed services; certifies cases meeting criteria
Approves cases meeting criteria
Refers cases not meeting criteria to a physician reviewer for review and adverse determination
Works closely with hospital discharge planners to determine most appropriate discharge setting
Initiates referrals to Discharge Case Managers and Transition Case Managers based on member needs and risk for readmission
Intake and PA Specialists review for medical necessity and appropriateness for home health, skilled nursing facility, infusion therapy and rehabilitative services and determines member eligibility for all provider service notifications and PA requests and logs into CareOne system (electronic member care coordination system)

	Non-Clinical UM staff 
	Manages the referral process by processing incoming and outgoing referrals and PAs
Escalates member service requests that have not been approved 
Triages care coordination calls and escalates to manager of care management to ensure timely responses and follow-up
Escalates any member grievances to the plan’s grievance and appeals contacts


Every member of our staff undergoes intensive UM and state-specific training. This includes, but is not limited to, the usual and customary new employee orientation as well as ongoing mandatory training including job specific updates, policy change processes/workflow and the maintenance of job-specific performance standards. In new hire training and annually thereafter, UM nurses are educated on the global aspects of health services. This includes, but is not limited to, quality management programs, compliance with HIPAA, fraud and abuse, the concepts of medical necessity and various condition specific programs. During orientation, we expose them to their role in the managed care setting, while educating them about the application of the medical necessity guidelines. If there are State-specific policies that require adherence, we integrate those aspects into the appropriate course content area.
A critical aspect of the UM process is the consistent application of the medical necessity guidelines. To ensure the same utilization review standards are maintained by each individual reviewer and promote consistency surrounding the decision-making processes, it is the policy of UnitedHealthcare that all clinical staff makes medical necessity decisions based on national evidence- based guidelines. We test this consistency by performing inter-rater reliability (IRR) testing on all UM nurses.
Annual IRR testing is mandatory for all clinical staff. We conduct three IRR testing modules focusing on the following MCG products: Inpatient and Surgical Care Guidelines, Ambulatory Care Guidelines, and Recovery Facility Guidelines. We have a defined remediation process for those who failed or were enrolled but did not complete the testing. The training team follows up with these individuals and their managers, and arranges retraining courses and retesting. We provide summary data to our senior leadership and internal oversight committees.
Clinical staff is expected to achieve a score of 90 percent. If a 90 percent score is not achieved, training and retesting will be done. Clinical staff are able to retake the IRR test up to three times, with retraining needs addressed in between each test that was failed. If a staff member does not pass after the third IRR test, then a 30-day corrective action plan will be derived by the hiring manager to correct any deficiency. After the 30-day corrective action period is completed, the employee will take the IRR for the last and final time. If the employee does not pass, the hiring manager must determine if the employee is suitable to remain as part of the clinical staff of the health plan.
We use the results of these reviews to assess the following core competencies:
	Knowledge of medical necessity criteria
Variation in the application of medical necessity criteria
Identification of potential avoidable or inappropriate service utilization
	Identification of staff requiring additional training
Identification of potential risk due to inconsistency in the application of guidelines


Upon completion of the assessment, the results are reviewed by management and are reported to the QMC for possible corrective actions, as indicated.
CareOne, our automated care coordination system, also assures consistent application of our guidelines. CareOne includes an automated tasking and reminder system. For example, if a care coordinator does not close open tasks that meet evidence-based guidelines, the tasks automatically escalate to the care coordination supervisor for intervention (such as coaching, additional training and load balancing).
Active Utilization Review Committee
The HQUM has primary responsibility for analyzing data including the evaluation and approval (or denial) of procedures, health care services settings based upon the appropriateness, efficacy, efficiency and medical necessity, incorporating prospective and retrospective review of outpatient services to meet program objectives. Upon identification of variances in our review and analysis of data, the UM committee develops an action plan to address the variances. The action plans include steps necessary for monitoring utilization reports and creating strategies to address utilization and disease management needs. Additionally, the action plans address performance gaps, communications between multiple departments, and working collaboratively with providers, members, UnitedHealthcare staff and the State to achieve shared goals.
Service Delivery Evaluation
We organize our UM program so that it is supported by evidence-based, nationally recognized medical policies, clinical guidelines and review criteria, which influence care decisions to support delivery of appropriate care in the most appropriate setting at the appropriate time. Our policies and procedures and workflows for clinical coverage decisions are consistent with Iowa’s definition of medically necessary services; promote quality of care; and ensure adherence to standards of care, including clinical appropriateness, closing gaps in care, promoting recovery principles and promoting relapse/crisis prevention planning. The MTAC is responsible for the promotion of consistent clinical decisions about the safety and efficacy of medical care across UnitedHealthcare. 
Subcontractor Performance
When UM activities are delegated to another organization, an evaluation of the organization’s capacity to perform the proposed delegated activities is performed prior to entering into a delegation agreement. This pre-delegation evaluation may include, but is not limited to:
The formal, written agreement or description of delegated activities;
The delegated organization’s UMPD and related policies and procedures;
The delegated organization’s annual UM Evaluation; and
Activity reports, files and other relevant documentation, as applicable.
The delegated organization’s ongoing ability to perform delegated activities is evaluated at least annually by our Medicaid Delegate Oversight Committee (MDOC). Reports of selected activities are reviewed on a periodic basis. As applicable, opportunities to improve performance are monitored on a regular basis. The national delegation oversight also includes regional committees, which meet on a quarterly basis to review current delegated entities and any corrective action plans.
Program Management and Long-Term Quality
The UM Program maintains and adheres to written operational policies that establish quality services. The policies align with UnitedHealthcare policies, state and federal laws, regulations and accreditation requirements. The policies are reviewed and approved at least annually for compliance. The policies and organizational documents provide written documentation for program functions and accountabilities; establish oversight for process development and review such as orientation and training, consumer rights, quality management, clinical review, accessibility and continuing care. 
Critical Quality of Care Issues
Procedures are in place to direct UM staff on how to identify quality of care and quality of service (QOC/QOS) concerns reported by a member, authorized representative, physician, facility or other provider. QOC/QOS examples include: Injury due to an error in diagnosis or because services were not provided timely; medication/blood error; avoidable treatment complication; avoidable and unexpected trauma or death during treatment; provider abuse, misconduct or drug/alcohol use. The procedures ensure that all potential concerns are addressed in a timely manner and in compliance with all regulatory requirements and the member’s health care needs. Quality Management receives the concerns for review and follow-up.
Attachment 5 Question (11.1 Utilization Management Programs):
6. Describe how your UM program will integrate with other functional units as appropriate and support the Quality Management and Improvement Program.
[bookmark: _Toc394587217]Coordination with Quality Management
[bookmark: _Toc394587218]Our UM program is closely aligned with our QM program, providing targeted preauthorization and concurrent and post-utilization review activities to foster the provision of timely, cost-effective, evidence-based, medically necessary services. UM activities support our QM program by providing objective and systematic monitoring and evaluation of the necessity, appropriateness, efficiency, timeliness and cost-effectiveness of care and services provided to members. Inputs from our UM program provide critical evidence about health care patterns and practices and translate into effective policies and procedures for assuring high-quality health care. Using UM data analysis, our QM and provider services teams work with providers to help them identify and close gaps in care and encourage them to refer members to needed services.
Additionally, our UM team collaborates with QM to meet accreditation standards through several means. Within the UM program there is a written description of the QM program, which is reviewed and updated by the quality oversight committee and approved annually. Our UM program sponsors quality committees, as necessary, to oversee certain services that support our program and function as subcommittees with accountability to our quality management committee, such as:
Document Oversight Committee that is responsible for policy, standard operating procedure and other document oversight and adherence
Performance Measurement Documentation and Communication committee that:
Identifies, tracks and trends staff performance
Communicates results of performance measurement results to the quality oversight committee and operations leadership
Implements improvement plans and documents actions taken to improve staff performance
Delegated Vendor Oversight committee that provides oversight of UM delegation and business contracts
Coordination with Care Management
Using our CommunityCare platform, we integrate UM activities with care management in a synchronized approach to meet the physical health, BH, functional and social needs of our members. CommunityCare supports integrated, community-based, person-centered, care for members. It is a HIPAA-compliant, secure, health care record and information sharing system that integrates a member’s acute care, preventive care, chronic disease management, medical, behavioral social and long-term care services into a comprehensive electronic record. Our specific UM activities are embedded into care management processes and are part of effective PA, inpatient management, discharge planning, service coordination and pharmacy management. Through Impact Pro, our predictive modeling software, we identify care improvement opportunities; ensure compliance with clinical care guidelines; and recommend health screenings customized for each member. These activities serve as a gateway to other care management/care coordination activities by using authorization notifications to identify members with potential unmet health care needs who are likely to benefit from other interventions (e.g., referral to BH services or disease management programs). UM staff directly engages care management staff whenever a member is presented for authorization of a new service, during the course of an episode of treatment (e.g., hospitalization) and through discharge plan development/transitions in care.
Medical directors, nursing staff and other professional support teams work closely with clinicians and providers to determine the medical necessity and appropriateness of care, avoid inappropriate use or duplication of services and to identify members who may require intensive care coordination upon discharge. 
Attachment 5 Question (11.1 Utilization Management Programs):
7. Describe how the UM program will encourage health literacy and informed healthcare decision-making.
Health Literacy
We take seriously our role in providing our members with the right information at a reading level that will help them easily understand their health care benefits. We use the Doc Scrub Readability and Flesch-Kincaid tools to assure materials are at a sixth-grade reading level. These tools scan our documents and provide us with details such as word counts and readability, while notating the reading level and highlighting those words or sentences that give the document a higher-than-recommended reading level. Upon reviewing the tool’s suggestions, we make changes as necessary and the tool updates and displays the new reading level of the document. Using these tools provides members materials in a format that helps them make decisions about their health. 
Attachment 5 Question (11.1 Utilization Management Programs):
8. Describe strategies to monitor member access to preventive care and strategies to increase member compliance with preventive care standards. Describe how you will identify and address barriers which may inhibit a member’s ability to obtain preventive care.
Making Informed Decisions
We partner with our Quality Management Program (QMP) to simplify the member experience across all touch points to save the member time and effort. We provide tools and expertise, which are described in Section 10, to make certain our members understand what they need to know to make the right health care decisions. We objectively and systematically monitor and evaluate the quality and appropriateness of care and services rendered. These efforts also promote quality of care and cost efficiencies across our health care operations and results in improved member outcomes.
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The Contractor must have a UM committee directed by the Contractor’s Medical Director. The committee is responsible for: (i) monitoring providers’ requests for rendering health care services to its members; (ii) monitoring the medical appropriateness and necessity of health care services provided to its members; (iii) reviewing the effectiveness of the utilization review process and making changes to the process as needed; (iv) writing policies and procedures for UM that conform to industry standards including methods, timelines and individuals responsible for completing each task; and (v) confirming the Contractor has an effective mechanism in place for a network provider or Contractor representative to respond within one (1) hour to all emergency room providers twenty four (24)-hours-a-day, seven (7)-days-a-week. 
Attachment 5 Question (11.1 Utilization Management Programs):
9. Describe your UM Committee, including proposed committee composition and tasks.
Utilization Management Committee Oversight
Our UM Committee, including our committee composition and tasks, consists of the following:
Quality Management Operating Committees
The Board of Directors (Board): The Board has oversight of all quality improvement functions and provides feedback and recommendations to the Quality Management Committee (QMC). 
Quality Management Committee (QMC): The QMC, chaired by CEO Ms. Mallatt, is the decision-making body that is ultimately responsible for the implementation, coordination and integration of all QI activities for the health plan. The QMC reviews and accepts decisions that have been delegated by the Board. QMC membership includes a representative from each subcontractor. 
Quality Management Subcommittees
The QMC structure also includes four subcommittees that oversee and drive quality. Each subcommittee chair is a member of the QMC to provide alignment between the subcommittees and the QMC’s Quality Plan.
Provider Advisory Committee (PAC): Chaired by Dr. Horn, the PAC is a peer-review committee with local community and hospital-based clinicians that support our efforts to improve quality of care across the care continuum. The PAC is responsible for performing peer review activities and providing confirmation of final decisions by the National Credentialing Committee (NCC). 
As PAC participants and Iowa High Quality Healthcare Initiative stakeholders, these providers are involved in various quality improvement activities. The PAC is also charged with reviewing initiatives generated by the Medical Technology Assessment Committee (MTAC). The MTAC is a national committee that typically helps to develop and manage evidence-based position statements on new and emerging medical technologies. 
Healthcare Quality and Utilization Management Committee (HQUM): Dr. Horn chairs the HQUM subcommittee, which meets at least quarterly and monitors clinical QI and UM activities including a review of quality improvement activities, progress on clinical performance measures, and effectiveness of PIPs.
Service Quality Improvement Subcommittee (SQIS): The SQIS is chaired by COO Ms. Lind and meets quarterly to monitor the quality of member and provider services and our overall service performance levels. The SQIS also oversees delegated service functions to monitor and support improved service to members and providers.
Behavioral Health Oversight Committee: This subcommittee is chaired by Ms. Lind and meets on a monthly basis to monitor all operational, clinical and quality activities of our BH program.
Delegated Vendor Oversight Subcommittee (DEVOS): This subcommittee is co-chaired by COO Ms. Lind and compliance officer Kari Plagge, and is responsible for performing continuous review of the delegates and subcontractors performance activities. The subcommittee meets biweekly to review performance metrics and makes recommendations to department leaders based on the following: analysis of issues identified, corrective actions needed and opportunities for improvement. DEVOS also performs an annual oversight audit of subcontractors and monitors any required corrective action plans. The DEVOS may report findings to any one of the QM committees depending on the issue.
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In accordance with CFR 438.210(b), the Contractor and any applicable subcontractor must have in place and follow written policies and procedures, subject to Agency review and approval, for processing requests for initial and continuing authorizations of services. The Contractor must have in effect mechanisms to ensure consistent application of review criteria for prior authorization decisions. The Contractor must have sufficient staff with clinical expertise and training to interpret and apply the UM criteria and practice guidelines to providers’ requests for health care or service authorizations for the Contractor’s members. Consultation with the requesting provider must be ensured when appropriate. 
Attachment 5 Question (11.2 Prior Authorization):
1. Describe policies and procedures for processing authorization requests including when consultation with the requesting provider will be utilized.
Service Authorization 
Our service authorization processes for initial and continuation of services meet the requirements in RFP Section 11.2. They include policies and procedures consistent with 42 CFR §438.210 and state laws and regulations for initial and continuing authorization of services and comply with the service authorization exception requirements in RFP Section 11.2.5.2.
Our comprehensive health management systems, CareOne and CommunityCare, represent the technology foundation for all of our care coordination and PA processes in support of the Iowa High Quality Healthcare Initiative. This foundation coordinates the information flow among caregivers, case managers, members and providers. It is the authoritative source of service authorization data and provides an integrated, single solution for managing service authorizations for physical health, BH and LTSS.
Intake 
Intake is the point at which UM activities begin. We receive PA requests from providers and become aware of emergent inpatient and residential treatment admissions. The intake process supports varied administrative processes within UnitedHealthcare, including referral into case and disease management programs, advance notification and admission notification and PA. Intake involves obtaining member demographic information, physician/provider identifying information, planned services, hospital/facility identifying information and network status of providers and facilities. We use this information to build a case file related to the specific planned service and distribute individual cases to the appropriate operational unit within UnitedHealthcare. In certain instances, intake may administratively approve a service per our guidelines.
We provide access to our guidelines to ensure providers understand the PA process and know what they need for successful determination on the first submission. Requirements are detailed in the Provider Administrative Guide, on the provider website (which is available 24 hours a day, seven days week), and in provider newsletters when appropriate. Network staff offers new provider orientation forums during the implementation phase and renders targeted education for providers who demonstrate a need for assistance with successful PA submission. Provider training opportunities occur in the community for in-person attendance, at the provider site, and via webinar and telephonically, dependent on the provider’s preference and level of training need. We review and update the PA protocol (PA/P) list at least annually and review PA/P process data to determine the continued need for or modification to PA/P. We distribute updated PA/P requirements to participating providers at least annually and to non-participating providers upon request. Our customer service and network personnel are available to answer any questions providers may have about the updated PA/P, Provider Administrative Guide, or in general regarding the PA process.
Prior authorization requests must include the member’s identification number; place of service; ordering provider; and current applicable CPT, ICD-10, DSM V, CDT and HCPCS codes. Providers submit PA requests for new or continuing medical, BH and LTSS 24 hours a day, seven days a week via several methods, including telephone, fax or through our secure provider portal. Through the provider portal, uhccommunityplan.com, providers can, in addition to submission, verify approval, submit electronic referrals that require authorization and obtain real-time online verification of membership. Our intake department then tasks these requests to our PA team, which is staffed to adequately meet all timeliness requirements for both standard and expedited service authorization requests. 
NurseLine service is available to members 24 hours per day, 365 days per year and our UM phone staff can transfer a member to NurseLine if needed. In addition, emergency services do not require PA at any time.
Prior Authorization
CareOne provides a 360-degree view of our members’ care management information, such as utilization of services authorized, prescription history, health assessments and plans of care. It is the authoritative source of service authorization data and provides an integrated, single solution for managing authorizations. Data from CareOne is populated in CommunityCare, which is used to integrate medical, behavioral, social and long-term support services by enabling enhanced care collaboration with the ICT through shared access to members’ care plan and supporting alignment of clinical problems, goals and interventions.
Processing Authorization Requests
Medical directors, nursing and BH clinical staff work closely with health care practitioners and providers to determine the medical necessity and appropriateness of care, avoid inappropriate use or duplication of services and to identify members who may require intensive care coordination. To process PA requests, UM clinicians:
Review services to determine medical necessity and ensure the PA request complies with LOC criteria and promotes alignment with clinical practice guidelines
Notify the provider, health home or IHH of the approval of the service request or refer the case to the appropriate medical director for review of any adverse benefit determinations
Notify the provider, health home or IHH of the service denial if we deny the request for services following peer review
Peer-to-peer contact is initiated by the peer clinical reviewer as appropriate and when required; or, the peer clinical reviewer is available to the requesting provider for discussion about the decision if adverse determination is made
The goal of peer-to-peer discussion is to allow conversation with the provider who is requesting services on a prospective/concurrent basis when possible, or, within a reasonable time frame following an adverse determination before the initiation of an appeal
A peer clinical review determination time frame may be extended for non-urgent cases if the determination is awaiting a peer-to-peer discussion after several attempts to reach the requesting provider. If an extension is required, the process of extending the review conforms to operational policy 
In the event of an adverse determination, where no peer-to-peer discussion has taken place, the peer clinical reviewer who conducted the review will be available for discussion with the requesting provider within one business day. An alternate peer clinical reviewer will be available if the original is not available. The following guidelines apply to peer-to-peer discussion that is requested following an adverse determination: 
The peer-to-peer discussion is granted within a reasonable and predetermined time frame following the adverse determination, and the requesting provider is advised of the appeal process if the time frame is exceeded. 
The adverse determination will be reconsidered based on information provided during the peer-to-peer discussion. 
If the peer-to-peer discussion does not result in rescission of the initial adverse determination, the provider and consumer are informed of the right to initiate an appeal and the procedure to do so in the written adverse determination notice in accordance with operational policy UCSMM.06.18 Adverse Determination Notices. 
The process for peer-to-peer discussion with reconsideration and rescission of an adverse determination will comply with applicable laws/regulations and government programs. 
[bookmark: _Toc403981159]Impartial Utilization Review
Our UM program relies upon consistent, evidence-based practices that result in fair and impartial utilization review activities and outcomes. Through systematic, data-driven processes, we continuously monitor, evaluate and seek to improve our approaches, methods and UM process. We have shaped our UM policies and procedures, management and oversight to promote fair and consistent application of our review criteria and validate that quality of care is not adversely impacted. No nurse, BH clinician or physician reviewer involved directly or indirectly in the UM process is rewarded in any way for issuing denials of coverage or otherwise encouraged to reduce utilization of services.
UM clinicians review the service request using benefit plan documents, coverage determination guidelines (CDGs), MCG or InterQual criteria and internal medical policy to determine medical necessity and appropriateness of care. UM clinicians performing clinical review make prospective and concurrent review determinations based on the clinical information provided at the time of the review. Retrospective determinations are based on the clinical information available to the attending physician or ordering provider at the time the service was provided. If there is not enough information to make a decision, UM clinicians may request further information from the provider to make a determination taking into consideration the mandated review time frames. Cases requiring further review for determination are sent to a medical director with appropriate expertise treating the member’s condition that reviews requests, may perform peer-to-peer counseling to make a determination and consults with the requesting provider, as appropriate.
Home and Community-Based Services Authorizations
Approval for community-based LTSS is completed by our community-based case manager through the individual assessments conducted with each member. Available to the community-based case manager are decision support tools used to facilitate the appropriate utilization of ALFs services, adult day care centers, home modifications, meal services and PERS. The community-based case manager: 
Completes a full assessment of the member’s HCBS service needs
Works with UM nurses and medical director to review specific service requests for services that exceed certain thresholds (e.g., the request exceeds the benefit limit) or non-covered services
Services not authorized are referred for appropriate member notification of appeal rights 
Coordinates authorization requests with care coordinator associates to load authorizations into the care management system and the EVV system
Continues to monitor the member’s needs 
Community-based case management associates communicate authorizations for HCBS services to providers and confirm delivery of these services to members with a phone call to providers. The community-based case manager conducts appropriate follow-up with HCBS members who exceed ER visit utilization to consider appropriate interventions that may include modifications to the member’s plan of care to address service delivery needs and better manage the member’s health and wellness.
Nursing Facility Authorizations
Members identified as needing nursing facility admissions are reviewed by our LTSS UM team for appropriateness of services. Once authorized, our community-based case managers monitor the member’s status for transition back to a lower LOC. The community-based case manager works with the UM team to authorize HCBS services (as described previously) or supports transition nursing facility care.
Concurrent Review and Discharge Planning
We do not require PA for emergency admissions. To monitor the quality of care and utilization of services by our members, in-network providers should obtain PA of non-emergent admissions. The request will be reviewed for medical necessity with notification of the decision within the required time frames. UM clinicians conduct concurrent review and discharge planning on all admissions. In accordance with RFP Section 11.2.7.2, we make concurrent review determinations within two business days of obtaining the appropriate medical information that may be required.
We have established protocols for discharge planning and post-discharge ambulatory follow-up during initial and continued stay reviews. We perform concurrent review and discharge planning for all inpatient admissions and non-inpatient, high-intensity BH services. Concurrent review and discharge planning promote continuity of care and appropriate utilization; manage length of stay; and facilitate collaboration among the UM clinician, provider, inpatient facility and interdisciplinary team. They collaborate to:
Develop a plan of care that meets the member’s needs
Monitor treatment and the member’s response to the plan of care
Proactively plan for the member’s discharge from the inpatient facility to ensure the member has the necessary services and supports to prevent adverse events that lead to readmission
We route cases for clinical intervention based upon the diagnosis/procedure and on the ability to impact outcomes and decrease variation in care. We use an internally developed priority review list, based upon specific diagnostic categories, to identify cases for inpatient case management and concurrent review. Inpatient cases are routed to nurses based upon our priority review list, which currently includes:
Unplanned admissions
Readmissions within 30 days
Non-priority cases that have reached the length-of-stay (LOS) threshold
Sub-set of planned surgeries with known complex discharge planning needs or historic practice variation:
Total hip replacement
Open reduction, internal fixation (ORIF) for hip or femur
Total knee replacement
Large and small bowel procedures
We monitor our utilization trends regularly. Any consistent deviations in utilization may trigger a change in the priority review list. Cases meeting optimal recovery guidelines, staying within the goal length of stay are monitored for discharge needs and are referred for clinical review if the stay exceeds the targeted or expected length of stay. 
Ensuring Continuity of Care and Continuation of Services
To allow providers and members time to adjust to a new way of obtaining approvals and receiving services after members first enroll, during year one of the contract we will honor all outstanding PAs and will establish a grace period of 90 days. This grace period includes the relaxation of PAs until we are able to contact the treating provider to discuss the care plan, educate them about our care management program, determine their interest in working with us as a contracted provider if not one already and, if needed, provide notice of our intent to transfer members to participating providers. For those LTSS members receiving residential services, we will permit the member to continue to receive services from his/her existing provider even if non-participating. For those receiving community-based LTSS, we will not modify HCBS services without first updating the member’s care plan.
After year one of the contract, we will honor PAs for a minimum of 30 days or if a member qualifies for transition of care/continuity of care conditions:
Continuation of treatment through the current period of active treatment or for up to 90 calendar days, whichever is less, for members undergoing active treatment for a chronic or acute medical condition, e.g., newly diagnosed or relapsed cancer if currently is undergoing a course of chemotherapy, radiation therapy or reconstructive surgery. Note: Members are considered to be undergoing an active course of treatment for an acute or unstable chronic condition when there is a doctor sit or hospitalization with documented changes in a therapeutic regimen within 21 days prior to the plan effective date or a health care professional’s termination. 
Follow-up period for recent major surgery for up to 90 days from the date of surgery.
Continuation of care through the postpartum period for members in their second or third trimester of pregnancy at the time of the member’s effective date of coverage or the termination of the health professional from the UnitedHealthcare network.
Continued treatment following an unplanned inpatient admission or post-emergency services, e.g., trauma: 
The member received treatment from an out-of-network provider while hospitalized or in observation care.
The member received treatment from an out-of-network provider as part of emergency services. Note: This excludes ER physicians, as these doctors do not see members after their discharge from the ER as they do not have community-based offices.
When the request for services is beyond the 90-day termination period and the request is for follow-up care with a terminating provider and an alternate participating provider does not have confirmed availability.
For members in the hospital setting, we will perform utilization review and apply medically necessary criteria immediately. For members in non-participating facilities, we will seek to transfer members to participating facilities if safe and appropriate.
Pharmacy Services and Peer-to-Peer Coordination
With a long-standing and extensive history working with state, county and local governments for the provision of pharmacy services to Medicaid populations, we understand the necessity of ensuring medication continuity of care for members. We have successfully implemented programs and worked closely with providers, the State and internal constituents to assure members maintained continuity of care. Our process includes successfully and proactively engaging new members throughout the enrollment and orientation process. We inform members of their new relationship with us; provide education on the opportunities and benefits membership provides; and guide new members to appropriate resources. Our enrollment and eligibility processes and procedures encompass:
Historical Claims Data: An important factor in the continuity of care for our members is awareness there may be differences in our preferred pharmacy network and the Iowa High Quality Healthcare Initiative. If historical claims data is received, we can send targeted letters to our new membership notifying them that their current pharmacy is not in our network and alternative in-network pharmacy options will be provided to them. Our website, available to our provider and membership, has a listing and search capability to identify a preferred pharmacy convenient to our members. If historical claims data is not received prior to go-live, then our member materials and call centers will help direct members to an in-network pharmacy.
Automated Prior Authorizations: During the life of the contract, we will offer an automated PA enhancement to providers in Iowa. This new tool embodies all the best features for electronic submission, decision-making and the automation of PA. Improving provider satisfaction is a top priority, and this tool helps to make it easier for providers to do business with us by eliminating the need for unnecessary rework and appeals related to PA. The solution allows providers to communicate electronically from their desktop and monitor the status of their requests. Key features include: member eligibility and benefits resources; real-time update with confirmation that notification/PA was received by our clinical application(s); and numerous other standard automated features.
Overrides: Our provider call center and network pharmacy training documents will instruct all parties on how to assure our Medicaid member prescription needs are met. This includes the process on how the provider call center or the network pharmacy can place an override at the point of service to approve prescriptions for Medicaid-covered drugs. The process used by the call center and the network pharmacies will assure they have the knowledge to verify existing PAs or drug profiles of our members. This process also assures there is no delay in receipt of our member’s medications.
Accurate Information: Member information is loaded into our systems accurately and on time.
Member Materials: Members receive a single ID card to support verification and access to all their covered prescription and medical service needs. They will also receive easy-to-understand new member materials, including envelope stuffers to remind members to check their medications and contact us.
In addition, we have the following mechanisms in place to promote continuity of care:
Pharmacist Education: We educate pharmacists on how to contact us, the process for emergency overrides, and the notification process for when there is a change in membership to prevent member’s disruption of medication.
Prescriber Education: Our provider advocates in the field make providers aware of the various ways to access the PDL and how and when to access the provider call center. Prescriber training on the pharmacy benefit also will be included in our Provider Administrative Guide and other provider materials developed by UnitedHealthcare. Our pharmacy team will work closely with our network team to assure pharmacy is incorporated into their materials.
Grandfathering Authorizations 
To make certain our members receive their prescriptions, including members with previous PAs on file, proactive grandfathered authorizations will be placed in our pharmacy claims system prior to the go-live date. We will provide all drugs on the Medicaid PDL, contraceptives and HIV/AIDS drugs without requiring PAs for the continuity of care period. If historical claims and PA data is received prior to go-live, those authorizations also will be placed in our pharmacy claims system. In the event we do not receive historical claims data, proactive grandfathered authorizations will be entered for HIV/AIDS medications, along with BH prescriptions and maintenance medications that are important for a member’s continued good health.
Peer-to-Peer Coordination 
We educate providers not only on drug coverage and PDL information through our provider pharmacy program section of our website and through bulletins and mailings, but also when providers inquire about coverage of drugs by calling our pharmacy services PA call desk. Upon request, providers will be given general drug coverage information prior to submitting PA, and also have the option to ask for a peer-to-peer review after a denial of pharmacy service.
When the peer review results in an approval of the request (overturn of the initial adverse determination), the prior notification service (PNS) clinical pharmacist will enter the required authorization and any necessary edits for the requested medication in the pharmacy claims processing system to render a point of sale (POS) transaction. For approvals (denial overturned), in addition to fax communication to the requesting provider, designated PA personnel will also make an outreach attempt to the member and/or the prescription processing pharmacy (when applicable) to inform them of the authorization. We also outline instructions for providers on the peer-to-peer process when a denial is issued.
Peer-to-peer requests originating at the PNS prior to an adverse determination, i.e., during the case-building process, and the initial coverage review documentation leads to a recommendation for denial, will be managed in the following manner: 
The PNS technician doing the intake will build the case as usual, and review according to State criteria. Should the case not meet criteria, the technician will add a note to the additional notes section of the case that a peer-to-peer discussion is requested by the provider. This note will include the name and phone number of the provider. 
The PNS technician will complete the case per usual procedure. 
The clinical pharmacist will review the request following clinical guidelines. Should the pharmacist’s review determine that criteria has not been met or there is not enough supporting documentation/information to support an approval, the pharmacist will recommend a denial and forward the case for medical director review per usual procedure. In addition, the pharmacist will add a note to the case summary that a peer-to-peer discussion is requested by the provider prior to final determination. 
The medical director who reviews the request will perform and document the peer-to-peer discussion in PAS. 
Member/Provider notification will be generated via the usual PAS/prior notification process. 
In states where requests are determined by a clinical pharmacist, as an agent of the health plan chief medical officer (CMO) (for example Ohio, Michigan, Iowa, Texas or Washington), the pharmacist will make and document a minimum of two attempts to outreach to the provider to discuss the decision, prior to case finalization. 
If the provider is not satisfied with the information provided by the pharmacist, the pharmacist will inform the provider that the case will be cancelled to facilitate a medical director peer consultation. 
The case will be cancelled with the following verbiage: “(Drug) request cancelled pending peer-to-peer discussion. Peer-to-peer request sent to Dr. X on MM/DD/YYYY.”
The pharmacist will forward the information to the appropriate medical director.
Prior to rendering a denial decision, our team initiates an additional clinical review by a pharmacist, then outreach is attempted by a medical director or clinical pharmacist (when appropriate) to the provider to discuss the case, impending denial, preferred alternatives and additional member-specific facts of the case.
Attachment 5 Question (11.2 Prior Authorization):
2. Describe mechanisms to ensure consistent application of review criteria for prior authorization decisions.
Ensuring Consistent Application of Criteria by Clinical Reviewers 
A critical aspect of the UM process is providing a structured, disciplined approach to maintain a consistent application of criteria for authorization decisions. To ensure adherence to policies and procedures, utilization review standards and regulatory standards, a quality control program is in place to measure reviewers.
We ensure the consistent application of medical necessity guidelines ongoing process audits are conducted by clinical managers and by regional audit teams. These audits are connected with the employee’s Maximizing Accountability and Performance goals and objectives for the year, which helps ensure that employees are responsible for being proactive in their success within the company and share the accountability to patient care. In addition to process audits, IRR reviews are required of all licensed UM personnel. IRR reviews compare decisions among UM staff for uniform cases and then uses statistical measures to assess consistency and identify potential sources of inconsistency. We perform IRR on an annual basis. Upon completion of the assessment, the results are reviewed by management and are reported to the QMC for possible corrective actions, as indicated.
The IRR testing process is based upon systematic review that determines congruence in outcomes among clinical peer reviewers and other health care professionals. Included in this process is the evaluation of evidence-based guideline criteria application, guideline navigation, understanding of workplace policies and procedures, and knowledge of regulatory agencies requiring compliance and timeliness guidelines.
On an annual basis, IRR case scenario testing is administered for all clinical staff through LearnSource, our learning management system. Automatic email communications are generated directing staff that the course is assigned in their development plan in LearnSource.
Annual IRR testing is mandatory for all clinical staff. We conduct three IRR testing modules focusing on the following MCG products:
	Inpatient and Surgical Care Guidelines
Ambulatory Care Guidelines
	Recovery Facility Guidelines


We also test clinical staff on the following core competencies:
Knowledge of medical necessity criteria
Variation in the application of medical necessity criteria
Identification of potential avoidable or inappropriate service utilization
Identification of potential risk due to inconsistency in the application of guidelines
We have a defined remediation process for those who failed or were enrolled but did not complete the testing. The training team follows up with these individuals and their managers, and arranges retraining courses and retesting. We provide summary data to our senior leadership and internal oversight committees. Opportunities for improvement in the determination processes are identified and feedback is provided at the individual level; the individual’s direct supervisor coordinates action plans for improvement. This monitoring and feedback help UM staff continue to improve their skill and ability to apply clinical review criteria in a consistent manner while still considering multiple factors, such as the member’s age, comorbidities, complications, progress of treatment, psychosocial situation and, where applicable, the home environment or ability of the facility to deliver services.
Clinical staff is expected to achieve a score of at least 90 percent. If a 90 percent score is not achieved, training and retesting will be done. Clinical staff is able to retake the IRR test up to three times, with retraining needs addressed in between each test that was failed. If a staff member does not pass after the third IRR test, then a 30-day corrective action plan will be derived by the hiring manager to correct any deficiency. After the 30-day corrective action period is completed, the employee will take the IRR for the last and final time. If the employee does not pass, the hiring manager must determine if the employee is suitable to remain as part of the clinical staff.
Completion reports are run to determine scores and staff that have completed the IRRs. Results will be reported to the integrated care coordination team (ICCT) leadership. ICCT leadership provides feedback to the team at large and to individual team members when the scores become available. The IRR score results are also forwarded to the national training consultants to make them aware of future training needs. The audit results are also presented to the appropriate Iowa health plan and the National Quality Management Oversight Committee (NQMOC) on at least an annual basis.
Care Coordination System
CareOne, our automated utilization management system, helps to promote consistent application of our guidelines through monitoring whether care coordinators take specific actions based on the guidelines. For example, CareOne includes an automated tasking and reminder system. If a care coordinator does not close open tasks that meet evidence-based guidelines, the tasks automatically escalate to the care coordination supervisor for intervention, including coaching, additional training and caseload balancing.
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Authorization shall not be required at any level of service for the IDPH population. Retrospective utilization monitoring shall be performed to ensure appropriate application of clinical criteria. 
Attachment 5 Question (11.2 Prior Authorization):
3. Describe processes for retrospective utilization monitoring for IDPH population services.
The IDPH Retrospective Review Process
The IDPH Retrospective Review process is familiar to us as it is similar to the process we have used in New Mexico since 2009. In cooperation with New Mexico Behavioral Healthcare Collaborative, we developed and have revised over time a set of review tools to evaluate facility, administrative, financial and clinical information on-site at provider service locations to ensure compliance with SAMHSA’s Substance Abuse Prevention and Treatment Block Grant, as well as other federal and state funding source requirements.
As we understand them, retrospective reviews will continue to be performed annually in Iowa, with follow-up visits scheduled if needed to provide technical assistance or re-review any areas of concern. Every IDPH provider will be visited at least once each year. Although retrospective reviews will focus on elements outside of and complementary to utilization monitoring, the items most closely tied to utilization monitoring will be:
Comparison of the information entered in the I-SMART system with hard copy or electronic medical records at the provider’s location
Evaluation of the consistent, accurate application of ASAM service level criteria at admission and as the client moves through treatment
Documentation of client status and needs across the six ASAM clinical dimensions
Admission of priority populations within required time frames
Appropriate provision of integrated mental health/substance use disorder treatment and/or referral to a mental health provider when a co-occurring mental health disorder is suspected or confirmed
Coordination with PCP
It should be noted that we will also partner with IDPH to send error reports to providers on a monthly basis, noting any I-SMART data entries that need to be corrected. This will help ensure that a mismatch between I-SMART entries and client record reviews is not simply the result of data entry mistakes.
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The Contractor shall use appropriate licensed professionals to supervise all medical necessity decisions and specify the type of personnel responsible for each level of UM, including prior authorization and decision making. The Contractor shall develop and implement written procedures, subject to the Agency and IDPH review and approval, documenting access to board certified consultants to assist in making medical necessity determinations. Any decision to deny a service authorization request or to authorize a service in an amount, duration or scope that is less than requested shall be made by a physical health or behavioral health care professional who has appropriate clinical expertise in treating the member’s condition or disease, or in the case of long-term care services, a long-term care professional who has appropriate expertise in providing long-term care services. 
Attachment 5 Question (11.2 Prior Authorization):
4. Describe required staff qualifications for UM staff.
A description of our UM staff qualifications and responsibilities is provided above in Table 1.
Attachment 5 Question (11.2 Prior Authorization):
5. Describe proposed utilization management clinical standards, including the use of any nationally recognized evidence based practices.
We use external and internal UM clinical review criteria that are evaluated annually by the Quality Oversight Committee and approved by Dr. Horn or his designee. External clinical review criteria include state/federal law, contract or government program requirements, and the adoption of evidence-based clinical practice guidelines such as MCG. Internal clinical review criteria are developed by UnitedHealthcare through review of current, new and emerging medical technologies. Our Executive Medical Policy Committee prepares and publishes internal review criteria on medical policy, coverage determination guidelines and utilization review guidelines for staff access. Written UM procedures outline the hierarchy of applying the benefit plan and review criteria and are published online for UM staff to access easily. 
Our evidence-based BH Level of Care Guidelines (LOCGs) provide objective admission and continuing stay criteria for mental health, substance abuse and community support services. We base our behavioral guidelines on published references from the industry’s professional sources, including the American Psychiatric Association, the American Academy of Child and Adolescent Psychiatry, the American Society of Addiction Medicine, and the latest edition of the Diagnostic and Statistical Manual of Mental Disorders. BH guidelines are reviewed and updated at least annually. We update them to reflect information revealed through published scientific findings, clinical practice and provider input. 
These policies, guidelines and criteria influence care decisions to promote delivery of care in the most appropriate setting at the appropriate time. Medical directors, nursing staff and other professional support teams work closely with health care practitioners and providers to determine the medical necessity and appropriateness of care, avoid misuse or duplication of services and to identify members who may need intensive care coordination upon discharge or direction to their health home. UnitedHealthcare executes all of its UM programs in a manner that is no more restrictive than the definition of medically necessary services and complies with all the contractually covered services and more. The program outlines the processes to evaluate and approve or deny health care services and is based upon community standards of appropriate, efficacious and efficient medically necessary care. Our policies ensure procedures are in place for processing requests for initial and continuing authorizations for services; decisions to deny a service authorization or to authorize a service in an amount, duration or scope that is less than requested are always made by a qualified, licensed physician. No nurse or physician reviewer involved directly or indirectly in the UM process is rewarded in any way for issuing denials of coverage or otherwise encouraged to reduce utilization of services.
Attachment 5 Question (11.2 Prior Authorization):
6. Describe how you will identify those services that will be reviewed for medical necessity determination. Provide a list of services for which prior authorization would be required.
The local medical director reviews Iowa’s requirements weekly. Any changes to the state’s Administrative Code or our contract with the State may require a change (e.g., an addition to the PA list), that must be reviewed and approved by the NMCMC and forwarded to the Iowa PAC and QMC for acceptance and adoption.
Outside of contractual and regulatory required changes, services on our PA list are reviewed for medical necessity. These services are continually reviewed across all providers and removing services are generally managed in alignment with evidence-based guidelines and therefore have high approval rates.
The following services will require PA for the Iowa High Quality Healthcare Initiative:
	Abortion
Air Ambulance Transports
Bariatric Surgery
Bone Growth Stimulator
BRCA Genetic Testing
Breast Reconstruction (Non-Mastectomy)
Cochlear Implants and Other Auditory Implants
Cosmetic and Reconstructive
DME > $500
Enteral Services
Experimental and Investigational Services
Home Health Care
Incontinence Supplies 
Injectable Medications
	Joint Replacement
Orthognathic Surgery
Orthotics > $500
Prosthetics > $500
Proton Beam Therapy
Septoplasty/Rhinoplasty
Sleep Apnea Procedures and Surgeries
Sleep Studies
Spinal Stimulator for Pain Management
Spinal Surgery
Sterilization
Transplants
Vagus Nerve Stimulation
Vein Procedures
Ventricular Assist Device(s)


Attachment 5 Question (11.2 Prior Authorization):
10. Describe your program for ongoing training regarding interpretation and application of the utilization management guidelines.
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We maintain a multifaceted UM training program that ensures UM staff has appropriate knowledge and skills to serve the diverse populations that constitute our members. Dedicated trainers will provide training to current and new staff, using classroom, Web-based, role-playing and person-centered teaching approaches. We have developed numerous tools to help UM staff while they are on the job, such as creating standardized UM requirement checklists to assist UM staff in following key processes. Training will be a major component of our transition plan for beginning to serve the Iowa High Quality Healthcare Initiative program, including an initial and ongoing training curriculum targeted to facilitate understanding of the Iowa High Quality Healthcare Initiative requirements, our deployment of the Iowa High Quality Healthcare Initiative services and, most importantly, to provide a holistic understanding of the unique care needs of the Iowa High Quality Healthcare Initiative members.
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New UM staff members complete a three-week series of training modules and then spend at least three to five weeks in our clinical immersion program, discussed below, to experience real-life UM scenarios. They also have access to a clinical reference library of information for refresher training. Training topics will include:
	Introduction to UnitedHealthcare
New employee orientation
Compliance with HIPAA requirements
Fraud and abuse
	Cultural competency
Quality audits
Harassment prevention
Legal and compliance


[bookmark: _Toc403981179]Clinical Immersion Training
By the end of the first week of the clinical immersion program, the nurses are learning and practicing on the clinical management system. During clinical immersion, we educate UM staff that performs UM functions on the following key UM concepts:
Introduction to UM
Summary of the quality management program
Summary of the clinical management program
Covered services and delivering services in a managed care setting
Medical necessity concepts, including:
Medical necessity criteria
Application of medical necessity guidelines
Consideration of individual member circumstances when making clinical coverage/utilization review decisions
Variation in the application of medical necessity criteria
Identification of potential avoidable or inappropriate service utilization
Identification of potential risk due to inconsistency in the application of guidelines
MCG product modules including Inpatient and Surgical Care Guidelines, Ambulatory Care Guidelines and Recovery Facility Guidelines
ASAM-product modules including clinically managed inpatient and residential criteria
LOCGs for mental health conditions and wraparound services
LTSS decision support tools and approved LTSS criteria
State-specific UM policies and contractual requirements
Using CareOne to manage UM processes
Condition-specific programs
Referral process and specific contacts
Introduction to the community outreach and BH teams
Clinical review criteria and individual member circumstances when making clinical coverage/utilization review decisions
Utilization management processes, including:
The service authorization process (e.g., creating and working with authorizations)
The concurrent review process
The discharge planning process
Updating, approving and denying service
Chief medical officer or BH medical director reviews
Clinical rounds
Post-hospitalization referral to transitional care management, case management, complex population management and LTSS
Time management
Ongoing Training
Our clinical reference library includes job aids, presentations, quick reference guides, bulletins and newsletters pertaining to UM job functions. UM staff will receive regular refresher training through weekly team meetings, monthly staff trainings and monthly bulletins. Monthly bulletins, communicated via email and during team meetings, provide reminders of key processes or theories in UM, such as the application of medical necessity criteria. We host in-person or webinar-driven training when there are changes to the program, such as implementation of new contractual/State UM requirements. Managers provide ongoing staff mentoring using job aids contained in the clinical reference library. Annual training includes information related job-specific updates, process/workflow changes, internal review criteria updates and the maintenance of job-specific performance standards. We communicate internal review criteria updates to all clinical staff members through various means, including classroom training, intranet updates, Web casts and online learning modules to continuously strengthen reviewer knowledge.
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Psychosocial services are those mental health services, not including outpatient, inpatient and medication management services, designed to support an individual with a serious mental illness or child with an SED to successfully live and work in the community. The Contractor shall develop or adopt UM guidelines to interpret the psychosocial necessity of mental health services and supports. In the context of this requirement, psychosocial necessity is an expansion of the concept of medical necessity and shall mean clinical, rehabilitative or supportive mental health services which meet all the following conditions: (i) are appropriate and necessary to the symptoms, diagnoses or treatment of a mental health diagnosis; (ii) are provided for the diagnosis or direct care and treatment of a mental disorder; (iii) are within standards of good practice for mental health treatment; (iv) are required to meet the mental health needs of the member and not primarily for the convenience of the member, the provider, or the Contractor; and (v) are the most appropriate type of service which would reasonably meet the need of the member in the least costly manner. 
The determination of psychosocial necessity shall be made after consideration of: (i) the member’s clinical history including the impact of previous treatment and service interventions; (ii) services being provided concurrently by other delivery systems; (iii) the potential for services/supports to avert the need for more intensive treatment; (iv) the potential for services/supports to allow the member to maintain functioning improvement attained through previous treatment; (v) unique circumstances which may impact the accessibility or appropriateness of particular services for an individual member (e.g., availability of transportation, lack of natural supports including a place to live); and (vi) the member’s choice of provider or treatment location. The guidelines for interpreting psychosocial necessity must also meet the requirements of all Contractor practice guidelines as set forth in Section 11.1.5. 
We have policies, procedures and proven UM guidelines to interpret the psychosocial necessity of mental health services and supports. We recognize that, in the context of this requirement, psychosocial necessity is an expansion of the concept of medical necessity and addresses clinical, rehabilitative or supportive mental health services that meet all the following conditions:
Appropriate and necessary to the symptoms, diagnoses or treatment of a mental health diagnosis
Provided for the diagnosis or direct care and treatment of a mental disorder
Within standards of good practice for mental health treatment
Required to meet the mental health needs of the member and not primarily for the convenience of the member, the provider or us
The most appropriate type of service which would reasonably meet the need of the member in the least costly manner
We intend to make a determination of psychosocial necessity after considering:
The member’s clinical history including the impact of previous treatment and service interventions
Services being provided concurrently by other delivery systems
The potential for services/supports to avert the need for more intensive treatment
The potential for services/supports to allow the member to maintain functioning improvement attained through previous treatment
Unique circumstances which may impact the accessibility or appropriateness of particular services for an individual member
The member’s choice of provider or treatment location
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11.2.5.1 Processing 
Prior authorization requests shall be processed in accordance with 42 CFR 438.210(d) and related rules and …
We will process PA requests in accordance with applicable rules and regulations, and we will ensure all PA requests are processed within appropriate time frames for:
Completing initial requests for PA of services
Completing initial determinations of medical necessity and psychosocial necessity
Completing provider and member appeals and expedited appeals for PA of service requests or determinations of medical necessity and psychosocial necessity, in accordance with Law
Notifying providers and members in writing of the Contractor’s decisions on initial PA requests and determinations of medical necessity and psychosocial necessity
Notifying providers and members of our decisions on appeals and expedited appeals of PA requests and determinations of medical necessity and psychosocial necessity
In situations where a member’s health condition requires and an expedited authorization decision, we will include requests for home health services for members being discharged from a hospital or other inpatient setting as appropriate.
11.2.5.2 Exceptions to Prior Authorization and/or Referrals 
As part of the UM function, the Contractor must facilitate provider requests for authorization for primary and …
11.2.5.2.1.1 Pharmacy Prior Authorization
Pharmacy prior authorization requests shall be processed in accordance with 42 U.S.C 1396r- 8(d)(5).
11.2.5.2.1.2 Second Opinions 
In accordance with 42 CFR 438.206(b)(3), the Contractor must comply with all member requests for a second …
11.2.5.2.1.3 Special Needs
In accordance with 42 CFR 438.208(c), the Contractor must allow members with special needs, who are …
11.2.5.2.1.4 Women’s Health
In accordance with 42 CFR 438.206(b)(2), the Contractor must provide female members with direct access to …
11.2.5.2.1.5 Newborn and Mothers Health Protection
The Contractor shall meet the requirements of the Newborn and Mothers Health Protection Act (NMHPA) of 1996. …
11.2.5.2.1.6 Emergency and Post-Stabilization Care Services
The Contractor shall provide emergency services without requiring prior authorization or PCP referral, regardless …
11.2.5.2.1.7 EPSDT
The Contractor shall not require prior authorization or PCP (if applicable) referral for the provision of EPSDT …
11.2.5.2.1.8 Behavioral Health Services
The Contractor shall not require a PCP referral (if applicable) for members to access a behavioral health provider. 
11.2.5.2.1.9 Transition of New Members
Pursuant to the requirements in Section 3.3 regarding transition of new members, the Contractor shall provide …. 
Our UM function includes the ability to support provider requests for authorization for primary and preventive care services, and we regularly assist providers in locating resources for appropriate referrals. We also maintain the requisite PA capabilities to meet the regulatory requirements that are detailed in Section 11.2.5.2 and address pharmacy PA, second opinions, special needs, women’s health, newborn and mothers health protection, emergency and post-stabilization care services, EPSDT, BH services and transition of new members.
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11.2.6.1 PA Tracking Requirements 
The Contractor must track all prior authorization requests in its information system. All notes in the Contractor’s …
11.2.6.2 PA Denials 
For all denials of prior authorization requests, the Contractor shall maintain a record of the following information, …
Attachment 5 Question (11.2 Prior Authorization):
7. Describe your prior authorization request tracking system.
CareOne is the technology foundation for our PA processes in support of our program. It is the authoritative source of service authorization and utilization data and provides an integrated, single solution for managing service authorizations for physical health and BH services. Our UM clinicians use CareOne to provide integrated PA management and UM. CareOne helps ensure that UM clinicians make PA decisions in compliance with Agency time frames by tracking service authorization time frames.
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In accordance with 42 CFR 438.210, the Contractor shall provide written notice to the member and the provider who initiated the request for any service authorization denial, or authorization of a service in an amount, duration or scope that is less than requested. The notice must meet the requirements of 42 CFR 438.404 and all requirements on member communication materials for accessibility and readability as delineated in Section 8.2. The notice must be given within the timeframes described in 42 CFR 438.404(c) and as outlined below. The notice must also be given to the members following language and formatting requirements designated in 8.2.
11.2.7.1 Notification Letters 
The notification letters used by the Contractor must be approved by the Agency prior to use and clearly explain …
11.2.7.2 Time Requirements for Notices 
11.2.7.2.1 Standard Timeframes 
In accordance with 42 CFR 438.210, the Contractor must notify members of standard authorization decisions as …
11.2.7.2.2 Expedited Timeframes 
In situations where a provider indicates or the Contractor determines that following the standard timeframe could …
11.2.7.3 Notice of PA Changes 
The Contractor must notify members in writing of decisions to terminate, suspend or reduce previously …
11.2.7.2.4 In accordance with 42 CFR 438.404(c)(2), the Contractor shall give notice on the date of action when …
We provide written notices to the member and the providers who initiate requests for any service authorization denial, or authorization of a service in an amount, duration or scope that is less than requested. We agree this notice will meet the referenced requirements, including those describing member communication materials for accessibility and readability as delineated in Section 8.2. We also will understand this notice must be given within the time frames described in 42 CFR 438.404(c) and as referenced in the following sections: Notification Letters, Time Requirements for Notices and the referenced standard and expedited time frames, and Notice of PA Changes.
Attachment 5 Question (11.2 Prior Authorization):
8. Provide sample notices of action as described in Section 11.2.7.
See the following attachments for sample notices of action: 
Attachment 11.2 Notice of Action Sample Provider Approval Letter
Attachment 11.2 Notice of Action Sample Member Clinical Denial Letter
Attachment 11.2 Notice of Action Sample Member Extension of Timeframe Letter
Attachment 11.2 Notice of Action Sample Member Approval Letter
[bookmark: _Toc416176401][bookmark: _Toc417732980][bookmark: _Toc418958710]11.2.8 Objection on Moral or Religious Grounds 
If the Contractor elects not to provide, reimburse for or provide coverage of a counseling or referral service because of an objection on moral or religious grounds, it must furnish information about the services it does not cover as follows, in accordance with 42 CFR 438.102(b): (i) to the Agency with its response to the RFP; (ii) to the Agency if it adopts the policy during the term of the Contract; (iii) to potential members before and during enrollment; and (iv) to members within ninety (90) calendar days after adopting the policy with respect to any particular service, but at least thirty (30) calendar days prior to the effective date.
Attachment 5 Question (11.2 Prior Authorization):
9. Indicate if your organization elects not to provide, reimburse for or provide coverage of a counseling or referral service because of an objection on moral or religious grounds.
We do not object to providing, reimbursing for or providing coverage of a counseling or referral service because of an objection on moral or religious grounds.
Attachment 5 Question (11.1 Utilization Management Programs):
10. Describe any benefits which are proposed to require PCP referral and what services would be available on a self-referral process.
We will be using a PCP model of care delivery where each member will select or be assigned a PCP. The PCP is the coordinator of the member’s care and provides initial and basic care to members, makes recommendations for specialty and ancillary care, and coordinates all primary care services delivered to our members. Through this PCP model, we will not require a PCP referral for any benefits at this time. Although there are no PCP referral requirements, we do require our PCPs to coordinate all services and needs of their assigned members.
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Attachment 5 Question:
Please explain how you propose to execute Section 12 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
Through our affiliate OptumInsight’s (Optum’s) experience providing program integrity services to the State since 2010, we have a clear understanding of the program integrity scope of work and the associated policies, procedures, key contacts, work streams and other program elements necessary to support the State in stewardship of this vital public funding for health services. We acknowledge, value and will comply with the Agency’s program integrity contractor requirements. We will safeguard against the potential for, and promptly investigate reports of, suspected fraud, waste and abuse by employees, subcontractors, providers and others with whom we do business. Using our current Iowa program integrity policies as a base, we will tailor policies and procedures for the Iowa High Quality Healthcare Initiative as prescribed by the Agency. We are committed to providing Iowa High Quality Healthcare Initiative members with access to high-quality medical care while protecting the ethical and fiscal integrity of the program by operating a Fraud, Waste and Abuse (FWA) program that includes: prevention, detection, reporting, corrective action and best practices. We understand state and federal expectations that MCOs take FWA activities very seriously and we are committed to compliance in Iowa. 
Our use of sophisticated technology is supported by an Iowa-based team led by our program integrity manager, Emily Aurand. Compliance officer Kari Plagge oversees the program integrity functions for Iowa. Our FWA, program integrity and compliance process offers local experience and presence, national experience and proven customized analytical technology and processes.
Program Overview
Program Organization
Our FWA Program is generally organized and staffed as described in this section and comprises two principal functions—our government programs Special Investigative Unit and our payment integrity department, which are supported by our legal department. 
Special Investigative Unit
Fraud and abuse investigations are performed by our special investigative unit (SIU) and are focused on allegations of fraud committed against Iowa Medicaid programs. The SIU comprises highly qualified investigators with significant experience in health care and prescription drug fraud and abuse, industry business practices and systems, and infrastructure. They are experienced in and continually train on federal and state law enforcement and litigation practices. They also have knowledge and experience in intelligence (e.g., fact-based) led investigative practices and relevant legislation. Their investigation functions also include presenting evidence in litigation in support of civil and criminal prosecutions. 
Payment Integrity Department 
Our affiliate, OptumInsight (Optum), will continue to perform specific FWA functions, bringing forward all “lessons learned” since 2010, in compliance with contractual and regulatory requirements for reimbursement accuracy. Our payment integrity department is responsible reviewing and incorporating the latest research available regarding detection of new and emerging FWA schemes and practices. In Iowa, our local presence also leverages our national resources and state-of-the-art tools and data analytics from our services and technology division.
Government Programs Legal Department 
Our legal department works closely with internal business partners, vendors, contractors and affiliates who support federal and state programs in developing and implementing our FWA program. The legal department is consulted regarding contemplated formal FWA enforcement actions; reporting of suspected FWA to law enforcement officials; compliance with regulatory requirements; and other legal issues that arise in the FWA Program. The legal department also systematically monitors changes in the law and developments regarding health care FWA.
[bookmark: _Toc416176367][bookmark: _Toc417732982][bookmark: _Toc418958712]12.1 General Expectations 
The Contractor shall diligently safeguard against the potential for, and promptly investigate reports of, suspected fraud and abuse by employees, subcontractors, providers, and others with whom the Contractor does business. The Contractor shall provide the Agency with the Contractor’s policies and procedures on handling issues of suspected fraud and abuse and the Contractor shall implement the policies and procedures as written. Further, the Contractor shall fully cooperate with the State’s program integrity contractor. This includes, but is not limited to, providing data, in the timeframe and manner prescribed by the State and ongoing communication and collaboration regarding program integrity issues impacting the program and the Contractor’s providers and members. 
We understand our responsibility to protect the Medicaid program from any FWA that could occur on the part of our employees, contracted providers, affiliates, subcontractors and members. We focus on increasing the likelihood of preventing, detecting, reporting and correcting violations of law or policy, and we seek to protect the ethical and fiscal integrity of our company, employees, members, providers, government programs and the general public, as well as safeguard the health and well-being of our members. We will fully cooperate with Iowa’s program integrity contractor, including providing data in the time frame and manner prescribed by the State. We will also provide ongoing communication and collaboration regarding program integrity issues impacting the program and our providers and members.
Throughout this section, we will describe:
Our commitment and processes to both provide and implement our policies and procedures for handling fraud and abuse allegations against employees, contract providers, subcontractors and members 
Our corporate integrity and compliance programs
How we educate and monitor employees, contract providers, subcontractors and health plan members to root out Medicaid fraud and abuse
How leads come to our attention, from whom and our process for promptly investigating each lead
Our commitment to cooperating with state staff, state program integrity contractors, and local, state and federal investigators 
We will provide the Agency with our policies and procedures on handling issues of suspected fraud and abuse, and will implement our policies and procedures as written. The FWA policies, procedures and standards of conduct, which will build upon our existing Iowa FWA policies, include the following: 
Sources of provider fraud/suspicious claims referrals, via tips and data analytics. We employ a variety of data analytic tools to facilitate prospective and retrospective detection of FWA. We also become aware of real or potential FWA through fraud hotline tips, employee referrals, claims data analysis, industry sources, and provider management activities and media sources.
Validation and investigation of referrals from tips and data analytics. All referrals/tips and data mining analytics are researched and tracked in a database. A recommendation is then provided based upon findings. Many result in prospective or retrospective investigation or a report to State agencies.
Responses to requests for information and regulatory reporting of suspected provider fraud/abuse. Government case affairs is our dedicated team that handles reporting of suspected fraud and also responds to requests for information or requests for investigative assistance from law enforcement agencies.
Responses to requests for information. A result of our reporting actions or a result of active investigations by the outside entities. Pursuant to their health care oversight responsibilities, most State and federal regulators may compel responses.
Reporting case of suspected fraud. This activity includes filing reports of suspected fraud or abuse with the appropriate regulator(s) and other governmental entities, to include law enforcement.
Sanctions and exclusions. Conducting federal and state exclusion and sanctions reviews to ensure eligibility for receiving payment through government programs health care. 
[bookmark: _Toc416176368][bookmark: _Toc417732983][bookmark: _Toc418958713]12.2 Program Integrity Plan 
Pursuant to 42 CFR 438.608 and 42 CFR 455, the Contractor must develop, implement, and adhere to an administrative procedure that includes a mandatory compliance plan that describes in detail the manner in which it will detect fraud and abuse. The Program Integrity Plan must be updated annually and submitted to the Agency for review and approval, in accordance with the requirements detailed in the Reporting Manual. The plan shall identify the steps to be taken and include a timeline with target dates. The Contractor shall submit a draft plan with the Bid Proposal. An official draft shall be submitted to the Agency within 30 days of Contract execution. A final plan, incorporating any changes requested by the Agency, shall be submitted to the Agency within 30 days after the first submission of the plan. The Contractor shall execute, adhere to, and provide the services set forth in the Agency-approved plan. Changes to the plan must receive prior approval from the Agency, and the Contractor shall make any updates to maintain a current version of the plan. On a monthly basis, the Contractor shall submit a Program Integrity activity report to the Agency which outlines the Contractor’s program integrity-related activities and findings, as well as identifies the Contractor’s progress in meeting program integrity-related goals and objectives. The monthly activity report must also identify recoupment totals for the reporting period. The Contractor must, at minimum, include the following in its Program Integrity Plan. The monthly activity report must include at a minimum: 
· The name and NPI of provider reviewed
· The reason for the review – data source and/or referral
· Review outcome
· Provider referrals to MFCU
· Providers suspended – reason for suspension
· Providers terminated – reason for suspension
· Provider recoupment amount – reason for recoupment
· Provider payment reductions – reason for payment reduction.
· Providers who were denied enrollment or reenrollment pursuant to 42 CFR 455 – including 
· Provider Name, NPI and reason for denial
· State fiscal year to date summary information of Contractor Program Integrity activity. 
A draft program integrity plan is included in Attachment 12.2 Draft Program Integrity Plan, and we will submit an official draft within 30 days of contract execution. We acknowledge and understand that we must develop, implement and adhere to an administrative procedure that includes a mandatory and Iowa-specific program integrity plan that describes in detail the manner in which we will detect fraud and abuse. This plan will continue to be updated annually and submitted to the Agency for review and approval, in accordance with the requirements detailed in the Reporting Manual. We understand that any changes to the plan will require the Agency’s approval. We have worked with 23 Medicaid health plans throughout the United States to develop similar program integrity plans. These plans not only meet federal requirements, but also are tailored to meet state-specific requirements, demonstrating local customization as well as support from the resources of our national organization. 
On a monthly basis, we will submit a program integrity activity report to the Agency and will outline our program integrity-related activities and findings, as well as identify our progress in meeting program integrity-related goals and objectives. The monthly activity report will also identify recoupment totals for the reporting period. We will, at minimum, include the above-referenced information described in Section 12.2.
[bookmark: _Toc416176369][bookmark: _Toc417732984][bookmark: _Toc418958714]12.2.1 Plan Contents
The Program Integrity Plan shall include:
12.2.1.1 Written policies, procedures and standards of conduct that articulate the organization’s commitment to …
12.2.1.2 Provision for a data system, resources and staff to perform the fraud, abuse and other compliance …
12.2.1.3 The designation of a Compliance Officer and a Compliance Committee that is accountable to senior …
12.2.1.4 The type and frequency of training and education for the Compliance Officer and the Contractor’s …
12.2.1.5 Effective lines of communication between the Compliance Officer and the organization’s employees.
12.2.1.6 Enforcement of standards through well-publicized disciplinary guidelines.
12.2.1.7 Provision for internal monitoring and auditing.
12.2.1.8 Provision for prompt response to detected offenses, and for development of corrective action initiatives.
12.2.1.9 Written standards for organizational conduct.
12.2.1.10 Inclusion of information on fraud and abuse identification and reporting in provider and member materials.
12.2.1.11 Program integrity-related goals, objectives and planned activities for the upcoming year.
12.2.1.12 Provides for compliance with 42 CFR 455 including timeframes for implementing and completion.
12.2.1.13 Coordinate with the Agency Program Integrity to remove incarcerated, deceased or incorrectly …
Our Program Integrity Plan contains the above listed elements described in Section 12.2.1, and will comply with the requirements. 
[bookmark: _Toc416176370][bookmark: _Toc417732985][bookmark: _Toc418958715]12.3 Required Fraud and Abuse Activities 
The Contractor must conduct, at minimum, the following fraud and abuse activities: 
Attachment 5 Question (Section 12 – Program Integrity):
1. Describe your procedures for avoiding, detecting, and reporting suspected fraud and abuse to the State.
With the Deficit Reduction Act and Affordable Care Act, program integrity and fraud prevention activities and oversight have been strengthened and enhanced. We bring significant expertise in this area from 23 states and have worked with our state partners to achieve $3 billion in Medicaid savings each year. Our strong FWA program protects Medicaid dollars. We have developed effective provider enrollment policies and practices, and pre-payment and post-payment analysis activities to ensure the protection of Medicaid dollars. 
Procedures/Methodologies for Avoiding, Detecting and Reporting Suspected FWA 
Our FWA activities are performed in compliance with contractual and regulatory requirements for reimbursement accuracy. The prospective detection, investigations and payment prevention methodologies are described below.
Prospective FWA Detection 
Multiple detection methodologies are employed to prospectively detect FWA. Data analytic reviews identify aberrant and excessive billing practices and trends, inappropriate treatment, fictitious and unqualified providers, and fictitious and ineligible members, and trigger further action or investigation.
Electronic Data Analytics. Electronic analysis or “mining” of claims data is generally regarded as the most effective method of prospective detection. This function is performed by electronically mining claims data and various other databases and includes the following general tasks: 
Pre-payment data analytics: Claims are “mined” before payment to identify various types of billing errors and irregularities. The results of this “mining” can assist in the identification of suspected FWA for follow-up prospective audit and retrospective investigation. 
Post-payment data analytics: Multiple levels and types of electronic data analysis are applied to claims already paid to prevent future payments induced by FWA and to identify retrospective audit, investigation and recovery opportunities. –Post-payment data analytics includes payment error analysis whereby paid claims are analyzed to identify various types of billing errors and irregularities. 
Industry trends and information from multiple industry and professional association sources are reviewed and their potential impact is assessed.
Data Mining Queries/Aberrant Billing Patterns: Libraries of electronic data mining queries (DMQs) and aberrant billing patterns (ABPs) are maintained which include electronic queries and algorithms designed to identify suspected FWA based on known or suspected schemes and practices. These DMQs and ABPs include general queries and criteria applicable to all health plan claims (e.g., gender-inappropriate services) as well as queries and criteria tailored to common Medicare/Medicaid FWA schemes. These DMQs and ABP criteria are used to perform electronic analytics of claims data and to analyze provider claim trends. New DMQs and/or ABPs are routinely identified, proposed, tested and implemented as new schemes and methods to detect suspected FWA are identified. 
Provider/Member Verification: We also verify providers and members. A recognized fraud scheme entails the submission of claims from nonexistent providers (e.g., they are deceased, fictitious) and for services rendered to nonexistent or ineligible members. Electronic queries are used to verify the existence of providers billing for services rendered, including member verification of services received, as applicable, as well as the existence and eligibility of the affected members. Member eligibility questions may be referred to applicable federal or state agencies that enforce Medicare/Medicaid eligibility requirements. 
Verification of Excluded Individuals and Entities: The U.S. Department of Health & Human Services – Office of Inspector General (HHS-OIG) and various state-based agencies exclude individuals and entities from participation in Medicare, Medicaid, and all other federal and state-based public health care programs through the authority contained in various sections of the Social Security Act. According to federal regulation (e.g., CFR § 1001.1901), when the HHS-OIG or state-based agencies have excluded an individual or entity, federal health care programs are prohibited from providing payment to those individuals or entities. Using exclusion information published by HHS-OIG and state-based agencies, we employ a variety of monitoring strategies to identify providers, vendors and employees who are excluded from participation in federal and state health care programs. In those instances, mechanisms are in place so that those individuals and entities do not receive payment for any services or items furnished, ordered or prescribed. 
Provider Audits: A detailed provider audit can detect FWA or other improper billing practices. Selective audits may be performed of certain providers to look for potential FWA. Additionally, providers may be selected for audit using various sampling criteria (e.g., random, statistical) as part of a provider monitoring program. Provider review audits also may be performed as a component of retrospective fraud/abuse investigations. 
Prospective FWA Investigations 
When suspected FWA is detected from electronic mining of claims data, audits or internal/external tips, follow-up investigations may be conducted to ascertain the appropriateness of stopping payment of some or all of the providers’ claims. This includes, for example: 
Performing additional electronic data mining of claim histories and trends 
Contacting providers, and obtaining and reviewing medical and billing records 
Interviewing providers, patients, members and/or other witnesses 
Checking providers’ qualifications, licensure status and disciplinary activity, civil litigation and criminal histories, and financial records 
Reviewing quality of care complaints against providers 
Prospective Payment Prevention 
“Flags” are placed on prospective provider payments when providers are believed to have engaged in FWA in compliance with CFR 455.23 and in consultation with the Agency. These flags prevent payments to these providers until the flags are modified or removed. Provider activity is continually monitored and reviewed to determine how long the flags should remain in place and whether they should be modified or removed. FWA Referrals to the State 
From Jan. 2012 to Feb. 2014, UnitedHealthcare’s Delaware compliance team made 26 referrals to the State for suspicious member or provider activity.


Various “rules” are employed as part of electronic pre-payment FWA identification and prevention processes. These rules apply across all providers and are intended to stop payment on particular suspect types of claims. Processes are established for providers who wish to appeal or contest provider flag placements. 
Retrospective FWA Detection, Investigations and Payment Prevention
Retrospective FWA activities include detection, audit, investigation and recovery where we have paid claims later suspected to have been induced by fraudulent, wasteful or abusive business practices. These retrospective activities entail the same type of tasks undertaken with regard to prospective detection, investigations and recovery, and may occur in tandem with prospective activities. Retrospective investigations are performed by our Special Investigations Unit (SIU) and are focused on allegations of fraud. Additional retrospective activities are performed by us directly and/or by other vendors and contractors in compliance with contractual and regulatory requirements for reimbursement accuracy.
When performing retrospective fraud and abuse investigations, the SIU prepares and follows investigation plans and documents the steps and results of its investigations in a central investigation case management/matter-tracking system. Investigative activities into instances of fraud include:
	Consult with IME, DPH and MCFU throughout process
Allegation assessment 
Development of investigation plan 
Review provider contract, credentialing and license status 
Analyze provider paid claim history 
Research services and treatments 
Conduct medical record review and analysis 
Conduct interviews (provider, member, staff) 
Prepare final report summarizing the investigation 
	Issue demand letter for recovery of unauthorized/inappropriate claim payments 
Referral to medical board 
Referral to law enforcement or prosecutor for criminal prosecution 
Refer to outside counsel for civil litigation 
Refer to network management for appropriate disciplinary action 
Issue corrective action plan 
Document investigative outcomes 
Deliver all required reporting to IME, DPH and MCFU


We understand that most of the dollars lost to the Medicaid program fall into the “waste” category and that very few providers commit fraud. Therefore, we have specific processes to find waste in the program which run algorithms and models to identify questionable practices. From there, we either issue overpayment requests or perform desk and on-site audits. These activities usually result in the following conclusions: no evidence of FWA but identification of a need for provider education and training, overpayment recovery, policy clarifications, and in some instances, the opening of a full investigation for abuse and fraud.
[bookmark: _Toc376118425]Reporting Suspected FWA to the Agency
We ensure that all instances of suspected provider and member claims fraud waste or abuse are reported to the Agency within two days and in the proper form. When we determine that a provider or member should be reported, the SIU reporting team reports on the results of the SIU’s preliminary investigation, including, but not limited to, any evidence it has on the provider’s billing practices (unusual billing patterns, services not rendered as billed and same services billed differently or separately). The SIU reports instances of potential or suspected provider fraud or abuse to the designated regulatory authorities including the Iowa High Quality Healthcare Initiative, Iowa Department of Human Services, Attorney General’s Office, Departments of Financial Services and Divisions of Insurance Fraud. 
The SIU and UnitedHealthcare submit all required periodic reports concerning FWA detection and prevention efforts. In Iowa, we currently submit a report to the State on a quarterly basis concerning the cases under investigation. The report includes the total number of fraud and abuse cases that warrant preliminary investigation and the following State-required information about them:
	Name and ID number of the relevant party
Source of the complaint
Type of provider
	Nature of the complaint
Approximate dollars involved
Legal and administrative disposition of the case


We report the above information to the State immediately if the severity of the complaint impacts the care and treatment of the client, or quarterly upon our investigation, within two days of the close of the quarter. We also attend a monthly meeting with the State’s Program Integrity Group to review the cases on the report and otherwise share relevant information with the State. 
In addition, we take corrective action when FWA are discovered, including, for example, the following steps: 
Referring a matter to law enforcement officials for criminal prosecution 
Reporting providers to state professional licensing authorities 
Notifying and educating the offending provider or member 
Advising our businesses and Health Plans regarding possible changes in contract and or policy terms and procedures 
Creating and implementing new data mining queries/rules to identify the scheme at issue
Attachment 5 Question (Section 12 – Program Integrity):
2. Provide examples of outcomes achieved in other states regarding program integrity efforts.
Behavioral Health Program Integrity Initiatives 
State of New Mexico
New Mexico is an example where we implemented a comprehensive and robust fraud and abuse monitoring program for a managed BH contract. We built the first claims system in New Mexico that braided Medicaid and non-Medicaid funding together and were able to paint a comprehensive picture, including historical and current clinical and community-based provider data. This data increased visibility into the BH system’s business and clinical practices. 
As a result of this enhanced level of data, our team identified credible allegations of fraud with several of the largest providers in the state. The State of New Mexico brought in an independent audit team to further investigate, acted on the resulting report and many of the providers have ceased operation as the State brought in provider organizations from Arizona to serve the consumers. We helped in this transition in 2013. The Fraud investigation remains active with local and national law enforcement agencies (NM AG, USAG and FBI).
Medicaid Program Integrity Initiatives Save States Millions
State of Iowa
The State outsourced the entire administration of the program integrity functions to Optum in 2010. Optum has provided a wide range of services and technology focused on most effectively combating FWA. Optum applies the most extensive set of analytics available in the market to help Iowa maximize their program savings, identify and remove fraudulent providers, and maintain a collaborative and trusted partnership with the Iowa Medicaid provider community. 
To do this, Optum deploys a variety of analyses that validate cost-avoidance opportunities through changes in reimbursement policy, covered services criteria, changes to program structure, and a variety of other mechanisms by which the State can reduce expenditures while simultaneously improving care services to recipients. Over the first four years of the contract, Optum prevented and recovered $135 million in improper claims, exceeding Iowa’s four-year savings target of $95 million by an additional $40 million. The most recent Medicaid Integrity Group (MIG) audit also identified our cost-avoidance methodology in Iowa as a CMS-best practice that other States should adopt. Iowa Medicaid Program
Governor Terry Branstad said, “The savings are six times greater than the overall cost of the program integrity contract. These savings help us provide better care for 400,000 Iowans in need, without reducing provider rates or trimming services.”
–Press Release, State of Iowa, October 21, 2013

Optum’s current Program Integrity Contract with the Iowa Medicaid Enterprise continues through June 30, 2016. There will be a period of overlap between Optum performing work under this contract and Optum performing fraud and abuse detection on behalf of UnitedHealthcare should UnitedHealthcare become an MCO in Iowa since that contract is anticipated to begin Jan. 1, 2016. This period of overlap may create the impression that there may be a type of conflict of interest. There are several reasons, however, why there will be no organizational conflict of interest if UnitedHealthcare becomes an MCO in Iowa and uses Optum to perform its fraud and abuse scope of work. These reasons include:
Lack of Overlapping Work: The vast majority of work done by Optum under its contract with the State has been and will continue to be focused on fee-for-service and not managed care claims. In fact, Optum’s recovery audit contractor work for the State has exclusively been limited to fee-for-service claims.
Optum’s Managed Care Related Work Is Different From the Managed Care Related Work Optum Would Perform for UnitedHealthcare: The State’s requests for Optum to perform managed care related work has been very limited, with only three requests in the past five years.
Optum’s Fraud and Abuse Work is Largely Objective Based: The fraud and abuse work performed by Optum for the State under the contract is influenced, if not driven, by carefully tailored algorithms and analytics specific to Iowa payment rules.
We will bring Iowa-specific “lessons learned” forward in service to the Iowa High Quality Healthcare Initiative. For example, some of the key reports that Optum currently sends to the State are listed below.
Program Integrity Case Reports
All open Program Integrity Cases
Program Integrity Cases opened more than 150 days
Program Integrity Cases opened over the last month
Program Integrity Cases closed over the last month
Program Integrity Cases referred to the Medicaid Fraud Control Unit (MFCU)
Program Integrity Cases assigned to the State of Iowa Attorney General’s office
Program Integrity Cases assigned to the U.S. Attorney’s office
Program Integrity Cases escalated to the DHS (State of Iowa Department of Human Services) Director’s Office
Program Integrity Cases with outstanding amounts deemed uncollectible
Program Integrity Cases—ACA (Affordable Care Act) Section 6402(h)(2) Payment Suspension Report
Program Integrity Financial Reports
Monthly Recoveries
Monthly Cost Avoidance
Month-End Accounts Receivable Report
Monthly Fraud Recoveries Report to the State of Iowa MFCU
Quarterly RAC (Recovery Audit Contractor) Recoveries Report to CMS via the State of Iowa
Miscellaneous Reports
Annual GAAP (Generally Accepted Accounting Principles) Report to the State of Iowa Bureau of Fiscal Management
Number and Description of Algorithms run/number of Letters sent to providers (on request by the State)
Pharmacy Fraud Program 
The purpose of our Program Integrity Pharmacy Fraud Program is to proactively identify true fraud relating to the diversion of controlled substances and expensive legend drugs (i.e., pharmacy fraud). This program is directed at member and provider level targets with the goal of building cases for referral to law enforcement for criminal prosecution. Analytic tools are used to support requests for assistance made by state and federal law enforcement agencies and to generate cases for referral to law enforcement agencies. The analytic output is reviewed for validation as true fraud by individuals who are highly skilled in the detection, investigation and prosecution of health care fraud. 
The pharmacy fraud program was recently used to identify potential pharmacy fraud cases for a large State customer. Numerous cases were referred to the State agency and focused on pill mills, and collectively identified 124 targets for criminal prosecution: 66 members, 15 medical professionals and 43 pharmacies. The cases were validated without any external activities that could have alerted the member and provider level targets that they were under investigation for fraud. The validation process preserved law enforcement’s ability to engage in undercover operations and other activities (search warrants) to collect indisputable evidence of the fraud. The referrals were accepted by the State agency and are currently being actively reviewed and investigated by State and federal law enforcement agencies. 
Utah Medicaid—Department of Mental Health
An audit of a large outpatient facility in Utah identified instances of documentation authenticity concerns, such as potential copying and pasting or “cloning” of medical records. In this case, the audit identified where the documentation was word-for-word across patients, across dates of service for the same individual and across providers. These areas of concern were noted during review of systems and the individual’s history, exam, and the assessment or medical decision-making. This situation indicated that documentation did not support either the medical necessity or the service code billed, resulting in upcoding for services or billing for services not rendered.
Education was necessary in this instance with potential for recoveries and ongoing reviews to ensure that documentation is appropriate to the patient, is logical and reflects the service billed. Electronic medical records are now used by the facility to document to a code, to dictate the service to be rendered, and the amount of documentation necessary to demonstrate what occurred during that service, rather than simply the reason for the visit or chief complaint.
[bookmark: _Toc416176371][bookmark: _Toc417732986][bookmark: _Toc418958716]12.3.1 Activities
12.3.1.1 Regular review and audits of operations to guard against fraud and abuse including incorporation of …; 
12.3.1.2 Assessing and strengthening internal controls to ensure claims are submitted and paid properly;
We acknowledge and understand that we must provide regular review and audits of operations to guard against fraud and abuse including incorporation of Correct Coding Initiative editing in our claims adjudication process. We monitor and assess our internal controls via our oversight and governance structure that drives improved compliance outcomes. 
Nationally, in 2013, our Program Integrity Unit prospectively saved $615 million in our Medicaid and 
D-SNP programs using proven software and tools to perform real-time accurate claim editing for our Medicaid contracts. Claim editing is achieved through embedded Facets core payment edits supplemented by iCES, an additional claim editing tool. Our systems support Health Care Reform mandates, including National Correct Coding Initiative (NCCI) bundling, medically unlikely event (MUE) and health care acquired conditions. The iCES tool rigorously reviews all claims before payment and is equipped with a knowledge base that contains up-to-date code sets, updated regularly as rules and codes change, as well as current industry standard guidelines for many codes and claim situations.
Among other edits, iCES screens for unbundled codes; upcoded, invalid and duplicate codes; code fragmentation; member age (if a CPT code is age-specific); patient gender (if a CPT code is gender-specific); place of service (must be appropriate to the procedure performed); pre- and post-operative intervals (days); and modifiers (that verify a modifier is billed with an appropriate CPT code). iCES identifies providers who have been flagged, based upon factors such as previous suspect billing practices.
12.3.1.3 Educating employees, network providers, and members about fraud and abuse and how to report it;
Attachment 5 Question (Section 12 – Program Integrity):
3. Describe methods for educating employees, network providers and members on fraud and abuse identification and reporting.
Conducting Effective Education and Training on Fraud, Waste and Abuse
[image: C:\Users\surness\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\KTRON9H1\Code of Conduct Cover.jpg]We train and educate internal and external individuals and entities including employees, providers and members on our Compliance and Ethics Program and obligations to report suspicions of unethical or illegal behavior, including general Medicaid FWA definition and issues, how to identify FWA, privacy and security requirements, and how and where to report suspected FWA. 
[bookmark: _Toc376116160]Employees
FWA efforts begin with educating our employees. Training is required of all our employees and contractors upon hire and annually thereafter, and is a condition of employment. Required training content includes general Compliance and Ethics Program, FWA expectations, a review of pertinent laws and regulations, examples of potential FWA and schemes, and a review of the resources available for reporting suspected instances of potential FWA. Employees are trained to immediately report upon suspicion any incidence of FWA they may encounter. Employees and others can report suspected misconduct to Ms. Plagge, a supervisor, the legal department, the internal audit department, UnitedHealth Group corporate security or anonymously through the UnitedHealth Group Ethics and Integrity Help Center, a 24-hour option that provides for anonymous and confidential reporting. 
All employees must understand, follow and acknowledge receipt of our Code of Conduct, and are required to review and attest to it at least annually during employment. 
Supervisors are responsible for ensuring that each employee reporting to them completes the applicable compliance training. Sample training topics include: 
	Compliance, Ethics and Integrity Program Overviews
False Claims Act and Whistleblower Protection Education 
Privacy and Security Education and Awareness
	FWA Education 
Conflicts of Interest Education 
Pharmacy Interactions Education
State-Specific Training and Education 


Mandatory training is managed through our Web-based LearnSource system, which automatically tracks and documents completion of required training for all employees. Completion of training is tracked and monitored by our human resources and/or compliance departments. In addition, all employees have access to compliance program policies.
Members
Our FWA program focuses on proactive prevention, detection and investigation of potentially fraudulent and abusive acts committed by providers and plan members. Members receive printed materials at the time of enrollment, and ongoing, that describe FWA policies and procedures. They receive education on how to access a toll-free FWA Hotline (866-242-7727) to facilitate the reporting process of any questionable incidents involving plan members or providers. FWA issues are also covered in the following member materials:
New Member Welcome Packet 
Member Handbook
Newsletters and mailings
myuhc.com—our online member services portal
Directly through a toll-free number that connects them to the Iowa High Quality Healthcare Initiative member services center
Member events that provide education and raise awareness of the Iowa High Quality Healthcare Initiative
Please refer to Member Services Section 8 of this proposal for detailed information on member services.
Providers
Proactive provider outreach during orientation and ongoing is essential to the successful implementation of any FWA program. Without appropriate outreach and education, provider pushback and appeals can occur. Modes of communication to educate providers on FWA include:
Provider Administrative Guide: All network providers will receive a printed copy of the provider training manual upon request, with an electronic version posted on the online provider portal. 
Provider Newsletter (Practice Matters) and Service Bulletins: Our quarterly provider newsletter contains information on program updates, claims guidelines, and information regarding policies and procedures.
Provider Portal: Our Web-based provider portal (uhccommunityplan.com) will support Iowa Medicaid providers through many innovative features and tools. 
Provider Relations Team: Our experienced, local provider relations team is led by our provider services manager and includes full-time provider advocates, all of whom live in Iowa. Provider advocates meet with key providers to build relationships, answer questions, provide education and address compliance issues. 
Provider Services Call Center: Our toll-free provider services call center responds quickly to provider inquiries. Provider phone representatives specifically trained on the Iowa programs will staff the call center. Providers who call speak with a dedicated representative who has been thoroughly trained in provider services and FWA policies.
Written Materials: Written materials are our primary educational resource and include email and fax blasts, and individual letters conveying provider-specific information.
Webinars: We offer a full slate of monthly interactive webinars, all conducted in real-time by a live facilitator. Webinar training encompasses many topics including contract requirements; UM; FWA; PA; and cultural competency. 
Town Halls: Town halls provide information in the most effective and convenient way possible for providers, with a variety of topics, and may include discussion of FWA. 
We also conduct an intensive coding review for providers, which is the most in-depth form of provider engagement. This solution was conceptualized for providers with a wide range of coding issues and who require more than a provider education report to remedy the issues. The goal of this activity is to build relationships with facilities and large physician groups and to engage in ongoing dialog related to coding issues we observe through our clinical review findings. 
Our contracted providers and their staff are subject to The Deficit Reduction Act of 2005 (DRA), which contains many provisions reforming Medicare and Medicaid. We communicate this requirement to providers through the Provider Administrative Guide and through our online provider portal uhccommunityplan.com. The UnitedHealth Group policy, titled “Integrity of Claims, Reports and Representations to Government Entities” can be found at uhccommunityplan.com. Special attention is given to DRA Section 6032, which is aimed at providers who receive at least $5 million in Medicaid payments and outlines additional specific requirements. 
12.3.1.4 Establishing policy and procedures used to attest the accuracy, completeness and truthfulness of …; 
Attachment 5 Question (Section 12 – Program Integrity):
4. Describe internal controls to ensure claims are submitted and payments are made properly.
[bookmark: _Toc376118416]Internal Controls to Ensure Proper Claims Payment
We perform prospective FWA activities in compliance with contractual and regulatory requirements for reimbursement accuracy and understand that internal controls are critical for detecting FWA. We discuss our internal controls to ensure claims are submitted and payments are made properly through our prospective detection and analytical tools for investigation and payment prevention methodologies in Section 12.3, including: Pre-payment Data Analytics, Post-payment Data Analytics, Payment Error Analysis, Industry Trends (Sharing Awareness), Data Mining Queries/Aberrant Billing Patterns, Provider/Member Verification, Verification of Excluded Individuals and Entities, and Provider Audits. 
Further, we understand the requirements tucked into the 2010 Small Business Jobs Act, whereby Congress wanted to spur the CMS into adopting predictive analytics to stop fraudulent Medicare and Medicaid payments before they occurred, and have invested in and are experienced using these tools. Electronic analysis or mining of claims data are generally regarded as the most effective method of prospectively detecting suspected FWA. This function is performed by electronically mining claims data and various other databases to detect suspected FWA and includes pre-payment data analytics, post-payment data analytics, provider/member verification and verification of excluded individuals or entities.
[bookmark: _Toc376118418]Analytical Tools
The focal point of our FWA Program is our three cost-avoidance analytical tools used to identify FWA by providers and members, and determine if a provider should be put on prepayment review status to investigate potentially improper activities in more detail. 
	Fraud Waste and Abuse Analytical Tools

	Tool
	Timing
	Focus
	Actions
	Claims Reviewed

	Prospective Provider Flagging (P1.0)
	Pre-payment generally after iCES
	All or, if supported by the claims platform, groups of claims from specific providers that have filed a large number of inappropriate claims but not enough to have been removed from the network
	Identify claims to pend (hold) for requesting medical records to review and determine whether to deny or approve payment of a lesser amount, if claims were inappropriate
	Professional and Institutional

	Comprehensive Prospective Review (P2)
	Pre-payment generally after iCES
	Claims that are suspect because of one or a combination of factors such as unlikely diagnosis and procedure code combinations
	Identify claims to pend for requesting and reviewing medical records for eventual denial or payment
	Professional and Institutional

	Retrospective Fraud and Abuse 
	Post-payment
	Suspect claims not detected through prospective processes identified through referrals, investigation or analytics. Certain analytics, like excessive services provided, are generally only applied retrospectively because analysis involves multiple claims
	Depending on situation, can start with an on-site audit, a request for medical records or a demand for re-payment. Leads to re-payment request/offset if claims were inappropriate
	Professional, Institutional, Pharmacy and Dental


The FWA Program overlays our FWA services with a powerful software detection tool Comprehensive Prospective Review 2.0 (P2 in table above), which allows us to identify and scrutinize questionable claims before payments are actually made and to conduct detailed post-payment reviews. 
The P2 review identifies suspect claims to pend because of one or a combination of factors such as unlikely diagnosis and procedure code combinations. P2 incorporates two complementary components that evaluate claims: Challenger and Predictive. Both analytics assume that most providers are billing correctly and uses data driven peer groups to look for claims that are outliers. Providers whose service mix is similar (based upon billed CPT codes) are grouped together. When claims are identified as outliers, they are denied for review. We then send the provider a request for medical records to support the review process. Both analytics use only UnitedHealth Group data as part of the evaluation process. Challenger is composed of independent rules which provide flexibility when adding new components, while Predictive evaluates multiple variables (both independently and in combination) to determine which claims should be reviewed. The Predictive Model looks for activity by comparing a provider’s current billing behavior against their historical billing patterns. As part of this process, hundreds of potentially different patterns related to a claim are evaluated.
12.3.1.5 Ensuring effective organizational resources to respond to complaints of fraud and abuse; 
12.3.1.6 Establishing procedures to process fraud and abuse complaints; 
12.3.1.7 Establishing procedures for reporting information to the Agency in a format and timeframe designated …;
12.3.1.8 Developing procedures to monitor utilization/service patterns of providers, subcontractors, and …; 
12.3.1.9 Developing data mining techniques and conducting on-site audits to ensure program integrity and …; and 
12.3.1.10 Promulgating written policies for all employees, including management, and for all employees of any … 
We acknowledge and understand that we must provide organizational resources and procedures to respond to complaints and to report to the Agency in a format and time frame designated by the Agency. We will comply with the requirement to develop procedures to monitor utilization/service patterns of providers, subcontractors and members including running algorithms on claims, using predictive analytics and trending claims behavior, and recovering improper payments based on this monitoring. We have established data mining techniques and conduct on-site audits to monitor program integrity. We recover improper payments based on the monitoring and audit activity. We have written policies for all employees, subcontractors and agents that are in compliance with the above-listed regulations and guidance listed in Section 12.3.1.10 above.
[bookmark: _Toc416176372][bookmark: _Toc417732987][bookmark: _Toc418958717]12.4 Reporting Fraud and Abuse 
The Contractor must report possible fraud or abuse activity to the Agency. The Contractor must initiate an immediate investigation to gather facts regarding the possible fraud or abuse. Documentation of the findings of the investigation must be delivered to the Agency within two (2) days of the identification of suspected fraud or abuse activity. In addition, the Contractor shall provide reports of its investigative, corrective, and legal activities with respect to fraud and abuse to the Agency in accordance with contractual and regulatory requirements. The Contractor and its subcontractors shall cooperate fully in any state reviews or investigations and in any subsequent legal action. The Contractor must implement corrective actions in instances of fraud and abuse detected by the State agency, or other authorized agencies or entities. The Contractor shall report to the Agency the following information in the timeframe and manner required by the Agency: (i) the number of complaints of fraud and abuse made to the Agency that warrant preliminary investigation; and (ii) for each complaint which warrants investigation: (a) the name and ID number; (b) source of complaint; (c) type of provider; (d) type of provider; (e) nature of complaint; (f) approximate dollars involved; (g) disposition of the case, and (h) service type. 
We acknowledge and understand that we must report fraud and abuse to the Agency. We agree to initiate investigations, deliver documentation of those investigations to the Agency within the required time period, and report corrective and legal activities of FWA to the Agency in accordance with contractual and regulatory requirements. We and our contractors and subcontractors will cooperate fully in any State reviews or investigations and in any subsequent legal action, and implement corrective actions in instances of fraud and abuse detected by the Agency, or other authorized agencies or entities. We will submit required reporting to the agency within required time frames. 
[bookmark: _Toc416176373][bookmark: _Toc417732988][bookmark: _Toc418958718]12.5 Coordination of Program Integrity Efforts 
The Contractor shall coordinate any and all program integrity efforts with IME personnel, DPH personnel and Iowa’s Medicaid Fraud Control Unit (MFCU), located within the Iowa Department of Inspections and Appeals. At minimum, the Contractor shall: 
[bookmark: _Toc416176374][bookmark: _Toc417732989][bookmark: _Toc418958719]12.5.1 Minimum Requirements 
12.5.1.1 Meet monthly and as required with the Agency Program Integrity Unit, DPH staff, and MFCU staff.
12.5.1.2 Provide any and all documentation or information upon request to the Agency, the MFCU, HHS-OIG or …
12.5.1.3 Report within two (2) working days to the Agency Program Integrity and MFCU and any appropriate …
12.5.1.4 Provide the Agency and MFCU with an annual update of investigative activity, including corrective …
12.5.1.5 Hire and maintain a staff person in the Iowa offices whose duties shall be composed at least ninety …
12.5.1.6 Coordinate PI activities with other contractors as directed by the Agency 
We will meet monthly and as required with the Agency Program Integrity Unit, DPH staff and MFCU staff, and provide any and all documentation or information upon request to the Agency, the MFCU, HHS-OIG or the U.S. Department of Justice related to any aspect of the Contract.
We agree to report within two working days to the Agency Program Integrity and MFCU and any appropriate legal authorities any evidence indicating the possibility of fraud and abuse by any member of the provider network, in the format specified. The SIU and UnitedHealthcare also will follow applicable contractual and regulatory requirements concerning what actions are to be taken after filing a report. Annually, we will provide the Agency and MFCU with an update of investigative activity, including corrective actions taken.
Emily Aurand will be the program integrity manager whose duties will be composed of at least 90 percent of the time in the oversight and management of the program integrity efforts. Ms. Aurand will have open and immediate access to all necessary data. We agree to the listing of duties stated in Section 12.5.1.5 and 12.5.1.6 listed above. 
We agree to cooperate fully in any investigations by regulatory and law enforcement agencies or in any subsequent legal actions that may result from any investigations. 
We submit all required periodic reports concerning our fraud and abuse detection and prevention efforts. Quarterly, we submit a report to the Agency concerning the cases under our investigation. The report includes the total number of FWA cases that warrant preliminary investigation and the required information. Further, we report to the State immediately if the severity of the complaint impacts the care and treatment of the member, or quarterly upon investigation and in the following instances:
If the investigation reveals a credible allegation of FWA
If adverse action is taken against a network provider for program-integrity-related reasons
We file the report within 45 days after the close of the quarter, and we attend a monthly meeting with the Agency’s Program Integrity Unit. Additionally, we take corrective action when FWA is discovered and will refer matters to law enforcement or report to State licensing authorities if needed. 
[bookmark: _Toc416176375][bookmark: _Toc417732990][bookmark: _Toc418958720]12.6 Verification of Services Provided 
The Contractor shall have in place a method to verify whether services reimbursed by the Contractor were actually furnished to members as billed by providers. 
Attachment 5 Question (Section 12 – Program Integrity):
5. Describe methods for verifying whether services reimbursed were actually furnished to members as billed by providers.
Part of playing our role in safeguarding the Medicaid program is to ensure that providers are only paid for services delivered and at the level of care performed. We bring decades of national MCO experience and will use the following techniques to verify the delivery of services:
Traditional monitoring through sending explanation of benefits (EOBs)
Special oversight over monitoring home- and community-based LTSS
Analytical tools
Tips from our hotline or gathered from our member call center staff
Monitoring of fraud alerts from federal sources
Electronic visit verification (EVV)
Explanation of Benefits
EOBs are an important factor in identifying health care fraud and abuse. EOBs will be available via paper and through our secure member portal, myuhc.com. EOBs will be delivered to members based on their preferred mode of receipt, if preferred mode of receipt has been provided. At a minimum EOBs will be designed to address requirements in 42 CFR 433.116(e) and (f), containing the date of service, the code used to bill a particular service to an insurance company, the fee charged by the health care provider, the allowed amount under the third-party payer’s contractual fee schedule, the patient’s responsibility under the terms of his/her coverage, the payment made by the payer, and the contractual write-off. The final entry of each line item is “what you owe.” By informing patients of what was charged on their behalf, they can help us to identify fraudulent charges and patterns of abuse in the billing process.
Verification of Excluded Individuals and Entities 
The HHS-OIG and various State agencies responsible for professional licensing and conduct and law enforcement retain the authority to exclude individuals and entities from participation in Medicare, Medicaid, and all other federal and State-based public health care programs through the authority contained in various sections of the Social Security Act. 
According to Federal regulation (e.g., 42 CFR § 1001.1901), when the HHS-OIG or a responsible State agency have excluded an individual or entity, federal health care Programs are prohibited from providing payment to those individuals or entities. 
Analytical Tools
As detailed previously, our cost-avoidance analytical tools are used to identify FWA by providers and members. They are described in detail in the table previously listed in Section 12.3.1.4. 
Monitoring Receipt of Services 
As a result of our national experience operating integrated and coordinated models, we are well-positioned to offer solutions and best practices in Iowa to effectively coordinate, integrate and manage physical health, BH, LTSS and HCBS waiver services. On all programs where individuals receive 1915(c) HCBS waiver services, we have formal policies and procedures to monitor the delivery and quality of those services. We have implemented dashboard tools to enhance monitoring of the delivery of services and gaps in care. We are enhancing our CommunityCare platform to display gaps in care information in a dashboard format for viewing by community-based case managers, members and other interdisciplinary care team members.
Once an individualized service plan is in place, we monitor the provision of an individual’s services to confirm services have been initiated and are being provided on an ongoing basis as authorized. We will implement our strategies and processes in Iowa to ensure our LTSS members are receiving all authorized 1915(c) HCBS waiver services, to identify and address any service gaps and to make sure they have a backup plan documented in their CommunityCare member records and that this backup plan is functioning effectively. 
Strategies we use to monitor the provision of our member’s 1915(c) HCBS waiver services to make sure these services have been initiated and are being provided as authorized include:
Face-to-Face and Telephonic Contact: Community-based case managers contact their assigned members within five business days of scheduled initiation of services to confirm whether or not services are being provided and to confirm the member’s needs are being met. The community-based case manager works with the member to promptly address any services gaps, needs or concerns. Initial and ongoing contact occurs via phone (at least monthly) or in person (at least quarterly) depending on an individual’s needs. We realize that not all services are appropriate for an electronic verification system (below), and in those cases, we seek verbal confirmation from the member/family or representative.Electronic Visit Verification System
Provider staff checks in at the beginning and checks out at the end of each period of service delivery to monitor member receipt of HCBS.
EVV can be used for claims submissions for HCBS.
EVV helps community-based case managers monitor delivery of services and allows for immediate action as needed.
We will provide initial training and information about the EVV system and additional training upon request.

Electronic Visit Verification System. We are proposing use of electronic visit verification (EVV) system for members receiving HCBS. Our enhanced EVV consists of a GPS-enabled smartphone application, which allows real-time check in and out from visits to monitor an individual’s receipt of services. Using the GPS-enabled smartphone application, the worker opens the application on his/her smartphone. Next, he/she clicks check in when he/she arrives and check out when he/she leaves. For provider staff that does not have a smartphone, there is a manual process to check in and out.
The visit verification record is sent to the provider and to our community-based case management staff. Using our innovative CommunityCare platform and CareOne, we manage the services that are delivered to the member and transmit the services to be performed, along with the service authorization, to the EVV system. Once services are completed, this triggers the service authorization to match to the verified visit and exports a claim for processing. This EVV technology allows us to monitor utilization of services and real-time receipt of services performed. For non 1915(c) services, provider site visits with clinical record reviews check to see services billed were delivered to members. This includes retrospective review site visits of all substance abuse providers and quality review of mental health and medical providers when indicated. 
Please refer to Section 12.3 of this proposal which discusses additional verification of services including: 
	Electronic data analytics
Data mining/aberrant billing patterns
Provider/member verification
	Verification of excluded individuals and entities
Provider audits


[bookmark: _Toc416176376][bookmark: _Toc417732991][bookmark: _Toc418958721]12.7 Obligation to Suspend Payments to Providers 
The Contractor shall comply with 42 CFR 455.23 by suspending all payments to a provider after the Agency determines that there is a credible allegation of fraud for which an investigation is pending under the Medicaid program against an individual or entity unless the Agency or law enforcement (included but not limited to the MFCU) has identified in writing good cause for not suspending payments or to suspend payments only in part. The Contactor shall issue a notice of payment suspension that comports in all respects with the obligations set forth in 42 CFR 455.23(b) and maintain the suspension for the durational period set forth in 42 CFR 455.23(c). In addition, the notice of payment suspension shall state that payments are being withheld in accordance with 42 CFR 455.23. The Contractor shall not suspend payments until consulting first with the MFCU and secondly the Agency. The Contractor shall maintain all materials related to payment suspensions for a minimum of five (5) years in compliance with the obligations set forth in 42 CFR 455.23(g).
[bookmark: _Toc416176377][bookmark: _Toc417732992][bookmark: _Toc418958722]12.7.1 Requirements
12.7.1.1 The Contractor shall afford a grievance process to providers for whom payments have been suspended …
12.7.1.2 The Contractor shall maintain policies and procedures to ensure that provider comply with Iowa Code …
12.7.1.3 The Contractor and the Agency shall develop a process for referral of providers to the Agency for …
12.7.1.4 The contractor is prohibited from taking any actions to recoup or withhold improperly paid funds …
12.7.1.4.1 The improperly paid funds have already been recovered by the state of Iowa directly or through …;
12.7.1.4.2 The funds have already been recovered by the Recovery Audit Contractor (RAC);
12.7.1.4.3 When the issues, services or claims that are the basis of the recoupment or withhold are currently …
We understand and will comply with 42 CFR 455.23 by suspending payments to a provider when the Agency determines there is a credible allegation of fraud. We will afford a grievance process, policies and procedures to ensure provider compliance, and processes for provider referrals and recoupment. We will comply with all requirements in Section 12.7.1. as listed above, for members in the Iowa Quality Healthcare Initiative. 
[bookmark: _Toc416176378][bookmark: _Toc417732993][bookmark: _Toc418958723]12.8 Required Provider Ownership and Control Disclosures 
The Contractor shall comport with all aspects of 42 CFR §§455.104, 105 and 106 as required by federal law. 
We understand and will comport with all aspects of 42 CFR §§455.104, 105 and 106 as required by federal law. 
[bookmark: _Toc416176379][bookmark: _Toc417732994][bookmark: _Toc418958724]12.9 Contractor Reporting Obligations for Adverse Actions Taken on Provider Applications for Program Integrity Reasons 42 CFR §455.1002.3 
The Contractor shall implement in its provider enrollment processes the obligation of providers to disclose the identity of any person described in 42 CFR § 1001.1001(a)(1). Contractor shall forward such disclosures to the Agency. The Contractor shall abide by any direction provided Contractor on whether or not to permit the applicant to be a provider in the Iowa network. Specifically, the Contractor shall not permit the provider into the provider network if the Agency or Contractor determines that any person who has ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offense related to that person’s involvement in any program established under Medicare, Medicaid or CHIP, or if the Agency or the Contractor determine that the provider did not fully and accurately make any disclosure required pursuant to 42 CFR § 1001.1001(a)(1). 
We understand and will implement the requirements described above in Section 12.9, into our Provider Enrollment Process, and will comply with all requirements. 
[bookmark: _Toc416176380][bookmark: _Toc417732995][bookmark: _Toc418958725]12.10 Termination of Providers 
The Contractor shall comply with all requirements for provider disenrollment and termination as required by 42 CFR §455.416. 
We understand and will comply with all requirements described above in Section 12.10 pertaining to provider disenrollment and termination as required by 42 CFR §455.416. 
[bookmark: _Toc416176381][bookmark: _Toc417732996][bookmark: _Toc418958726]12.11 Enforcement of Iowa Medicaid Program Rules 
The contractor shall vigorously pursue fraud, waste and abuse in the Medicaid Program and notify DHS PI of any provider activity which would incur a sanction under 441 IAC 79.2(249A). 
We understand and will comply with all requirements described above in Section 12.11, and will vigorously pursue FWA in the Medicaid Program and notify the Agency of any provider activity which would incur a sanction under 441 IAC 79.2(249A).
[bookmark: _Toc416176382][bookmark: _Toc417732997][bookmark: _Toc418958727]12.12 Reserved


[bookmark: _Toc417633791][bookmark: _Toc417826492][bookmark: _Toc418958728]Section 13 – Information Technology
Attachment 5 Question:
Please explain how you propose to execute Section 13 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
We are a leader in comprehensive, integrated managed care services. Our information technology (IT) platform as described in this section provides an integrated IT solution to meet the diverse and often complex needs of the Iowa High Quality Healthcare Initiative members.
Our Iowa staffing structure includes an information systems (IS) manager, Cybele Kanin, who will be the Agency’s primary contact throughout the duration of the contract. Ms. Kanin will oversee our information systems and serve as a liaison between UnitedHealthcare and the Agency and other contractors regarding encounter claims submissions, capitation payment, member eligibility, enrollment and other data transmission interface and management issues.
Our Community Strategic Platform (CSP) is currently operational supporting hawk-i, and will be configured to support the full Iowa High Quality Healthcare Initiative and our person-centered care framework. We are well-versed at implementing CSP for our state Medicaid partners, as our teams have successfully implemented CSP for 17 of our state Medicaid clients over the past four years. The CSP solution is built on our Facets claim system that provides an integrated managed care IS solution, providing member eligibility and enrollment, claims processing, benefits configuration, capitation and reporting capabilities, and provides this source data for other applications, such as our encounter data submission system.
Our additional managed care information system applications work in concert with CSP to support full integration of managed care functions, such as care coordination, utilization management (UM), claims payment, service authorization, provider credentialing and network management, grievance and appeals processing, quality management (QM) and encounters. Our systems are interoperable and seamlessly exchange information. This system is fully capable of generating reports in formats that will meet the Agency’s requirements, as well as performing the data receipt, transmission, integration, management, assessment and system analysis tasks described in this Request for Proposal (RFP).
Our health information technology (HIT) solutions include a suite of applications to support an array of providers and community resources (including ACO, health home and integrated health home (IHH) delivery systems), and supporting proactive health promotion, treatment and recovery-oriented best practices. These applications enable real-time sharing of actionable information.
[bookmark: _Toc417633792][bookmark: _Toc417826493][bookmark: _Toc418958729]13.1 Information Services & System 
The Contractor must maintain a fully integrated Information System (IS) sufficient to support program requirements, including but not limited to: (i) care coordination functions; (ii) utilization management; (iii) claims payment; (iv) service authorization; (v) provider network management; (vi) credentialing; (vii) grievance and appeals processing; (viii) quality management; (ix) utilization management; and (x) encounter data. The Contractor must be prepared to submit all required data and reports in the format specified by the Agency. The Contractor must maintain an IS with capabilities to perform the data receipt, transmission, integration, management, assessment and system analysis tasks described in this RFP. 
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The Contractor shall perform the following IS functions through a system that integrates the Contractor’s clinical record information, authorization and claims payment data: 
13.1.1.1 Member Database 
Maintain a member database, using Medicaid state ID numbers, on a county-by-county basis which contains: …
13.1.1.2 County of Legal Residency
County of legal residency for members shall be included in the Contractor’s IS subsequent to a written …;
13.1.1.3 Clinical Information 
Maintain a database which incorporates required clinical information described in Section 13.1.13; 
13.1.1.4 Reporting 
Maintain information and generate reports required by the performance indicators established to assess …; 
13.1.1.5 Claims Processing 
Conduct claims processing and payment;
13.1.1.6 Medication Management 
Maintain data to support medication management activities;
13.1.1.7 Capitation Payment 
Maintain data documenting receipt and distribution of the capitation payment;
13.1.1.8 Incurred Claims
Maintain data on incurred but not yet reimbursed claims;
13.1.1.9 Third Party Liability 
Maintain data on third party liability payments and receipts;
13.1.1.10 Claims Processing Timeliness 
Maintain data on the time required to process and mail claims payment;
13.1.1.11 Critical Incident Data 
Maintain critical incident data;
13.1.1.12 Clinical Data 
Maintain clinical and functional outcomes data and data to support quality activities; 
13.1.1.13 Grievance and Appeals 
Maintain data on clinical reviews, appeals, grievances and complaints and their outcomes; 
13.1.1.14 Utilization Management 
Maintain data on services requested, authorized, provided and denied;
13.1.1.15 Ad Hoc Reporting 
Maintain the capacity to perform ad hoc reporting on an “as needed” basis, with a turnaround time to average …;
13.1.1.16 Service Referrals 
Maintain data on all service referrals;
13.1.1.17 Service Specific Information 
Maintain all data in such a manner as to be able to generate information specific to service type, including but …; 
13.1.1.18 Age Specific Information 
Maintain all data in such a manner as to be able to generate information on members by age; and
13.1.1.19 Encounter Data 
Provide encounter data to the Agency in a format specified by the Agency
Attachment 5 Question (13.1 Information Services & System):
1. Provide a general systems description and a systems diagram that describes how each component of your information system will support and interface to support program requirements.
Nationally, UnitedHealthcare has 33 years of experience continuously refining our managed care information system to meet new requirements and enhance the support of services delivered to our members. 
For more than 15 years, we have maintained an integrated managed care information system. In preparation for the Iowa High Quality Healthcare Initiative, our IT team is working to bring the full depth and breadth of our proven technical capabilities to Iowa. Because we are continually working to improve provider data accuracy and streamlining our processes—for both our state partners and providers—to increase overall satisfaction and simplify program administration, our next generation technology solutions will be fully tested and implemented as part of the new contract starting Jan. 1, 2016.Figure 20. UnitedHealthcare’s managed care information technology suite

The following Iowa Conceptual Architecture diagram presents the major components of our management information systems (MIS) that will support the Iowa High Quality Healthcare Initiative and will comply with the requirements detailed in the RFP Attachment 1 – Scope of Work. In compliance with Section 13 of the Scope of Work, our MIS includes such key organization functions as: care management, UM, claims payment, service authorization, provider network management, credentialing, grievance and appeals processing, quality management (QM), and encounter data management and submission.
Information System and Description
The following table describes the systems depicted in the Iowa conceptual architecture, and includes a general description of the functions supported by the referenced information system.
	Information System
	General Description/Functions Supported by System

	Area: Clinical Information, Care Coordination and Electronic Case Management System

	CareOne
13.1.1.3
13.1.1.12
13.1.1.14
13.1.1.16
	Utilization management system which documents all medical necessity requests
Member eligibility and provider data is fed from CSP Facets
Authorizations are processed in CareOne and passed to both CSP Facets for claims management and CommunityCare for inclusion in the 360-degree member view for care coordination
Integrates home- and community-based services (HCBS) authorizations to the electronic visit verification (EVV) system

	CommunityCare
13.1.1.3
13.1.1.6
	Enables care coordination, medication management and quality management functions by giving providers updated and shared access to patients’ plan of care and supports alignment of clinical problems, goals and interventions
Enables Web-based access for interdisciplinary care team (ICT) access for primary care coordinators, providers, specialists, members, caregivers and others as permitted by the member
Provides automated notifications of care transitions
Authoritative source of authorizing and monitoring services and will be used to capture the required clinical data described in Section 13.1.13 for medical and BH services and HCBS
Receives authorizations from CareOne for reference by the ICT
Member eligibility and provider data is fed from CSP Facets
Supports DIRECT for secure exchange of clinical data with providers and HIEs
Supports import, parsing and attachment of C-CDA, ADT, LOINC and other standard formats

	Impact Pro
	Multidimensional, episode-based predictive modeling, care management and quality management analytics solution that enables our nurse care managers to use clinical, risk and administrative profile information to provide targeted health care service to members:
Identifies individuals who have not obtained appropriate preventive care and screening and who are at risk for developing costly and debilitating health conditions
Provides member risk stratification and scoring to target specific populations/individuals for different levels of care management intensity managed through CommunityCare and CareOne
Provides results to health homes through the Population Registry

	Pharmacy Script Authorization System 
(Not shown on diagram)
	Authorization of prescription drugs based upon the preferred drug list and evidence-based guidelines
Interface to point-of-sale pharmacy claims processing system

	MedMeasures
	NCQA-certified application that creates and provides HEDIS quality reports and provider profiles:
Provides the foundation for medical quality management and improvement programs like provider profiling and gaps-in-care analysis
Performs detailed measure analysis with access to member detail and information on specific members qualified for each measure

	Universal Tracking Database (UTD) 
	Predictive NCQA and HEDIS compliance, quality management and outreach tool that monitors all required HEDIS measures to identify PCPs and members with the greatest gaps in care according to HEDIS measures
Providers can view their gaps in care using our secure provider portal

	Area: Member and Enrollment Data Management

	Business Activity Monitor (BAM)
	Monitors and tracks important business operations, transactions and processes to provide dashboards across end-to-end process flows

	Consumer Database (CDB)
	Single database of all UnitedHealthcare members which serves as a “master index” of members across all UnitedHealthcare systems

	CSP Facets Call Center
	Supports member services center operations in assisting members with common inquiries (e.g., obtaining ID cards and searches for providers)

	Interactive Voice Response (IVR) System and HARC/Avaya Dialer
	Handles basic member inquiries and directs incoming calls to the most appropriate member services center professional

	Provider Recommendation Engine

	Intelligent rules engine that systematically matches members with “preferred” providers who have the highest quality scores, greatest outcomes, lowest costs and best location for the member

	Public Member Portal (uhccommunityplan.com)
	UnitedHealthcare public Web presence used for posting general information, handbooks and bulletins—common entry point for members
Provides flexible search capability by type of provider, specialty, location and other criteria

	Secure Member Portal (myuhc.com and secure member mobile app, Health4Me)
	Secure member portal where enrolled members may search for covered benefits, update contact information including email addresses for facilitating contacts and information exchange, request an ID card and “Find a Doc” through a searchable provider directory
The UnitedHealthcare Health4Me free mobile application is designed to help members manage their health care easier and faster 
Provides members with access to secure health and wellness information 24 hours a day, seven days a week

	Area: Provider Network Management and Credentialing

	Aperture

	Manages workflow and stores provider credentialing information for all UnitedHealthcare participating providers

	CSP Call Center
	Supports member services center operations in assisting providers with common inquiries (e.g., verifying member eligibility and verifying claims status)

	Emptoris

	Manages provider contracting workflow and stores contract information for all UnitedHealthcare participating providers

	Interactive Voice Response (IVR) System
	Our enterprise voice portal handles basic provider inquiries (e.g., member eligibility/enrollment status and claims status)
Directs incoming calls to the most appropriate member services center professional

	Network Database (NDB)
	Our single enterprise repository of all information related to provider network management

	Optum Cloud Dashboard and unitedhealthcareonline.com
	Next generation secure provider portal providing a central access point where enrolled providers have access to:
Eligibility and benefits
Claims management
Claims reconsiderations
Enhanced online authorizations 
Update their personal profile
Providers can view and provide feedback on initial health risk screening and plans of care in the CareOne system

	PhyCon

	End-to-end workflow management tool designed to support physician contracting operations and provider demographic maintenance

	uhccommunityplan.com
	UnitedHealthcare public Web presence used for posting general information, handbooks and bulletins
A common entry point for providers

	Area: Claims Processing and Payment

	CSP Facets
13.1.1.1
13.1.1.2
13.1.1.5
13.1.1.7
13.1.1.8
13.1.1.9
13.1.1.10
13.1.1.12
13.1.1.18
	Our integrated managed care information system is built on our CSP Facets platform, which meets all applicable state and federal laws and privacy regulations including, but not limited to, HIPAA and American Recovery and Reinvestment Act (ARRA). Functions include:
Core health plan administration system’s primary functions: benefits, enrollment and disenrollment management, claims pricing, adjudication and payment
Comprehensive member database, using Medicaid state ID numbers, on a county-by-county basis, including eligibility begin and end dates; age-specific information; enrollment history; member TPL coverage and utilization and expenditure information
Clinical and functional outcomes data and data to support quality activities
Integrated claim processing suite including claim edits, adjudication, COB processing, correction/adjustment, voiding and resubmission
Claim status data including incurred claims, processing status and payment timeliness data
Documents distribution of capitation payments 
Explanation of benefits and remittance advice
Data for provider payment issuance purposes
ICD10 compliant

	HIPAA Gateway
	Comprehensive electronic data interchange (EDI) validation and mapping solutions:
Enables us to test and certify HIPAA transaction sets and validate compliance with standards and regulations

	Escalation Tracking System (ETS)
13.1.1.13
	Serves as a centralized database to facilitate administration and escalation management and processing of claim disputes, grievances and appeals:
Provides status and tracks resolution on submitted grievances and appeals against policy-mandated time frames for member contact and appeal or grievance resolution
Generates reports related to the outcomes of grievances, complaints and appeals
Provides flexibility to easily customize data elements according to State needs

	Intranet Document Retrieval System (iDRS)

	Web-based application that provides access to view paper documents that are mailed to us and uses optical character recognition (OCR) to electronically load claims 
Stores scanned paper documents, such as claim and enrollment forms, letters and other attachments
Provides the capability to view and retrieve documents electronically via the intranet

	MACESS
	Facilitates claim processing, including imaging of paper claims and supporting documentation, and routing of claims to claim processors

	MedReview
	Reviews the validity and appropriateness of high-dollar claims

	NetworX
	Supports provider contract configuration and claim pricing

	OptumInsight Claim Edit System (iCES)
	Clinical edit system that analyzes physician health care claims based upon business rules which automate reimbursement policy and industry standard coding practices

	OptumRx RxClaim
	Point-of-sale processing and payment of pharmacy claims

	Prospective 2.0
	Tool that identifies fraud and abuse prior to claims payment allowing a greater recovery than post-payment

	Smart Audit Master (SAM)
	Claims payment validation tool that screens for the most common errors

	United Front End (UFE)
	Application that enables universal claim intake and routing into CSP Facets

	WebStrat
	Calculates reimbursement for claims using diagnosis-related groups (DRGs) and ambulatory procedural classifications (APCs)

	Area: Information Reporting

	Healthplan Manager Application (HMA)

	HMA allows us to provide the Agency with a targeted, data-driven strategic roadmap to optimize performance as we evolve our programs:
Segmentation of the Agency’s data using dozens of attributes
Integrated clinical, financial and pharmacy data on a member level

	Strategic Management Analytic Reporting Tool (SMART)
13.1.1.4
13.1.1.15
13.1.1.17
13.1.1.18
	Comprehensive, integrated analytical environment that holds all Medicaid relevant information—including claims data (e.g., medical, pharmacy, vision and lab), member data, provider data, authorizations, external subcontractor data and predictive modeling information:
Supports quality management, performance management and compliance reporting, and ad hoc reporting on an “as needed” basis with turnaround times averaging less than five business days
Service-specific data that includes BH, LTSS, pharmacy, inpatient and outpatient services 
Consolidated patient census (common store of all patients receiving care)
Consolidates data for Impact Pro™ health-risk modeling and stratification
Consolidates relevant data for UTD and MedMeasures EPSDT and HEDIS reporting and related analysis and monitoring

	Area: Financial, Capitation and Encounter Submission Management

	Financial Summary Database (FSDB)
	Manages financial transactions to our general ledger and reserving process

	Financial Tagging Service (FTS)
	The FTS increases the consistency and quality of financial tags in analytic data warehouses and financial tools:
Establishes a single, repeatable approach to future integrations 
Ensures current integrations are aligned with an overall long-term solution; mitigates the risk of a point-in-time conversion

	Hewlett-Packard (HP) Service Manager Enterprise Suite
13.1.1.11
	Comprehensive tool which supports our United Support Center and information technology service management processes, including system monitoring and reporting of critical incidents

	National Encounter Management Information System (NEMIS)
13.1.1.19
	Strategic, internally developed encounter data submission and reporting system that initiates submission of encounters, tracks responses, provides error correction and resubmission of Medicaid encounters to the Agency in a format to be specified by the Agency

	PeopleSoft 
	Enterprise financial management solution containing several modules, such as general ledger, asset management, purchasing, accounts payable and accounts receivables, to provide a consolidated view of financial data

	Revenue Accuracy Manager (RAM)
	Reconciles member records to capitation payments
Documents receipt and distribution of capitation payments

	Area: Trading Partner Integration

	B2B/External Customer Gateway (ECG)
	Suite of tools supporting secure EDI transactions and file transfers between UnitedHealthcare and external parties


[bookmark: _Toc417633794][bookmark: _Toc417826495][bookmark: _Toc418958731]13.1.2 General Systems Requirements
The IS implemented by the Contractor shall conform to the following general system requirements: (i) on-line access; (ii) on-line access to all major files and data elements within the IS; (iii) timely processing; (iv) daily file updates of member, provider, prior authorization and claims to be processed; and (v) weekly file updates of reference files and claim payments. 
13.1.2.1 Edits, Audits and Error Tracking 
The Contractor shall employ comprehensive automated edits and audits to ensure that data are valid and that …
Our systems provide online access to all major files and data elements, to support timely processing, perform daily file updates of member, provider, PA and claims to be processed, and weekly file updates of reference files and claim payments. We employ comprehensive automated edits and audits to ensure data are valid and that we are meeting our contractual requirements. Our systems track errors by type and frequency, and we maintain audit trails that support the reconstruction of processing events.
13.1.2.2 System Controls and Balancing 
The IS shall have an adequate system of controls and balancing to ensure that all data input can be accounted …
Our system includes adequate controls and balancing capabilities that will ensure all data input can be accounted for and that all outputs can be validated.
13.1.2.3 Back-Up of Processing and Transaction Files 
The Contractor shall employ the following back-up timelines: (i) twenty-four (24) back-up of eligibility verification, …
Attachment 5 Question (13.1 Information Services & System):
2. Describe data back-up processing plans including how data is stored at an off-site location.
We will meet the 24-hour back-up requirement of all our processes, including but not limited to: eligibility verification, enrollment/eligibility update, prior authorization processing and claims processing. For each of our operational locations, we have comprehensive backup systems and disaster recovery/business continuity plans that provide for the continuation of business processes in times of power outage or disaster. We maintain several large-scale data centers in geographically dispersed locations. These data centers are redundantly interconnected, supporting both circuit load balancing and backup interconnection for failover scenarios. We provision all applications with geographically dispersed production and backup infrastructure, allowing full application support in the event an application’s primary data center becomes disabled. Our network of data centers, which meet or exceed all ANSI/TIA 942-Data Center Tier 1-3 standards, significantly mitigates risks from data center disabling events and provides 24 hours a day, seven days a week availability of key production systems and data.
Backup of Processing and Transaction Files
UnitedHealthcare Information Assets must be backed up on a regularly scheduled basis that meets or exceeds the requirements specified in Section 13.1.2.3 to ensure availability of Information Assets and limit data loss in the event of an outage. System and Information Owners are accountable for determining what assets are backed-up, per UnitedHealthcare's Classification Levels. Backups may include, but are not limited to:
	Master files
Databases
Transactions files 
System programs/utilities
	Application software
Parameter settings
System documentation


We have two operational environments: distributed and mainframe.
In the distributed environment, we have a backup policy of maintaining two copies of operational data at its secured technology centers. The primary copy is maintained on online disk storage in the same technology center where the business application resides to facilitate rapid access for operational recoveries and is not encrypted. The second copy is electronically transmitted via our internal network and stored at a geographically dispersed UnitedHealthcare facility for risk management and disaster recovery purposes. In reference to the second copy, we are the sole entity in the chain of custody for the data, and have opted to encrypt the data, at the time the media is written, for risk mitigation purposes. The data encryption occurs at the time the tape media is created using industry-accepted encryption algorithms (256-Bit AES). The primary and secondary locations are not fixed entities and can change based on business demands and operational need, i.e., growth, expansion or disaster recovery.
In the mainframe environment, we use geographically dispersed mainframes for “Rapid Recovery” that use UnitedHealthcare’s internally secured networks to transmit the backup data. In this situation, UnitedHealthcare maintains sole custody of all data with encryption of tape media at both primary and secondary locations.
Operational Backups
The Data Protection Infrastructure exists in all primary technology centers. The overall concept is to maintain a primary copy locally, with a second copy geographically dispersed off-site. Off-site copies are maintained within UnitedHealthcare-owned facilities to reduce cost and business risks. Data are segregated by production/non-production and functional characteristics, i.e., Wintel, UNIX, Database, Archive. The process is managed by IBM’s Tivoli Storage Manager (TSM) product.
UnitedHealthcare’s Backup Strategy includes:
Systems and databases are backed up daily
The primary copy is held in virtual tape and off-site copies are replicated before the next cycle begins
Five versions of a file are retained for operational recovery
Deleted files are kept in the system for 90 days
Twenty-one versions of databases are kept for operational recovery, in addition to transaction logs
Primary (On-Site)
Virtual tape library emulates physical tape system and stores data on hard drives, which facilitates fast backup and restore time
Primary use: Operational recovery of systems in place in case of data corruption or accidental deletion
Off-Site
Physical tape libraries located in UnitedHealthcare geographically dispersed location(s)
Connection to backup server is across the UnitedHealthcare Wide Area Network, data are written to the alternate location, eliminating the need for third-party off-site storage
Primary use: Disaster recovery of systems as defined by the Recovery Point Objective and the Recovery Time Objective (RPO and RTO) at an alternate site
Retention/Preservation
UnitedHealthcare maintains strict data retention policies/standards, which address three business-driven retention requirements. These standards are maintained and managed by Enterprise Storage Services and Records Information Management and encompass the mainframe and distributed environments. A synopsis of these policies/standards is as follows:
Operational: Backups that are used for file/database restoration resulting from a near term operational loss of data or Disaster Recovery (testing or actual) is retained for a period of 15 to 90 days.
Regulatory: Records Information Management establishes the policies and standards for data retention necessary to meet regulatory requirements (SOX, HIPAA, Contracts, Financial, etc.). These retention periods range from three to 10 years depending on the content, risk and regulatory requirements of the data.
Legal Holds: This process is driven by our legal department. For data relevant to litigation activities, UnitedHealthcare may be required to suspend destruction until the matter has been remediated. Issuance of a legal hold takes precedence over data retention policies and does not require business owner approval to implement.
Full backups are performed weekly with daily incremental backups; however, applications may require more or less frequent backups determined by business need. Retention of full backups may be maintained for upward of 12 cycles (for the monthly runs), 52 cycles (for the weekly), and three weeks of daily incremental updates, prior to recycling/rewriting over media. Data retention requirements are driven by Records Information Management Policies (RIMs) based on Governance requirements and drive retention periods (Preservation orders, SOX, HIPAA). These are separate from operational backups.
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13.1.3.1 Data Management 
The Contractor must utilize the clinical data it receives to appropriately manage the care being provided to …
Attachment 5 Question (13.1 Information Services & System):
3. Describe how clinical data received will be used to manage providers, assess care being provided to members, identify new services and implement evidence-based practices.
We have successfully applied our extensive experience in managing the health care needs of Medicaid participants across the country to develop extensive health data analytics capabilities using the reporting solution described in this proposal. These capabilities support health risk analysis, predictive modeling and care planning activities attuned specifically to diverse populations with complex health care needs.
We collect data from multiple sources, including our claims database, various population and demographic reports, state agencies, national, state and internal databases, our clinical management information system, member and provider satisfaction surveys, GeoAccess analysis reports of provider availability, member grievance and appeal data, member treatment records, credentialing data and information collected through office site visits, PAs, QM measures, risk stratification capabilities and predictive modeling.
Based on this data, we use data analytics to conduct population health analyses that accurately identify any population type with which we work. These analyses confirm that we allocate resources efficiently (e.g., member care, health administration, funding) to program areas that would most benefit. We monitor program effectiveness, detecting population trending and changes, which enables us to refocus our efforts to meet any new and subsequent conditions. Our analytic tools support health risk analysis, predictive modeling and care planning activities attuned specifically to diverse populations with complex health care needs. Using these tools, we extract information from clinical and administrative data sources to identify activities such as:
Package members’ clinical episodes of care, prior use and prescription drugs for easier use in care coordination
Estimate both future expenditures and calculate the probability of one or more hospitalizations
Create risk markers that can be both predictive and provide clinical insights into why a member has risks
Identify gaps in care based on nationally recognized, evidence-based clinical guidelines
Support care and disease management interventions and decision-making, based on evidence-based guidelines
In the following sections, we present key examples of the types of data analysis we perform.
Managing Providers
Using SMART’s data analytics capability, we continuously monitor key metrics and trends across various dimensions through monthly performance reviews. If a trend seems to be varying from the norm or expectation, we use standard reports, as well as root cause analysis processes, to identify the cause of such variations. For instance, the root cause analysis of variations could lead to an increase in utilization for a specific diagnosis code, procedure code or provider. Some of these variations could be explained by uncontrollable factors like a flu epidemic whereas others could lead to actionable items like provider and member outreach/coaching about use of the ER versus a doctor’s office. We review facilities, physicians (PCPs versus specialists), ancillaries (e.g., durable medical equipment, lab and surgical), and pharmacies; drill into key types of services as appropriate (e.g., inpatient—medical/surgical, outpatient—ER, radiology and therapies); analyze key trends by provider within these categories and identify outliers for potential opportunities; and leverage best practices or remediate key providers.
Assessing Care Provided to Members
We have collected, analyzed and reported HEDIS measures since HEDIS was first adopted as a Medicaid requirement. Using our MedMeasures NCQA HEDIS software for HEDIS data collection and reporting, we aggressively monitor and measure our performance against 76 measures across five domains of care as a means of identifying targeted improvement opportunities specific to the needs of our state partners and their members. We also use HEDIS measures to make sure that we remain an industry leader, across all of our health plans, in providing excellent quality health care and services to members. We leverage HEDIS measures to identify needs and improve performance on a range of important health issues facing the Iowa High Quality Healthcare Initiative, including asthma medication use; persistence of beta-blocker treatment after a heart attack; controlling high blood pressure; comprehensive diabetes care; breast cancer screening; antidepressant medication management; childhood and adolescent immunization status; and childhood and adult weight/body mass index assessment.
Identifying New Service Opportunities
We will collaboratively work with the Agency or CMS to facilitate the ability to have access to requested data, including extracts or through our Healthplan Manager Application for data mining purposes. Healthplan Manager Application (HMA) provides the Iowa High Quality Healthcare Initiative with a targeted, data-driven strategic roadmap to optimize performance as we evolve our programs. Working in conjunction with SMART, HMA adds to our analytical resources and reporting capabilities as illustrated in the representative view below. Using a user-friendly graphical interface, it allows us to segment the data using dozens of attributes to analyze financial, clinical and individual decision-making patterns.Figure 21. Healthplan Manager Application. This tool adds to our analytical resources and reporting capabilities.

Healthplan Manager Application includes integrated clinical, financial and pharmacy data on a member level, making it possible to understand all of our members’ needs, provides analysis that allows us to partner with the Agency to provide key insights that really matter to the Iowa High Quality Healthcare Initiative’s members, and accesses our robust data and experience across more than 5.1 million lives and 23 states to provide benchmarks that can enhance the Iowa High Quality Healthcare Initiative and potentially inform health policy decisions.
Using HMA, we can compare results to prior experience, book-of-business norms or peer benchmarks. We can customize results to limit or compare the Iowa High Quality Healthcare Initiative experience to medical product offerings and virtually any other subset of the program’s member population. Flexibility to segment and benchmark the Iowa High Quality Healthcare Initiative data allows us to partner with the Agency to understand what motivates every level of our member population to make better health care decisions.
Information about our members, representing critical financial, clinical, pharmacy and consumer metrics is integrated into a single, unified Health Plan Performance Review, providing the insights needed to achieve maximum plan effectiveness and a healthier membership. Using HMA, we can conduct quarterly and/or annual Health Plan Performance Reviews, in which we partner with the State to review HMA analyses and gain a better understanding of member behavior, cost drivers and ideas to maintain and/or improve performance.
Implementing Evidence-Based Practices
We have developed a standard set of tools that pull data from various sources (e.g., CareOne, our CSP claims system and our HEDIS measurement systems) to track industry standard measures and implement evidence-based best practices. These tools include:
MedMeasures, our NCQA-certified HEDIS software system, provides interim and annual HEDIS rates to enable profiling against HEDIS standards.
Our HEDIS in a Box toolkit includes many HEDIS measures focused on delivery of care and provides specifications for the measures. The information in the toolkit is based upon NCQA’s HEDIS requirements. We use the toolkit to help providers understand evidence-based quality performance guidelines for preventive and condition-specific care.
Our Universal Tracking Database facilitates monitoring of compliance with preventive and chronic care standards at the member and provider practice level, provides a shared database for use by case management and QM to educate members, and provides the mechanism by which we can track interventions.
Using SMART’s data analytics capability, we continuously monitor key metrics and trends across various dimensions. If a trend varies from the norm or expectation, we use standard reports and root cause analysis to identify and resolve the cause of such variations.
Reports that emanate from the implementation of our Population Registry for select practices participating in our accountable care community/patient-centered medical home programs.
We use reporting from these tools to develop our provider profiles, including:
Profile reports that show utilization patterns (e.g., ER visits, hospital readmissions, lab and pharmacy encounters) and HEDIS indicators for high-volume practices as compared to peers
Provider scorecards are distributed to providers bi-annually and provide an opportunity for our participating PCPs to view their performance in comparison to others in the network in measures of both utilization and quality
Ad hoc reports that present members due for services to support our CPCs and provider educational outreach
Gaps in care reports that address preventive, chronic care and access to and availability of care are provided to practices through our secure provider portal
Our secure provider website enables access to comprehensive plan and member-specific information. Additionally, we mail annual HEDIS reports, such as the Patient Opportunity Summary, which gives providers an annual report to help identify members who may be candidates for interventions based on NCQA criteria.
13.1.3.2 Data Accessibility 
The Contractor must make data available to the Agency and, upon request, to CMS. In accordance with 42 CFR …
We will make data available to the Agency and, upon request, to CMS, and we will submit our data in a timely fashion, including encounter claims, under the signatures of either our financial officer or executive leadership, certifying the accuracy, truthfulness and completeness of our data.
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In the event the State’s technical requirements require amendment during the term of the Contract, the State will work with the Contractor in establishing the new technical requirements. The Contractor must be capable of adapting to any new technical requirements established by the State, and the State may require the Contractor to agree in writing to the new requirements. After the Contractor has agreed in writing to a new technical requirement, any Contractor-initiated changes to the requirements shall require the Agency approval and the Agency may require the Contractor to pay for additional costs incurred by the State in implementing the Contractor-initiated change.
We have significant experience working in partnership with the Agency to refine our managed care information system to meet new requirements and enhance the support of services delivered to our members. We have implemented a number of changes for the hawk-i program that will continue to be available under the Iowa High Quality Healthcare Initiative. Some recent initiatives include:
2014-2015 initiatives
New Functionality
Member portal (myuhc.com) including mobile application capabilities 
Digital onboarding with 2015 Member Handbook and Evidence of Coverage (EOC) available print on demand 
Member website upgrade completed 
Provider portal unitedhealthcareonline.com 
Enhanced Functionality
CSP Facets migration
Full launch of Optum Cloud Dashboard, and we continue to add functionality
Enhancement of Find a Doc provider lookup capabilities
NEMIS encounter processing
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The Contractor must submit a plan for receiving, creating, accessing, storing and transmitting health information data in a manner that is compliant with HIPAA standards for electronic exchange, privacy and security requirements (45 CFR 160, 162 and 164 and the HIPAA Security Rule at 45 CFR 164.308). Contractors shall submit a draft plan in response to the RFP. The plan shall identify the steps to be taken and include a timeline with target dates. A final plan, incorporating any changes requested by the Agency, shall be submitted to the Agency within 30 days after the official submission of the plan, which will occur within 15 days of Contract execution. The Contractor shall execute, adhere to, and provide the services set forth in the Agency-approved plan. Changes to the plan must receive prior approval from the Agency, and the Contractor shall make any updates to maintain a current version of the plan. The plan shall include, but may not be limited to, a detailed explanation of the following:
13.1.5.1 Planning, developing, testing and implementing new operating rules, new or updated versions of …;
13.1.5.2 Concurrent use of multiple versions of electronic transaction standards and codes sets; 
13.1.5.3 Registration and certification of new and existing trading partners;
13.1.5.4 Creation, maintenance and distribution of transaction companion guides for trading partners;
13.1.5.5 Staffing plan for electronic data interchange (EDI) help desk to monitor data exchange activities, …;
13.1.5.6 Compliance with all aspects of HIPAA Privacy and Security rules;
13.1.5.7 Strategies for maintaining up-to-date knowledge of HIPAA related mandates with defined or expected …
We have included, as part of our response, our plan for receiving, creating, accessing, storing and transmitting health information that is compliant with HIPAA standards for electronic exchange, privacy and security requirements. This plan identifies our approach and includes a timeline with approximate target dates. We will submit a final plan to the Agency within 15 days of contract execution and will incorporate any changes requested by the agency within the required 30 days. We will use this plan to execute, adhere and provide services according to the plan and will maintain a current version during the contract. The information systems plan we have provided addresses issues such as planning, development, testing and implementation of operating rules, how to manage concurrent use of multiple versions of electronic transaction standards and code sets, registration and certification of trading partners, companion guides for our trading partners, our staff planning efforts and our compliance approach to HIPAA privacy and security.
Attachment 5 Question (13.1 Information Services & System):
4. Submit a draft Information Systems Plan as described in Section 13.1.5.
See Attachment 13.1.5 Draft Information Systems Plan.
[bookmark: _Toc417633798][bookmark: _Toc417826499][bookmark: _Toc418958735]13.1.6 IS Staff 
The Contractor must assign dedicated resources to staff a technical helpdesk to monitor system performance, identify and troubleshoot system issues, monitor data exchange activities, coordinate corrective actions for failed records or transactions and support trading partners and business associates.
Attachment 5 Question (13.1 Information Services & System):
5. Describe your proposed information systems staffing model.
Information Systems Staffing Model
Staffing Model to Support Ongoing Technical Operations and Help Desk
UnitedHealth Group maintains an enterprise systems support help desk called the United Support Center (USC) that provides a single point of contact for all technical, telecommuter and voice support for more than 135,000 end users, using more than 4,000 applications. In addition to a help desk supporting trading partners and business associates, the USC has dedicated resources to monitor system performance, identify and troubleshoot system issues, monitor data exchange activities, and coordinate corrective actions for failed records or transactions and support.
Our help desk is available 24 hours a day, seven days per week. This means that calls made after-hours, on holidays, or over the weekend are always answered by a live analyst and not a recording. As part of our information-gathering protocol, callers are asked to provide a call-back number in the event an issue cannot be immediately resolved.
United Support Center’s application support and technical service model has resources dedicated to:
Incident Management: The goal is to minimize system downtime impacting users and automated system processes.
Problem Management: The goal is to limit the impact of incidents and prevent them altogether when they can be prevented.
Capacity Management: The goal is to ensure IT infrastructure has the capacity and performance to meet pre-determined service level response times.
For incidents and problems impacting external trading partners, the USC works with our ECG.
The following table below illustrates our expected full-time equivalents (FTEs) of effort that will be required to support the Iowa High Quality Healthcare Initiative. Based on experience supporting state Medicaid programs of similar size and scope, we anticipate Iowa will require 33 FTEs.
	Role
	Full-Time Equivalent (FTE)

	Infrastructure Support:
Capacity Management and Network Administration
	7

	Application and Platform Support
Incident Management & Problem Management
	23

	Incremental IT Resources
	3

	Total Technical Support Staff
	33


Staffing Model to Support Initial Program Implementation
Cybele Hanin, our Iowa information systems manager, will partner closely with a dedicated information systems team (as depicted in the following Figure) to support implementation of the Iowa High Quality Healthcare Initiative.
[image: C:\Users\gzayic\Desktop\IA\Graphics\Org. Charts\Misc\Misc. 1.jpg]
Figure 22. Iowa High Quality Healthcare Information Systems Org Chart
Elliott Schoon is our business implementation lead and he will be the primary contact with the Agency. Chris Hebner, who reports to Mr. Schoon, will be responsible for the implementation of the IT aspects of the program. Leads for each IT discipline, which are defined below, report to Mr. Hebner. Individuals from each of these disciplines report to their respective discipline lead.
Project Manager: Responsible for leading the project from inception to post-deployment warranty support, including planning, execution and managing people, resources and scope. There are PMs responsible for each application and a PM to manage coordination between applications
System Architect: Evaluates project requirements to determine how they can best be met with existing technology and identify where new solutions will require development
Business Analyst: A business-focused analyst that works with SMEs and other business stakeholders to gather and analyze contract requirements to determine business impact and define requirements the business will need to satisfy contract requirements
System Analyst: A more technical-oriented analyst that analyzes business requirements and drafts technical specifications that define technical system changes required to satisfy business requirements
Developer: Codes system changes according to technical specifications written by System Analysts
Quality Assurance Associate: Analyzes requirements, writes and executes test scenarios to ensure system changes comply with business requirements
Full-Time Equivalent to Support Implementation Efforts
	Role
	Initial Implementation FTEs
	Post-Implementation FTEs

	Project Managers
	4
	1

	System Architects
	1
	1

	Business Analysts
	3
	1

	Systems Analysts
	3
	2

	Developers
	12
	3

	Quality Assurance
	5
	1

	Total FTEs
	28
	9


The Iowa High Quality Healthcare Initiative program team will use resources from UnitedHealth Group’s vast IT resource pool. UnitedHealth Group IT employs more than 10,000 technology professionals across the United States. Following industry standards, our IT professionals are geographically dispersed to take advantage of the national labor pool and mitigate risks of localized disaster and weather events.
We have significant experience working with Iowa and other states delivering Medicaid managed care solutions. Based on historical experience of delivering programs of similar size and scope, we expect the Iowa High Quality Healthcare Initiative will require 28 FTEs of effort to complete. Each FTE equates to approximately 2,080 hours of IT effort. The middle column of the table above illustrates how these FTEs will be distributed across the IT disciplines.
After initial program implementation, we will work in partnership with the Agency to continually refine our managed care information system to meet new requirements and enhance the support of services delivered to our members. Based upon this experience working with hawk-i and other state Medicaid programs, we estimate our ongoing continuous improvement IT resource requirements to be nine FTEs per year across all IT disciplines; this can be seen in the third column in the table above.
[bookmark: _Toc417633799][bookmark: _Toc417826500][bookmark: _Toc418958736]13.1.7 HIPAA Compliance 
The Contractor’s IS must support and maintain compliance with current and future versions of HIPAA Transaction and Code Set requirements for electronic health information data exchange and Privacy and Security Rule standards as specified in 45 CFR Parts 160, 162 and 164. System and operational enhancements necessary to comply with new or updated standards shall be made at no cost to the Agency. The Contractor’s IS plans for privacy and security shall include, but not be limited to: (i) administrative procedures and safeguards (45 CFR 164.308); (ii) physical safeguards (45 CFR 164.310); and (iii) technical safeguards (45 CFR 164.312). 
Attachment 5 Question (13.1 Information Services & System):
6. Describe your plan for creating, accessing, transmitting, and storing health information data files and records in accordance with the Health Insurance Portability and Accountability Act’s mandates.
We maintain systems that transmit, receive and process data in current HIPAA-compliant or Agency-specific formats or methods in accordance with Section 13.1.7.
Data Security
Protecting our members’ and customers’ information is a top priority for UnitedHealth Group and all our subsidiaries. We invest significant resources in our information security program, which includes a robust cyber defense program. We use a number of network, security monitoring and encryption technologies to protect our environment and maintain the confidentiality and integrity of our data, and routinely test and validate our systems’ security. Our security team consist of over 400 security professionals dedicated to protecting and securing data entrusted to us. Based on job responsibilities, certain employees obtain technical and security-related professional certifications, such as Certified Information Systems Auditor (CISA), Certified Information Security Manager (CISM), Certified Information Systems Security Professional (CISSP), Certified Network Engineer (CNE), etc.
We continuously monitor our environment for potential threats and follow an established incident response management process to rapidly assess and evaluate threats to the security and integrity of our environment and take necessary mitigating actions, if required. 
In addition, UnitedHealth Group actively participates in the Health Industry Trust Alliance (“HITRUST”), an industry cyber security organization, as well as maintains close working relationships with State and Federal authorities to share information and stay informed about potential cyber threats. We conduct, and in many cases, facilitate the cyber exercises conducted for our industry in partnership with the Health Information Trust Alliance, the Department of Health and Human Services, and the Department of Homeland Security.
HIPAA Compliance
Our information systems are fully compliant with the requirements associated with HIPAA, P.L. 104-191, as amended or modified. We comply with HIPAA EDI requirements, including the HIPAA-compliant format version. Our systems are fully compliant with HIPAA privacy and transaction and code set standards. We use standard HIPAA 820, 834, 835, 837D, 837I, 837P, 270/271U, NCPDP Post Adjudication History (PAH), 276/277 and 278 file formats for electronic transactions. We are in compliance with the new x12 5010 EDI standards. As needed, we can support proprietary flat-file and XML-based file formats.
Our Data Release Governance (DRG) program ensures PII and personal health information (PHI) exchanged outside of UnitedHealth Group follows HIPAA policies and industry-standard security procedures. DRG includes a controlled process to register and approve the release of protected information sent to an external entity.
The security services and access control team manages a tool called Secure to facilitate user access to applications and platforms to ensure appropriate system access. Secure requires three levels of approval, thereby enabling efficient auditing and entitlement reviews.
We will collaboratively work with the Agency to transmit non-proprietary data relevant for analytical purposes to the Agency on a regular schedule. All eligibility, enrollment, disenrollment and data are exchanged using the ECG. ECG provides a secure electronic transport mechanism for internal entities and external business customers to exchange on-demand or scheduled data files using job automation and control services, including transmission validation. We use ECG to exchange data files with the State. ECG uses Secure File Transfer Protocol (SFTP), Hypertext Transfer Protocol Secure (HTTPS) and File Transfer Protocol (FTP) transport methods. Access is further limited through the use of firewalls and physical separation of processing systems to mitigate unauthorized access.
[bookmark: _Toc417633800][bookmark: _Toc417826501][bookmark: _Toc418958737]13.1.8 Electronic Mail Encryption 
The Contractor’s electronic mail encryption software for HIPAA security purposes must be compatible with the State’s. 
[bookmark: _Toc417633801]We use Microsoft Outlook/Exchange 2010 as our standard email platform, which has proven to be compatible with the State’s system as demonstrated in the management of the hawk-i plan. This system stores, sends and receives email, and provides contacts, tasks and an electronic calendar.
This application enables us to send and receive encrypted email and attachments both inside and outside our organization to safeguard PHI. Encrypting an email message in Microsoft Outlook protects the privacy of the message by converting it from readable plain text into scrambled cipher text. Only the recipient who has the private key to decrypt (unlock) the message can decipher the message for reading. Any recipient without the corresponding private key sees garbled text.
We will work with the Agency to ensure our electronic mail encryption software for HIPAA security purposes is compatible with the State’s system.
[bookmark: _Toc417826502][bookmark: _Toc418958738]13.1.9 Interface with State Systems 
The Contractor shall, at a minimum, be capable of receiving, processing and reporting data to and from: (i) DHS Medicaid Management Information System (MMIS); (ii) DHS Title XIX eligibility system; and (iii) the IDPH Data System. 
13.1.9.1 The Agency MMIS 
The Contractor shall have the capacity to submit encounter data, as described in Section 13.5 to the MMIS in the…
13.1.9.2 The Agency Title XIX Eligibility System 
The Contractor’s IS must have the capacity to electronically receive enrollment information through a file transfer …
13.1.9.3 IDPH Data System
The IDPH substance use disorder data system shall be used for all members who receive substance use …
We are currently capable of receiving, processing and reporting data to and from the Agency’s MMIS, Title XIX eligibility system and IDPH data system. These capabilities include the capacity to submit encounter data to the MMIS as well as receive data from network providers and the IDPH data system, regardless of source of payment, on all clients receiving substance use disorder services. We will support the requirement that substance use disorder services network providers will report data to IDPH regardless of the source of payment, and our systems are constructed to ensure that substance use disorder treatment services are accurately documented and reported. We will rely on our ECG for data/file exchanges to comply with these requirements. Our ECG service for business-to-business information exchanges provides a secured and security-compliant electronic transport mechanism for internal entities and external business customers to exchange data files, such as 834 (enrollment/eligibility) and 837 (encounters) on demand or via scheduled integration with job automation and control services, including transmission validation.
The ECG uses secure File Transfer Protocol (SFTP), Hypertext Transfer Protocol secure (HTTPS) and plain File Transfer Protocol (FTP) with encrypted files transport methods. We coordinate with external partners to ensure valid and complete data exchanges. Access is further limited through the use of firewalls and physical separation of processing systems to mitigate unwanted access.
We will collaboratively work with the Agency to transmit non-proprietary data relevant for analytical purposes to the Agency on a regular schedule. Our dedicated IS coordinator will be responsible for ensuring all program data transactions are in compliance with the terms of the contract.
[bookmark: _Toc417633802][bookmark: _Toc417826503][bookmark: _Toc418958739]13.1.10 Use of Common Identifier 
The Contractor may use a common identifier, including members’ Social Security numbers, to link databases and computer systems as required in the Contract. However the Contractor is prohibited from publishing, distributing or otherwise making available the Social Security numbers of members. 
Each member is assigned a unique member number, which is used as a common identifier. The unique member number is used on all member-specific materials and for all member-related processing. The member’s unique number is cross-referenced to other member-unique numbers such as Social Security number (SSN) and the Agency-assigned numbers. We understand our responsibility to protect confidential and proprietary information. This commitment is integral to the relationships we have with all of our customers, vendors and members alike.
[bookmark: _Toc417633803][bookmark: _Toc417826504][bookmark: _Toc418958740]13.1.11 Electronic Case Management System 
The Contractor shall develop and maintain an electronic community-based case management system that includes the functionality to ensure compliance with the State’s 1915(c) HCBS waiver and 1915(i) programs and Law. This includes, but is not limited to, the ability to capture and track: (i) key dates and timeframes such as enrollment date, date of development of the care plan, date of care plan authorization, date of initial service delivery, date of level of care and needs reassessments and dates of care plan updates and the functionality to notify the community-based case manager or care coordinator of care plan, assessment and reassessment deadlines; (ii) the care plan; (iii) all referrals; (iv) level of care assessment and reassessments; (v) needs assessments and reassessments; (vi) service delivery against authorized services and providers; (vii) actions taken by the community-based case manager or care coordinator to address service gaps; and (viii) case notes. 
Attachment 5 Question (13.1 Information Services & System):
7. Describe your proposed electronic case management system and all information which is tracked in such system.
[bookmark: _Toc417633804][bookmark: _Toc417826505]CommunityCare Platform
Our innovative, integrated coordinated care platform, CommunityCare, provides a user-friendly tool to engage the full care team in the care delivery process. This Web-based solution has been implemented in eight UnitedHealthcare markets and will be in more than 20 by July 2015. The solution is built upon a third-party, commercial off-the-shelf software platform that we will integrate and customize to support Iowa’s requirement and specifically to comply with the needs of the State’s 1915(c) HCBS waiver programs and Law. CommunityCare supports integrated, community-based, person-centered, care for members. It is a HIPAA-compliant, secure, health care record and information-sharing system. It integrates a member’s acute care, preventive care, chronic disease management, medical, behavioral, social and long-term care services into a comprehensive electronic record. It supports the DIRECT protocol to enable secure sending and receiving of data such as a CCD with providers and HIEs. CommunityCare’s flexibility and design will streamline data sharing and coordination between providers, HCBS providers, care coordination/care management staff, members and other member-approved participants of the care team. It will support the care of members more effectively by enabling designated stakeholders to access the system 24 hours a day, seven days a week—except for scheduled downtime.
Using CommunityCare while maintaining our structured clinical care coordination and case management processes, the case manager can conduct assessments of a member’s needs. By applying measureable, evidence-based best practices, the team can create, review and contribute to the plan of care that meets those needs. Some of the data elements CommunityCare can capture and track include:
Care plan, service plan, referrals, case notes, care conference outcomes, ICT members including caregivers, eligibility, health indicators such as BMI and A1C, prior authorizations, predictive risk scores, HEDIS gaps, STARS gaps, medical claims, pharmacy claims, lab results, CCD, inpatient notifications, ADT, assessments and reassessments, member and ICT calendars for appointments, history of activities with member to address care and service gaps, and many more.
Key dates and time frames such as enrollment date, date of development of the care plan, date of care plan authorization, date of initial service delivery, date of level of care and needs reassessments and dates of care plan updates and the functionality to notify the care coordinator of care plan, assessment and reassessment deadlines.
CommunityCare will enhance the PCP’s ability to develop and share care plans and co-manage high-risk members requiring multiple specialists and care providers. The platform design supports care team collaboration by sharing the care plan, evidence-based medicine (EBM) gaps in care, HEDIS and STARS metrics, prior authorizations, emergency services history, lab data, referrals, progress notes and pharmacy data with the PCP through secure sign-on access 24 hours a day, seven days a week. For instance, the PCP may access the member record during a member office visit by signing into the Optum Cloud Dashboard and accessing the member record through a link in a dashboard application. Signing in with his/her unique identifier and password, the PCP may review the member record to identify gaps in care that need to be closed or to review current specialist referrals, for example.
From the My Members panel, specific member records are available. Each icon panel tracks the following type of information under each icon:
Member Info: Member details (e.g., demographics), primary or secondary insurance, primary and other addresses, member identifiers (e.g., Medicaid/Medicare IDs), care team members, programs for which the member is enrolled and the member’s status in the program.
Health: Information includes: member medical data; member visits, including those manually entered (e.g., ER, inpatient, outpatient, labs, pharmacy) or visits based upon claims data (e.g., medical, dental and vision); diagnosis summary, managed conditions, medications including types and dosages, health indicators and appointments.
Care Plan: Provides access to the care plan, guiding opportunities (e.g., recommended follow-up by the PCP or care team); member plan, which includes member preferences to reach identified goals and advance directives, including Health Care Proxy, Do Not Resuscitate (DNR), Do Not Intubate (DNI), Living Will, Power of Attorney or burial plans.
Activity Record: Details the complete record of activities performed for a member, as well as scheduled activities yet to be performed. This tab also includes the ability to capture notes, upload documents (e.g., lab reports, correspondence and X-rays), distribute health-related articles, and it serves as a repository for signed consent forms.
[bookmark: _Toc418958741]13.1.12 Electronic Visit Verification System
The Contractor shall describe in its RFP proposal if the use of an Electronic Visit Verification (EVV) System is proposed. If an EVV System is not proposed, the Contractor shall describe what methodologies will be used to monitor member receipt and utilization of HCBS, Home Health Services, Hospice and EPSDT. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed approach. The Contractor shall implement and adhere to the Agency-approved approach. Changes to this approach must receive the Agency’s prior approval.
Attachment 5 Question (13.1 Information Services & System):
8. Indicate if an Electronic Visit Verification (EVV) System is proposed and what methodologies will be utilized to monitor member receipt and utilization of HCBS.
We propose using an electronic visit verification (EVV) system for members who are receiving in-home HCBS such as personal attendant care services. Our enhanced EVV consists of a GPS-enabled smartphone application, which allows real-time check in and out from visits to monitor a member’s receipt of services.Electronic Visit Verification System
Provider staff checks in at the beginning and checks out at the end of each period of service delivery to monitor member receipt of HCBS
EVV can be used for claims submissions for HCBS
EVV helps community-based case managers monitor delivery of services and allows for immediate action as needed
We will provide initial training and information about the EVV system and additional training upon request


[bookmark: _Toc417633805][bookmark: _Toc417826506]The process is initiated from our CareOne platform, where we store the services required for the member and transmit the services to be performed, along with the service authorization to the EVV system. Once the service is submitted and the HCBS provider is notified, the HCBS provider engages the member and captures the service start and stop time, as well as location, using a GPS-enabled smart mobile device application. For users who do not have a smart mobile device, there is a manual check in and out process. Once services are completed, the HCBS provider check-in, or failure to check-in, is reported and tracked throughout the day. If required services are not validated with an EVV notification, the member and HCBS provider will be contacted to remediate. Upon documented completion of the service event(s), the EVV system has the capability of generating claims and routing to our CSP platform. 
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[bookmark: _Toc418958742]13.1.13 Clinical Records 
The Contractor shall maintain in its IS the information necessary to assist in authorizing and monitoring services as well as providing data necessary for quality assessment and other evaluative activities. At the conclusion of the Contract, all clinical records generated by the Contractor shall become the property of the Agency. Upon request, the Contractor shall transfer the records to the Agency at no additional costs. The Contractor shall be permitted to keep copies of clinical records to the extent necessary to verify the accuracy of claims submitted. The Contractor’s clinical record maintained in the IS must include, but is not limited to:
13.1.13.1 Diagnosis 
Documentation of the diagnosis and functional assessment score; 
13.1.13.2 Level of Functioning 
Determination of and documentation of the levels of functioning;
13.1.13.3 Services Authorized 
Documentation of clinical services requested, services authorized, services substituted, services provided …;
13.1.13.4 Services Denied
Documentation of services not authorized, reasons for the non-authorization based on IAC citations, …; 
13.1.13.5 Missed Appointments 
Documentation of missed appointments, and subsequent attempts to follow up with the member;
13.1.13.6 Emergency Room 
Follow-up on members discharged from the emergency room without an admission for inpatient treatment or …;
13.1.13.7 Treatment Planning 
Documentation of joint treatment planning, clinical consultation, or other interaction with the member or …;
13.1.13.8 Medication Management 
Documentation of the member’s medication management done by the Contractor’s clinical staff;
13.1.13.9 Inpatient Data
Documentation of assessment and determination of level at admission, continued service and discharge criteria;
13.1.13.10 Joint Treatment Planning
Name(s) of persons key to the treatment planning of members who access multiple services; and 
13.1.13.11 Discharge Planning
Documentation of the discharge plan for each member discharged from twenty-four (24) hour services … 
Attachment 5 Question (13.1 Information Services & System):
9. Describe in detail how clinical records, as described in Section 13.1.13 will be maintained in your information system.
CommunityCare integrates all aspects of a member’s care. Using a best-in-class, modern Web application, the system has been designed to capture, attach, store and share across an ICT any information relevant to a member’s acute care, preventive care, chronic disease management, medical, behavioral, social and long-term care services into a comprehensive electronic record. All data is reportable using our SMART data warehouse.
Through a robust assessment capability, CommunityCare supports an extensive and configurable library of assessments and service plans used to diagnose all member conditions. Configurable service plans are supported that enable detailed level of functioning assessments such as required services, units, days of week, and so on to be captured, aggregated and scored. To support sharing across the ICT, the service plans can be automatically converted into rich documents that can very simply describe all needs of the member. Further, these service plans are automatically converted into prior authorization requests, and routed to the CareOne utilization management system. As services are authorized, denied or substituted, a record is kept of each decision and tracked within CareOne and CommunityCare including applicable medical necessity detail. In the event of a denial, a substitution will be coordinated with the member, and if that is not accepted, will be documented as part of the member’s record in CommunityCare and denoted with the denial in CareOne.
CommunityCare supports a robust scheduling capability that enables the member and ICT to share appointments. In the event of a missed appointment, the date, location and reason for the missed appointment is captured in the activity log and notes of CommunityCare. Missed appointments can easily be re-scheduled in the system; and alerts for repeated missed appointments can be generated by the system to warn other ICT members of issues.
In the event of ER activity, CommunityCare can accept notifications of Admit, Discharge or Transfer (ADT) into the system. Once these notifications are loaded, the clinical workflows are initiated including alerts to assigned care staff, auto-generation of activities, and outreach to the member to ensure he/she receives the proper follow-up care such as a PCP visit within the following seven days and medication review. In both discharge processes and other encounters with the member, the care staff is enabled to capture and document all medications in use by the member. These can be shared across the ICT and used to ensure ongoing medication adherence.
To support an ICT built for and around the member, CommunityCare provides role-based access by all ICT members for coordination of the member’s care. Providers are enabled to review and update care and treatment plans for member, and through DIRECT technology can attach C-CDAs to the member record to share across the care team. Care team conferences and notes are also documented and recorded to build a timeline of the member’s care. All members of the ICT, including those actively maintaining the treatment plan, are documented as members of the care team, which members also have the ability to see through the CommunityCare member portal. In addition, members have the ability to electronically request their care staff to add or remove caregivers through a secure, documented process.
To support engagement of the member pre-admission, concurrent, and post-discharge, inpatient notifications from CareOne to CommunityCare are enabled to ensure care staff and the ICT are alerted and engage the member at the proper points of care. Post-discharge assessments, PCP follow-ups, review of discharge instructions and medication reconciliation. Detailed discharge plans, including where the member was discharged to, are all captured, stored electronically and can be shared within the ICT or the state as required.
[bookmark: _Toc417633806][bookmark: _Toc417826507][bookmark: _Toc418958743]13.1.14 System Problem Resolution 
The Contractor shall develop plans for system problem resolution that do not rise to the level of disaster as defined in Section 13.2.1. The Contractor shall submit system problem resolution plans with the responses to the RFP. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed plans. The Contractor shall implement and adhere to the Agency-approved plans. Changes to these plans must receive the Agency’s prior approval. The Contractor shall notify the Agency immediately upon identification of network hardware or software failures and sub-standard performance and shall conduct triage with the Agency to determine severity level or deficiencies or defects and determine timelines for fixes. 
[bookmark: _Toc417633807][bookmark: _Toc417826508][bookmark: _Toc418958744]13.1.15 Escalation Procedures 
The Contractor shall develop and implement procedures, to be reviewed and approved by the Agency, defining the methods for notifying the Agency and other applicable stakeholders regarding system problems that do not rise to the level of disaster as defined in Section 13.2.1. The Contractor shall submit these escalation procedures with the response to the RFP. Following execution of the Contract, the Contractor shall obtain Agency approval of the proposed procedures. The Contractor shall implement and adhere to the Agency-approved procedures. Changes to this approach must receive the Agency’s prior approval.
Attachment 5 Question (13.1 Information Services & System):
10. Submit system problem resolution plans and escalation procedures.
System Problem Resolution Plans and Escalation Procedures
We devote significant corporate resources ensuring system availability to meet business needs. In Iowa, our information systems manager, Cybele Kanin, is supported by UnitedHealthcare IT resources to administer ongoing maintenance and operation of systems within our span of control. Our IT team manages and maintains systems and applications and will perform maintenance based upon an established schedule, to be shared with the Agency as required.
In the event of system problems that do not rise to the level of disaster as defined in Section 13.2.1, our United Command Center (UCC) engages with our information systems manager and the needed IT teams in active “war room” response mode to provide coordination of the event recovery response, as well as provide notifications and updates to key stakeholders. The information systems manager will provide detailed notification to the Agency, either by phone, fax or email, upon discovery of a problem. This notification will include any problems impacting scheduled exchanges of data between UnitedHealthcare and the Agency. The information systems manager will explain the impact to critical path processes such as enrollment management and encounter submission processes.
As noted, the information systems manager and UCC will coordinate the response to have the core eligibility/enrollment and claims processing system back online in a time frame according to the priority assigned to the event (see the following Help Desk Priority Guidelines Table).
Help Desk Priority Guidelines
	Priority
	Definition
	Impacts at least one Tier 1 Vital Business Function
	Does not impact any Tier 1 Vital Business Function

	1
	An Incident that severely impacts or has the potential to severely impact mission-critical business operations or has high visibility to external customers—as defined in the Service record or as determined by the UCC.
	1 Hour
	1 Hour

	2
	An Incident that significantly impacts or has the potential to significantly impact mission-critical business operations or has moderate visibility to external customers—as defined in the Service record or as determined by the UCC.
	2 Hours
	2 Hours

	3
	An Incident that impacts a non-critical system or component for multiple users or a single user’s ability to perform his/her primary function.
	1 Business Day*

	4
	An Incident that impacts access to a non-critical system for a single user or a limited group of users.
	2 Business Days*

	5
	A request that may or may not be related to an Incident. (Used for Service Requests, Request for Information and Service Complaints)
	5 Business Days*

	* Business Days use a 24-hour clock, but do not include weekends. Holidays that fall on a weekday are currently considered business days.


Vital business functions are critical business functions, enabled by a specific IT Service, without which the business cannot function.
The UCC is available 24 hours a day, every day and is accessible by:
Calling toll-free 1-888-848-3375 in the United States
Dedicated email address
For Agency personnel and designated Agency contractors, who have authorized access to our systems, the UCC is also accessible by: 
Submitting an online report at http://it.uhg.com/HelpDesk
Live chat at http://it.uhg.com/HelpDesk
Since our help desk is available 24 hours a day, seven days per week, after-hours, holiday and weekend calls are always answered by a live analyst and not a recording.
[bookmark: _Toc417633808][bookmark: _Toc417826509][bookmark: _Toc418958745]13.1.16 Release Management 
The Contractor shall develop processes for development, testing, and promotion of system changes and maintenance. The Contractor shall notify the Agency at least thirty (30) calendar days prior to the installation or implementation of “minor” software and hardware upgrades, modifications or replacements and ninety (90) calendar days prior to the installation or implementation of “major” software and hardware upgrades, modifications or replacements. “Major” changes, upgrades, modifications or replacements are those that impact mission critical business processes, such as claims processing, eligibility and enrollment processing, service authorization management, provider enrollment and data management, encounter data management, and any other processing affecting the Contractor’s capability to interface with the State or the State’s contractors. The Contractor shall ensure that system changes or system upgrades are accompanied by a plan which includes a timeline, milestones and adequate testing to be completed before implementation. The Contractor shall notify and provide such plans to the Agency upon request in the timeframe and manner specified by the State. Contractors shall submit sample release management plans with the responses to the RFP. Official draft plans must also be submitted within 15 days of Contract execution. A final plan, incorporating any changes requested by the Agency, shall be submitted to the Agency within 30 days after the official submission of the plan. The Contractor shall execute, adhere to, and provide the services set forth in the Agency-approved plan. Changes to the plan must receive prior approval from the Agency, and the Contractor shall make any updates to maintain a current version of the plan. 
We maintain a comprehensive set of policies, procedures and processes for development, testing and promotion of system changes and maintenance. This approach includes notifying the Agency, at least 30 calendar days in advance, of “minor” software and hardware upgrades, modifications or replacements, and 90 calendar days in advance of “major” software and hardware upgrades, modifications or replacements. We take very seriously all updates to our systems, and we develop and thoroughly review our release plans (see sample release management plan). These plans include timelines, milestones and information about testing to be completed prior to any implementation. We will notify all trading partners and stakeholders, including the Agency in a timely manner.
Attachment 5 Question (13.1 Information Services & System):
11. Submit sample release management plans.
Sample Release Management Plans
We use the following information release management process to efficiently manage our extensive network of systems and applications to ensure they continue to meet changing requirements and new functionality, whether internally initiated, requested by the State, required by federal law or otherwise mandated. Using this process, systems analysts, business analysts and plan executives consider HIPAA regulations, Agency requirements and the impact to users, when reviewing changes, enhancements and upgrades to systems. This process is governed by our Software Change Management Policy and Procedure, which undergoes annual internal audit and SOX reviews.
As we identify externally and internally driven system changes, we use the full support of our local and national resources to remain proactive and responsive to the Agency. We partner with the Agency to work emerging system changes through our change management process, and throughout implementation of system changes, we continue a high level of engagement with the Agency, including:Through our change management process, systems analysts, business analysts and plan executives consider HIPAA regulations, contract requirements, customer requests and user impact when reviewing changes, enhancements and upgrades to systems. The process is governed by our Software Change Management Policy, which undergoes annual internal audit and Sarbanes-Oxley (SOX) reviews.


Understanding State, federal or otherwise mandated requirements
Agreement and documentation of the requirements
Joint test planning
Go-live planning and coordination
Cross-platform test execution, test case review and testing approval
Go-live coordination and post go-live monitoring
Aspects of Change Implementation
Our System Delivery Process (SDP) is the structured process we use to build or enhance any system or process with which we receive, load and process data from the Agency or to supply the Agency with data extracts, including enrollment files. SDP is our disciplined approach for process development, change management and test controls for validity and accuracy. SDP consists of six phases, presented below, with each phase including review steps, approval steps and required approvals. To ensure all required processes are followed and required, documentation is created, and we conduct internal and SOX-compliant reviews between phases.
Define phase translates business information into a formal project and includes completion of an impact analysis, development of high-level requirements and identification of resources needed. A review of existing system/product documentation is completed to identify the scope of changes.
Plan phase creates comprehensive project documents and plans for project review/approval, including development of a Business Requirements Document, test case scenarios and measurement criteria.
Design phase develops detailed systems and process designs to satisfy requirements, including a SDP deployment (project) plan, development of system design and system test conditions and environment preparation (such as development, test and production).
Build phase develops and tests system changes to ensure all requirements are satisfied, including user acceptance testing documentation, an updated SDP deployment plan and installation and testing of system/changes.
Deploy phase moves the system/changes and all associated processes to production, including a management information system (MIS) change ticket with back-out plan and completed system testing.
Close (Control) phase measures and reports results, including implementation of a support plan, finalization and archiving of all documents and development feedback, lessons learned and closure meeting.
The following exhibit presents the phases and a few key activities/deliverables within each phase.
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Figure 23. Our System Delivery Process, used for identifying, testing and implementing system changes, consists of six phases.
Determining How Changes Impact Other Systems
The process of defining a project starts with requirements—working toward a better understanding of the problem and analyzing and documenting the parameters of success. Well-constructed requirements are concise, unambiguous, measurable, testable and traceable. They describe what a solution needs to provide—not how the technology should be built to accommodate it, or even if technology should be built.
Requirements development is the process of discovering the business needs based upon value. The process includes eliciting, analyzing, specifying and validating requirements. Requirements development provides a set of measurable business needs that explicitly state how business success is defined. The requirements serve as the basis for design, development and testing of the solution. Requirements and Solution Analysis (RSA) is our process for defining requirements. It ensures we capture the technology enhancements required by our contracts to ensure we meet contract and customer expectations. It helps us understand the “why” and the “what” before the “how.” RSA contributes to a reduction in test-related defects, contributes to a reduction in change controls, identifies unnecessary IT spend before the work is committed and improves IT development estimates.
Requirements and Solution Analysis introduces new development techniques by:
Explicitly separating business requirements from solutions
Collaborating between business and technology teams to evaluate solutions against measurable business requirements
Acknowledging the iterative process between requirements identification and solution analysis
Performing agile inspections on project deliverables to improve quality
As part of solution analysis, RSA provides a mechanism to identify the impact of changes in one application on groups, applications and users throughout our managed care information system.
Project requests, system enhancements and system implementations are reviewed and approved by the senior managers of the health plan and submitted into development. Once the project is approved, it is assigned a project number and manager for tracking, estimation, approval by capital committee and scheduled with assigned resources to support successful completion. A given project may have several sub-projects depending on the complexity and systems impacted.
The UnitedHealthcare Testing Center of Excellence (TCoE) develops and implements consistent and repeatable quality assurance (QA) processes across UnitedHealthcare IT Enterprise applications to identify and remove critical defects before time of release. The TCoE focuses on the following areas of development to instill quality within our applications:
Metrics: Defining and implementing common metrics across the QA domain to enable a consistent perspective on quality throughout the organization.
Testing Standards/Best Practices: As a core capability of the TCoE, we define the optimum methodologies and approaches for quality assurance in a manner that can adapt to multiple technologies and implementation approaches. We also look to capture and communicate successful approaches that can be better leveraged throughout the organization.
QA Training and Development: Enhances the capabilities of QA within UnitedHealthcare IT by developing a career map to show the possible paths within the QA realm, supported by educational opportunities to advance professional and functional knowledge.
Automated Testing: To help improve quality while reducing cost, this effort advocates the expansion of automated testing within UnitedHealthcare IT leveraging consistent, advanced frameworks.
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The Contractor shall ensure the environment for development, system testing and User Acceptance Testing (UAT) is separate from the production environment. 
We go above and beyond the requirement for maintaining separate non-production and production environments, such as having dedicated environments for development, system testing and User Acceptance Testing. The separation of non-production environments is paramount to ensure software developers do not have access to source code after it is migrated from the development environment and test data are sanitized whenever possible. In the event actual production data are needed in the test environment, only authorized individuals have access to such data and the data are destroyed when testing is complete.
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Continuity planning and execution shall encompass all activities, processes and resources necessary for the Contractor to continue to provide mission-critical business functions and processes during a disaster. For purposes of this RFP, “disaster” means an occurrence of any kind that severely inhibits the Contractor’s ability to conduct daily business or severely affects the required performance, functionality, efficiency, accessibility, reliability or security of the Contractor’s system. Disasters may include natural disasters, human error, computer virus or malfunctioning hardware or electrical supply. Continuity planning must be coordinated with information system contingency planning to ensure alignment. Continuity planning must address processes for restoring critical business functions at an existing or alternate location. Continuity activities must include coordination with the Agency and its contractors to ensure continuous eligibility, enrollment and delivery of services. 
Our business continuity plans for operational recovery, and disaster recovery plans for technology recovery, are both part of the overall program designed and structured to respond to disaster events, restore critical business function processes, and resume normal business function operations in a prioritized manner. 
The business continuity plans focus on critical business functions and planning for the worst-case scenarios so that we can react quickly and efficiently. These worst-case scenarios cover impacts from all types of disasters, both natural and man-made (e.g., hurricanes, floods, fires, terrorism attacks and disease pandemics).
The following scenarios are provided as planning and recovery objectives:
Loss of Facility: Complete interruption of a facility without access to its equipment, local data and content. The interruption may impact a single site or multiple sites in a geographic region. Recovery from anything less than complete interruption will be achieved by using appropriate portions of the plan.
Loss of Critical Resources: Complete interruption with 100 percent loss of personnel within the first 24 hours and 50 percent loss of personnel long-term. The interruption may impact a single site or multiple sites in a geographic area. Recovery from anything less than complete interruption will be achieved by using appropriate portions of the plan.
Loss of Critical Systems: Complete interruption and/or access of critical systems and data located at the various UnitedHealth Group data centers for an extended period of time. Recovery from anything less than complete interruption will be achieved by using appropriate portions of the plan.
Loss of Critical Vendors: Complete interruption in a service or supply provided by a third-party vendor(s). Recovery from anything less than complete interruption will be achieved by using appropriate portions of the plan.
Having clearly defined the business recovery objectives, UnitedHealth Group developed recovery strategies needed to meet these objectives. These recovery strategies vary between business segment and the overall criticality rating of the business function or process, which in turn provides guidance on a minimum recovery time objective.
Business functions which are classified as critical generally provide for near immediate failover of core services by leveraging geographically dispersed redundant operations and maintain a recovery time objective of 72 hours or less. UnitedHealth Group’s critical business functions include, but are not limited to, customer and provider call services, claims processing services, clinical and pharmaceutical services, banking operations and core corporate functions.
A variety of business continuity strategies are deployed depending on the business function, criticality ranking and established recovery time objectives.
These strategies include:
Resilient operations: include dual site operations and continuous availability solutions. In the event of an interruption at one site, the business function is transferred to one or more alternate locations at which staff and facilities are already prepared to handle it
Remote working: includes the concept of “working from home or telecommuting” and working from other non-corporate locations through secured connections
Multiple shifts: makes alternate space available to greater number of staff by dividing staff into two shifts (e.g., morning and evening)
Buddy up: makes use of existing in-company accommodation such as a training facility or lunch rooms to provide recovery space or increasing the office density
Off-loading: consists of off-loading additional critical tasks to staff at available sites or staff cross-trained to perform that function
Displacement: involves displacing workspace used by staff performing less urgent business processes with staff performing a higher priority activity
A “do nothing” strategy may be acceptable for certain non-urgent functions identified in the business impact assessment
Compliance officer Kari Plagge will coordinate closely with the Agency, both in reviewing continuity planning, as well as in the event of a “disaster” leading to the execution of continuity plans.
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The Contractor shall submit contingency and continuity planning documents with the responses to the RFP. In addition, the Contractor shall be responsible for on-going maintenance and execution of the State accepted contingency and continuity plans. Following execution of the Contract, the Contractor shall obtain Agency approval of the planning documents within 60 days. The Contractor shall execute, adhere to, and provide the services set forth in the Agency-approved plan. Changes to the plan must receive prior approval from the Agency, and the Contractor shall make any updates to maintain a current version of the plan. The Contractor’s contingency and continuity planning responsibilities include, but are not limited to: 
13.2.2.1 Notifying the Agency of any disruptions in normal business operations with a plan for resuming normal …
13.2.2.2 Ensuring participants continue to receive services with minimal interruption.
13.2.2.3 Ensuring data is safeguarded and accessible.
13.2.2.4 Training Contractor staff and stakeholders on the requirements of the information system contingency …
13.2.2.5 Conducting annual exercises to test current versions of information system contingency and continuity …
Our draft contingency plan is provided as Attachment 13.2.2  Contingency and Continuity Plan.Ensuring Continuity of Care for Iowa High Quality Healthcare Initiative Members
In the event of a disaster, to safeguard continuity of care for Iowa High Quality Healthcare Initiative members, we will:
Verify member and provider call centers have the latest information to convey updates to members and providers about our disaster response
Remove prior authorization/ notification requirements, allowing early refills of prescription medication, ease restrictions on use of out-of-network providers and provide early replacement of durable medical equipment

Agency Notification
Should we need to respond to a situation impacting our Iowa operations, we will bring the local UnitedHealthcare leadership that supports the State (i.e., chief executive officer, information systems manager and compliance officer) into our event management team to ensure the unique needs of the State are addressed.
Additionally, we will keep our State contacts informed on the status of our continuity of operations by providing within the first four to eight hours after the disruption has occurred, a summary of the event that occurred, the impact to the members and providers, the steps that our local health plan staff will take to ensure continued services, and the frequency with which the State can expect continuity operations status updates from our local key contacts. As currently planned, the updates will occur daily via phone calls and email notices. For continuity in emergency communications, we identify three primary contacts with additional continuity team members trained on executing the emergency communications plan.
Member Continuity
During disasters, we encourage members and providers to use the toll-free numbers we have already provided to them to help ensure their calls are routed appropriately. We recognize that in the confusion of evacuation and the aftermath of a disaster, people may not have these numbers readily at hand, so we have created single entry points into our customer care organization, which we publish in press releases associated with our event response.
Each disaster is unique and our response is customized based upon need and the services UnitedHealthcare provides to members in the impacted area. The following are potential activities that may be included as part of our overall efforts:
Medical benefits may be temporarily modified to assist members preparing for, or responding to, the disaster to ease access to health care. These actions may include: removing PA/notification requirements, allowing early refills of prescription medication, easing restrictions on use of out-of-network providers and providing early replacement of durable medical equipment.
The Optum Crisis Counseling line may be made available to the community as a whole to provide mental health support to those who may need it. This is free of charge and open to anyone impacted by the event.
Our local clinical directors collaborate to identify members currently hospitalized or at long-term care facilities, evaluate the provider capacity within the geographic area, and where appropriate, identify reassignments and communicate this information to members and providers.
Our medical directors review care management and disease management files to identify members at most risk due to disease severity or fragility. These members are a priority to contact to arrange for care continuity and determine if they need evacuation assistance.
UnitedHealthcare’s hospice patients are identified, and our care managers verify adequate supplies and prescription medications are available. In the event the member is to be evacuated, appropriate sites and resources are identified to meet the transportation and ongoing needs of the individual.
UnitedHealthcare employees and local leaders often participate in community recovery and rebuilding efforts as part of our social responsibility efforts to support the communities in which we work.
Our compliance team proactively searches for any regulatory orders related to the event, such as state-level executive orders, Department of Insurance Orders or U.S. Department of Health & Human Services’ or Centers for Medicare & Medicaid Services’ orders, to make sure we are addressing all regulatory requirements.
Data Safeguards and Accessibility
Our technology resources are compliant with industry standard physical and procedural safeguards. To store, restore and recover data and the base platform, we have established a data archive and retrieval system, and we adhere to our information system contingency and disaster recovery plan. The plan is based upon the National Institute of Standards and Technology, National Fire Protection Association and International Standards Organization guidelines for disaster preparedness and recovery. Confidential information is handled in compliance with the Health Information Technology for Economic and Clinical Health Act and the Health Insurance Portability and Accountability Act of 1996 requirements.
Our wholly owned network of data centers meet or exceed all American National Standards Institute and the Telecommunications Industry 942 Data Center Tier 1 through 3 standards.
Controlled access: Critical data center areas (e.g., server and mechanical and electrical rooms) are secured with proximity sensor card readers and monitored with cameras. There are at least two security officers on-site 24 hours a day, every day. Visitors are required to present and leave photo identification with the security guard and must wear visitor identification.
Cameras: Pan, tilt and zoom cameras are installed in internal and external locations. The surveillance images they capture are displayed at the security desk on multiple monitors. Cameras, card readers and intercoms are located at site entrance gates and lobby doors to enhance site control.
Additional physical security: UnitedHealth Group’s name does not appear anywhere on the exterior of the building. A landscaped earthen berm provides protective separation of the facility from the street. There are no external windows to the server, mechanical or electrical rooms.
Fire retardant capabilities: Smoke and heat detection systems are located throughout the building. A multizone pre-action sprinkler system provides fire control. Fire alarm monitoring stations are located throughout the building with a separate alarm at the security desk.
These physical safeguards are typically included in our annual SOX audit of our general controls.
Training
As part of our training program, all UnitedHealthcare recovery team members are educated on the Business Continuity Plan, what it covers, and staff responsibilities and expectations; senior managers receive Business Continuity Plan training annually. In turn, they educate other established staff members, providing updated instruction and appropriate preparedness training.
A variety of training methods are used specifically for business continuity and disaster recovery, including multiple online modules for business continuity team members, event management team members and disaster recovery team members to confirm they have the knowledge necessary to maintain their plans and respond effectively to business disruptions. Our staff is well-trained and highly experienced in “proactive” disaster recovery responses.
Plan Exercises
Our recovery plans are tested annually through various techniques including tabletop (practical or simulated exercise), structured walk-through (functional), large or full-scale (live or real-life exercise) and emergency response. A formal test exercise report, identifying any gaps, issues and/or enhancements identified through testing, is published and monitored for remediation. When the remediation is complete, the recovery plan is certified by the appropriate executive leadership. This certification process must occur annually and is monitored by the Program Steering Committee.
Business continuity plan exercises are not rated as pass/fail: the walkthrough and tabletop scenario are used to exercise and stretch the recovery teams, the call tree exercise is done until the business can successfully convene 100 percent of their recovery team roles in 30 minutes, and the functional exercises (done for a subset of plans) have success criteria defined in advance to scope the exercise; however, unexpected outcomes are as valuable as expected ones in terms of learnings and plan updates.
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IS contingency planning shall be developed in accordance with 45 CFR 164.308. Contingency plans shall include: (i) Data Backup plans; (ii) Disaster Recovery plans; and (iii) Emergency Mode of Operation plans. Application and Data Criticality Analysis and Testing and Revisions procedures must also be addressed within the required contingency plans. An initial draft plan shall be submitted with the RFP. An official draft plan shall be submitted within 30 days of Contract execution. A final work plan, incorporating any changes required by the Agency, shall be submitted to the Agency within 60 days after official submission of the plan. The Contractor is responsible for executing all activities needed to recover and restore operation of information systems, data and software at an existing or alternate location under emergency conditions within twenty-four (24) hours of identification or a declaration of a disaster. The Contractor must protect against hardware, software and human error. 
The Contractor must maintain appropriate checkpoint and restart capabilities and other features necessary to ensure reliability and recovery, including telecommunications reliability, file back-ups, and disaster recovery. 
For many companies, disaster recovery means minimizing downtime as they try to restore systems and get them back online. UnitedHealth Group’s strategy includes focusing on items that would assist in preventing a disaster from taking down systems in the first place.
We have invested in creating an effective combination of people, process and technology that provides the fundamentals for a proven production method resulting in a stable, scalable environment for our applications to perform at operational excellence. This investment creates the “prevention” which is fundamental to the Enterprise Disaster Recovery Program. Prevention is the proactive remediation of known technology exposures. Prevention includes removing the “accidents just waiting to happen.”
We anticipate and plan for the common types of disasters and designing solutions to address them. Disaster protection addresses recovery from the most probable disaster scenarios and a worst-case “smoking hole” scenario.
Highlights of the disaster recovery protection components include:
The UnitedHealth Group data centers can operate in a “lights out” mode for up to three days. If the data center continues to get fuel to run the generators, they are designed to run in this mode indefinitely.
Operational backups are designed to use high performance disk-to-disk primary copy with physical off-site second copy tape.
DR Active and DR Standby solutions employ active-active and/or active-passive components located in two geographically separate data centers where either site can fully support the production application in the event of a disaster with little to no manual intervention.
Mainframe Storage Area Network replication “rapid recovery” employs full asynchronous data replication between the production host and the geographically dispersed hot standby disaster recovery host.
Distributed Storage Area Network replication system “rapid recovery” employs full asynchronous data replication of production storage pools and failover of production processing to geographically dispersed non-production processing.
Some distributed systems employ a hot internal solution with production to geographically separate non-production failover and tape data restore.
Vendor site recovery agreements with tape restore are purchased for less critical and less integrated applications.
Each critical application has a disaster recovery plan that is refreshed at least once each year and tested annually.
Metrics in the form of key performance indicators are used to derive the “health” of the enterprise disaster recovery program.
UnitedHealth Group has implemented redundancies in its network, hardware and software implementation. Our latest data centers were built to the Uptime Institute’s Tier 3 level with all the necessary environmental redundancies including critical areas of the building and the outside plant able to withstand 200+ mph winds or the strongest F3 tornado.
Our multi-data-center approach includes criteria for strategic placement of the critical applications’ production processing as well as recovery, development and tape management environments. Each of our key data centers includes a Command Center with 24 hours a day, seven days a week staff actively monitoring the components and systems.
If there was an event in one of the UnitedHealth Group data centers, staff located at the other data center would continue system operations. UnitedHealth Group has a dedicated data center facility management team that monitors, proactively maintains and manages all aspects of these data centers.
UnitedHealth Group IT provides application hosting services, for UnitedHealth Group business applications, in a completely redundant (power, firewalls, Intrusion Prevention System/Intrusion Detection System, routers, switches, data lines, cables, etc.) internally managed data center. This environment was designed to eliminate single points of failure. In addition, our production environment supports load balancing.
Our Wide Area Network (WAN) is a diverse dual carrier Multiprotocol Label Switching (MPLS) network that provides redundant connectivity between the remote sites and the data centers. Open Shortest Path First and Border Gateway Protocol are used to detect path failure and restoration of services. Tuning and provisioning of the data paths allows full failover to the alternate carrier in the event of a carrier outage and/or a circuit failure.
Internet access at the data centers is via dual carriers in a fully redundant design. Virtual Private Networks (VPNs), Business-to-Business (B2B), and other access are fully redundant by carrier diversity. Internet Protocol (IP) services provide Domain Name Server (DNS) functionality with multiple deployed DNS servers. These servers provide zone transfers of IP data between devices and will failover in the event of a server failure.
Our core transaction systems are deployed in a distributed multi-tier architecture, including several front-end processors and database servers designed to maximize availability and responsiveness. Our front-end Citrix servers perform online processing, the front-end Microsoft Windows servers perform batch processing (with exception to Java-based applications), and the database servers perform all database requests whether from batch jobs or online activity. All processing is managed by a combination of load balancing software and hardware that employs data replication technologies.
This technology maintains peak performance and maximum availability by allowing multiple paths for systems to retrieve and store data. This architecture also enables a level of fault tolerance through use of multiple servers and shared storage configured with Redundant Array of Inexpensive Disks (RAID) and Storage Area Networks with multipathing, allowing instant recovery from failures in these components.
For disaster declaration purposes, a disaster is an event of such magnitude that it threatens the ability of an organization to provide critical business functions and/or services for an extended period of time, including the possibility of causing unacceptable interruption in the segment/site’s essential business processes. Examples of a disaster include: a full outage of a primary production data center, where the hardware and/or infrastructure is unusable and recovery is not immediate; or a partial outage of a primary production data center that impacts critical primary IT infrastructure for an extended period of time.
Should we need to implement our disaster recovery plans following a disaster declaration, then the enterprise disaster recovery team lead would use the master recovery schedule to define the restoration priorities for critical infrastructure and applications; and mobilize the UnitedHealth Group IT infrastructure and application teams that are responsible for restoring the applications and data. The top priority is the infrastructure layers used by all applications, followed by critical applications based on their DR Recovery Time Objective (RTO). The master recovery schedule and disaster recovery plans are tested annually with the teams who are responsible for the recovery.
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The Contractor must maintain full and complete back-up copies of data and software in accordance with the timelines described in Section 13.1.2.3. The Contractor must maintain a back-up log to verify the back-ups were successfully run and a back-up status report shall be provided to the Agency upon request. The Contractor shall store its data in an off-site location approved by the Agency. Upon the Contract end date or termination date, all the Agency related data shall be returned to the Agency. 
UnitedHealth Group uses IBM’s Tivoli Storage Manager (TSM) to manage its operational backups and employs a policy to maintain two copies of operational data at its secured technology centers. We will maintain the data in accordance with the timelines described in Section 13.1.2.3.
A virtual tape library system is maintained at the primary data center that emulates physical tape and stores data on hard drives for the purpose of daily operational recovery in case of data corruption or accidental deletion. The data is then electronically transmitted to another disk based array or physical tape library located in UnitedHealth Group’s geographically dispersed data center(s).
UnitedHealth Group maintains sole custody of the data at all times by transmitting over its secured channels.
Full backups are performed weekly with daily incremental backups; however, applications may require more or less frequent backups determined by business need. Retention on full backups may be maintained for upwards of 12 cycles (for the monthly runs), 52 cycles for the weekly and three weeks of daily incremental updates prior to recycling/rewriting over media. In all instances; however, backup of data is required to meet UnitedHealth Group and regulatory standards relative to information asset classification and the retention and disposal of data.
For the release of backup tapes to customers, UnitedHealth Group supports a managed services environment in which multiple customers’ data may be included on the same backup media. Once all data on the tape has reached the end of the retention period, the media then undergoes the standard UnitedHealth Group media disposal/re-use procedures. Because of the homogenous nature of UnitedHealth Group’s managed services environment, data extraction, destruction, or return to clients is not supported for technical and data governance reasons. Upon the contract end date or termination date and prior to deleting Agency data from our systems, an extract of the current member data can be done and sent to the Agency.
Attachment 5 Question (13.2 Contingency and Continuity Planning):
1. Provide a detailed disaster recovery plan and contingency and continuity planning documents.
Our draft disaster recovery/contingency plan template is provided as Attachment 13.2.2  Contingency and Continuity Plan.UnitedHealth Group Business Continuity Planning Benefits
Ensures continuity of care for our Iowa High Quality Healthcare Initiative members throughout the State
Reduces the impact of a catastrophic disruption on the Iowa High Quality Healthcare Initiative
Enables a timely and organized response to a catastrophic disruption and minimizes additional loss
Facilitates communication between internal and external stakeholders
Ensures recovery of all critical services to the affected business functions and provides critical services to customers 
Provides a time-phased restoration of all business resources and services impacted by a catastrophic disruption

As a national organization, UnitedHealth Group business continuity strategies include leveraging resilient, or redundant, operations performed in geographically dispersed locations across the United States. This strategy is supplemented by work at home (telecommuter) personnel, as well as abundant UnitedHealth Group locations, which again span the United States. For example, UnitedHealth Group has a virtual contact center that dynamically routes a million calls daily across 40-plus contact centers and 20,000 service agents. If there is an event at a remote call center, incoming calls can be immediately rerouted to alternate call centers for processing and resolution, reducing any impact to our clients. In the event of a disaster, the call centers have developed and use special procedures for communicating with members and providers, and tracking and recording calls during and after a disaster.
We identify a specific location as the first-line backup in the event of an emergency or unanticipated increase in volume. That first-line team is fully trained in administering the Iowa business rules, policies and procedures. In addition, they are trained in cultural competence, pronouncing Iowa names, locations and travel distance. We will continue to coordinate our member and provider call centers using our National Operations Center based in Minnetonka, Minnesota, where the personnel are well-versed in Iowa operations. In the event that another worksite takes on the Iowa workload, that team has access to all the workflows, policies and procedures specific to Iowa to serve members seamlessly.
Event Management Team Structure
Effectively managing a crisis situation through to resolution requires a different decision-making process than is used for normal day-to-day business operations. Our event management plan outlines the organization and communication process to be used to facilitate a timely response to major events affecting our personnel, business operations or site locations.
The event management team manages the situation and makes critical decisions to drive remediation and coordination with various internal and external stakeholders, as determined by the event type and impact on the organization. They also support execution on event management decisions and provide central coordination of communications, resources, personnel, issues and other information through the notification and response phases of event management.
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Activation of our business continuity plans is authorized by the event management team, and is done to minimize the impact of events that cause business disruption. Activation of our disaster recovery plans requires a formal disaster declaration by UnitedHealth Group IT executives. 
Should we need to mobilize to respond to a situation impacting the State’s operations, we will bring the local UnitedHealthcare leadership that supports the state (i.e., executive director and compliance officer) into our event management team to ensure the unique needs of the State are addressed.
Our event management response is a mature process that has been used to respond to many situations over the years, so we would ensure the needs of the state and our members are fully addressed, even if formal plans are not in place. We have used this event response structure and related processes for both short-term events (e.g., power outages and winter weather closings) and for longer term impacts such as building fires and major hurricanes.
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13.3.1.1 Member Enrollment Data Exchange 
The Contractor shall receive HIPAA-compliant 834 enrollment files from the State in the manner, timeframe and …
13.3.1.2 Reconciliation Process 
The Contractor is responsible for verifying member eligibility data and reconciling capitation payments for each …
Attachment 5 Question (13.3 Data Exchange):
1. [bookmark: _Toc417633817]Describe your process for verifying member eligibility data and reconciling capitation payments for each eligible member.
We understand and will comply with the member enrollment data exchange and reconciliation process requirements specified in Section 13.3.1.1 and 13.3.1.2. We currently process enrollment and eligibility files for programs in 23 states, including the hawk-i program, and will use our state-of-the-art enrollment and claims platform, CSP, to optimize our performance in these areas.
We have a dedicated eligibility team for eligibility file processing and the reconciliation of capitation payments, and we will continue to work closely with the State and the enrollment broker, to maintain accurate and timely eligibility files and capitation records.
Verifying Member Eligibility Data 
Our proven CSP core transaction processing system is used to verify member eligibility data. Within CSP, the Subscriber/Family module collects and stores eligibility, PCP assignment, member demographics, ethnicity, language preference, disability and special circumstances (such as pregnancy), and information. With the tracking of eligibility, CSP can segment the information by program, providing member-tailored benefits administration, reporting and customer service and claims payment. 
The following table presents the CSP Subscriber/Family module functions that support enrollment and eligibility.
	CSP Subscriber/Family Module Features

	Function
	How it Supports Enrollment and Eligibility

	Demographic Information
	CSP stores basic demographic information allowing us to update and refine program materials, provider networks and community resources. 

	Eligibility
	CSP stores eligibility information allowing us to determine benefits eligibility and opportunities for coordination of benefits (COB). 

	Data Exchange
	CSP can accept enrollment files in various transactions/formats, including 834 file transactions/formats and ASC X12 formats.

	File Processing
	CSP can process millions of member transactions per month, processes enrollment automatically and enables manual entry for off-cycle enrollment and error correction. CSP also maintains a history of changes and adjustments and audit trails for current and retroactive data. 

	PCP Assignment
	CSP assigns members to the appropriate PCP. Once actively enrolled, the member is added to the appropriate PCP roster. If a member changes his/her PCP, the change is made in CSP. 

	Discrepancy Reconciliation
	CSP provides automatic error alerting that triggers error correction processes and procedures. 


Enrollment File Feed
As presented in the Enrollment Flow diagram below, we process electronic data transmissions daily and monthly from the Agency for Iowa High Quality Healthcare Initiative members, including the additions, deletions and modifications to the program’s enrollment. We rely on our External Customer Gateway (ECG) for data/file exchanges. Our ECG service for business-to-business information exchanges provides a security-compliant electronic transport mechanism for internal entities and external business customers to exchange data files, such as 834 (enrollment/eligibility) and 837 (encounters) via scheduled integration with job automation and control services, including transmission validation. The ECG provides:
Secured transport and non-repudiation of file transfers between UnitedHealthcare and external parties
Secured file exchange between internal UnitedHealthcare servers using client-base file transfer application
Activity/audit reporting and UnitedHealthcare information technology security compliance
The ECG uses Secure File Transfer Protocol (SFTP), Hypertext Transfer Protocol Secure (HTTPS) and plain File Transfer Protocol (FTP) with encrypted files transport methods. We coordinate with external partners to ensure valid and complete data exchanges. Access is further secured through the use of firewalls and physical separation of processing systems to prevent unwanted access.
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Figure 24: Enrollment Flow Diagram
CSP processes enrollment automatically and enables manual entry for off-cycle enrollment and error correction. We process the enrollment data to add, delete or modify membership records with accurate begin and end dates. Our system maintains a history of changes, adjustments and audit trails for current and retroactive data. It also uses logging, journaling and audit tables to maintain a record of all changes to transactions and data within each application. Our platforms actively store seven years of historical information including membership, eligibility and claims data. 
CSP stores eligibility information including: State program code, region and the members’ health care benefit package. We understand it is critical to maintain up-to-date coverage information to determine benefits eligibility and opportunities for coordination of benefits (COB). CSP’s COB extension allows us to store members’ additional carrier information, which we integrate into the claims processing application to provide proper claims adjudication.
We load new enrollment information within 24 hours after receiving the enrollment file, which means that members are in the system by the first of the month when they become eligible for service. The enrollment file program processes the data file containing enrollment information as received from the State.
Within the file, we use the following data elements in our process: 
Date of birth for quality of care reminder mailings
Demographics, which provides member information such as age, gender, county of residence 
Category of eligibility, which ties members to a specific membership plan in our system that allows for detailed tracking to determine how we can best serve each member, and then communicate this data back to the State
Reconciling Agency-Generated Electronic Enrollment File Discrepancies
CSP programmatically reconciles member enrollment file discrepancies. In addition, CSP provides automatic error alerting that triggers error correction processes and procedures for manual correction by our eligibility team. Upon receipt of the monthly enrollment file from the State, our eligibility team compares and reconciles the roster of members to verify that there are no discrepancies. To guarantee data integrity, we:
Compare the membership files received against our CSP membership records monthly and look for changes in name, gender, group number, phone number, address, birth date, effective date and Social Security number. We also look for discrepancies in the State’s membership file and our CSP membership records.
Generate a batch input file for electronic update into CSP.
Produce an exception report identifying member information not meeting electronic update criteria.
Review exception reports daily and make corrections, as needed.
Report discrepancies back to the State within 30 calendar days of discovery and no more than 90 calendar days after the Agency delivers the eligibility records.
Additionally, the eligibility team produces a daily error report of discrepancies identified when processing the daily eligibility file received from the State. The report details the nature of the discrepancy, what was done to resolve it, and the before-and-after data element in question. This information will be supplied to the State for review and update of data errors in the State’s system.
Reconciling Capitation Payments for Eligible Members
We use our Revenue Accuracy Manager (RAM) tool to reconcile our enrollment, rate cells and payments from the State. This allows us to identify and manage discrepancies between enrollment records and payments received. Example situations RAM helps to identify include differences in eligibility spans and member movement between rate cells as might result from a new pregnancy. 
Downstream of the claims systems, we use our RAM application to perform a final reconciliation between the enrollment and payment files to verify completeness and accuracy. For any discrepancy, we notify the Agency within 30 calendar days of discovering the discrepancy and no more than 90 calendar days after the Agency delivers the eligibility records. Capitation or overpayments are returned to the Agency within 45 calendar days of discovery using procedures determined by the State. 
[bookmark: _Toc417826518][bookmark: _Toc418958754]13.3.2 Provider Network Data 
The Contractor must submit provider network information to the State in the timeframe and manner defined by the State. The Contractor shall keep provider enrollment and disenrollment information up-to-date. 
Loading and Verifying Provider Data
As illustrated in the diagram below, the Network Database (NDB) is our single repository of provider information, including provider fee schedules and contracts. NDB houses information on all providers having contractual relationships with us and other UnitedHealthcare affiliates. NDB is the source of truth for populating our provider directories and is automatically updated daily into CSP.
We have linked NDB with the Council for Affordable Quality Healthcare’s (CAQH) Universal Provider Datasource (UPD) to reconcile key data elements. The UPD is a part of CAQH’s credentialing application database project that seeks to make the provider credentialing process more efficient for providers and managed care organizations. Going forward, we plan to enhance our linkage between NDB and CAQH and extend our use of UPD as the industry source of truth and to streamline the provider’s experience in working with multiple payers.
We use a multistep process to efficiently load and verify provider data according to Agency business rules. This process starts with receipt of an executed contract and includes verification of demographic information, such as the National Provider Identifier (NPI) and the Medicaid identification number. The verification process confirms that the provider application and credentialing documentation is complete. Provider information is loaded into our National Database (NDB) which feeds into our CSP system enabling provider selection and claims payment. As a primary function during implementation, we perform the following activities:
Contract and claims testing to verify the configuration and fee schedule load
Review installation accuracy controls and remediate defects
Monitor end-to-end work flow using PhyCon, a new system designed to support physician contracting operations and provider demographic maintenance
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Figure 25: Provider Network Management Flow Diagram
Coordinating Provider Enrollment Records
We currently coordinate provider enrollment records for our hawk-i network in Iowa and will use our experience to apply to this process. We will provide all required data files to the State. Our provider management systems include a wealth of demographic and practice information for both participating providers and facilities. This information includes, but is not limited to, facility names, individual practitioner names, contract effective dates, state Medicaid IDs, tax IDs, NPIs, practice locations, contact information and non-English languages spoken. All required provider directory elements will be extracted from our systems and published as described below to maintain compliance with specific requirements identified by the State. 
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[bookmark: _Toc417633819][bookmark: _Toc417826520][bookmark: _Toc418958756]13.4.1 Claims Processing Capability 
The Contractor shall process and pay provider claims for services rendered to the Contractor’s members. The Contractor must have a claims processing system for both in- and out-of-network providers capable of processing all claims types. The Contractor must be able to accept claims submitted via standard EDI transactions directly from providers, or through their intermediary, and paper claims. No later than the following day the Contractor must submit to Iowa Medicaid, a daily file of pre-adjudicated shadow claims received that day. The Contractor must have the capability to electronically accept and adjudicate claims and accurately support payment of claims for members’ periods of eligibility. The Contractor shall also have the capability to provide electronic remittance advice and to transfer claims payment electronically. The Agency encourages the Contractor to process as many claims as possible electronically. The Contractor shall track electronic versus paper claim submissions over time to measure success in increasing electronic submissions. The Contractor shall accurately price specific procedures or encounters (according to the agreement between the provider(s) and the Contractor) and to maintain detailed records of remittances to providers. The Contractor must develop and implement policies and procedures, subject to Agency review and approval, to monitor claims adjudication accuracy and must submit its policies and procedures to the State for review and approval, at the request of the Agency. The out-of-network provider filing limit for submission of claims to the Contractor is twelve (12) months from the date of service. This conforms with the filing limit under the Medicaid state plan (42 CFR 447.45(d)(4)). The in-network provider filing limit is established in the Contractor’s provider agreements as described in Section 6.1.2 and shall be no more than ninety (90) days from the date of service. 
Attachment 5 Question (13.4 Claims Processing):
1. Describe your capability to process and pay provider claims as described in the RFP in compliance with State and Federal regulations.
UnitedHealthcare is committed to processing and paying provider claims for services rendered to members in the most timely and cost-effective manner possible. We are one of the nation’s leading Medicaid managed care plans and have 33 years of Medicaid experience in the successful processing of claims and paying providers. This extensive experience combined with our state-of-the-art technology and efficient claims paying solutions gives us the capabilities to process and pay provider claims as set forth in the state’s requirements and in compliance with all State and Federal regulations. 
Processing and Paying Provider Claims
We have a claims processing system for both in- and out-of-network providers capable of processing all claims types. We can accept claims submitted via standard electronic data interchange (EDI) transactions directly from providers, or through their intermediary, and paper claims. No later than the following day we can submit to Iowa Medicaid a daily file of pre-adjudicated shadow claims received that day. We have experience with shadow claims through the work we are doing with our state partner in Kansas and would be happy to partner with the state of Iowa as further requirements are developed for this process.
We have the capability to electronically accept and adjudicate claims and accurately support payment of claims for members’ periods of eligibility. We also have the capability to provide electronic remittance advice and to transfer claims payment electronically. We are committed to processing as many claims as possible electronically. 
In addition, we will track electronic versus paper claim submissions over time to measure success in increasing electronic submissions as well as to accurately price specific procedures or encounters and to maintain detailed records of remittances to providers. We have developed policies and procedures to monitor claims adjudication accuracy and will submit our policies and procedures for review and approval, at the request of the Agency. The out-of-network provider filing limit for submission of claims to us is 12 months from the date of service. This conforms with the filing limit under the Medicaid state plan (42 CFR 447.45(d)(4)). 
Claims Processing and Payment Processes
We process both paper and electronic claims using the same procedures and along the same timeline. We begin the claims adjudication process by capturing the claim received date and assigning a unique claim number for all incoming claims. We apply the following initial data validation edits before they are transferred into CSP, our state-of-the-art enrollment and claims platform:
Pre-edit claims to verify the member and the provider ID and validate all necessary data elements are present to allow claim processing
Research questionable member IDs and send a rejection notice to the provider when a valid member ID cannot be found in CSP 
Research invalid provider IDs and, if they cannot be corrected, add a new provider record to NDB
Upon completion of initial validation edits, our claims team subjects claims to further validation and edits for member eligibility, provider contracting and PA. CSP determines if the claim can be auto-adjudicated and, if the claim criteria indicate auto-adjudication, uses built-in logic to automatically process and price the claim according to claim type.
Claims that cannot be auto-adjudicated and require special intervention outside the normal claims processing cycle (e.g., procedures that require medical record review or procedures that require PA) are diverted for manual adjudication by our claims processors.
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Figure 26: Claims Flow
Our claims process, as described and shown above, verifies the following:
Accurate receipt of paper and electronically submitted claims and submission into CSP for processing.
Claims are processed and paid using the same tools and process regardless of the way they were submitted to us (paper or electronic). 
Using CSP, we perform initial claim validation edits and additional claim edits for member eligibility, provider contracting and PA.
Claims are automatically adjudicated if CSP determines the claim meets the criteria for auto-adjudication.
Claims that cannot be automatically adjudicated by CSP are reviewed and manually adjudicated by our skilled claims processors.
CSP Medicaid is the payer of last resort by identifying potentially liable third parties (e.g., Medicare).
Adjudicated claims are paid accurately and in a timely manner.
We monitor the claims process to verify accurate and timely claim adjudication and payment.
Attachment 5 Question (13.4 Claims Processing):
2. Describe your plan to monitor claims adjudication accuracy.
Monitoring Claims Adjudication Accuracy
Our claims team continuously monitors the claims adjudication and payment process to promote accurate processing and minimize the likelihood of adjusting already-paid claims. As part of our effort to self-monitor, self-report and continuously improve our operations, we established a Claims Quality Assurance program based upon a set of quantifiable measures and multiple initiatives to monitor our claims processing operation and resolve deficiencies. We monitor measures through a combination of automated system checks and manual assessments which drive quality improvement activities that include cross-functional efforts.
As evidenced by our experience in processing and paying claims in 23 states, we consistently meet or exceed federal and state prompt payment requirements. Nationwide in 2014, we processed nearly 4.5 million claims using our CSP claims processing system, of which 90 percent was electronic. In addition, the American Medical Association’s 2013 National Insurer Report Card rated UnitedHealthcare No. 1 in claims processing accuracy among seven leading health insurers. This operational experience provides the foundation for successful claims management and administration for our Medicaid customers. This experience and track record will ensure that we comply with all Agency requirements.
During program pre-implementation for new contracts and in support of ongoing maintenance of our existing operations, we validate our claims systems and processes to confirm accurate claims payment. Once our claims systems and processes have been validated, our claims team, regardless of the method of claims submission, uses CSP to track and process all claims according to type and in date order. 
Audits to Manage and Monitor Claims Payment Accuracy
To monitor claims processing accuracy, we use multiple quality audits to verify adherence to claims processing standards. Our approach to claims monitoring and quality effort includes pre-disbursement review, post-disbursement review and prevention, including root cause analysis and resolution.
These continuous and comprehensive internal audits are performed by our national business process quality management team, which is separate and independent from claims operations, verifying integrity in the audit oversight process. We include all medical claims in our reports and audit processes. Our business process quality management team’s audit personnel have broad experience in claims processing, possess strong analytical skills and work closely with our local claims department to address issues identified from audits. This collaboration supports performance improvement by letting us make corrections to the system and provide feedback and mentoring for processors. 
We hold our subcontractors to the same high standards for testing and reporting claims payment accuracy. Monthly results are reported to the Delegation Vendor Oversight Committee (DVOC) for oversight purposes.
Additionally, the senior leadership team reviews reports with the financial performance metrics and control charts weekly. Monthly reports, automatically generated after audits for the sampled claims are finalized for the month, are also scrutinized. These reports include monthly quality metrics by platform and by claim processing location. Reports can also be manually generated to obtain details on the defects identified. The claim detail reports will be reviewed monthly by Six Sigma Black Belts and used for defect analysis quality improvement projects.
Achieving Claims Payment Accuracy—Claim Sampling and Reporting System
To maintain a high level of claims payment accuracy, we use our multi-faceted claims management and reporting system to extract a stratified sampling.
System-Generated and Smart Audit Master System (SAM) Edit Reviews 
Pre-disbursement Review: During the claims processing review, claims are subject to a number of systematic reviews to identify unanticipated claim billing patterns or potential questionable billing practices.
Review is conducted by the claim system and will flag a processor to review any suspect claims or concerns. 
Processor is required to review each of these warnings and to apply the appropriate claim processing guidelines to the claim, to determine the appropriate outcome for each claim reviewed.
Random Sampling Review
Post-Disbursement Review: Once claims processing has been completed, we use the SAM system to randomly sample the processed claims. Claim auditors access the selected claims within SAM and review the claims to determine processing accuracy.
Review is a stratified and weighted selection of processed claims: a) claims are divided into eight categories called strata based upon the dollar amount paid; b) a fixed number of claims are randomly selected for review; and c) the number of claims selected per strata is based upon the percent of paid dollars per strata. 
The metrics we produce as part of the quality audit include weighted dollar accuracy, weighted financial accuracy, weighted claim payment accuracy, weighted procedural accuracy and weighted overall accuracy. By using the weighted and stratified approach, our results are a statistically valid representation of the claim processing accuracy of the full population of processed claims with a confidence interval of 95 percent +/- 3 percent. 
Review is conducted daily, and results are tabulated on a monthly basis.
Individual Processor Review
Random sample selection based upon work completed by each individual processor
Designed to drive individual contributor’s accountability
Ensures processor meets or exceeds quality standards
Identifies areas of opportunity for quality improvement
Ensures consistent understanding of claim processing across the organization 
Performed weekly, results scored monthly
Focused audits are performed for specific problematic topics to identify patterns and root cause
The focused auditing is done as needed, and typically has a limited scope that looks at a defined range of our claims. Audit could be driven by service types, providers that have recently experienced disruptions or any other characteristic/demographic that requires additional review. A clinical review of the claims may be requested, based upon initial findings of the review. Post-training quality review is used to review claims processors’ claim payment accuracy and provide post-classroom training to identify training gaps or training opportunities. Auditor Validation is a program to examine samples of auditors’ work to confirm consistency in quality review procedures.
In accordance with Agency requirements, the minimum attributes to be tested for each claim selected will include the following: 
Claim data correctly entered into the claims processing system
Claim is associated with the correct provider
Proper authorization was obtained for the service
Member eligibility at processing date correctly applied
Allowed payment amount agrees with contracted rate
Duplicate payment of the same claim has not occurred
Denial reason applied appropriately
Copayment application considered and applied, if applicable
Effect of modifier codes correctly applied
Proper coding
Attachment 5 Question (13.4 Claims Processing):
3. Describe your provider claims submission process, including provider communications addressing the provider claims process.
Provider Claims Submission Process
Accurate claims processing begins with the quality of claims submitted by providers. To achieve this goal, ongoing training for providers and key staff is essential. We conduct provider education and trainings through face-to-face meetings, group sessions, town halls, mailings and fax. We have been proactive and industry leading in developing specific ICD-10 training. Finally, we provide a dedicated EDI phone line as a convenient method for providers to receive electronic claims support through our EDI support team.
To ensure providers get the training and assistance they need, our provider advocates work throughout the Agency to educate, train and provide ongoing support with claim/billing requirements and issues. We administer training to newly contracted providers and recognize they may lack experience when working with managed care. 
In continuously looking for opportunities to improve our claims submission processes, we leverage a variety of methodologies that also help our providers be more efficient and accurate in their claims submissions, including:
Claims Lab Training: We conduct claims lab training sessions for providers, many of whom are unfamiliar with electronic claims submission processes. This hands-on training promotes accurate claims submission, thereby improving claims payment turnaround times and better tracking of the claims submission process.
Online/Phone Claims Status: Providers can access the status of their claims via telephone or on our provider portal 24 hours a day, seven days a week.
Provider Education: We provide ongoing education on the benefits of electronic claims submission through in-person contact, training materials and provider newsletters.
Claims Deep Dive Initiative: We conduct an annual audit of all standard operational procedures relating to claims processing.
Provider Account Management Program: We meet with key providers to assess their accounts receivable days against our payment timeliness and accuracy, and identify issues around gaps or discrepancies in processing and payment.
Optum Cloud Dashboard
Our Optum Cloud Dashboard is a HIPAA-compliant solution that simplifies access for providers and has capabilities such as secure messaging, electronic visits and collaborative virtual rounding between primary care and specialists. We continue to pursue innovative solutions to streamline and simplify our provider administrative experience. With 24 hours a day, seven days a week accessibility, providers can use this technology to conduct business with us anytime it is convenient for them. By logging in once to a single and secure portal, providers can access all current online resources, plus new solutions aimed at streamlining and simplifying interactions, especially with claims management and claims reconsideration. 
Provider Portal Claims Support
Through our provider portal, unitedhealthcareonline.com, providers can view their provider profiles, check member eligibility, submit claims, check claims status, request claim adjustments, view claim trends and view summary data. 
Provider Communications
Our provider and customer service teams train and educate providers on claim and encounter submission requirements, billing practices, corrections and voids on a continuous basis, and claims payment status. They also assist with resolving provider inquiries. We also have a process to work with providers identified with high denial rates on our claims report. Our provider services staff works with these providers and educates them on the reasons for the denial. Our provider educational and communication mechanisms (e.g., Provider Administrative Guide, provider newsletters, the provider services center and provider portal) help providers accurately submit claims, view status and adjustments and, when necessary, edit and resubmit claims as well as update providers on upcoming process changes, such as ICD-10 compliance. 
Additionally, we provide a dedicated EDI phone line as a convenient method for providers to receive electronic claims support through our EDI support team.
Attachment 5 Question (13.4 Claims Processing):
4. Describe policies and procedures for monitoring and auditing provider claim submissions, including strategies for addressing provider noncompliance; include any internal checks and balances, edits or audits you will conduct to verify and improve the timeliness, accuracy, and completeness of data submitted by providers.
Monitoring and Auditing of Provider Claim Submissions
Electronic claims submissions that pass through our managed gateway are run through a HIPAA-compliant validation tool. Claims are edited for Level 1-5 compliancy. Claims that do not pass validation are rejected back to the provider for correction and resubmission. Routine monitoring of Encounter files to our State partners are reviewed for errors or data discrepancies. Through that monitoring, we enhance our upfront edits to reduce the errors on the Encounters process. 
[bookmark: _Toc417633820][bookmark: _Toc417826521][bookmark: _Toc418958757]13.4.2 Claims Disputes 
The Contractor must develop and implement written policies and procedures, subject to Agency review and approval, for registering and responding to claims disputes, including a process for out-of-network providers. 
Attachment 5 Question (13.4 Claims Processing):
5. Describe your claims dispute procedures.
[image: C:\Users\gzayic\Desktop\IA\Graphics\Misc. Flows\Provider Dispute Process.jpg]UnitedHealthcare has policies and procedures for registering and responding to claims disputes, including a process for out-of-network providers. The following flowchart illustrates this process, which can be refined to support state rules. 
Generally, written claims disputes are received by the regional mail office (RMO) and routed directly to our appeals and grievances team. A provider may also submit a dispute on the phone through the provider customer service call center. If a complaint cannot be resolved by customer service, the issue is routed to the appeals and grievances team. Appeals and grievances issues are received by a triage team, sorted for type, entered into the Escalation Tracking System (ETS) and assigned a case number. Cases are routed to appeals teams to be processed by resolving analysts (RAs). RAs review, research and request more information as needed for the issue from the submitting provider. As needed, cases are routed or referred for review (e.g., clinical review).
In addition, we have established a reconsideration process to address potential claim defects or processing errors. A reconsideration is a provider’s request to review a previously processed claim that was partially paid or denied for a service that has already been provided. Providers submit claim documentation with a Reconsideration Submission Form via mail or fax to RMO. The RMO forwards to a reconsideration team for processing. The reconsideration process is an additional option available to the provider prior to the appeal process and doesn’t take away from any appeal level rights of the provider. If the provider doesn’t agree to the reconsideration determination, he/she can choose to submit as an appeal.
Claim dispute processes for out-of-network providers vary based on each state’s requirements. State requirements span from not allowing any non-participating provider appeals to states having no distinction in dispute rights for participating and non-participating providers. UnitedHealthcare will administer out-of-network provider disputes/appeals as defined by the State of Iowa requirements. 
[bookmark: _Toc417633821][bookmark: _Toc417826522][bookmark: _Toc418958758]13.4.3 Compliance with State and Federal Claims Processing Regulations 
The Contractor shall comply with the requirements related to claims forms as set forth in Iowa Admin. Code 441 Chapter 80.2. Any claims forms or payment methodology developed by the Contractor for use by providers must be approved by the Agency and must be in such a format as to assure the submission of encounter data as required under the Contract. The Contactor shall also comply with any applicable federal regulations, including HIPAA regulations related to transactions and code sets and confidentiality and submission requirements for protected health information (PHI). The Contractor shall require that all providers that submit claims to the Contractor have a national provider identifier (NPI) number; this requirement shall be consistent with 45 CFR 162.410. 
Based on our experience processing Medicaid claims in 23 states, serving more than 5.1 million members. we have thoroughly reviewed the requirements of Section 13.4.3. We will meet all the requirements in complying with state and federal claims processing regulations.
We adhere to federal and state payment rules in the definition and treatment of claim data elements that are standard fields in claim and encounter submissions, including units of service. To verify adherence to claims processing standards, we use multiple quality audits and programs to monitor claims accuracy. Our approach to claims monitoring and quality includes pre-disbursement and post-disbursement review and prevention, including root cause analysis and resolution.
Our information systems are fully compliant with the requirements associated with HIPAA, P.L. 104-191, as amended or modified. We comply with HIPAA EDI requirements, including the HIPAA-compliant format version. Our systems are fully compliant with HIPAA privacy and transaction and code set standards. We use standard HIPAA 835, 837D, 837I, 837P, 270/271U, NCPDP, 275 claim attachments, 276/277 and 278 file formats for electronic transactions. We are in compliance with the ANSI X12N 837 provider-to-payer-to-payer COB transaction formats and 5010 EDI standards. In addition, as part of our claims processing, we require all providers submitting claims to have a national provider identifier (NPI) number.
[bookmark: _Toc417633822][bookmark: _Toc417826523][bookmark: _Toc418958759]13.4.4 Out-of-Network Claims 
The Contractor is prohibited from requiring out-of-network providers to establish a Contractor-specific provider number in order to receive payment for claims submitted.
Nonparticipating provider payments will be made following a process similar to the claims adjudication process detailed above. All providers must submit claims with a valid NPI for payment processing. Payment and/or denials are consistently applied based on member benefits and state regulations. The claims system platform allows both par and nonparticipating claims processing. We do not require a provider to have a contract; we are still able to process and pay claims according to our payment policies. We will pay nonparticipating providers if they comply with appropriate submission standards.
[bookmark: _Toc417633823][bookmark: _Toc417826524][bookmark: _Toc418958760]13.4.5 Coordination among Contractors 
Successful contractor(s) shall collaborate to provide consistent practices, such as on-line billing, for claims submission to simplify claims submission and ease administrative burdens for providers in working with multiple contractors. In addition, the Contractor shall propose ideas for handling Medicare crossover claims to help reduce the administrative burden on the providers. 
Attachment 5 Question (13.4 Claims Processing):
6. Describe proposed processes for collaborating with other program contracts to simplify claims submission and ease administrative burdens for providers.
We do and will comply with the State’s requirement for collaboration to provide consistent practices that simplify claims submission and make it easier for providers working with multiple contractors. We have experience collaborating with other program contracts to simplify claims submission and ease administrative burdens for providers. The first step is education and training of providers.
We have a strong provider education and training program that begins when the provider first contracts to join our network. Our provider orientation verifies that all providers understand contract requirements, plan processes, claims submission and payment processes. We also provide education and training related to claims submission and authorizations to key staff in the provider’s organization. Our provider advocates provide additional education and training to staff, and as organizational changes occur, we retrain key staff as needed. 
We also collaborate with third-party organizations to provide no-cost Web submission of claims. Providers who do not have practice management software or connectivity to clearinghouses will be able to submit, at no cost, data entered claims or claim files.
We continually monitor our electronic claims rate and work with providers to reduce the number of paper claims. Submission of EDI claims results in faster claims turnaround, reducing data errors and allows prompt payment to providers. We have a high degree of electronic claims, with 90 percent EDI on our CSP platform in 2014.
We are instituting a program for all UnitedHealthcare providers to allow them to sign up at one point to receive electronic funds transfer for all products. We will also offer Web portal access for retrievals of the 835 file and stored copies of printer-friendly versions of paper remittance advice. 
Attachment 5 Question (13.4 Claims Processing):
7. Propose ideas for handling Medicare crossover claims which reduce the administrative burden on providers.
Processing Medicare Cross-Over Claims
We efficiently process Medicare cross-over claims with our Medicare cross-over claims processing methodology. To reduce the administrative burden on providers, we require them to submit the claim one time to the Medicare intermediary for Medicare and Medicaid processing of the claim. In addition, we automatically: 
Identify Medicare enrollees through the Medicare intermediary and CMS.
Load third party liability (TPL) data into our claims system to improve claims processing speed.
Create cross-over claims in our claims system based upon the original Medicare claim, providing timely processing of the Medicaid portion of cross-over claims.
Our Medicare cross-over claims process:
Begins by establishing a trading partner agreement with the Medicare intermediary allowing us to share data with them. 
Identifies enrollees who have Medicare as the primary payer through the multiple sources used to collect TPL data, such as UnitedHealthcare Medicare and commercial plans and CMS.
Automatically loads TPL data into our claims system for each enrollee identified as having Medicare. 
Allows providers to submit Medicare claims once to the Medicare intermediary for Medicare and Medicaid processing. 
Allows us to receive a HIPAA 837-compliant claim file of claims processed by the Medicare intermediary for enrollees with dual membership. 
Verifies we provide timely adjudication and payment of cross-over claims using our claims system through active monitoring of claim queues to prevent claims from aging beyond established metric targets.
Confirms we submit Medicare cross-over claim encounter data according to our claims system requirements.
Our claims system creates cross-over claims automatically by generating the Medicare and Medicaid claims from the original claim. If the member has UnitedHealthcare Medicare, we pay the Medicare claim as primary, and process and pay the Medicaid claim. If the member has Medicare coverage with another carrier, we coordinate the primary Medicare payment with the other carrier, and process and pay the Medicaid claim.
We can configure our claims system to pay Medicare coinsurance or deductible amounts. For services denied by Medicare (other than Medicaid-only covered services), we use the Medicare cross-over claim file carrier explanation of benefits (EOB) to determine secondary liability. If Medicare has denied the service for administrative reasons, we deny the claim and instruct the enrollee to work through the Medicare appeals process if they disagree with the Medicare denial. 
Our claims system can store other carrier information and has built-in edits to allow for COB processing. We configure the system to meet Agency-specific requirements to coordinate the Medicare allowable or to process and pay only the Medicare copays. We also keep an audit trail of all cross-over claims, and they are recorded and tracked as COB adjustments in our system.
We submit encounters in the HIPAA 837I and 837P formats and populate the primary payer identifiers in the Other Payer Name loop and primary payer payment information in Other Subscriber Information loop, according to the HIPAA implementation guides.
[bookmark: _Toc417633824][bookmark: _Toc417826525][bookmark: _Toc418958761]13.4.6 Claims Payment Timelines 
The Contractor must pay providers for covered medically necessary services rendered to the Contractor’s members in accordance with Law. The Contractor must pay or deny ninety percent (90%) of all clean claims within fourteen (14) calendar days of receipt, ninety-nine point five percent (99.5%) of all clean claims within twenty-one (21) calendar days of receipt and one hundred percent (100%) of all claims within ninety (90) calendar days of receipt. A “clean claim” is one in which all information required for processing is present. If a claim is denied because more information was required to process the claim, the claim denial notice shall specifically describe all information and supporting documentation needed to evaluate the claim for processing. As provided in 42 CFR 447.46(c)(2), the Contractor may, by mutual agreement, establish an alternative payment schedule with in-network providers. The alternative payment schedule must be outlined in the provider contract. 
Claims Payment Timelines
As evidenced by our experience in processing and paying claims in 23 states, we consistently meet or exceed federal and state prompt payment requirements while also maintaining the highest levels of accuracy. The American Medical Association’s 2013 National Insurer Report Card rated UnitedHealthcare No. 1 in claims processing accuracy among seven leading health insurers. This operational experience provides the foundation for successful claims management and administration for our Medicaid customers. Our track record demonstrates that we can comply with the Agency requirements for claim payment timeliness.
[bookmark: _Toc417633825][bookmark: _Toc417826526][bookmark: _Toc418958762]13.4.7 Claims Reprocessing and Adjustments 
The Contractor shall adjudicate one hundred percent (100%) of all clean provider-initiated adjustment requests within ten (10) business days of receipt. The Contractor shall also reprocess all claims processed in error within ten (10) business days of identification of the error or upon a scheduled approved by the State. 
Our goal is to pay claims correctly up front to minimize the need for adjustments. Our current claims adjudication performance is 99.5 percent claims processing accuracy. However, in instances when adjustments are necessary, UnitedHealthcare will adjudicate 100 percent of clean provider-initiated claims received via our provider services center, online portal and/or mail within 10 business days. We will work with the State on appropriate time frames for non-provider initiated adjustments (for example, State-initiated retroactive rate changes).
[bookmark: _Toc417633826][bookmark: _Toc417826527][bookmark: _Toc418958763]13.4.8 Member Financial Participation and Cost Sharing 
Some members, as described in Section 5.4, including LTSS recipients, must contribute a predetermined financial participation to the cost of services prior to Medicaid reimbursement. Providers bill members for their portion of the client participation. The State shall notify the Contractor of a member’s financial participation amount. The Contractor shall process claims in accordance with the liability amount and pay providers net of the applicable financial participation amount. In the event the sum of any applicable third-party payment and a member’s financial participation equals or exceeds the reimbursement amount established for services, the Contractor shall make no payment. Additionally, some members, as described in Section 5.3 may be subject to cost sharing. The Contractor shall reduce the payment it makes to a provider, by the amount of the member’s cost sharing obligation. The Contractor shall develop a method, for the Agency review and approval, to notify providers of a member’s financial participation or cost sharing requirement. 
Attachment 5 Question (13.4 Claims Processing):
8. Describe processes for notifying providers of a member’s financial participation or cost sharing requirements.
We have policies and procedures in place to ensure that, where applicable, members contribute a predetermined financial participation to the cost of services prior to Medicaid reimbursement. We have the ability to implement mechanisms to notify providers of a member’s financial participation or cost-sharing requirement. 
We expect to receive member patient liability data via the HIPAA standard 834 benefit enrollment and maintenance file. We then load patient liability data along with member information into our claims system to be accessed by claims processing applications. Predefined LTSS claims  are identified as claims whereby patient liability may apply. The claim batch process identifies the member from a claim and validates if the member has a patient liability amount. If the member has a patient liability amount, the amount is systematically updated on the claim, and payment to the facility is reduced by the appropriate patient liability amount for the member. Once the claim has been processed with patient liability, the provider is notified on the provider remittance advice (PRA), which can be sent via paper or electronically. The PRA will detail the amount of the patient liability that the provider is due from the member. The provider then collects the patient liability directly from the member.
Providers can see member liability amounts on the secure part of our provider portal. For example, to view eligibility and benefits details, the “Eligibility & Benefits Center” tab has a real-time connection to our CSP claims platform using a Web service. The benefits detail page displays member information, such as copays and deductibles, if they apply. For providers who receive paper checks and paper remittance advice, the provider would determine the member responsibility from the remittance advice.
[bookmark: _Toc417633827][bookmark: _Toc417826528][bookmark: _Toc418958764]13.4.9 IDPH Prospective Reimbursement 
The risk is borne at the provider versus Contractor level for IDPH funded services. The Contractor shall provide prospective reimbursement each month to contracted IDPH-funded substance use disorder network providers. 
Attachment 5 Question (13.4 Claims Processing):
9. Describe processes for providing monthly prospective reimbursement to providers of IDPH funded services.
We will meet annually with IDPH to review and come to mutual agreement on the next year’s allocation of substance use disorder (SUD) block grant and state dollars among IDPH licensed providers of IDPH-funded substance use disorder services. We will execute contracts with providers specifying the provider’s monthly reimbursement and minimum level of required IDPH services. We will issue monthly payments to each provider for 1/12 of that provider agency’s annual contracted IDPH funding. We will provide separate accounting and reporting of how IDPH and Medicaid funding is used to prevent, identify, screen and treat SUD for individuals who are Medicaid-eligible and individuals who are not eligible for Medicaid funding. This accounting will be supported by annual provider financial audits (required of sub-recipients of SABG funding), retrospective review/technical assistance visits, authorization and paid claims information, other available data sources and IDPH Data System reporting. 
The IDPH Data System supports the capture and reporting of Treatment Episode Dataset (TEDS) data elements. In response to changes in available monies, demand and production of IDPH-covered services, or other factors, in consultation with IDPH, we may issue a contract amendment readjusting a provider’s reimbursement and minimum level of required services. Our contracts will be approved by IDPH prior to issuance and will specify that IDPH-licensed agencies accepting IDPH funding will be responsible to serve eligible persons who require services and to bear the risk for contracted service units.
We have extensive experience managing block grant services and capturing and reporting TEDS in New Mexico, as well as coordinating with the State of Utah WITS. We understand that continued receipt of SABG funding is contingent on meeting all service delivery and reporting requirements and will support IDPH in continuing to receive the maximum funding available to support recovery for Iowans.
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The Agency reserves the right to perform a random sample audit of all claims, and the Contractor shall fully comply with the requirements of the audit and provide all requested documentation, including provider claims and encounter submissions in the form, manner and timeframe requested by the State. 
We understand the Agency reserves the right to perform a random sample audit of all claims and will fully comply with the requirements of the audit and provide all requested documentation, including provider claims and encounter submissions in the form, manner and time frame requested by the Agency.
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The Contractor must develop and implement policies and procedures, subject to Agency review and approval, to support encounter claim reporting. The Contractor must strictly adhere to the standards defined by the Agency for items such as the file structure and content definitions. The Agency reserves the right to make revisions to these standards in a reasonable timeframe and manner and as required by Law. 
[bookmark: _Toc417633830][bookmark: _Toc417826531][bookmark: _Toc418958767]13.5.1 Definition and Uses of Encounter Claims 
The Contractor must submit an encounter claim to the State, or its designee, for every service rendered to a member for which the Contractor either paid or denied reimbursement. Encounter data provides reports of individual patient encounters with the Contractor’s provider network. These claims contain fee-for-service equivalent detail as to procedures, diagnoses, place of service, units of service, billed amounts, reimbursed amounts, and providers’ identification numbers. Encounter claims data is intended to provide an overall view of a member’s encounters with the Contractor’s provider network. The State intent is to use the encounter claims to make programmatic decisions and to monitor Contractor compliance and quality. The State shall primarily use encounter data to calculate the Contractor’s future capitation rates, with alternative data sources utilized as appropriate to meet actuarial and federal standards. Encounter claims data will also be a source used to calculate any liquidated damages assessed to the Contractor. 
Attachment 5 Question (13.5 Encounter Claims Submission):
1. Describe your policies and procedures for supporting the encounter data reporting process, including:
a. A workflow of your encounter data submission process proposed, beginning with the delivery of services by the provider to the submission of encounter data to the State. If you will subcontract with multiple vendors or provider organizations for claims processing management, workflows should 
incorporate all such vendors, including vendor’s names and the approximate volume of claims per 
vendor identified.
Encounters Workflow
The Encounters Submission Process workflow below shows how our encounter data collection and submission process confirms that all data provided to the State has first been tested for accuracy, completeness, logic and consistency. The collection and submission process presented above validates accurate processing and timely submission of encounter data files, including vendor claims, due to checkpoints included in the process. 
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Figure 27: Encounters Flow
Policies and Procedures for Supporting Encounter Data Reporting
UnitedHealthcare has the policies and procedures in place to support encounter claim reporting. We recognize that accurate, timely and complete encounter data submissions are evidence that we are fulfilling our responsibilities to the Agency, allowing use of the data as the foundation for evaluating performance and quality, and determining premium payments in the future.
We have substantial experience submitting encounter data. Our dedicated national encounter process is supporting 31 products for our 23 State partners. We believe accurate encounter data begins with accurate claims. All new claims are subject to a series of reviews to ensure we have all the data we need to not only process the claim, but also produce accurate encounters.
Our claims data are housed in CSP, which serves as the main data source for encounter data extracts. Adjudicated claims data from CSP and vendor claims data are used to create HIPAA transaction formats and code sets through NEMIS (National Encounter Management Information System), our innovative encounter data submission and reporting system that uses our proprietary, relational database design. This system processes encounters across the breadth of our Medicaid businesses and initiates submissions, tracks responses, and provides error correction and resubmission of Medicaid encounters.
We have extensive local and national experience submitting and receiving all encounters in standard HIPAA transaction formats as required by the Agency including, but not limited to, 837P (professional claims), 837I (institutional claims), and NCPDP (pharmacy) file formats for electronic transactions. We comply with CMS and HIPAA standards for electronic submission, security and privacy, and we verify our subcontractors adhere to these standards as well.
While we are very familiar with HIPAA transaction and code set regulations, we understand the importance of using the Agency’s requirement guides to achieve a successful encounter program. We plan to conduct comprehensive end-to-end testing prior to the operational start date.
[bookmark: _Toc417633831][bookmark: _Toc417826532][bookmark: _Toc418958768]13.5.2 Reporting Format and Batch Submission Schedule 
The Contractor must submit encounter claims in an electronic format that adheres to the data specifications set forth by the Agency and in any state or federally mandated electronic claims submission standards. The State shall have all of the remedies provided to it under the Contract, including liquidated damages, for failure to comply with these requirements. Drug encounter data must be submitted by the Contractor for adjudicated claims weekly in support of the IME’s drug rebate invoicing process identified in section 3.6.2.11. Encounter data must be submitted by the 20th of the month subsequent to the month for which data are reflected. All corrections to the monthly encounter data submission shall be finalized within forty-five (45) days from the date the initial error report for the month was sent to the Contractor or fifty-nine (59) days from the date the initial encounter data were due. The error rate for encounter data cannot exceed one percent (1%). 
Attachment 5 Question (13.5 Encounter Claims Submission):
1. Describe your policies and procedures for supporting the encounter data reporting process, including:
b. Your operational plan to transmit encounter data to the State, indicating any internal checks and balances, edits or audits you will use to verify and improve the timeliness, completeness and accuracy of encounter data submitted to the State.
NEMIS for End-to-End Encounters Process
We use NEMIS throughout the end-to-end encounters process; from submission and tracking to error correction and resubmission. The NEMIS infrastructure is equipped with a centralized repository to store and submit encounter submission data in various formats to the Agency or the fiscal agent, as required. Although Medicaid encounter submission, tracking and reconciliation are the primary functions of the system, NEMIS supports most X12 formats (837I/P/D, NCPDP), Medicare RAPS format and proprietary layouts. It is also flexible enough to accommodate any future changes as required by the Agency.
Claims and Encounter Workflow
NEMIS is designed to accommodate multiple data sources including our medical and behavioral claims in CSP, as well as claims from vendors. To ensure timeliness of data collections, vendor transmissions are scheduled and monitored by our media tracker database. NEMIS also provides our encounter business team and local health plan with reports necessary to track encounter submittal success rates, investigate and correct submittal errors, and make business decisions regarding processes involved.
Encounter Data Collection and Submission Process
Our encounter data collection and submission process confirms all data provided to the Agency has first been tested for accuracy, completeness, logic and consistency. We submit encounter data in the HIPAA-standard approved by the Agency, using files generated in NEMIS. We comply with CMS and HIPAA standards for electronic submission, security and privacy, and we verify our subcontractors adhere to these standards as well.
Internal Quality Control: Checks and Balances
The approach we use for encounter data collection, validation and submission emphasizes continuous quality improvement. Through five integrated functions, our finance and management information systems teams have created a process for submitting encounter data while proactively implementing mechanisms to improve our timeliness, accuracy and completeness. The five functions include: claims, encounter submission team, encounter quality assurance team, vendor management and finance.
NEMIS supports rapid identification of problems with submitted encounters, and it supports the tracking, correcting and reporting needed for remediation. Defects in submissions are logged and analyzed for identification of any systemic issues, allowing for the ongoing improvement in the quality of encounters submitted. 
Attachment 5 Question (13.5 Encounter Claims Submission):
2. Describe your experience and outcomes in submitting encounter data in other states.
Successful Experience and Outcomes in Other States
UnitedHealthcare has a successful history of leveraging the described encounter submission process including the core activities of submission, tracking, reporting and root cause resolution to ensure complete and accurate encounters. Some examples showing the results of that process: 
For Iowa hawk-i, we have consistently achieved the required 97 percent encounter acceptance rate and a 99 percent completion rate.
For our Tennessee State partner, we submit encounters for over 600,000 members and have an encounter completion rate of 98.5 percent. 
Our Michigan State partner has a 98.8 percent encounter completion rate for more than 250,000 members. 
Our encounter completeness in Texas for over 180,000 members is over 99 percent.
Our Washington State partner has a 99 percent required acceptance and completion rate, which we exceed quarterly for the nearly 200,000 members.
[bookmark: _Toc417633832][bookmark: _Toc417826533][bookmark: _Toc418958769]13.5.3 Encounter Claims Policies 
The Contractor must have written policies and procedures to address its submission of encounter claims to the State. An initial draft plan shall be submitted with the proposal. An official draft plan shall be submitted within 30 days of Contract execution. A final work plan, incorporating any changes requested by the Agency, shall be submitted to the Agency within 60 days of the official submission of the plan. The Contractor shall resubmit a work plan annually that addresses the Contractor’s strategy for monitoring and improving encounter claims submission. 
13.5.3.1 Accuracy of Encounter Claims 
The Contractor must implement policies and procedures to ensure that encounter claims submissions are …
13.5.3.2 Encounter Data Completeness 
The Contractor must have in place a system for monitoring and reporting the completeness of claims and …
Operational Plan to Transmit Encounter Data to the State
We acknowledge that we must submit encounter claims in an electronic format that adheres to the data specifications set forth by the Agency and in any state or federally mandated electronic claims submission standards. Attached are an initial draft work plan included as Attachment 13.5.3 Draft Encounter Claims Work Plan and Attachment 13.5.3 Encounter Claims Policies and Procedures.
The following elements of our operational plan to transmit encounter data to the Agency will ensure the timeliness, completeness and accuracy of encounter data submitted to the State.
Claim Data Acquisition
All required data elements are retained in claims history for use in creating the encounter submissions. Our claim extract program picks up all paid, denied, adjusted and voided claims from the claims system to be included in our NEMIS repository. Claims from our subcontracted or capitated providers are pulled into NEMIS through our Vendor Database. Providers contracted on a capitated basis are required to submit zero-pay claims, which process through our claim system and are subject to the same edits and validations as fee-for-service claims. All paper claims are converted to electronic data which is populated in the claims system. The claims system assigns unique document control numbers to link the claim to the original image. Once in the claim system, it is processed in the same manner regardless of how it was submitted to us. 
Encounter File Submission 
We will use NEMIS to submit encounters under this new contract. All claims, including paper claims and zero-pay claims for capitated providers, are included in our encounter file submissions. Compliant HIPAA formatted encounter files will be submitted at a document level and line level per the requirements within any applicable system guides. NEMIS creates a unique control number that is used for submission and tying response back to submission. We will leverage the same methodology for the Agency encounter program. 
The encounter management team works with internal IT partners to schedule file submissions to meet State-specific timeliness requirements. We will submit pharmacy encounter files weekly and medical encounter files at least monthly. We will work with the Agency and fiscal agent to develop a Pharmacy Rebate File. We also will work with the Agency and fiscal agent to identify a location in the submission to identify value-added services. As required, an attestation to the truthfulness, accuracy and completeness of all encounter data submitted will be included. 
Response File Process
NEMIS receives the Agency and/or fiscal agent encounter submission response files with acceptance detail and posts a response status. The encounters management team researches all rejected encounters as identified by the denial code list within the applicable system guides. The team partners with functional operating teams, including subcontracted vendors, to resolve and resubmit timely the rejected encounter as replacements, adjustments or voids. 
NEMIS also generates encounter post-submission completeness reports that provide our encounters management team with detailed insight into the process with key checkpoints that verify all transactions are balanced and reported.
In the event we realize a claim needs to be resubmitted or updated, paper or electronic, our payment integrity team works with the provider on resubmission and any refresher training needed for recurring claim issues is offered. 
Encounter Data Completeness 
Our process to confirm the data received from providers is complete includes:
Vendor Management: We evaluate third-party (subcontractor) encounter data for accuracy and completeness. The verification process confirms the file is not a duplicate and that primary service dates or claim postdates fall within expected ranges. We validate original input filename, expected received date, actual received date, insert date, batch load ID, number of claim header and detail records, number of claims accepted into encounter claims processing system and number of claims failing initial edits.
Claims Screening and Editing: In addition to ensuring prompt claims payment, we develop and implement front-end edits to minimize inaccurate data, run quality and data validity audits, train claims processors, update claim operating instructions, review root cause, and develop and implement solutions to permanently avoid future inaccuracies.
Encounter Claim Accuracy 
NEMIS performs automated edits and HIPAA validations to confirm the accuracy and completeness of encounter data using processed claims (e.g., presence of provider IDs, national provider identifier [NPI], taxonomy and member Medicaid IDs). We submit all claims that pass these validations, and will certify HIPAA transaction readiness. Claims that do not pass these validations receive an error and are pended for research by the encounters management team. The team partners with functional operating teams, including subcontracted vendors, to resolve and submit the pended encounters. 
NEMIS is tested to ensure it is configured appropriately to meet the requirements set forth by the Agency. This includes validation that certain data elements are required on the encounters, the encounters are validated against national code sets and that encounters comply with required reimbursement methodologies.
We have several mechanisms in place to safeguard the submission of accurate and complete provider and subcontractor encounter data, including: operating agreements, dedicated encounters staff, statistics and reports, governance calls and audits. Our provider and subcontractor agreements obligate providers to submit timely and accurate claims. Payments are contingent on the provider or subcontractor meeting all contractual obligations, including the claims submission guidelines in our Provider Administrative Guide. We monitor rejection and denial volumes to identify providers in need of additional education by our provider relations advocate team or claims coding staff.
Our encounters team verifies claim data is received from our subcontractors as contracted. Using NEMIS, the encounters team employs validation edits and lag reports to monitor encounter data collection from subcontracted providers. The team obtains corrections from this group of providers and confirms completion of reconciliation reports from our finance group. 
We have a Delegation Oversight Committee responsible for the review of activities performed by delegated subcontractors. This committee meets quarterly and is made up of key management from throughout the company. An annual in-service is held with all of our top tier sub-capitated providers, subcontractors and atypical providers where we reinforce the necessity of accurate and timely submission and resubmission of encounter data.
Continuous Quality Improvement
We continuously review current encounter requirements and processes for opportunities to improve encounter quality. Pended and denied encounter reports are reviewed for the top issues experienced. For the short term, mitigation plans are developed to correct identified issues before the next submission. For the longer term, edits are identified and developed to improve future results. Additionally, we monitor encounter rejections to identify all providers (including sub-capitated, atypical and non-participating) in need of additional claim billing education. 
Working Together
We would welcome collaborative work sessions with the Agency and/or its fiscal agent on encounters, as our experience shows they are very effective in improving quality. In these meetings, we would discuss prevention of errors and correction of any issues identified through our internal quality control processes. At least annually or on the State’s defined schedule, we will submit an encounter work plan detailing our strategy for monitoring and improving encounter submissions.
[bookmark: _Toc417633833][bookmark: _Toc417826534][bookmark: _Toc418958770]13.6 Third Party Liability (TPL) Processing 
[bookmark: _Toc417633834][bookmark: _Toc417826535][bookmark: _Toc418958771]13.6.1 TPL Responsibility 
Pursuant to Law, the Agency is the payer of last resort for all covered services. The Contractor shall exercise full assignment rights as applicable and shall be responsible for making every reasonable effort to determine the liability of third parties to pay for services rendered to members under the Contract and cost avoid and/or recover any such liability from the third party. The Contractor shall develop and implement policies and procedures, subject to Agency review and approval, to meet its obligations regarding third party liability when the third party pays a cash benefit to the member, regardless of services used, or does not allow the member to assign his/her benefits. When there is third party liability, the Contractor is responsible for payment of the member's coinsurance, deductibles, co-payments and other cost-sharing expenses up to the Contractor's allowed amount. The Contractor’s total liability must not exceed the Contractor’s allowed amount minus the amount paid by the primary payer. The Contractor must follow all actives laid out in the Iowa Department of Human Services, Medicaid TPL Action Plan, revised December 23, 2011. 
13.6.1.1 Sources of TPL 
Applicable liable third parties include any insurance company, individual, corporation or business that can be …
13.6.1.2 TPL Data 
The Contractor must share information regarding its members with these other payers as specified by the … The information collected must contain the following:
· First and last name of the policyholder
· Social security number of the policyholder
· Full insurance company name
· Group number, if available
· Name of policyholder’s employer (if known)
· Insurance carrier ID
· Type of policy and coverage
Additionally, the Contractor shall implement strategies and methodologies to ensure the collection and …
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The escalating cost of health care programs and federal regulations dictate the need for flexible methods to verify the Agency is the payer of last resort. We are committed and understand we are responsible for making every reasonable effort to identify and validate when a third party should be responsible for claim payment. We have proven processes and procedures to effectively carry out TPL discovery, cost avoidance and recovery activities. Our experienced TPL staff provides careful oversight and thoroughly researches and tracks indication of other third-party coverage. 
Our COB operations staff manages all COB/TPL activity. A dedicated associate director of COB, COB project leads and COB subject matter experts coordinate COB activities with our COB operations staff, COB vendors and internal departments, such as claims operations and health plan operations. Our team of dedicated experts identifies members who have overlapping coverage spans with different carriers through a variety of information sources. 
This robust COB program is built upon years of experience, knowledgeable staff and our understanding of the financial and regulatory importance of COB/TPL activities, specifically for Medicaid and Medicare plans. Our TPL staff makes every reasonable effort to determine the legal liability of third parties to pay for services rendered to members. We will cooperate with the Agency in any manner required on COB and third-party collection efforts. All required reporting information is in formats and media prescribed by the Agency.
Sources of Third Party Liability Data
Each unverified TPL lead we receive from providers, members or the Agency is validated by a team of dedicated and skilled COB operations staff. The team employs validation techniques, reports and regular open communication to monitor the process. Once a vendor TPL file is received, the team evaluates third-party data for timeliness, accuracy and completeness through a stringent verification process that eliminates all duplicates and verifies consistency with our cost-avoidance and recovery policies. Validation methods include:
	EOBs received with claims
Outbound calls to referenced carriers
	Web-based eligibility tools
Online verification systems


[bookmark: _Toc418958772]The core transaction system is updated with the validated information whether it is new information or an update to an existing COB record. Once validated on a weekly basis, we will report new TPL coverage to the Agency in a format and include all TPL data specified by the Agency in 13.6.1.2. 
[bookmark: _Toc418958773]13.6.2 Cost Avoidance 
If a member is covered by another insurer, the Contractor is fully responsible for coordinating benefits so as to maximize the utilization of third party coverage. In accordance with 42 CFR 433.139, if the probable existence of third party liability has been established at the time a claim is filed, the Contractor shall reject the claim and direct the provider to first submit the claim to the appropriate third party. When the provider resubmits the claim following payment by the primary payer, the Contractor must then pay the claim to the extent that payment allowed under the Contractor’s reimbursement schedule exceeds the amount of the remaining patient responsibility balance. 
13.6.2.1 Provider Education 
The Contractor must educate network providers, and include in detailed written billing procedures, the process …
13.6.2.2 Cost Avoidance Requirements 
If insurance coverage information is not available or if one of the cost avoidance exceptions described below …
13.6.2.3 Cost Avoidance Exceptions – Pay and Chase Activities 
Cost avoidance exceptions in accordance with 42 CFR 433.139 include the following situations in which the …
Attachment 5 Question (13.6 TPL Processing):
1. Describe your plans for coordinating benefits in order to maximize cost avoidance through the utilization of third-party coverage.
Coordinating Benefits for Cost Avoidance using Third-Party Coverage
The most effective method for coordinating benefits is cost avoidance, which rejects claims for members with TPL. Our procedures confirm that other responsible payers are identified, verified and recorded in our claim system to achieve the Agency’s cost-avoidance goals.
Cost Avoidance
We have extensive experience coordinating benefits and thoroughly understand the coverage rules of other payers. In some instances, we advocate on behalf of individuals to verify they receive their full benefits under the primary payer. Our robust COB program is built upon organizational expertise, knowledgeable staff and an understanding of the financial and regulatory importance of COB/TPL activities, specifically for Medicaid plans.
When our system encounters a claim that is flagged for possible TPL, the claim is pended for manual adjudication. In the manual adjudication process, our claims examiners coordinate benefits using the primary carrier’s EOB. Regardless of whether the claim is from a network or out-of-network provider, any copayment, coinsurance or deductible required by the primary payer is paid in full, up to the Agency’s allowed amount. Unless a claim meets one of the exceptions detailed below, if a claim is received without the primary carrier’s EOB, we reject the claim and instruct the provider to pursue payment from the other payer. If the TPL information cannot be validated through online resources or a phone call to the alternative carrier, we pay the claim as primary. 
Coordination of Benefits/Third Party Liability Exceptions
We comply with state and federal mandates regarding claim types that are exempt from COB/TPL denials. Claims for the following services will not be denied for COB/TPL. Instead these claims will be paid and turned over to our Audit Recovery Operations (ARO) team for COB recovery.
Health Check Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Prenatal services
Claims resulting from a medical emergency
Other state or federally mandated exceptions
Coordination of Benefits Recoveries
If we identify a primary payer after impacted claims have been paid, we initiate an adjustment process to recover primary payments from the COB effective date forward. The ARO team has a comprehensive process in place to either recover these payments from the provider or recoup these payments from the member’s other responsible carrier, at the direction of the Agency. ARO also executes recoveries for pay and chase claims. In all instances, private insurance is billed within 60 days of a claim once we identify the existence of TPL. 
Any payments recovered from third-party or primary payers are reported to the Agency through monthly encounter files and TPL, COB and subrogation reports.
Provider Education in COB/TPL Activities 
We work hard to help our providers understand the importance of their role in our cost-avoidance processes. Our Medicaid contracts require provider cooperation with our TPL policies and procedures, including identification of services and individuals for whom there may be a financially responsible party other than the Agency, and assistance in our efforts to coordinate payments with those parties. Additionally, we work closely with providers to educate them on claim submission requirements when they know a member has TPL coverage, which includes submission of the primary carrier’s EOB. We keep providers informed of our TPL processes and their obligations using several tools, including provider agreement, Provider Administrative Guide, provider newsletters, provider services representatives and provider portal. We target providers who are identified as consistently non-compliant with TPL claims and recovery activities for targeted education. 
Subrogation—General
Our subrogation services team works to recover medical benefit payments for treatment of accident-related injuries. The subrogation services team conducts data-mining activities on a regularly defined schedule to identify members who have accident-related diagnosis codes in their medical claims data files. Once identified, we reach out to those members for more information about their cases. If we are unable to reach a member, we continue to follow up every 45 days, making up to three separate attempts.
Diagnosis and trauma edit processes as well as post-payment recovery activities serve as the foundation for our subrogation services, which include:
Identification of accident claims
Thorough investigation to determine facts surrounding a case
Identification of all potential sources of recovery
Assertion of our client’s legal rights of subrogation or reimbursement
Assigning the payment liability to the responsible third party
Recovering paid claims resulting from motor vehicle accidents, occupational injuries, property liability, product liability and malpractice
Consulting on subrogation program performance
Legal subrogation support and litigation
When an injury-related third-party is involved in a claim payment, such as automobile insurance, worker’s compensation or property insurance, we coordinate the claim payment upon receiving an EOB from that injury-related payer. If a claim has been submitted without an EOB and is potentially related to an accident or injury for which another party may be responsible, we first pay the claim as primary and then pursue any other responsible party for reimbursement. This function is maintained by our affiliate company, Optum, which uses claim diagnoses and algorithms—along with member questionnaires—to identify third parties responsible for our members’ injuries and collects reimbursements, as appropriate. This may include pursuing a legal settlement, which is managed by Optum’s experienced legal staff.
[bookmark: _Toc417633836][bookmark: _Toc417826537][bookmark: _Toc418958774]13.6.3 Collection and Reporting 
The Contractor shall be responsible for identifying, collecting and reporting third party liability coverage and collection information to the State. As third party liability information is a component of capitation rate development, the Contractor must maintain records regarding third party liability collections and report these collections to the Agency in the timeframe and format determined by the Agency. The Contractor shall retain all third party liability collections made on behalf of its members; the Contractor shall not collect more than it has paid out for any claims with a liable third party. The Contractor shall provide to the State or its designee information on members who have newly discovered health insurance, in the timeframe and manner required by the Agency. The Contractor shall provide members and providers instructions on how to update TPL information on file and shall provide mechanisms for reporting updates and changes.
Reports include, but are not limited to: 
1. Monthly amounts billed and collected, current and year-to-date
2. Recoveries and unrecoverable amounts by carrier, type of coverage, and reason (quarterly)
3. TPL activity reports (quarterly)
4. Internal reports used to investigate possible third-party liability when paid claims contain a TPL amount and no resource information is on file.
5. Monthly quality assurance sample to the Department verifying the accuracy of the TPL updated applied during the previous month.
6. Monthly pay-and-chase carrier bills.
Attachment 5 Question (13.6 TPL Processing):
2. Describe your process for identifying, collecting, and reporting third-party liability coverage.
Identifying, Collecting and Reporting Third Party Liability Coverage
We have a specialized team and formalized policies, procedures and systems dedicated to TPL identification, validation and recovery. This concerted effort—which includes requiring full participation from our subcontractors—is designed to verify the Agency is the payer of last resort for all covered services. Our TPL staff makes every reasonable effort to determine the legal liability of third parties to pay for services rendered to our Medicaid members. We assume responsibility for all TPL requirements as required by federal and state laws. 
Identifying and Collecting Third Party Liability
We identify evidence of overlapping coverage through a variety of information resources:
TPL Identified and Communicated to us by the Agency: We load TPL information from the Agency into our claims platform according to the Agency’s schedule.
Agency’s TPL Vendor/File: We can receive and manage monthly feeds from the Agency’s TPL vendor/file.
Commercial Carriers: We use sophisticated algorithms to identify members with overlapping coverage from monthly feeds we receive from multiple companies that capture data from other insurance carriers.
Internal Units (e.g., Prior Authorization, Claims and Member Services): All TPL information collected by our claims management, PA or member and provider services teams is forwarded to the COB team for validation and loading to the claims system.
Data Analysis: Using our claims data, we identify members who potentially have other coverage; e.g., a member who turns 65 and becomes eligible for Medicare. Upon identifying the member’s other coverage, we validate and verify the primary carrier to coordinate claims payment or cost avoid in the future. We also use this identification to recover overpayments. 
Centers for Medicare & Medicaid Services (CMS): We match our membership with Medicare membership at CMS to identify members with Medicare primary coverage.
New Member Welcome Call: Member services advocates make welcome calls to our members and ask COB questions during the member’s welcome call. The information obtained is forwarded to the COB team for validation and loading to the claims system.
Explanation of Benefits (EOB) and Explanation of Medicare Benefits (EOMB) Submitted with Claims: We review all EOBs and EOMBs submitted with claims for evidence of overlapping coverage.
Our claims platform system is the repository for TPL information received from the Agency regarding members. Data are used to process claims in accordance with COB and cost-avoidance practices. We also store pertinent claim payment information, such as the amount of payment provided by the other carrier or the amount of payment we denied due to TPL. This allows us to track the financial impact of cost avoidance and recoveries from TPL. We report these figures to the State in the required format.
Reporting Third Party Liability Data
We can provide to the Agency any and all TPL information in formats and mediums prescribed by the Agency. Encounter data include collections and claims information as well as retrospective findings via encounter adjustments. At the request of the Agency, we can provide information that is not included in encounter data but may be necessary for the administration of TPL activity within the number of calendar days specified. We can also report members with third-party coverage within the time frame and in the format specified. We will work with the State to define the schedule needed to provide this TPL information.
[bookmark: _Toc417633837][bookmark: _Toc417826538][bookmark: _Toc418958775]13.6.4 Other Insurance for IDPH Participants 
In providing substance use disorder services to IDPH Participants, IDPH funds shall be the payment of last resort. Persons with other insurance, including insurance with coverage for substance use disorder treatment, may be eligible for IDPH-funded services, depending on insurance co-payment(s) and the relationship to the sliding fee scale. The Contractor shall work with IDPH and providers in developing a policy regarding IDPH eligibility for persons with insurance coverage. Third party recoveries are retained by the provider.
We understand that persons with other insurance, including insurance with coverage for substance use disorder treatment, may be eligible for IDPH-funded services. We will work with IDPH and providers in developing a policy on IDPH eligibility for persons with insurance coverage. To ensure the IDPH sliding fee schedule is implemented among network providers, we provide compliance information to our State customers in a format aligning with state regulations and Block Grant reporting requirements. We also use the information internally for provider monitoring and quality assurance/improvement efforts. Key elements to ensure compliance with IDPH standardized guidelines/sliding fee scales are training providers to use the fee scale systematically and appropriately, provider monitoring/technical assistance and complaint monitoring. 
[bookmark: _Toc417633838][bookmark: _Toc417826539][bookmark: _Toc418958776]13.6.5 Health Insurance Premium Payment Program 
The Contractor shall identify members with third party coverage who may be appropriate for enrollment in the Health Insurance Premium Payment (HIPP) program. The HIPP program helps Medicaid eligible individuals get insurance or keep insurance by reimbursing the cost of premiums. To be eligible for HIPP, the third party coverage must be cost-effective. For purposes of this requirement, cost effective means that it will cost the State less to reimburse all or a portion of a member’s health insurance premium than for Medicaid to pay all of the costs. The Contractor shall report members identified as potentially eligible for HIPP to the Agency in the timeframe and manner to be determined by the Agency. The Agency maintains full and final authority for determining if an individual is eligible for HIPP. 
Attachment 5 Question (13.6 TPL Processing):
3. Describe your process to identify members with third party coverage who may be appropriate for enrollment in the Health Insurance Premium Payment (HIPP) program.
As described in Section 13.6.1.2 TPL Data, we will provide the state with a weekly report of members identified as having other TPL. From this report, we will identify members with comprehensive coverage and compare the member’s premium cost to the average cost of covered benefits. Those that appear cost-effective will be submitted to the Agency for review. The Agency can use this report to identify eligible members for the Health Insurance Premium Payment (HIPP) program. During implementation, we will work with the Agency to develop specific reporting criteria, leveraging our business intelligence analytical capabilities, to identify potentially eligible members.
[bookmark: _Toc417633839][bookmark: _Toc417826540][bookmark: _Toc418958777]13.7 Health Information Technology
The use of Health Information Technology (HIT) has the potential to improve quality and efficiency of health care delivery. Sharing of health care data can reduce medical errors, increase efficiency, decrease duplication and reduce fraud and abuse. HIT initiatives are an important part in improving public health research data quality to aid in evidenced-based decisions, membership health management and improve compliance and oversight. With the Bid Proposal, the Agency requires the Contractor to disclose what, if any, HIT initiatives it proposes to offer under the RFP. The Contractor shall disclose in the Bid Proposal how it proposes to interface with the Iowa Health Information Exchange (IHIN). The Contractor shall work with the IHIN once it becomes fully operational. The Agency also reserves the right to require the Contractor to establish additional HIT initiatives in the future.
Attachment 5 Question (13.7 Health Information Technology):
1. Describe your proposed healthcare information technology (HIT) and data sharing initiatives.
UnitedHealthcare is transitioning from our traditional Web portals to applications hosted within our cloud-based portal. We are starting with the administrative functions providers commonly need. The cloud-based portal provides a central access point for the suite of UnitedHealthcare websites and applications, many with the simplicity of single sign-on security. 
New features and functions will be added to our Optum Cloud Dashboard that will streamline processes and reduce administrative burdens on providers. Cost savings are achieved through greater use of self-service capabilities for providers and reduction of common work tasks historically requiring internal manual effort. This cloud-based, real-time solution is the cornerstone of our goal to provide a single provider platform, and bring together multiple websites and both administrative and clinical applications to simplify transactions. With access to the Optum Cloud Dashboard 24 hours a day, seven days a week, provider offices conduct business with UnitedHealthcare when it is convenient for them. As we deploy this advanced technology solution, we are ready and willing to offer this infrastructure and expertise for any or all of our data solution components to the State and to other health plans to enable and facilitate data sharing. For example, to help address Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) data collection and reporting across the State and across the awarded health plans, at the Agency’s discretion and in cooperation with the other health plans, we propose to create and host in our cloud infrastructure a new common repository and Web application. This tool will enable all providers to report their EPSDT visit and referral information in a hosted interactive Web form that records services members received. This information would then be available for all health plans to report and conduct referral follow-ups. 
Data Sharing Initiatives and Information Exchange
We have considerable experience in the adoption of electronic health records (EHRs), health information exchange (HIE) and Meaningful Use. We are working with Regional Extension Centers (RECs) and Medicaid agencies in many of our states to promote the use of EHR in practices and hospitals, including behavioral health (BH). We are also on many HIE boards across the country and participate in these exchanges. For example in Arizona, as of June 2014, approximately $420 million in incentive payments were distributed to more than 10,600 eligible professionals (MDs, DOs, nurse practitioners, physician assistants) and to 250 hospitals for achieving Meaningful Use. In that process we assisted, through the RECs, more than 3,000 providers with EHR adoption. 
While we recognize that Iowa is further along in its Meaningful Use adoption than Arizona and several other states, we will work to leverage our collective experience with other state partners to help coordinate efforts and provide supports across the Agency, the RECs and IHIN. Iowa has made significant progress this year with EHR incentives, including the approval of 2,880 payments to eligible professionals and hospitals, with $117 million in incentive payments. The State has also established Meaningful Use Stage 3 Objectives which are almost fully implemented. We are prepared to support Meaningful Use Stage 2 continuation activities as well as the overall promotion and expansion of data exchange across providers and the IHIN to drive improved outcomes.
With your support, we will execute a proactive plan, including:
Using all of our interaction points (town halls, onboarding, fax blast) with providers to promote the adoption of EHR
Publishing educational and promotional materials on our provider portal at uhccommunityplan.com
Creating links to IHIN Community Health Record
We will proactively seek opportunities to educate providers on Meaningful Use and EHR systems. These activities will include:
Ongoing training of provider staff to understand the basics of Meaningful Use and also to help distribute information about free REC, HIE and the Agency’s support services
Sending fax and email blasts to Medicaid providers—both regarding REC services and regarding occasional Meaningful Use seminars and related educational opportunities
Inviting REC, IHIN and the Agency to exhibit at numerous health plan community provider events/fairs to distribute information about EHRs, Meaningful Use, REC services, etc.
As it relates to Meaningful Use Stage 2 requirements, we will work with IHIN and the Agency to:
Provide Direct Exchange accounts and connect to eHealth Exchange (the national network) that will support our participants in meeting the Stage 2 transitions of care requirements
Support the connection through IHIN to collect Meaningful Use Stage 2 public health reporting requirements
Provide our CommunityCare technology to enable secure Continuity of Care Document exchange
Provide our Population Registry with an automated care transitions tool to providers for use in care transitions
We encourage providers to use health information technology (HIT) through a range of adoption solutions that create a provider “best fit”—from basic capabilities to more advanced capabilities. We help them in this process by matching the provider’s degree of readiness for HIT to an appropriate technology solution that enables them to get started and then helps them move along the continuum.Figure 28. Health Information Exchange – High Level Data Flow. Leveraging industry standard technology to integrate with state resources to improve care.

Bringing Best Practices to Iowa
Over the years, we have learned that matching the provider’s degree of readiness for HIE to an appropriate technology solution is the key to helping them move along the continuum from basic transactional/look-up capabilities on our provider portal, to becoming an active participant in HIE initiatives. Implementing an integrated EHR with easy-to-use, but effective tools that automate administrative tasks such as eligibility, financial assessment and billing, while enhancing patient care, can elevate practice operations to a level of meeting meaningful use requirements.
We understand that DPH and Iowa e-Health have partnered with Telligen as an REC to promote EHR adoption and facilitate connectivity with IHIN. As we do in other markets, we will partner with Telligen to promote EHR and HIE use and provide education, tools, and support to improve connectivity with  UnitedHealthcare 
As noted, we encourage providers to use health information technology (HIT) through a range of adoption solutions that create a provider “best fit.” If a provider does not have an EHR system, we offer Optum Physician EHR as a low-cost solution. Optum Physician EHR is our own fully integrated and Meaningful Use 2014-certified, cloud-based EHR solution. Optum Physician EHR is a simple-to-deploy solution that transforms physician workflow with minimal disruption. The EHR package is fully Meaningful Use Stage 2 2014 Edition-certified as a complete EHR, and represents a best-fit solution for many providers struggling to meet their EHR needs. In fact, more than 12,000 providers have implemented the Optum Physician EHR nationwide as a solution for providing secure one-click access to patient charts, providing lab results from any Internet-connected computer, and enabling integrated electronic prescribing.
We are committed to promoting provider adoption and usage of EHR solutions to all providers, with particular focus on those less able to afford the typically high up-front costs. As such, in Iowa, we will support providers in obtaining federal grant funds, and through Optum we provide a standard offer to suspend subscription costs toward the purchase of our Optum Physician EHR software until a practice receives their Meaningful Use stimulus payment.
Attachment 5 Question (13.7 Health Information Technology):
2. Describe how you propose to interface with the Iowa Health Information Exchange.
Our core strengths are in care coordination, health information and technology. We have the requisite components/infrastructure in place to support successful implementation of integrated care. A critical component of our framework is the employment of the Health Level Seven International (HL7) standards. HL7 was created in order for different HIT systems to share and send information using international health care informatics interoperability standards. Connecting plans, health homes and other providers to IHIN are vital pieces of the vision to enable enhanced transition care management, care coordination and other capabilities of an integrated clinical model. 
We also see the use of secure messaging as a key data sharing and meaningful use enabler. As presented in Section 13.1, through our CommunityCare collaboration platform, we will provide a comprehensive framework and related standards for exchange, integration, sharing and retrieval of electronic health information to support clinical practice and management and delivery/evaluation of health services.
We support comprehensive transitional care and follow-up for members moving from one setting to another, particularly those leaving an inpatient facility and moving back to a community setting. Our Automated Care Transitions tool will be linked to abstract data type (ADT) data structures from the IHIN and direct hospital feeds send our providers electronic notifications of ER and hospital discharges. ADT data allows us to understand when members are experiencing a change in care status and conduct appropriate interventions, such as reconnecting the member with his/her PCP and identifying and implementing changes in his/her care plan.
Attachment 5 Question (13.7 Health Information Technology):
3. Describe HIT initiatives you have implemented in other states.
Nationally, we have considerable expertise implementing HIT and even more in making this technology actionable for health home, IHH and ACC programs. We are a nationwide leader in EHR and HIE systems. We use our advanced analytics and evidence-based tools to integrate EHRs with administrative data and deliver it back to the point-of-service for action by clinicians. As HIT evolves, it is important to integrate clinical and administrative (claims) data into common repositories to have complete patient profiles for case management. We connect hospital and claims data into an actionable practice-based Population Registry for health home and IHH use. As of August 2014, our experience spans 19 states, 150 practices, 1,500 PCP sites and more than 500,000 members enrolled in our Medicaid ACC program that uses our Population Registry, plus an additional 730 practices serving 315,000 members for whom we provide our Population Registry technology.
Over the years, UnitedHealthcare has collaboratively worked with numerous governmental agencies/departments on HIE projects. While working with other states to operationalize the functionality of an HIE, we have seen tremendous advantages, such as:
Florida: We have worked with the Florida Center for Health Information and Policy Analysis (FCHIPA) helping to guide EHR and HIE policy and deployment. 
Arizona: We were key partners in the development of the HIT plan Arizona proposed to the ONC for grant funding. We assisted the ONC Regional Extension Centers in meaningful use and provider EHR adoption through these incentives and low-cost tools. We developed HIE participation agreements attractive to all community stakeholders to gain acceptance and legislative actions that resulted in opt-out privacy laws; and launched HINAZ.
Delaware: We collaboratively worked with the state of Delaware to establish basic HIE data for eligibility and hospital ADT transactions, to pilot ADT use in our clinical services operations. To simplify the interactions between Delaware Health Information Network (DHIN) and the other MCOs and reduce overall implementation costs for Delaware, we suggested and the Division of Medicaid and Medical Assistance (DMMA) approve using DMMA as a common source of eligibility records for all participating Medicaid MCOs. This greatly simplified DHIN’s task to populate their master patient index and improved the delivery timeline across all MCOs.
Maryland: UnitedHealthcare is participating in a pilot with the Chesapeake Regional Information System for our Patients (CRISP), Maryland’s state-designated HIE. The pilot focuses on making use of ADT information for at risk members using CRISP’s Encounter Notification System and Portal Query process. The goal is to improve case management services and acute care setting utilization. 
Louisiana: We receive data from more than 40 hospitals participating with the LaHIE to populate our Population Registry. UnitedHealthcare was the first Bayou Health contractor to have a contract with LaHIE. With the LaHIE data feed and direct hospital data feeds updating our Population Registry daily, we have been capitalizing on this incredible opportunity to improve care transitions for our patients in Louisiana.
[bookmark: _Toc416176256][bookmark: _Toc417633840][bookmark: _Toc417826541]We expect similar benefits through information exchange in Iowa. Laying the right foundation for data exchange elements is essential to care coordination, and having an effective data acquisition strategy from hospitals and clinics is critical to establishing care coordination in the community.
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[bookmark: _Toc418958778]Section 14 – Performance Targets and Reporting Requirements
[bookmark: _Toc417633841][bookmark: _Toc417826542][bookmark: _Toc418958779]14.1 General
Performance monitoring and data analysis are critical components in assessing how well the Contractor is maintaining and improving the quality of care delivered to members. The State will use various performance targets, industry standards, national benchmarks and program-specific standards in monitoring the Contractor’s performance and outcomes. The State reserves the right to publish Contractor performance. Additionally, once sufficient baseline data is available, the Agency intends to utilize performance outcomes as a factor for auto-assignments and enrollment materials developed to facilitate member choice of contractor enrollment. Failure to meet performance targets shall subject the Contractor to the corrective actions as outlined in Exhibit E. Refer to Exhibit F for information on the pay-for-performance program.
Attachment 5 Question:
Please explain how you propose to execute Section 14 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
UnitedHealthcare maintains a health information system that collects, analyzes, integrates and reports data from all aspects of our operations. Our systems and software support our strong capability to generate required and ad hoc reports in accordance with the Scope of Work described in Attachment 1 Scope of Work of the RFP. We have initiated review and development of an approach to supporting the Agency’s Reporting Manual, and confirm we are in compliance with State instructions regarding submission requirements, including but not limited to, formatting, timeliness and data uploading instructions. We have initiated development of these submission requirements and are coordinating with our implementation team to develop solutions for the Iowa High Quality Integrated Healthcare Initiative.Key Features of Our Data Management and Reporting Solution
SMART Medicaid data warehouse and analytics toolset provides the ability to report on and conduct analyses of all aspects of our operations 
Local reporting team organizes and reports data to meet virtually any format required
National business intelligence (BI) team supports the local reporting team and organizes and reports data to meet virtually any format required
National regulatory reporting team ensures that all regulatory reports and audits are supported timely, completely, accurately and fully documented
Common intake and report development process for reporting and data analytics that provides consistent reports, dashboards, and analytic tools to management and clients
Performs sophisticated, data-intensive health risk analysis, predictive modeling and care planning activities attuned specifically to diverse populations with complex health care needs
Our integrated data analytics and reporting solutions maximize plan effectiveness

Along with our systems, our compliance officer, Kari Plagge, will provide compliance oversight to the reporting requirements and corresponding results, which is consistent with our approach in other states where we operate. She will leverage the depth and breadth of UnitedHealthcare resources to support submission of the requested data completely and accurately within the requested time frames and in the format required by the Agency.
Supporting our compliance officer is the local business intelligence manager and national business intelligence (BI) reporting team. The data compliance manager, who is dedicated full time to the Iowa High Quality Healthcare Initiative, will provide oversight to ensure our data conforms to the Agency’s data standards and policies. The BI team offers extensive experience gained in meeting the reporting and data analytics requirements of 23 state Medicaid programs.
This team consists of more than 80 members who manage the production of reports on a daily basis—including custom, scheduled and ad hoc reports. Our robust, integrated reporting and data analytics solution enables us to maximize plan effectiveness, meet the Agency’s reporting requirements, empower providers and care for our members. It integrates medical, behavioral, pharmacy, LTSS, financial, demographic and socioeconomic data to produce all of the reporting and analytics needed to conform to the Agency’s requirements, including predictive analytics; provider information support; fraud, waste and abuse; and the management of utilization and medical outcomes.
We will comply with all of the reporting requirements as outlined in 14.1.1 through 14.11. Our complete response follows 14.11.
[bookmark: _Toc417633842][bookmark: _Toc417826543][bookmark: _Toc418958780]14.1.1 Reporting Requirements 
The Contractor must comply with all reporting requirements and must submit the requested data completely and accurately within the requested timeframes and in the format identified by the Agency. The State reserves the right to require the Contractor to work with and submit data to third-party data warehouses or analytic vendors. The Contractor must have policies, procedures and mechanisms in place to ensure that the financial and non-financial performance data submitted to the Agency is accurate. In accordance with 42 CFR 438.604 and 42 CFR 438.606 all data must be certified by the Contractor’s Chief Executive Officer, Chief Financial Officer or an individual who has delegated authority to sign for, and who reports directly to one of these employees. The certification must attest, based on best knowledge, information and belief the accuracy, completeness and truthfulness of the data and documents submitted to the State. This certification must be submitted concurrently with the certified data. 
[bookmark: _Toc417633843][bookmark: _Toc417826544][bookmark: _Toc418958781]14.1.2 Audit Rights and Remedies 
The Agency reserves the right to audit the Contractor’s self-reported data at any time. The Agency may require corrective action or other remedies as specified in Exhibit E for Contractor non-compliance with these and other subsequent reporting requirements and performance standards. 
[bookmark: _Toc417633844][bookmark: _Toc417826545][bookmark: _Toc418958782]14.1.3 Meeting with the Agency 
The Agency may schedule meetings or conference calls with the Contractor upon receiving the performance data. When the Agency identifies potential performance issues, the Contractor must formally respond in writing to these issues within the timeframe required by the Agency. If the Contractor fails to provide a formal, written response to the feedback or fails to respond within the timeframe established by the Agency, the Agency may consider the Contractor noncompliant in its performance reporting and may implement corrective actions. 
[bookmark: _Toc417633845][bookmark: _Toc417826546][bookmark: _Toc418958783]14.1.4 Implementation Reporting 
The Agency reserves the right to require more frequent reporting at the beginning of the Contract to: (i) monitor program implementation; (ii) permit adequate oversight and correction of problems as necessary; and (iii) ensure satisfactory levels of member and provider services. 
[bookmark: _Toc417633846][bookmark: _Toc417826547][bookmark: _Toc418958784]14.1.5 Other Reporting and Changes 
The Agency may change the frequency of reports and may require additional reports and performance targets at any time. In these situations, the Agency shall provide at least thirty (30) calendar days’ notice to the Contractor before changing reporting requirements. The Agency may request ad hoc reports at any time. The Reporting Manual, which shall be provided following the Contract award date, will detail reporting requirements and the full list of required reports.
[bookmark: _Toc417633847][bookmark: _Toc417826548][bookmark: _Toc418958785]14.2 Financial Reports and Performance Targets 
Financial reports assist the Agency in monitoring the Contractor’s financial trends to assess its stability and its ability to offer health care services to its members. The financial reports include but are not limited to the reports described in Section 14.2.1 through Section 14.2.7. 
We will comply with all of the reporting requirements as outlined in 14.2. Our complete response follows 14.11.
[bookmark: _Toc417633848][bookmark: _Toc417826549][bookmark: _Toc418958786]14.2.1 Third Party Liability Collections 
The Contractor shall report all third party liability collections to the State in the timeframe and format determined by the Agency. 
[bookmark: _Toc417633849][bookmark: _Toc417826550][bookmark: _Toc418958787]14.2.2 Iowa Insurance Division Reporting 
The Contractor shall comply with all reporting requirements at Iowa Admin. Code r. 191-40.14(514B) and copy the Agency on all required filings with the Iowa Insurance Division. 
[bookmark: _Toc417633850][bookmark: _Toc417826551][bookmark: _Toc418958788]14.2.3 Annual Independent Audit 
The Contractor shall complete an annual independent audit as described in Section 2.3.5. 
[bookmark: _Toc417633851][bookmark: _Toc417826552][bookmark: _Toc418958789]14.2.4 Physician Incentive Plan Disclosure 
The Contractor shall submit information on physician incentive plans, in the manner prescribed by the Agency, with sufficient detail to permit the Agency to determine compliance with 42 CFR 422.208 and 42 CFR 422.210. 
[bookmark: _Toc417633852][bookmark: _Toc417826553][bookmark: _Toc418958790]14.2.5 Insurance Premium Notice 
The Contractor shall submit certificates of insurance for required insurance no less than thirty (30) calendar days after the policy renewal effective date. 
[bookmark: _Toc417633853][bookmark: _Toc417826554][bookmark: _Toc418958791]14.2.6 Reinsurance 
The Contractor shall provide to the State all contracts of reinsurance or a summary of the plan of self-insurance which meet the requirements as set forth in Section 2.3.2. As applicable, the Contractor shall report to the State, in the manner dictated by the Agency, all health care claims costs paid by the Contractor’s commercial reinsurer due to meeting the reinsurance attachment point. 
[bookmark: _Toc417633854][bookmark: _Toc417826555][bookmark: _Toc418958792]14.2.7 Medical Loss Ratio 
The Contractor shall maintain, at minimum, a medical loss ratio of eighty-five percent (85%). 
[bookmark: _Toc417633855][bookmark: _Toc417826556][bookmark: _Toc418958793]14.3 Member Services Reports and Performance Targets 
Member services reports identify the methods the Contractor uses to communicate to members about health care and program services and monitor member satisfaction. Examples of member services reports to be submitted by the Contractor, in accordance with the terms of the Reporting Manual, include but are not limited to the reports described in Sections 14.3.1 through Section 14.3.9. 
We will comply with all of the reporting requirements as outlined in 14.3. Our complete response follows 14.11.
[bookmark: _Toc417633856][bookmark: _Toc417826557][bookmark: _Toc418958794]14.3.1 Completion of Initial Health Risk Screening
As described in Section 9.1.1, the Contractor shall complete an initial health risk screening no later than ninety (90) calendar days after member enrollment with the Contractor. Each quarter, at least seventy percent (70%) of the Contractor’s new members, who have been assigned to the Contractor for a continuous period of at least ninety (90) days, shall complete an initial health risk screening within ninety (90) days. For any member who does not obtain an initial health risk screening, the Contractor shall document at least three (3) attempts to conduct the screening. 
[bookmark: _Toc417633857][bookmark: _Toc417826558][bookmark: _Toc418958795]14.3.2 Completion of Comprehensive Health Risk Assessment 
As described in Section 9.1.2, the Contractor shall complete a comprehensive health risk assessment, in the timeframe mutually determined by the Agency. 
[bookmark: _Toc417633858][bookmark: _Toc417826559][bookmark: _Toc418958796]14.3.3 Care Plan Development 
One hundred percent (100%) of members identified by the Contractor through the comprehensive health risk assessment as having a potential special healthcare care need shall have a care plan developed. One hundred percent (100%) of care plans must be updated, at minimum, annually. 
[bookmark: _Toc417633859][bookmark: _Toc417826560][bookmark: _Toc418958797]14.3.4 Member Helpline Performance Report 
The Contractor must demonstrate the following: maintain a service level of eighty percent (80%) for incoming calls that is calculated with this equation: SL= ((T-(A+B)/T)*100) where T= all calls that enter queue, A=calls that are answered after 30 seconds, B=calls that are abandoned after 30 seconds. 
[bookmark: _Toc417633860][bookmark: _Toc417826561][bookmark: _Toc418958798]14.3.5 Member Enrollment and Disenrollment 
The Contractor must report: (i) total member enrollment count for the reporting period; (ii) the total member disenrollment count for the reporting period; and (iii) break out the disenrollment data to show disenrollment occurring during the member’s initial ninety (90) day enrollment period and disenrollment occurring after such enrollment period for cause. 
[bookmark: _Toc417633861][bookmark: _Toc417826562][bookmark: _Toc418958799]14.3.6 Member Grievances Report 
The Contractor shall resolve one hundred percent (100%) of grievances within thirty (30) calendar days of receipt, or within three (3) business days of receipt for expedited grievances. The Contractor must maintain and report to the State a member grievance log, which shall include the current status of all grievances. 
[bookmark: _Toc417633862][bookmark: _Toc417826563][bookmark: _Toc418958800]14.3.7 Member Hearing and Appeals Report 
The Contractor shall resolve one hundred percent (100%) of appeals within forty-five (45) calendar days of receipt, or within three (3) business days of receipt for expedited appeals. Further, one hundred percent (100%) of appeals must be acknowledged within three (3) business days. The Contractor must maintain and report to the State a member appeal log, which shall include the current status of all appeals. 
[bookmark: _Toc417633863][bookmark: _Toc417826564][bookmark: _Toc418958801]14.3.8 Summary of Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey 
The Contractor shall annually provide to the Agency the survey results from its independent CAHPS survey.
[bookmark: _Toc417633864][bookmark: _Toc417826565][bookmark: _Toc418958802]14.3.9 Member Website Utilization Report 
The Contractor must have the capability to track and report to the State member website utilization data, including EOB and quality information hits. 
[bookmark: _Toc417633865][bookmark: _Toc417826566][bookmark: _Toc418958803]14.3.10 Member PCP Assignment Report
The Contractor must report: (i) total member enrollment count for those members under a Value Based Purchasing arrangement for the reporting period; (ii) the total member disenrollment count for those members disenrolled from a Value Based Purchasing arrangement for the reporting period; and (iii) a separate, detail report showing each member assignment to their PCP, including, but not limited to the individual PCP (name, NPI), physical location, affiliated organizational NPI(s), organizational name and organizational tax ID. This report will be in the format and frequency determined by the Department.
[bookmark: _Toc417633866][bookmark: _Toc417826567][bookmark: _Toc418958804]14.4 Provider Network Reports and Performance Targets 
Provider network reports assist the State in monitoring the Contractor’s provider services, network composition and geo-access ratios in order to assess member access, network capacity and provider relations. The Contractor must identify current enrollment, gaps in network services and the corrective actions that the Contractor is taking to resolve any potential problems relating to network access and capacity. The provider network reports and performance targets include but are not limited to the reports described in Section 14.4.1 through Section 14.4.5. 
We will comply with all of the reporting requirements as outlined in 14.4. Our complete response follows 14.11.
[bookmark: _Toc417633867][bookmark: _Toc417826568][bookmark: _Toc418958805]14.4.1 Network Geographic Access Reports for Providers 
The Contractor shall demonstrate access for one hundred percent (100%) of members within the requirements set forth in Exhibit B or additional network adequacy standards developed by the Agency. the Agency reserves the right to request more frequent Network Geographic Access Assessment reporting at the beginning of the Contract, until the Contractor demonstrates that the network access standards have been met. 
[bookmark: _Toc417633868][bookmark: _Toc417826569][bookmark: _Toc418958806]14.4.2 Twenty four (24) Hour Availability Audit 
One hundred percent (100%) of Contractor’s network primary care providers must be available to member’s twenty-four (24) hours-a-day, seven (7) days-a-week, and the Contractor shall implement corrective actions for network providers identified through the audit as failing to meet this standard. 
[bookmark: _Toc417633869][bookmark: _Toc417826570][bookmark: _Toc418958807]14.4.3 Provider Credentialing Report 
The Provider Credentialing Report details the timeliness and effectiveness of the Contractor provider credentialing processes. Credentialing of all providers applying for network provider status shall be completed as follows: (i) ninety percent (90%) within thirty (30) calendar days; and (ii) one hundred percent (100%) within forty-five (45) calendar days. The start time begins when the Contractor has received all necessary credentialing materials from the provider. Completion time ends when written communication is mailed or faxed to the provider notifying them of the Contractor’s decision.
[bookmark: _Toc417633870][bookmark: _Toc417826571][bookmark: _Toc418958808]14.4.4 Subcontractor Compliance Summary Report 
The Contractor shall conduct quarterly formal reviews of all subcontractors and provide summary reports to the Agency, in the prescribed format, of all key findings and any applicable corrective action plans implemented. 
[bookmark: _Toc417633871][bookmark: _Toc417826572][bookmark: _Toc418958809]14.4.5 Provider Helpline Performance Report 
The Contractor must demonstrate the following: maintain a service level of eighty percent (80%) for incoming calls that is calculated with this equation: SL= ((T-(A+B)/T)*100) where T= all calls that enter queue, A=calls that are answered after 30 seconds, B=calls that are abandoned after 30 seconds. 
[bookmark: _Toc417633872][bookmark: _Toc417826573][bookmark: _Toc418958810]14.5 Quality Management Reports & Performance Targets
Quality management reports document the methods and processes the Contractor uses to identify program and clinical improvements that enhance the appropriate access, level of care, quality and utilization of program services by its members and providers. These reports assist the Agency in monitoring the Contractor’s quality management and improvement activities. The quality management reports include but are not limited to the reports described in Section 14.5.1 through Section 14.5.5. 
We will comply with all of the reporting requirements as outlined in 14.5. Our complete response follows 14.11.
[bookmark: _Toc417633873][bookmark: _Toc417826574][bookmark: _Toc418958811]14.5.1 Quality Management and Improvement Program Work Plan 
The Contractor shall develop a work plan for the Quality Management and Improvement Program to identify the goals the Contractor has set to address its strategy for improving the delivery of health care benefits and services to its members. The work plan shall identify the steps to be taken and include a timeline with target dates. The plan shall be submitted prospectively for each year, with quarterly updates and a final evaluation of the prior year. An initial draft plan shall be submitted with the RFP. An official draft plan shall be submitted within 15 days of Contract execution. A final work plan, incorporating any changes requested by the Agency, shall be submitted to the Agency within 30 days after the first submission of the plan. The Contractor shall execute, adhere to, and provide the services set forth in the Agency-approved plan. Changes to the plan must receive prior approval from the Agency, and the Contractor shall make any updates to maintain a current version of the plan. A part of this work plan must include the Contractor’s proposal to align with the SIM project, including specific detail for the value based purchasing requirements described in section 6.1.2. 
[bookmark: _Toc417633874][bookmark: _Toc417826575][bookmark: _Toc418958812]14.5.2 Quality Management Committee Meeting Minutes 
Quality Management Committee meeting minutes document the actions of the Contractor’s Quality Management Committee and must be provided in the reporting cycle following the meeting.
[bookmark: _Toc417633875][bookmark: _Toc417826576][bookmark: _Toc418958813]14.5.3 Care Coordination Report 
The Care Coordination Report is a summary report of all members engaged in care coordination programs developed by the Contractor, in accordance with Section 9, including summary information on active participation, number of contacts, disenrollment and outcomes. 
[bookmark: _Toc417633876][bookmark: _Toc417826577][bookmark: _Toc418958814]14.5.4 HEDIS Report 
The Contractor shall conduct an annual HEDIS audit survey and submit the compliance auditor’s final audit report along with the same audited data provided to NCQA. The Agency shall establish baseline performance targets for all HEDIS measures. 
[bookmark: _Toc417633877][bookmark: _Toc417826578][bookmark: _Toc418958815]14.5.5 Quarterly Health Outcomes and Clinical Reports 
The Agency intends to establish quarterly clinical reports and baseline rates to monitor healthcare services utilization and quality outcomes. Priority areas for monitoring which the Contractor shall report on include, but are not limited to: 
14.5.5.1 Behavioral Health. (i) Follow-up after inpatient hospitalization for mental illness; (ii) readmission rates …
14.5.5.2 Children’s Health. (i) EPSDT screening rate; (ii) well-child visits; (iii) adolescent well-care visits …
14.5.5.3 Prenatal and Birth Outcomes. (i) Number of infants born between thirty-four (34) and thirty-six (36) …
14.5.5.4 Chronic Condition Management. These reports shall include measures that report on the effectiveness …
14.5.5.5 Hospitalization and ER. (i) potentially preventable admissions; (ii) hospital readmission rates …
14.5.5.6 Adult Preventive Care. (i) cervical cancer screening; (ii) breast cancer screening …
[bookmark: _Toc417633878][bookmark: _Toc417826579][bookmark: _Toc418958816]14.6 LTSS Reports and Performance Targets 
LTSS reports document the Contractor’s quality and management outcomes for individuals residing in an institutional setting or receiving HCBS. These reports document the Contractor’s effectiveness in implementing institutional diversion strategies and promoting the provision of HCBS include but are not limited to the reports described in this section. 
We will comply with all of the reporting requirements as outlined in 14.6. Our complete response follows 14.11.
[bookmark: _Toc417633879][bookmark: _Toc417826580][bookmark: _Toc418958817]14.6.1 Nursing Facilities Admission Rates 
The Nursing Facilities Admission Rates report shall document the nursing facility, ICF/ID, and PMIC admission rate. The Agency shall establish a baseline rate and the Contractor shall demonstrate a decrease in the number of nursing facility, ICF/ID, and PMIC days used by eligible members. 
[bookmark: _Toc417633880][bookmark: _Toc417826581][bookmark: _Toc418958818]14.6.2 Nursing Facility Days of Care 
The Nursing Facility Days of Care report shall document the number of nursing facility, ICF/ID, and PMIC days used by members. The Agency shall establish a baseline rate and the Contractor shall demonstrate a decrease in the number of nursing facility, ICF/ID, and PMIC days used by eligible members. 
[bookmark: _Toc417633881][bookmark: _Toc417826582][bookmark: _Toc418958819]14.6.3 Return to Community 
The Return to Community report shall document the percentage of members who return to the community following nursing facility, ICF/ID, and PMIC admission. The Agency shall establish a baseline rate and the Contractor shall demonstrate an increase in the number of members returning to the community. 
[bookmark: _Toc417633882][bookmark: _Toc417826583][bookmark: _Toc418958820]14.6.4 ICF/ID and PMIC Report 
The ICF/ID and PMIC report shall document measures for ICF/ID and PMIC services to be determined by the Agency. 
[bookmark: _Toc417633883][bookmark: _Toc417826584][bookmark: _Toc418958821]14.6.5 Fall Risk Management 
The Fall Risk Management report shall document the percentage of members in long-term care who are at risk for falling who are seen by a practitioner and receive fall risk intervention. 
[bookmark: _Toc417633884][bookmark: _Toc417826585][bookmark: _Toc418958822]14.6.6 Hospital Admission after Nursing Facility Discharge
The Hospital Admission after Nursing Facility Discharge report shall document the percentage of members discharged from a nursing facility who had a hospital admission within thirty (30) days. The Agency shall establish a baseline rate and the Contractor shall demonstrate a decrease in the admission rate. 
[bookmark: _Toc417633885][bookmark: _Toc417826586][bookmark: _Toc418958823]14.6.7 Self-Direction 
The Self-Direction report shall document the number of members who are self-directing eligible HCBS as described in Section 4.4.8. The Agency shall establish a baseline rate and the Contractor shall demonstrate an increase in self-directed services. 
[bookmark: _Toc417633886][bookmark: _Toc417826587][bookmark: _Toc418958824]14.6.8 Timeliness of Level of Care 
The Timeliness of Level of Care Report report shall document the Contractor’s timely completion of level of care reassessments. One hundred percent (100%) of reassessments must be completed within twelve (12) months of the previous assessment. The Agency also reserves the right to audit the application of level of care criteria to ensure the accurate and appropriate application of criteria. 
[bookmark: _Toc417633887][bookmark: _Toc417826588][bookmark: _Toc418958825]14.6.9 Timeliness of Needs Assessment and Reassessments 
The Timeliness of Needs Assessment and Reassessments report shall document the Contractor’s timely completion of needs assessments and reassessments for 1915(c) HCBS waiver enrollees. One hundred percent (100%) of needs assessment shall be completed within the timeframe mutually agreed upon between the Contractor and the Agency in the course of Contract negotiations. 
[bookmark: _Toc417633888][bookmark: _Toc417826589][bookmark: _Toc418958826]14.6.10 Care Plan and Case Notes Audit 
The Agency reserves the right to conduct an audit, or to utilize a subcontractor to conduct an audit, of 1915(c) HCBS waiver care plans and case notes to determine Contractor compliance with: (i) timely completion; (ii) care plan addressing the member’s assessed health and safety risks, and personal goals; (iii) member signature on the care plan; (iv) all providers are listed on the care plan; (v) all funding sources are listed on the care plan; (vi) plan for supports available to the member in the event of an emergency are documented; (vi) provision of services as delineated in the care plan; (viii) discussion of advanced directives with members; (ix) percentage of new members starting ongoing services within the required timeframe; (x) member and/or guardian participation in care plan development; and (xi) number and percentage of in-person visits that were on time, late or missed. 
[bookmark: _Toc417633889][bookmark: _Toc417826590][bookmark: _Toc418958827]14.6.11 Critical Incident Reporting 
This report shall document, at minimum, the number, percent and frequency of critical incidents and the number and percent reported within the required timeframes. The Agency shall monitor critical incident reports submitted by the Contractor to identify potential performance improvement activities. 
[bookmark: _Toc417633890][bookmark: _Toc417826591][bookmark: _Toc418958828]14.6.12 Out of State Placements
This report shall include information regarding the members receiving out of state placements and providers for adults and children.
[bookmark: _Toc417633891][bookmark: _Toc417826592][bookmark: _Toc418958829]14.7 Quality of Life Reports and Performance Targets 
The Agency intends to develop reports, baseline data and performance targets surrounding quality of life outcomes for members. Potential areas for measurement include but are not limited to: (i) increased life expectancy; (ii) number and percentage of members who gain and maintain competitive employment; (iii) number and percentage of members engaged in volunteer work; (iv) satisfaction; and (v) reduction in homelessness. The Agency may require the Contractor to conduct a member survey to measure key experience and quality of life indicators using best practices for reaching populations with special healthcare needs. The State will analyze the findings of the survey to identify required performance improvement activities, shall make the findings available to stakeholders and shall have the EQRO validate the findings. 
We will comply with all of the reporting requirements as outlined in 14.7. Our complete response follows 14.11.
[bookmark: _Toc417633892][bookmark: _Toc417826593][bookmark: _Toc418958830]14.8 Utilization Reports and Performance Targets 
Utilization reports assist the Agency in monitoring the Contractor’s utilization trends to assess its stability and continued ability to offer health care services to its members. The Contractor shall submit these reports to the Agency. The utilization reports and performance targets include but are not limited to the reports described in Section 14.8.1 through Section 14.8.3. 
We will comply with all of the reporting requirements as outlined in 14.8. Our complete response follows 14.11.
[bookmark: _Toc417633893][bookmark: _Toc417826594][bookmark: _Toc418958831]14.8.1 Program Integrity Plan 
The Program Integrity Plan must be updated annually and submitted to the Agency for review. Quarterly high-level progress reports shall be submitted to the Agency outlining key activities, findings and progress toward meeting goals and objectives. Quarterly recoupment totals shall also be provided. All plan updates must be approved by the Agency. 
[bookmark: _Toc417633894][bookmark: _Toc417826595][bookmark: _Toc418958832]14.8.2 Prior Authorization Report 
One hundred percent (100%) of standard authorization decisions shall be rendered within seven (7) calendar days of the request for service, or three (3) business days for expedited authorization decisions. For pharmacy prior authorization one hundred percent (100%) of authorization decisions shall be rendered within twenty-four (24) hours of the request for service. On a quarterly basis, the Contractor shall submit a summary report of approvals, pending requests and denials from the end of the previous reporting period. 
[bookmark: _Toc417633895][bookmark: _Toc417826596][bookmark: _Toc418958833]14.8.3 Pharmacy Rebate Reporting 
In accordance with Section 3.2.6, the Contractor shall submit reports to facilitate pharmacy rebate collection in the manner and timeframe required by the Agency. 
[bookmark: _Toc417633896][bookmark: _Toc417826597][bookmark: _Toc418958834]14.8.4 Pharmacy Reporting 
The Contractor shall provide additional reporting specific to the pharmacy program, including, but not limited to: Pharmacy help desk performance; Prior authorization performance; Prior Authorization request turnaround time; Number of claims submitted as a 72-hour emergency supply; Denials (name of drug, number of requests, number of denials); Pharmacy network access; Grievance and appeals and Medication therapy management initiatives. 
[bookmark: _Toc417633897][bookmark: _Toc417826598][bookmark: _Toc418958835]14.9 Claims Reports and Performance Targets 
The Claims reports assist the Agency in monitoring the Contractor’s claims processing activities to ensure appropriate member access to services and payments to providers. The Contractor must submit claims processing and adjudication data. The Contractor must also identify specific cases and trends to prevent and respond to any potential problems relating to timely and appropriate claims processing. The Contractor must meet the performance targets described below & submit the data and reports described in Section 14.9.1 and Section 14.9.2. 
We will comply with all of the reporting requirements as outlined in 14.9. Our complete response follows 14.11.
[bookmark: _Toc417633898][bookmark: _Toc417826599][bookmark: _Toc418958836]14.9.1 Adjudicated Claims Summary, Claims Aging Summary, and Claims Lag Report 
The Contractor must pay or deny ninety percent (90%) of clean claims within fourteen (14) calendar days of receipt, ninety-nine point five percent (99.5%) of clean claims within twenty-one (21) calendar days of receipt and one hundred percent (100%) of claims within ninety (90) calendar days of receipt. 
[bookmark: _Toc417633899][bookmark: _Toc417826600][bookmark: _Toc418958837]14.9.2 Claims Denials Reasons 
The Contractor must report to the Agency the top ten (10) most common reasons for claim denial. 
[bookmark: _Toc417633900][bookmark: _Toc417826601][bookmark: _Toc418958838]14.10 CMS Reporting 
The Contractor shall submit data necessary to support and report on federal waiver requirements and as requested by CMS in the manner and timeframe required by the Agency and CMS. This includes, but is not limited to the following data related to Iowa Health and Wellness Plan members: (i) information about the State’s collection activities.
[bookmark: _GoBack]We will comply with all of the reporting requirements as outlined in 14.10. Our complete response follows 14.11.
[bookmark: _Toc417633901][bookmark: _Toc417826602][bookmark: _Toc418958839]14.11 IDPH Reporting
The Contractor shall be required to submit reports to IDPH necessary to support the Substance Abuse Prevention and Treatment Block Grant and other reporting requirements. Such reports shall be determined by IDPH.
Reporting Requirements
As is outlined in the following table, we maintain a comprehensive system that is designed to support the Agency’s information and business intelligence requirements. These systems will adequately address the requirements described in Sections 14.1 – 14.11. For example, our LTSS suite of reports enables us to monitor and track our compliance with the Agency’s reporting requirements along with the status of key performance indicators (see Table). These reports also help us manage our financial, clinical and operational performance, and identify issues and trends related to LTSS performance.
	LTSS Suite of Reports

	LTC1A: HCBS Plan Summary Report – Reports monthly utilization and cost of home- and community-based services (HCBS) by market, cohort and category of service.

	LTC1B: HCBS Service Coordinator Summary – Reports monthly utilization and cost of HCBS by service coordinator.

	LTC4: Member Cohort Transition – Count of membership by cohort including members transitioning between cohorts from the previous month along with additions and terminations from the previous month.

	LTC8: Custodial Nursing Home Summary – Reports monthly summary of users and cost for custodial nursing home stays. Includes summary by provider. Also includes monthly member nursing home level for members who have had a “High” level. Data available for sites with NH claims processed through the claim system.

	LTC33: ID Card TAT Reports for LTC – Turn Around Time (TAT) reports for LTC for ID cards (AZ, HI, TX, MA, NM).

	LTC37: HCBS Claims Status Report – Monthly active members who do not have HCBS  claims on file within the six-month baseline associated with their cohort. Includes summary of the member’s CareOne data, procedure codes, cohorts and eligibility criteria specified and approved by each market.

	LTC38: Performance Levers – The Financial Levers Report Package is a set of metrics displaying metrics selected by Corp LTC Plan Executives as indicators of successful LTC Plan management including Monetary, Utilization, Benefit Expansion and Member Mix metrics.

	LTC IP Trend Reports – Trend report for inpatient stays, including metrics such as days/1,000 admits/1,000 denial rates ALOS, etc. Data can be extracted by case type, age group and diagnosis.

	HCBS Notification Trend Report – Uses CareOne Authorization data to forecast claims costs and compares to actual claims experience; allows drill-down to Service Coordinator.

	LTC Monthly Denied Claims Report – Monthly denied claims by LTC plan.


Attachment 5 Question (Section 14 – Performance Targets and Reporting Requirements):
1. Describe your plan to provide the reports described in the RFP, in the format required, and using templates that may be specified in the Reporting Manual and updated from time to time.
Our first step in ensuring that we are prepared to provide reports in state-specific formats is the cataloging of all required state submissions. Kari Plagge, our Iowa compliance officer, will document and track all required reports as specified in the RFP and Reporting Manual, as well as when changes are required to the content or template formats. Our business intelligence reporting team will ensure that all contractual reports and regulatory audits are supported timely, completely, accurately and fully documented. The team is a dedicated resource and well-versed in the expectations of contractual reporting expected in the execution of state Medicaid contracts. This team develops reports to meet state reporting requirements in the templates specified in the reporting manual. Any changes to reports will be made following the same rigorous development and testing process.
Our powerful, proven data collection, storage and analytics systems will support the Agency’s reporting requirements by leveraging the systems and tools integrated with our CSP solution, which is built on our Facets claim system that provides core transaction processing. These systems and tools are as follows:
Strategic Management Analytic Reporting Tool (SMART): Most of our reports are drawn from our custom Medicaid data warehouse, SMART, and include data we manage internally and data managed externally by our subcontractors, allowing us to report on all aspects of our operations. Data are fed to SMART daily, biweekly and monthly from several systems, such as: CSP, our claims management system; CommunityCare, our care coordination system; CareOne, our utilization management system; and National Encounter Management Information System (NEMIS), our encounter data submission system. Using SMART, we perform sophisticated, data-intensive analysis (e.g., medical cost trending) to pinpoint issues with member care, without impacting our transaction databases. 
[bookmark: _Toc346910524][bookmark: _Toc375563976]CareOne: CareOne enables our utilization management capabilities including prior authorizations. It is integrated with our CSP system for claims processing; EVV for initiating approved member services; and CommunityCare to both receive service requests and share members’ past utilization management history.
CommunityCare: CommunityCare provides our management staff with a person-centered view of our members’ data, including clinical information, prescription history, health assessments, care plans, clinical interventions (e.g., disease management or medication management) and the frequency and scope of services authorized and used by integration with CareOne. CommunityCare identifies a member’s care level requirements and documents his/her values, preferences, expressed needs and goals. It also captures input received from member representatives or family members. 
[bookmark: _Toc346910526][bookmark: _Toc346910528][bookmark: _Toc375563979]Escalation Tracking System (ETS): ETS provides trends on member grievances and appeals, enabling our management team to evaluate the need for policy and procedural changes or service improvement. Using ETS, grievances are tracked and reported to the Agency according to any field of interest (e.g., by type, status, date range). ETS identifies resolution of all cases with open, closed or outstanding grievances or appeals; tracks staffing resolution time frames for grievances and appeals; tracks referrals to other entities; and allows customized reporting and inquiries on multiple data elements.
Impact Pro™: Impact Pro continuously evaluates enrollment and claims data to proactively identify health risks and intervention opportunities. This process incorporates a variety of data from claims, pharmacy and lab data, and PCPs. Impact Pro algorithms forecast future health risk, stratify high-risk members and provide crucial data analytic capabilities that assist in the production of targeted reports and effective member intervention.
[bookmark: _Toc346910529][bookmark: _Toc375563980]MedMeasures: This NCQA-certified application creates HEDIS quality reports and provider profiles. It provides the foundation for medical quality improvement programs like provider profiling and gaps-in-care analysis. It also performs detailed analysis with access to member detail and information on specific members qualified for each measure.
NEMIS: NEMIS is a strategic, internally developed encounter data submission and reporting system. NEMIS initiates submission, tracks responses, provides error correction and resubmission of Medicaid encounters. NEMIS also generates reports, such as integrity reports that analyze medical claims as well as member, provider and encounter data. This information enables us to address deficiencies in the quality and completeness of all vendor data.
The following graphic shows a high-level overview of our reporting system data feeds.
[image: C:\Users\srotherm\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\3B9DH39F\Reporting Flow.jpg]
Figure 29. Reporting Process Flow. Our integrated systems provide robust reporting capabilities. 
Reporting Capabilities
In addition to our SMART data warehouse, we also run reports directly from the CSP claims platform, if needed (using Business Objects Crystal reporting), for more time-sensitive transactional reporting (e.g., check registers and claims queues). In addition to the clinical capabilities described above, our CareOne data includes authorizations, and our CommunityCare data includes care management status updates and notes, health risk assessment results, member compliance and progress and care coordination team updates, and is available on a dedicated reporting server to our reporting team.
Reports are distributed electronically through folders on our servers and, when appropriate, distributed on our intranet. We use a secure system to allow team members to independently, and on-demand, run specific reports. Using SMART analytics tool, the BI team has produced several scorecard and dashboards including key metrics trends. Power users of SMART can use predesigned templates and drill-down features to complete analysis of high-level trends to pinpoint potential root causes. This helps our management understand business performance and work on action plans to address changes to the business.
We recognize the need for information support that is specialized to key areas of care management, plan operations and financial indicators. Our dedicated reporting server is populated nightly with data extracted from our CSP claims management system and our provider credentialing system. We also perform monthly loads of data from major subcontractors to whom we delegate claims processing responsibility. Finally, data populated nightly from the utilization management system, CareOne, is also available to our reports team via the reporting server.
Current ad hoc reporting capabilities are tailored according to data requests—a one-time report is extracted by a data analyst, or can be designed using SQL (structure query language) programs or Business Objects Crystal Reporting. Business Objects Crystal reports are configured to accept multiple variables via a form allowing the business team to run a report for different dates, members, providers or code sets. Reports can be programmed to extract data from any of the available reporting sources. The number and variety of reports that can be developed from these vast data repositories is extensive due to the number of available reporting databases. In addition, these reports are written to specification and can be customized to create the most specific types of custom reports. For specific needs, we can also supply large amounts of detail data in the form of a stand-alone Access database or Excel workbook. This ability allows business teams to analyze large amounts of data via pivot tables in Excel, reports or queries within Access.
Our reporting capabilities are further supplemented by our Impact Pro toolset which continuously evaluates enrollment data to proactively identify health risks and intervention opportunities. This process incorporates and integrates a variety of data from claims, pharmacy and lab data. Impact Pro algorithms forecast future health risk and stratify high-risk members and provide information for us to help build the intensity of care management interventions—crucial data analytic capabilities that assist in the production of targeted reports and, in turn, effective member intervention.
Attachment 5 Question (Section 14 – Performance Targets and Reporting Requirements):
2. Describe additional data/reports you are capable of providing that can help the State evaluate the success of the program.
We have successfully applied our extensive experience in managing the health care needs of Medicaid participants across the country to develop extensive health data analytics capabilities using the reporting solution described in this proposal. These capabilities support health risk analysis, predictive modeling and care planning activities attuned specifically to diverse populations with complex health care needs. Through our reporting solution, we extract information from clinical and administrative data sources to:
Package members’ clinical episodes of care, prior use and prescription drugs for easier use in care management
Estimate both future expenditures and calculate the probability of one or more hospitalizations
Create markers of risk that can be both predictive and provide clinical insights into why a member has risks
Identify gaps in care based upon nationally recognized, evidence-based clinical guidelines
Support care and disease management interventions and decision-making, based upon evidence-based guidelines
We use data analytics to conduct population health analyses that accurately identify any population type with which we work. Through this work, we allocate resources efficiently (e.g., member care, health administration, funding) to program areas that would most benefit. We monitor the effectiveness of our programs, detecting population trending and changes, which allows us to retool our efforts to meet any new and subsequent conditions. As such, we will rely heavily on our health data analytics solution to support the Iowa High Quality Healthcare Initiative and propose to extend some of this functionality to providers, particularly for activities related to care plan management.
Our UnitedHealthcare leadership team in Iowa will have access to and support from the various technical, financial and reporting teams, to support the Agency’s standard and ad hoc data analytical and reporting needs and to satisfy our contractual agreement. Furthermore, we will dedicate local resources to support the reporting needs for the Iowa High Quality Healthcare Initiative.
[bookmark: _Toc346910521][bookmark: _Toc375563973]Healthplan Manager Application
The Healthplan Manager Application (HMA) provides the Agency with a targeted, data-driven strategic roadmap to optimize performance as we evolve our programs. Working in conjunction with SMART, HMA adds to our analytical resources and reporting capabilities as illustrated in the representative view below. Using a user-friendly graphical interface, it allows us to segment the Agency’s data using dozens of attributes to analyze financial, clinical and individual decision-making patterns.
[image: ]
Figure 30. Healthplan Manager Application. This tool adds to our analytical resources and reporting capabilities.
The HMA includes integrated clinical, financial and pharmacy data on a member level, making it possible to understand all of our members’ needs; provides analysis that allows us to partner with the Agency to provide key insights that really matter to Iowa High Quality Healthcare Initiative members; and accesses our robust data and experience across 5.1 million lives to provide benchmarks that can enhance the Iowa High Quality Healthcare Initiative and potentially inform health policy decisions.
Using HMA, we can compare results to prior experience, book-of-business norms or peer benchmarks. We can customize results to limit or compare Iowa High Quality Healthcare Initiative member experience to medical product offerings and virtually any other subset of the Iowa High Quality Healthcare Initiative population. Flexibility to segment and benchmark Iowa High Quality Healthcare Initiative data allows us to partner with the Agency to understand what motivates every level of our member population to make better health care decisions.
Information about our members, representing critical financial, clinical, pharmacy and consumer metrics is integrated into a single, unified Health Plan Performance Review, providing the insights needed to achieve maximum plan effectiveness and a healthier membership. Using HMA, we conduct this quarterly/annual Health Plan Performance Review, in which we partner with the Agency to review HMA analyses and gain a better understanding of member behavior, cost drivers and ideas to maintain and/or improve the Iowa High Quality Healthcare Initiative’s performance.
Use of MMIS Claims Data
As a key input to our startup activities, we need to receive at least one year of complete claims data to enable comprehensive health risk analysis and modeling through Impact Pro. The results of the Impact Pro predictive modeling and risk stratification, including the “risk scoring” of individual members, will then be used by care managers for care planning. The Impact Pro results are also loaded back into SMART for data analytics and reporting.
Use of Other Data Sources
Our health data analytics solution will also leverage data generated internally, including:
Data gathered through initial health screenings and formal health risk assessments
Results of health risk modeling processes conducted in Impact Pro
Services built into a member’s care plan
Service authorizations
Data outputs from MedMeasures including EPSDT statistics and HEDIS performance measures
Attachment 5 Question (Section 14 – Performance Targets and Reporting Requirements):
3. Describe your internal operational structure that will support the compilation of the performance data and reporting processes of the programs, including:
a. The qualifications and experience of the staff responsible for the production and delivery of performance data to the State.
b. The process for internal review and validation of data prior to submission to the State.
Operational StructureFigure 31. Iowa Reporting Teams. Local reporting resources will be supported by our national Business Intelligence team.

Our reporting team is organized into several functional areas to best serve the Agency and our regulatory partners. Under the direction of our CEO, effective direction is provided to our reporting teams to meet reporting requirements. The national BI teams include resources that support the member and provider experience, regulatory reporting, data integrity, complex care, clinical reporting and support of the SMART data warehouse.
Qualifications and Experience for Reporting Staff for the Iowa Program
Local Team
Chief executive officer (CEO): The CEO has full and final responsibility for plan management and compliance with all provisions of the contract, including complying with all reporting requirements.
Chief financial officer (CFO): The CFO will oversee the budget and accounting systems of the Iowa High Quality Healthcare Initiative and will be responsible for ensuring we meet the State’s requirements for financial performance and reporting.
Compliance officer: The compliance officer is responsible for coordinating with internal resources to meet the State’s reporting requirements. Additional responsibilities include overseeing the timeliness, accuracy and completeness of reports and data submission to the State.
Business intelligence manager: The business intelligence manager will work to make sure our data conforms to the Agency’s data standards and policies.
Business Intelligence Team
Our business intelligence team consists of 80 professionals, with more than 560 combined years of experience in the area of data management and reporting. At least 250 years of this combined experience is in the health care industry developing data and reporting solution for internal use or to support managed care contractual requirements. The goal of this team is to develop business knowledge to complement technical skills to best partner with the UnitedHealthcare health plan leaders to understand and deliver on state Medicaid contract requirements.Figure 32. Report Development Process Flow. Our standardized report development and testing process ensures consistent, timely and accurate reports.

Process for Internal Review and Validation of Data
UnitedHealthcare maintains policies, procedures and mechanisms to ensure that the financial and non-financial performance data submitted to the Agency is accurate. The compliance officer will work with the data compliance manager and the BI team to review and validate data by following the process described below.
[bookmark: _Toc375563985]Contractual and Regulatory Report Development Process
Our business intelligence team:
Develops and implements common intake and report development processes for reporting and analytics to provide consistent reports, dashboards and analytic tools to our local management and the Agency
Maintains a centralized, highly skilled staff of health informatics data analysts trained in programming and the operational policies of an MCO to provide tailored report production
Provides on-demand research and analysis of business issues and opportunities
Deploys key dashboards and analytic tools for self-service
Provides required operational and regulatory reporting
Our business intelligence team implements our reporting process, presented below, to develop all reports, regardless of the type of reporting required, including automatic reports, manual reports and ad hoc reports. The process is based upon industry-standard development and internal test processes and includes:
Consistent submission of report requests using an automated report management system that tracks report requests and status
Consistent communication on report development status between the regulatory reporting team and the report requestor through our automated report management system
State review and approval of report formats to verify the report provides the required data
Complete and accurate reports through multiple stages of report development, including the Agency’s review and approval
Submission of reports according to the Agency’s delivery schedule
[bookmark: _Toc375563986]Ensuring Accurate, Complete and Timely Reporting Submissions
Our compliance officer reviews all reports to confirm completeness of reports submitted to the Agency. This process includes a review of the report’s accuracy, and is performed by the functional lead of the area affected by the report. Working with our local compliance officer, our business intelligence team confirms that regulatory reports and audits are supported in a timely and accurate fashion. The team is a dedicated resource and well-versed in the expectations of contractual reporting expected in the execution of state Medicaid contracts. 
Our national business intelligence team provides the following functions to ensure accurate and timely report development and submission:
Regulatory Reporting Business Requirements Documentation: Complete and detailed reporting requirements documentation, based upon our requirements/companion guides/discussions for each regulatory report, is produced and loaded into our versioning control system. 
Regulatory Reporting Submissions: Our national business intelligence team provides the reporting required on time and according to the requirements documentation. New reports follow a strict process of testing, user acceptance testing and analysis of the reports and sign-off from the business. Once a report has been approved by the business, it is placed into our automated production reporting environment and produced on the schedule requested by the business/market.
Regulatory Report Change Control: Approved reports are placed into our versioning control system. If a change or modification is required, a change control document is created based upon the new requirements and the existing report(s) is checked out of version control and development of the changes begin. A test report(s) is provided for quality assurance, analysis and user acceptance testing to ensure the requested changes/modifications have been achieved and the report(s) is true and correct. Once the changes/modifications to the report(s) have been approved, it is checked back into our versioning control system and placed into our automated production reporting environment and produced on the schedule requested by the business/market. An automated report delivery system provides the business with the final output location of the report(s) once the report(s) have completed their run cycle and have passed our internal analysis and validation of the data captured by the report.
Audit Support: Our process is to capture the universe of claims/member/provider data required for any of the regulatory reporting requirements prior to the run cycle of the reports. Once the reports have been approved and submitted by the local health plan, the universe of data is exported to remain in a static fashion. 
Requests for audit data are handled through our business intelligence intake system. Each audit request is supported by the exported universe data for the requested reporting period and elements unless an audit restatement is requested. Requested audit reporting requirements are fulfilled and provided to the business as requested within reason of the time frame requested.
Requests for audit restatement are handled through our business intelligence intake system. Each audit restatement request requires a re-pull of the universe of data supporting the submissions and re-reporting the refreshed or restated data. Requested audit reporting requirements are fulfilled and provided to the business as requested within reason of the time frame requested. Once the restatement has been approved and submitted, the data are exported to remain in a static fashion.
In accordance with 42 CFR 438.604 and 42 CFR 438.606, all data are certified and signed by our chief executive officer, chief financial officer or an individual with delegated authority to sign, and who reports to one of these employees. The attestation certifies that based upon his/her knowledge, information and belief that the data and documents submitted to the State are accurate, complete and truthful. The signed report attestation is forwarded to the compliance officer who retains a copy of it for the period specified by the State. The original certification will be submitted concurrently with the certified data.
We understand the Agency reserves the right to audit our self-reported data and change reporting requirements at any time with reasonable notice. We look forward to the opportunity to meet with authorized representatives from the Agency, either in person or via conference calls, to discuss the performance data. In the event the Agency identifies potential performance issues, we will formally respond in writing within two business days of receipt of the feedback meeting or conference call. We acknowledge that if we fail to provide a formal, written response to the feedback within two business days, the Agency may consider us non-compliant in our performance reporting and may implement corrective actions.
Quality Management Reports and Performance Targets
We understand and will comply with the quality management reports and requirements, described in Section 14.5.1 through Section 14.5.5, which will be used to document the methods and processes we use to identify program and clinical improvements that enhance the appropriate access, level of care, quality and utilization of program services by its members and providers, and to assist the Agency monitor our quality management and improvement activities. See Attachment 14.5.1 Quality Management and Improvement Program Work Plan. We understand and acknowledge that our Quality Management Committee meeting minutes document the actions of our Quality Management Committee and will be provided to the Agency in the reporting cycle following the meeting.
Attachment 5 Question (Section 14 – Performance Targets and Reporting Requirements):
4. Please provide any available Medicaid HEDIS scores in states in which you operate.
Attachment 14.5.4a HEDIS Scores:
UnitedHealthcare Medicaid and CHIP HEDIS Rates Reported to NCQA CY 2014—This attachment reflects audited and certified rates reported to NCQA in 2014 for care rendered in 2013 by our Medicaid and CHIP health plans nationwide. HEDIS rates are reported to NCQA based on individual state contract accreditation requirements.
Attachment 14.5.4b Iowa hawk-i HEDIS Scores:
UnitedHealthcare Plan of the River Valley hawk-i Outcome Measures 2014 Reported October 2014—In addition, we are submitting the Iowa hawk-i CHIP Outcomes Measures reported to the state in 2014 as per our contract. This data was not required to be reported to NCQA and therefore is not included in Attachment 14.5.4a; however, our independent HEDIS auditor, Attest Health Care Advisors, certified these results in June 2014.
Attachment 5 Question (Section 14 – Performance Targets and Reporting Requirements):
5. 	Provide a copy of your most recent external quality review report for the Medicaid contract that had the largest number of enrollees as of the RFP date.
Please refer to Attachment 14.1 External Quality Review Report. 
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[bookmark: _Toc416176249][bookmark: _Toc417633902][bookmark: _Toc417826603][bookmark: _Toc418958840]Section 15 – Termination
Attachment 5 Question:
Please explain how you propose to execute Section 15 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience. 
While we do not anticipate the need for contract termination, in the unlikely event it would happen, we will do everything possible to ensure a smooth transition for the Agency and our members. Specifically, we will develop a transition plan to complete the duties outlined in Section 15, Termination, in the event of contract termination or expiration. This plan will comply with Agency requirements and will specifically address the duties required as set forth in Section 15.1.1. We are committed to developing and implementing a successful transition plan that minimizes disruption for members and providers. 
[bookmark: _Toc416176250][bookmark: _Toc417633903][bookmark: _Toc417826604][bookmark: _Toc418958841]15.1 Contractor’s Termination Duties 
Termination or expiration of the Contract does not discharge the obligations of the Contractor with respect to services or items furnished before termination or expiration of the Contract. Termination or expiration of the Contract does not discharge the State’s payment obligations to the Contractor or the Contractor’s payment obligations to its subcontractors and providers. In the event of Contract termination, the Agency reserves the right to require the Contractor to continue to serve or arrange for provision of services to members for up to forty-five (45) calendar days from the Contract Termination Date or until the members can be transferred to another program contractor, whichever is longer. During this transition period, the Agency shall continue to make payments under the terms of the Contract. The State reserves the right to withhold some or all retroactive capitation adjustment payments due and owing to the Contractor in the event the Contractor fails to comply with the responsibilities set forth in this section. Upon receipt of notice of termination or upon request of the Agency, Contractor shall conduct the following activities to minimize the disruption of services to members and providers: 
[bookmark: _Toc416176251][bookmark: _Toc417633904][bookmark: _Toc417826605][bookmark: _Toc418958842]15.1.1 Duties 
15.1.1.1 Agree to comply with all duties and/or obligations incurred prior to the actual termination date of …
15.1.1.2 Cooperate in good faith with the Agency and its employees, agents and independent contractors …
15.1.1.3 Appoint a liaison for post-transition concerns and provide for sufficient claims payment staff, member …
15.1.1.4 Submit a written Transition Plan to the Agency for approval within 60 days of Contract execution…
15.1.1.5 Provide the Agency, or its designated entity, all records related to the Contractor’s activities undertaken …
15.1.1.6 Provide the Agency, or its designated entity, in the format and within the timeframes set forth by the …
15.1.1.7 Provide the Agency, or its designated entity, all performance data with a due date following the …
15.1.1.8 Participate in the External Quality Review, as required by 42 CFR 438, Subpart E, for the final year of …
15.1.1.9 Maintain the financial requirements, as described in the Contract as of the Contractor’s date of …
15.1.1.10 Submit reports to the Agency every thirty (30) calendar days detailing the Contractor’s progress in …
15.1.1.11 Be responsible for resolving member grievances and appeals with respect to dates of service prior to …
15.1.1.12 Maintain claims processing functions as necessary for a minimum of twelve (12) months in order to …
15.1.1.13 Be financially responsible for all claims with dates of service through the day of termination or …
15.1.1.14 Be financially responsible for services rendered through the day of termination or expiration of the …
15.1.1.15 Be financially responsible for inpatient services for patients hospitalized on or before the day of …
15.1.1.16 Be responsible for submitting encounter data to the Agency for all claims incurred before the …
15.1.1.17 Arrange for the orderly transfer of patient care and patient records to those providers who will assume …
15.1.1.18 In the event that the Agency assigns members or responsibility to another program contractor, the …
15.1.1.19 Reserved. 
15.1.1.20 Coordinate the continuation of care for members who are undergoing treatment for an acute condition.
15.1.1.21 Notify all providers about the Contract termination and the process by which members will continue to …
15.1.1.22 Report any capitation or other overpayments made by the State to the Contractor within thirty (30) …
15.1.1.23 Take whatever other actions are necessary in order to ensure the efficient and orderly transition of …
Attachment 5 Question (Section 15 – Termination):
1. Describe your plan to complete the duties outlined in Section 15 in the event of contract termination or expiration.
Contractor’s Termination Duties
We acknowledge that the Agency reserves the right to require us to continue to serve or arrange for provision of services to members for up to 45 calendar days from the Contract Termination Date or until the members can be transferred to another program contractor, whichever is longer. We also acknowledge that upon receipt of notice of termination or upon request of the Agency, we shall conduct the following activities to minimize the disruption of services to members and providers. Specifically, we will develop a transition plan to complete the duties outlined in Section 15 in the event of contract termination or expiration. 
Plan to Complete Duties upon Contract Termination or Expiration
Our transition plan will comply with the requirements specified in Section 15, Termination, and will specifically address the duties required as set forth in Section 15.1.1. We will implement this transition plan with its primary goal being to minimize disruption in the delivery of health care services to our members during the transition to a subsequent contractor or provider. 
We are committed to ensuring our staff will have the necessary information to support members and providers through the transition process. We will accomplish this in the following ways:
Care managers, case managers, community health workers and other field-based staff will identify and prioritize any outstanding assessments and services needed by their assigned members. Care managers will determine by triage of care levels those members and all data to be transferred. Coordinated transfer to the Agency or a subsequent contractor of HIPAA-compliant information will be done for all members.
We will cooperate with the Agency and other health plans to notify members of the transition and of their possible options, as requested and in the form required or approved by the Agency.
Call center staff will be retained throughout the process and will be provided with talking points/FAQs approved by the Agency to address member and provider questions.
Inpatient care management and prior authorization of services will continue throughout the process to prevent disruption of services.
We will work closely with the Agency in a collaborative manner to ensure a smooth transition and completion of the transition plan.
Attachment 5 Question (Section 15 – Termination):
2. Provide a general end-of-contract transition plan which addresses the key components outlined in Section 15.
General End-of-Contract Transition Plan 
Although we don’t anticipate a contract termination, we have processes and procedures in place to effectively manage such terminations. According to Agency requirements, we will submit a written transition plan to the Agency for approval within 60 days of contract execution. The transition plan will comprehensively detail our proposed schedule, activities, and resource requirements associated with the turnover tasks in the event of a termination. We will update the plan six months prior to the end of any extension in the contract period. The actual comprehensive transition plan is shown in Attachment 15.1 End of Contract Transition Plan.
Attachment 15.1 shows how we will address the key components of our end-of-contract transition plan. It shows proposed durations for tasks involved and will include a proposed timeline. If there is a contract termination, our proposed transition plan will be developed 180 days prior to the termination and submitted to the Agency for approval. The plan will be inclusive of all tasks/requirements as outlined in the Scope of Work and detail the timelines and owners of each task. Key in this transition plan will be communication activities with key stakeholders including members, providers, community partners and the subsequent contractor.
The transition plan, with specific dates, events and dependencies, allows us to continually track progress. With it, we will guarantee: the least disruption in the delivery of health care services to our members during the transition to a subsequent contractor or provider; cooperation with the Agency and the subsequent contractor or provider in notifying members of the transition, as requested and in the form required or approved by the Agency; and cooperation with the Agency and the subsequent contractor or provider in transferring information to the subsequent contractor or provider, as requested by the Agency.
Early in the transition planning process, our leadership will work closely with the Agency or subsequent contractor to establish project management and reporting standards, communication protocols, key points of contact and standing meetings, and ratify or adjust the turnover schedule as necessary. Among other things, the final transition plan documents the content and format of all contract deliverables, project management procedures (including steps or processes that require the Agency or subsequent contractor involvement), transition reporting requirements and deadlines.
We will transfer to the Agency or a subsequent contractor all data and information necessary to transition operations, including: data and reference tables; data entry software; third-party software and modifications; documentation relating to software and interfaces; functional business process flows; and operational information, including correspondence, documentation of ongoing or outstanding issues, operations support documentation and operational information regarding subcontractors. “Documentation” is defined as all operations, technical and user manuals used in conjunction with the software, services and deliverables, in whole or in part, that the Agency determines are necessary to view and extract application data in a proper format. We will provide the documentation in the formats in which the documentation exists at the expiration or termination of the contract.
In addition, we will provide the following:
Data, information and services necessary and sufficient to enable the Agency to map all of our program data from the system(s) to the replacement system(s) of the Agency or a successor contractor, including a comprehensive data dictionary as defined by the Agency.
All necessary data, information and services will be provided in the format defined by the Agency and will be HIPAA-compliant.
We will provide all of the data, information and services using our best efforts to ensure the efficient administration of the contract. The data and information will be supplied in media and format specified by the Agency and according to the schedule approved by the Agency in the transition plan. The data, information and services provided as detailed in this section will be provided at no additional cost to the Agency.
Key Staff and Organizational Responsibilities for Transition Plan
To ensure a smooth transition and assure our members do not experience any disruption in their care, our senior management team will be responsible for local implementation of the plan of action. They will leverage the broad corporate and regional staff who will work to support and assist the senior management team throughout the transition. Our IT and operations leadership will be instrumental in executing implementation and, in cooperation with the Agency and the subsequent contractor or provider, they will oversee the transfer of information as requested and in the form required or approved by the Agency. Our call center leadership will participate as part of the project team and, in cooperation with the Agency and the subsequent contractor or provider, they will oversee the plan to notify members and providers of the transition, as requested and in the form required or approved by the Agency.
Clinical leadership will be responsible for identification of staff needed for completion of assessments, quality assurance, data retention and transfer, and transfer of services. They will ensure that plans are implemented to provide the least disruption in the delivery of health care services to members who are enrolled with us during the transition to a subsequent contractor or provider.
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[bookmark: _Toc416176242][bookmark: _Toc417633906][bookmark: _Toc417826607][bookmark: _Toc418958843]3.2.5.1 Experience
The bidder shall provide the following information regarding the organization’s experience:
3.2.5.1.1 Level of technical experience in providing the types of services sought by the RFP.
UnitedHealthcare has 33 years of history fulfilling our mission of helping people live healthier lives through Medicaid and CHIP health care delivery. We serve more than 5.1 million Medicaid, CHIP and Medicare members in 23 states; cover 202,000 Dual Eligible Special Needs Plan (D-SNP) members in 12 states;  and have been a committed partner in Iowa’s hawk-i program for 15 years. Similar to the Agency, we have developed innovations and models of care that have been the basis of our success. Our focus of improving the quality of care and health outcomes for our members is the foundation for our person-centered care. 
In Iowa, we operate as a licensed HMO where we serve more than 9,000 hawk-i (CHIP) members. In addition to our hawk-i members, we currently cover more than 405,000 Iowans through our Employer & Individual division, more than 39,000 Iowans through our Medicare & Retirement division and more than 38,300 Iowans through our Military & Veterans (TRICARE) division. We also bring Optum’s potent tools to Iowa, including program integrity and BH solutions. In addition to the suite of program integrity tools that have provided financial safeguards to the state, Optum offers state-of-the-art capabilities ranging from BH, pharmacy management and care management to data analytics tools.
We provide diversified solutions to state programs that care for the economically disadvantaged, the medically underserved and those without the benefit of employer-funded health care coverage. As a currently engaged stakeholder in Iowa, we are committed to serve all the members in the Iowa High Quality Healthcare Initiative, including those needing complex care, and to help the State realize the outcomes and goals of the program.
We have the technical experience and capacity to minimize issues and challenges during implementation and maximize the long-term viability, success and value of this important initiative and the members and providers we serve. Our national resource team has been working closely with federal and state officials to develop innovative and effective strategies to support the transformation of health care delivery in the United States. We are committed to collaborating with Iowa health policy leaders and providers to ensure Iowa can meet current challenges and capitalize on opportunities now and in the future to improve the efficiency and value of health care for Iowans. Our commitment is to provide exceptional service through technical expertise, innovative programs, and unmatched capacity to manage and coordinate the services requested in this procurement. Program Integrity
Over the first four years of Optum’s program integrity contract with Iowa, we prevented and recovered $135 million in improper claims, exceeding Iowa’s four-year savings target by $40 million. The most recent Medicaid Integrity Group (MIG) audit also identified our cost-avoidance methodology in Iowa as a CMS-best practice that should be adopted by other states.

We bring the technical expertise and resources of the nation’s leaders in health care services to Iowa. Through our alliances with other UnitedHealth Group companies, we can seamlessly support and respond to your needs for innovative solutions to support new initiatives through the following segments:
UnitedHealthcare Community & State: Includes Medicaid, TANF, CHIP, ABD; LTSS, Medicaid Expansion and Medicare D-SNP
UnitedHealthcare Medicare & Retirement: Includes Medicare Advantage and retirement plans
UnitedHealthcare Employer & Individual: Includes commercial group and individual plans
UnitedHealthcare Military & Veterans: TRICARE West 
OptumHealth: Includes OptumHealth Care Solutions, OptumHealth Behavioral Solutions, NurseLine and other specialty services
OptumInsight: Provides consulting, health information systems and data management services, including Lewin Group, Impact Pro and CareTracker (electronic health record) solution
OptumRx: UnitedHealth Group’s pharmacy benefits manager
Implementation Experience
We believe our 33 years of experience serving Medicaid members and other state health programs, covering more than 5.1 members in 23 states, uniquely qualifies us to deliver services to members and providers of Medicaid and CHIP programs. 
Person-centered care is at the heart of fulfilling our mission and was developed through our extensive experience serving some of the most complex and diverse populations in today’s health care environment. As evidenced by the Iowa High Quality Healthcare Initiative design, the state appreciates the need to address the comprehensive needs of individuals—physical health, BH and LTSS—in a coordinated model. This comprehensive approach is the foundation for our person-centered care. 
As described in detail in support of the RFP and SOW, person-centered care places the member and his/her family/caregiver, where appropriate and allowed by the member, at the center of the delivery of care. Through proven tools and resources such as assessments and plans of care, our members’ needs and desires are identified and matched with supports to integrate care and achieve improved quality outcomes. 
In early 2015, we launched our cross-functional multidisciplinary Executive Steering Committee to support the Iowa High Quality Healthcare Initiative and to ensure a flow of national resources to support a timely and effective Jan. 1, 2016, implementation. The team is led jointly by CEO Kathleen Mallatt and implementation manager Elliott Schoon to ensure all implementation activities are carried out in a smooth and efficient manner. As part of our desire for continuous quality improvement, every implementation is reviewed to ensure all lessons learned are applied to each current and future implementation, and are tailored to meet the needs of Iowa.
In any new statewide implementation of managed care, there is a level of anxiety among providers, advocates and members. Concurrently with notification to members of enrollment, we will convene our UnitedHealthcare Command Center, a cross-functional group focused on the implementation needs of Iowa. The Command Center operates 24 hours a day, every day and facilitates rapid resolution of any issues identified by our local management team. We have found this approach successfully addresses concerns in a way that builds confidence among key stakeholders and lessens anxiety for providers, advocates and members. We will also provide a dedicated hotline to key stakeholders at the Agency to ensure awareness of implementation progress and challenges. Our entire senior management team and key personnel will assist Command Center staff to ensure there is a no-noise transition for new members, the providers who serve them and the Iowa health care community as a whole.
We look forward to a partnership with the Agency that achieves the goals of high-quality health care along with proven strategies to lower cost. The following paragraphs summarize the key features of our project management methodology that demonstrate our experience and capabilities to assist you in this managed care implementation.
Project Management Methodology 
We have a proven, reliable, replicable project management approach to implementations that ensures timely integration of multiple functions. Our successful implementations in other states (e.g., Texas, Tennessee, Washington and New Mexico) were achieved by using a replicable process and a dedicated team of experienced project managers who organize and manage the implementation process full time. In addition to our primary focus on members, our continuous improvement process has led to a very comprehensive project management tool that ensures each functional team (e.g., member services, provider services, clinical, technology and operations) simultaneously achieves the milestones within their units yet stays connected on those active interdependencies across multiple functions. 
Our project management methodology is based on an Executive Steering Committee that meets regularly (typically weekly) to address progress toward milestones and to encourage rapid resolution of issues or barriers. Supporting the executive team is a functional “core” team comprising functional experts who meet weekly to achieve the objectives of the project. Each team reports progress and challenges with organization resources directed to ensure key milestones are met. Our extensive experience implementing numerous states’ new programs and expansions has given us the knowledge and expertise to successfully implement the Iowa High Quality Healthcare Initiative. 
Operations Experience
We live our mission to help people live healthier lives. The dedication our employees have to living our core values of Integrity, Compassion, Relationships, Innovation and Performance are evidenced by our successfully retaining every competitive re-procurement in our existing states. The expertise and best practices that come from our experience providing Medicaid services for 33 years, has led us to be awarded contracts in the following states since 2011: Texas, Pennsylvania, Arizona, Wisconsin, Florida, Louisiana, Rhode Island, Nebraska, Mississippi, Washington State and Kansas. In addition, our New Jersey, Delaware and New York health plans received Medicaid contract expansions to cover LTC services.
Our large national scale and diversity within these states enable us to respond quickly and effectively to changing conditions and potential growth and expansion opportunities. In the last three years, we have earned 23 contracts in 13 states. 
Our track record of successful re-procurements speaks to our ability to meet and exceed our state partners’ needs. We work diligently to provide excellent service to our members. 
We manage health care benefits for beneficiaries of more than 70 different health care programs, including Medicaid, CHIP and various programs for the uninsured. The primary categories of eligibility and our participation are:
Temporary Assistance to Needy Families (TANF), primarily young women and children: 21 states
Children’s Health Insurance Programs (CHIP): 21 states
Aged, Blind and Disabled (ABD): 20 states
Dual Special Needs Plans (D-SNP): 12 states
Long-Term Supports and Services (LTSS): 12 states
Medicaid Expansion: 11 states
Other Programs (e.g., developmentally disabled, rehabilitative services, MMP): 7 states
The following table summarizes the specific services we provide for each state in which we have a health plan:
	UnitedHealthcare Community Plan—Medicaid, CHIP and Other Populations

	State
	Origination Date
	TANF
	CHIP
	Medicaid Expansion
	ABD
	LTSS
	Other

	Arizona
	1982
	
	
	
	
	
	Children’s Rehabilitative Services, Developmental Disabilities, Special Needs, Dual Eligible

	Delaware
	2007
	
	
	
	
	
	

	Florida
	1987
	
	
	
	
	
	Dual Eligible

	Hawaii
	2009
	
	
	
	
	
	Dual Eligible

	Iowa
	1999
	
	
	
	
	
	

	Kansas
	2013
	
	
	
	
	
	I/DD

	Louisiana
	2011
	
	
	
	
	
	

	Maryland
	1997
	
	
	
	
	
	

	Massachusetts
	2004
	
	
	
	
	
	Dual Eligible

	Michigan
	1996
	
	
	
	
	
	Children with Special Needs

	Mississippi
	2009
	
	
	
	
	
	

	Nebraska
	1996
	
	
	
	
	
	

	Nevada
	2006
	
	
	
	
	
	

	New Jersey
	1995
	
	
	
	
	
	Dual Eligible

	New Mexico
	2008
	
	
	
	
	
	Dual Eligible, Brain Injury

	New York
	1994
	
	
	
	
	
	Dual Eligible

	Ohio
	2005
	
	
	
	
	
	MMP, Dual Eligible

	Pennsylvania
	1989
	
	
	
	
	
	

	Rhode Island
	1994
	
	
	
	
	
	Children with Special Needs

	Tennessee
	1994
	
	
	
	
	
	Dual Eligible

	Texas
	1997
	
	
	
	
	
	MMP, Dual Eligible

	Washington
	2012
	
	
	
	
	
	Dual Eligible

	Wisconsin
	2005
	
	
	
	
	
	Dual Eligible


3.2.5.1.2 Reserved.
3.2.5.1.3 Reserved.
3.2.5.1.4 Letters of reference from three (3) of the bidder’s previous clients knowledgeable of the bidder’s …
We provide three client references for major state Medicaid contracts, according to the stated instructions for collecting reference information. Please refer to Attachment 3.2.5.1.4Letters of Reference for references from the following clients:
Attachment 3.2.5.1.4 Kansas Reference —KanCare (Medicaid)
Attachment 3.2.5.1.4 Ohio Reference—Medicaid
Attachment 3.2.5.1.4 Texas Reference—CHIP, STAR, STARKids and STAR+PLUS (Medicaid)
3.2.5.1.5 Description of experience managing subcontractors, if the bidder proposes to use subcontractors.
We have extensive experience managing subcontractors, while administering programs and services to meet States’ requirements. For over a decade, we have garnered a substantial amount of information on working with subcontractors and integrating their services into our programs—and we have learned how to do this successfully. With each experience, we have become more educated on what works and what does not. We have taken this knowledge and sought to continually improve our subcontractor processes to strengthen our programs and to offer seamless, well-integrated services for our clients, providers and members. 
Our programs focus on achieving high-quality outcomes that address health care affordability and innovative delivery. To achieve this, we work alongside internal affiliate subcontractors and external partners with whom we have strong, well-established relationships. The longevity of our subcontractor relationships has allowed us to build strong oversight programs, understand contractual requirements, and apply compliance protocols effectively for both medical and non-medical areas (e.g., BH, claims, fraud, pharmacy, printing, transportation, vision, etc.). 
Both subcontractor types—internal affiliates and external partners—have proven their ability to successfully perform delegated activities for Medicaid services and other public sector programs. Over the years, we have applied quantitative and qualitative methodologies in the public sector to assess affiliates and partners, and their abilities to perform delegated services. We have facilitated subcontractor meetings regularly; to monitor network operations for BH, vision, transportation and other specialty areas; and to discuss and review performance metrics. Our established oversight and compliance programs have further improved subcontractor performance by identifying any deficiencies and addressing action plans. Our subcontractors are evaluated against criteria, such as national and NCQA credentialing requirements, federal compliance program regulations and established claims processing protocols. Through these approaches, our subcontractor relationships have strengthened and our program processes have aligned, allowing us to provide superior health care services—easily accessible to provider and member.
For the Iowa High Quality Healthcare Initiative, we will assure Iowa-specific standards are met through oversight and subcontractor monitoring, while assuring the provision of service excellence in accordance with state and federal regulations—and the Agency’s contractual needs. With our extensive and lengthy experience working with many subcontractors for many service types, it will allow us to offer the Agency an integrated and well-developed Medicaid program. 

[bookmark: _Toc416176243][bookmark: _Toc417633907][bookmark: _Toc417826608][bookmark: _Toc418958844]3.2.5.2 Personnel
The bidder shall provide the following information regarding personnel:
3.2.5.2.1 Tables of Organization.
Illustrate the lines of authority in two tables:
· One showing overall operations
· One showing staff who will provide services under the RFP
UnitedHealthcare is part of the Medicaid business unit of UnitedHealth Group, Inc. As such, we have access to the expertise and resources of one of the nation’s leaders in benefits and health care services. This positioning allows us to seamlessly support additional growth and respond to the Agency’s needs for innovative solutions and to support new initiatives through diverse benefits and services. 
Our proposed organizational structure is a local, Iowa-based leadership team supported by our national team. We know the vital role the local team plays in understanding Iowa’s populations, their health disparities and the issues that directly affect them. Led by our CEO Ms. Mallatt, we offer a highly qualified and dedicated staff of professionals. Located in Iowa, these individuals understand the Iowa health care market and the challenges faced by our Iowa members. Our staff will solely support Iowa members and providers working with the Agency. We also understand how crucial it can be to have a national support system. By leveraging the experience and knowledge from other UnitedHealth Group companies and our national team, we can successfully implement best practices in our Iowa operations.
The following organization charts show our proposed overall operations for the Iowa High Quality Healthcare Initiative and staff who will provide services under the RFP. 
[image: C:\Users\cbergqu\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\F3A73DVQ\IA Corporate Structure-041615 (2).jpg]
[image: C:\Users\gzayic\Desktop\IA\Graphics\Org. Charts\Org Chart\IA_Org_Chart_050715.jpg]
3.2.5.2.2 Names and Credentials of Key Corporate Personnel.
· Include the names and credentials of the owners and executives of your organization and, if applicable…
· Include names of the current board of directors, or names of all partners, as applicable.
· See Attachment 1: Scope of Work Section 2.9.3 for details for requirements for submitting information and …
UnitedHealthcare has included a resume behind Tab 6 for each of the Key Corporate Personnel who will be involved in executing this contract. 
The UnitedHealthcare Plan of the River Valley, Inc., is part of the UnitedHealthcare Community & State business segment of UnitedHealth Group, a diversified health and well-being company that provides a broad spectrum of resources and services to help people achieve improved health through all stages of life. UnitedHealthcare Plan of the River Valley, Inc., is supported by the executive team of UnitedHealthcare Community & State. These executives offer a broad array of health care experience. The local Iowa leadership team will have the full commitment of these executives as well as executives of affiliates throughout UnitedHealth Group to support the contract with the Agency. 
	Name
	Title
	Support to Iowa Contract

	Austin Pittman
	Chief Executive Officer
	Executive support and alignment of national resources

	Sue Schick
	Chief Growth Officer
	Alignment of support for community engagement and investments and product innovations

	Jack Weiss
	Chief Medical Officer
	Oversight of clinical delivery, identification and development of clinical innovations

	Heather Cianfrocco
	Chief Quality Officer
	Oversight of quality programs and alignment of resources to achieve quality outcomes

	Yasmine Winkler
	Regional Chief Executive Officer and Chief Consumer Officer
	Direct responsibility for performance of Iowa contract

	Jaqui Barton 
	Vice President, Human Capital
	Supports staffing and development of staff 

	Chris Zitzer
	Chief Compliance Officer
	Supports contract monitoring and compliance

	Kevin Francis
	Chief Actuary
	Supports rate development and ongoing rate performance oversight

	Catherine Anderson
	Vice President, State Programs
	Assists with policy development and state program innovations


As a part of the UnitedHealth Group family, UnitedHealthcare Plan of the River Valley, Inc. has access to a full spectrum of services and capabilities to support members and providers in Iowa. UnitedHealth Group was the top ranking company in the insurance and managed care sector on Fortune’s 2014 “World’s Most Admired Companies” list. This is the fourth straight year UnitedHealth Group ranked 
No. 1 overall in its sector and the fifth year in a row the company has been rated No. 1 in its sector for innovation. Fortune ranked UnitedHealth Group No. 14 in its 2014 rankings of the 500 largest U.S. corporations based on 2013 revenues.
While UnitedHealthcare Plan of the River Valley, Inc., will benefit from these resources, local leadership and governance will be directly responsible for our contract with the Agency. 
Owners and Executives and Roles
	Owners and Executives
	Credentials
	Role on this Project, if Applicable

	Nyle Brent Cottington
	Officer, 6 years
	Oversight and support

	Michelle Marie Huntley
	Officer, 5 years
	Oversight and support

	Rita Faye Johnson-Mills
	Officer, 1 year
	Oversight, support and implementation experience

	Tracey Irene McLoone, M.D.
	Officer, 2 years
	Oversight and support

	Robert Worth Oberrender
	Officer, 6 years
	Oversight and support

	Christina Regina Palme-Krizak
	Officer, 6 years
	Oversight, support and legal counsel

	Steven Craig Walli
	Officer, 2 years
	Oversight, support and Iowa provider experience

	James W. Kelly
	Officer, 1 year
	Oversight and support


Current Board of Directors or Partners
	UnitedHealthcare Plan of the River Valley, Inc.

	Directors

	Name
	Title
	Last Elected

	Johnson-Mills, Rita Faye
	Director
	03/27/2015

	McLoone, M.D., Tracey Irene
	Director
	03/27/2015

	Walli, Steven Craig
	Director
	03/27/2015

	Waters, James Wesley
	Director
	03/27/2015

	Williams, Scott Edward
	Director
	03/31/2014

	Appelgate Ph.D., William Kenneth
	Consumer Director
	03/27/2015

	Hecker, James Edward
	Consumer Director
	03/27/2015

	Whiteside, Cathie Sue
	Consumer Director
	03/27/2015

	Officers

	Kelly, James W.
	Chief Financial Officer
	03/30/2015

	Palme-Krizak, Christina Regina
	Secretary
	03/30/2015

	Oberrender, Robert Worth
	Treasurer
	03/30/2015

	Huntley, Michelle Marie
	Assistant Secretary
	03/30/2015

	Cottington, Nyle Brent
	Assistant Treasurer
	03/30/2015

	McLoone, M.D., Tracey Irene
	Chief Medical Director
	03/30/2015

	Walli, Steven Craig
	President, Commercial
	03/30/2015

	Johnson-Mills, Rita Faye
	President, Medicaid Division
	03/30/2015

	Corporate Governance Contact

	Smith, Karen S.
	Corporate Governance
	914-467-1182


3.2.5.2.3 Information About Key Project Personnel.
· Provide name and a general description of proposed Key Personnel as set forth in Section 2.9.3 of RFP …
UnitedHealthcare identifies the following Key Personnel as set forth in Section 2.9.3 of RFP Attachment 1, Scope of Work. The Key Personnel qualifications are outlined in Section 2.9.3 as noted. The depth of our organizational experience allows us to assign qualified, national and regional experts to these key roles as we recruit for local, permanent leadership, allowing us to more rapidly and consistently prepare for state implementations. For those roles noted below as Iowa-based, we commit to locating them in Iowa; however, we are leveraging some of our existing out-of-state expertise until such time as permanent Iowa-based leadership can be hired.
Key Personnel
	Key Personnel Name/Qualifications
	Number of Years of Experience in Their Field
	Proposed Location Where the Position Will be Based

	Kathleen Mallatt, CEO
2.9.3.1 Contract Administrator/CEO/COO
	30 years
	Iowa

	Dr. Michael Horn, Medical Director
2.9.3.2 Medical Director
	19 years in health care administration; 2-1/2 of those years in insurance
	Iowa

	Nancy Lind, Chief Operating Officer
	27 years
	Iowa

	James Elliston, Chief Financial Officer
2.9.3.3 Chief Financial Officer
	26 years with UnitedHealthcare and 35 years in finance and accounting
	Iowa

	Kari Plagge, Compliance Officer
2.9.3.4 Compliance Officer
	Six years
	Iowa

	Jeanne Cavanaugh, Pharmacy Director
2.9.3.5 Pharmacy Director/Coordinator
	25 years in pharmacy and 14 years in managed care pharmacy
	Iowa

	Ashley Landry, Grievance & Appeals Manager
2.9.3.6 Grievance & Appeals Manager
	Two years
	National Team

	Mary Sweeney, Quality Management Manager
2.9.3.7 Quality Management Manager
	18 years
	Iowa

	Damon Adams, Utilization Management Manager
2.9.3.8 Utilization Management Manager
	Seven years
	National Team

	Janet Zwick, Behavioral Health Manager
2.9.3.9 Behavioral Health Manager
	43 years, including 35 years with the state of Iowa
	Iowa

	Kristine Klauer, Member Services Manager 
2.9.3.10 Member Services Manager
	Eight years of health care experience, 18 years of marketing experience
	Iowa

	Rita Donovan, Provider Services Manager
2.9.3.11 Provider Services Manager 
	14 years
	Iowa

	Cybele Kanin, Information Systems Manager
2.9.3.12 Information Systems Manager 
	18 years
	National Team

	Douglas Theobald, Claims Administrator
2.9.3.13 Claims Administrator
	26 years
	National Team

	Becky Rodd, Care Management Manager
2.9.3.14 Care Management Manager
	25 years
	Iowa

	Emily Aurand, Program Integrity Manager (includes Fraud, Waste and Abuse) 
2.9.3.15 Program Integrity Manager
	Six years of compliance experience
	Iowa

	Lynn Parrish, Long-Term Care Manager
2.9.3.16 Long-Term Care Manager
	20 years
	Iowa


3.2.5.3 Reserved.
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[bookmark: _Toc416176244][bookmark: _Toc417633908][bookmark: _Toc417826609][bookmark: _Toc418958845]3.2.5.4 Termination, Litigation, and Investigation
Bid Proposals must indicate whether any of the following conditions have been applicable to the bidder, or a …
· List any contract for services that the bidder has had that was terminated for convenience, non-performance, non-allocation of funds, or any other reason for which termination occurred before completion of all obligations under the contract provisions.
Not applicable to the entities described. 
· List any occurrences where the bidder has either been subject to default or has received notice of default or failure to perform on a contract. Provide full details related to the default or notice of default including the other party’s name, address, and telephone number.
Not applicable to the entities described.
· List any damages, penalties, disincentives assessed, or payments withheld, or anything of value traded or given up by the bidder under any of its existing or past contracts as it relates to services performed that are similar to the services contemplated by this RFP. Include the estimated cost of that incident to the bidder with the details of the occurrence.
Refer to Attachment 3.2.5.4 Termination, Litigation and Investigations immediately following this page for our disclosure of formal matters involving the bidder and its parent/holding company, UnitedHealthcare Services Company of the River Valley, Inc. The bidder has no subsidiaries nor does it have an intermediary company in addition to its parent/holding company. UnitedHealthcare, being part of a large, international organization with over 5.1 million Medicaid, CHIP and dual-eligible members in 23 states, is subject to litigation as well as certain fines and penalties in the normal course of business. The fines and penalties incurred vary by state contract and regulatory philosophy, as well as by the volume of membership covered. We do not believe any of these will have any impact on our ability to successfully fulfill the terms of the proposed Iowa contract.
· List and summarize any current pending or threatened litigation, administrative or regulatory proceedings, or similar matters related to the subject matter of the services sought in this RFP. Bidders may limit disclosure of these matters to a material threshold established by GAAP requirements.
Not applicable as to UnitedHealthcare Plan of the River Valley, Inc. (bidder), UnitedHealthcare Services Company of the River Valley, Inc. (parent/holding company/intermediary). Although beyond the scope of Section 3.2.5.4, there is also no pending or threatened litigation against UnitedHealthcare, Inc. in the Iowa venue.
· List any irregularities that have been discovered in any of the accounts maintained by the bidder on behalf of others. Describe the circumstances of irregularities or variances and detail how the issues were resolved.
Not applicable to the entities described.
· List any details of whether the bidder or any owners, officers, primary partners, staff providing services or any owners, officers, primary partners, or staff providing services of any subcontractor who may be involved with providing the services sought in this RFP, have ever had a founded child or dependent adult abuse report, or been convicted of a felony. Staff providing services shall include anyone having contact with members or member data.
Not applicable. 
Note: Failure to disclose information about the matters in this section may result in rejection of the Bid Proposal or in termination of any subsequent contract. The subject matter in the sixth unnumbered bullet of this subsection is a continuing disclosure requirement. Any such matter commencing after submission of a Bid Proposal, and with respect to the successful bidder after the execution of a contract, shall be disclosed in a timely manner in a written statement to the Agency. For purposes of this subsection, timely means within thirty (30) days from the date of conviction, regardless of appeal rights.
2012	
Overall Proficient Compliance Rating	0.96399999999999997	2013	
Overall Proficient Compliance Rating	0.99099999999999999	2014	
Overall Proficient Compliance Rating	1	
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Encounters are created for paid claims and are validated prior to
sending them to State

Providers can obtain claims status, claim payment information, member
eligibility, reports, authorizations, and more on uhconline and/or the
Cloud applications

° Providers can obtain claims status, member eligibility, and more via the
IVR system

m Provider data is sent daily to our online provider directories.
Claims and Provider information is copied into data warehouse for
analytics and reporting

Provider and claims data is sent to the Universal Tracking Database to
report on preventive services needed by members.

Provider and claims data is sent to MedMeasures to calculate HEDIS
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image74.jpeg
NSF/UB
Claim

Single and
Batch
Adjustments

Claims Platform All Claims

Claims with
Pre-Processing
errors

Processed
Claims

o HIPAA Compliant EDI claims are received at clearing house.
o Paper claims are scanned and converted to electronic form. Basic
validations are applied.

o Electronic Claims are checked for compliance and are validated with
HIPAA SNIP validations.

Claims are routed to appropriate claims system based on the member
identification.

e Claim is loaded into Facets pre-processor. Member and Provider on the
claim are identified.

Claims with pre-processing errors are routed to MACESS for manual
review and updates. Updated claims are processed in the next cycle.

o Adjudication ready claims are picked up and processed. Claim editing
rules are applied. Authorization is verified. Provider contract and pricing
is determined. Member benefits are verified and updated.

o Check creation / EFT generation.

o Encounters are created for finalized claims and are validated prior to
sending them to State.

Claims information is copied into Data warehouse and to adjustment
recovery operations for analytics and reporting.

o Identified adjustments are categorized into single and batch. Single
adjustments are done directly via Facets online application. Batch
adjustments are done via bulk adjustment tool.
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Be Safe. Be Sure.

Take your child to get
a lead test today.

U UnitedHealthcare:





image56.jpeg
UnitedHealthcare Plan of the
River Valley, Inc.
Board of Directors

UnitedHealthcare
Community Plan of lowa
Quality Management Committee (QMC)

J{

{ [ )] )|
Hgaltl:\care (ol & Stakeholder Advisory SERiEs QUi Provider Advisory
Utilization Management Committee (SAC) Improvement Committee (PAC)
Committee (HQUM) Subcommittee (SQIS)





image57.jpeg
Level of Financial Risk

OUR SUITE OF VALUE-BASED PAYMENT MODELS SPAN THE CLINICAL INTEGRATION AND REIMBURSEMENT RISK
CONTINUUM. WE MEET PROVIDERS WHERE THEY ARE — ALIGNING OUR VALUE-BASED PAYMENT MODELS
WITH THEIR OPERATIONAL SOPHISTICATION AND READINESS TO ACCEPT RISK.

Hospital Shared
Savings Model
(upside)
Accountable Care
Shared Savings
Model for
PCMH/Health
Homes (upside &
upside/ downside)
Quality Shared
Savings Model
(upside & upside/
downside)

Episode-based
Models

Accountable Care
Programs

Basic Quality

Model
ode Centers of

Excellence
Performance-

based
Programs

Degree of Clinical Integration and Accountability




image58.png
Improve
Access to Care

Reduce
Non Emergent
Emergency

Room Visits

Reduce
Inappropriate
Admissions/

Readmissions

improve Care of
High Risk
Patients





image59.jpeg
First
Trimester
Visit

Sign Out | Legal | Contact

[ UnitedHealthcare





image60.jpg




image61.emf

image62.emf

image63.emf
35

Confidential Property of UnitedHealth Group. Do not distribute or reproduce without express permission of UnitedHealth Group.

Employee Education

• What you do will depend on the nature of the incident-

• Find out as much information as you can safely,

• Respond to emergency needs of the member; take any steps 

possible to protect the member from further harm,

• If danger is immediate, call 911,

• Notify APS-(1-888-APS-TENN) if abuse, neglect or financial 

exploitation is suspected or involved.

• If a worker is involved, take immediate steps to have the worker

removed from the home and services replaced.

• In all situations, your first step is to attend to the member’s urgent 

needs and take any steps possible to assure the member’s safety 

and well-being

• This does not include putting yourself in danger. If you believe the 

situation warrants it, call 911.

What to do When you Identify a Critical Incident:
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