Carrie Lindgren
Iowa Department of Human Services
Hoover Building, 1st Floor 
1305 East Walnut Street 
Des Moines, IA 50319-0114

May 19, 2015

Re:	Response to RFP# MED-16-009, the Iowa High Quality Healthcare Initiative 
Dear Ms. Lindgren:
Thank you for the opportunity to respond to The Iowa Department of Human Services’ (the “Agency’s”) Request for Proposals under the Iowa High Quality Healthcare Initiative, RFP# MED-16-009 (the “RFP”). Submitted with this transmittal letter is the bid proposal of WellCare of Iowa, Inc. (“WellCare of Iowa”), a subsidiary of WellCare Health Plans, Inc. 
We feel strongly that there is no health plan better positioned to provide the types of services sought by the Iowa RFP than WellCare of Iowa. As evidenced in our enclosed bid proposal, WellCare’s strengths are numerous. Most notably, WellCare offers the Agency unmatched knowledge and experience regarding Medicaid modernization efforts. Over the last nine years alone, WellCare Health Plans has helped transform Medicaid service delivery models in some of the country’s largest and most complex states, including Kentucky, Georgia, Florida and Hawaii. As the largest and most successful managed care organization supporting these transformation efforts, WellCare Health Plans has enabled our state partners to improve health care quality and access, drive greater accountability for outcomes, and create more predictable and sustainable state Medicaid budgets. We will apply our best practices and insights from previous Medicaid managed care implementations to the initial implementation of the Iowa High Quality Healthcare Initiative and to the ongoing management of the program in Iowa.
In addition to our experience with Medicaid managed care implementations, WellCare Health Plans has 20 years of experience focused exclusively on economically disadvantaged, vulnerable populations and government-sponsored health care. Our experience is both broad and deep as evidenced by the extensive Medicaid, LTSS, and related products we currently manage across nine states. We proudly provide person-centered managed care services to 2.3 million Medicaid members across the full spectrum of eligibility groups including, but not limited to, home and community based services (HCBS) waiver, Foster Care, Children’s Health Insurance Programs (CHIP), Temporary Assistance to Needy Families (TANF), supplemental security income (SSI), and long-term services and supports (LTSS) populations. Our specialized focus in government-sponsored health care, and more specifically Medicaid, is unique and remains the very core of what we do. As an organization dedicated solely to improving the health and lives of members enrolled in government programs with a focus on low income and underserved participants, our technical expertise in product development, administrative processing, care management, and information technology systems and infrastructure is extremely strong and focused on providing precisely the types of services sought by the RFP. Our policies, procedures, programs, and technology are designed specifically for these populations and those who care for them. 
Our experience has informed our approach to ensuring the delivery of high quality health care services in Iowa including the foundational work we completed in 2014 and earlier this year. As an experienced Medicaid managed care plan, and one with proven results in Medicaid modernization efforts, we understand the importance of having intimate knowledge of prospective members’ needs along with a deep understanding and appreciation for the uniqueness of the market. Beginning in 2014 we embarked on a multi-month, statewide campaign to understand the populations to be served under the Iowa High Quality Healthcare Initiative. For months, our team has canvassed the state meeting with local community stakeholders including providers, care centers, allied health providers, federally qualified health centers, social service agencies, community health and mental health centers, LTSS providers, and those who would be covered by the plan. These meetings, focus groups, and discussions offered us in-depth insights into the needs of the population and an understanding of the health care delivery system in Iowa. The insights, paired with our vast Medicaid experience, create the vision for WellCare of Iowa’s person-centric, comprehensive and integrated plan design. Our approach in Iowa will feature an Iowa-based organizational structure and office facilities, innovative network development strategies, an award-winning community services model, and exceptional execution of effectively-integrated managed care operations.
As we have learned through our 20 years of experience, and validated through the aforementioned statewide stakeholder interactions, high quality, coordinated, integrated, and person-centered health care must be both personal and local. This guiding belief has informed our program and operational design which will feature a distributed operating model. As you will see in the enclosed bid proposal, we will maintain eight offices throughout Iowa employing highly engaged, local clinical services, community outreach, quality management, compliance, member support and provider relations staff. These staff will be hired locally in Iowa and dedicated to caring exclusively for WellCare of Iowa members and meeting the requirements of the contract. In addition, we will establish an Iowa-based Member Services Call Center, employing well-trained member service agents who work from home within the state. Our local operations will be supported by corporately-supplied resources and shared service operations which provide scale, eliminate redundancy and offer added security and support, which will be critically important in the months leading up to the anticipated start date and throughout the first year of implementation.
Given our particular experience serving vulnerable populations in rural and, all too often, underserved areas, we will implement a diverse, forward-thinking network development and provider engagement plan. Shared decision making, governance and aligned incentives will be central to our network management strategies. As a cornerstone, we have secured a preferred partnership arrangement with well-respected UnityPoint Health, one of the largest health systems in the state. UnityPoint’s selection of WellCare of Iowa as a preferred partner over other bidders reflects our extensive experience serving the Medicaid population and our dedication to the people of Iowa. Under this progressive agreement, WellCare and UnityPoint Health will engage in highly collaborative, integrated medical management programs which will feature shared decision-making and governance as well as aligned incentives. We are confident that this partnership with UnityPoint will accelerate our ability to deliver on the Agency’s goals related to quality, outcomes, and health care costs.
To supplement the care offered by our providers, WellCare has made significant investments to incorporate community resources in the holistic care of our members. Our award-winning, proprietary model, HealthConnections, aims to improve the health and vitality of our members and communities by sustaining the social safety net. The model identifies available social safety net providers across the state, assesses existing and potential gaps in the social safety net network, and identifies ways to sustain the safety net network in response to significant Federal funding cuts. The model features a catalogue of community-based programs and services, mechanisms to connect members to these resources, community planning councils, and a granting program. 
Our approach to ensuring we meet the specifications of the RFP and Scope of Work entails the aforementioned features of our plan design and rigorous enterprise project management support leading up to and through the anticipated start date. Having successfully completed numerous implementations, we know time is of the essence which is why we have proactively defined eight cross-functional project streams and underlying project teams that will manage end-to-end implementation activities. The eight project streams include providers contracting to payment, enrolling a member, member and provider communications, care coordination, quality and analytics, finance, staffing and training, regulatory compliance, information technology, and readiness delivery. We have appointed a governance team that will be responsible for all implementation deliverables. The governance team will oversee the timely completion of activities on the implementation plan, ensure cross-team communication, identify issues, and provide weekly project status reports to our executive leadership team, to whom they are accountable.
Following the implementation, we will provide ongoing management and oversight with unmatched rigor. In new market implementations such as this, we have found it especially beneficial to supplement traditional operations oversight and the necessary reporting and analytics with ongoing, candid external stakeholder discussions and a rigorous periodic evaluation that goes beyond traditional, obligatory utilization and quality management program evaluations. We propose to complete a comprehensive assessment of our compliance with the RFP and Scope of Work, which will include a detailed analysis of process and outcomes metrics. To supplement this internal review, our corporate compliance and audit teams will conduct independent and objective assessments of plan compliance and will establish, monitor and report on any associated corrective action. This rigor and discipline will ensure that we are meeting the state’s expectations and goals and, where we may have opportunity for improvement, allow us to quickly identify and remediate.
In closing, WellCare of Iowa assures the Agency that:
It will furnish the services required by members (as defined in the RFP’s Attachment 1: Scope of Work, Exhibit A) as promptly as is appropriate and that the services provided will meet the Agency’s quality standards; and
The capitation rates will cover all services required by members and meet the Medical Loss Ratio requirements as listed in the RFP’s Attachment 1: Scope of Work, Section 2.7.
WellCare of Iowa acknowledges that:
Liquidated damages, as described in Exhibit E to the RFP’s Attachment 1: Scope of Work, may be imposed for failure to perform as set forth in the RFP; and
The contract will be performance-based and both incentives and disincentives may apply to WellCare of Iowa’s performance as set forth in the RFP.
For the past 20 years, WellCare has consistently demonstrated our ability to improve quality of care, health outcomes, and health care costs for our government partners and those to whom they have entrusted with our care. Our experience and proven success coupled with our approach to meeting the requirements of the contract and delivering high quality care, which are detailed in the enclosed bid proposal, will improve quality outcomes and efficiencies across the health care delivery system, in turn decreasing costs through the reduction of unnecessary, inappropriate, and duplicative services. We look forward to partnering with the Agency to coordinate care and provide quality outcomes for the Medicaid and Children’s Health Insurance Program populations in Iowa.
Sincerely yours,

Dave Reynolds 
Senior Vice President, Division President
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Bid Proposal Security. 
The bidder shall submit a bid bond, a certified or cashier’s check, or an irrevocable letter of credit in favor of or made payable to the Agency in the amount of $100,000.00. The bid proposal security must be valid beginning on the Bid Proposal due date for 180 days. The bidder understands that if the bidder elects to use a bond, a surety licensed to do business in Iowa must issue the bond on a form acceptable to the Agency. The bidder understands that the bid proposal security shall be forfeited if the bidder is chosen to receive the contract and withdraws its Bid Proposal after the Agency issues a Notice of Intent to Award, does not honor the terms offered in its Bid Proposal, or does not negotiate contract terms in good faith. The bidder further understands that the bid proposal security submitted by bidders will be returned, if not forfeited for reasons stated above, when the Bid Proposals expire, are rejected, or the Agency enters into a contract with the successful 
bidder, whichever is earliest.
bid proposal security
Please find below scanned copies of WellCare of Iowa’s bid proposal security document including
A1A Bid Bond Document A310 - 2010
Power of Attorney and Certificate
Bid Bond Letter
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SECTION 1 – RFP PURPOSE AND BACKGROUND
This document provides questions and prompts for the Bidder to address each section of the Scope of Work. References to “you,” “the bidder,” “bidders,” etc. all refer to the organization that is submitting a proposal in response to this RFP. Bidders should address the entire Scope of Work in their response, including but not limited to the topics below, and number each response according to the Scope of Work.  
Exhibits or attachments should be clearly labeled for ease of reference and provided as separate documents.

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.
1.1 Licensure/Accreditation 
SOW 1.1 Purpose
WellCare of Iowa is pleased to submit this proposal to deliver high quality health care services for the Iowa Medicaid, Iowa Health & Wellness Plan, and Healthy and Well Kids in Iowa (hawk-i) programs. As an Iowa-based managed care organization that will be licensed to operate in all 99 counties, and as a wholly owned subsidiary of WellCare Health Plans, Inc., we will combine a strong local presence with the resources and experience of our parent company and affiliates to deliver on the requirements of the Request for Proposal and Scope of Work as well as the Iowa Department of Human Services’ (DHS’) goals for the Iowa High Quality Healthcare Initiative.
1.2 GOALS
SOW 1.2 Goals
WellCare has an unwavering commitment to deliver quality health care and improve our members’ health outcomes. This commitment is deeply rooted in our company’s mission to enhance our members’ health and quality of life while partnering with providers and government agencies to provide quality, cost-effective health care solutions. This commitment is expressed in all that we do to care for and serve our membership. This commitment is also expressed in the work we do to deliver on the commitments we have made to our government partners who have entrusted us to inform clinicians and their practice, support and engage members and their providers, and be stewards of resources without compromising care. We know good health outcomes are the intentional result of providing the right care, at the right time, and in the right setting. In conjunction with DHS, the community, members, and Iowa providers, our goals are to:
Improve quality of care, increase health care access, and improve outcomes for members
Relieve providers of administrative hassles
Provide cost savings for government customers and taxpayers
Our knowledge, experience, and dedicated focus is unmatched. For 20 years, we have provided high quality health care services in the least restrictive manner appropriate to a member’s health and functional status to enrollees in government-sponsored health care. We deliver covered benefits under the defined benefit plan, including physical, behavioral, and long-term services and supports, in a highly coordinated fashion. In addition, we provide an array of expanded benefits and enhanced services designed to complement the defined benefits and further integrate care and improve health outcomes across the health care delivery system. 
In addition, over the last nine years, we have helped transform Medicaid service delivery models in some of the country’s largest and most complex states, including Kentucky, Georgia, Florida, and Hawai`i. As the largest and most successful managed care organization supporting these transformation efforts, WellCare has enabled our state partners to improve health care quality and access, drive greater accountability for outcomes, and create more predictable and sustainable state Medicaid budgets. We are confident that our knowledge and experience will benefit the Iowa Department of Human Services (DHS) in modernizing its Medicaid program and creating a single system of care to deliver efficient, coordinated and high quality health care that promotes member choice and accountability in health care coordination.
1.3 Reserved
1.4 General Contractor Responsibilities 
1.	Indicate your ability to comply with all Federal and State Laws and Regulations that may 
             affect this Contract. 
2.	Summarize how you are qualified to provide the services listed in Section 1.4.2
WellCare of Iowa understands and acknowledges that we 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. We will observe and comply with all, then current, Federal and State law related to or affecting this proposal or the contract, including any law that may be enacted during the term of this proposal or the contract. In addition, we will 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. We acknowledge that is our responsibility to remain aware of changes in Federal and State laws and regulations as they affect our duties and responsibilities under this proposal or the contract. We further acknowledge that in the event of a conflict between any law and this proposal or the contract, the law will govern the agreement, but all remaining terms and conditions of the contract will remain unchanged. WellCare will ensure compliance through our mature Corporate Compliance Program for which details are provided in the sections that immediately follow.
Ensuring Compliance With Federal and State Laws and Regulations Through WellCare’s Corporate Compliance Program
Our Corporate Compliance Program is intended to promote ethical conduct in all aspects of company operations and to ensure compliance with applicable federal and state laws and regulatory requirements and standards by WellCare and its associates and business partners through:  
Written corporate policies and procedures, developed to provide guidance and internal controls on matters affecting legal and regulatory compliance issues 
Compliance training programs, conducted to ensure that policies, procedures and related compliance concerns are clearly understood and followed by all WellCare officers, associates and directors
Open lines of communication for WellCare associates, members and others to easily and confidentially ask questions or report suspected violations of company policies or of legal and regulatory requirements without fear of retaliation
Prompt investigation of reported concerns and the implementation of effective corrective action when required 
Periodic audits and routine monitoring of business operations to measure and assess WellCare’s compliance with internal controls and with applicable federal and state laws, regulations and guidance 
Clear and specific disciplinary policies that address violations and promote accountability
This compliance program applies to WellCare Health Plans, Inc. and its direct and indirect subsidiaries and covers Medicare, Medicaid and state-based programs and the Financial Alignment Demonstration. When required, WellCare notifies and obtains federal or state regulatory agency approval for changes to this Compliance plan. 
Code of Conduct and Business Ethics 
The Code of Conduct and Business Ethics (the “Code”) is the foundation of our Compliance Program. It describes WellCare’s commitment to operate in accordance with the laws and regulations governing our business and accepted standards of business integrity. 
The Code must be adhered to throughout the organization and at all times. Officers, associates and directors are required to acknowledge that they have reviewed the Code and will carry out their responsibilities lawfully and according to WellCare policies. 
Under the Code, WellCare Associates have an obligation to report suspected compliance violations. Associates are required to play an active role in preventing and eliminating fraud, waste and abuse and other program violations, and must speak up when they become aware of a possible compliance violation. The Code contains a strong non-retaliation policy on behalf of associates to encourage them to come forward if they become aware of possible compliance violations. 
The Code of Conduct and Business Ethics is reviewed and approved annually by the Board of Directors, and validated by senior management and the Board of Directors. The Code is available through the WellCare intranet.
Policies and Procedures 
Our Compliance Program is carried out through a comprehensive system of internal policies and procedures that address day-to-day legal risks and help reduce the prospect of fraudulent, wasteful and abusive activity by identifying and responding to specific risk areas. All corporate departments and local markets are responsible for developing written policies and procedures that address areas of compliance risk in their business units. These policies and procedures must be reviewed by the Corporate Policy and Procedure team and provided to all affected Associates. Because risk areas evolve and change over time, it is our expectation that our policies and procedures be reviewed annually and revised periodically. 
Organization and Oversight 
The Chief Compliance Officer
WellCare’s Chief Compliance Officer (CCO), is a Senior Officer of WellCare Health Plans, Inc., who reports to WellCare’s Chief Executive Officer (CEO) and to the Regulatory Compliance Committee of the Board of Directors. The CCO oversees and directs the Corporate Compliance Program throughout the organization and is responsible for ensuring that the program’s goals are achieved and maintained. The CCO also is responsible for the oversight and monitoring of compliance with Medicaid and state-based programs, Medicare Advantage and Medicare Part D program requirements, compliance training and education, privacy and information security compliance, investigation of compliance and regulatory violations, and the detection and prevention of fraud, waste and abuse by members, providers and other business partners. The CCO also serves as the point of contact for WellCare associates regarding compliance concerns or violations. 



Committee Oversight and Structure
The WellCare Board of Directors is responsible for the overall organization and performance of the Corporate Compliance Program through the Regulatory Compliance Committee (RCC). The RCC is comprised of four independent directors and meets on a quarterly basis. The RCC reviews and evaluates reports from the CCO and other independent sources and initiates actions as it deems necessary to promote the overall effectiveness of the program. Consistent with best corporate governance practices, the RCC also conducts a compliance program effectiveness assessment annually to review and assess the structure, operation and efficacy of the Compliance Program. 
The Corporate Compliance Committee (CCC), established by the board of directors and chaired by the CCO, oversees the operations of WellCare’s Compliance Program through an established program charter and serves as a resource to the CCO. The CCC is comprised of senior executives throughout the company. The principal purpose of the CCC is to ensure the development and implementation of an effective corporate ethics and compliance program for all WellCare lines of business, including Medicaid and state-based programs, Medicare Advantage and Medicare Part D, and to oversee the WellCare Compliance department. In addition, the CCC is tasked, with assistance from the CCO and the Compliance department, with advising, reporting to and supporting the RCC in performing its responsibilities. Generally, but at least 3 times per year, the CCO through the CCC will update the update the RCC with the activities and status of the compliance program, including issues identified, investigated and resolved by the compliance program. Additional updates may be provided as necessary. 
Compliance Liaisons/Directors of Market Compliance 
To assist the CCO with the implementation of policies, procedures, and practices designed to ensure compliance with the requirements set forth in applicable federal and state plan contracts, laws, regulations, and health care program requirements, WellCare has established the position of Compliance Liaisons (also known as Directors of Market Compliance). The Compliance Liaison serves as the contact for the CCO for compliance and ethics activities in principal Market locations. The Compliance Liaison also functions as the local contact for the Corporate Compliance department’s functional units and serves as a Market resource for identifying, tracking, mitigating and reporting on operational compliance risks. 
Market Compliance Oversight Committees have been established in principal Markets by the CCO to provide market compliance program oversight, risk assessment and business engagement, and to provide a forum for open communication and coordination of market and corporate compliance matters, regulatory notices and changes. Each Market Compliance Oversight Committee is chaired by the Compliance Liaison and consists of the Market President, and leaders of Regulatory Affairs, Government Affairs, Network Management, Provider Operations, Provider Relations, Sales, Operations, Health Services, Human Resources and any other members as the Market Compliance Oversight Committee shall designate. Through the Market Compliance Oversight Committee, visibility is provided to the CCO and Corporate Compliance staff on market compliance concerns and day to day activities in the markets. 
The Compliance Department 
The Compliance department staff has responsibility for the oversight of WellCare’s regulatory compliance performance, including risk assessment, compliance policy development, education, investigations of alleged violations, oversight and response to incidents of non-compliance and auditing. The department includes units concentrating on compliance investigations, policies and training; regulatory compliance; HIPAA privacy and security; record and information management and market Compliance Liaisons who collaborate with our markets and subsidiaries to ensure WellCare meets and exceeds compliance obligations. 


Training and Education 
WellCare conducts mandatory compliance training upon hire and annually for all associates, officers and directors. The program includes certification to the Code, general compliance training, as well as mandatory courses on fraud, waste and abuse and HIPAA privacy and security. Failure to complete this training in a timely fashion will result in disciplinary action as documented in the Associate Handbook. WellCare also provides and/or monitors the completion of compliance training to first tier, downstream, and related entities. First tier, downstream, and related entities who have met the fraud, waste, and abuse certification requirements through enrollment into the Medicare program or accreditation as a Durable Medical Equipment, Prosthetics, Orthotics, and supplies (DMEPOS) are deemed by federal regulation to have met the training and educational requirements for fraud, waste, and abuse. 
Associates who are responsible for specific functions or services related to Medicare and Medicaid business areas also receive specialized training on issues which may pose unique compliance risks. 
WellCare maintains and updates the curriculums of general and specialized compliance training programs to educate all impacted parties on the requirements for continued compliance with federal and state laws, regulations and guidance and to detect possible violations. 
Compliance Reporting and Investigations 
WellCare’s compliance reporting and inquiry system assures efficient and confidential communication between and amongst the Compliance department, the CCO, associates, officers and directors, agents, first tier, downstream, and related entities, members and other company stakeholders. 
WellCare’s Compliance Hotline and web portal are central components of WellCare’s compliance reporting and inquiry system. By accessing the Compliance Hotline or web portal, associates and others can report compliance program violations any hour of the day or evening. Hotline calls and web entries are reviewed by Compliance department staff and followed through on with the assistance of department or area managers (e.g., Legal, Human Resources and Finance). Consistent with compliance best practices, the web portal is hosted by an independent third party vendor, ensuring complete anonymity. 
Associates are obligated to report actual or suspected violations of the law or of the Code or other WellCare policies. Such violations may include matters affecting the accuracy of accounting practices and financial results. The availability of the Hotline and web portal is publicized to the WellCare community through the Code, office posters and the Company intranet. Hotline activity is reviewed regularly by the CCC. Callers who report violations may remain anonymous upon their request. 
Associates also may raise compliance questions or report a suspected violation with
Their immediate supervisor 
The Human Resources Department 
The Chief Compliance Officer 
Compliance Liaisons 
The Chief Legal Officer 
The Chief Auditor 
Matters reported through the Compliance Hotline or other communication sources that suggest violations of Company policies, federal or state health care program requirements or applicable laws are investigated promptly to determine their veracity and significance. Depending on the nature of the issue, an investigation may be conducted with the assistance of the Legal Department or outside counsel.  
WellCare maintains a non-retaliation policy strictly prohibiting retaliation against any associate who in good faith reports a possible ethics violation or compliance concern. 
WellCare reports suspected or confirmed cases of fraud, waste and abuse, violations of the False Claims Act, or potential fraud or misconduct to appropriate law enforcement agencies, CMS or its designee, and/or other state or Federal government agencies as described in WellCare’s policy on Fraud, Waste and Abuse in accordance with program requirements. 
Auditing and Oversight 
The Corporate Audit & Oversight department is comprised of Enterprise Risk Management, Internal Audit, Internal Controls over Financial Reporting, Compliance Oversight, and Delegation Oversight.  
The Chief Auditor is responsible for leading Corporate Audit and Oversight and reports functionally to the Audit & Finance Committee and has a dotted line reporting relationship to both the Company's Chief Financial Officer and Chief Compliance Officer. This reporting relationship is intended to promote the independence of Corporate Audit & Oversight, comprehensive audit coverage, and appropriate coordination with the other activities of management and the Company's independent external auditor. In addition, the CCO provides functional leadership to the Corporate Audit and Oversight activities that focus on WellCare's compliance with state and federal laws and regulations. 
Audits may be conducted as part of an investigation of a reported issue or as a proactive means of monitoring regulatory compliance in areas of actual or potential risk. Specific to compliance, Corporate Audit and Oversight provides independent, objective assurance designed to add value and improve WellCare’s operations by bringing a systematic and disciplined approach to evaluate the effectiveness of the organization’s control, risk management, and compliance processes. As part of its evaluation, Internal Audit provides reasonable assurance through audit procedures including observation, inquiry and sample testing as to whether the Company's network of control, risk management, and compliance processes, as designed and represented by Management, are in all material aspects adequate and functioning in a manner to help ensure the following: 
Significant financial, managerial, and operating information is accurate, reliable, and timely 
Significant risks are appropriately identified and managed 
The Company, and its associates, complies with corporate, state, federal and regulatory requirements including applicable policies, standards, procedures, contracts, laws and regulations 
Corporate Audit and Oversight also provides senior management with reasonable assurances that WellCare remains compliant with state and federal guidelines by providing education about obligations and enforcement of compliance to each functional business area through monitoring, oversight, and appropriate response to incidents. 
Corporate Audit and Oversight issues formal reports that identify opportunities to improve management controls and compliance, and protect the Company’s reputation. Audit reports are distributed to the Audit & Finance Committee of the Board of Directors. Department management and senior leadership, including the CCO, also receive the audit reports. Management’s action plans (MAPs) to mitigate identified risks are outlined in the report. Corporate Audit and Oversight monitors MAPs to completion.  
Compliance Program Enforcement 
If an investigation, regulatory audit or monitoring process confirms the existence of a compliance issue, the Compliance department works closely with the affected area or department to promptly resolve the issue and take necessary corrective action, including timely and appropriate disciplinary action. Overpayments are identified and/or returned to the appropriate federal or state programs and significant issues may be disclosed to the Centers for Medicare and Medicaid Services or other federal or state officials. 

Corrective Actions Plans and Internal Action Plans 
Corrective action plans (CAPs) and Internal Action Plans (IAPs) are designed to address underlying problems that result in deficiencies or compliance violations. They are also intended to prevent defects or misconduct from recurring in the future. 
When an investigation or external audit result indicates that a particular department or area is deficient or does not comply with Medicare or Medicaid program requirements, such department or area is directed to take actions necessary to come into compliance with the applicable requirements. This directive generally is contained in a CAP. CAPs are remedial measures tailored to address the particular misconduct or deficiency that has been identified, with specific timeframes for resolution. 
CAPs may be implemented both internally within the WellCare and externally to delegated entities, such as providers, agents and contractors who are involved with delivering services to WellCare members. Persons or entities subject to CAPs are required to adhere to the remedial measures to ensure that the deficiencies that have been identified are eliminated. Periodic monitoring of future performance measures seek to ensure that remedial steps have been taken to correct deficiencies. 
Corrective Actions also may take the form of Internal Action Plans (IAPs). IAPs are tools to monitor and measure identified deficiencies in services, work flows, policies, procedures or processes in an effort to improve performance and meet compliance standards. IAPs focus on identifying specific, measurable steps or actions to be taken by Associates to conform to compliance requirements within a designated timeframe. IAPs play an integral role in correcting performance discrepancies. 
Discipline 
WellCare maintains a strict disciplinary policy for compliance violations. Individuals who have violated laws, regulations, CMS and/or State guidance, or WellCare policies are subject to disciplinary action, up to and including termination of employment and, where appropriate, potential referral for criminal prosecution. Likewise, such violations by delegated subcontractors may result in the termination of their contractual relationship with WellCare. 
Screening for Excluded Parties 
WellCare, through a third party vendor, screens current and new associates, contractors, sales representatives and agents against the Department of Health and Human Services Office of Inspector General’s List of Excluded Individuals/Entities and the General Service Administration’s System for Award Management. WellCare will not hire or retain an Associate, contractor, sales representative or agent who is excluded, debarred or suspended from participating in federally funded programs. 
Detecting and Preventing Fraud, Waste and Abuse by Members, Providers and Business Partners 
WellCare’s Special Investigation Unit (SIU) is responsible for the detection, prevention, investigation, reporting, correction and deterrence of fraud, waste and abuse by members, providers and business partners. The SIU reports to the CCO and is charged with implementing the Company’s Fraud, Waste and Abuse (FWA) Plan. Suspicions of fraud, waste or abuse can be reported to the SIU anonymously through a designated SIU Hotline or electronic communication.
Information Security and Privacy Office 
The purpose of the WellCare Information Security and Privacy Office is to manage the Privacy, Security, and Records and Information Management (RIM) compliance requirements. Privacy and Security is managed in accordance with the Health Insurance Portability and Accountability Act (HIPAA) as modified by the Health Information Technology for Economic and Clinical Health (HITECH) Act set forth by the United States Department of Health and Human Services (HHS). RIM is managed in accordance with Generally Accepted Recordkeeping Principles (GARP) set forth by The Associates of Records Managers and Administrators (ARMA). 
The mission of the WellCare Information Security and Privacy Office is to serve as a central resource for the privacy, security, and retention of member data and company records and to provide leadership in the development of programs and practices to meet relevant requirements and standards. The Information Security and Privacy Office is responsible for ensuring the policies around the protection of protected health information (PHI) in all forms are consistent with federal and state legislation. The major roles of the Information Security and Privacy Office include: 
Development, implementation and on-going management of WellCare’s Information Security, Privacy, and RIM Compliance Program and governance process
Oversight of development and monitoring of Information Security, Privacy, and RIM compliance policies and procedures
Development and monitoring of Information Security, Privacy, and RIM compliance education and training programs
Development and implementation of effective lines of Information Security, Privacy, and RIM Compliance Program communications and reporting mechanisms 
Development and implementation of appropriate oversight committees and/or procedures to enforce sanctions and disciplinary actions for violations of Information Security, Privacy, and RIM regulations or policies
Monitoring and auditing for ongoing compliance
Investigation of reported and detected non-compliance incidents and development of corrective action initiatives 
The development, implementation and maintenance of organizational procedures in support of corporate information security and privacy policies are the responsibility of covered departments and business areas. Likewise, ongoing operational compliance is a department/business area responsibility. The Information Security and Privacy Office monitors compliance activities, advises on compliance concerns, investigates potential areas of noncompliance and reports on compliance issues.
SOW 1.4.2 Qualifications
There is no health plan better qualified to serve Iowa Medicaid and CHIP members than WellCare of Iowa. WellCare is highly experienced in the business of furnishing Medicaid and CHIP capitated services comparable in size and complexity to that specified within the Iowa High Quality Healthcare Initiative Request for Proposal. 
We Are Medicaid Specialists 
WellCare’s specialized focus in government-sponsored health care, and particularly in Medicaid, is unique and remains the heart of what we do. As an organization dedicated solely to improving the health and lives of members enrolled in government programs with a focus on low income and underserved participants, our technical expertise in product development, administrative processing, care management, and information technology systems and infrastructure is extremely strong and focused on providing precisely the types of services sought by the Iowa High Quality Healthcare Initiative Request for Proposals. The following facts demonstrate the depth and breadth of our Medicaid experience and capabilities:
We have 20 years of experience focused exclusively on economically disadvantaged, vulnerable populations and government-sponsored health care 
We currently support separate Medicaid, LTSS, and related products in nine states, including Florida, Hawaii, Georgia, Kentucky, South Carolina, New York, Illinois, Missouri, and New Jersey
We provide person-centered managed care services to 2.3 million Medicaid members across the full spectrum of eligibility groups including, but not limited to, home and community based services (HCBS) waiver, Foster Care, Children’s Health Insurance Programs (CHIP), Temporary Assistance to Needy Families (TANF), supplemental security income (SSI), and long-term services and supports (LTSS) populations
We serve over 100,000 Medicaid members in Missouri, New York, and Illinois, respectively, and over 400,000 members each in Kentucky, Georgia, and Florida.

As of December 31, 2014, we were contracted with over 170,000 providers in states serving Medicaid, including
29,900 primary care providers (PCPs)
116,000 specialists
22,700 behavioral health/substance abuse providers
Nearly 100 hospitals
Approximately 800 federally qualified health centers (FQHCs)
Over 450 community mental health centers (CMHCs)
940 adult foster homes
150 community-based service providers
100 percent of our of plans that submitted for NCQA accreditation have received accreditation
WellCare and our affiliates have continuously operated Medicaid health plans for 20 years earning the privilege of caring for more than 2.3 million Medicaid and Children’s Health Insurance program participants nationwide. With this experience, we have built a team of associates who put the needs of these individuals at the forefront of our planning and operational execution. We understand and recognize that our members’ needs are often different and more complex, and that context helps us frame our programs, products and services. We think creatively to solve problems and overcome the challenges our members face.
Our Approach to Meeting the Requirements of the Request for Proposal and Scope of Work for the Iowa High Quality Healthcare Initiative 
Our experience has informed our approach to ensuring the delivery of high quality health care services in Iowa including the foundational work we completed in 2014 and earlier this year. As an experienced Medicaid managed care plan, and one with proven results in Medicaid modernization efforts, we understand the importance of having intimate knowledge of prospective members’ needs along with a deep understanding and appreciation for the uniqueness of the market. Beginning in 2014 we embarked on a multi-month, statewide campaign to understand the populations to be served under the Iowa High Quality Healthcare Initiative. For months, our team has canvassed the state meeting with local community stakeholders including providers, care centers, allied health providers, federally qualified health centers, social service agencies, community health and mental health centers, LTSS providers, and those who would be covered by the plan. These meetings and discussions offered us in-depth insights into the needs of the population and an understanding of the health care delivery system in Iowa. The insights, paired with our vast Medicaid experience, create the vision for WellCare of Iowa’s person-centric, comprehensive and integrated plan design. Our approach in Iowa will feature an Iowa-based organizational structure and office facilities, innovative network development strategies, an award-winning community services model, and solid execution of effectively-integrated managed care operations. Given our experience and existing infrastructure and understanding of the health care delivery system in Iowa, we are well positioned to meet all of the requirements in the Scope of Work and Technical Proposal including requirements related to the following:
General and administrative (i.e., licensure, accreditation, subcontractor oversight, financial stability, organizational structure and staffing, readiness)
Scope and covered benefits (i.e., coordination with Medicare, continuity of care)
Long-term Services and Supports including the assessment, community-based case management, and waivers
Billing and collections
Provider network including contracting, credentialing, adequacy, accessibility, and communication
Enrollment processing including disenrollment
Member services (i.e., Helpline, Nurseline, communications, rights and responsibilities, redeterminations)
Care coordination
Quality management and improvement
Utilization management (i.e., prior authorization, concurrent review, retrospective reviews)
Program integrity (i.e., fraud, waste & abuse, verification of delivery of services)
Information technology including systems, business continuity, data exchanges, claims processing, encounter data processing, third party liability processing, Health Information Technology
Reporting
Specific highlights of our approach are detailed in the following sections and throughout our response.
Administrative Requirements: Our Local, Community-Based, Distributed Operating Model
As we have learned through our 20 years of experience, and validated through the aforementioned statewide stakeholder meetings, high quality, coordinated, integrated, and person-centered health care must be both personal and local. This guiding belief has informed our program and operational design which will feature a distributed operating model. 
As you will see in the enclosed bid proposal, we will maintain eight offices throughout Iowa employing highly engaged, locally-based clinical services, community outreach, quality management, compliance, and provider relations staff. These staff will be dedicated to caring exclusively for WellCare of Iowa members and meeting the requirements of the contract. In addition, we will establish an Iowa-based Member Services Call Center, employing well-trained member service agents who work from home within the state. We will develop a diverse workforce that meets the needs of the populations we serve. Our local operations will be supported by corporately-supplied resources and shared service operations which provide scale, eliminate redundancy and offer added security and support, which will be critically important in the months leading up to the anticipated start date and throughout the first year of implementation. With our scalable infrastructure, government programs competency and strong community linkages, we are prepared and uniquely positioned to serve many Medicaid members throughout the state. This model will not only enable us to best serve our members but will provide a direct economic impact to the state of Iowa through salaries and facility costs.
Administrative Requirements: Accreditation
Underpinning all of WellCare’s job creation initiatives is a commitment to the individual people served by government-sponsored health care programs. This commitment has been repeatedly confirmed through NCQA accreditation of our Medicaid health plans. As noted above, 100 percent of our Medicaid health plans that have submitted for accreditation have been accredited by NCQA, confirming service and clinical quality that we provide meet or exceed NCQA’s rigorous requirements for consumer protection and quality improvement. We are committed to increasing access to quality, cost-efficient health care solutions for underserved people here in Iowa as well as nationally. Our growing team of associates is passionate about the work we do connecting people to the services they need to lead healthy lives. 
General Requirements: A Disciplined Approach to Implementation and Ongoing Program Management
Our approach to ensuring we meet the specifications of the RFP and Scope of Work entails the aforementioned features of our plan design and rigorous enterprise project management support leading up to and through the anticipated start date. Having successfully completed numerous implementations, we know time is of the essence which is why we have proactively defined eight cross-functional project streams and underlying project teams that will manage end-to-end implementation activities. The eight project streams include providers contracting to payment, enrolling a member, member and provider communications, care coordination, quality and analytics, finance, training, regulatory compliance, information technology, and readiness delivery. We have appointed a governance team that will be responsible for all implementation deliverables. The governance team will oversee the timely completion of activities on the implementation plan, ensure cross-team communication, identify issues, and provide weekly project status reports to our executive leadership team, to whom they are accountable.
Following the implementation, we will provide ongoing management and oversight with unmatched rigor. In new market implementations such as this, we have found it especially beneficial to supplement traditional operations oversight and the necessary reporting and analytics with ongoing, candid external stakeholder discussions and a rigorous annual evaluation that goes beyond traditional, obligatory utilization and quality management program evaluations. We propose to complete a comprehensive assessment of our compliance with the RFP and Scope of Work, which will include a detailed analysis of process and outcomes metrics. To supplement this internal review, our corporate compliance and audit teams will conduct independent and objective assessments of plan compliance and will establish, monitor and report on any associated corrective action. This rigor and discipline will ensure that we are meeting the state’s expectations goals and, where we may have opportunity for improvement, allow us to identify it quickly so that it may be remediated expeditiously.
Provider Networks: Designed for Quality and Access 
WellCare will build and maintain a comprehensive statewide provider network that will enable us to provide access to a broad range of acute, specialty, and medical home providers that serve members in all 99 counties in Iowa. Given our particular experience serving vulnerable populations in rural and, all too often, underserved areas, we will implement a diverse, forward-thinking network development and provider engagement plan. Shared decision making, governance and aligned incentives will be central to our network management strategies. We have secured a preferred partnership with well-respected UnityPoint Health, one of the largest integrated health systems in the state. Under this progressive agreement, WellCare and UnityPoint Health will engage in a highly collaborative, integrated medical management program which will feature shared decision-making and governance as well as aligned incentives. We are confident that this partnership with UnityPoint will accelerate our ability to deliver on the Agency’s goals related to quality, outcomes, and health care costs.
Provider Network: Establishing the Medical Home as the Focal Point of Care Delivery 
Each member’s medical home will be the core of the comprehensive health care delivery system. We understand the importance of ensuring that we engage and coordinate with the primary care provider throughout the assessment, care planning and service delivery process. We will encourage and incent providers who demonstrate patient center medical home capability, share information, and coordinate with us and other relevant stakeholders to improve health outcomes for our members. Our providers will be the foundation of our benefit offering and will be our partners in delivering care to our members. We will be accountable to them to provide education, tools and resources to inform the delivery of care to our members, not direct it. To that end, we will support providers who are in the process of, or have become, Patient Centered Medical Homes (PCMH). 
Provider Networks: Driving Provider Accountability for Quality through Value-Based Purchasing 
As an NCQA accredited health plan, we hold ourselves and our contracted providers accountable for ensuring our members receive the highest quality of care and service. We will establish specific goals to support our quality initiatives and work with our provider partners and service professionals to achieve these goals on behalf of our members. We will proactively utilize data and evidenced-based guidelines to monitor performance and establish regular, consultative feedback for providers. When quality goals are met, we will reward our provider partners with incremental reimbursement, and we will seek opportunities to invest in those who demonstrate the capacity to drive improved outcomes. Our goal is for our members to reach their highest level of potential and wellness, while simultaneously delivering value to DHS.
Care Coordination: Our Proven Care Management Model
We have designed a care management support model that is flexible enough to accommodate medical home structures designed around the primary needs of the member. Our multidisciplinary and member- centric approach to caring for our most vulnerable members is one of our strongest assets. We recognize that every member is unique and we design our programs and services based on their individual needs and goals. Through our care management model, our associates will seek to identify, reach, engage, assess, care for, and help empower our members to live their lives to the fullest. For those who need our services most, we will engage our comprehensive team of clinical, behavioral and social resources, to assess needs and address those barriers to care that may be inhibiting wellness and independence. To evaluate the effectiveness of our care management program, we critical evaluate key outcome measures for those managed through case and disease management. Our 2014 analysis of performance among case and disease management participants compared to non-participants, revealed strong, favorable performance across a number indicators.
Those members with asthma participating in case and disease management were more compliant with the evidence-based asthma medication recommendation than non-participants.
Those members with diabetes participating in case and disease management were more compliant with evidence-based prevention and control measures including hemoglobin A1c tests, diabetes eye exams, LDL tests, nephrology monitoring, and LDL control. Three key measures which were statistically significant with a p-value of <0.05 they include diabetes eye exams, diabetes LDL tests, and diabetes nephrology monitoring. 
Among members with chronic obstructive pulmonary disease, those participating in case and disease management were more compliant with COPD bronchodilators and corticosteroids. Participant compliance with bronchodilators was statistically significant with a p-value of <0.05.
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In addition to measuring compliance with key preventive and chronic care management measures, we evaluate key utilization management metrics for case and disease management participants against non-participants. Among case management participants, there is a significant difference in inpatient admissions per thousand (-34.5 percent) and per member per month costs for outpatient care, Emergency Room care, inpatient care, and total costs, -32.9 percent, -37 percent, -55.5 percent, and -37 percent, respectively. Among these participants, we also observed an increase in pharmacy-related costs which is a positive trend attributed to improved compliance. These results underscore the effectiveness of our case management program to improve health outcomes and health care-related costs. Similar, significant positive trends were observed among disease management participants.
As an Iowa-based company, WellCare will be woven into the fabric of Iowa communities through our corporate office in Des Moines and seven regional offices across the state. Our member engagement and care management teams will live and work in the communities they serve, which means they will be close to home when they are serving our members. The key to successful engagement is to reach members where they are. We will utilize local community leaders, providers and service organizations to find and reach members who would benefit from our programs and support. We recognize that members access care and available services differently so we will align our outreach strategies accordingly.
Care Coordination: Proven Efforts to Integrate Community-Based Programs and Services into the Care Coordination Plan
To supplement the care offered by our providers, WellCare has made significant investments to incorporate community resources in the holistic care of our members. Our award-winning, proprietary model, HealthConnections, aims to improve the health and vitality of our members and communities by sustaining the social safety net. The model identifies available social safety net providers across the state, assesses existing and potential gaps in the social safety net network, and identifies ways to sustain the safety net network in response to significant Federal funding cuts. The model features a catalogue of community-based programs and services, mechanisms to connect members to these resources, community planning councils, and a granting program. 
Care Coordination: Focusing on Member Empowerment and Long-Term Success
At WellCare, our goal is to empower, not enable. Our members deserve to receive the support they need to access the information and services that will increase awareness of their health care conditions, enhance their knowledge, and improve their health and quality of life. Through our programs and services, we will create a roadmap designed to encourage the attainment of individual goals, and to fulfill our role in the delivery of critical services and supports specific to the needs of the individual who has entrusted their care to us. Our approach has been validated through member feedback and testimonials. Among case and disease management participants in 2014, 98 percent were consistently satisfied with the care and services provided by their care manager validating our staff’s responsiveness and ability to serve the complex and multifaceted needs of our members.
A member of our affiliate health plan Staywell had a member, Moise Brutus, who survived a tragic motorcycle accident, but lost three limbs. When he transitioned home after an extended hospital stay, he felt his life was over, he was clinically depressed and he stated his “mother lost all hope”. Then he met Catherine Martinez, our case manager assigned to care for him, and made the decision to not let this accident define who he would become. Catherine helped him to get the prosthetics he needed and the courage to move forward with his life. Moise started going to amputee support groups and even started going outside of his comfort zone to do outpatient rehab.
Moise describes, “Now, I work out five days a week and cycle about 100 miles a week. I go to school and I’m totally independent. My life today is amazing. I’m currently training for the 2016 Paralympics Cycling Team. When I’m on the bike, I feel like the wind. I feel like I have no disability. I never thought that going through something so traumatic could lead to so many good things.”
To support the goal of empowering members, WellCare understands that our primary role is to give our members the education and the tools they need to take control of their health. To accomplish this, we will identify members with chronic diseases or targeted conditions (i.e., pregnancy) and provide education and health coaching to empower them to make behavior changes and self-manage their condition(s). 
WellCare is proud to offer innovative, evidence-based, NCQA accredited disease management programs that will meet the requirements of the Iowa High Quality Healthcare Initiative specifically for diabetes, asthma, chronic obstructive pulmonary disease (COPD), hypertension/coronary artery disease (CAD) and congestive heart failure (CHF). Among our affiliate health plans, these programs have a proven record of achieving clinical efficiencies through reductions in readmissions and Emergency Room utilization while aligning clinical practice to evidence-based guidelines. To support the members’ relationship with their providers, we will engage providers in care plan development and management while keeping them informed about their WellCare patients’ progress and barriers to care.
Quality Improvement Strategies: Providing Supports and Incentives While Respecting Individual Needs and Preferences
WellCare aspires to reach every member when they join our health plan. To encourage member engagement and involvement, we will offer an incentive program designed to encourage and reward members for participating in educational and/or healthy behavior activities, including completion of their initial health risk screening. WellCare will utilize multimodal methods to outreach and engage members, including telephonic, direct mail, digital web-based technology, and field-based care and provider teams. 
WellCare will also implement innovative solutions to achieve higher reach rates for our members. We will collaborate with trusted community partners to create new care engagement pathways to find, educate and engage our members wherever they might be. We will implement our evidence-based community relations program to engage community partners into care management. This relationship will enable these associates to serve as a liaison between health and social services and the community to facilitate access to services and improve the quality and cultural competency of service delivery. The program will also build individual and community capacity by increasing health knowledge and self-sufficiency through a range of activities such as outreach, community education, informal counseling, social support and advocacy.
Member Services: Our Member Website and Health Portal
WellCare recognizes that access to information is a key to health empowerment. Beyond coaching and care management, we will provide other options to engage and educate members about achieving a healthier lifestyle. Our website and member portal will serve as the online hub for a wide range of health care-related activities, services and resources. The website will offer a rich library of multi-media resources designed to address different learning styles and individual education preferences. Additionally, the secure portal will present personalized content based on individualized information on the member’s actual health profile based on their claims and medical record data. 
In conclusion, the most important measure of our success is our ability to deliver value to the DHS and our Medicaid members. We understand that if awarded a contract, DHS is entrusting us to care for and serve its Medicaid and CHIP enrollees. We will hold ourselves accountable for our performance and for the results we are expected to deliver on behalf of our members. WellCare is committed to transparent communication, proactive self-monitoring and delivering on our promises. We will actively engage in monitoring activities of our provider partners to ensure they likewise hold themselves accountable to the highest standards of performance and quality. Being a government sponsored health plan, WellCare will strive to provide the highest quality, cost effective services, while being exemplary stewards of the State’s resources. We will:
Work with provider networks and stakeholders to successfully meet the needs of members with a wide range of physical, social, functional, behavioral, and LTSS needs
Manage all physical, LTSS, and behavioral health services for those who meet the defined eligibility requirements 
Operate in a manner that results in eligible individuals receiving services that are timely and effective in reducing problems and systems and maximizing member function and quality of life
Establish a comprehensive, accessible provider network that offers a choice of providers in the service area
Offer a coordinated array of services to eligible individuals
Improve the quality of care provided to members
Improve outcomes across the health care delivery system
Ensure the delivery of services to members that are readily accessible and provided in the least restrictive environment likely to result in the desired outcomes
Provide all covered benefits and administrative functions as contractually-required 
Operate a manner that promotes efficiency in the service delivery system while offering the highest quality services
WellCare is proud to submit this technical proposal response to DHS in support of its mission of improving health care for all Iowans. We firmly believe our proven track record of success in serving more than 2.3 million Medicaid members in 461 counties across nine states and providing innovative, evidenced-based managed care services uniquely positions WellCare to deliver value to both DHS and Medicaid members.

1.5 Effects of the Federal Waiver 
SOW 1.5 Effects of the Federal Waiver
WellCare understands DHS will seek waiver authority from the Centers for Medicare and Medicaid Services (CMS) to operate the Iowa High Quality Healthcare Initiative. We will comply with any modifications made to this proposal and subsequent contracting resulting from the waiver approval process. We understand and acknowledge that, in the event CMS denies the waiver request prior to contract award or signature, DHS will be under no obligation to award a contract as a result of this Request for Proposal. Furthermore, in the event CMS denies the waiver request following contract award and signature, DHS may terminate the contract immediately in writing without penalty and DHS will not be liable or required to compensate WellCare for any work performed or expenses incurred prior to termination.
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SECTION 2 – ADMINISTRATIVE REQUIREMENTS
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. 
WellCare Health Plans, Inc. (“WellCare”) is committed to delivering the highest level of quality health care to members of our health plans. WellCare operates with an intentional focus on government-sponsored health care programs including Medicaid, state children’s health insurance programs (SCHIP) and Medicare Advantage. 
This commitment includes responding to requests for proposals (RFPs) with the attention to detail and scope of services required to achieve the prospective client’s intent, such as the goals of the Iowa High-Quality Health Care Initiative. Since 1994, WellCare has been awarded several Medicaid managed care contracts based on successful responses to RFPs, and WellCare has developed a thorough and seamless process for our ability to execute on all contract requirements. 
From a structural perspective, WellCare’s success is founded on our market-centric approach. We establish a state-based workforce to maximize accessibility for our members, providers and our government clients. We then complement the market-based team with support through corporate shared services such as claims processing, call center administration and information systems. Through substantial experience gained through operations of WellCare’s Medicaid footprint, WellCare of Iowa, Inc., is well-positioned to deliver on its contractual commitments to the State of Iowa.
WellCare currently has contracts for managing Medicaid members in nine states. These also include successful re-procurements such as our recent Florida Healthy Kids award to WellCare of Florida Inc., and our Missouri HealthNet reprocurement awarded to MissouriCare, Inc.  
In our New York, New Jersey and Hawaii markets, the scope of benefits extends to members needing long term services and supports (LTSS), and those plans have yielded substantial state savings as well as positive feedback from members, providers and our government clients. 
Based upon this wealth of experience, we believe that the newly formed entity, WellCare of Iowa, Inc. (“WellCare of Iowa”) a subsidiary of WellCare Health Plans, Inc. will be thoughtfully attuned to the unique and specific needs of the Iowa Medicaid population while also drawing upon the historical knowledge and strength of WellCare Health Plans, Inc. 
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.
WellCare Health Plans, Inc. has submitted an HMO application to the Iowa Division of Insurance (the “Division”) that included financial projections, officer and director information, a business plan, solvency information and other information as required pursuant to IAC 191-40.11. The Division has approved the articles of incorporation included with the application, and filed them with the Iowa Secretary of State on March 27, 2015 forming WellCare of Iowa, Inc. The Division has informed us that the review and approval process for a HMO license typically takes 4-6 months. We have engaged outside counsel to assist us in the application process, and fully anticipate that our HMO license will be approved prior to the effective date of the Contract.
1. Indicate whether you are currently a qualified health plan (QHP) issuer certified by the Iowa Healthcare Exchange.	
WellCare of Iowa, Inc. values the collaborative relationship between the State of Iowa, providers, and Medicaid beneficiaries, and to the extent that we can provide a needed service to the State of Iowa, we are committed to taking the necessary steps. Currently, we are not a QHP on the Iowa Healthcare Exchange, but we are willing to explore that possibility at the State’s direction. In both Kentucky and New York, WellCare’s plans were approached by the state and asked to provide a QHP, and we did so in collaboration with our government partners. We are open to this same possibility in Iowa.
1. Indicate whether you are currently accredited by the NCQA. If you are not currently accredited, describe your plan to achieve accreditation.
WellCare Health Plans, Inc. is committed to continuous quality improvement both in our own internal operations as well as in the care delivered through our provider networks. All of our respective health plans are accredited by the National Committee for Quality Assurance (“NCQA”) or in the process of obtaining such accreditation, except for our newest health plan in the state of New Jersey, which is currently building the infrastructure needed to start the accreditation process. That plan is expected to achieve NCQA accreditation in 2016. All of our respective health plans are accredited by the National Committee for Quality Assurance (NCQA) or are in the process of obtaining accreditation.

As outlined in the Iowa High Quality Healthcare Initiative MED-16-009, WellCare of Iowa, Inc. will initiate the NCQA accreditation process immediately as of the Contract effective date and will achieve NCQA Health Plan Accreditation within 18 months of the contract effective date. In addition, WellCare of Iowa will maintain accreditation throughout the life of the Contract at no additional cost to the Agency. WellCare Health Plans, Inc. also acknowledges that where accreditation standards conflict with the standards set forth in the Contract, the Contract prevails unless the accreditation standard is more stringent.
The NCQA Accreditation team within our quality improvement department in Tampa is the hub of accreditation for all of WellCare’s plans. If awarded participation in the Iowa High Quality Healthcare Initiative, we will ensure a commitment to quality before, during and after accreditation is achieved. The NCQA Accreditation team meets regularly with each market to offer guidance on quality measures and to encourage the timely submission of reports to committees such as the Utilization Management Medical Advisory Committee (UMAC) and the Quality Improvement Committee (QIC). We internally audit files from Utilization Management, Case Management, Appeals and other departments to identify any areas of opportunity. In addition, we partner with external NCQA consultants to hold mock NCQA audits and summits, wherein we review all market documentation and discuss ways to meet and exceed standards.
Healthcare Effectiveness Data and Information Set (“HEDIS”) and Consumer Assessment of Healthcare Providers and Systems (“CAHPS”) scores constitute the second part of NCQA accreditation. For our providers, we offer interactive HEDIS operating portals, toolkits, and the counsel of Clinical HEDIS Practice Advisors. For our members, the CAHPS/HOS Improvement Workgroup identifies areas of member dissatisfaction and implements activities to improve member experience.
WELLCARE AND SUBSIDIARIES
WellCare’s plans have achieved an NCQA status of Commendable in our New York, Georgia and Kentucky Medicaid markets, demonstrating our commitment to holistic, member-centered, high-quality care to our members. The New York accreditation is effective through September 2016, while the Georgia and Kentucky markets accreditations are effective through June 2017.
Most recently, we received validation from NCQA for our commitment to quality. NCQA, during the closing presentation of our Hawaii renewal survey, stated that “WellCare’s Ohana Health Plan, Inc., (“Ohana”) was committed to providing quality care to the membership, with coordinated quality programs and cohesive team efforts throughout the quality process.” NCQA also praised strong efforts to coordinate care between primary care providers (“PCPs”) and specialists, such as Ohana’s survey initiative and provider newsletter.
Specific to our plans in Kentucky and Georgia, NCQA stated that our policies and procedures are clear, specific, and understandable, and there was evidence of strong management and oversight of delegated credentialing records. In our Missouri market, NCQA stated that the continuity of coordination of care was well done, with an excellent strategy of focusing on preventive care, effective use of community-based solutions, and a good approach to the integrated care model.
NCQA’s accreditation of these plans and their corresponding commentary on our strengths, reflects our commitment to quality as an integral part of our daily processes. Our commitment to the quality of care and services delivered to our members, our providers, and our state partners is at the very heart of our organization.
2.2 Subcontracts
Summarize your proposed subcontracts including any with parent companies and key work to be delegated under the subcontracted relationship.
As necessary, WellCare of Iowa, Inc. will subcontract with key vendors and delegated entities as this subcontracting allows for very specific services to be rendered to members by experts in their respective fields. Additionally, selection criteria for WellCare’s subcontractors includes demonstrated success in working in the government programs space so they have a clear perspective on the regulatory environment governing health plan operations. Because of these relationships, the subcontractor experience will truly be a seamless extension of benefits from the health plan to the member. 
WellCare of Iowa will provide the highest level of oversight and demand accountability of its subcontractors. This commitment to consistent monitoring is seen in the resources we have designated for this process. Within our Chief Compliance Officer’s organization resides the Corporate Compliance and Oversight department, staffed with professional auditors tasked with establishment and maintenance of consistent rigor and oversight of subcontractors. 
As defined in the Iowa High Quality Health Care Initiative, “a subcontractor is any third party who contracts with the principal contractor or another subcontractor to perform a portion of the duties in the Scope of Work,” and does not include medical providers. On the following page is a list of proposed subcontractors that WellCare of Iowa, Inc. plans to use.
WellCare of Iowa, Inc. appreciates the State’s desire to offer the most localized health management for its Medicaid beneficiaries. To that end, we will seek to locate as much of our operations in the state or utilize subcontractors who either have a relationship of some type with the State of Iowa or can locate some of their operations or personnel there. 
As is common in the industry, WellCare Health Plans, Inc. (“WellCare”) consolidates its core operations in one management company – Comprehensive Health Management Incorporated (CHMI). On behalf of The WellCare Group of Companies, CHMI employs all of the associates, holds leases to all real estate and/or office space, owns the personal property, and maintains the key vendor contacts (e.g., information technology systems, auditor, etc.) for the enterprise. WellCare of Iowa, Inc. recognizes that an effective organizational structure is critical for operational success. The CHMI management services structure ensures effective and appropriate decision-making with a span of control that aligns scope of authority with responsibilities as well as accountability. Historically, WellCare’s subcontractor relationship with CHMI represents approximately 8 percent of the capitation.
Pursuant to a Management Services Agreement, CHMI would supervise and manage the day-to-day operations of WellCare of Iowa, Inc., including but not limited to: 
The provision of accounting and financial services; 
Management of information and computer systems, including maintenance and upgrading of all such equipment;
Data processing;
Design and administration of benefits;
Adjudication and processing of claims;
Provision of customer service;
Provision of provider network credentialing services;
Coordination of communications to members and providers;
Provider network contracting and management;
Product marketing services; and 
Other services that are customarily associated with the provision of the foregoing and the operation of a health plan.
To complement our internal capabilities, WellCare contracts with best-in-class service providers to offer the most advanced and effective services for our enrollees. These subcontractors are carefully chosen, consistently monitored, evaluated frequently, and terminated if they perform poorly. WellCare of Iowa will constantly scrutinize the performance of its subcontractors as part of its fulfillment of the Contract. The following is a brief list of key subcontractors:
	Key Subcontractors

	Subcontractor Name
	Subcontracted Services Provided

	Alere (f/k/a Matria)
	High risk obstetrics

	CareCore National, LLC
	Utilization management services for specialty services such as radiology, oncology, sleep studies

	Audiology Distribution LLC, d/b/a HearUSA
	Hearing

	Carenet Healthcare Services (Infomedia)
	24 Hour nurse advice line

	Comprehensive Health Management (CHMI)
	Management services

	CVS/Caremark
	Pharmacy Benefits Manager

	Eliza Corporation
	Health risk screenings

	First Data
	Electronic visit verification

	Medical Transportation Management
	Non-emergency medical transportation

	Premier Eye Care
	Vision

	Relay Health
	Electronic data interchange (EDI) clearinghouse

	Teleperformance
	Customer service 

	Transaction Applications Group (TAG)/Dell
	Claims processing adjudication services



Indicate if any of the subcontracts are expected to be worth at least five percent (5%) of capitation payments under this contract.
WellCare of Iowa, Inc. anticipates that its contract with CHMI will comprise more than 5% of the capitation payments under this contract. Historically, CHMI’s contract with a WellCare Health Plans, Inc., plan is usually around 8% of capitation. Currently, we do not anticipate that any other subcontractors delegated to perform services would be greater than 5%.


Describe the metrics used to evaluate prospective subcontractors’ abilities to perform delegated activities prior to delegation.
WellCare of Iowa, Inc. (“WellCare of Iowa”) understands that all subcontractors are an extension of the health plan, and we hold ourselves fully accountable for our vendor performance related to all contract compliance requirements. The aforementioned subcontractor oversight team will consist of individuals responsible for the overall implementation of the new Iowa contract, as well as have accountability for the ongoing oversight and monitoring of performance and compliance. This organizational accountability has been developed to align all Iowa program and operational implementation efforts, including the verification of adherence to all contractual requirements, with the Iowa contract manager. 
In order to ensure quality services, WellCare of Iowa will certify and warrant all work performed by subcontractors. Prior to initiating any contract with a subcontractor, WellCare of Iowa will prospectively evaluate the subcontractor’s ability to perform the work and will provide careful oversight as described further in this section. Metrics for consideration would be contingent on the services to be delivered. For example, prospective evaluation of a call center would require performance history for elements such as call volume, average hold time and customer satisfaction statistics. 
Each of our subcontractor agreements will include the appropriate and required contract provisions found in our contract with the Agency and also those found in 42 CFR 434.6. These subcontractor agreements will provide that WellCare of Iowa may initiate corrective action plans and/or terminate for non-compliance. In addition, WellCare of Iowa will notify the Agency in writing of all subcontracts relating to Deliverables, as defined by the Agency, to be provided under the Contract.
WellCare of Iowa will provide to the Agency for review and approval subcontractor agreements for any subcontractor whose payments are equal to or greater than 5 percent of the capitation payments under the Contract. In addition, WellCare of Iowa will provide additional subcontractor agreements to the Agency upon request. WellCare of Iowa will notify the Agency of any material changes to a subcontract previously approved by the Agency 60 days’ prior to the effective date of the proposed subcontract agreement amendment. WellCare of Iowa understands that subcontractors shall be bound to the same contractual terms and conditions as WellCare of Iowa and that the Agency shall have the right to request the removal of a subcontractor for good cause.
Prior to the performance of any subcontracted services, WellCare of Iowa will partner with the expertise in WellCare’s Corporate Audit & Oversight - Delegation Oversight (Delegation Oversight) department to perform a pre-delegation audit of every entity to which we would delegate services. Delegation Oversight is staffed with clinical and non-clinical Subject Matter Experts (SMEs) in the areas of: utilization management, case management, disease management, claims, appeals, credentialing, customer service and pharmacy. In addition, Delegation Oversight partners with its Legal, Operational and Clinical Services SMEs to supplement its resources to evaluate and monitor subcontractors.  
Delegation Oversight’s pre-delegation audit process is based on NCQA, State and Federal requirements. The pre-delegation audit process includes the following:
A pre-delegation discussion with WellCare of Iowa, the functional contract owner, and the Delegation Oversight Committee to determine the rationale for the delegation of services;
A review of the services contract and related addenda to verify the following:
Responsibilities are clearly delineated between the potential delegated entity and the health plan;
Appropriate statutory clauses exist; 
Appropriate periodic reporting exists to monitor the entity’s activities; and
Appropriate remedial action rights exist for non-performance or non-compliance, including revocation and/or termination.

An extensive policy and procedures review for the respective services to be delegated, including a review of Health Insurance Portability and Accountability Act (“HIPAA”), fraud, waste and abuse (“FWA”), business continuity, and Compliance Program policies and procedures;
Verification that the subcontractor is eligible to participate in Medicaid and Medicare health care programs;
An analysis of the potential delegated entity’s financial statements to verify solvency, if applicable;
An onsite audit of the potential delegate’s facilities to verify capabilities to serve WellCare’s members; and
Remediation of deficient findings prior to formal delegation of services. 
With respect to the onsite audit discussed above, WellCare of Iowa and Delegation Oversight will perform a walk-through of the potential subcontractor’s facility, a thorough review of staffing plans, and interviews with the subcontractor’s staff to assess the subcontractor’s capabilities to perform services in accordance with requirements set forth in each State’s Medicaid contract. 
The Delegation Oversight team has developed and executes audit tools to measure and monitor the corresponding activities to be delegated:

Claims Processing;
Credentialing and Re-credentialing;
Utilization Management;
Customer Services;
Pharmacy;
Network Management;
Global (includes Compliance, FWA, HIPAA, and Incident Reporting);
Disaster Recovery (Business Continuity);
Provider Appeals;
Health Risk Assessment;
Case Management;
Disease Management;
Behavioral Health; and
Transportation

See Attachment 2.2.3 - Delegated Entity Scorecard Template which is an example of the scorecard WellCare of Iowa and Delegation Oversight will use to monitor subcontractor performance.
Describe the policies and procedures used for auditing and monitoring subcontractors’ performance.
WellCare of Iowa has an integrated network of corporate partners to assist with administering and overseeing the requirements set forth in this Request for Proposal. Specifically with respect to the oversight and monitoring of our subcontractors, WellCare of Iowa collaborates with the Corporate Audit and Oversight (Delegation Oversight) department.
WellCare of Iowa provides specific guidance with respect to Iowa contractual requirements and state specific regulations. Delegation Oversight utilizes WellCare of Iowa’s feedback to update its audit tools used to monitor and audit the provision of services provided by subcontracted entities and/or sub-delegates. WellCare of Iowa and Delegation Oversight collaborate to provide reasonable assurance that the delegated functions are in compliance with federal and state regulations, contractual obligations, accreditation standards and WellCare policies and procedures.
WellCare of Iowa’s audit and monitoring activities are based in NCQA, State and Federal requirements and audit tools have been developed with respect to specific functions being delegated. Subcontractor audit and monitoring activities include, but are not limited to, the following:
Executing a risk-based audit and monitoring plan, including cross-functional collaboration to monitor operational metrics consistent with the Company’s oversight strategy.

Performing analysis and trending of data submitted by subcontractors to identify potential anomalies and areas of non-compliance.
Performing continuous monitoring of all subcontractors to ensure eligibility for participation in Medicaid and Medicare health care programs. 
Monitoring monthly vendor scorecards containing operational data and metrics to ensure compliance state requirements.
Performing formal quarterly reviews of subcontractors with direct member impact.
Performing formal annual reviews of policies and procedures to ensure compliance with NCQA, State and Federal requirements. 
Issuing formal reports for each audit performed which identify opportunities to improve the subcontractor’s controls and compliance with requirements.
Ensuring subcontractors implement adequate controls to remediate issues (corrective actions) identified during audit and oversight activities.
Recommending sanctions up to and including the revocation and/or termination of delegation, if the subcontractor’s performance continuously fails to comply with developed standards.
Reporting to WellCare of Iowa’s Quality Improvement Committee, WellCare’s Delegation Oversight Committee, WellCare’s Corporate Compliance Committee and WellCare’s Regulatory Compliance Committee of the Board of Directors on the compliance risks associated with delegated subcontractor activities.
In accordance with these activities, WellCare of Iowa and our corporate partners will collaborate to monitor and trend transactional data, then analyze results of monitoring and auditing activities, and solicit appropriate corrective action plans when deficiencies are identified. WellCare of Iowa has a suite of reporting tools that allow transparency into monitoring and auditing activities performed, status of audit and monitoring plan, metrics on outstanding corrective action plans, and trending of subcontractor performance through scorecards. This layered approach to oversight allows WellCare of Iowa to ensure subcontractors are performing in accordance with the Agency’s expectations and requirements.
Subcontractor oversight processes and activities are supported by several documented and approved corporate policies and procedures. As demonstrated in the existing policies and procedure documents, WellCare of Iowa will work with our corporate partners to update its policies and procedures to reflect any Iowa specific requirements and receive approval from its state and internal partners to meet regulatory requirements. Changes to these policies and procedures will be submitted to the Agency for approval.
Describe the enforcement policies used for non-performance, including examples.
WellCare of Iowa and its corporate partners utilize the enforcement actions allowed in the Company’s Delegation Oversight Policy C7QI-023 and the provisions of its base delegation agreements with subcontractors. These enforcement actions include formal corrective action, enhanced monitoring and reporting, sanctions and/or financial penalties, and potential termination or revocation of the delegation agreement. The corrective action plans will be housed in WellCare Health Plans, Inc.’s Corporate Governance tool, Compliance 360 (“C360”). The C360 tool allows for transparency across the organization and tracking against specific regulatory requirements within WellCare’s State and Federal contracts. 
On a quarterly basis, enforcement actions issued are to be reported to WellCare of Iowa’s Quality Improvement Committee for monitoring and tracking. In addition, the enforcement actions are reported to Corporate Committees, which include: Delegation Oversight Committee, Corporate Compliance Committee and Regulatory Compliance Committee of the Board of Directors.
Finally, WellCare of Iowa will report enforcement actions issued to its subcontractors to the Agency upon request.
Attachment 2.2.5.a - 2014 HearUSA (Caid) CAP is sample corrective action plan.
Attachment 2.2.5.b - 2014 HearUSA (Caid) CAP Satisfied same corrective action plan reflecting satisfaction of required remediation.
Describe how subcontracting relationships will provide a seamless experience for members and providers.
WellCare Health of Iowa, Inc. (“WellCare of Iowa”) will be deliberate in its selection of subcontractors. We will ensure that the subcontractors chosen have the best interests of the member in mind and are sophisticated enough to handle the complex clientele that we serve. WellCare of Iowa will provide the structure and oversight of these contracts to ensure a seamless experience for the member. For example, members’ identification cards will list a 1-800 number which will link them to all of the health plan’s services and benefits. In the case of a subcontracted vendor, such as non-emergency medical transportation, employees of the vendor will identify themselves to members as WellCare of Iowa. WellCare of Iowa will be the external facing entity for the member so as to ensure that the member has a transparent and seamless experience with the health plan.
WellCare Health Plans, Inc.’s National Ancillary and Delegated Oversight and Audit departments provide extensive relationship management services as well as day-to-day monitoring and in-depth auditing to ensure that the vendors not only adhere to State and Federal regulatory and compliance standards of performance, but also frequently exceed them to provide the best possible service to our members. When vendors do not provide the appropriate level of service to our members, they are put on corrective action plans. If they are not able to adhere to the rigorous standards imposed by WellCare of Iowa, then we will terminate our business relationship with them. 
Our National Ancillary team, the relationship management piece of the puzzle, interfaces frequently with various parts of our business, including customer service, and we are continually engaging in process improvement strategies to improve the member experience. In addition to the questions responded to above, WellCare of Iowa also acknowledges and commits to the following sections in the Statement of Work as follows:
[bookmark: _Toc415121298]SOW 2.2.3 Subcontractor Financial Stability 
WellCare of Iowa, Inc. recognizes the value that subcontractor’s financial stability lends to our overall operation. In order to ensure that fiscally sound operations are in place with each subcontractor who is in a risk bearing arrangement with us, we will, on a quarterly basis, review each subcontractor’s statement of revenue and expenses, their balance sheet, cash flows and changes in equity fund balance and incurred-but-not-reported (IBNR) estimates. We will make these documents available to the Agency upon request.
[bookmark: _Toc415121299]SOW 2.2.4 Excluded Subcontractors
WellCare of Iowa, Inc. ensures compliance with 42 CFR 438.610, Federal Acquisition Regulation and Executive Order 12549 through mechanisms designed to prevent the Company from having a known relationship with any debarred, suspended, excluded or otherwise ineligible party. WellCare performs monthly state and federal exclusion check reviews, including the OIG-LEIE and SAM databases, on individuals and entities employed and/or contracted by WellCare, both internally and utilizing a third party vendor. Individuals or entities confirmed to be debarred, suspended, excluded or otherwise ineligible are removed from employment or contracting and no payment is made for any items or services furnished, ordered or prescribed by the individual or entity. WellCare notifies state and federal authorities as mandated by contractual and regulatory requirements.

As part of this response, WellCare of Iowa, Inc. is submitting Exhibit D’s Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion – Lower Tier Covered Transactions. 
In addition to WellCare of Iowa, Inc.’s internal mechanisms to identify excluded parties, subcontractors themselves are contractually required to immediately notify WellCare of debarment, suspension, exclusion or any other cause for removal from Federal and State health care program participation. 
[bookmark: _Toc415121300]SOW 2.2.5 Integrated Subcontracting 
WellCare of Iowa, Inc. (“WellCare of Iowa”) will ensure that any subcontractors used will provide a seamless experience for members and providers. From claims processing and adjudication, to non-emergency medical transportation, we will make certain that there is no “wrong door” for either providers or members as they contact the health plan or interact with any of our subcontractors. WellCare of Iowa will be the externally facing entity with which members and providers will interact and from which they will receive services. We will additionally require all subcontractors to have quality improvement goals and conduct performance improvement activities as indicated.
2.3 Financial Stability
1.	Provide verification of the financial requirements described in the subsections of Section 2.3.
WellCare of Iowa, Inc., is a wholly-owned subsidiary of The WellCare Management Group, Inc. (“WCMG” or “Parent”), which is a wholly-owned subsidiary of WCG Health Management, Inc. (“WCGHM”), which, in turn, is a wholly-owned subsidiary of WellCare Health Plans, Inc. (“WellCare”), a publicly-traded managed care services company (NYSE: WCG) that provides services exclusively to government sponsored health care programs. WellCare’s roots go back 30 years, and we reported approximately $1.6 billion of capital in our most recent annual report on Form 10K. As with its other health maintenance organizations and insurance subsidiaries, if WellCare of Iowa were to need a capital contribution to support expansion of its business or to cover losses, the WCMG has the resources to make the necessary capital contribution.
SOW 2.3.1 Solvency 
WellCare of Iowa, Inc. (“WellCare of Iowa”) will maintain a fiscally solvent operation in accordance with federal requirements, Iowa Insurance Division solvency standards and the laws of the state of Iowa. WellCare Health Plans, Inc. will assure its financial solvency pursuant to the requirements set forth in the RFP, and written proof of WellCare’s guarantee for a risk-based capital (RBC) ratio of at least 200 percent will be provided prior to contract execution.
2.	Describe how you will comply with the requirements for reinsurance. Will you obtain reinsurance contracts or submit a plan of self-insurance?
WellCare of Iowa, Inc. will obtain stop loss coverage consistent with the programs that are in place for other WellCare Health Plans Inc. markets. Final reinsurance program design will be determined through risk assessment of the program data, design and reinsurance options available in the marketplace.
The typical coverage is summarized as follows:
Reinsurer: Swiss Re
Deductible: $2,000,000
Coinsurance: 90 percent
Limits: $2,000,000 for each member, for each agreement period
As part of the final reinsurance planning, WellCare will work with the state to ensure the reinsurance plan complies with the program and any statutory requirements around reinsurance coverage.	
[bookmark: _Toc415121304]SOW 2.3.3 Risk Adjustment 
WellCare of Iowa, Inc. (“WellCare of Iowa”) acknowledges, accepts and understands the DHS methodology for risk adjustment.
2.3.3.1 LTSS Population
WellCare of Iowa acknowledges the importance of ensuring that members are served in the least restrictive environment possible and understands and accepts blending rate cells for long-term services and supports (“LTSS”) members in Institutional and Home and Community Based Services setting to encourage this practice.
2.3.3.2 Non LTSS Population
WellCare of Iowa understands, acknowledges and accepts the DHS methodology for risk adjustment.
[bookmark: _Toc415121307]SOW 2.3.5 Annual Independent Audit 
WellCare of Iowa, Inc. will comply with the audit requirements outlined in section 2.3.5 of the Scope of Work. 
[bookmark: _Toc415121308]SOW 2.3.6 Quarterly Financing Report 
WellCare of Iowa, Inc. will submit quarterly National Association of Insurance Commissioners (NAIC) financial reports to DHS and will comply with the final reconciliation outlined in this section.
[bookmark: _Toc415121309]SOW 2.3.7 Insurance Requirements 
WellCare of Iowa, Inc. (“WellCare of Iowa”) will comply with all applicable insurance laws of the State and federal government throughout the term of the Contract. WellCare Health Plans, Inc. (“WellCare”) agrees to maintain a fidelity bond on employees and officers. WellCare will also comply with the requirements for general liability insurance, excess liability, workers compensation insurance, property damage insurance and professional liability insurance in the levels required by DHS. WellCare will provide evidence of the aforementioned commercially available insurance requirements to the DHS in the time and manner of the Department’s choosing.
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.
WellCare of Iowa’s records will be governed by WellCare’s Records Information Management program under the guidance of the WellCare Records Information Management (RIM) Office. The mission of WellCare's RIM Office is to establish policies, standards and guidelines in compliance with laws and regulations to foster consistency, integrity and accessibility of information throughout the records management lifecycle and oversee records management activities across WellCare. The RIM office is responsible for the publication of the RIM records retention schedule, initial and annual refresher education of WellCare workforce members on RIM policies, and supporting the RIM function. This office maintains the schedule of records and will govern the maintenance of financial and medical records in accordance with the terms of this agreement and no less than 7 years, unless under a legal hold and medical records of minors under 8 years of age in compliance with Iowa Code § 614.1(9). 
WellCare uses information security vendor Iron Mountain to maintain offsite storage needs of physical records along with encrypted tape backups. Iron Mountain is also leveraged for certified tape and physical records destruction, in addition to being the primary shredding vendor across all WellCare offices.
WellCare of Iowa’s financial and medical record applications are an integrated part of our corporate enterprise operating platform. These applications are included in our corporate strategic planning and are maintained in accordance with our Change Management (CM) process to ensure production stability.
The primary components of WellCare’s systems for maintaining financial and medical records are:
Claims and Encounter Processing – this module tracks, processes, and manages health services delivery activity, including provider payment and reimbursement as well as all services (including pharmacy) delivered under capitated arrangements
Financial Systems – tracks and reports WellCare financial data and transactions
Data Management Strategy – a continually developing platform that is used to collect and store all corporate data inclusive of HIPAA-protected medical records, aggregate and make available or reporting and operational purposes information (including financial and medical record) data in usable forms.
CLAIMS AND ENCOUNTER DATA – PROCESSING AND RECORD MAINTENANCE
WellCare’s Claims and Encounter processing applications have the capabilities to meet requirements such as compliance with encounter submissions, records retention, reconciliation of submissions to cash disbursements journals, timeliness and accuracy of FFS claims processing, and procedural guidance for interest, adjustments, payment and remittance processing. WellCare actively encourages the use of electronic transactions wherever possible, supporting all industry standard transactions and formats, and has established a dedicated team of individuals to assist providers with the implementation of electronic transactions. WellCare will accept paper claims, utilizing a vendor to convert them using Optical Character Recognition (OCR) into standard 837 transactions. While Fee-for-Service (FFS) claims typically arrive from clearinghouses in batches, upon receipt, each individual claim becomes its own transaction and is processed in real time. 
Key components of WellCare’s claims and encounter processing solution, which apply to all service types (Inpatient, Outpatient, Pharmacy, Vision, etc.) include:
Intake and Validation: all inbound claims and delegated vendor encounter submissions are brought into WellCare using a common intake process. This process also applies all industry standard edits including SNIP (Strategic National Implementation Process) 1 through 7 as well as validation of member, provider, vendor, and other critical data elements. Claims and encounter data that fail these edits are rejected for resubmission by the provider or delegated vendor. 
Adjudication and Clinical Edits: All Fee-for-Service claim submissions are validated prior to adjudication and pricing for clinical edits through a real-time interface with the Optum CES application. The Claims Application then performs adjudication edits using enrollee and benefit plan configuration information, utilization management (authorizations), and provider data. A comprehensive set of edits are applied including testing the validity of codes (including National Correct Coding Initiative edits), testing relationships across data elements (e.g., gender/procedure code, procedure code/place of service), checking for duplicate claims, and checking accumulators for member liability limits. Upon completion of the adjudication process, pricing for allowed services is completed utilizing the provider’s contract and the claim is staged for payment.
Provider Payment: WellCare generates all payments (using electronic funds transfer, or EFT) and remittances (using the 835) electronically. These transactions are submitted to our vendor (PaySpan) for execution. Completed transactions are returned for tracking, reconciliation and final payment verification. Providers unable or unwilling to utilize electronic formats are accommodated by PaySpan with paper documents produced from these electronic transactions or the ability to download remittance advices directly from their web portal. 

Encounter Submission: The Encounter Processing System (EPS) receives all encounters after intake and validation and all FFS Claims after Payment to develop complete and timely encounter data for submission. All paid and denied claims and encounter records (for capitated services) are extracted and loaded into our EPS, which performs a series of checks to identify errors that must be reviewed and corrected prior to submission. The EPS also tracks submissions to the State, reconciles acceptance and rejection responses and also includes an independent reconciliation to cash disbursement journals. 
FINANCIAL APPLICATIONS
AR/AP/GL: The basic financial management of accounts payable, accounts receivable and general ledger activity is supported through WellCare’s Oracle financial applications. 
The Finance department is also the largest consumer of functionality provided through our Data Management solution. This group of users is well trained and experienced using the Data Management solution and provides frequent guidance and feedback on opportunities to enhance the value of reporting solutions. Examples of the types of financial activities supported through the Data Management Solution include the creation of a Revenue Reconciliation Data Mart to validate WellCare membership information against DHS Payment information, the use of all provider reimbursement data to determine WellCare’s Medical Loss Ratio, and the Key Process Indicators (KPIs) to monitor corporate performance.
[bookmark: _Toc415121313]SOW 2.4.3 Response to Record Requests 
WellCare of Iowa, Inc. will fully comply with the DHS request for records as stated in this section. The Director of Regulatory Affairs in our Des Moines office will be responsible for coordinating all such requests.
2.5 Disclosures
1.	Provide disclosures as described in the subsections of Section 2.5.
WellCare of Iowa, Inc. (“WellCare of Iowa”) will furnish to the Agency information related to any person convicted of a criminal offense including but not limited to offenses under programs related to Medicare (Title XVIII) and Medicaid (Title XIX) as required by 42 CFR 455.106. As part of our Compliance 360 process, every month all associates, whether they are licensed or not, are reviewed against exclusion databases to look for debarred individuals. During the hiring process, Human Resources has a process by which individuals are screened for criminal activity or past offenses. This process is documented fully later in this section. Lastly, every 30 days the Provider Credentialing department reviews all of WellCare Health Plans, Inc.’s (“WellCare’s”) providers against a list of debarred individuals and criminal records. This process is also further discussed later in this section. At this time, WellCare of Iowa does not have any disclosures to make relating to any person convicted of a criminal offense.	
[bookmark: _Toc415121315]SOW 2.5.1 Information on Persons Convicted of Crimes
WellCare of Iowa, Inc., will comply with the Agency’s policy regarding reporting any person who has been 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. WellCare has a thorough process for determining whether individuals seeking employment have a criminal history. Attachment 2.5.1.a reflects our background check methodology as applied by a third-party vendor called Business Information Group (B.I.G.). Attachment 2.5.1.b is specific to their criminal background check algorithm.
Attachment 2.5.1.a - Background Check Adjudication
Attachment 2.5.1.b - Criminal Background Check

[bookmark: _Toc415121316]SOW 2.5.2 Information Related to Business Transaction
WellCare of Iowa, Inc. (“WellCare of Iowa”) will comply with the requirements set forth in Section 2.5.2 of the Scope of Work and will provide full disclosure of significant business transactions as set forth in 42 CFR 455.105. As of the date of this response, WellCare of Iowa has had no significant business transactions with a subcontractor relating to work performed in connection with Iowa Medicaid.
[bookmark: _Toc415121317]SOW 2.5.3 Ownership Disclosures 
WellCare of Iowa, Inc. has addressed the disclosures required under 42 CFR 455.105 and 42 CFR 455.106 in its responses to Sections 2.5.1 and 2.5.2 of the Scope of Work, respectively. 
See Attachment 2.5.3_Iowa Medicaid Ownership and Control Disclosure Form.
[bookmark: _Toc415121318]SOW 2.5.4 Reporting Transactions with Parties of Interest 
WellCare of Iowa, Inc. is a recently formed entity for purposes of serving Iowa Medicaid enrollees. Therefore, it does not have any transactions with parties in interest to report. However, in the interest of full disclosure, WellCare of Iowa, Inc., anticipates that if it is awarded a contract pursuant to this RFP, it would enter a Management Services Agreement with Comprehensive Health Management, Inc., a direct wholly-owned subsidiary of The WellCare Management Group, Inc., the parent company of WellCare of Iowa., Inc. It also anticipates it would become a party to the Tax Allocation Agreement among WellCare Health Plans, Inc., WellCare of Iowa’s ultimate parent, and its affiliates. WellCare of Iowa., Inc. acknowledges that if it enters these transactions they would be subject to disclosure under section 1903(m)(4)(A) of the Social Security Act and section 2.5.4.4 of the Scope of Work.
2.6 Debarred Individuals
1.	Describe mechanisms to ensure compliance with requirements surrounding debarred individuals.
WellCare of Iowa, Inc. ensures compliance with 42 CFR 438.610, Federal Acquisition Regulation and Executive Order 12549 through mechanisms designed to prevent the Company from having a known relationship with any debarred, suspended, excluded or otherwise ineligible party. WellCare performs monthly state and federal exclusion check reviews, including the OIG-LEIE and SAM databases, on individuals and entities employed and/or contracted by WellCare, both internally and utilizing a third party vendor. Individuals or entities confirmed to be debarred, suspended, excluded or otherwise ineligible are removed from employment or contracting and no payment is made for any items or services furnished, ordered or prescribed by the individual or entity. WellCare notifies state and federal authorities as mandated by contractual and regulatory requirements.
As part of this response, WellCare of Iowa, Inc. references Exhibit D’s Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion – Lower Tier Covered Transactions.
2.7 Medical Loss Ratio
[bookmark: _Toc415121320]SOW 2.7 Medical Loss Ratio 
WellCare of Iowa, Inc. will comply with the requirement set forth in this section by maintaining a medical loss ratio of 85 percent. In the event that this ratio falls below 85 percent, WellCare will comply with the Agency’s recoupment decision.


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.
Primary plan operations for WellCare of Iowa, Inc. will be conducted in Iowa. We believe that a local presence is the key to both successful implementation and ongoing operations but more importantly, local service to our members and providers has a positive impact on quality and availability of member care.  
WellCare Health Plans’ organizational structure is reflected on the following charts. The first chart demonstrates the integration of WellCare of Iowa into our overall organizational structure.
[image: ]


The second chart (below) reflects WellCare of Iowa’s operational structure, which fully supports the requirements articulated in both the RFP and Scope of Work. 
[image: ]
Functional linkage between this organizational chart and the roles set forth in the Scope of Work, Section 2.8 occur as follows:
Administrative and Fiscal Management
Administrative and fiscal management accountability resides with the market’s plan president (market leader). The plan president will be supported by an executive team who share in that accountability, namely:
Chief Operating Officer: Located in the market’s central headquarters in Des Moines, the COO will be tasked with daily plan operations including administration of Member Services, Network Management, Provider Relations, and Reporting and Analytics. 
Senior Director of Finance: Through a “dotted-line” matrix, the Senior Director of Finance works with both WellCare’s corporate Finance team and the local market team to ensure continual oversight and maximum efficiency in resource management and allocation. This role will also be located in the Des Moines headquarters.
Member Services and Member Marketing
Member Services functions are delivered through multiple functional areas in both the market as well as through our corporate shared services in Tampa. 
In Iowa, member-facing associates will be located at each of our eight offices across the state. Reporting up through the manager of member services and relations to the COO, non-clinical member support services will be provided by:
Manager, Member Services and Relations: Located in Des Moines, this leader will manage both the marketing and member educational outreach to members across the market.
Member Outreach Coordinators: These associates will be based in each of WellCare’s eight offices across the state. Their responsibilities include member education on topics such as preventive health, benefit access and eligibility re-verification.
Community Relations Specialists: Community relations specialists will perform WellCare of Iowa’s marketing role, including advertising, sponsorship of and participation in community events. These associates will be based in Des Moines and our regional offices in Council Bluffs and Cedar Rapids.
Field Office Coordinators: Located in each of our eight offices across Iowa, the field office coordinators serve as office managers and are generally the first person to greet a visiting member. 
We will deliver Member Services via our Iowa-based call center agents and through our Channel Communications organization in Tampa which includes both Member and Provider Services helplines; production of member materials and correspondence; the Member Engagement unit and Digital Communications.  
Provider Services and Network Development
Similarly, functional alignment of provider-facing functions will be achieved through both Iowa- and Tampa-based associates. 
In Iowa, provider-facing associates will be located in each of our eight offices across the state, reporting up through the Vice President of Network Management to the COO, as follows:
Vice President of Network Management: Located in Des Moines, the Iowa vice president of network management will hold senior accountability for network development as well as maintenance and enhancement of ongoing provider relationships.
Director of Network Management: The director of network management will lead the team responsible for securing and maintaining a provider network which meets all access and availability as well as value-based purchasing requirements. Network management representatives will be located in Des Moines as well as our regional offices in Council Bluffs and Cedar Rapids. 
Director of Provider Relations: Among WellCare’s many strengths in our Medicaid managed care business model is the consistent establishment of local provider support staff. “Provider Relations” denotes the team of non-clinical account managers responsible for face-to-face provider education, information and local support. Led by a Des Moines-based director of provider relations, provider relations representatives will be assigned to support providers within specific geographic territories, with senior provider relations staff assigned to larger health systems.
Provider Operations Manager: The provider operations manager is responsible for front-end audit and data entry on contract processing as well as collection and audit of credentialing applications. This manager will oversee a team of provider operations coordinators located in Des Moines as well as our offices in Council Bluffs and Cedar Rapids.
Operations Account Manager: This Des Moines-based team member will be responsible for root cause analysis and resolution of complex claims issues affecting Iowa providers.
Provider Services functions will also be delivered through our Channel Communications organization in Tampa, including both the Member and Provider Services helplines, production of provider educational materials and correspondence, and Digital Communications. The Corporate Network Development team, also located in Tampa, will establish and maintain contractual relationships with national ancillary providers such as national labs and vision networks.
Clinical Services
WellCare Health Plans fully endorses a community-based model which places case management, utilization management and behavioral care coordination resources in our market offices. Led by an Iowa-licensed physician serving as WellCare of Iowa’s Medical Director, the Clinical Services team in Iowa will include the following elements:
Care Coordination: Under the direct oversight of the WellCare of Iowa Medical Director, care coordination services will be driven by a team of experienced clinicians trained in their respective disciplines. Based in Des Moines, the Director of Case Management will oversee a team of community-based case managers tasked the full scope of case management, along with a team of field service coordinators responsible for day-to-day care coordination. Case managers will be located in each of our eight offices across the state.
Utilization Management: Also located in Des Moines, the Director of Utilization Management will oversee a team of Iowa-based UM nurses. Leveraging InterQual criteria, these nurses will work in partnership with the prior authorization team in Tampa and will also provide onsite concurrent review in our participating hospitals. 
Quality Management and Improvement: The Director of Quality Improvement will also be located in Des Moines and will oversee a team of QI project managers and clinical practice advisors dedicated to improvement of targeted HEDIS measures, along with preparation for NCQA-accreditation of WellCare of Iowa.
Behavioral Health: The Senior Manager of Clinical Care, Behavioral Health will be an integral part of the Clinical Services leadership in Des Moines. Overseeing a team of behavioral health specialists, this manager will work in synch with the Case Management team to ensure that whole-person care integration is the fundamental building block for each care plan.
Long-Term Care: The Senior Manager of Clinical Care, Long-Term Care will focus specifically on the LTSS segment of the WellCare of Iowa membership and accountable for ensuring that case management for all LTSS members conforms to best practices for optimal member outcomes.
Pharmacy: The Pharmacy Director will also be located in Des Moines and will be responsible for monitoring prescribing patterns, drug utilization trends and working with providers to ensure effective and efficient drug therapy.
Each of these teams reports into the Des Moines-based Vice President of Field Health Services, who will be accountable for oversight and direction of WellCare of Iowa’s day-to-day activity related to clinical care coordination for our members.
2.	Describe how your administrative structure and practices will support the integration of the delivery of physical health, behavioral health and LTSS.
WellCare of Iowa’s locally-based case management infrastructure drives integration of care across all aspects of physical, behavioral care and long-term services and supports.
 A key tool to our success is an integrated technology platform which allows for interdisciplinary case management teams, whether co-located or virtual. Through our Medical Management Platform (MMP), we have a comprehensive view of our members across the entire assessment, care planning and service delivery continuum. Through this integrated structure, the members’ full spectrum of health care needs is managed and met. 
Case managers coordinate the medical, behavioral and/or LTSS needs of their members through assessment, care planning, implementation and monitoring. WellCare’s field-based quality improvement team will monitor quality for all case managers, members and providers throughout the system. 
WellCare will locate field based teams working out of our Des Moines headquarters, our regional offices in Council Bluffs and Cedar Rapids, along with five “Welcome Rooms” across Iowa. These “Welcome Rooms” will offer local access to service and support for our members, providers and community partners. Strategic placement of these resources across the state maximizes our responsiveness to members, their caregivers and our provider network.
Members, their families and providers will be encouraged to visit their nearest WellCare of Iowa office, which will offer onsite member and caregiver support, chronic care management classes, member services and provider education. 
Please refer to the following map which reflects our planned office locations along with the services and personnel corresponding with each location.
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Effective coordination with the member’s primary care physician is at the heart of comprehensive health care delivery. We understand the importance of ensuring that we engage and coordinate with the PCP throughout the assessment, care planning and service delivery process, regardless of the type of benefit delivered. Through value-based purchasing and our pay-for-quality program, WellCare will incent providers who demonstrate patient centered medical home capability, share information and coordinate with us to improve outcomes for all members. 
Community partnerships reach beyond the agencies/organizations that will be sharing responsibility for case management. When we need additional partners to further enhance the benefits to our members, we will support other Iowa-based organizations for their expertise and community ties. With our scalable infrastructure, government program competency and strong community linkage, we are prepared to partner with DHS to serve Iowa Quality Healthcare Initiative members in all their physical, behavioral and LTSS needs.
2.9 Staffing
1.	Describe in detail your staffing plan and expected staffing levels.
WellCare of Iowa’s expected staffing levels are determined by ratios of FTEs to anticipated membership. 
Based on projected membership and corresponding eligibility mix assumptions, our working pro forma currently dictates a total Iowa-dedicated workforce of 280 FTEs, with more than half of those associates based in Iowa. 
As an example of our FTE-to-membership staffing ratios, the required number of case management nurses is calculated both anticipated membership as well as eligibility category. For TANF/CHIP case management, the ratio is one nurse per 15000 members; yet for ABD/DD, the ratio is one nurse per 5000 members. In both instances, each nurse’s caseload is also supported by a team of five care coordinators.
To illustrate: if WellCare of Iowa’s assigned membership is projected at 185,000 Members, this would mean a minimum of 12 case management nurses supported by a team of 60 care coordinators. Assuming a possible 5 percent of WellCare of Iowa membership would meet the ABD/DD standard of 1:5000, these numbers increase to 15 nurses and 75 care coordinators.
Similar ratios exist to support staffing for all functional areas. Upon contract award, a complete staffing plan will be provided and contain the resumes for Key Personnel as required by 2.9.3 in the Scope of Work.
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.
Please see Attachments 2.9.2.a through 2.9.2.x for the job descriptions which correspond with Key Personnel identified on the aforementioned organizational chart.
Of note is the fact that many WellCare job descriptions require extensive prior managed care experience. WellCare of Iowa, Inc. recognizes that entrance into a market where there is nominal managed care penetration means that there may be excellent candidates for certain roles who may lack the requisite managed care experience. 
Our detailed behavioral interview protocols create the opportunity to probe for skills and competencies which align with each role. WellCare’s training program will effectively equip those candidates with the information and education they need to perform their role despite limited prior managed care experience.
For example, in 2011 the Commonwealth of Kentucky implemented Medicaid managed care statewide and there was a limited breadth of direct managed care experience in the available talent pool, particularly in rural eastern Kentucky. To establish WellCare of Kentucky’s provider relations workforce, we interviewed, hired and trained experienced provider administrative staff such as billing representatives and office managers. Provider satisfaction has remained consistently high, with 86.2 percent of participating providers saying that they would recommend WellCare of Kentucky to other physician practices. Furthermore, attrition in the Kentucky provider relations team has been low in the 3.5 years since implementation, and several of these associates have benefitted from continuing professional development and career growth opportunities within the organization.
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.
Within 10 calendar days after notice of award, WellCare of Iowa, Inc. commits to delivering a final staffing plan which includes the resume of Key Personnel who have already been hired. For any positions that have not yet been filled, a detailed hiring plan will be provided. 

4.	Describe your back up personnel plan, including a discussion of the staffing contingency plan for:
The process for replacement of personnel in the event of a loss of Key Personnel or others.
Allocation of additional resources in the event of an inability to meet a performance 
             standard.
Replacement of staff with key qualifications and experience and new staff with similar 
             qualifications and experience.
The time frame necessary for obtaining replacements.
The method of bringing replacement or additions up to date regarding the Contract.
a. Key positions will be continually monitored for attrition. Turnover in critical roles will result in an immediate posting for a permanent backfill. Because WellCare has multiple shared services divisions at the enterprise level, we can leverage a robust contingency staff for key open positions with a short turn-around time. Clinical staff, technical staff and other subject matter experts can be readily reassigned on an interim basis to meet a critical staffing or business need. Additionally, we have staff in multiple markets throughout the country that can be use on an interim capacity if a need arises. 
b. Our strength in shared services and multiple markets also allow us to re-allocate resources quickly in the event of an inability to meet a performance standard. In addition, staffing metrics and ratios are continually assessed. We have the flexibility to add and source for additional full-time staff in a fluid manner as performance standards demand. 
c. These shared services and multiple markets provide WellCare with a pool of associates who have similar skill sets, credentials and key qualifications. Our market penetration in other states with similar programs provides us access to a pool of qualified talent for key positions.
d. Time frames for obtaining replacements will vary depending upon the role, and the availability of talent in the local Iowa market. For key positions, we have the ability to source via contingent and/or retained search firms, greatly reducing sourcing time frames.
e. Newly on-boarded associates will be trained on the Contract in accordance with our training programs outlined below in Questions 7 and 8.
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.
The following teams will be located in Iowa as reflected in the organizational chart and corresponding narrative in Section 2.8.1:
Member Services: WellCare of Iowa, Inc. will physically locate 30 percent of the Member Services Call Center staff in Iowa, employing well-trained customer service agents who work from home within the state. These agents will receive additional Iowa-specific training on each of the eligible member populations and their corresponding benefits. In addition, they will receive training to ensure cultural awareness of specific Iowa membership demographics. 
WellCare will also employ a non-clinical team of Iowa-based Member Outreach coordinators whose primary role is to educate and support our members. These associates will be located throughout the state in our regional offices and “Welcome Rooms” (see Section 8 for more detail on Welcome Rooms). They will conduct and participate in community events and health fairs and will aid members in working with the enrollment broker to ensure annual eligibility verification occurs in a timely manner. 
Care Coordination: WellCare’s care coordination for all complex case and disease management for our Level 1 and Level 2 (higher acuity) members will occur entirely within the state of Iowa. We will hire and train the appropriate number of local Iowa case managers to support the geographic distribution and approximate number of our assigned membership. Lower acuity members will receive telephonic case management support, with the frequency and intensity to be determined by the member’s individual needs.
Utilization Management: To ensure timely authorizations for our members’ needs, WellCare’s UM program in Iowa will be conducted by both Des Moines and Tampa-based associates. Utilization management for LTSS members and those in complex care coordination will occur in Des Moines, using enterprise UM policies, procedures and platforms such as Interqual. The aforementioned case managers will be trained on these protocols and will partner with local UM nurses to assume responsibility for utilization management of their assigned members. 
Provider Services: WellCare’s provider service strategy has a two-pronged approach. First, we assign a local provider relations representative to each provider in our network. Provider relations representatives are thoroughly trained in the full spectrum of health plan operations so that they in turn can both inform and support our participating provider network. We approach provider relations with an “account management” perspective; our providers will have the benefit of a field based provider relations team which ensures that providers in our network have local, accessible staff familiar with the health care culture of the region in which they provide support. Additionally, our provider portal will connect the local provider with WellCare’s national support staff who can provide additional resources as needed. 
CommUnity Advocacy: To support our HealthConnections model, WellCare will locate a team of field based CommUnity advocates in Iowa. Their role will be to link our members with social supports in the community, catalogue and evaluate those interactions, and identify and help develop needed community social safety net supports.
a. Out-of-state staff will be trained and supervised in accordance with Iowa-specific policies and procedures. Detailed training materials will be developed to guide and inform associates in Customer Service, Claims, Configuration and our Clinical Services Organization on the eligibility and benefit distinctions among our Iowa membership and to ensure that all business practices performed out-of-state are in compliance with the Contract with the State of Iowa. Supervisors and managers in these shared services areas will be assessed twice per year to ensure current and accurate knowledge.
b. WellCare’s consistent focus on the member will drive the location of the corporate office and regional offices. In many of our other markets, the location of the corporate office is in the state capitol to facilitate frequent and successful engagement with our state agency partners. The primary headquarters for WellCare of Iowa will be located in Des Moines, with an estimated 90 associates whose roles will include senior leadership of the centralized functions of the plan. We will have two smaller regional offices in Council Bluffs and Cedar Rapids, and then an additional five “Welcome Rooms” equipped to provide face-to-face local service to members and providers. 
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).
WellCare is committed to hiring and retaining a highly productive, customer-oriented, engaged workforce. Our systematic recruitment process is highly selective and ensures that experienced, well-trained personnel will be provided to support implementation and ongoing administration of the Iowa High Quality Health Care Initiative. At the screening stage of the recruitment, our recruiters use the job description to evaluate the minimum qualifications of the job along with licensing requirements before sending the candidate to the hiring manager. In our internal job posting program, associates have an opportunity to apply for open positions for which they meet minimum qualifications. 
To be eligible to post for an open position, the associate must: 
Meet the minimum requirements for the position, 
Be in his/her current position for a minimum period of nine months (one year for exempt associates), 
Have a minimum overall rating of “Meets Expectations” on the associate’s most recent performance appraisal, and 
With the exception of job elimination, an associate may apply for only two open and posted positions at one time. 
Candidates are sourced and placed via a robust, multifaceted talent acquisition search. Prospective candidates are vetted via a multi-step, behaviorally-based interviewing program. Final candidates undergo an extensive background screening process that validates education, experience and credentials via an independent third party vendor. This background screening process is consistent for both full time (W-2) employees as well as subcontractors.
As part of WellCare’s ongoing commitment to providing its members with the highest possible quality, we will ensure that all staff will have the proper credentials, education and experience to render high-quality, outcomes-oriented service. We leverage a third party entity to conduct background checks, credentials and education verification; through our interview processes, we carefully probe for validation of the experience we are seeking prior to making the formal job offer.
Once hired, WellCare offers a thorough associate onboarding process which equips each new WellCare associate with a well-rounded perspective on the organization, the populations we serve, and the aspects of that particular associate’s new role.
Professional Licensure Verification
WellCare follows strict protocols of verifying professional licenses prior to making a job offer and then annually thereafter. We conduct an annual professional licensure review on all associates whose current job duties require them to be licensed to practice within the state of their residence and/or employment. License information is maintained and updated to reflect accurate dates of renewal of licensure. This data is reviewed on a routine basis in order to ensure that renewals are received and documented. 
The Human Resources (HR) team maintains licensure status on all professional associates’ license type and renewal date in the Human Resource Information System (HRIS). Our HR team runs the report and notifies each professional associate and his/her manager one month in advance of the associate’s license renewal date. The associate must obtain the renewal prior to the expiration date. If an associate fails to renew his/her license prior to the expiration date, the associate will be placed on a 30-day unpaid administrative leave. An associate is not allowed to return to work or perform any of his/her duties until proof of active license status is submitted to the HR Department. If the associate fails to submit proof of the renewal process within two weeks of being placed on unpaid administrative leave, the associate’s employment is terminated.
7.	Describe how you will ensure that all staff is knowledgeable in Iowa-specific policies and operations.
All WellCare associates and subcontractors who will bear any responsibility in the execution of commitments made in this RFP response will be required to complete a detailed training program specific to the Iowa High Quality Healthcare Initiative. Content for the training modules will be developed in accordance with the regulations, eligible populations and characteristics of the Iowa High Quality Healthcare Initiative. 
WellCare’s corporate training team is skilled at building and delivering specialized training content. Recent examples include curriculum designed for our New Jersey MLTSS expansion and our participation in New York’s Fully Integrated Duals Advantage (FIDA) program. In both instances, a trained instructional designer served as both consultant and producer of effective, state-specific training modules. 
For Iowa, WellCare will develop training modules, which provide all staff an in-depth understanding of the populations, care coordination needs and regulatory requirements specific to Iowans. Learners will be required to pass the post-training assessment with a minimum score of 85 percent.
8.	Describe in detail your staff training plans (including subcontractors’ staff) and ongoing policies and procedures for training all staff.
WellCare places the highest value on the importance of effective associate onboarding and training. While associate satisfaction and retention are important byproducts, the most important results of our training investment are reflected in the service received by our members and providers. 
To effectively support our new associates, WellCare has developed a comprehensive learning and development strategy called “BeReady.” BeReady is comprised of two key elements – a role-specific training agenda, referred to as a Learning Roadmap, and a corresponding Learning Plan which provides opportunities for hands-on mentoring and supervision in a live environment. For an example of the BeReady program, please see Attachment 2.9.8.a for the current program specific to claims associates.
Staff training is delivered through a blended learning strategy which incorporates instructor-led classroom training, computer-based training modules, and virtual learning via webinar. In addition to the aforementioned Iowa-specific training modules, training content is comprised of enterprise curriculum on a wide range of topics such as HIPAA, member advance directives and regulatory compliance. All member-facing associates, whether they are WellCare W2 FTEs or subcontractor personnel, are required to complete and successfully pass a full training curriculum.
Beyond training delivery, WellCare believes in the importance of ensuring learner satisfaction and retention. All training incorporates a two-pronged learning assessment methodology. The Level One (L1) assessment measures the associate’s satisfaction with the training they’ve received, and Level Two (L2) assessments measure the associate’s retention of the information they’ve learned.
Beyond initial new hire training, associates and subcontractors are required to complete annual regulatory compliance training. Continuing education in new benefit designs and service areas occur annually, and changes to any operations or regulatory requirements occur as warranted by the change.
WellCare also offers open access to nearly 2,000 courses for all of our associates through our learning management system from industry-leading Cornerstone OnDemand, which is internally branded as WellCare University. While initial training development and delivery will be managed by a Tampa-based training team, WellCare of Iowa will hire and equip a professional training team to be based in Des Moines for ongoing associate development.
See Attachment 2.9.8.a – BeReady.
2.10 The Agency Meeting Requirements
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WellCare of Iowa commits to complying with all DHS meeting requirements including thorough preparation, dependable attendance, active participation, and complete documentation. WellCare also acknowledges DHS’ right to cancel any regularly scheduled meetings, change the meeting frequency or format or add meetings to the schedule as it deems necessary. WellCare accepts that DHS may also require the participation of subcontractors. WellCare acknowledges that any expense incurred by us for meeting attendance or materials is part of the total bid price and will be at no additional cost to DHS.

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.
WellCare of Iowa, Inc. recognizes that our responsibilities to our members as well as to the Agency includes establishment of effective relationships and service coordination among multiple entities. 
For example, we have an effective partnership in Georgia with the Department of Community Health, the other two managed care organizations and the enrollment broker to maximize member education about their managed care options and to collaborate on transition of care. 
Regarding our engagement with state agencies and third party representatives, WellCare recognizes that our members interact with and require the services of a variety of agencies. Many of those agencies are local to Iowa and its respective regions and represent a breadth of local knowledge and competence that WellCare will seek to parley as we deliver the highest quality care to our membership. 
This commitment is demonstrated by the length of time that we have already spent in the state of Iowa, cultivating relationships with local entities to be ready to fully engage with them for the benefit of our members. WellCare strongly believes in building collaborative relationships with the State Agencies, providers, and advocacy groups that impact our members. As per the requirements of the RFP, WellCare commits to engaging with and learning from the following agencies: 
2.11.2 Iowa Department of Public Health
Coordinate with Iowa Behavioral Health Association block grant based funding for substance abuse services
Collaborate with other MCOS and IDPH to streamline credentialing process
Collaborate with IDPH around population health including immunizations and the Governor’s Healthiest State Initiative
Further develop our new relationship with the Iowa Counties Public Health Association to establish effective education and communication channels to all ICPHA-member health department directors. 
2.11.3 Iowa Department of Education
Collaborate with schools to provide opportunities for school-based clinic services
Engage and participate as appropriate with IEP/IFSP teams
Partner with Iowa Healthiest State Schools initiative
Develop and deliver programming to link children and their families to needed social service supports in the community
2.11.4 DHS Division of Mental Health and Disability Services
Participate in Council on Human Services monthly meetings
Attend MHDS commission monthly meetings
Support Developmental Disabilities Council and their initiatives
Collaborate with the MHDS regions to promote further integration and establish clinical best practices to achieve maximum member outcomes. Our behavioral health executives have already had extensive engagement with MHDS regional leaders.
2.11.5 DHS Division of Adult, Family and Children Services (ACFS)
Participate in and provide input in family team meetings
Attend Healthy and Well Kids in Iowa (hawk-i) board meetings
Coordinate any related member outreach support
2.11.6 Ombudsman’s Office
Respond quickly to inquiries from office
Provide transparent and thorough responses
Quickly resolve issues or complaints raised 
Note: we have already met with the Ombudsman’s office and have established a strong foundation for a go-forward working relationship focused on prompt resolution and full transparency.
2.11.7 Community-Based Agencies
Attend provider meetings as requested for various agencies and advocacy groups including behavioral health and LTSS
Conduct quarterly meetings with the AAAs association, and participate as a sponsor for their annual meetings
Attend all Commission on Aging Meetings 
Establish regional offices to directly connect with members in their communities and provider oversight of local providers
Establish quarterly training opportunities for providers
Sponsor annual conferences as appropriate
We have already met with and established relationships with several agencies and organizations, including (but not limited to):

Iowa Association of Community Providers
Iowa Health Care Association
Iowa Brain Injury Alliance
Iowa Disability and Aging Advocacy Network
Iowa Behavioral Health Alliance
Iowa Healthcare Collaborative
Iowa Primary Care Association
NAMI, Iowa Chapter
Four Oaks
Hawkeye Area Community Action Program

2.11.8 Iowa Department of Inspections and Appeals
Collaborate with Department to streamline administrative burden such as credentialing
Validate and monitor nursing home survey outcomes
WellCare of Iowa, Inc. has also created HealthConnections Councils, which are community-focused planning councils that focus on issues affecting the social safety net and its viability and sustainability, including health and treatment disparities. HealthConnections Councils understand their communities and are able to effectively identify community needs. In order to identify needs in the community, the Councils partner with state agencies and other community partners. We have already met with the following organizations:

Families Helping Families of Iowa
Horizons – A Family Service Alliance
Olivet Neighborhood Mission
Women Aware
Big Brothers Big Sisters of Siouxland
Big Brothers Big Sisters of Muscatine County
Big Brothers Big Sisters of the Great River Area
The Salvation Army of the Quad Cities
The Salvation Army of Sioux City
The Crittenton Center
Friendly House
Crossroads Mission
Project Renewal
Pregnancy Center of Southwest Iowa
Crossroads of Western Iowa

2.	Describe how you propose to work with IDPH related to IDPH-funded substance abuse services.
WellCare of Iowa, Inc. understands that certain services provided by the IDPH substance abuse disorder treatment providers will continue to be regulated and funded by IDPH.  It is our understanding that initially the services will be provided with funding coming through the health plan as a pass-through. WellCare looks forward to meeting with IDPH staff to collaborate and work through the details of the arrangement and discuss our specific role at onset and begin to understand IDPH’s expectations of the future state of our partnership.  
We also are reaching out directly to substance use disorder treatment providers to learn more about their programs and services in order to assist us with the design and implementation of our integrated care model. We believe that a fully integrated program requires that we coordinate services for all members, including those whose primary condition is substance abuse related, or members who have co-occurring mental health and substance abuse conditions, or members who have co-occurring and co-morbid conditions. 
Our program design includes a holistic treatment strategy designed to treat the whole person and as such our system will remove those traditional silos that exist between mental health, substance abuse and medical providers. As part of our integrated care model we recognize that achieving and maintaining sobriety and recovery requires the availability of low cost, ongoing and long term support services for our members. Therefore, we will work with IDPH and substance abuse providers to assist with the design and develop of peer support services and leverage existing peer support services to expand their capabilities beyond mental health. 
In addition to setting up the mechanics of the funding pass-through, we will implement the current IDPH processes around member assessment, treatment and service authorization. WellCare currently uses the same ASAM level of care criteria to determine medical necessity for substance abuse disorder services as does IDPH. Beyond the initial phase-in of the program to managed care we will continue to work with IDPH to assure that any authorization requirements are congruent with their processes and requirements. 
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WellCare of Iowa, Inc. agrees to comply with the DHS request regarding media contacts and will not communicate with the media unless expressly given permission by DHS.	
2.13 Written Policies and Procedures
1.	Describe your process for developing and maintaining written policies and procedures for each functional area.
WellCare Health Plans, Inc. and WellCare of Iowa, Inc. maintain explicit policies and procedures for each functional area of the organization. The development, dissemination and review of these policies and procedures are part of our compliance program known as C360. These policies and procedures exist in both online and written form and are accessible to all associates of the organization. The standard policy approval process is depicted in the following graphic.
In addition, WellCare of Iowa, Inc., will hire and fill the position of compliance liaison (identified on the organizational chart in Section 2.8) prior to the initiation of the contract. This position is 100 percent dedicated to the Iowa Medicaid program and is responsible for assisting the chief compliance officer to implement and monitor the policies, procedures, and practices to meet the compliance requirements set forth in the Iowa contract program requirements, and will serve as a monitor and facilitator for the chief compliance officer for all compliance activities associated with WellCare of Iowa, including those of our subcontractors. 
The policy administration process (used for both policy and procedure in this document going forward) is built off a sequence of connected steps where each step proceeds in a specific order. Each step in the sequence has specific requirements and actions:
Initiation (includes both the initiation of a new document and the revision of an existing document)
Must have a business owner/department policy administrator established.
Collaboration
Based on the scope and requirements of the document.
Includes the regulatory review of the content to validate that the document meets any contractual or regulatory requirement.
May include corporate departments, regulatory affairs persons or other individual as needed. 
Policies or procedures that address the following core areas must go through the State Regulatory Affairs (RA) department and Medicare Regulatory Affairs department as part of the collaboration process: 
Providers
Members
Covered Services
Claims
Appeals and Grievances
Case Management
Utilization Management
Additionally, policies or procedures that have a direct impact on a state must go through the State RA persons as part of the collaboration.
Policies related to NCQA accreditation requirements must go through an additional collaboration and approval process with the NCQA accreditation team. 
Select policies that are global in nature may not be required to collaborate with State or Medicare RA (e.g. Facilities, Finance procurement policies, HR policies), however alternate collaboration from related business units may still be required. 
Questions on the collaboration requirement should be directed to the Compliance Policy team.
Corporate Compliance Review
Established within the Compliance Department
Includes a basic review of the document submission for consistency and alignment with WellCare standards
Approval
Each policy and any related exceptions or variances to that policy document has a specified first and second level approver as per policy C13CP-001. 
First Level Approver: The executive(s) who sponsor(s) the policy. Usually vice president-level individuals, but depending on the policy may be a director or senior director.
Second Level Approver: The executive(s) responsible for the policy. Usually an Area Leader, Senior Vice President or an Officer of the company. Other functional executive levels may be granted second level approval authority at the direction of the Area Leader or the pertinent Senior Vice President with the approval of the CCO or his/her designee.
Third Level Approver: CEO. Required only for those select Policies identified above.
A policy that addresses core requirements for multiple business areas may have multiple approvals corresponding to each business area addressed.
Each procedure and any related exceptions or variances to that procedure document has a specified first and second level approver as per policy C13CP-001. 
First Level Approver: The member of management that sponsors the procedure. 
May be a manager, director, senior director or a vice president.
While a policy may address core requirements for multiple business areas, procedural documents underlying policies should be restricted to a single business area and may only have a single First Level Approval.
Second Level Approver: The executive(s) responsible for the procedure. 
Usually a vice president, but may be a director or senior director.
WellCare maintains an electronic/digital signature for policy approval captured during the workflow process. 
Publish: Final step in process after a document has gone through the workflow steps and resulted in an approved locked policy for general use.
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.
WellCare of Iowa, Inc. fully understands the complexity and importance of the process by which we must demonstrate to the DHS that we are ready to assume responsibility for contracted services. In preparation for the readiness review process, we will develop and maintain a detailed implementation plan with the understanding that it is subject to DHS approval. This plan will detail tasks, staff responsibilities, timelines, milestones and other processes which will ensure that contracted services begin at the agreed upon date. With our experience in other states, WellCare has developed a best-practice approach to project governance which is detailed below. 
See Section 3.2.7.5 of Tab 6 for Attachment 2.14.1 - Project Plan, our working implementation plan governing our efforts in Iowa.	
WellCare’s Best-Practice Approach to Project Governance
The “Market Initiatives” team within WellCare’s Enterprise Project Management Office (ePMO) manages the implementation of State and Federal contracts for all markets and products using standard Project Management Institute (PMI) project management methodology. Our team is also well-versed in standard Software Development Lifecycle (SDLC) waterfall as well as Agile planning and development methodologies. Our PMP-certified, professional project managers leverage ePMO-developed, best-practice “playbooks” that reflect years of industry experience and aggregate lessons learned across numerous contract implementations. The ePMO works hand-in-hand with state market leaders, government partners, other corporate business functions and subject matter experts, corporate IT, and ancillary vendors to ensure a compliant, operationally-sound Medicaid implementation that seamlessly transitions new members and providers into our health plan. 
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Project Governance Responsibilities
The ePMO’s involvement begins early on with the selection of a Senior Project Manager (PM). The Project Manager monitors the RFP process and documentation to determine any significant changes to “People, Processes and Technology” associated with the assumptive requirements of the contract. The PM develops a high-level business requirements document associated with any significant changes, especially those impacting systems and technology. The PM then develops a high-level project plan that informs resource and budget planning. Once WellCare submits the RFP to the State, the PM launches the formal ePMO Project Management Process illustrated in the graphic on the previous page.
As the model illustrates, in the earliest stages of the project, the PM develops a high-level scope document, which includes an MS Project work plan, a resource plan, an organizational chart, a budget, and a risk document. The PM introduces these artifacts with the broader team at the Project Kick Off meeting, and continually refines them as the project progresses into later stages. The process is underscored by a cadence of regularly scheduled internal Steering Committee, Work Group, Status, Issue/Risk, and Change Control meetings to ensure effective communication, timely project delivery, issue resolution, scope control, and escalation to appropriate parties when necessary. The ePMO will also supply weekly status reports in a DHS-approved format, including updates to the work plan and timeline, and participate in weekly status meetings with DHS.
RAID Log (Risks, Action Items, Issues, Decisions) 
The ePMO uses a standard “RAID” log in an Excel format to manage risks, action items, issues and decisions associated with a given project on a daily basis. The RAID Log is housed on the Project Portal in a folder that contains supporting documentation. The PM opens and closes RAID items based on information gathered during regularly scheduled status, steering committee, work group, issues/risks meetings and DHS meetings. The PM can also log RAID items based on offline conversations and emails. During weekly Status meetings, the PM notes progress on action items; validates decisions made by one or multiple work streams; and shares progress on issue resolution and risk mitigation. 
Risk Management/Contingency and Mitigation Planning 
The ePMO follows a standard five-step approach to risk management.	
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The project team assesses project risks throughout the project lifecycle, starting in the RFP phase. As the PM identifies a risk, they evaluate risk ownership, determine the risk score based on its likelihood and impact severity, develop a mitigation plan to reduce the likelihood of the risk occurring or its impact should it occur, document the trigger event for invoking the contingency plan, and finally develop contingency plans (i.e., “Plan B” and “Plan C”) to leverage should the risk occur. The PM maintains a formal risk log in an Excel worksheet in the RAID log (see template in the section above.) The PM also communicates all steps of the risk management process at weekly status meetings, issue/risk meetings, DHS meetings, and steering committee meetings. 
Most common risks the ePMO manages related to product implementations include delayed contracts, requirements, or guidance from the State, internal SME or IT resource constraints, delays in hiring key staff, short testing runway or delayed test files, provider network gaps, and vendor-related issues.
Prior to implementation of the program, WellCare of Iowa’s focus will be on customizing our resources to meet the needs of the State’s population and preparing our staff for Day One. Policies and procedures will be developed to ensure that processes to assess, monitor, and evaluate services are properly documented and easily understood by our team. Reporting templates and protocols will be developed to ensure that our system produces the reports required by DHS.
2.	Confirm that you will revise the implementation plan and keep it updated throughout the readiness review process.
WellCare commits to revising the implementation plan as needed and keeping it updated throughout the readiness review process.
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.
In accordance with applicable federal and state confidentiality rules and regulations, all enrollees’ medical records reviewed are kept strictly confidential. WellCare of Iowa, Inc. will safely secure all enrollees’ medical records obtained in paper format in locked, secured cabinets and leverage offsite secure storage through Iron Mountain. Electronic records received are archived in a secure location, with role-based access controls to these records; only those individuals who must see the records for review or inter-rater reliability purposes have access. 
WellCare maintains the confidentiality of all medical records in accordance with 42 CFR 431, Subpart F. WellCare is compliant with the Privacy and Security provisions of HIPAA as set forth in the company’s policies and procedures. Further, WellCare recognizes that any privacy provisions in Iowa law that are more protective than HIPAA, are not pre-empted, and we provide those protections for our Iowa enrollees. WellCare continues to enhance security of WellCare systems based upon a continuous risk assessment and remediation process by internal and external auditors and assessors.
WellCare maintains an active culture of compliance which includes a strong emphasis on Privacy and Security, utilizing policies, technology, and training to ensure compliance with federal and State related guidance such as 42 CFR 438.224, 45 CFR parts 160, 162 and 164, subparts A and E, Iowa Code §228, Iowa Admin. Code 441 Chapter 79.3, and 45 CFR 162 and 164 as outlined in the Statement of Work.
WellCare’s Chief Compliance Officer oversees the implementation and compliance with all current and future HIPAA standards. The Chief Compliance Officer monitors the Corporate Compliance Department, which is responsible for WellCare of Iowa’s privacy, information security, records management and information management programs. The Chief Compliance Officer reports to WellCare’s CEO and independently reports to the Board of Directors Regulatory Compliance Committee. To ensure proper use and governance over enrollment, Medical Record, and other forms of PHI data, WellCare has established and adequately staffed an Information Security department, reporting to the Chief Compliance Officer. As a result of the efforts of the Information Security Department’s efforts and our commitment to compliance, WellCare:
Has established, published and implemented an Information Security Policy (C13IS.01.011) and Information Security Standards (C13IS.01.011.ST)
Ensures resources are educated on Security Management by requiring completion of Security Awareness training within 30 days of employment and annually thereafter
Has implemented a Password Policy (C13IS.01.005) which incorporates the requirements for Strong Password Use, Password Authentication, Third-Party Security Requirements and Password Security for all system access including external parties
Has implemented and enforces an Acceptable Use Policy (C13IS.01.001) that establishes clear guidelines for the use of corporate assets, data, and connectivity
Has implemented a Risk Management program that includes IT and Information Security in the scope of areas that are assessed, monitored, and reviewed on an annual basis 
Requires a Business Associate Agreement (BAA) be included in all contracts with providers or any other contracted organization that exchanges or has access to PHI
WellCare implements several technical solutions in the management and securing of Medical Records and PHI. Key items include:
The implementation of the HITRUST Common Security Framework (CSF) across all aspects of IT applications and operations
The use of Secure FTP sites for the transfer of files (PHI data in Transmission) with any submitting or receiving entity. WellCare supports privacy and encryption using SSH certificates or username/password, SSL, and, as an alternative, PGP encryption
The use of HTTPS along with required login and password verification for members and providers prior to display and access to PHI on our Web portals
The implementation of role-based security in all applications, requiring strong login and password authentication prior to access, in order to limit access to PHI to appropriate users and activities. Role-based access is also applied to network directories and storage locations on a white-listing basis
The implementation of security controls including: storage-level encryption for portable data storage, Network Access Control, Intrusion Detection, advanced persistent threat protection, web proxies, and other solutions to protect PHI Data at rest.



Special Protections for Behavioral Health Records
WellCare of Iowa, Inc. understands the sensitive nature of behavioral health care records due to the unfortunate stigma that is often attached to certain diagnoses. We take very seriously our commitment to privacy for all of our enrollees and have established protocols to protect all health information. Our protections in place for behavioral health information are the same HIPAA-compliant regulations that we follow for physical health information. Additionally we respect the legal right of any behavioral health provider to withhold certain, highly-confidential information contained in therapy notes. Furthermore, WellCare has developed a HIPAA Handbook to educate associates on the proper handling of protected health information and we frequently remind all associates to contact WellCare’s Privacy Office if a request is made to disclose protected health information for the following topics: mental health, HIV, substance abuse and psychotherapy notes. Pursuant to the HIPAA Privacy Rule, WellCare must obtain an individual’s authorization prior to a disclosure of psychotherapy notes, even for a disclosure to a health care provider other than the originator of the notes for treatment purposes. An exception under HIPAA exists that would permit the disclosure of psychotherapy notes if WellCare has a good faith belief that the disclosure is: 
Necessary to prevent or lessen a serious and imminent threat to the health or safety of the patient or others
To a person(s) reasonably able to prevent or lessen the threat. WellCare’s Privacy Office and Legal Department would assess whether the request for psychotherapy notes meet this exception.
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.
WellCare’s organizational structure includes a Director of Regulatory Affairs (RA) in each of our respective Medicaid markets. This leader, along with a supporting team of RA specialists, manages all Agency communication and interface regarding business operations and regulatory reporting. Among the many responsibilities associated with this role is timely notification to the state Agency of any material changes. 
WellCare of Iowa, Inc. is committed to delivering integrated and consistently high-quality care to its members. We orient all of our business practices and structures around this goal and seek to make any change that may occur to our business invisible to our members and providers within the scope of our control. However, if circumstances occur that will cause a material change to our operations, WellCare of Iowa commits to taking the following steps:
Informing the DHS immediately of the change and why the change is necessary
Giving DHS a proposed timeline of the process by which the change will be resolved, members and providers notified if necessary, and a copy of the membership and provider notification materials
WellCare of Iowa, Inc. recognizes that this information is to be communicated to the DHS immediately and to Members and providers at least 30 days prior to the change being made
WellCare of Iowa, Inc. also acknowledges that the agency has the right to deny or modify the proposed change to operations at the sole discretion of the agency
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.
WellCare confirms 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.

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.
In the event that a material change to operations occurs which warrants member and provider notification, the following process will take place: 
DHS will be notified of the change and a hard copy of the written member and provider notification materials will be provided to the Agency. Any website or provider portal communications will also be submitted to the Agency for review.
At least 30 days prior to the change, WellCare of Iowa, Inc. will communicate with its members and providers in the following manner:
Directly mailing to affected members notification of the change
Providing information about the change on the member website
Providing both written notification, email, and website notification via the provider portal to providers (if affected)
Notifying customer service associates who monitor the Carenet Nurse Advice line (if appropriate in relation to the change)
[bookmark: _Toc415121344]SOW 2.17 Response to State Inquiries & Requests for Information 
WellCare acknowledges that the DHS may at any time during the Contract, request financial or other information from the Contractor. WellCare will comply with all such requests and will follow requirements set forth in the RFP as to requesting confidentiality of information provided.
Furthermore, WellCare acknowledges that complaints made to DHS about the Contractor will result in the Contractor’s researching, responding and resolving the complaint. WellCare also will comply with the time frame set forth by the DHS to make such resolution.
[bookmark: _Toc415121345]SOW 2.18 Dissemination of Information 
WellCare acknowledges that upon request of the DHS, the Contractor shall distribute information prepared by DHS or the federal government to its members and to the provider network as appropriate.
SOW 2.19 Ongoing Monitoring 
WellCare acknowledges that the DHS shall conduct ongoing monitoring of the Contractor and agrees to comply with all such requirements as set forth in the RFP.
[bookmark: _Toc415121347]SOW 2.20 Future Program Guidance 
WellCare will comply with the Policies and Procedures Manual as published by the DHS and agrees to operate in compliance with future program manuals, guidance and policies and procedures as well as amendments thereto at no additional cost to DHS. WellCare understands that 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.
















SECTION 3 – SCOPE AND COVERED BENEFITS
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.
WellCare Health Plans, Inc. is a publicly traded company (NYSE: WCG). Through its subsidiaries, it provides managed care services targeted to government-sponsored health care programs, including CHIP, Medicaid, Medicare, Prescription Drug Plans and the Health Insurance Marketplace. Headquartered in Tampa, Fla., WellCare offers a variety of health plans for economically disadvantaged families and children, and the aged, blind and disabled. As of December 31, 2014, the company’s plans serve approximately 4.1 million enrollees nationwide. Our basic principles of managing integrated health models for Medicaid, TANF and SCHIP populations have remained the core of what we do. We have built on this foundation to develop innovative methodologies and strategies to constantly improve the lives of those we serve.WellCare has met with more than 100 providers and community based organizations to inform its plans for Iowa.

Our members are at the center of everything we do. We combine the member support system, case manager, provider and community resources to improve health and quality of life while decreasing utilization and cost. We also encourage member responsibility by education, incentives and value added benefits. All members have a medical home and we have implemented innovative partnerships with providers to further the medical home concept. 
Intimate knowledge of members’ needs and uniqueness of each individual market is vastly important to providing services to the targeted populations. However to effectively provide services, WellCare understands the work required to implement the unique solutions we offer. WellCare will draw upon its experience in implementing programs for more than 4.1 million members and our track record of implementing these programs on time and within budget without fail, to build the Iowa program and be ready for operations January 1, 2016.
WellCare is uniquely suited to partner with Iowa in the Iowa High Quality Healthcare Initiative. Our person-centered model of care delivery evidences our commitment to health and wellness and our innovative and unique service enhancements that we offer our 4.1 million members. WellCare considers members as more than numbers on an enrollment file, or a capitation payment we receive each month, but WellCare sees members as people who deserve a chance at a healthy life and improved health care outcomes, through a systematic, coordinated and collaborative approach to care delivery. 
WellCare does not enter the Iowa market blindly or unprepared. Prior to making a commitment to enter any new market, we invest both time and resources to learning about the people who call that state “home”. There is no health plan better positioned to provide the types of services sought by the Iowa RFP than WellCare. Rather than attempting to understand Iowa from a distance, WellCare identified strategic partners to travel with us around the state, introducing us to stakeholders and giving WellCare an in-depth perspective of the target population’s needs. The hallmark of WellCare’s approach has been our “feet on the street” canvas of the entire state of Iowa meeting with grass roots stakeholders including providers, social service agencies, community health and mental health centers, LTSS centers and most important individuals who will be impacted by the plan. These valuable site visits and listening tours were instrumental in driving the vision for WellCare’s member-centric, comprehensive, integrated plan design for Iowa. 
Through 20 years of working with Medicaid members, we have learned that the availability of health services is but one step toward improved outcomes for people who have often gone without care or received inappropriate care. Many times the medical services needed must be accompanied by social and community based services that while not reimbursable under Medicaid, are essential to achieving the health care goals of Members. Our innovative HealthConnections model of care enhances WellCare of Iowa’s approach to the Iowa High Quality Healthcare Initiative. Through HealthConnections, WellCare removes social barriers to accessing health care by connecting members to local, community-based public assistance services using an automated referral tracking system and a centralized database. This database encompasses more than 5,000 community-based public assistance organizations, services and health related activities.  
WellCare offers a safety net for the social safety net. Our HealthConnections Model is founded on community health principles coupled with the rigor of managed care. To advance community health outcomes through this model, WellCare developed a strategic plan that includes investing in existing community resources, and implementing new CommUnity Health Investment Programs.
Our engagement strategy with local providers and community organizations has made us more astute about Iowa’s health care landscape. Through these valuable experiences, we learned key facts about Iowa and the unique health care challenges resulting from geography, provider systems and medically vulnerable populations. With more than 20 years serving Medicaid populations, we have learned many approaches that have helped us successfully serve our Medicaid members and corresponding state government partners across the country including:
Mandating the use of evidence-based guidelines to support case management activities
Developing a person-centered, member-focused model of care 
Integrating our model of care to include LTSS, behavioral health , and acute medical care
Recruiting a diverse provider network 
Offering a customer friendly Member Services staff focused on the needs of the members
Using innovative information technology to support plan operations and facilitate care to members
We will customize these successful approaches and supplement them with innovative strategies developed specific to the challenges facing Iowans.
IMPLEMENTATION READINESS
WellCare currently supports 53 separate Medicaid, LTSS, and related products in 9 states, providing person-centered managed care services to 2.3 million members. As an organization dedicated solely to improving the health and lives of members enrolled in Government programs, Medicare and Medicaid, for over 20 years, with a focus on low income and underserved participants, WellCare’s technical expertise in product development, administrative processing, Care Management, and IT Systems and Infrastructure are extremely strong and focused on providing precisely the types of services sought by the RFP.
Early Engagement
WellCare understands that to be successful in the Iowa, WellCare must have a diverse provider network that represents the full spectrum of services required under the RFP. Our on-site early engagement team included business development, provider network, health services, and outreach and marketing staff. Because the Iowa program is statewide we visited providers in all areas of the state. Our team conducted the following activities:
Established provider network goals for providers needed
Identified the providers that were needed to meet the requirements for Iowa and the availability of providers in each geographic area including but not limited to: 
Primary care
Specialty care
Area Agencies on Aging
Long term support services including disability services
Academic and tertiary care centers
Allied health providers
Community Mental Health providers
Federally Qualified Health Centers
Behavioral Health 
Conducted on-site, in-person meetings with key providers in the state
Answered questions and concerns from the provider community
We have reached verbal agreement with many providers who are interested in participation in the WellCare network. Upon WellCare of Iowa’s selection we will finalize agreements with these providers and offer to Iowa a provider network that has the diversity, depth, and expertise needed to serve the needs of the population to be enrolled.  
COMMUNITY ENGAGEMENT TO MEET MEMBER NEEDS
WellCare is experienced in implementing member support and service tools. We have developed sophisticated call center technology, organized methods for obtaining health risk screenings, and coordinated efforts with our health services team to quickly and easily transition members into care coordination. WellCare provides member services education and training programs to equip our Member Service staff with the most recent knowledge, skills and abilities to meet the needs of enrolled members. These routine services are customized for each market and will be designed to meet Iowa’s specific requirements. Yet, our member service engagement offers so much more. 
WellCare has held meetings across the state to thoroughly familiarize ourselves with the needs of Iowa citizens enrolled in Medicaid. Talking with community leaders and social service providers has given us a view of the unique needs and challenges these citizens face. To prepare for the Iowa High Quality Healthcare Initiative, WellCare has worked with community-based organizations to identify critical wrap around services needed by those who will be enrolled in the program. 
WellCare is highly qualified developing unique services to improve the lives of Medicaid enrollees. Examples of how we work with community based agencies to support members include:
Planning community baby showers where pregnant women are incentivized and encouraged to make and keep doctor visits and connected to social service agencies to support nutrition, housing, clothing, transportation needs and counseling.
Coordinating needed services for a LTSS member who wanted to leave the nursing home and live independently, including stocking the refrigerator with food and decorating the apartment.
Implementing Patient Care Advocacy (PCA) programs with large providers to identify members with gaps in care, schedule appointments and track patient outcomes. The PCA program helps WellCare better understand the needs of our members in specific communities and share that information with providers to deliver quality care and services. 
IOWA PROGRAM STAFFING
The adage “health care is local” resonates with WellCare as we plan and commit program resources for the Iowa High Quality HealthCare Initiative. We know that unless we have staff that hail from local communities across Iowa we will have limited success. Therefore, many of our staff will not only be Iowa-based but also will have come from the communities we will serve. Minimally, the medical director, case managers, utilization management staff, and community health workers will be hired from local Iowa communities. These staff will be responsible for the day-to-day operations that ultimately lead to the positive outcomes we are known for and have come to expect from ourselves. They will be supported by corporate staff located in Tampa Florida. 
WellCare recognizes that staffing the program adequately is also critical to assuring the ability to meet the operational requirements of the Iowa High Quality Health Care Initiative. Our team carefully analyzed the RFP requirements, identified all of the requirements and then matched staffing resources to each service we are required to provide. The staffing plan that is presented in Section 2 of this response will be fully implemented upon contract award. It should be noted that additional resources often augment the staffing plan provided in the RFP during the readiness and implementation phases to ensure WellCare’s ability to meet implementation time lines. 
Immediately upon contract award, WellCare will deploy resources to Iowa to begin the recruitment process and hire staff comprised of native Iowans with local knowledge and presence. We will work closely with DHS to secure the approval for key personnel hires. 
INFORMATION TECHNOLOGY—KEY TO SUCCESS
WellCare’s IT System and Infrastructure are specifically designed and developed to support the types of services in this RFP, deriving significant leverage from common requirements across multiple states while enabling flexibility in local implementation and execution.
WellCare’s platform solution is utilized to support all 2.3 million Medicaid lives. The establishment and maintenance of a single-instance platform enables more rapid implementations, the ability to leverage best-in-class capabilities across the organization, and keeps IT expense lower – allowing a higher percentage of administrative funds to be allocated to value-added services, member care management and other activities.
The WellCare MIS platform, with a demonstrated capacity to scale beyond 6 million members, targets the functionality demands that are unique to supporting Medicaid populations or that are more important and valuable to serving these populations. A small set of examples include:
A single enrollment intake function optimized specifically around receiving and processing 834 Enrollment Rosters and Transactions from State Partners, including full end-to-end reconciliation from transaction receipt to Welcome Packet mailing. 
Specific Accounts Receivable functionality designed around the receipt of State 820 payment files, including leveraging the 820s to complete an additional Membership reconciliation at a detailed, category of eligibility level
A complete Encounter submission application designed with the knowledge that every service, regardless of type or provider payment method, will need to be submitted to the State in a format and edits compliant with their 837 or NCPDP submission expectations. Further, WellCare integrates encounter submission requirements into their claims processing as a means of ensuring encounter submission success
The need for robust and ongoing “Unable to Contact” functionality is incorporated across applications and is a constant area of application enhancements. While in Medicare or Commercial markets this is typically an extension of Enrollment, to be effective in Medicaid WellCare has found it requires an entire dedicated module to support effective programs and delivery of person-centered care.
WellCare’s technical experience has not only developed our awareness and implementation of common Medicaid capabilities, but our technical experience has also led us to understand where and how to enable local delivery demands and support populations with challenging economic, health, and/or education backgrounds. Examples in our IT systems that reflect this understanding include:
Our CareConnects customer service application which mixes the delivery of common, best-of-breed call center management with the ability to customize and tailor scripts to the product and population being serviced. This capability enables WellCare’s call center to develop scripts that are sensitive to our members’ backgrounds and specifically focus on delivery of services directly related to the complexity of each product offering. While HIPAA verification may be constant across all products, scripts designed to answer eligibility questions are tailored to each unique category of eligibility.
More than any other application, WellCare’s Medical Management Platform (MMP) is an area of ongoing development and investment to ensure the delivery of person-centered care for underserved populations. The technical design and implementation of our applications are centered around the understanding that many of our care nurses will be in the patient’s home, where connectivity may be limited or non-existent. While our utilization management (authorizations and referrals) processes are well designed, our ongoing focus on assessments, care coordination plans, and disease management modules as systems of distinction reflects WellCare’s integrated care coordination focus.
Supporting large Medicaid and CHIP Memberships has resulted in an ongoing focus of identifying and educating members on Care Gaps, Immunizations and EPSDT services, resulting in applications specifically dedicated to supporting these needs.
WellCare’s technical experience and dedication are also directly reflected in our IT staffing approach. A specific example is the establishment of a dedicated Regulatory Reporting team comprised of 13 dedicated, non-management staff with an average of 12 years of experience. This staffing commitment is a direct reflection of our awareness of State Regulator needs for reporting information, and the need to establish a team that is well-experienced in providing these services.
Operational Readiness 
WellCare has never failed to implement a program on budget and on time. We deploy all resources needed to ensure our ability to meet program operational goals before “go live”. However, “go live” is just the beginning for us. We believe that our approach to implementation readiness positions us to deliver the most unique high quality programs and services envisioned by Iowa for citizens served by the Iowa High Quality Healthcare Initiative.
Beyond implementation, WellCare will continuously look for ways to build on successful programs and constantly work both internally and externally with key partners to identify ways to improve patient access to care, patient care models and to understand the needs of our population. We also rely on sophisticated reporting tools and encounter data to identify care gaps or inappropriate utilization patterns such as re-admissions and inappropriate ER use. Quality remains a key focus for us. We continue to develop and implement innovative models such as our “care gap” reports, HEDIS® provider toolkit and Clinical Health Practice Advisors (CHPA) Program to reduce HEDIS® care gaps and increase the number of members who receive needed services. We have developed innovative partnerships with provider groups to ensure all members get the care they need in the right setting. We are visible in the community and we constantly poll community agencies and advisory groups to uncover barrier problems and solve them. We support our community services both financially through sponsorships and grants, but also with resources and volunteerism. Because we understand that social issues can impact member health status, we have begun our HealthConnections program to support our members and case managers with resources for social needs such as food assistance, utility payment assistance, teen pregnancy peer programs, and non-Medicaid reimbursable transportation. 
Our attentiveness to operational readiness and our implementation expertise makes us an excellent partner for launching the Iowa High Quality Healthcare Initiative. Our commitment to go beyond the services included in the benefit plan and to engage with our numerous and diverse community partners will offer Iowans a smooth, pleasant and unprecedented managed care experience.



3.1 Scope
SOW 3.1.1 Eligible Members
WellCare Health Plans, Inc. has more than 20 years Medicaid Managed Care experience serving over 4.1 million TANF, ABD/SSI, CHIP, and dually eligible members across nine states, including five of the country’s most populous states. WellCare currently operates the largest Medicaid managed care plans in the states of Florida, Georgia and Kentucky. 
Eligible Members
Except those specifically excluded in RFP Section 3.1.2., WellCare of Iowa will enroll and serve the Medicaid and CHIP members enrolled in the Iowa Medicaid, Iowa Health and Wellness Plan and Healthy and Well Kids in Iowa (hawk-i) programs as outlined in Exhibit C of the RFP:

Excluded Populations 
WellCare acknowledges that we will not include (i) undocumented immigrants receiving time-limited coverage of certain emergency medical conditions; (ii) beneficiaries that have a Medicaid eligibility period that is retroactive; (iii) persons eligible for the Program of All-Inclusive Care for the Elderly (PACE) program who voluntarily elect PACE coverage; (iv) persons enrolled in the Health Insurance Premium Payment program (HIPP); and (v) persons eligible only for the Medicare Savings Program. Alaskan Native and American Indian populations shall be enrolled voluntarily. 
SOW 3.1.2 Effective Date of Contractor Enrollment
WellCare understands and acknowledges that assignments will be made to us on a prospective basis and that 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. We understand the retroactive Medicaid eligibility period to be defined as a period up to 3 months prior to the Medicaid application month.
SOW 3.1.3 Geographic Service Area
WellCare acknowledges that we will provide statewide coverage and will have an adequate provider network and service infrastructure to deliver all covered benefits and services to members anywhere in the state of Iowa. To facilitate our ability to ensure service delivery and member and provider engagement statewide WellCare of Iowa will have offices across the state. The map below shows our proposed locations.
[image: ]
3.2 Covered Benefits
SOW 3.2.1 General
WellCare understands the requirement to provide at a minimum all benefits and services deemed medically necessary services covered under the contract with the State of Iowa. We accept and will comply with the mandates found in 42 CFR 438.210(a) (3) and will furnish covered services in an amount, duration, and scope reasonably expected to achieve the purpose for which the services are furnished. We will 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. We understand that we 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. WellCare of Iowa will comply with allowable and required utilization control measures outlined in Section 11 of the RFP. We will not avoid costs for services covered in the contract by referring members to publicly supported health care resources nor deny reimbursement of covered services based on the presence of a pre-existing condition. WellCare of Iowa will comply with the requirement to allow each member to choose his or her health professional to the extent possible and appropriate. 


3.2.2 BENEFIT PACKAGES
WellCare has leveraged its extensive experience to develop and deliver (1) a person -centered approach to care that is designed to meet the needs of all members, particularly the most vulnerable populations, and (2) a whole person orientation to care that integrates medical, behavioral health, social services, and LTSS. With over 20 years of serving Medicaid, Medicare, Dual Eligibles, LTSS members and members with behavioral health needs, WellCare is familiar with administration of benefit packages by eligibility group. Using our technology to assist us in identifying appropriate benefits packaged for each member eligibility group, we are confident that members will receive the benefits to which they are entitled. 
WellCare acknowledges our responsibility to provide at a minimum all benefits and services deemed medically necessary services covered under the Contract with Iowa and in the amount, duration and scope mandated.
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.
WellCare has carefully reviewed the Covered Benefits and Services outlined in Exhibit D of the RFP and will be responsible for providing all medically necessary covered services to all eligible members as defined therein. See Attachment 3.2 2015 Iowa Standard Benefits.
Fundamental to successful benefit delivery is a network of high-quality participating providers to deliver the array of services corresponding to each eligibility category. Our five-phased approach to successful network development is fully discussed in Section 6, but the highlights are: 
Analyzing network size needs and providers that meet credentialing and network requirements
Targeting provider outreach activities
Contracting with providers to ensure adequate network
Training and orientation of providers
Maintaining provider relationships
INTEGRATED CARE
WellCare’s care coordination model is designed to ensure that all members regardless of Medicaid eligibility group or benefit levels receive the services and supports needed to reach their optimal health status. Members with complex care needs, members who need LTSS, members with behavioral health issues, and members with special health care needs are all offered an opportunity to participate in our care coordination program. The member is then assigned a case manager who works with the member and an interdisciplinary care team to ensure the provision of health services needed. Persons with behavioral health issues will be assigned an integrated health home as appropriate and a community based case manager will lead an interdisciplinary care team that includes primary care. The integrated health home is discussed more fully later in this response.
EMERGENCY SERVICES
WellCare acknowledges that emergency services will be available 24 hours a day, seven days a week for members. WellCare commits to cover emergency services without the need for prior authorization and will not limit reimbursement to in-network providers in accordance with 42 CFR 438.114. WellCare will follow the prudent layperson standard in reviewing coverage and payment review decisions for emergency services. We acknowledge that we cannot deny payment for treatment obtained when the member has an emergency medical condition or the member was instructed to go to the Emergency Room by a WellCare representative. 
2.	Describe your ability to provide covered benefits and services.
WellCare of Iowa has already taken steps to ensure our readiness to provide the covered benefits and services required by the Iowa High Quality Healthcare Initiative. To effectively provide the covered benefits and services we must have in place at a minimum: 1) a comprehensive and diverse provider network; 2) a well-integrated and fully collaborative care management system; 3) a customer friendly member services team; 4) a state of the art and innovative technology system that supports all activities of the Plan; and 5) a strong social services interface.
WellCare understands that periodically member benefit packages may change. When we receive notification, typically from the 834 file, that a member’s benefit package has changed, we will immediately upload the changes into Xcelys, our claims processing system. Xcelys will then automatically update our medical management platform (MMP).This ensures that both systems are processing member claims and authorizations using the same and most current benefit data. We also contact the member to make sure they understand the changes and attempt to answer any questions they may have about the benefit changes. Our interactive voice response system is also updated so that when a provider calls WellCare the most recent information about the member’s eligibility is provided. 
COMPREHENSIVE PROVIDER NETWORK
WellCare recognizes the key to our members’ health and wellness is having access to the broadest array of health service professionals available within our local communities. We know that if a member has a positive relationship with his or her provider, they are more likely to comply with medical treatment protocols. As such, a comprehensive and diverse provider network is the first step in ensuring ability to provide covered services and benefits. WellCare has extensive experience in recruiting and maintaining providers in the Medicaid managed care space. Our contractual relationships with more than 91,000 providers across the nation demonstrates our ability to build a network of providers more than sufficient to meet the needs of our Medicaid members in Iowa. While we will lean on the expertise we already have in this area, we know that each market is different. As such, we have developed specific strategies to recruit providers for our Iowa plan. 
WellCare’s approach to network development is designed to ensure all health care services are available to members within applicable accessibility and availability standards. Our approach begins with early analysis of the market and the unique health care needs of the eligible population, to targeted provider recruitment, contracting, training and retention (maintenance) activities. 
WellCare of Iowa will have provider relations staff in Iowa to work directly with the provider community. In addition to ongoing provider education and outreach, we will frequently monitor member access to providers. WellCare’s Provider Relations department will monitor travel times and wait times for appointments through discussions with physicians and their office staff as part of their site visit activities. Providers and their office staff will be educated on the required wait time standards at the time of contracting and then on a continuing basis, at least semi-annually, through formal education sessions. We will conduct telephone audits of PCPs and specialists at least twice during the year. Members who received a PCP or specialist visit also will be surveyed to determine compliance with wait time standards. If through the survey activity we identify providers who are having difficulty meeting the access standards our Provider Relations team will outreach to the provider to determine specific challenges that provider is facing and work toward resolution. 
WellCare maintains relationships with non-participating providers (predominantly specialists) who have agreed to provide services on a single case agreement basis when a contracted provider is not available and/or when the number of providers fails to meet the minimum requirement. WellCare’s medical director oversees these providers as if they were participating within our network, including ensuring they meet contractual standards and credentialing requirements. WellCare monitors claims payment activity and medical necessity referrals for specialist visits to non-participating providers and uses this information to identify and reach out to providers who may be open to joining the network.
WellCare reviews geographic access using the GeoAccess® Network Adequacy Tool (NAT). The NAT identifies network gaps based on DHS network adequacy standards. We review this data quarterly and pursue provider recruitment opportunities wherever available, or we support the member by locating and coordinating care with the closest available provider.
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SUBCONTRACTORS
WellCare will manage our subcontractors through a delegation oversight arrangement under which authority to perform clinical and administrative functions is granted to the subcontractor. WellCare retains full responsibility for ensuring their compliance with internal standards and requirements, as well as federal, state, and accreditation body standards. Subcontractors are required to submit complete and accurate encounter data to WellCare on a regular basis for incorporation into our central data warehouse and monitoring of member service utilization. The data from each subcontractor will be examined to identify usage patterns and cost trends that suggest a need for further analysis, discussion or possible intervention. WellCare has a Delegation Oversight team which oversees each of the subcontractors and regularly monitors their activities to ensure all contract terms are being met. WellCare of Iowa will perform rigorous oversight of each entity through several means. We will a)conduct both routine and ad hoc site visits; b) schedule and lead  standing meetings; conduct annual audit and evaluation of the entity’s programs, policies, procedures, and service delivery capabilities; and both issue and monitor any resulting corrective action as applicable. If monitoring reveals deficiencies in the subcontractor's functions and/or processes, the corresponding auditor from WellCare’s Delegation Oversight team will work with the subcontractor to set priorities and correct the problem(s). The frequency of monitoring will be increased during the corrective action period and further interventions will be made as necessary, up to and including termination of the subcontract if substandard performance continues.
INTEGRATED DELIVERY APPROACH
WellCare of Iowa is committed to an integrated approach to health care. We have built our integrated medical, LTSS and behavioral health (mental health and substance use) management model to meet the medical, behavioral health and social needs of our members in an integrated and holistic fashion. We do so through a person-centered care coordination model that includes an interdisciplinary care team of medical and behavioral health professionals working together to support members.. 
Our case management staff works diligently to ensure that members with medical and special health care needs are provided the best and most appropriate services available. WellCare case managers work with pregnant women to ensure early and regular prenatal care. For our pediatric members we have a well-coordinated EPSDT outreach and engagement strategy to encourage members to maintain compliance with EPSDT periodicity schedules and visits. For our members with multiple or complex health care needs, our case managers work in an interdisciplinary team approach to identify services across the health and social services spectrum. 
Utilizing optimized outcome principles, WellCare of Iowa supports its members to achieve their full potential by providing access to a comprehensive network of medical and behavioral health providers who offer evidence based treatment services. WellCare of Iowa’s behavioral health case managers partner with community behavioral health and medical providers to coordinate care and facilitate treatment needs for members. 
[image: C:\Users\JSmith14\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\KBVJN79W\Councils - Corrected.png]Our service integration does not stop with behavioral and physical health, but includes those members in need of long-term services and support. It is vital to consider the physical and behavioral health needs of the LTSS population. We know that as seniors face life transitions and challenges, the incidence of depression increases. For those individuals who may be dealing with isolation, chronic illness or perhaps losing their independence, the need to take a fully integrated approach to care and services is crucial. Statistically, about 7 million Americans over the age of 65 suffer from depression, and their risk of suicide has risen exponentially. As such, the need for a well-trained, person-centered Integrated Care Team is essential to improve the quality of life and health for this at risk population.
HEALTHCONNECTIONS MODEL
WellCare created the HealthConnections Model in response to the funding crisis threatening the social safety net. The focus of this new department is to establish the process by which we identify the available social safety net providers within the WellCare footprint, assess the critical service gaps (existing and potential) and identify ways to sustain the network of the social safety net. In essence, WellCare is leading the industry in establishing a safety net to the social safety net. 
Because the issues facing the social safety net extend beyond any one stakeholder, the planning and implementation of any solution must be truly community based. WellCare implemented a process to not only assemble and monitor available social safety net services but also look at the gaps and the corresponding impact of those gaps on disadvantaged populations and link health outcomes to these services among the millions of people who rely on them every day. We understand that members do not benefit from fragmented and disorganized services; as such, our program is not intended to replace services already available to members in the community, but rather to supplement services. We will work collaboratively with community based organizations in Iowa and continue discussions that began several months ago on how WellCare can best supplement and support resources in the community. Our model is depicted below.
The primary goal of the HealthConnections Model is to improve the health and vitality of our members and communities by sustaining the social safety net and quantifying its impact on health outcomes. WellCare has identified four complementary program elements to achieve this goal. 
CommUnity Activities – Community based health and wellness events leveraging existing programs. 
HealthConnections Councils – Community planning councils focused on quantifying the breadth and scope of the available social safety net and identifying creative and innovative ways to sustain the network together with other community and civic leaders.
Social Service Utilization Support – Facilitating member connections to social services and bridging gaps in available community-based programs and services. 
CommUnity Health Investment Program – Strategic philanthropic granting program to support community-based innovation and to pilot potential social service payment models.
To support the primary goal identified above using the four complementary strategies, WellCare created the CommUnity Command Center, a comprehensive and inter-related data lake of community-related information across multiple but complementary databases including:
Activity Trackers – A central tracking mechanism with two connected trackers for all community-based programs and activities capturing more than 65 different elements including demographics, culture and ethnicity, target populations, HEDIS/quality-related measures, community health investments, volunteer hours and so on. 
CommUnity Health Investment and Grant Tracker – A searchable database, through which all community-based grants are, vetted, administered, evaluated and archived.
My Family Navigator (aka Navigator) – A searchable database of all public assistance programs which also provides the platform for community-focused statistical analyses and predictive modeling as well as a relationship management tool for WellCare to use in collaborating closely with community organizations comprising the social safety net. 
Market & Population CommUnity Research Library – A searchable database data catalogued through external sources (via the CDC, WHO, etc.) and primary research conducted by WellCare. 
National Advocacy & Affinity Relationship Management – A database of partners assembled through The CommUnity Commitment comprising of civic and community leaders who identify opportunities for advocacy and planning in an effort to sustain America’s Social Safety Net.
Social Service Electronic Health Record – A search interface created to assist WellCare member-facing representatives search for community-based programs and social services as well as track individual referral history by member and provider for future development.
Our approach is simple. We begin by employing a part-time team of CommUnity Liaisons hired through workforce innovation programs like Ticket to Work, Welfare to Work, military programs and student internships. These team members create an index of the available community-based programs and services that comprise each state’s social safety net using traditional community-inventory methods including web-searches and interviews (face-to-face, phone, video relay). The information is then verified and entered into the CommUnity Command Center. To date, WellCare’s CommUnity Command Center comprises information on more than 65,000 organizations across the country.
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APPROACH TO QUALITY
WellCare of Iowa has implemented quality improvement activities to test our compliance with providing covered services and benefits. Our quality strategies include member and provider satisfaction surveys, care gap reports and analysis, outreach to members and providers and review or utilization data including Emergency Room usage, EOB reports, hospital admissions and discharges.  
APPROACH TO LIMITS ON SERVICES
WellCare is committed to ensuring that members receive the right care, at the right time and in the right place. As such, our UM staff continuously monitors and evaluates utilization of services by identifying instances where members were not able to access services appropriately and consistent with their benefit plan. To address these gaps in care and service availability quality, member services, provider service, care coordination and outside entities as appropriate develop solutions to ensure appropriate access to services. 
3.2.4 Integrated Care
1.	Describe proposed strategies to integrate the delivery of care across the healthcare delivery system.
WellCare is committed to a person-centered, comprehensive, integrated model of care. An integrated care delivery system takes a holistic approach to the member’s care, understanding that treatment cannot be effective unless care and attention is given to all body systems. For example, it is well documented that physical health problem such as diabetes, hypertension and other chronic medical problems are exacerbated by mental health needs and substance use disorders and vice versa. If a member has mental health issues or is abusing substances that either impact the ability to take full responsibility for health and lifestyle choices, physical health will be compromised. WellCare’s model of care incorporates physical, behavioral health, oral health, social and LTSS services to ensure the appropriate exchange of information; appropriate diagnosis, treatment and referral activities; and appropriate management of psychopharmacological medications. We also rely on the Interdisciplinary Care Team (ICT) model to wrap care team members and supports around the member to achieve optimal outcomes.  
WellCare is also very sensitive to the role that the environment and economic circumstances play on a member’s health and ability to achieve optimal wellness. For those reasons we created the HealthConnections model that works with our members in the community to identify critical resources to support the member and his or her family if needed. In this way, WellCare can truly offer an integrated approach to care and lessen the impact of social determinants, including housing, food, and the environment, on a member’s health and well-being. 
ASSESSING PHYSICAL, BEHAVIORAL, SOCIAL AND LTSS NEEDS OF MEMBERS
The care coordination program identifies and implements the most effective, comprehensive and individualized plan possible to succeed in achieving quality outcomes. WellCare employs a local cross-functional team solution, using a combination of telephonic and face-to-face local field staff, which includes registered nurses, social workers (including licensed clinical social workers), health coaches, behavioral health specialists, community health workers, quality specialists, provider relations representatives, community advocates and member service representatives. The cross-functional composition of our care teams is specifically designed to ensure our ability to meet the comprehensive needs of our members.
WellCare uses a number of tools to identify the physical, behavioral, social and LTSS needs of our members. The initial assessment is performed when the member enrolls in the plan. WellCare conducts a health risk screening (HRS) of new members by either mailing the HRS to the member, using an automated calling system, or by making a welcome call to the member. WellCare programs the automated calling system to ask a number of specific questions and instructs the member to respond by pressing keys on the telephone. The automated call system then maps the member’s responses to appropriate disease management (DM) or case management (CM) programs. Where applicable, the DM and/or CM program manager will then reaches out to the member to conduct an in-depth assessment relevant to the program (e.g., diabetes or COPD management program.) 
WellCare can also conduct the HRS during a Welcome Call conducted by a Member Services Representative (MSR). The MSR can ask the members five questions to quickly determine whether they are eligible for case management. Depending on the member’s response, the MSR can then transfer the member to a case manager if appropriate. Our UM team can also assess member needs when conducting UM reviews, whether during inpatient hospital stays, after an Emergency Room visit or following a prior authorization request. If during the review process, the staff determines that there is possibly a new or changing health care need for the member, a referral will be made to care management for follow-up. 
Here’s one example of how care management assisted a member in our Georgia plan.
A WellCare of Georgia member would not accept blood or any blood parts (including white blood cells) from another person due to her religious beliefs. Carrying a high-risk pregnancy, the member was in need of an obstetrician, a neurologist and a behavioral health provider who could coordinate complex care needs that included extensive medication lists, effective prenatal care and a healthy pregnancy and delivery, while still honoring her religious preferences. WellCare of Georgia was able to identify an obstetrician who accepted the member and respected her religious preferences. Through an effective partnership between her WellCare case manager and a team of specialists, there was coordination of numerous medications, as well as peer-to-peer consultations between her OB provider, neurologist and psychiatrist. The member’s pain and anxiety concerns were respected and effectively addressed. The outcome of everyone’s efforts was a healthy, full-term baby boy. 



BEHAVIORAL HEALTH ASSESSMENT TOOLS
Our experience managing medical and behavioral health services includes identification of members with behavioral health needs by using the Chronic Illness and Disability Payment System (CDPS) model. Once identified, we are able to better align members with case and disease management. We also provide personalized medical and behavioral health care through our person-centered care management which can be delivered through both field and telephonic methods. Our person-centered care management teams are staffed with registered nurses, mental health professionals, field outreach representatives, and community health workers with fully integrated support from pharmacy and behavioral health. We will also assign an integrated health home through a quality-based assignment algorithm that evaluates quality and efficiency, which includes incorporating effective pharmacy management and multi-disciplinary teams for our members with behavioral health needs. For hard-to-reach members, such as the homeless, where behavioral needs are prevalent, we will use our community health workers partnering with community and social service goal of reaching 100 percent of all members.
PROMOTING PROVIDER COLLABORATION
WellCare recognizes that a strong relationship with our network providers is one of the primary keys to achieving our goals for improved quality of care and service delivery for our members. To that end, we actively recognize our providers as partners in care and not simply vendors or contractors. Once enrolled into the network, our providers have access to support resources, such as our Provider Relations teams, Clinical HEDIS Practice Advisors, and the secured elements of our provider web portal. 
Primary care providers (PCPs) are responsible for coordinating, monitoring and supervising the delivery of health care services to each panel member. WellCare uses a variety of methods to ensure our PCPs fulfill their responsibilities for supervising and coordinating care delivered by other providers to each assigned member. WellCare’s provider agreement which governs the contractual relationship includes language which specifies the role and obligations of the PCP. Upon joining the network, our providers and their office staff are further educated to their roles and responsibilities including access and availability standards. We also provide regular provider education and training, including 60 days prior to the start of any new program or service. Most training includes a review of provider responsibilities, and the provider requirements regarding supervision and coordination of care for members. Finally, providers receive written materials and tools to reinforce what they have learned including:
Comprehensive provider manual, available in hard copy, digital and web-based formats;
Quick reference guide for frequently asked questions;
Brochures describing the plan’s care management, disease management and other clinical programs;
Laminated step-by-step instruction guides called “job aids” to provide information on requesting authorizations, filing claims and other common processes; 
Provider orientation materials for initial and ongoing provider education; and
Web-based tools such as our Clinical Practice Guidelines.
MANAGEMENT OF CO-MORBID AND CO-OCCURRING CONDITIONS
Members with co-morbid and co-occurring conditions are at risk for increased hospitalizations and increased cost of care. WellCare is prepared to manage the care of our members with complex co-morbidities, be they physical, behavioral and/or LTSS in nature. 
We have developed evidence-based utilization review criteria to guide both providers and concurrent reviewers to the most appropriate level of care. We support recovery-oriented, evidence-based, culturally sensitive, and person-centered services. Our primary goal for utilization management is to ensure that high quality, clinically appropriate services are provided to members in the right place, for the right length of time. We accomplish this by minimizing prior authorization requirements for most outpatient, community-based services for behavioral health and co-morbid conditions. We manage these services by analyzing our data and identifying outliers. 
We continually monitor best practices and improvements in management of co-morbid and co-occurring conditions, and we regularly modify our criteria and guidelines to reflect these. WellCare’s care coordination model of an integrated case and disease management philosophy demonstrates our commitment to identify our members in the community, reach them where they live, understand how they prefer to engage with the health care system, facilitate their access to care, and help them when they need us. Our model operates according to the fundamental principles of components of evidence-based care management. Our person-centered approach is flexible, strength-focused, family and support system-connected, continuously and reliably responsive to individual member needs, and configured to a range of available quality community resources (e.g., housing, transportation, work-relevant education, health services, recreational and spiritual resources). 
Case managers will regularly interact with members to validate effective linkages and coordination between all providers and services as well as monitor transitions between member stratification (acuity) levels including supporting our member’s social service needs. Our care managers will facilitate discharge planning for members with complex needs by ensuring transition plans are in place, appointments are scheduled, and appointment follow-up and collaboration with all participants involved on the member’s care team takes place. The comprehensive transition plans identifies medical, behavioral and social needs. Our member-facing teams go that extra step to not only coordinate services that remove social barriers to care but also to track those services. This tracking helps WellCare extend our ability to support our members but also enables the organizations to better supports our communities. With each referral, we gather more information to quantify the impact of social services on health outcomes. 
INTERDISCIPLINARY CARE TEAMS
We realize the complexities of members who need treatment for co-morbid and/or co-occurring conditions vary. Individual needs identified through evaluation and assessment requires the skill of a comprehensive care management team able to coordinate and manage the medical, mental health and substance use disorder needs simultaneously. In every market, behavioral health specialists work alongside their medical and social worker counterparts on our ICT, which include registered nurses (RN), mental health professionals, and other health care professionals. If a member has primary co-occurring conditions, the member will be assigned to behavioral specialist (for members with a psychiatric diagnosis or substance abuse issue). If there are secondary co-occurring conditions needs, the mental health professional will work with the primary medical case manager to manage the member across the continuum to confirm the member is connected to the necessary services and supports within their community. For members with both high behavioral and medical needs, the model can be flexibly adapted by having both behavioral and medical case managers co-lead the team.
INTEGRATION WITH EXISTING PROVIDERS
We understand existing provider relationships are important to members with complex needs. Many of our members with a Serious Mental Illness (SMI)/Social Emotional Disturbance (SED) have co-occurring or co-morbid conditions and are already receiving face-to-face case management services through a Community Based Case Manager (CBCM). We do not want to duplicate services or confuse members by adding an unnecessary layer of case management into the system. We will have behavioral health and medical field care management available to work with members and community based clinicians and case managers in an effort to maintain continuity of care for members who have current treatment plans. Following an evidence-based practice, we work in flexible, collaborative ways with providers, members and their caregivers to continually improve access to high quality care. Every effort will be made to supplement, not duplicate care management services. 

TECHNOLOGY ENABLED COORDINATION
The case manager will play a vital role by assuring that the medical, LTSS and behavioral health services are coordinated. The case manager can serve to facilitate and engage other treatment providers as necessary. For example, members who may have significant co-morbid conditions could be case managed by the community based behavioral health provider but need certain medical services such as home health for wound care or diabetes monitoring. We provide an exceptional technology platform that enables us to tightly integrate workflows among providers, case managers and members. This capability will allow us to support providers where they are with respect to technology investments within their practice as well as offer cost-effective options for solutions if they are not yet using any electronic medical systems. 
WellCare understands that treatment goals for members with co-morbid/co-occurring conditions must be individualized and flexible based on the member’s perception of his or her disorders, how the disorders impact his or her life and the willingness to change. According to Harvard Psychiatrist Dr. Kenneth Minkoff’s evidence-based practice Comprehensive Continuous Integrated System of Care (CCISC, Minkoff and Cline) model, “abstinence and full mental illness recovery are usually long term goals, but short term clinical outcomes must be individualized and may include reduction in symptoms or use of substances, increases in level of functioning, increases in disease management skills, movement through stages of change, reduction in "harm" (internal or external), reduction in service utilization, or movement to a lower level of care. Systems need to develop clinical practice parameters for treatment planning and outcome tracking that legitimize this variety of outcome measures to reinforce incremental treatment progress and promote the experience of treatment success.”
Information/Data Management to Facilitate Integration
WellCare’s Medical Management Platform (MMP) supports WellCare’s assessment, stratification, planning, and care management functions. The MMP provides the foundation for the development of a customized care management system to provide patient-centered case management services to our members. A member-centered platform enhances care integration among all places and levels of care, as well as optimizes continuity of care.
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.
According to a study by the Robert Wood Johnson Foundation, there are multiple factors that influence emergency room (ER) utilization, among them, convenience, access to specialty care, perceptions of higher-quality care in hospital settings, and differing perceptions of urgency between patients and clinicians. For the Medicaid population in particular, the literature generally attributes higher rates of utilization to limited access to primary care physicians stemming from Medicaid’s lower reimbursement rates. Others have also suggested that the health of Medicaid beneficiary groups, in particular the disabled, contributes significantly to the discrepancy of ER utilization between Medicaid members and other groups.
WellCare is committed to reducing the inappropriate use of emergency rooms, especially for routine care. We know repeated use of the ER leads to fragmented and uncoordinated care and that the best chance for improving health outcomes comes from a well-coordinated, integrated plan of care with a primary care provider being an integral player on the care team. 
WELLCARE ACKNOWLEDGEMENTS
WellCare of Iowa will ensure that emergency services are available 24 hours a day, 7 days a week. In accordance with 42 CFR 438.114, we will cover emergency services without the need for prior authorization and will not limit reimbursement to in-network providers. WellCare will 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 room with an emergency medical condition. WellCare will 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 WellCare instructs the member to seek emergency services.
EMERGENCY ROOM DIVERSION PROGRAM
WellCare has developed several initiatives targeted to reduce inappropriate ER use. We have described some of them in the paragraphs that follow:
Urgent Care Centers: WellCare identifies urgent care centers in each market. The names and location of the Urgent Care Centers will be included in member mailings and also given to clinical staff and provider Relations staff.
ER Steerage Initiative: WellCare implemented this project in several markets. The initiative looks at several metrics such as PCP availability, member knowledge of alternatives to ER, PCP knowledge of members who are high users, ER awareness of health plan and impact of case management. Strategies are identified to attempt to impact the metrics. 
Homeless Initiative: We recognize that residents who are homeless or housing challenges represents one population who rely heavily on the emergency room for the main site of care. With that in mind, WellCare created homeless related initiatives in several markets including Kentucky. The Kentucky CommUnity Health Investment Program on homelessness focused on Bowling Green in which WellCare partnered with HOTEL INC. who implemented a street medicine program to achieve the following: 
Identified 170 homeless residents
100 percent of the 170 residents were linked with health services (including preventive care outside of the emergency room)
82 percent (140) of the 170 homeless residents were placed in permanent housing
39 percent (66) of the 170 homeless residents are WellCare members all of whom:
Avoided an emergency room visit 
Connected to permanent housing and health care services including behavioral health case management
Educating Members to Appropriate ER Use
WellCare runs quarterly emergency room utilization reports to identify members with high emergency room utilization. These members are referred to WellCare disease and care management for follow-up interventions. Members are educated about options for urgent care and after-hours care, and about the availability of the twenty-four hour nurse line. The same information is provided to members through the WellCare member service line, member handbook, website and quarterly member newsletter
Our Nurse Advice Line is available 24-hours a day, seven days per week and employs registered nurses to answer questions from members about their health and assist in choosing appropriate health care. Our nurse advice line also is a key component of our emergency room diversion strategy. Staffed by highly skilled registered nurses, their primary goal is to get the caller to the right level of care at the right time. The advice line nurses and health care support professionals are equipped to provide services through the web, chat, SMS, email, telemessaging and by phone. When contacted by a member, nurses conduct symptom assessment and phone triage; offer urgent and non-urgent care advice; provide program, provider and facility referrals; provide drug and medication information; and offer recommendations or explanations of conditions. Key emphasis is placed on educating the member about the alternatives available for non-emergent issues.
Identifying Members with High ER Use
Our emergency room diversion program is also in place to assist members in obtaining medical treatment in the most appropriate clinical setting. Members who use the emergency room for non-emergent conditions are identified through utilization monitoring, counseled on appropriate use of the emergency room and assisted in obtaining referrals to necessary care.
Monitoring Adequacy of the Provider Network
WellCare is committed to making sure that our members have access to providers for their health care needs. Our strategy to ensure network adequacy involves recruiting new providers, retaining current providers, and frequent validation that the network meets or exceeds network adequacy requirements at all times. WellCare actively pursues contracts with new providers as they become available. Contract leads also come by way of referrals, originating from PCPs and other providers. 
To more actively recruit and support our providers, we locate Provider Relations staff in our local offices. We employ provider relations representatives who are familiar with the culture and diversity of the communities in which they reside. This practice contributes to our understanding of the diverse needs of our providers, whether in rural, urban or suburban areas.  
It is not uncommon for providers willing to serve Medicaid members to choose to become participating providers with some limitations. Examples of common limitations include providers who want to serve existing members only. Due to member capacity constraints related to provider shortages, we routinely work with these providers to negotiate contracts. WellCare also identifies recruitment leads through claims data and authorization requests. Provider relations representatives identify providers with closed member panels and reach out to these providers to see if they are willing to open their panel or agree to accept new members on a case-by-case basis. If it is necessary to bring essential providers into the network, WellCare pays an enhanced rate to these providers. 
Provider Outreach and Education
Through our Provider Engagement Program we deliver ER “Frequent Flier” reports to high volume PCPs. This report reflects lists of members who frequently seek care in the emergency room. PCPs can utilize this report to monitor their members and redirect them to the primary care setting. Our promotion of enhanced reimbursement for after-hours codes is also used as a means of encouraging providers to divert care away from the emergency room to the appropriate setting.
Furthermore, we identify providers whose members show a higher than expected pattern of emergency room use and provide education to the provider as well as their members. This joint effort between WellCare’s clinical team and provider relations team has made an impact on emergency room utilization. For example, in Hawaii during the first four months of 2011, total emergency room visits declined 2.6 percent and the rate of emergency room visits per member declined 4.9 percent, as compared to the last four months of 2010; dropping from 6.4 visits per 100 members to 6.1 visits per 100 members. We will continue to engage providers in outreach and education as needed to drive the appropriate use of ER services.


Review of Emergency Claims
WellCare identifies members with high ER utilization each quarter to determine the reason for frequent visits. For trends found to be non-life threatening, we provide members with counseling and education on the benefits of contacting their primary care providers (PCPs), Nurse Advice Line (NAL) and Urgent Care Centers. We also identify providers whose members show a higher than expected pattern of ER utilization and provide education to the providers and their members. WellCare provides member level ER utilization data to PCPs in order to assist the PCP in identifying their members that may need additional support, especially for our high -risk members, such as behavioral health. We have used some unique strategies in other markets such as scorecards to drive reductions in ER use. We will work with local providers in Iowa to identify the best approaches to reduce inappropriate ER use. 
ER Claims Coverage
WellCare of Iowa acknowledges and will comply with the requirement to pay for both screening services and treatment in the event that an actual emergency medical condition exists when the member presents to the emergency room.
Member Liability
WellCare of Iowa acknowledges and will comply with the prohibition against members being held liable for payment of subsequent screening needed to diagnose conditions or stabilize the member. 
Post Stabilization Services
WellCare of Iowa acknowledges and will comply with the requirement that we pay for post stabilization services related to emergency services. We also acknowledge our responsibility for post stabilization services whether obtained within or outside the network and for all other provisions found at section 3.2.5.4 of the Statement of Work. 
ER Utilization Management
Monthly, we generate ER visit reports on patients, including number of visits, the time frame, and diagnosis, so WellCare and our providers have a better sense of which members are using the ER for conditions that could be resolved in a doctor’s outpatient office or primary care setting. While providers cannot entirely prevent member ER visits, the visit reports provide WellCare the ability to reach out to providers to collaborate and come up with solutions to engage members in utilizing primary care. When a primary care provider’s avoidable ER visit rate is greater than or equal to 700 visits per 1,000 members, a corrective action plan will be created and monitored until the metrics improve. Reports are brought out to the provider, and a root cause analysis is performed by the Medical Director to discuss the over-utilization and ways to mitigate this (e.g. after- hours appointment availability). The medical director will re-educate the provider, and re-measurement will occur monthly. Each provider will be monitored on a case-by-case basis to determine if network termination is warranted. 
WellCare will reimburse providers for the screening examination completed in the ER, however, we may not reimburse providers for non-emergency services rendered in an emergency room for treatment of conditions that do not meet the prudent layperson standard. We will not limit what constitutes an emergency medical condition on the basis of lists of diagnoses or symptoms and may not deny or pay less than the allowed amount for the Current Procedural Terminology (CPT) code on the claim without a medical record review to determine if the prudent layperson standard was met. WellCare will base coverage decisions for emergency services on the severity of the symptoms at the time of presentation and shall cover emergency services where the presenting symptoms are of sufficient severity to constitute an emergency medical condition in the judgment of a prudent layperson, even if the condition turned out to be non-emergency in nature. The prudent layperson review will be conducted by non-clinical WellCare staff members. We will not impose restrictions on coverage of emergency services more restrictive than those permitted by the prudent layperson standard. Additionally, WellCare will not refuse to cover emergency services based on the ER provider or hospital failing to notify us or the primary care provider within ten calendar days of presentation for emergency services. 
Potential Iowa Specific ER Initiative
Truven Health Market Research analyzed 6.5 million Emergency Room (ER) claims nationwide with 2010 dates of service. Asthma represented the top preventable reason for an ER visit. According to the Iowa Department of Public Health (IDPH), asthma represents about 13percent of all hospital admissions resulting from an ER visit. This information suggests an opportunity. 
WellCare recommends working closely with IDPH, providers and local community health agencies to focus on asthma prevention strategies starting first in counties with high prevalence of asthma, especially among the African American community. Referencing the prevalence map below, WellCare recommends prioritizing the following counties as first tier counties for asthma prevention: Clark, Des Moines, Lee, Scott, Wapello, and Wayne.[image: ]
Member Information: WellCare collects information about ER usage and prepares talking points for member outreach and newsletter articles. The data includes the most common diagnoses seen in the ER for both adult and pediatric members. 
Frequent Flier: WellCare maintains a list of patients who frequently use the ER for care. Our UM nurses inform case managers who outreach to members to investigate why they choose the ER and to provide education on the appropriate use of services. If the case manager identifies provider inaccessibility issues the provider relations team is notified to outreach to the provider.  
Member Engagement Unit: WellCare of Iowa will use the member engagement unit to outreach to members with high emergency room utilization.
24-hour Nurse Line: We inform members about options for urgent care, after-hours care, and the 24-hour Nurse Advice Line through our member service line, member handbook, website and quarterly member newsletter. We also educate members through these channels on what situations warrant a trip to the ER. Our Nurse Advice Line is staffed by highly skilled registered nurses, whose primary goal is to get members to the right level of care at the right time. Our Nurse Advice Line nurses and health care support professionals are equipped to provide services through the web, chat, SMS, email and phone. When contacted by a member, they conduct symptom assessment and phone triage; offer urgent and non-urgent care advice; provide program, provider and facility referrals; provide drug and medication information and offer recommendations or condition explanations. A key emphasis is placed on sharing alternatives for non-emergent issues with members. For example, when a new urgent care center was contracted in the Leeward area, service coordinators reached out to members in that area to inform them that they now had the option of seeking care at the center.
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.
WellCare acknowledges our responsibility to ensure a response within one hour to all ER providers 24 hours a day, 7 days a week. We staff our plans to ensure our availability to provide emergency room providers authorizations within one hour, 24 hours per day, 7 days per week. We periodically audit our performance in this area to ensure that we are meeting this requirement. 
3.	Describe your plans to track emergency services notification of a member's presentation for emergency services.
When we recruit providers including hospital and facility providers into our network, we provide education and training on notification, authorization and payment requirements. If we have UM staff on site, that staff member may engage with facility staff and identify specific needs the member may have upon discharge. In addition to the hospital notifying us of the visit, we review emergency room census data and admission data daily to identify reasons for ER visits and whether or not our members have been admitted. 
Upon receipt of notification of an emergency room visit by our members, we review the reasons for the visit against clinical guidelines to identify avoidable ER visits. If the visit is deemed as avoidable, the UM staff refer to the member for education on appropriate use of the emergency room. We also assess whether the visits are prompted because of unavailability of the member’s primary care provider. If the problem stems from lack of provider availability our provider relations staff will reach out to providers and offer re-training on our contractual access and availability standards. If the ER visit is not an avoidable visit, our case managers will follow up with the member within 24 hours of the ER visit to make sure they have scheduled a visit with the PCP and also to identify and additional needs the member may have that will avoid any additional ER visits for the same reasons. 

4.	Describe your plans for reimbursement of emergency services, including what processes will be implemented to determine if an emergency condition exists.
WellCare of Iowa acknowledges and complies with the requirement to pay claims for members seen in an emergency room. We will also review all ER claims to determine if an emergency condition existed or whether the visits could have been avoided. Where we have visits that could be avoided we will provide education and training for both members and providers.
5.	Describe your plans to document a member's PCP referral to the emergency room and pay claims accordingly.
WellCare actively engages with its PCPs to educate and inform them of our policies and procedures when treating our members. We also provide significant support and resources to our providers to enable them to carry out their role as primary care providers. As such, it is our expectation that when members contact their PCP for appointments and for care, the PCP will provide an appointment for the member and not refer the member to the ER. 
We will periodically survey our members who have had ER visits to determine whether they were referred by the PCP. Additionally, either we will call or visit provider offices during normal hours to make sure that member can reach their PCP when needed. We periodically make calls to providers to identify any problems with making appointments within the availability standards.
When we identify that the member was referred to the ER by the PCP, we contact the PCP to determine why they referred the patient rather than seeing the patient in the office. If the PCP makes an ER referral because they are unable to meet the availability standard,, we will discuss closing the PCP’s panel to new members. We will reinforce the education and training with the provider and office staff.
3.2.6 Pharmacy Services
1.	Describe your proposed approach for delivering pharmacy benefits, including the use of any subcontractors.
WellCare Health Plans, Inc. has more than 20 years of extensive experience serving the pharmacy needs of 2.3 million Medicaid members across eight states. Annually, we manage over 200,000 pharmacy prior authorizations across all of our Medicaid plans with nearly 100 percent resolved within 24 hours where required. In accordance with the Iowa Department of Human Services (DHS) requirements, WellCare of Iowa will provide formulary coverage, at a minimum, for all classes of drugs including over-the counter, to the same extent they are covered by the Iowa Medicaid Fee-For-Service (FFS) pharmacy benefit. The Director, State Pharmacy for Iowa will work collaboratively with our corporate pharmacy department to coordinate the necessary clinical services and to ensure appropriate pharmacy benefit design, decision-making criteria, and formulary exceptions are followed.
WellCare’s pharmacy operation is a unique hybrid model with a number of critical pharmacy benefit management functions performed in-house by WellCare personnel coupled with the activities of a pharmacy benefits manager (PBM). Under our hybrid model, our corporate pharmacy resources are responsible for prior authorization determinations, appeals, formulary development and management, claims testing, Pharmacy and Therapeutics (P&T) Committee, quality improvement, retrospective drug utilization reviews, rebate management, and members and provider communications. Our PBM partner processes the pharmacy claims point-of-sale, contracts and remits the pharmacy network, performs phone, desk, and on-site audits, coordinates transition of care, answers after-hours provider calls, and provides explanations of benefits. 
In accordance with DHS requirements, WellCare of Iowa’s Preferred Drug List (PDL) will include the appropriate selection of drugs from therapeutic classes in the same amount, duration, and scope as the current Iowa Medicaid FFS Pharmacy Benefit. The Iowa prior authorization criteria will be replicated as well as the quantity limits and clinical edits. WellCare’s pharmacy department has past experience in managing a state benefit in this same fashion and even as recently as 2014, we implemented the State of Florida’s Medicaid Preferred Drug List for our Florida Medicaid business. Furthermore, WellCare of Iowa will utilize the Iowa Recommended Drug List (RDL) as developed by DHS with input from the Iowa Medicaid P&T Committee to inform prescribers of the most cost-effective drug therapies for human immunodeficiency virus or acquired immune deficiency syndrome, transplantation, cancer, and hemophilia. This will include enforcement of the prior authorization criteria, quantity limits, and days’ supply limitations designated by the RDL. Our pharmacy program further manages pharmacy resources to improve members’ outcomes, improve access to medication therapy, and support and engage members and providers. The critical goals for our pharmacy team are to ensure safety, efficacy, and efficiency while utilizing and promoting the Iowa Medicaid FFS Pharmacy Benefit PDL and RDL. 
WellCare contracted with CVS Health to be our new pharmacy benefit manager beginning January 1, 2016. Together with the PBM, we will achieve significant success in maximizing prescribing from the Iowa PDL. The PDL will be posted on our website for viewing by all members and providers, and we will mail printed copies to members and providers upon request. Any PDL changes that occur as a result of Iowa’s Pharmacy and Therapeutics (P&T) Committee meetings held throughout the year will be communicated to members, providers, other authorized prescribers and pharmacies through a combination of member and provider newsletters, provider website updates, and pharmacy “fax blasts”. 
PHARMACY AND THERAPEUTICS
Our Director, State Pharmacy for Iowa will attend each of the Iowa Medicaid P&T Committee and Drug Utilization Review Commission Meetings as requested. WellCare has an established P&T Committee which is a corporate advisory group consisting of participating physicians and pharmacy providers who represent each of the states in which we operate. The Committee is responsible for recommending the adoption of, or formulation of, professional clinical policies regarding evaluation, selection, and therapeutic use of drugs by network physicians. The P&T Committee also assists in the detection of possible or potential problems for health plan beneficiaries as they relate to the prescription drug program, as well as review the Over and Under-Utilization drug reports. WellCare’s Director, State Pharmacy, for Iowa will attend our internal P&T Committee, which meets at least quarterly, and will provide feedback on any changes required for WellCare of Iowa’s PDL as determined by the Iowa Medicaid Committees. 
MANAGING PRESCRIPTION DRUG COSTS
WellCare of Iowa will promote generic utilization in accordance with Iowa Medicaid policy through multiple strategies. First, brand-name drugs can be excluded at the point of sale when an AB-rated generic substitute is available and the brand-name drug is not on WellCare of Iowa’s PDL. WellCare also uses step therapy when appropriate. Step therapy is designed to encourage the use of therapeutically equivalent, lower-cost alternatives (first-line therapy) before “stepping up” to more expensive alternatives. Providers seeking to prescribe outside of the point of sale and step therapy guidelines may request an exception through the prior authorization process. WellCare of Iowa will not implement step therapy (or generic first) for any drugs that are excluded from utilization management per the Iowa PDL. WellCare of Iowa’s PDL quantity limits, clinical edits, prior authorization requirements, point-of-sale edits, and step therapy will be implemented in compliance with the Iowa Medicaid requirements. We will monitor effectiveness of any utilization management through our Pharmacy Quality Oversight Committee (PQOC). The PQOC performs retrospective drug utilization reviews and identifies quality improvement projects to protect the health and safety of our members and improve quality of care. 
WellCare of Iowa will implement quantity limits as approved by Iowa P&T to minimize inappropriate utilization, waste, and stockpiling of drugs, ensuring that quantities supplied are consistent with FDA-approved clinical dosing guidelines. Utilizing quantity limits also helps to prevent billing errors. Providers seeking to prescribe a higher quantity may request an exception through the prior authorization process.
2.	Describe your ability and experience in obtaining and reporting drug rebates.
The Drug Rebate Equalization Act mandates that rebates offered under the Medicaid program be extended to Medicaid beneficiaries who receive prescription drugs through Medicaid managed care organizations. WellCare uses both point-of-sale retail pharmacy claims and prescription medication claims submitted through our medical claims system, including physician administered drugs, to identify and report drug information to the State for its submission of rebate claims. Our pharmacy and medical claims systems are configured to promote clean encounter submissions and thereby decreasing the number of rebate disputes we receive from a State’s rebate vendor. In the Scope of Work, 3.2.6.10.3, it states the DHS participates in the federal supplemental drug rebate program, and as such the contractor and it subcontractors, including their PBM, are prohibited from obtaining manufacturer drug rebates or other form of reimbursement on the Medicaid enrollees. WellCare acknowledges these prohibitions and understands the state, or its designee, will be aggregating the encounter data for submission of the Federal OBRA rebates and for any supplemental rebates from manufacturers. We have extensive experience with this process in the eight Medicaid states where we currently managed the pharmacy benefit.
3.	Describe any relevant experience resolving drug rebate disputes with a manufacturer.
We manage this process for several of our Medicaid states. A specific example includes our client, the Georgia Department of Community Health, who contracts with a rebate vendor to accept our encounter claims data for both point-of-sale pharmacy claims and medical drug claims. Due to the fact that our Encounter Submission Process is so successful, at a completion rate of nearly 100 percent every month, we receive very few rebate disputes from the rebate vendor. This makes the process very simple. The vendor sends our WellCare pharmacy manager a list of any identified outlier claims that need resolution twice per month (on the 1st and 15th). WellCare’s pharmacy manager sends the disputes to the pharmacy claims resolution team who contacts the identified retail pharmacies to have the claims reversed and resubmitted with the correct drug quantities, NDC, or package size. WellCare’s medical services team will reach out to the hospital and/or provider contacts for medical claims resolution that are typically due to a wrong NDC or incorrect quantity submitted for the J-code or CPT code. These internal teams send the responses back to the pharmacy manager who uploads the resolved disputed claims to the rebate vendor’s portal within 15 days of initial receipt. On average, we resolve 22 disputes per month for Georgia.
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.
WellCare’s pharmacy operating model, organizational structure, and prior authorization process are designed to ensure members receive safe, appropriate, cost–effective medications in a timely and efficient manner. WellCare is compliant with all service level agreements for required turnaround times with our Medicaid clients and process nearly 100 percent within 24 hours where required. On average, pharmacy requests are processed within eight hours of receipt of the request. All prior authorization requests received are date and time stamped to ensure they are resolved within the 24-hour timeframe (unless additional information is required from the prescriber).
We also acknowledge our responsibility to dispense at least a 72-hour supply in an emergency situation. In the event an emergency supply of medication is needed, WellCare, in accordance with our Emergency Medication Override Policy C20RX-016, will authorize up to a 7-day supply to ensure our members have access to needed medications in emergency situations. It is our policy that WellCare’s call center representatives are trained on this process. WellCare’s PBM call center representatives are contracted to provide after-hours support and emergency overrides when the WellCare call center is unavailable. The representatives are authorized to enter an emergency override for any non-formulary or formulary medication that has utilization management edits. WellCare does not permit emergency overrides for medications that are excluded from the state benefit such as drugs not covered by or excluded by law. 
Situations that qualify for an emergency 7-day supply include but are not limited to:
Any member who leaves a hospital with a prescription for a non-formulary drug.
Any member in a life-threatening situation who needs a medication immediately.
Any member who will be hospitalized if he or she does not receive the medication.
Any member who needs a medication immediately to be discharged from the hospital.
Any member who threatens suicide or homicide and needs medication immediately.
Any member who needs medication due to a natural disaster such as a fire, tornado, tropical storm, hurricane, earthquake, or flood.
Pharmacy Prior Authorization
In accordance with our policy, a member, a member’s appointed representative with member’s written consent or a member’s prescribing physician may initiate drug evaluation review (DER) requests. DER requests may be submitted via fax, Web, telephone or mail. DER requests received via Web or fax are automatically routed into WellCare of Iowa’s proprietary DER work flow system for processing, while those received by telephone or mail are manually entered. All prior authorization requests are date- and time-stamped to ensure they are resolved within the required 24-hour time frame (unless additional information is required from the prescriber). If an emergency supply of medication is needed while the DER review is pending, we may, in accordance with our Emergency Medication Override policy (C20RX-016), authorize up to a seven-day supply if the request for emergency supply meets specific criteria. 
When we receive a DER request in the workflow queue, an intake coordinator creates a DER record documenting details of the request, including member’s demographic data. The system utilizes the demographic data to confirm members eligibility in real-time. If the DER request is for more than one medication, the coordinator creates distinct DERs labeling each request individually. If the drug is considered an injectable or narcotic medication, the coordinator indicates so, which automatically routes the DER request to technicians who are skilled in processing DERs for these types of drugs and sets up the DER for pharmacist review later in the process. Similarly, requests for pharmacy-specific durable medical equipment (i.e., blood glucose meter), outpatient requests and provider’s submission of lab reports are marked accordingly and routed to pharmacy technicians on the injectables team. Once the intake coordinator completes the initial data entry, he or she submits the DER to the queue to be processed by a pharmacy technician.
Each pharmacy technician has an individual queue that is accessed by logging into the system with the technician’s unique user ID and password. DERs are automatically assigned from the central queue to the individual queue of each technician who is logged into the system and is skilled to process DERs based on program and drug type. To process the DER, the technician validates member’s eligibility for prescription coverage. The technician then confirms that the requested drug is in the First DataBank and properly listed with the U.S. Food and Drug Administration (FDA). The system then automatically checks its archives for possible duplicate requests (i.e., same members, drug name and drug strength) received within the previous 30 days. If a duplicate is found, the technician follows protocols for duplicate DERs. If no duplicates are found, the technician proceeds with processing the request. 
If a Decision Tool is available, the technician receives prompts to answer a series of yes or no questions based on the information provided on the DER and the member’s prescription profile. Based on the answers provided, the system renders a determination to approve or deny the medication. If the decision is to approve, the protocol indicates what authorization(s) the technician should enter into the PBM’s claim system to allow the claim to adjudicate efficiently and correctly. If the decision is to deny, the protocol provides the rationale and any preferred formulary products, alternatives or required messaging. 
If no Decision Tool is available, the technician makes an initial evaluation to approve or deny based on the information provided on the DER and in the member’s prescription profile using pharmacy operations tools (i.e., state-specific provider manuals, national clinical guidelines, excluded medication lists) available on the pharmacy intranet. If the decision is to approve, the technician enters necessary information into the PBM’s claim system to allow the claim to adjudicate properly. If the decision is to deny, the technician documents the diagnoses written on the DER, the quantity requested, the appropriate denial reason code and any other relevant information and documentation. Once the documentation of the approval or denial is complete, the technician submits the request. If approved and the medication does not require pharmacist review, the system generates a Drug Utilization Review (DUR) form containing the approval date range and reason. If the pharmacy requested notification, the system automatically faxes the form to the prescriber and pharmacy. If, however, the request has been denied or approved pending clinical pharmacist review, the request routes to the pharmacist queue.
Upon receipt of the request, the pharmacist reviews all available documentation and supporting collateral. If the pharmacist disagrees with the denial decision, the request goes back to the technician, along with the rationale. The technician adjusts the request and processes the approval as noted above. If the pharmacist agrees with the decision to deny, and the denial does not require Medical Director review, the system creates a DUR form and automatically faxes it to the prescriber and the pharmacy, if the pharmacy requested to be notified. Otherwise, the request routes to a Medical Director for review. The Medical Director can overturn the decision and send the request back to the technician for processing, or the Medical Director can uphold the denial.
For any DER request that is denied, the system generates a DUR form and automatically faxes it to the prescriber and the pharmacy, if the pharmacy requested to be notified. The DUR includes a clear description of the reason for the denial, any preferred alternatives or additional details, and other information that may be pertinent to the denial. In addition, a notice of action denial letter is generated and mailed to the members as required by the contract. In accordance with our Medicaid Denial Letters policy and procedures (C20RX-020), the notice of action mails within 14 days of the decision and explains:
The action WellCare proposes to take as well as the reason for the denial
Reference to the guidelines or protocols used as a basis for the decision as well as information about how to obtain a copy of the actual guidelines or protocol
The right to appeal and instructions for doing so, including that the members must exhaust internal appeals before engaging in a State Administrative Law Hearing
Instructions for how to expedite the review as well as information about how to continue the benefit while under review and the potential obligation to pay under certain circumstances
Once the DUR and notice of action letters, where applicable, are sent, the pharmacy technician closes the request in the DER workflow system and the request is archived within the system.
5.	Describe your method for providing online and real-time rules-based point-of-sale claims processing for pharmacy benefits.
WellCare utilizes a PBM to provide online, real-time, rules-based, point-of-sale claims processing for pharmacy benefits. The PBM claims system uses NCPDP D.0 standard transaction to process claims. The PBM claims system determines if the claim meets eligibility requirements and plan benefit design at point of sale. A response is sent to the pharmacy which includes the appropriate message of paid, denied, rejected, or reversed. Standardized messaging is essential to provide consistent explanations to the member and pharmacy provider. The PBM uses NCPDP D.0 standard to communicate these messages real time. For paid claims, member copay (if applicable) and plan paid amounts are communicated. For denied claims, the reasons for rejection are returned to the pharmacy. Any safety or clinical edits are identified and messaged to the pharmacy. Beyond the benefit design check, drug coverage is verified by ensuring the manufacturer is on the CMS list of participating manufacturers. This list of participating manufacturer labeler codes is loaded on a monthly basis into the PBM claims system.
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.
WellCare performs drug utilization reviews (DUR) to provide prescribers with feedback on their performance and prescribing behaviors. DUR information also allows prescribers to compare their approach to treating certain diseases with their peers. We use the benchmarking generated by the drug utilization review to encourage prescribers to change their prescribing habits in an effort to control costs and improve care. We use DUR to encourage prescribers to use more generic drugs and to comply with treatment guidelines established by national organizations such as the National Institutes of Health or the American Heart Association. Reporting prescriber DUR information also assists WellCare in designing educational programs that improve rational prescribing, formulary compliance, and guideline compliance. 
The Pharmacy Lock-In Program has been established to restrict members whose pharmacy utilization patterns are documented as being excessive. The intent of the Program is to provide controls over which pharmacy the members can access and provide appropriate referrals to case management. The Program improves quality and safety of care, provides continuity of medical care, minimizes duplicate therapy or excessive drug quantities, and reduces unnecessary or inappropriate physician, pharmacy, and/or emergency room services. A Retrospective Pharmacy Drug Utilization Review (DUR) based on pharmacy claims data is performed on all members and is used to identify potential Lock-In members. However, referrals of members as candidates for Lock-In are accepted from physicians, pharmacists, and other health care providers. Once a referral is received, twelve months of pharmacy claims are reviewed to determine the appropriateness of pharmacy utilization. A recommendation for the following courses of action is then made:
Enroll member in single pharmacy and primary care physician (PCP) Lock-In program for 1-2 years depending on the State
Send an intervention letter to the physician;
Send a warning letter to the recipient; 
Send a notification letter to the pharmacy;
Refer the member to the case management program for educational reinforcement of safe and appropriate medication use; or
If medical justification is received, take no further action.
FRAUD WASTE AND ABUSE DETECTION
WellCare of Iowa, Inc. is committed to complying with all federal and state laws, rules and regulations regarding fraud and abuse (F&A). WellCare has established a Special Investigations Unit (SIU) that is responsible for the detection, investigation, prevention, corrective action, and reporting of F&A. The SIU is a vital component of WellCare’s Compliance Division, and is led by Sr. Director Lori Peters, a seasoned Accredited Health Care Fraud Investigator (AHFI), who reports up through Michael Yount, Chief Compliance Officer (CCO). Mr. Yount reports to both the Company’s Chief Executive Officer, Ken Burdick, and to the WellCare Board of Directors. Other WellCare business units that collaborate in this process include, but are not limited to the following departments: Pharmacy FWA, Claims, Legal, Quality of Care, Recovery, Enrollment and Grievance. 
As stated above, WellCare utilizes a multi-faceted collaborative approach to detect, prevent, and remedy Fraud, Waste, and Abuse (FWA). When the Pharmacy FWA team members identify situations that could indicate fraud and abuse, we will refer those cases to our Special Investigation Unit for further review and action. The SIU maintains written policies, procedures, and standards of conduct that drive WellCare’s actions to not only detect, but prevent F&A from being committed by providers, members, employees and subcontractors. These written policies and procedures are on a variety of topics, including:
	Fraud Waste & Abuse 
	Corporate Compliance Internal Investigations 

	OIG Exclusion List 
	Reporting Issues to the Compliance Program 

	Credentialing & Re-Credentialing 
	Medicare/Medicaid Eligibility Federal & State Sanctions 

	Under & Over Utilization 
	Pharmacy Benefit Manager (PBM) Auditing 


WellCare recently purchased the General Dynamics STARS® SOLUTIONS analytical tool. We are currently in the testing phase of this implementation with a scheduled go-live date in June 2015. The General Dynamics STARS® SOLUTION analytical tool will incorporate both medical and pharmacy claims into one tool that will generate outlier and trending reports focused on peer-to-peer comparisons. 
This new tool will be an addition to our internally-developed, pharmacy Network Improvement Program (NIP) designed to identify physicians who are outliers as compared to their peer averages of utilization of pharmaceutical products. The physician prescribing reports identify over and underutilization and opportunities for optimizing best practice guidelines and cost-effective therapeutic options. These reports are delivered during face-to-face visits by the Director, State Pharmacy, to network physicians identified for inclusion in the program. Each of our Directors, State Pharmacy, complete 25 physician visits per month and reach over 50 contacts.
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.
Effective February 9, 2015, WellCare of Iowa’s affiliate, Comprehensive Health Management, Inc., entered into a master pharmacy benefits management agreement (the “CVS Agreement”) with Caremark PCS Health, L.L.C., (“CVS/Caremark”) an affiliate of CVS Health Corporation (“CVS Health”).
The CVS Agreement provides that WellCare of Iowa may elect to have its pharmacy benefits managed by CVS beginning January 1, 2016, subject to completion of a definitive agreement that reflects all applicable Iowa requirements. If it is awarded a contract by the State of Iowa, WellCare of Iowa expects to submit such an agreement to Iowa Department of Community Health for approval as part of its readiness review.
As a Fortune 12 company, CVS Health is the largest pharmacy health care provider in the United States with integrated offerings across the entire spectrum of pharmacy care. Through its suite of assets, CVS Health offers innovative solutions that help people on their path to better health. CVS Health manages pharmaceutical costs and improves health care outcomes through its PBM, mail order and specialty pharmacy division, CVS/Caremark; its CVS/pharmacy® retail stores; and its retail-based medical clinic subsidiary, CVS/MinuteClinic.
CVS/Caremark has worked closely with managed Medicaid clients of all sizes during the past 20 years. CVS/Caremark currently manages Medicaid clients across 27 states, representing more than 11 million covered lives. CVS/Caremark has a comprehensive clinical focus that is dedicated to monitoring per member per month (“PMPM”) utilization and prescribing patterns while controlling costs and implementing innovative programs that address managed Medicaid. CVS/Caremark’s managed Medicaid experience has resulted in the creation of a number of customizable tools that help optimize appropriate drug utilization, including:
Step therapy programs that operate under nationally recognized, evidence-based clinical guidelines
Online decision support tool to help you view and manage your plan’s performance
Flexible clinical programs designed to improve key HEDIS measures.
The ownership and affiliated entity relationships of CVS are depicted in the chart below. The ultimate parent entity, CVS Health Corporation, is a publicly traded corporation listed on the New York Stock Exchange. Each entity listed in the chart is wholly owned by the parent directly above it. CVS Health is not owned by or under common ownership with any pharmaceutical manufacturer. CVS/Caremark is a wholly-owned direct subsidiary of Caremark PCS, L.L.C., a subsidiary of Caremark Rx, L.L.C., whose ultimate parent company is CVS Health Corporation. 
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WellCare understands that if it is awarded a contract by the State of Iowa, it must provide a written description of the assurances and procedures in place under the proposed PBM subcontract, such as provisions for independent audit, provisions to prevent patient steering, and other mechanisms to ensure against conflicts of interest exist and the confidentiality of proprietary information.
The CVS Agreement contains a variety of relevant provisions that respond to these requirements. Summarily, the agreement allows for third party audit of the PBM, allows for broad choice of pharmacy providers, and ensures that WellCare data may be used only for the benefit of WellCare and not for the interests of CVS.
WellCare understands that it must provide a plan documenting how it will monitor subcontractors such as its PBM and submit it to the Agency for review within 10 days of award of a contract by the State of Iowa. WellCare’s internal audit department has staff members that are dedicated to monitoring delegated subcontractors such as its PBM, and is prepared to provide a robust plan for oversight upon award of a contract by the State of Iowa.
OTHER PROVISIONS
WellCare understands, acknowledges and will comply with all requirements contained in the SOW 3.2.6.1.1-3.2.6.6.1.5.4:
Pharmacy preferred drug list
Recommended drug list
DUR Commission
Pharmacy Network, Access Standards And Reimbursement
System Requirements
Pharmacy Access
Pharmacy Dispensing Fee
Drug Ingredient reimbursement
Drug Rebates
Pharmacy Encounter Claims Submission
Disputed Pharmacy Encounter Submission
3.2.7 EPSDT Services
1.	Describe your plans to ensure the completion of health screens and preventive visits in accordance with the Care for Kids periodicity schedule.
WellCare’s comprehensive Early and Periodic Screening, Diagnostic and Treatment (EPSDT) program is designed to connect children with appropriate preventive care and medically necessary services to correct or ameliorate health conditions. Our program features education, outreach, follow up and incentives delivered through a variety of channels targeting both members and providers. Our EPSDT program and its formal policy and procedures comply with all State and Federal statutes, regulations, administrative rules and Medicaid contract requirements governing EPSDT.In Good Health
Good health is every bit as much about receiving high quality, timely health care when it’s necessary as it is about preventing illness and disease altogether.

We have made, and continue to make, significant investments in our EPSDT program and its related systems and processes to support the nearly 524,000 members under the age of 21 whom we serve. We are proud of our success with improved immunization measures and with compliance on oral health screens and child and adolescent well-care visits. We attribute our success to our approach in ensuring our members receive timely EPSDT screens in accordance with the EPSDT periodicity schedule to:
General member and provider education related to the EPSDT benefit and recommended services
Proactive member and provider outreach and reminders when services are needed
Timely member and provider follow up with members who are non-compliant with the recommended schedule
Robust, easy-to-use automated systems that allow for tracking of screenings and services
Assistance provided to members and providers including when medically necessary follow up is required
Continual monitoring of providers to ensure compliance with EPSDT requirements
PROCESS FOR REMINDER, FOLLOW-UPS AND MEMBER OUTREACH
WellCare recognizes the need for multiple and varied strategies to remind and encourage members to remain current with the periodicity schedule. In support of these strategies, we have made significant investments in our EPSDT data and tracking systems. The data and tracking systems include member information (i.e., dates of birth, eligibility, contact information), the federal periodicity schedule, EPSDT program elements, and administrative data. All of these data points are used to support member and provider outreach both proactively and in response to defined triggers and care gaps.Ensuring Children Receive
Timely EPSDT Screens
For Healthcare Effectiveness Data and Information Set® (HEDIS) reporting year 2013, WellCare achieved a statistically significant increase in compliance with all three well-child/well-care visits and had the highest rate of compliance among the three Georgia Care Management Organizations for adolescent well-care visits, exceeding performance target. Additionally, WellCare had the highest rate of lead screening and annual dental visits for all age groups.

WellCare runs our EPSDT data model using our data management solution to identify members who may be due important EPSDT services and those who are non-compliant with corresponding recommendations. This data is used to target members and providers for specific EPSDT activities. 
PROACTIVE OUTREACH ACTIVITIES
WellCare’s EPSDT program features a variety of proactive outreach activities geared towards specific populations within our membership including those who are newly enrolled, those of specific ages and those who are pregnant. By segmenting our membership in this manner, we deliver targeted messages specific to their needs and circumstances. By offering communication through various channels we continually reinforce the importance of EPSDT.
MEMBER OUTREACH AND REMINDERS
Our processes for ensuring members receive EPSDT services through proactive outreach and reminders begins at the time of enrollment and continues throughout their enrollment at defined, age-appropriate intervals. All member educational materials and correspondence are designed to be non-technical, easy-to-understand, and consumer-friendly and written at or below a 5th grade reading level. Materials and correspondence are available in English and Spanish. WellCare makes provisions for those who are visually-impaired, including blind, or deaf. Written materials are available in large print format, Braille, and audio. Our member provides accessibility to web-based content through methods such as screen readers or text descriptions for visuals. For those who are hearing-impaired or deaf, WellCare provides communication through TTY or sign language interpreters.
Reminders about the Importance of EPSDT Services at the Time of Enrollment. Within 10 calendar days of enrollment, all newly enrolled members are sent a New Member Packet informing them and their families of the availability and the benefits of EPSDT services. The New Member Packet contains information outlining the need for a health and screening visit within 90 calendar days of enrollment and within 24 hours of birth. The packet also includes useful information on how to access Health Check services, how to schedule these visits with the primary care provider (PCP), the availability of transportation and the fact that these services are at no cost. 
Outreach and Education within the First 60 days of Enrollment. We mail periodicity letters to members within 30 days of enrollment. The State approved letter encourages the member to schedule a visit with his or her PCP within 90 days of enrollment. Within 60 days of enrollment with WellCare, we attempt to reach all newly enrolled members via phone to inform them of the benefits and availability of EPSDT services. 
Ongoing Outreach and Reminders. In accordance with our periodicity letter policy, WellCare on a monthly basis identifies all members having a birthday who are due for age-appropriate screenings and assessments according to the DCH-approved periodicity schedule. We mail approved, age-specific letter informing them of the recommended screenings and services. WellCare has an excellent performance for ongoing outreach and reminders for our members as illustrated by our Georgia activity. Since 2012, WellCare of Georgia has mailed 1,106,456 periodicity reminder letters to members due for age-specific appointments and services.
Collaborate with Local Provider Offices to Outreach to Patients to Remind Them about EPSDT Services. WellCare actively collaborates with provider offices across each state to assist them in getting their patients into the office in order to receive recommended screenings and services. We will periodically co-locate within a provider’s office for a short time to call members to schedule appointments. We also host “WellCare Days” in which we offer door prizes and drawings for members who maintain their appointments and complete their health check.
Dental Outreach. In collaboration with our dental provider partner, we have implemented an outreach campaign to reinforce the importance of early dental visits. Beginning at 6 months of age, we will mail postcards to members educating them about the importance of early dental visits. Reminders will be sent quarterly until the member reaches age two, and then they will be sent every six months thereafter. The reminders will reinforce the importance of the dental home and advise the member to call the dental provider on their ID Card to schedule an appointment. If dental claims data reflects that the member has not had an exam and cleaning within the previous six months, a “recall” postcard will be sent reminding the member it is time for a cleaning.
WellCare recognizes the value and importance of beginning education and outreach regarding EPSDT services early and communicating through multiple channels. For that reason, our EPSDT program features specific outreach and reminder campaigns aimed at members who are pregnant. These campaigns begin while members are pregnant and continue through their delivery. 
Initial Outreach and Education. WellCare contacts all members identified as pregnant to conduct an OB health risk assessment, provide additional education, and assign them to an OB specialist who can provide the proper level of care and intensity of service based on the member’s health risk as determined through the assessment. The member is provided with an OB Welcome Packet which includes an educational book, “Your Journey through Pregnancy”, and an immunization chart. The book educates members on well-baby checkups including newborn screening in the hospital. In addition to these materials, education is provided by the OB case management specialist throughout the pregnancy. This includes a focus on selecting a pediatrician for the baby and scheduling appointments for checkups.
Continued Education and Rewards. WellCare’s maternity education and reward program continues to educate pregnant members and encourage healthy behaviors in order to improve preventive care participation. Through this program, our pregnant members receive the “Mommy & Baby Matters: Taking Care of Yourself and Your Baby” book, which includes valuable prenatal, postnatal and newborn care information. The program reminds mothers about the importance of newborn preventive care and Health Checks. The comprehensive section on Health Checks addresses well-baby checkups, the recommended immunization schedule, blood lead risk assessments to check for lead poisoning, hearing screening and dental visits. The book also features the Pediatric Preventive Health Guidelines, which are based on the Bright Futures guidelines. 
Community-Based Educational Sessions. WellCare offers a community outreach component that schedules face-to-face educational sessions. The importance of health checks is stressed in the community prenatal/postpartum education. We provide telephonic outreach to members identified as newly enrolled pregnant members. The Community Relations team then schedules and staffs the events in every region of the state on a monthly basis. To encourage attendance and member participation, we offer door prizes, lunch and additional giveaways. For example, in 2014, our Georgia outreach teams conducted 83 events where 776 members received education and screenings for dental, child/adolescent immunizations, health check, and well-child checks. An additional 490 pregnant members received education and support through prenatal education events regarding preventive health for newborns held throughout the state.
Postpartum Outreach and Reminders. WellCare uses real-time data regarding admissions for deliveries to target postpartum members for outreach prior to discharge from the hospital. The outreach, conducted by our centralized telephonic outreach staff, educates members about the importance of the postpartum follow-up visit and the first well-child checkup. If the member would like assistance scheduling appointments, the outreach specialist will facilitate warm linkages (3-way calling) between the member and her OB provider or the baby’s pediatrician. 
PROVIDER REMINDERSSuccess with Reminder Call Campaigns
Since the program’s inception in 2012, WellCare of Georgia has called over 205,000 Members, successfully educating nearly 59,000 Members about the importance of EPSDT and scheduling over 18,500 EPSDT appointments.

WellCare’s primary means of proactive communication with providers on the EPSDT-related health care needs of our members is through our web-based EPSDT portal. Providers log into the secure portal to access a list of their WellCare patients who are eligible for EPSDT services. Through the portal, providers can immediately identify services that are due and their upcoming due dates through the member-specific member Care Opportunity Reports.
Follow-up Activities for Those Who Do Not Remain Compliant Including Barrier Assessment and Support
While we have many proactive education and outreach efforts in place to ensure members receive timely EPSDT screens in accordance with the adopted EPSDT periodicity schedule, some members experience difficulties remaining compliant with the schedules. While they may be non-compliant, we remain steadfast in our efforts to ensure they receive these important services. We understand that the lack of compliance may be attributed to a number of factors including, but not limited, to member knowledge, attitudes and beliefs about the services and access to care issues. 
To address this, our EPSDT program features a variety of follow-up activities, both member- and provider-directed. These activities seek to understand issues affecting members’ compliance and provide needed reinforcement and support so the member can get the recommended services. As with our proactive efforts, we mine data to identify members and providers and segment members deliver targeted messaging and support.
Member Follow-up Activities
Our member follow-up efforts include a blend of WellCare- initiated activities with other steps that target the member when they initiate contact with us.
Follow-up on Non-compliance with Initial Health Check Screen upon Enrollment. As noted in our periodicity policy, WellCare will identify all members who have not had the recommended health check screen within their first 90 days of enrollment. Using this data, we mail the member an approved, age-appropriate reminder letter. 
Telephonic Reminder Call Campaigns. Our reminder call campaigns were implemented to increase member compliance with preventive care screenings. These campaigns educate members about periodic preventive care services, including dental screenings, that each member should receive to maintain optimum health based on the member’s age and presence of chronic illness. WellCare identifies and contacts non-compliant members, provides education on why screenings are important, assists in scheduling doctor appointments via a 3-way call, and reminds them of their upcoming doctor appointments. 
Follow-up with Referrals. Our EPSDT program includes a specific reminder campaign for members who have not followed up with referrals. Once identified, we send these members a follow-up letter advising them of the need to schedule an appointment with the specialist to whom they were referred. The letter also informs the member that we are available to assist in finding a provider, scheduling an appointment or arranging transportation. 
Leverage Member-initiated Contact to Outreach and Remind about EPSDT: WellCare effectively capitalizes on member-initiated calls to member service to remind them about recommended screenings, checkups and immunizations. During the inbound call, the member’s immediate needs are addressed. Based on the member’s screening history, the member services representative may be presented with information about gaps in care for the member. For children and adolescents, we target adolescent well-care visits, annual dental visits, childhood immunizations, lead screening, well-child visits for children ages 0 to 15 months and well-child visits for those 3- to 6-years-old. For members with gaps, the member services representative provides basic education about the needed preventive service and asks the member if an appointment has been scheduled. If an appointment has not occurred or has not been scheduled, the representative offers to assist the member in scheduling the appointment. If transportation is needed, the representative assists the member through a warm linkage with the provider’s office or a transportation broker.
PROVIDER OUTREACH AND REMINDERS
In addition to targeting members with reminders, WellCare also targets providers. On a monthly basis, WellCare sends an EPSDT provider letter. This letter includes a list of WellCare members assigned to the PCP who are not in compliance with the health check periodicity schedule and/or have failed to access initial health check services within 90 days of enrollment based on claims history. The letter encourages the provider to outreach to the members to schedule appointments. In addition, we leverage the EPSDT Portal which includes member-level information about specific screenings, immunizations and services that are overdue.
POPULATION-BASED ANALYSIS AND BARRIER ASSESSMENT AIMED AT CONTINUAL IMPROVEMENT OF OUR EPSDT PROGRAM
In addition to the member- and provider-specific outreach and evaluation that is conducted, WellCare performs quarterly and annual analyses of our EPSDT program to identify population-wide trends and broad opportunities to improve the program overall. 
On a periodic basis our Health Analytics team runs reports on our members’ EPSDT activity. Our Quality Improvement team analyzes the data, looking for program performance, trends and opportunities for improvement. As part of this analysis, we evaluate outreach contacts and compliance rates in aggregate as well as by race, region, ethnicity and screening or service. We also use the data to randomly select providers for EPSDT medical record review. Providers found to be deficient in EPSDT services and follow-up are placed under corrective action including monitoring and a follow up chart review. Based on the trends identified and through the EPSDT medical record review, WellCare created and implemented an EPSDT Documentation Guide that is distributed to providers to aid them in improving EPSDT-related documentation. This guide was implemented in August 2014. In addition, in some of our markets we are expanding the role of our Clinical HEDIS Practice Advisors (CHPAs), dedicated staff who deliver education and consultation to providers and provider practice sites on a number of preventive and chronic health management measures including immunizations and well-child/well-care checks. Please consult Section 10 for more information about the CHPA role.
EPSDT TRACKING
WellCare maintains a robust EPSDT tracking system that provides information on compliance, the initial newborn EPSDT visit occurring in the hospital, periodic and preventive well-child screens and visits in accordance with the federal periodicity schedule. The EPSDT tracking system also provides information on diagnostic and treatment services including referrals, immunizations, lead, tuberculosis and dental services, missed periodic and preventive services and notifications sent to members. Our EPSDT portal, which has been fully functional since 2007, is web-based and searchable by member and provider. Providers simply enter their WellCare identification number into the portal to easily access all of their members eligible for EPSDT services along with the members’ comprehensive profiles. Upon selecting a member, the portal renders a detailed eligibility and EPSDT profile for the provider. Within this profile, the provider can view the member’s basic eligibility and demographic information along with the Member Opportunity Report which includes the following information:
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WellCare is making significant investments in our Medical Management Platform (MMP) including our EPSDT tracking tools. These enhancements will improve the speed at which we identify members for potential care gaps, improve the richness of the data used to assess member needs, improve efficiency of clinical staff, and provide for greater integration with the provider’s office all of which will ultimately improve member health outcomes. Within the next 12 to 24 months, WellCare will implement 360 view of the member which will provide vital information about member care gaps, cost of care – both actual and predictive -, and medical, behavioral health, and pharmacy utilization.
EPSDT REFERRALS AND FOLLOW-UP
In accordance with WellCare’s policy, if a suspected problem is identified through a preventive health screening examination, the member will be evaluated for further diagnosis and the resulting diagnosis will be used to determine the member’s treatment needs. WellCare deems medically-necessary and provides coverage for all follow-up diagnostic and treatment services needed to ameliorate or correct a physical or mental illness or condition discovered or shown to have increased in severity during an EPSDT preventive health visit. Medically-necessary diagnostic and treatment services are provided as long as they are Medicaid-covered services as defined in Title XIX of the Social Security Act. 
[image: ]When a preventive health screening examination indicates the need for further evaluation of a member’s health, the referral for diagnosis is made without delay. Currently, our EPSDT program includes a specific reminder campaign for members who have not followed up with referrals. Once identified, we send these members a follow-up letter advising them of the need to schedule an appointment with the specialist to whom they were referred. The letter also informs the member that WellCare is available to assist in finding a provider, scheduling an appointment or arranging transportation. 
In addition, our care coordination program allows case managers to assist members in coordinating referrals and medically-necessary follow-up treatment resulting from an EPSDT screen. For example, within our pediatric case management team we have a Lead Case Management program. Any member with an elevated lead level of 10 or more micrograms per deciliter of lead in blood is enrolled in the Lead Case Management program. The case manager then works closely with the member, his or her parents/caregivers, providers and agencies to address the member’s condition. As part of this program, the case manager is ensuring referrals are received and then noting when appointments and follow-up are scheduled. The case manager proactively calls in advance to appointments to remind the parents/caregivers. Additionally, the case manager makes follow-up calls to confirm that the appointment occurred (and, if not, understand why and address the issue) and that the member understands the information provided.
As part of our continual investment in and improvement of our EPSDT program, WellCare is implementing follow-up protocols to ensure that the member receives a complete diagnostic evaluation. WellCare will use condition codes provided on EPSDT claims to identify if the member refused the referral, the member is undergoing treatment for the referred diagnostic, or the member has been referred to another provider for diagnostic or corrective treatment. These members will be flagged and routed to case management for immediate follow-up. The case managers will contact the member to understand why the member is non-compliant and provide support based on the barriers or issues identified. 
MONITORING PROVIDER COMPLIANCE
WellCare has a strong oversight framework to ensure our contracted primary care providers (PCPs) meet their obligations associated with EPSDT screening requirements as documented in the periodicity schedule. Providers are required to perform the following services:
A comprehensive health and developmental history (including assessment of both physical and mental health development)
A comprehensive unclothed physical examination (unclothed means to the extent necessary to conduct a full, age-appropriate exam)
Appropriate immunizations (according to the schedules established by the Advisory Committee on Immunization Practices (ACIP) for individuals 0 – 18 years of age and 19 and older)
Laboratory tests (including blood lead level assessment appropriate to age and risk)
Health education (including anticipatory guidance)
In accordance with our Medical Record Review policy, WellCare conducts a review of contracted provider office medical records using criteria based on government-sponsored contractual requirements and federal and state regulations to ensure providers are delivering consistent, quality care to our members. The review identifies areas of medical record documentation and management that may be improved, provides feedback to the provider, and identifies areas of practice that require provider peer review.
A statistically-significant random sample of providers is selected each year. WellCare then reviews a random selection of five to 10 medical records for January 1 through December 31 of the measurement year. The EPSDT component of the audit evaluates provider adherence to all five EPSDT components noted above within each of the randomly selected medical records. Providers must achieve at least 80 percent compliance on the annual EPSDT medical record audit. Those who do not achieve a passing score are required to create and implement a corrective action plan addressing all of the elements of the review for which they did not pass. WellCare Quality Management team monitors completion of the corrective action plan and re-audits the provider to ensure deficiencies have been successfully remediated.
IMPROVING HEALTH OUTCOMES
We want every child enrolled in one of our plans to grow to be healthy productive adults. Our EPSDT program is designed to ensure that children receive regular care and early detection. Effective early detection and care prevents health problems from occurring or mitigates health issues before they become advanced. Furthermore, healthy children help create healthy homes and healthy schools which benefit and support healthier communities. WellCare has proven results demonstrating the effectiveness of our EPSDT program in key areas of well-child/well-care visits, lead screening, and dental visits. Our HEDIS data for the Georgia plan demonstrates the effectiveness of our strategy. For Healthcare Effectiveness Data and Information Set® (HEDIS) reporting year 2013, 
WellCare achieved a statistically significant increase in compliance with all three well-child/well-care visits
WellCare had the highest rate of compliance among the three Georgia Care Management Organizations for adolescent well-care visits and exceeded DCH’s performance target
WellCare had the highest rate of annual dental visits for all age groups among the three Georgia Care Management Organizations
2.	Describe your proposed outreach, monitoring and evaluation strategies for EPSDT.
WellCare’s EPSDT program includes written policies and procedures for conducting outreach, informing, tracking and following up to ensure compliance with the EPSDT program. Our program emphasizes outreach and compliance monitoring for children and adolescents, taking into consideration the multilingual, multicultural and other unique characteristics of the population. Our program includes procedures for ensuring compliance with the EPSDT periodicity schedule, including missed referral appointments for problems identified through preventive screens and exams. Our EPSDT program includes procedures for referral, tracking and follow up for annual dental examinations and visits. It also includes procedures for providing required EPSDT program evaluation reporting and plans annually. 
Central to our EPSDT program is the American Academy of Pediatrics (AAP)/Bright Futures Recommendations for Preventive Pediatric Health Care Schedules guidelines for infants, children and adolescents. We have adopted the American Academy of Pediatrics (AAP)/Bright Futures Recommendations for Preventive Pediatric Health Care Schedules guidelines. These guidelines, approved by our provider Advisory Committee, Utilization Committee and Quality Improvement governing body, serve as the cornerstone for all EPSDT-related activities. They are published to members and providers through a number of different channels and incorporated into our various immunization programs and campaigns. 
OUTREACH AND EDUCATION
Our efforts to educate members about the EPSDT benefit and the importance of following the schedule begin as soon as they enroll with WellCare. Our new member campaign focuses on EPSDT generally as well as the all-important health and screening visit for new members.
New Member Materials. Within 10 calendar days of enrollment, all newly enrolled members are sent a new member packet informing them and their family of the availability and the benefits of EPSDT services. The new member packet contains information outlining the need for a health and screening visit within 90 calendar days of enrollment and within 24 hours of birth. 
Outreach and Education within the First 60 Days of Enrollment. We mail periodicity letters to members within 30 days of enrollment encouraging the member to schedule a visit with their primary care provider (PCP) within 90 days of enrollment. We make additional follow up calls to new members within 60 days of enrollment letting them know about the benefit and the availability of EPSDT services. 
TARGETED EDUCATION
Member education about the EPSDT benefit and the importance of adhering to recommended schedules is woven throughout all aspects of the work we do to serve and support our members. All WellCare associates from Quality Management staff, community health workers, data analysts, case managers, to customer service representatives have an important role in supporting EPSDT and helping children grow into healthy, productive adults. The following are examples of ongoing EPSDT education campaigns and activities.
Ongoing Event-Triggered Outreach and Education. In accordance with our periodicity letter policy, on a monthly basis WellCare calls members having a birthday who are due for age-appropriate screenings and assessments according to the DCH-approved periodicity schedule. We mail them an age-specific letter informing them of the recommended screenings and services. Included are letters for dental services and follow up on referrals.
Pregnancy-Related EPSDT Outreach and Education. WellCare’s Maternity Education program includes a variety of materials (i.e., Your Journey Through Pregnancy, Mommy & Baby Matters) that explain the importance of newborn screenings in the hospital, well-baby checkups and immunizations. In addition, WellCare staff provide education both one-on-one (in person and via telephone) and in group settings at our community prenatal/postpartum education sessions. Staff provides education on the importance of selecting a pediatrician and scheduling appointments for checkups. Encouraging EPSDT Screens & Services
In 2012, WellCare of Georgia mailed more than 2,665,000 periodicity and reminder letters to our Members.

Member Calls to Member Services. WellCare reminds members of the recommended screenings, checkups and immunizations when the member calls into WellCare. During the inbound call, the member’s immediate needs are addressed. Based on the member’s screening history, the member services representative may be presented with information about gaps in care for the member. For children and adolescents, we target adolescent well-care visits, annual dental visits, childhood immunizations, lead screening, well-child visits for zero to 15 months and well-child visits for those 3- to 6-years-old. For those members with gaps, the member services representative provides basic education about the needed preventive service and asks the member if an appointment has been scheduled. If an appointment has not occurred or has not been scheduled, the representative offers to assist the member in scheduling the appointment, or transportation if needed, through a warm linkage with the Provider’s office or transportation broker.
Telephonic Reminder Call Campaigns. Our reminder call campaigns were implemented to increase member compliance with preventive care screenings. These campaigns educate members about the periodic preventive care services, including dental screenings, each member should receive to maintain optimum health based on their age and presence of chronic illness. 
Engage Case Management when Specific Health Needs Are Identified. When specific health issues are identified through assessments and screenings, Case Management is engaged. One such example is our Lead Case Management program for EPSDT-eligible children and their households when there is a positive blood lead test equal to or greater than 10 micrograms per deciliter.
GENERAL EDUCATION
In addition to various education strategies identified previously, WellCare also leverages community-based events and digital media to encourage EPSDT screenings and services.
Community Outreach. WellCare’s Member Services and Relations Team creates opportunities for member engagement and work closely with community partners and stakeholders who are serving our member population in order to enhance or expand services being offered to the membership base. 
Leverage Digital Media to Reinforce the Importance of Immunizations and Encourage Vaccinations. WellCare’s health and wellness member portal provides parents and children with helpful, age-appropriate information about a variety of health topics including immunizations. Our Kid Zone features child-friendly newsletters, games, comics and coloring books. Our Healthy Kids and Teen member portal provides educational tools and resources. For parents, we offer an extensive library of articles, frequently asked questions (FAQs) and fact sheets related to the various recommended immunizations. In addition, our mobile application for smartphones and mobile devices, called MyWellCare, provides friendly, timely alerts when members are due to have checkups and receive immunizations.
In addition to educating members about the EPSDT benefit and the importance for adhering to the periodicity and immunization schedules, WellCare works diligently to remove barriers members may encounter which prevent them from accessing care and services. During reminder call campaigns, where we educate and motivate members to schedule appointments, we assist in scheduling transportation to appointments. We also facilitate calls with members and their provider’s office to schedule the appointment. To reduce the risk of missed appointments, we make appointment reminder calls for those appointments we assist in scheduling. 
EDUCATING PROVIDERS ABOUT THE EPSDT BENEFIT 
As noted by the AAP, “Preventive care is the hallmark of pediatrics.” WellCare’s EPSDT program is built on the solid understanding that providers know how critical health checks and preventive services are to the health and well-being of infants, children and adolescents. Our EPSDT program seeks to reinforce that understanding while providing relevant, timely, worthwhile education, reminders, and incentives to enable providers to adhere to the recommended guidelines. The strategies we employ to do so include:
New Provider Education
Provider education about the EPDST benefit and their responsibilities to ensure members adhere to recommended guidelines begins with contracting and new provider orientation.
Provider Contracts and Provider Handbooks. WellCare’s provider contracts specify that providers, including hospitals and birthing centers, must comply with applicable state and federal laws, which includes EPSDT. WellCare’s provider handbook, an extension of their contract with WellCare, clearly communicates provider accountability and responsibilities with regard to the EPSDT benefit and program. The handbook establishes that providers are responsible for: 
Monitoring, tracking and following up with members who have not had a health assessment screening
Monitoring, tracking and following up with members who miss appointments to assist them in obtaining an appointment
Providing proper referrals to treat any conditions or problems identified during the health assessment and tracking, monitoring and following up with members to ensure they receive the necessary medical services
Assisting members with transition to other appropriate care for children who age-out of EPSDT services
Report all health check services provided to members using appropriate billing codes
New Provider Orientation. Newly contracted WellCare providers receive new provider orientation training materials, which include information about EPSDT and the provider’s obligation to ensure members follow the periodicity and immunization schedule and receive appropriate care.
Targeted Provider Education
The over-arching goal of WellCare’s EPSDT program is to increase the number of infants, children, and adolescents receiving EPSDT services. Our contracted providers are critically important in achieving this goal. Our ongoing provider education strategies offer providers evidence-based recommendations and practice support to help make their job in providing needed services easier.
Targeted Mailings. On a monthly basis, WellCare sends an EPSDT provider letter. This letter includes a list of WellCare members assigned to them who are not in compliance with the health check periodicity schedule or have failed to access initial health check services within 90 days of enrollment with WellCare based on claims history. The letter encourages the provider to outreach to the members to schedule appointments. 
WellCare’s Clinical HEDIS Practice Advisors Assist Providers with Vaccines and Immunizations. WellCare has made significant investments in staffing to support preventive health care imperatives. Our Clinical HEDIS Practice Advisors work in our local communities to deliver education and consultation to providers and provider practice sites on a number of preventive and chronic health management measures including immunizations. They assist provider offices with barrier analysis and developing strategies to improve compliance within the practice. Clinical HEDIS Practice Advisors are subject matter experts in guidelines and recommendations, medical record documentation, and coding to meet the intent of each HEDIS measure.
General Provider Education
WellCare’s general education assists providers in delivering recommended services and treatment while assisting them in proper billing techniques to submit claims and encounters correctly.
Reference Materials. WellCare makes a variety of helpful reference materials, including the Health Check Guide, the Health Check Billing Guide, and the HEDIS® Toolkit, available to providers. These resources provide information about recommended schedules as well as important billing information so providers submit claims or encounters correctly. 
General Communications. WellCare’s quarterly provider newsletters, provider portal, and TidBit email campaigns are regularly used to provide provider offices with important information about EPSDT services.
In addition to our education strategies, we have implemented a number of complementary strategies to ensure providers are encouraging and supporting members in following the periodicity and immunization schedule. These strategies address technology, medical policy, reimbursement changes and financial incentives.
Enable Convenient Provider Access to Actionable Member-level EPSDT Data. WellCare maintains a robust EPSDT tracking system that provides information on compliance with the initial newborn EPSDT visit occurring in the hospital, periodic and preventive well-child screens and visits in accordance with the federal periodicity schedule, diagnostic and treatment services including referrals, immunizations, lead, tuberculosis and dental services, missed periodic and preventive services, and notifications sent to members. Our web-based, searchable EPSDT portal has been fully operational since 2007. Providers enter their WellCare provider identification number into the portal to easily access all of their WellCare members eligible for EPSDT services along with the members’ comprehensive profiles. Upon selecting a member, the portal renders a detailed eligibility and EPSDT profile. The provider can view the member’s eligibility and demographic information along with the member Opportunity Report which includes screening and immunization history (i.e., types and dates of service), reminders, and follow-up history that includes details about the types of member notices sent and the corresponding dates, next health check due date, and health check history (i.e., dates of service, condition, diagnosis, referral status).
Implement Medical Policy and Reimbursement Changes to Enable Timely, Hassle-free Access to Services. WellCare leverages reimbursement strategies to drive desired provider behavior. Additionally, WellCare does not require any referrals other than for services provided out of network. We believe these medical policies enable Providers to adhere to EPSDT requirements.
Incentivize Providers to Adhere to Guidelines. WellCare sponsors a robust pay-for-quality program to reward providers for specific preventive health-related activities including, but not limited to, childhood and adolescent immunizations. We make extensive investments in this program in terms of potential financial reward and outreach efforts to promote provider engagement. 
Enable Providers to Effectively and Efficiently Resolve Member-specific EPSDT Care Gaps. WellCare’s innovative and interactive HEDIS® Online Portal, iHOP, assists providers in quickly and easily identifying and closing member-specific immunization gaps. This Web-based tool, introduced in 2013, allows providers to look up a member and access care gap reports according to HEDIS® standards. Providers can then offer these services to members while they are in the office. Once the member receives a service to close a care gap, the provider can submit documentation of closed care gaps (medical records) directly into iHOP. To date, our providers have uploaded more than 3,500 medical records to iHOP. The Quality Management Department audits a random sample of 25 percent of all medical records that are uploaded daily to ensure that the appropriate supporting documentation is entered with each member file. If a submission has failed an audit, it is returned to the provider for correction. 
EVALUATION
WellCare uses data to not only optimize our outreach efforts but to objectively evaluate program performance capitalizing on best practices and addressing inefficiencies in order to improve member health and well-being and health outcomes. We perform quarterly and annual analysis of our EPSDT program to identify population-wide trends and broad opportunities to improve the program overall. Our performance management metrics include a balanced selection of process-related metrics and outcomes metrics.


Quarterly Analysis
On a quarterly basis, our Health Analytics team analyzes the data, looking for program performance, trends and opportunities for improvement. As part of this analysis, we evaluate outreach contacts and compliance rates in total as well as by race, region, ethnicity and screening or service. We also use the data to randomly select providers for EPSDT medical record review. Providers found to be deficient in EPSDT services and follow up are placed under corrective action including monitoring and a follow up chart review. 
Outcomes Measures 
The ultimate measure of our EPSDT program’s effectiveness is measured through outcomes data. Measures include:
The number and percentage rate of members having screens/visits as prescribed by the Recommendations for Preventive Pediatric Health Care Bright Futures Periodicity Schedules including the number of members receiving health check screens at:
Birth
3 – 5 days, if applicable
1, 2, 4, 6 and 9 months
12, 15, 18, 24, and 30 months
3 -21 years
The number and percentage rate of members receiving appropriate immunizations
The number and percentage rate of members (and rate) receiving lead testing
The number and percentage rate of members receiving TB testing 
The number and percentage rate of members who received dental examinations services by an oral health professional 
The number and percentage rate of members who received an initial health visit and screening within 90 calendar days of enrollment 
The number and percentage rate of diagnostic and treatment services, including referrals 
Process Measures
In addition to tracking and trending outcomes measures, WellCare tracks process measures to evaluate program activity. Measures include:
The number of members mailed periodicity reminder letters
Birthday letter, annually
20 days from enrollment in WellCare 
The number of members referred for follow-up care
The number of members identified who had a follow-up visit
The number of members identified who did not have a follow-up visit
The number of providers mailed a list of members needing health check screening 
The number of members on the provider’s monthly membership list
The number of members receiving a missed dental appointment reminder
The number of members referred for follow-up care
The number of members receiving a dental visit reminder

Annual Analysis
In accordance with our Medical Record Review policy, WellCare conducts a review of contracted provider office medical records using criteria based on government-sponsored contractual requirements and federal and state regulations to ensure providers are delivering consistent, quality care to our members. The review identifies areas of medical record documentation and management that may be improved, provides feedback to the provider, and identifies areas of practice that require provider peer review.
A statistically, random sample of providers is selected each year. WellCare then reviews a random selection of five to 10 medical records for January 1 through December 31 of the measurement year. The EPSDT component of the audit evaluates provider adherence with EPSDT recommendation within each of the randomly selected medical records. Individual provider corrective action plans are required for Providers who are below 80 percent compliance with all elements of the review.
3.2.8 Behavioral Health Services
1.	Describe your proposed approach for delivering behavioral health services, including the use of any subcontractors.
Behavioral Health services are an integral part of the recovery-oriented care system in Iowa. Engaging members in their personal recovery efforts is key to efficient care. WellCare of Iowa’s primary goal for behavioral health services is to ensure that the most medically and clinically appropriate services are provided to members in the right location for the right length of time. We support the provision of recovery-oriented, evidence-based, culturally sensitive, and person-centered services.
Through our integrated behavioral health program, WellCare has served over 200,000 members in 8 Medicaid programs in 2014, accounting for nearly ten percent of our membership. Because of this experience, we understand the importance of ensuring our members receive timely delivery of covered mental health and substance use disorder services. Our approach is designed to improve the total health outcomes of our members, assuring our members receive their medical, behavioral, pharmacy and social needs in a seamless, coordinated and complete fashion. 
WellCare is a fully integrated medical/behavioral health plan. We employ over 250 behavioral health professionals throughout our organization and co-locate behavioral health subject matter experts in all health plan functional areas including utilization management, case management, disease management, quality management, pharmacy management, provider services, and member services. This model allows for the highest levels of medical and behavioral integration and coordination.
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To ensure timely delivery of services and reduce all barriers to care, WellCare of Iowa will adopt a “no wrong door” approach to service delivery. We will include this information in our member handbook and member web portal and educate members on how to access network providers through welcome calls and engagement with our customer services representatives. 
We encourage members to self-refer to care and will use a robust state-wide network of community-based mental health and substance use disorder providers give our members freedom of choice. Members can access a network provider directly or they can contact us to facilitate an appointment. 
WellCare actively seeks to identify members with behavioral health needs from the time of enrollment into our plan. Behavioral health questions are included in the health risk assessment (HRA), and when endorsed by the member as a positive finding, the member is contacted for additional assessments. Alternatively members may present with a request for behavioral health services in either outpatient or emergency settings. 
Once identified in our system, our framework for functional assessment for meeting the member’s needs leads to one of five behavioral health actions.
No impairment: WellCare offers preventive services, monitors member status through claims, and periodically reassesses when algorithms identify a behavioral health need. Member newsletters contain helpful suggestions for self-care, stress management, and brief screening tools for problems such as depression or substance use disorders.
Slight impairment: WellCare offers health literature and/or use of on-line self-management tools through Cobalt Therapeutics. The Cobalt programs incorporate Cognitive-Behavioral techniques for depression, substance use disorders, anxiety and insomnia. As many as 70 percent of members who use these programs receive health benefit and are able to manage their problems without medication or need for ongoing behavioral health services. In addition, we have incorporated referrals to Cobalt’s on-line self-management tools for many of our members with chronic medical conditions and co-morbid behavioral health problems such as depression or anxiety. This has been a helpful adjunct to their medical plan of care.
Moderate impairment: For members with moderate impairments in functional status, WellCare supports outpatient management by either a primary care physician (PCP) or behavioral health specialist with assistance of evidence-based clinical practice guidelines (CPGs) relevant to the member’s conditions. Our CPGs include treatments for Attention-Deficit/Hyperactivity Disorder, Bipolar Disorder, Depressive Disorders in Children and Adolescents, Adult Depressive Disorders, Schizophrenia, Substance Use Disorders and Suicidal Behaviors.
Severe impairment: For the members, WellCare provides management at the inpatient or alternative levels of care (e.g. Partial Hospital, Residential, Substance Use Rehabilitation) with intensive clinical reviews and support for appropriate after-discharge care. We use evidence-based medical necessity criteria, carefully monitor and manage the member’s care and diligently focus on a workable discharge plan to reduce the risk of hospital readmission.
Chronic impairment: Many members will present with chronic impairment and are designated as Seriously Mentally Ill (SMI) or Seriously Emotionally Disturbed (SED). In addition to their chronic behavioral health condition, the members also have a higher burden of physical health issues. For this population WellCare assists the member with integrated management of behavioral and medical conditions through Integrated Health Homes (IHH), community-based recovery model resources, and peer support. WellCare is working in all of our existing business to transition our best providers into a value based, performance based purchasing structure and away from a standard fee for service environment. Because our most vulnerable members have complex needs we are working on developing and increasing the number of specialty IHH in our programs in an effort to increase the ability of our providers to meet the needs of our members through community based case management. 
To supplement our internal resources, WellCare uses the following subcontractors:
Health Integrated: Health Integrated’s crisis line is staffed 24/7 with licensed mental health clinicians who are trained to provide telephonic crisis intervention services and have the ability to direct crisis care needs in all our programs across the country. The crisis line vendor is extensively trained on the nuances of each of our programs and has a comprehensive database of emergency crisis services available in each community we serve. Our crisis line vendor utilizes our contracted provider network and the resources of our contracted mobile crisis teams to assist with the care of any member who calls into the crisis line. 
Cobalt Therapeutics: Cobalt is used to supply evidence-based web-facilitated self-management programs. These programs cover depression, anxiety, substance use, and insomnia in a series of cognitive-behavioral therapy tools for members to learn techniques for self-management. The programs are accessible over the internet and can be used with either a computer, tablet, or smart phone device.
FOCUS: FOCUS is a URAC-accredited organization that assists with physician utilization review services.
Prest & Associates: Prest & Associates is a URAC and NAIRO accredited organization that provides physician utilization review services.
We understand that navigating the health care system is a complex process for most members and for adults and families dealing with a behavioral health disorder such SMI, SED, or SUD, this process can be even more taxing. This is why we have made care coordination with community agencies that provide services to WellCare members a cornerstone of our behavioral health program. Our Outreach, provider Services and CommUnity Advocacy Departments work to educate common behavioral health referrals sources such as Primary Care Physicians (PCP), schools, judges, DHS staff, behavioral health providers and other community agencies on how to access WellCare’s covered services. 
WellCare of Iowa views our relationships with providers as partners. We strive to contract a high performing provider network that is committed to working with us to assure our members receive the best possible care that is driven by clinical best practice strategies and focuses on outcomes.
2.	Describe how your proposed approach will incorporate the values outlined in Section 3.2.9.1.
WellCare of Iowa is committed to implementing a recovery-based model of care for members with Mental Health and Substance Use Disorder needs. We will use evidence based practices such as peer support and advanced directives empower members and change attitudes toward recovery. WellCare is working with providers in other states to expand existing peer support activities or develop new peer support programs. This work requires consideration and knowledge of Iowa’s continuum of care and provider capacity, opportunities for funding, and strategizing around workforce development. WellCare of Iowa is interested in developing programs for our members that reflect the needs and address the local barriers currently impeding their recovery. We will work with the community to review existing resources and develop a system that encourages the use of peers, recovery plans, crisis plans and advanced directives as core components of Behavioral Health service delivery.
In order to create effective person-centered strategies for self-management and treatment adherence, it is critical to assess the member for barriers to adherence and self-management (e.g., beliefs, thoughts, degree of motivation, ability to exercise self-control). Therefore, members who have a positive mental health screening are referred for a more comprehensive Behavioral Health assessment. A WellCare behavioral health case manager will contact the member to conduct or arrange for a more comprehensive assessment using standardized evidence-based tools. Using evidence-based practices like motivational interviewing, we work with members to develop trusting relationships and help and empower them to identify choices for care that are based on their unique strengths, supports, and circumstances. It is only through this context that positive changes in behaviors and treatment adherence can occur. From there, all strategies must be culturally relevant, sensitive to a member’s psychosocial and economic situation, and be based on the member’s strengths and level of understanding.
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 approach to a recovery-based model of care means that consideration and involvement of families and natural supports is necessary to assure that members have every opportunity to live full lives in the communities they live. We understand that the sometimes the best outcomes for people are based in supporting and engaging the people around them. Whether the member is an adult or a child, identifying and including people who support them at home and in the community is very important. We understand that our members have certain rights to privacy which we honor by obtaining the proper consents when necessary. With proper consents our treatment planning process is inclusive of family members, designated representatives and in some cases friends, peers or significant others identified as key individuals that can support the treatment and recovery process for individuals. It is often through working with the advocacy organizations that we are able to identify the best strategies to utilize and are able to secure a community based support system for people who do not have family or anyone else to help them. Our approach is to work with relevant locally based stakeholders to deliver and guide us with designing our behavioral health care delivery process. We will interface with stakeholders using the following strategies:
Consult with mental health, disability and substance use advocacy groups;
Learn the local community resources and through our advocacy and outreach activities provide support and facilitate connectivity between local communities and our health plan;
Work with and to the extent possible contract peer support specialists to manage the needs of SMI members;
Develop a clinical advisory council made up of providers throughout the state that advise and guide us on clinical best practices, assist with addressing provider related issues and problems in the service delivery system; 
Employ staff that are individuals in recovery or family members who are qualified to perform duties of our open positions as well as hire peer or family advocates directly on staff to serve in advocacy/support roles;
Our Health Plan leaders and our Behavioral Health leaders will participate in all relevant state and stakeholder meetings. We will have mental health experts employed in Iowa who are familiar with the Iowa Mental Health and Substance Use Disorder system who can contribute and advocate for our members and the community at large.
Mental Health and Substance Use Disorder advocacy groups will be a representative sample of the population of Iowa including individuals with lived experience and their families. Technology will be maximized to connect to individuals in rural areas. Transportation will be provided. We realize that transportation will be a challenge and to the extent possible would pay for any existing means of transportation in the community to assist members and family members participation in our planning process- in addition, our staff will work with the community to set up “carpooling” or any other transportation innovation needed to achieve a meaningful participation in our process. We will also look to the use of technology – including web-ex and video conferencing when face-to-face discussion is not possible. 
We go to where our members live, work and gather. To engage members with mental health and substance use disorder needs, we partner with local agencies such as community mental health centers (CMHCs), homeless shelters and advocacy groups to locate and reach members. Our Case Management staff are trained in motivational interviewing techniques and have access to educational materials and tools to inform and empower members to actively participate in their care.
Four programs highlight our engagement approach with families, natural supports, advocacy organizations and network providers.
Integrated Health Homes: We will contract with integrated health homes like Eyerly Ball, Abbe, Inc., Orchard Place, Four Oaks, Broadlawns and other network providers to ensure they have access to the data and resources necessary to provide integrated and coordinated care for our members. For members with complex co-occurring mental health and medical conditions who are not yet seeking care in an integrated setting, we develop strategies to connect them to a health home in the most appropriate setting. Engaging members in these integrated therapeutic relationships empowers them to participate actively in their treatment plans. 
Peer Support: To promote recovery and empower our members with SMI, SED and SUD diagnoses, we will use peer support specialists who are living in recovery and can connect on a personal level with members about their illness and assist them in navigating the system. We know that to achieve recovery, members must have access to strong community and social support. In order to build capacity of peer support, family support peer specialists in Iowa, we will collaborate with the awarded training entity at the University of Iowa to adopt and expand the evidence-based practice. In order to build substance use disorder peer support/counseling services, we will work with providers to determine how they can adopt an evidence-based role into their continuum, provide trainings and assist with identifying funding opportunities. We will collaborate with and support existing peer support models including integrated health homes, Recovery/Wellness centers, peer crisis services and peer support/counseling services. We strive to employ individuals in recovery to work with our members in CM or member engagement roles.
Family Involvement: Like peer support, natural supports are critical to recovery; therefore, with member consent, our community based case managers connect with families and caregivers to engage them in the treatment planning process. We will utilize best practices, like family psycho-education, to assist families in understanding the member’s illness and how they can support the member on the road to recovery. Collaboration with family advocacy groups like National Alliance on Mental Illness (NAMI) will assist us in developing strategies to engage families and caregivers.We will contract with providers like Integrated TeleHealth Partners (ITP) and University of Iowa to deliver a demonstrated telemedicine model. ITP employs a comprehensive network of licensed psychiatrists to provide crisis care 24 hours a day, seven days a week. 

Telehealth: Using telehealth is critical to a robust network in Iowa. We anticipate that this model will enhance access to care for certain SMI, SED and SUD members and their caregivers who may have difficulty accessing care during normal business hours and reduce the need for those members and caregivers to seek after-hours care inpatient facilities. 
4.	Describe your proposed peer support/counseling program.
WellCare of Iowa is committed to implementing a recovery-based model of care for members with mental health and substance use disorder needs. We understand the research shows recovery is facilitated by social support and evidence-based practices such as peer support and advanced directives empower members and change attitudes toward recovery. WellCare is working with providers in other states to expand existing peer support activities or develop new peer support programs. This work requires consideration and knowledge of Iowa’s continuum of care and provider capacity, opportunities for funding, and strategizing around workforce development. WellCare of Iowa is interested in developing programs for our members that reflect the needs and address the local barriers currently impeding their recovery. We will work with the community to review existing resources and develop a system that encourages the use of peers, recovery plans, crisis plans and advanced directives as core components of mental health service delivery.
As part of a crisis plan, case managers and peer members assist members and their families to avoid hospitalization when possible. Key providers like psychiatrists and prescribers are on call and available to respond to members in crisis. All members of the treatment team are well versed on helping members resolve episodes of increase symptoms, including techniques like motivational interviewing.
When possible, WellCare of Iowa will partner with established MHDS regions and other local providers that have proven successful in diverting members from inpatient services using peer and family support. WellCare of Iowa will assist in supporting the full continuum of services to meet member needs including 24-hour crisis response, mobile crisis services, crisis assessment and evaluation, non-facility based crisis services and twenty-three hour observation in a twenty-four hour treatment facility. Rather than duplicate resources, we will partner with providers to promote their services in the mental health community and assist in building additional sustainable capacity to improve access for members with mental health needs where they reside.
In Iowa, we will work to create a Peer Bridger Program like the one we have in other markets including NY and FL which helps to ease the transition into community life for members being discharged from psychiatric centers and help to significantly decrease their need for readmission by offering an array of both intensive individual and group peer support services.


WellCare of Iowa will collaborate with existing providers of SUD services to continue implementation of Substance Abuse Coaches. WellCare has utilized this model in the South Carolina market with great success.
In addition, we will collaborate with providers to promote the Iowa Healthiest State Initiative. We will work with NAMI and providers who employ peer support specialists to identify individuals to serve as role models for our members’ in recovery from mental health issues and physical health issues like smoking and obesity.We intend to work in partnership with the University of Iowa, NAMI of Iowa and other service entities to leverage existing resources for peer support and family support peer specialists and identify where gaps exist in order to improve access and the delivery of integrated care to our members. 

WellCare is committed to recovery for our members and we recognize the importance of engaging and empowering members with SMI, SUD and families of children with SED through education and social supports. We will partner with local chapters of National Alliance on Mental Illness (NAMI) and ASK Resource Center, as well as other mental health and substance use disorder stakeholders, including peer-run drop in centers and other peer programs to better understand the local challenges and opportunities, then implement and expand best practices and innovative recovery-oriented models, such as peer support.
5.	Describe your services for prevention and early intervention.
WellCare of Iowa has a comprehensive array of educational material we make available to our members. Through our member services and community based outreach programs we are able to disseminate various educational materials that are directly targeted to prevention and early intervention. For example we distribute written information and even brief self-administered screening tools regarding the signs and symptoms of depression, substance use, insomnia, and anxiety. To address positive results, we have a contract with providers that use an online, self-administered short-term cognitive behavioral tool that members can use – this early intervention measure has produced documented success in not only providing improvement in symptoms it has prevented the need for use of medication and other higher levels of care.
One of the most effective strategies used to reduce the use of inpatient and other higher levels of care is to support prevention, and early screening and intervention. As members come on to our health plan we perform an initial intake where we screen for depression, suicidal ideation and other mental health and substance use disorder indicators. During this process and with further review we also identify members who have experienced a crisis or hospitalization in their medical history we may receive. We reach out to members, providers, case managers, their families and interdisciplinary teams to see if we can assist with the development of crisis plans. The implementation of effective crisis plans is proven to be key to stabilizing members in crisis and preventing subsequent hospitalizations.
Another strategy we use is to supply our primary care physicians the education, training and a “behavioral health toolkit” that contains a number of easy to use screening tools for our PCP’s to use when they suspect or uncover early signs and symptoms of a mental health or substance use issue. This has been an effective strategy to reach members who are not currently in treatment in the mental health and substance use disorder treatment system but who, with early intervention may address a concern before the need for ongoing treatment becomes necessary.
WellCare provides a regular member newsletter that often highlights prevention information. 

6.	Describe how you will ensure providers conduct outreach activities for IDPH participants who are IV drug users.
WellCare of Iowa is committed to serving IDPH members who are IV drug users. It is not possible to identify IV drug users directly from data that contains diagnosis or services paid (claims data). We will rely on IDPH and the IDPH providers to assist with the identification of members who are IV drug users.
In general, we know that most members are referred to treatment through a PCP or behavioral health provider. As part of their evaluation and assessment process mental health professionals will be required to ask the members about their status with IDPH if they are identified as IV drug users. Our requirements around documentation will include information about the required outreach activities and coordination with IDPH.
WellCare will comply with contractual requirements to prioritize care for persons identified as IV drug users including:
Conduct outreach activities to encourage injecting drug users to enter substance use disorder treatment and participate in indicated ancillary public health services, 
Meet access standards for priority admission of injecting drug users, 
Make interim services available when admission standards cannot be met; 
Establish wait lists with unique identifiers for individuals awaiting treatment for injecting drug use, including those receiving interim services, and
Notify managed care contractor and SSA within one week of reaching 90 percent of capacity to admit and injecting drug user.
WellCare will track and trend outreach activities of participating SUD providers. We will have staff on the ground in Iowa assigned to work with IDPH and the SUD providers to collaborate and execute on mutually agreed upon activities.
7.	Describe how you will support IDPH-funded Women and Children services.
The programs and services maintained by IDPH and Public Health agencies are important strategies we embrace to improve the health of populations. 
For example, WellCare of Iowa understands the importance of assuring that IDPH funded programs such as the Title V block grant supporting the Maternal Health Program reach its full potential. We know that in part, the core services of this program require the Title V funded providers to evaluate and enroll pregnant women in Medicaid. We will make sure that we are engaged and work closely with these providers to assist them and the members they serve. Some of the coordination efforts we deploy include:
Educating the IDPH providers on health plan process and how to access our systems to obtain information regarding the members we share
Communicating and facilitating connection to the members assigned PCP or OB/GYN 
Assisting with care coordination activities
Support and enhance their existing education programs related to tobacco cessation, health education, parenting etc.
In addition, to the extent possible we will work to bring IDPH providers into our network so that they can provide services directly when appropriate. We intend to contract with FQHC’s and other community-based providers and expand their roles if appropriate. 
Speaking with Webster County public health, the Iowa Family Planning Council and Iowa Public Health Association solidified the need to form partnerships with public health entities across the state in order to serve the Medicaid population for Title V and Title X funding effectively in Iowa. The public-private partnerships promote health access in all of Iowa’s 99 counties targeting low-income families, the focus of Iowa Medicaid. 
The Community Care Team model that has begun in Iowa is a great example of integrated care including primary care, children and maternal health, hospitals, behavioral health providers, dentists and pharmacists. It would not be our intent to duplicate these efforts but support their activities with our case management program as appropriate.
WellCare partners with Women, Infants and Children (WIC) to provide referrals for healthy foods, nutrition education or counseling and breastfeeding support at no cost to our members and their families. Female members have direct access to a women's health specialist within the network for covered services necessary to provide women's routine and preventive health care services. This is in addition to a member’s designated PCP.
In Florida, all pregnant teens and women are offered a corresponding referral to one of the state’s 33 HealthyStart coalitions for further support during their pregnancy. These services may include breastfeeding and childbirth education, parenting education and support, smoking cessation and support, nutritional services and counseling, and psychosocial counseling, among others. Furthermore, WellCare educates providers to develop processes to offer the Healthy Start prenatal risk screening to each pregnant member as part of her first prenatal visit, and work with our case managers to address the coordination and referrals needed for all follow up care.
We realize that there are significant issues related to limited access to health care resources in Iowa and we will work with IDPH to develop solutions such as telemedicine and, if possible, recruitment of new providers/organizations to areas of most need.
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 subscribe to the following principles when implementing a comprehensive screening, evaluation and treatment strategy for children with serious behavioral health conditions. These principles help drive our decision making for the design of our care management program and strives to assure that care plans are individualized and meet a child’s needs, that crisis plans are an integral part of the care plan and that all treating medical and behavioral providers as well as schools, families and care givers are aligned and informed. These principles are: 
Facilitate care locally in the community through trusted providers and influencers;
Care for the whole person by meeting individualized needs across medical and mental health domains;“Having WellCare provide on-site behavioral health services is a tremendous opportunity because it ensures high school students can have their needs met more quickly in a comfortable familiar environment. By meeting the students’ medical and behavioral health needs, we better prepare them for academic success.” Tamera Foley, executive director for teaching and learning for Clayton County Public Schools on a partnership with WellCare of Georgia to provider school-based services. 

Provide highly-specialized support for children and adolescents with complex, special needs;
Enable care by engaging members, parents/caregivers and providers as partners;
Drive member and parent/caregiver education and empowerment while eliminating barriers to their active, informed participation in the health care process;
Support members and their parents/caregivers in seeking solutions to the collection of challenges they face;
Provide necessary resources, tools and support to members, parents/caregivers and providers in a culturally-relevant manner;
Serve as advocates for members and their families, helping them find their voice in a complex health and social system; and
Provide necessary supports to members during times of transition. While our mental health and medical policies, procedures and case management teams are fully integrated, our policies and procedures also account for the differences in managing and providing mental health services and medical care. We understand the unique features of mental health and the special populations we serve, including children and adolescents with serious emotional disturbance (SED), members with co-occurring mental health and substance use disorder issues and “tri-morbid” members with mental health, substance use disorder and medical issues.
Our comprehensive approach also fully addresses considerations specific to mental health in our case management training, policies and procedures, including:
How to assess for potential mental health problems;
What treatments are effective, and when to obtain consultation with a psychiatric specialist;
How to ensure that the voice of the child/adolescent is heard as part of identifying his or her needs and when developing a treatment (care) plan; and
Strategies to undertake when members or their parents/caregivers refuse case management services.
One example of a school partnership designed to make health services accessible in schools including behavioral health comes from Georgia. WellCare Health Plans, Inc. donated $22,000 to Emory University to fund Behavioral Health services for a school-based health center at North Clayton High School in College Park, Georgia. The WellCare-sponsored behavioral health services included on-site individual counseling and support groups.
See Attachment 3.2.8_Sample Crisis Plan.
9.	Describe how you will ensure compliance with the Mental Health Parity and Addiction Equity Act.
WellCare believes that the most important measure of our success is the positive impact we have on the health and quality of life of our members. We provide member- and family-centered care that extends beyond traditional medical services to address our members’ physical, behavioral, functional and social service needs in a holistic and caring manner. WellCare provides managed care services exclusively to beneficiaries of government-sponsored health care programs, including Medicaid, CHIP and Medicare beneficiaries. We have built our operations and services solely around the needs of these vulnerable populations, and we understand that Medicaid members with Mental Health and Substance Use Disorders needs are among the most vulnerable of those we serve. 
WellCare fully complies with the requirements of the Mental Health Parity and Addiction Equity Act (MHPAEA). Our Mental Health and Substance Abuse services are founded on the premise that our members be treated as equals when it comes to the health care delivery system. Further, we believe that substance addiction is a scientifically established disease that is treatable with the provision of appropriate care and services, and that the treatment of addiction holds the same significance as the treatment of any medical disease or condition. 
WellCare adheres to the requirements set forth in Iowa’s Medicaid plan regarding financial limitations, quantitative treatment limitations, non-quantitative treatment limitations and disclosure requirements. Further, we will continue to work with our legal and compliance departments to ensure that our utilization review and processes are compliant with the requirements of the MHPAEA. As an operating philosophy, we want our members with mental health needs and substance use disorders to be treated equally to our members with medical health needs. As such, we do not limit benefits for our members with mental health needs or substance abuse disorders in any manner that is more restrictive than the care that we provide for our members with medical health needs.
10.	Describe how you will provide care that addresses the physical and behavioral health needs of members in an integrated manner.
WellCare system-wide operates as a fully integrated health plan. We do not employ the services of a separate vendor for behavioral health. Our entire clinical system is designed to assure the person-centered strategy is fully executed and operational throughout all of our programs and lines of business nationally. In our Clinical Services Organization we employ licensed medical and behavioral staff. Our clinical teams work very closely together on the design, development and execution of our programs and services to assure that a member has ready access to medical and behavioral services and that there is a high level of coordination with an ultimate goal of a single treatment plan that is shared among treating providers . 
In order to fashion a highly integrated behavioral/physical/social well-being model, WellCare of Iowa ascribes to the following basic principles:
Embracing a holistic approach to care that ensures whole person treatment – assuring that our members receive their medical, behavioral, social and pharmacy needs in a seamless, coordinated and complete fashion. 
Easy access to care needed with a preference for services that are available in the local neighborhood where our members live.
Promote wellness and self-care programs. 
Inform and educate our staff, and our medical and behavioral providers about behavioral health treatment and the importance of embracing a recovery and resiliency model. 
Offer information about community-based social service and wellness programs in their local area designed to remove social barriers to accessing health care.
Promote the use of health homes for community-based case management to facilitate coordination and unified treatment planning that serves both medical and behavioral needs of members. 
Promote the use of a single treatment plan that is designed to identify all medical and behavioral needs, and to connect members with their providers in an effective, integrated, and expeditious way.
Use data to detect patterns of utilization in both medical and behavioral services to identify top tier members who require the most intensive and ongoing support of case management and intervention. 
Strive to impact quality of life by providing early intervention on impactable co-occurring conditions such as diabetes and depression. 
Seek to develop provider networks that co-locate medical and behavioral providers to increase coordination of can and to simplify the travel of where our members can receive care.
Behavioral health functions are performed within the Health Plan to ensure a high level of internal coordination regarding the management of care delivery. This also simplifies accountability for the member’s care, unlike the division that can occur with a Managed Behavioral Health Organization –(MBHO).
UM and CM program descriptions are inclusive of Behavioral Health and as an integrated model we are able to account for all the required behavioral health specific procedures, process, criteria and measures while having them embedded within one program description. Our Quality program description serves as the overarching program that also incorporates and integrates all behavioral health requirements. 
Medical and behavioral providers are viewed as partners and value our strong working relationship with them. Our health plan facilitates integration in a number of ways that go significantly beyond what is the standard practice today.
We develop and nurture relationships with community-based social service as well as health and wellness providers (what we call the Social Safety Net) to which we refer members. We track our referrals to the social safety net to:
Quantify their impact on health outcomes
Identify community-based innovation
Proactively find ways to fill gaps in needed social services
Pilot methods to sustain the Social Safety Net
Strategies and processes that are currently active and will be implemented in our Iowa program are:
Our current training program has a library of integrated case management materials/training that includes topics such as: identification of behavioral health conditions of members with chronic medical conditions, motivational interviewing, behavioral health recovery and resiliency, etc. 
The chronic medical conditions of asthma, COPD, coronary artery disease, diabetes, hypertension, and heart failures are taught to our case management staff in modules whereby the Behavioral Health aspects of the medical condition are identified and highlight as a component of managing the medical condition (e.g. treating depression in the diabetic member enhances compliance with medication, exercise and diet).
Members’ outreach: through our existing case management program, members and their support system (including family and advocates when agreed upon by the member) are included in the treatment planning process. We rely on our providers to do case management as well and strive not to duplicate efforts.
We use HEDIS outcomes measures and are in the process of developing a more robust outcomes measurement strategy in WellCare around integration, particularly around coordination of behavioral, social and medical care. 
Additional strategies/approaches that are being considered for Iowa are:
Enhanced training for staff on treating members with medical/behavioral comorbidities, For example, as part of our internal training we are developing modules that will inform all staff on the value and importance of promoting recovery and resiliency activities and principles that support members who have a serious mental illness or substance use disorders. As part of our expanded efforts to integrate medical and behavioral providers these same modules will be used to educate PCP’s- we plan to ask our Mental Health and Substance Abuse providers who have Evidence Based Practice recovery and resiliency programs to assist us with the development of the training modules. 
Behavioral health tool kits for PCPs to assist in their management of members with co-occurring behavioral health conditions.
Use of existing WellCare evidence-based best practice strategies in place with providers that are proven successful –such as Integrated health homes, peer support services/clubhouse services , and Dialectic Behavioral Therapy (DBT). We plan to expand our relationships with these providers, institute training for staff and expand the use of these services for our members. 
We will be implementing a program which is an online portfolio of behavioral health self-management tools (Depression, Sleep Disorders, Anxiety, and Substance Use Disorder) that is a component of the Care Management structure.
Provide ongoing data, support, education and training to current health home providers and support existing efforts to link medical and behavioral providers. 
We believe that our members will be best served by a network of providers who demonstrate an interest and ability to integrate all aspects of the members’ care. As we continue to identify such providers we will work with them to develop our contracting and incentives around common interests such as:
Improving access to services through our health connections program
Increasing use of Evidence-based best practices described above 
Improvement of outcomes measures – such as discharge from hospital 7 day follow up appointment, 7 and 30 day hospital readmission, use of ADHD medication, antidepressant adherence measures, and depression screening 
Co-location of medical and behavioral providers– with an emphasis on local, neighborhood based care that truly addresses member needs in a “one stop” environment 
Seek use of Substance use disorder providers that demonstrate ability to work with mental health and physical health treatment providers to establish a single treatment plan approach
Providers that excel at working with PCPs and demonstrate ability to close care gaps
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.
Strategies and processes for facilitating the reciprocal exchange of health information between physical and behavioral health providers that are active and will be implemented in our Iowa program are:
On a monthly basis we use data to identify members who are SMI, SUD, SED and have one or more serious physical co-morbidities. This report identifies members and queues them up for immediate triage, assessment and referral into our case management program. We actively coordinate on members who are currently in a provider-based (Integrated Health Home) care coordination program. For these members, we send the relevant clinical data to the health home case management team so that follow-up can be made and treatment plans can be updated with the latest clinical information.
For members identified with medical/behavioral comorbidities we share with treating providers the data- either through our case managers or through regular feedback and reports periodically given to our high volume providers.
Performance monitoring of providers- we have a monitoring system for behavioral health providers which has a focus on high volume providers and outliers (with relation to under-utilizers or over-utilizers). We meet with behavioral health providers who are identified as outliers to gain a better understanding of the particular population they serve and partner together to identify opportunities to improve the quality of care for our shared members. 
Some, not all, behavioral health providers are given a performance report card if they are identified as outliers. We meet with those providers face-to-face and when indicated, sometimes a corrective action plan is requested. Our provider relations team, along with the behavioral health operations and quality improvement team, all have a part in monitoring of providers. A similar process is in place for medical providers. 
WellCare continues to identify strategies to promote the timely completion of behavioral health services and improve the quality of care for members. In Iowa, we are evaluating implementation of a Behavioral Health Pay for Performance program in 2015. The program would include both medical and behavioral providers and in general we will be utilizing the below measures to launch our program: 



CURRENT HEDIS MEASURES
Follow-Up Care for Children Prescribed ADHD Medications - Initiation Phase 
Follow-Up Care for Children Prescribed ADHD Medications - Continuation and Maintenance (C&M) Phase
Antidepressant Medication Management: - Effective Acute Phase Treatment
Antidepressant Medication Management: - Effective Continuation Phase Treatment
Follow-Up After Hospitalization for Mental Illness (7-Days)
30 day hospital readmission rate 
Successful integration depends on the active and ongoing participation of our providers. WellCare of Iowa will promote and expand our planned value based/outcome based purchasing strategy to incentivize and align providers to assure the person centered strategy that requires medical and behavioral providers to coordinate care. Below are some of the performance standards available to our high volume/high performing network providers or Integrated Health Home Providers 	we could implement in Iowa:
Standard criteria:
Whole Person Orientation: provider must have a risk agreement or a shared savings contract with WellCare 
Enhanced Access: provider must provide expanded hours of access to care		
Quality and Safety: provider must commit to using a EHR	
Patients assigned to Medical Home: provider must have open panel unless at the mandatory panel limit imposed by the state			
Coordinated Care/Integrated Care: provider must have coordinated case management and allow WellCare access to coordinate care with our teams panel size is 200 members 			
Standard incentives:										
Greater than 50th Percentile on identified HEDIS measures (CY 2013 Dates of Service)	
An additional payout compliant member will be provided if the practice achieves the 75th percentile or greater		
EHR with Meaningful Use									
Attestation for After Hours Access							
Connection to HIE if available 							
Other selected HEDIS measures to consider for Value Based Purchasing or Pay for Performance funding of Integrated Health Homes:					
Adolescent Well-Care Visits 									
Comprehensive Diabetes Care – Retinal Eye Exam						
Comprehensive Diabetes Care – Medical Attention for Nephropathy				
Comprehensive Diabetes Care – HbA1C controlled <8.0 percent					
Follow-up after Mental Health Hospitalization (30 days)					
Lead Screening in Children									
Use of Appropriate Medications for People with Asthma (5-64 years old)			
Well-Child Visits in the First 15 months of life (6+ Visits)					
Well-Child Visits in the Third, Fourth, Fifth and Sixth years of life	
3.2.9 Health Homes
According to CMS, almost half of the 9 million people who qualify for Medicaid on the basis of disability suffer from mental illness and 45 percent have three or more diagnosed chronic conditions. This population paired with the dual eligible members makes up about 15 percent of the population but account for more than 80 percent of Medicaid expenditures. The Affordable Care Act (ACA) established a new state option in the Medicaid program to implement “health homes” for Medicaid beneficiaries with chronic conditions.[footnoteRef:1] .   [1:  Kronick, R., et al. “The Faces of Medicaid III: Refining the Portrait of People with Multiple Chronic Conditions,”
Center for Health Care Strategies, October 2009.] 

WellCare of Iowa is supportive of the use of health homes in the High Quality Healthcare Initiative program. We know that a coordinated, integrated and comprehensive approach to care, the building blocks of the health home model, is integral to improved health outcomes. 
1.	Describe your proposed approach for implementing health homes.
As a result of health reform, continued evolution of the American health care delivery system, and computer technologies, the delivery of basic medical care is changing, and the Person Centered Medical Home (PCMH) model is at the forefront of the change. Recognizing that multiple PCMH recognition standards exist nationally, WellCare of Iowa will take a multiple step approach to identifying, credentialing and qualifying providers as a Person Centered Medical Home. PCMH criteria will include multiple pathways for providers to achieve PCMH recognition within our Medicaid network. We realize that providers will have varying capabilities and want to provide a comprehensive step approach to growing our PCMH model in Iowa. 
Option A: Formal PCMH Recognition 
Multiple nationally-recognized organizations have taken steps to define standards for medical home recognition. As such, the PCMH model is being implemented using more than one standard format. The variations of the model emphasize different aspects of the general characteristics of medical homes. Given that multiple national accreditation programs are available to providers, WellCare of Iowa will recognize any provider that currently has PCMH certification through a nationally-recognized entity, including the Accreditation Association of Ambulatory Health Care (AAAHC), the Joint Commission, URAC, and the National Committee for Quality Assurance (NCQA). 
Option B: WellCare of Iowa PCMH Designation Criteria 
If a provider does not yet have recognition through one of the national accreditation bodies, a provider can be designated a PCMH if the provider meets a set of PCMH criteria developed by WellCare Of Iowa to assist providers in moving toward formal PCMH recognition. This flexible model will allow the maximum number of providers to participate in our PCMH program, while maintaining important standards and key practices that are the hallmark of the PCMH model. The basic criteria are described below: 
Each PCMH enrollee must have an ongoing relationship with a personal physician trained to provide first contact, continuous, and comprehensive care. 
Whole Person Orientation
Enhanced Access 
Coordinated and/or Integrated Care
Quality and Safety standards
We understand that providers will need a significant amount of technical support to develop and implement a PCMH model in their practices. WellCare of Iowa will implement the program with a strong commitment to provide technical and financial support. Below are examples of ways we plan to provide support: 
Provider Training on PCMH Management and Clinical Care
WellCare of Iowa will sponsor PCMH training for practices seeking to become PCMHs through our staff consultants and experts. Training will include, among other topics, understanding the theory and evidence behind the PCMH model of care; creating and managing interdisciplinary care teams; understanding linkages between physical and behavioral health (including screening for depression and substance abuse); social determinants of health; enrollee engagement strategies and shared decision-making; and PCMH designation options. We will also educate providers about the resources of local and regional community-based agencies and health departments to help connect our enrollees with clinical and social services - a key element of becoming a successful PCMH.
Care Management Support
WellCare of Iowa enrollees with advanced levels of care needs are assigned to an appropriately credentialed case manager in their geographic region who is a registered nurse, social worker, behavioral health specialist or heath coach, based on the enrollee’s primary need. This support is especially critical to practices who seek to become PCMHs because they may not have the resources or volume to develop embedded, on-site case management services. WellCare of Iowa case managers could be located at practices sites where possible, as a means to support PCMH recognition. 
Population Management Reporting and Data Analytics
WellCare of Iowa provides our network practices access to secure, on-demand data, analytics and actionable reports from anywhere using an Internet browser and a secure login. The reports include data and information that is key to managing a panel of enrollees and critical to a provider’s advancement in achieving and succeeding under a PCMH model of care. Resources include: population management reporting from our predictive modeling tools; provider profiling to assess under- and over-utilization, efficiency and quality metrics such as HEDIS, and rates of readmissions, emergency room visits, and high-cost outpatient radiology; and our enrollee claims interface, which is available through our provider portal. These tools give PCPs access to a variety of dashboards and reports so that they can easily identify opportunities to improve enrollee outcomes and reduce costs. 
Financial Support
A key barrier for many practices in attaining PCMH recognition is the availability of funds to make investments. WellCare of Iowa recognizes this barrier and, while being cognizant of the parameters and limitations of the federal Anti-Kickback Statute, will provide financial supports through our value based purchasing program to enable practices to move toward full PCMH implementation as described later in this section. WellCare of Iowa’s plans for ongoing monitoring and development of our network providers and our program supports high quality of care and service to our Members. Furthermore, the performance measures WellCare of Iowa uses help to identify areas of over and under-utilization, appropriateness of care settings, access to care, fraud waste and abuse, enrollee satisfaction, and supports compliance with our state contract. WellCare of Iowa will formally monitor providers using the following criteria, as outlined in detail below: 
HEDIS Performance Measures 
Primary care providers (PCPs) will be initially monitored for the following HEDIS performance measures: 
Adolescent and well child visits, 
Childhood immunizations, 
Lead screening, 
Chlamydia screening, 
Breast cancer screening, 
Diabetic screenings and control measures, 
ADHD medication initiation and maintenance, and 
Use of appropriate asthma medications. 
The expectation is that all providers are at or above the 50th NCQA percentile. Providers who achieve this level are eligible for our Pay for Performance Program incentives (described below), PCMH value-based purchasing (described below), and will receive quarterly coaching and education to assist them in achieving the 90th percentile. 
Avoidable Emergency Room Visits
When a primary care provider’s avoidable ER visit rate is greater than or equal to 700 visits per 1,000 enrollees, action will be taken to resolve this issue. Reports are brought out to the provider, and a root cause analysis is performed by the Medical Director to discuss the over-utilization and ways to mitigate this (e.g. after- hours appointment availability). 
Hospital Readmission Rates 
When a PCP’s readmission rate is higher than 20 percent, root cause analysis will be performed and the provider will be visited by the medical director to discuss the root cause of the readmissions. 
Provider Site Evaluation Visits 
All primary care providers, facilities who do not have accreditation, including urgent care facilities and behavioral health facilities (i.e., community mental health centers, residential treatment centers) are required to have a site visit upon contracting as part of our credentialing process. Providers who fail to meet all standards on the site inspection evaluation tool are put on corrective action and re-evaluated in 30 days.  
Medical Record Reviews
QI staff review medical records and charts of primary care provider practice sites, who serve ten or more enrollees, every three years to determine the level of provider compliance with both clinical best practices and chart completion requirements, as well as the coordination of care with other providers. 
Appointment Access and Availability to Care
Annually, WellCare of Iowa monitors access to care and availability of after-hours appointments for our provider networks through accessibility and after-hours telephone surveys. Providers are required to maintain the following standards for appointments: 
Urgent care: within one day of the request
Sick care: within one week of the request 
Well care visit: within one month of the request

Quality of Care Issues
On a daily basis, potential quality of care (PQOC) referrals are received within the QI Department through a number of avenues, such as: grievance department, enrollee services, provider relations, provider services, concurrent review nurses, utilization review nurses, disease management, case management, quality improvement, enrollees, providers and/or medical directors. All grievances and complaints are tracked in our grievance database. Grievances which are a potential quality of care issue are reviewed and investigated. 
Credentialing and Re-credentialing
WellCare of Iowa sets credentialing and re-credentialing criteria for provider network participation in compliance with applicable local, state, and federal requirements. Procedural guidelines are used in conjunction with respective state and federal contract requirements for credentialing. In addition to credentialing new providers, the Credentialing and Peer Review Committee re-credentials providers on a 36-month cycle per NCQA standards. Performance information is a key component of the provider re-credentialing process, which evaluates, among other elements, the provider’s quality of patient care, clinical performance, and utilization of resources. We use information from a variety of sources, including the provider application, primary source verification, medical record review audits, and relevant findings from the provider profiling discussed above. Providers that fail to meet established standards, have instances of poor quality, or are non-compliant with contractual, state, or federal regulations are reviewed by the Credentialing and Peer Review Committee, with avenues of recourse including corrective actions, sanctions or provider termination. 
Office of Inspector General Exclusion List Monitoring 
WellCare of Iowa monitors providers’ exclusionary standing with the Office of Inspector General on a monthly basis. Each month the US Department of Health and Human Services Office of Inspector General (HHS-OIG) publishes a new List of Excluded Individuals/Entities. WellCare of Iowa accesses the report within five business days of publishing and reviews each excluded provider contained within the list against the provider network. Any providers identified as being excluded from participating according to the HHS-OIG are immediately terminated from WellCare of Iowa’s network. 
Complaints and Grievances 
Complaints and grievances are tracked daily to allow for individual tracking and trending, ensuring systemic issues are identified and remediated. If a complaint cannot be resolved by the following business day it is considered a grievance and will be treated according to the grievance process outlined below. 
Providers are monitored individually for complaints and grievances and for non-clinical, service complaints, these complaints also come in through our grievance department, and are sent to provider relations through our tracking database, SalesForce. 
Voluntary Closed Panels
On a monthly basis, WellCare of Iowa monitors all primary care providers’ panel status. If a provider’s panel is closed it will trigger Provider Relations to investigate the reason for the closed panel. The provider relations representative will visit the provider and determine what the reason is for closure. 
Voluntary Enrollee Disenrollment Rates 
WellCare of Iowa monitors providers’ panel size for growth and attrition. Providers whose panel size drops by greater than 10 percent on a rolling year-over-year basis will be visited by the provider relations representative to determine the root cause for the drop in enrollees. If the provider is found to be encouraging enrollees to dis-enroll from WellCare of Iowa , the provider will be considered for immediate termination from the network. 
ELIGIBILITY DETERMINATION
WellCare of Iowa will build on the existing health homes and integrated health homes in Iowa and work to credential them as described above. We assume that we will have a way to identify members currently in health homes when we receive the 834 data file. WellCare of Iowa’s Medical Management Platform will be modified prior to implementing the health home program. In the MMP we will add health home eligibility criteria. Upon receipt of the data file from Iowa DHS or using claims history, members with 2 or more chronic diseases will be flagged in the system and identified as eligible to participate in the health home program. Persons with SMI or children with SED will continue to be served in integrated health homes.
Upon receipt of the eligibility file we will be able to run a list of members potentially eligible for a Person Centered Medical Home or Integrated Health Home. Our member services team will make the welcome call, and initial screening and warm transfer the member to the designated case management team to complete the comprehensive health risk assessment and determine if the member wants to participate in one of the case management programs. After completion of the HRA, the member will be stratified into the appropriate risk level and offered the opportunity to participate in a health home or traditional care management program. If the member accepts the health home, the care management supervisor will assign him or her to a case manager who will work with the member and the assigned health home to assure referral and a connection is made.
We will encourage our members to participate and enroll in health homes when they qualify. When members have been identified as health home eligible, but have refused to participate in one, we will revisit the member periodically to determine renewed interest in participating and document information in our MMP system for tracking and follow up purposes. 	
2.	Describe strategies proposed to increase health homes participation.
WellCare of Iowa will contract with existing health homes in Iowa. To increase the number of health homes throughout Iowa, we will provide ongoing outreach to providers to educate and inform them of our PCMH program. As we move forward we will focus on high volume providers not currently participating as a PCMH and look to expand the roles of the existing Integrated Health Homes throughout the State. 
WellCare has worked with providers in other markets to assist them in transition toward an integrated model of care. Since Iowa has paved the way for Integrated Health Homes we will fashion the design of our PCMH model to include an even stronger emphasis on integration. Whether by capitalizing on federal or state grants, or private funding we can continue to assist with seed funds to get them started. We will share data with providers across the system to assist them with determining the needs of their communities and inform them to determine their growth capacity and their ability to incrementally move towards a PCMH model. We believe that allowing for the incremental growth of individual practices we will develop a strong and comprehensive health home system over time. 
We believe that as health care delivery evolves from a volume-based model to a value-based model, PCMH current practices in Iowa range from minimally developed to very mature. In order to be able to grow our model in Iowa we are aware that our strategy incorporates PCMH practices that can be placed into four broad categories:
Learner
Intermediate
Advanced
Self-Managed PCMH
Each category involves a different goal and therefore a different approach by WellCare of Iowa. However the trajectory of our strategy is to help Learner PCMH practices become skilled at the Intermediate level, have Intermediate become Advanced, and for the Advanced practices to become Self-Managed. The process for this evolution is outlined below, starting with the ultimate goal of a Self-Managed PCMH.


Self-Managed PCMH
This represents the highest level of performance and will take time and effort for PCMH practices to reach this level. Some Criteria for this designation include:
Full-risk contract
Performance at a 4 STAR Medicare Advantage level 
Robust disease registries
Robust Behavioral Health services
Self-Managed PCMH (Provisional)
This status is used when an Advance Level PCMH wishes to become Self-Managed. It is a one-year trial to ensure that the practice is able to maintain its high performance without the assistance of WellCare of Iowa’s quality and risk adjustment programs.
Advanced PCMH
An advanced PCMH practice is one that has achieved a high level of integrated care and use of data to manage the practice’s population. This capability will be recognized by a national organization that accredits PCMH practices, and the designation is at the highest level the organization confers (e.g. Level III by NCQA).
3.	Describe your proposed reimbursement structure for health homes.
WellCare acknowledges and understands that we must develop a method of reimbursement for the health home service and submit our method to DHS for approval prior to implementation. 
It is critical to the success of WellCare of Iowa’s PCMH model that providers are equipped to take on and successfully manage increasing levels of responsibility and risk associated with enrollees under their care. WellCare of Iowa and our provider network must share this responsibility to promote joint accountability for the quality of care, improved health and functional outcomes, and the total cost of care. As such, WellCare of Iowa will employ a multi-pronged approach to achieve this goal. For providers who meet WellCare of Iowa’s PCMH criteria, we will leverage our value based purchasing program to encourage continued engagement and continuous improvement. 
Proposed funding mechanisms include:
Shared Savings Performance-Based Payment
WellCare of Iowa will extend our value based purchasing shared-savings performance-based payment to all recognized WellCare of Iowa PCMHs. The methodology begins by establishing a per-enrollee global budget based on an assessment of projected health needs of enrollees served by a provider. Savings will be measured as the difference between the total cost of care from one year compared to the total budget for enrollees who are assigned to a PCMH. A percentage of savings achieved by the PCMH will be paid as a supplemental payment. 
Shared-Risk Performance-Based Payment 
Like the shared-savings payment, WellCare of Iowa’s shared-risk performance-based payment will also be based upon a global budget, but will introduce downside-risk and greater upside (shared-savings) opportunity than would be available under a shared-savings-only model. WellCare of Iowa will offer multiple versions of this model depending on the level of downside risk that a PCMH is able to accept. (WellCare of Iowa will not require PCMH participation in downside risk performance-based payments.) Shared-risk models will be based upon accurate and robust risk-assessment mechanisms and will include risk-mitigation strategies for the providers, such as risk corridors, high-risk pools or reserve requirements. It is vital to the success of our model that PCMHs are able to effectively enter into and succeed under shared-risk arrangements. Therefore, we will assess and segment PCMHs across multiple dimensions, including: readiness to provide care management services, ability to integrate physical and behavioral health care, and ability to manage downside risk. 
Important note: WellCare of Iowa will implement shared-savings and shared-risk programs with PCMHs based in part upon the number of enrollees assigned to the PCMH across all WellCare of Iowa eligibility groups. 
Electronic Health Record Adoption Bonus Payments
The use of EHRs can assure that information from multiple, diverse sources can be pulled together into a single system to support the comprehensive information needs of which PCPs depend. 
To support providers in moving toward WellCare of Iowa PCMH recognition program, we will leverage our value based purchasing program to provide incremental payment bonuses to non-PCMH practices with a minimum panel size who adopt EHRs. The payments will reward providers who adopt EHRs, even if they are not fully recognized as PCMHs. 
After-hours Enhanced Access Bonus Payments
A key component of enhanced access to care is the availability of primary care services during evenings and weekends (after-hours care). After-hours care enhances continuity of care by providing access to an enrollees’ medical home for routine and urgent care rather than the enrollee seeking care in an Emergency room setting. This strategy improves quality and enrollee satisfaction while promoting more cost effective and appropriate use of health care services. WellCare of Iowa can implement provider contracting strategies that include increased reimbursement for after-hours office visits for our Medicaid enrollees, and will leverage our experience to make these payments available to all value based purchasing participating providers.
Educating the provider on the value based model will also be key to recruiting additional health homes. The value based model can pay for things that are not normally reimbursed by Medicaid but that add value and improve outcomes. Outreach, IT systems, wrap around services are all valuable infrastructure components, yet are not reimbursed in a traditional, fee for service system. Showing providers the additional funding mechanisms available to health home structures is another way to incentivize participation.
Our goal is to develop an incentive program that rewards health homes for performance based on quality and outcomes. 
4.	Describe how you will ensure non-duplication of payment for similar services.
WellCare has an internal process that connects a member is assigned to a primary care physician (PCP). The member can only be assigned to one PCP at a time. When assigned to a health home, the member will be set up in network as attached to the PCP in that health home, our internal configuration of the claims system is programmed to not automatically pay claims from other non-assigned providers -and allows us to do outreach to non-assigned providers, the health home provider and the member to redirect care as needed or authorize care outside of the health home if medically necessary to do so. 
We do this by using duplicate claims editing. The process is comprised of several tiers or layers that compare and match data fields in claims history, which may result in a hard denial of the claim/line item or a pending of the claim for manual review. The decision to suspend or auto-deny is based on the rule that fires based on a higher degree of certainty that a potential claim is a duplicate. Data elements (not an all-inclusive list) that are evaluated are as follows: date of service (+/- days), procedure code, procedure modifier, Tax Id, NPI, WellCare provider id, provider specialty, and place of service. There are four areas that store and apply duplicate logic:
Xcelys—core processing system configurable rules/edits during adjudication
Macros—home grown customized scripting logic that evaluates suspended claims as well as upon release of another suspected duplicate claim
CES & iHealth—programs that evaluate after adjudication just prior to posting the claim
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
NCQA has developed accreditation standards for Patient-Centered Specialty Practices (PCSP) allowing specialists. This NCQA program recognizes specialty practices that successfully coordinate patient care and communicate with their primary care colleagues, other specialists and patients. Like NCQA’s Patient-Centered Medical Home (PCMH) program, PCSP recognition has specific expectations for providing timely access to care and continuous quality improvement. Practices who earn recognition have made a commitment to providing high quality patient-centered care. 
The PCSP recognition standards are:
Track and Coordinate Referrals: The specialty practice collaborates effectively with other specialists and with primary care practitioners (PCP) to coordinate testing and care of shared patients. Referral communications support the needs of all clinicians. 
Provide Access and Communication: The specialty practice offers timely access to appointments; offers timely responses to telephone and secure electronic messages during and after office hours; addresses patients’ cultural and language needs; and explains the roles of PCPs, specialists and the patients in the collaborative relationship. A specialty practice team trains team members to be patient centered and to contribute to the full extent of their license or role. 
Identify and Coordinate Patient Populations: The specialty practice captures key clinical and administrative data to facilitate reporting on specific populations, uses evidence-based tools to manage care for those populations and follows up when care is needed. 
Plan and Manage Care: The specialty practice develops a patient-centered care plan on its own or in collaboration with a PCP or other specialists, and assesses barriers and progress. The practice manages patients’ medications and provides educational resources or refers patients to community services, as needed. 
Track and Coordinate Care: The specialty practice coordinates use of lab, imaging and other specialty referrals with PCP practices or other specialists caring for a patient, and tracks them from the point of request through receipt and patient notification. The practice also tracks patients as they move through transitions of care, such as hospitalizations. 
Measure and Improve Performance: The specialty practice measures a number of clinical processes or outcomes and patient experience, showing improvement over time, and demonstrates transparency by sharing data within the practice and with external organizations. 
NCQA goes on to state that all types of medical specialties or subspecialties are eligible, including those that see patients infrequently, those that see patients for a short episode of care and those that provide care for chronic diseases or extended illnesses. Eligible clinicians who typically receive referrals from PCPs and other non-primary care specialists, and can demonstrate a capability to meet the standards, are eligible, including non-primary care specialty doctors of medicine, doctors of osteopathy, nurse practitioners, physician assistants, certified nurse midwives and the following behavioral health care practitioners: 
Doctoral or master’s-level psychologists who are state certified or licensed. 
Doctoral or master’s-level clinical social workers who are state certified or licensed 
Doctoral or master’s-level marriage and family counselors who are state certified, registered or licensed by the state to practice independently 
We propose to expand the Integrated Health Home model in Iowa to include providers who are able to serve those with chronic conditions beyond behavioral health and who can meet the standards outlined above as a Patient Centered Specialty Practice or Medical Patient Centered Medical Home. 
In lieu of NCQA accreditation, similarly to the Medical Patient-Centered Medical Home (PCMH), WellCare will recognize certain practices that operate on the principles listed below including health homes and Integrated Health Homes (IHH). 
WHOLE PERSON ORIENTATION
WellCare will encourage health home accountability for achieving and maintaining a whole person orientation through our value based purchasing program, which provides financial incentives tied to quality and outcome metrics. 
ENHANCED ACCESS 
Enhanced access to care in the health home or IHH program is made available to enrollees through open scheduling (e.g. same day appointments), expanded hours (24/7 coverage), and new communication options between patients, their medical home, and practice staff (e.g. phone, email, intensive or group visits). The IHH model also emphasizes guiding enrollees to the most appropriate care setting (rather than in a hospital Emergency room, for example) and protecting them from overtreatment and uncoordinated care.
COORDINATED AND/OR INTEGRATED CARE
The health home model of care is facilitated by registries, information technology, HIE and other means to assure that enrollees receive the indicated care when and where they need it in a culturally and linguistically appropriate manner. Advanced health homes also create communication patterns that support the proper selection of steps along the referral continuum and assist enrollees in making sense of tests, diagnoses, and recommended procedures, treatments, and therapies. In addition, to demonstrate care integration, the advanced health home must identify a process to coordinate their members’ medical services and communication processes to ensure that the members’ medical information is captured in the behavioral health medical record.
QUALITY AND SAFETY 
Health homes include an emphasis on quality and safety, including the use of evidence-based medicine and clinical decision support tools, continuous quality improvement through performance measurement and improvement, and active enrollee participation in decision-making. The use of EHRs can assure that information from multiple, diverse sources can be pulled together into a single system to support the comprehensive information on which medical homes practitioners depend. 
WellCare will leverage our robust quality and safety reporting and financial incentive program to further quality and safety among health homes practices. Health homes must also pass medical record review with at least an 80 percent score to maintain WellCare’s health home status. 
QUALITY METRICS
In addition to the behavioral health HEDIS measure of Ambulatory 7-Day FUH, we have included HEDIS measures usually associated with medical care. These can be modified with the health homes depending on their level of sophistication and integration with medical care. Such measures may include:
Asthma Medication Adherence (Children and Adults)
Blood Pressure Control (Children and Adults)
Diabetic A1c Control (Children and Adults)
Metabolic Screen (Children and Adults)
BMI Control (Children and Adults)
Adherence to Antipsychotic Medications for Individuals with Schizophrenia (SAA-Adults)
Diabetes Screening for People With Schizophrenia or Bipolar Who Are Using Antipsychotic Medications (SSD-Adults) 
Follow-Up Care for Children Prescribed ADHD Medication (ADD-Children) 
Tobacco Use (Children and Adults)
WELLCARE’S EXPERIENCE
In WellCare’s Missouri market, we have more than three years’ experience with Behavioral Health Healthcare Homes (BH-PCMH). This program is described elsewhere[footnoteRef:2] but is available to our members who qualify for assignment. Because the CMHC Healthcare Homes are funded through the state of Missouri, we have a supportive relationship to the program, and that experience has framed our approach to managing a BH-PCMH network.  [2:  2013 Progress Report, Missouri CMHC Healthcare Homes, Department of Mental Health and MO Healthnet] 

In the Missouri model, high-cost members with a behavioral health diagnosis (defined as those with >$10,000 in total claims in the previous 12 months) were assigned to a BH-PCMH for coordination or care, engagement in appropriate ongoing care, and management of co-occurring medical conditions. Results of this program indicated that within 18 months, there was a reduction of ER visits by 8.2 percent, reduction of hospitalization rates by 12.8 percent, improvement in Quality Measures for Diabetes, HTN, COPD/Asthma, and cost savings estimated at $38 million for the 20,000 enrollees.
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.
WellCare of Iowa will provide physical and behavioral health through a fully integrated model of care. 
Timely and proactive assessment of each member’s needs, and evaluation of their progress towards achieving their goals is key to monitoring and evaluating the effectiveness of service plans. This entails a team of qualified case managers poised for quick response to Iowa’s members complex and ever changing needs.
A case manager or Integrated health home coordinator will be assigned to all 1915 (i) and 1915(c) waiver populations. Supervisors will identify members with special health needs (e.g. AIDS, traumatic brain injury, ventilator dependency) or language, cultural or communication needs. If any of these exists, the members will be assigned to a Case Manager whose background meets the members’ specialized needs. 
To obtain a holistic understanding of each members’ unique and current needs, we use a Comprehensive HRA completed at time of enrollment, annually, and whenever a change of condition occurs, to assess members as their circumstances change. Using our MMP and our EVV system, our case managers monitor and evaluate care plan/service plans for effectiveness throughout members’ care management experiences.
Each members receiving care management has an individualized written care plan/service plan tailored to their specific needs based on the comprehensive health risk assessment that includes clearly defined sets of problems, measurable goals, and interventions (PGIs). Care plan/service plan development identifies areas where: members can provide self-management of care, education/training is needed, and additional support services needed to maintain or improve health and function, and to ensure members maintain current health status and eligibility.
WellCare will contract with existing care management entities for wrap around services including integrated health and pediatric integrated health homes, habilitation providers such as supported employment, day habilitation, prevocational services and other community supports.
For members enrolled in Consumer Choice Options (CCO), WellCare of Iowa proposes to engage the services of the state’s current financial management service, Veridian Credit Union, to continue the current financial administration role it performs today. WellCare of Iowa is committed to ensuring a seamless transition to managed care, and it’s especially important for our 1915 (C) waiver members to experience no disruption to the current mechanisms through which their self-directed care is funded. That said, WellCare of Iowa will assume the care coordination role to support approval and arrangement of HCBS services, then through a formal vendor agreement, Veridian will manage the accounts payable for each member in accordance with the services approved by WellCare of Iowa.
2.	Describe your experience serving similar populations, if any.
WellCare serves children with Serious Emotional Disturbances (SED) and adults with Serious Mental Illness (SMI) in most of our Medicaid states. In January 2012, we had over 9,000 members with either an SED or SMI diagnosis and were responsible either for directly providing all behavioral health services or coordinating with specialized state providers in meeting the members’ physical and behavioral health care needs. We also provided mental health and/or substance use disorder services to thousands of non-SED/SMI members, often in combination with treatment of a physical health co-morbidity. 
WellCare serves adults with physical disabilities in all of our Medicaid states, with the largest numbers in Florida, Hawaii, Kentucky and New York. In Hawaii and New York, our plans provide the full continuum of acute, behavioral health and home- and community-based services through a person centered model of care. WellCare of New York enrolled a 24-year old, bed-bound quadriplegic member with a recent gunshot wound to the spine. Recognizing the traumatic and life changing nature of his injury, we assigned a social worker with behavioral health expertise to engage the member in developing a service plan with short- and long-term goals, while also addressing his injury-related depression and anger. The service plan provided for all services to be furnished in the member‘s home, in accordance with his strong wishes, thereby averting a pending nursing home placement. The service plan included home modifications and placement of special equipment (e.g., Hoyer lift), adult day care at a facility with other non-elderly attendees, transportation to and from the center and other rehabilitative services. The member continues to make progress toward achieving service plan physical rehabilitation and independence goals. 
WellCare serves members with a diagnosis of Traumatic Brain Injury (TBI) in all eight of our Medicaid states. In January 2012, we had 76 members with TBI receiving care management, medical services and supports (acute and/or long-term care). As with our members with spinal cord injuries, we recognize that persons with TBI typically require a combination of behavioral health and social supports, along with acute and rehabilitative medical care, to ensure they achieve maximum independence and the highest possible quality of life. Our care management model for members with TBI, as described in the care management section of the proposal, is designed to achieve these outcomes.
SSI members in the Florida plans receive the full array of recovery-based behavioral health services, including day treatment, home-based treatment, daily living rehabilitation and psychiatric/psychological services. The plans also offer complex case management and integration with pharmacy and medical services to ensure total care coordination, which all members (especially those with SMI) need.
In Hawaii, we provide services to members with MR/DD who are enrolled in the state‘s home- and community-based services waiver program. We are responsible for a portion of their home- and community-based services, as well as care planning and care management activities encompassing all of the members’ needs.
Specialized behavioral health services, such as psychosocial rehabilitation, community case management and therapeutic living, supports services, require a more targeted approach to ensure positive and measurable treatment outcomes for members with SMI.
Recently, WellCare conducted research in Kansas among families who had a family member diagnosed with an intellectual and/or developmental disability. We wanted to understand the challenges and opportunities that arose during the Sunflower State’s transition to managed care so that we could better inform our welcome strategies for new members. Below is a summary of our findings: 
Consumers: The greatest challenges for persons with intellectual and/or developmental disabilities include dealing with limitations they have as a result of their disability; being “seen” by just their disability and being disempowered as a result; and, the resulting isolation, depression, anger, and loneliness. Additionally, their condition often requires a high level of dependence on another person for their everyday tasks which can leave them feeling vulnerable and requires a great deal of trust in their caregivers. 
Families/Caregivers: Families and caregivers work hard to help their dependents feel accepted and competent. Families and caregivers become single-minded in their focus for their dependent, often forgetting to care for themselves. This focus also creates “information isolation” as families/caregivers focus on the consumer without the time or resources to find supports for their own particular needs and the needs of the family member with disability that fall outside of the state sponsored programs like social supports. Finally, families must overcome social challenges like the loss of loss of one income for the primary caregiver, future planning for the family member with a disability, divorce and so on. 
The Family Unit: The impact of one family member with a disability affects the entire family unit. The impact includes caregiver fatigue, sibling isolation, high prevalence of divorce, emotional/behavioral challenges leading to family dysfunction and the like. 
Therefore, change impacts the balance of an entire family unit, especially one as important as health care after establishing a pattern that works. With this in mind, WellCare has created several supports to help provide a “soft-landing” for all consumers and their caregivers into the managed care system. For example, WellCare created the HealthConnections Model to connect consumers, their families and the community-at-large to social safety net services that help the family address social needs in addition to the services covered by the benefit plan. In addition, the HealthConnections Model provides the data needed to find creative ways to partner with the network of social service in effort to sustain services for all populations in need. Through this model, WellCare researches community resources that span 72 different categories of supports at the zip code level including workforce innovation programs, community-based respite programs, activity day centers, caregiver support groups, and so on.
3.2.12 Family Planning Services
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WellCare understand the importance of family planning in preventive care for women of childbearing ages. Family planning services assist members who voluntarily choose not to risk an initial pregnancy or members/families who wish to control family size. Effective family planning services improve the use of contraceptives which results in fewer unintended pregnancies and longer intervals between births leading to better pregnancy outcomes for moms and babies. Given the importance of family planning in good health outcomes for moms and babies, WellCare takes an active role in providing all members with access to family planning services and educating them as to the importance and availability so they access these important services.
WellCare believes in person-centered services that provide tools and information needed to manage or prevent pregnancies as well as establish effective personal health goals. While we strive to offer an extensive network of contracted family planning clinics, we allow members freedom of choice for family planning services. In accordance with our policies and DHS requirements, WellCare covers family planning services provided by any DHS Medicaid provider regardless of whether they are contracted with WellCare or not. Additionally, to facilitate easy access, WellCare does not require a referral if a members chooses to receive family planning services and supplies from a qualified non-contracted family planning services provider. If a qualified, non-contracted provider submits a claim for family planning services there are appropriate system edits are in place to process the claim accordingly.
ENSURING MEMBERS ACCESS FAMILY PLANNING SERVICES
Over our 20 years of serving Medicaid members we have developed deep insights into members’ knowledge, attitudes, and beliefs regarding family planning services. We understand that while creating access to family planning services is important, access alone is not sufficient. WellCare takes an active role in educating our members about the availability of family planning services including but not limited to education & counseling, physical exams, pregnancy testing, and contraceptives. Upon enrollment, WellCare provides members with information about the availability of family planning services through our member handbook. The handbook advises that family planning services are available at no cost and without a referral. Additional information about family planning services is available through our member portal. The member portal includes helpful information on a wide variety of family planning-related topics including contraception and pregnancy tests. For those members who are or become pregnant, WellCare provides a variety of tools and educational resources to promote family planning services. Our Mommy & Babies Matter book, provided to all pregnant members, offers valuable information about family planning services. Those members enrolled in perinatal case management receive additional education about family planning services and support in accessing these services after the birth of the baby.
In addition, through WellCare’s EPSDT program, family planning services and counseling are offered to appropriate members. In accordance with our EPSDT program requirements and the provider’s contract, the provider makes available and encourages all pregnant women and mothers to receive, and provides documentation in the medical records to reflect, counseling and services for family planning to all women and their partners. WellCare also provides community-based education regarding the importance of family planning services. 
WellCare shares in DHS’ goal to improve birth outcomes. We are confident that our family planning services’ policies, network (regardless of contract), education and outreach efforts, and community engagement enable our members of child-bearing ages to obtain valuable family planning services thereby increasing intervals between births, encouraging healthy pre-pregnancy behaviors, and addressing risk factors resulting in better birth outcomes and healthy babies.
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.
WellCare is committed to ensuring high quality accessible care to all of our members regardless of their category of eligibility. Our integrated, person centered, holistic approach to care enables us to meet the needs of our members based on their unique medical, behavioral and LTSS needs. 
Medically Exempt members will receive the same level of care upon enrollment as our Iowa Health and Wellness Plan members. Because we know that these members have complex care needs, they will automatically be enrolled in Care management and be assigned a Care Manager who will lead the ICT and work with the member and team in developing a plan of care that comprehensively meets the member’s health care needs. The ICT will include both a PCP and behavioral health professionals as key members of the team. Additionally because these members are eligible for Habilitation-1915 (i) HCBS services, an individualized and comprehensive service plan will also be developed. 
Medically Exempt members have been identified as:
Individuals with Disabling Mental Disorder
Individuals with Chronic Substance Use Disorder
Individuals with Serious and Complex Medical Conditions
Individuals with a Physical Disability
Individuals with an Intellectual or Developmental Disability
Individuals with a Disability Determination 
We will also facilitate the member’s access to an Integrated Health Home consistent with the mental health diagnosis. Our Integrated Health Home providers will meet all the requirements established by CMS. Our provider relations team members will provide education and support the providers in delivering integrated care. They will provide oversight and technical support for the providers to coordinate with PCP and provide critical infrastructure tools to IHH providers and PCP for coordination. 
WellCare currently performs a number of data analytics including medical and pharmacy. As such, we are fully equipped to perform data analytics on IHH to identify patterns of care, and track, and close gaps of care. We will also make sure that the providers have all the tools and analytics to develop and implement strategies to effectively manage care for our members. We will also use data analytics to create regular reports.
2.	Describe your proposed strategies for implementing retrospective claims analysis to determine if a member is Medically Exempt.
WellCare understands that DHS will make Medically Exempt determinations. However, we will identify through claims analysis and auditing members for whom claims suggest that they may be in one of the categories for Medically Exempt. Since the members in this category of assistance have complex needs, we will implement edits in the claims system that will kick out for review claims that include certain CPT codes. These codes could include claims for psychotropic medications, hospice care, or certain home health care services. 
WellCare will review these claims monthly to determine members who may be medically exempt. We will forward claims information to the state for further review and analysis.
3.2.14 Value-Added Services
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.

WellCare has significant experience investing in innovative benefits and services that positively influence our members’ health and quality of life. We have leveraged market studies such as the “Evaluation of Iowa’s Medicaid Managed Care Program: The Consumer Perspective,” evaluated key state initiates, and collected critical information through community advisory councils to design an expanded benefit package that complements those benefits offered by the capitated benefit package. 
These expanded benefits are designed to address enrollee needs and contribute to improvement in quality outcomes by removing barriers to care and enhancing quality of life. We believe these benefits deliver meaningful, lasting improvements for our enrollees thereby delivering value to our providers and state partners. Our planned list of value-added benefits for Iowa includes (but is not limited to):

	WELLCARE OF IOWA’S VALUE ADDED BENEFITS

	Healthy Reward Cards
	Art Therapy

	Respite Care
	Over-the-Counter Drugs

	Hypoallergenic Bedding Allowance
	Weight Watchers Club Memberships

	Equine Therapy
	Stay Connected Cell Phone Program



For details on these value added benefits please see Attachment 3.2.14_WellCare of Iowa Value Added Benefits
2.	Provide any applicable data on improved outcomes linked to Value-Added Services you have implemented in other states.
Here are just a few of our “success stories” related to some of the value-added services proposed in Iowa:
Weight Watchers
A female member weighing 240 pounds with a BMI of 39.9 entered her WellCare-covered Weight Watchers program in August 2012. She struggled with portion control, poor nutritional choices and a history of hypertension. She was encouraged to purchase and use a child’s partitioned plate to decrease her portion size, and she set up a vase in which she places colored stones for each pound she loses so she can gauge her success. Ten months later, the member had lost 35 pounds and “as the stones increased in her vase, she became more positive and aware of her health and wellbeing”.
Also taking advantage of her Weight Watchers benefit, another female member with a history of hypertension, a size 26 dress size and weighing 257 pounds also enjoyed remarkable success. In addition to joining Weight Watchers, she was encouraged by her case manager to enroll in WellCare’s disease management program for hypertension. Eight months later, her weight had decreased by 34 pounds, her dress size was an 18, and her blood pressure went from 140/90 down to 115/68. 
General Education Diploma (GED)
After receiving their GED vouchers from WellCare of Georgia, two Savannah area high school dropouts completed their GEDs and went on to obtain their certified nurse assistant (CNA) certification from their local technical college.
Over the Counter (OTC)
A young mother was contacted through our ER Diversion program regarding the frequency with which she was bringing her child to the emergency room for otitis media (ear infections). She stated that she did not have a thermometer and did not know how to take her child’s temperature, nor did she know who her child’s PCP was. After receiving education about her OTC benefit, she agreed to order a thermometer and baby aspirin for her home medicine cabinet, and the WellCare associate also helped her schedule a follow-up appointment with her child’s PCP.


3.2.15 Administration of Covered Benefits
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WellCare strives to provide quality health care at the most appropriate, least restrictive setting and at the right time in order to optimize outcomes for our members. The following are goals of our clinical services program:
Care for the whole person meeting individualized needs
Facilitate care locally in the community through trusted providers and influencers
Provide highly-specialized support for those with complex needs
Enable care by engaging members, caregivers, and providers as partners
Our clinical services program is built upon our deep knowledge and understanding of Medicaid programs and Medicaid enrollees. WellCare’s clinical services program includes prior authorization, concurrent review, and retrospective review. The clinical services operation consists of locally based staff, staff in our national headquarters in Tampa, and our delegated vendor(s) who provided medical necessity review for select procedures and services. Our clinical services policies and protocols are designed to ensure: 
The appropriate level of care is being provided at the appropriate place of service based on the diagnosis from the treating provider
The care to be provided is included in the defined benefits, and is appropriate, timely, safe, known to improve health outcomes, and cost-effective
There is effective and timely coordination among medical management and behavioral health functions including but not limited to concurrent review, case management, disease management, and quality management and information is communicated to applicable operations areas or per contractual requirement with external agencies
There is no duplication of services and services to be provided are not for the convenience of the members or provider
The care to be provided to the members is supported by policies and procedures and is reviewed by a professional who has appropriate clinical experience
There is proper documentation including any alternative services approved in lieu of the original request
The successful coordination of social service access and utilization to remove any social barriers to health care access
The process of determining medical necessity must consider the individual members needs and circumstances while being built on an effective, reliable, scalable foundation. That foundation includes:
Written, evidenced-based guidelines and criteria
Qualified, licensed health professionals
Technology
WRITTEN, EVIDENCE-BASED GUIDELINES AND CRITERIA
Medical management guidelines and review criteria are of critical importance in ensuring members receive the right care, at the right time, and in the right setting. Guidelines and criteria ensure medical necessity decisions are based on sound clinical evidence and enable fair, impartial, and consistent decision-making. These guidelines are applied along with Iowa Medicaid, Iowa Health and Wellness Plan, and Healthy and Well Kids in Iowa programs, Iowa CHIP State Plan, Iowa Medicaid Policy and Procedures Manuals, and other relevant regulations and guidelines for making medical necessity determinations.
Through our twenty-year experience serving Medicaid members, we are uniquely positioned to effectively apply the criteria and guidelines in a manner that is customized for the complexities of the Medicaid population including considerations for individual factors such as age, comorbidities, complications, progress, psychosocial situation, home environment, the local delivery system, and the availability of services.
WellCare’s guidelines and criteria include
InterQual® Clinical Guidelines
InterQual® Behavioral Health Guidelines
CareCore® National Guidelines
Pharmacy Guidelines
Clinical Coverage Guidelines
Clinical Practice Guidelines
Pharmacy Guidelines
Hayes Health Technology
Preventive Health Guidelines 
WellCare’s provider manual is considered an extension of our provider contract and outlines our medical necessity requirements. To ensure providers meet these requirements, WellCare’s provider relations representatives conduct regular onsite visits to educate on the importance of the medical necessity guidelines and referrals. We also conduct medical record reviews to measure provider compliance with our medical necessity and other guidelines. If deficiencies are noted, appropriate action is taken, including (but not limited to) peer-to-peer counseling and implementation of a corrective action plan. 
SECOND OPINIONS
WellCare provides for second opinions anytime there is a question concerning a diagnosis or the options for surgery or other treatment of a health condition when requested by a member, parents and/or legally/appointed representative. The second opinion shall be provided by a WellCare network provider or, when requested or required, WellCare will arrange for the member to see a non-contracted health care professional. WellCare provides second opinions at no cost to our members.
COST SHARING AND PATIENT LIABILITY
WellCare will not require any cost sharing or patient liability responsibilities for covered services except to the extent that cost sharing or patient liability responsibilities are required for those services in accordance with the Law and as described in Section 5. We will not hold members liable for debt due to insolvency of the WellCare or non-payment of by the State. We also acknowledge that we nor our providers and subcontractors may charge members for missed appointments.
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 the contract operational start date of January 1, 2016, WellCare will service existing Medicaid members, while educating them about new benefits and services available to them. WellCare will also work with DHS to assist new members transitioning to WellCare from another managed care contractor, the fee-for-service system, or from private insurance to ensure they are served in a timely and appropriate manner to maintain continuity of care. The following narrative discusses the processes, personnel resources and infrastructure WellCare will leverage to accomplish that objective.
WellCare can allow a Transition of Care (TOC) period at any length that the DCH contract requests and that is in the best interest of the member to support continuity of care. During the TOC period, we will create a waiver of authorization (sometimes called an “A-waive”) in our claims platform to allow for services in transitional circumstances, such as: :
Having a procedure or treatment that was already scheduled
Receiving ongoing treatment or medication
Receiving non-acute care in an inpatient facility
This flexibility enables us to better ensure a smooth transition and continuity of care that is tailored to the unique needs of each transitioning member.
When newly enrolled members join WellCare, we allow for a 30-day transition of care period for their medications. During the transition of care period, all edits are lifted for most medications (i.e., Hepatitis C medications still require prior authorization). Beyond this customary transition of care, WellCare utilizes claims history to allow members receiving medication in protected clinical classes (i.e., immunosuppressants for prophylaxis of organ transplant rejection, antidepressant, anticonvulsant, antipsychotic, antiretroviral, and antineoplastic agents) to continue to receive these medications without any need for the prescriber to provide additional clinical information. Pharmacy claims history is reviewed at the point-of- sale and the medication filled automatically without prior authorization review.
WellCare has extensive experience managing the transition of populations from fee-for-service to managed care. During the past thirteen years, we have transitioned over 2.3 million Medicaid and Medicare beneficiaries into managed care. For example, in Hawaii, our ‘Ohana plan successfully transitioned over 22,000 QExA members into managed care from fee-for-service Medicaid in 2009. Through our experience, we have identified three essential components for successfully transitioning beneficiaries, in partnership with the State, from fee-for-service into managed care, or from one health plan to another:
Close Relationships with the Provider Community: The transition process cannot wait until enrollment is underway, but must begin months earlier, through communication with Medicaid providers, both in and out-of network, regarding our care management and claims submission procedures and our desire to work together to ease the transition process for their patients.
Effective Communication with Members: During our initial outreach to new members, we will inquire about existing services and take the necessary steps to ensure care continues without interruption. Our policy throughout the transitional period will be one that places service continuity above strict adherence to formal authorization requirements.

Timely Assessments and Care Plan Development: WellCare will have the tools and authority necessary to evaluate our members, determine who needs care management, rapidly obtain existing care plans (where applicable) and initiate a new, comprehensive and culturally appropriate care plan that has been developed with, and approved by the member and the member’s PCP. If a new member is receiving medically necessary covered services in addition to, or other than, prenatal services the day before enrollment into the plan, we will continue these services, without any form of prior approval for the lesser of 45 days or until the member’s medical needs have been assessed or reassessed by the PCP. Pregnant women entering the health plan in their second or third trimester will continue receiving prenatal care through the postpartum period from their existing provider, whether or not the provider is in our network. 
WellCare will implement mechanisms to ensure the continuity of care of members transitioning in and out of our health plan. We acknowledge and understand that possible transitions include, but are not limited to: (i) initial program implementation; (ii) initial enrollment with WellCare; (iii) transitions between program contractors during the first 90 days of a member’s enrollment; and (iii) at any time for cause as described in the Section 7.4.1. of the RFP.
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During year 1of 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, WellCare will honor existing authorizations for covered benefits for a minimum of 90 calendar days, without regard to whether such services are being provided by contract or non-contract providers. Beginning one year from the Contract effective date, WellCare understands and acknowledges that we will honor existing authorizations for a minimum of 30 calendar days when a member transitions to WellCare from another source of coverage, without regard to whether services are being provided by contract or non-contract providers. WellCare will 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, WellCare will 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.
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During the first 90 days of the Contract, with the exception of LTSS, residential services and certain services rendered to dual diagnosis populations, WellCare will allow a member who is receiving covered benefits from a non-network provider at the time of enrollment to continue accessing that provider, even if the network has been closed as described in Section 6.2.4. WellCare will establish single case agreements or otherwise authorize non-network care past the initial 90 days of the Contract to provide continuity of care for members receiving out-of-network services. WellCare will also make commercially reasonable attempts to contract with providers from whom an enrolled member is receiving ongoing care.
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WellCare acknowledges and understands that we will be responsible for care coordination after the member has disenrolled from WellCare whenever the member disenrollment occurs during an inpatient stay. We also acknowledge that we will be responsible for acute inpatient hospital services for members who are hospitalized at the time of disenrollment from WellCare until the member is discharged from acute care or for 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. We also acknowledge and understand that when a member’s disenrollment to another program contractor occurs during an inpatient stay, WellCare shall notify the new program contractor of the inpatient status of the member. WellCare shall also notify the inpatient hospital of the change in program contractor enrollment, but advise the hospital that the program WellCare will maintains financial responsibility.
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WellCare acknowledges and understands 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 of services. WellCare understands that we shall ensure that members receiving LTSS will be permitted to see all current providers on their approved service plan when they initially enroll with WellCare, 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. We acknowledge and understand that we shall extend the authorization of LTSS from a non-contracted provider as necessary to ensure continuity of care pending the provider’s contracting with WellCare, or the member’s transition to a contract provider. We understand and acknowledge that WellCare shall facilitate a seamless transition to new services and/or providers, as applicable, in the plan of care developed by WellCare without any disruption in services. 
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WellCare acknowledges and understands that during the first year of the Contract, we shall permit members using a residential provider at the time of enrollment with WellCare to access the residential provider being utilized at the time of enrollment for up to one year, even on a non-network basis. For purposes of this requirement a residential provider is defined as a: (i) nursing facility; (ii) ICF/ID; and (iii) support for the member to live in a residential setting either controlled by the member or the provider funded through 1915(i) Habilitation waiver provider or a 1915(c) HCBS waiver. 
We also acknowledge and understand that effective one year after the Contract effective date, WellCare shall not transition members using residential providers, as defined in Section 3.3.5.1, to another residential provider unless the following conditions are met: (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 WellCare, which shall not include the residential provider’s rate of reimbursement; or (iii) the residential provider has chosen not to contract with WellCare. 
We acknowledge that if the residential provider is a non-contract provider, WellCare may: (i) authorize continuation of the services pending contracting with the provider; (ii) authorize continuation of the services, for at least 30 days pending facilitation of the member's transition to a contracted provider, subject to the member’s agreement with such transition; or (iii) continue to reimburse services from the non-contract provider. If a member is transitioned to a contract provider, WellCare will extend the authorization of services with the non-contracted provider beyond the minimum 30 day requirement as necessary to ensure continuity of care and the member’s seamless transition to a new provider. We also acknowledge and understand that WellCare shall permit a member with a dual diagnosis of a behavioral health condition and developmental disorder to remain with their residential provider for at least one year or with their inpatient psychiatric provider, regardless of network status, as long as the services continue to be medically necessary. If, for whatever reason, a member can no longer be served by his/her residential provider it shall be WellCare’s responsibility to find and make available to the member an alternative residential provider that can meet the member's needs so there is no break in services.
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WellCare makes every effort to ensure that pregnant members are engaged with their provider throughout the pregnancy and post-natal periods. We also understand the importance of continuing a relationship with an OB-GYN provider during pregnancy. WellCare will permit WellCare of Iowa members who are pregnant at the time of enrollment to remain with their provider, even if the provider is a non-network provider until delivery. WellCare will not deny payment to an out-of-network provider who provides care to a WellCare member who is pregnant. WellCare will formalize for the Agency review and approval, a continuity of care policy to address members who are pregnant at the time of enrollment with WellCare and are receiving services from an out-of-network provider. 
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Even if the provider is not in-network with WellCare we acknowledge and will comply with the requirement that WellCare 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 months as long as the services continue to be medically necessary. We acknowledge and understand that WellCare 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.
3.4 Coordination with Medicare
1.	Describe your proposed approach and strategies for coordinating care for duals (members with both Medicare and Medicaid coverage).
WellCare recognizes that an individual with both Medicare and Medicaid coverage requires additional attention and diligence in ensuring that they receive the care they need. Because of the nature of disease and illness impacting this population, providers must be more vigilant in how they provide care as well as the types of additional services that may be required to assist the member in achieving their maximum wellness. Our proposed approach and strategy to coordinate care for our dual members is based on four key elements; existing experience, specialized staff, community partners, and training.
Existing Experience
WellCare has significant experience working with the dual eligible populations and will draw upon this experience to ensure a positive care experience for members in the WellCare of Iowa health plan. In Hawaii over 60 percent of our members are dually eligible for Medicaid and Medicare, and enrolled in our Dual Special Needs Plan (DSNP). A unique feature of our MMP is its ability to manage a member with multiple benefits (e.g., a dual eligible with Medicaid and Medicare) as a single member. We create a single care plan in partnership with the member’s provider that complies with both programs and provides a comprehensive plan including goals, interventions, and measures. The integrated care plan can be shared with members in an easy to read format empowering the member to be a full partner in improving their health. Working with dual eligible members requires a unique skill set and knowledge base that takes into account an understanding of the membership’s clinical co-morbidities and how to navigate the coordination between the two programs. As Medicare is the primary payer for most services, coordinating care for dual members entails additional complexities. 
Specialized Staff
WellCare’s care coordination is the key modality for ensuring ongoing continuity and coordination of care with the dual members and providers. The case manager serves as a conduit for critical information and ensures that different practitioners or health care entities are aware of pertinent member conditions and needs. The case manager supports the member and assists in identifying services, scheduling appointments, arranging transportation, obtaining medications and marshaling other resources to facilitate access to care and continuity of services. The case manager is both a shepherd and advocate for the member and uses clinical and social expertise to ensure partnerships with community providers and services.
Community Partners
As with other populations, working effectively with the dually eligible population is enhanced through outreach and community partnerships. To this end, WellCare has extensive relationships with the Salvation Army and Area Agencies on Aging. Through these partnerships WellCare will co-sponsor events and community outreach activities that bring dually eligible individuals together with service organizations to help dually eligible citizens thrive and coordinate their care.
Training
Our associates must know benefits available to members under each program and individual program rules to provide effective guidance and service coordination. WellCare of Iowa will provide extensive training on Medicare to our employees, the different types of Medicare programs members may be enrolled in and how to identify in which Medicare program members are enrolled. This has proven invaluable in assisting us in educating members on how to make the most of their health coverage benefits. In addition to having staff knowledgeable about how to coordinate benefits for duals, WellCare has the claims experience to effectively process and pay claims for this membership. Having our system already configured for cross-over claims and unique home- and community-based services (HCBS) that should not deny for primary Medicare coverage allows for timely and accurate claims payment creates an added level of confidence and assurance that WellCare is best suited for working with Iowans who have dual coverage.  
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.
WellCare of Iowa will create thorough orientation and training materials for our staff. Since we are already providing services to dual eligible members, we have materials developed in other markets that will be modified to accommodate the unique member needs and Iowa specific Medicaid policies. The training curriculum will include topics that are essential for treating dual eligible members including but not limited to benefit structures, differences between benefit packages, appeals and grievances for Medicare and Medicaid, and other applicable topics that will assist our staff in understanding the program and being about to perform their duties expertly. Additionally, WellCare will receive training on our HealthConnections model which links valuable social and other services needs not covered by Medicaid but which the member may need to support them in achieving their best level of wellness. The training will consist of three weeks of online and classroom style training. 
Staff will be trained at initial hiring as a part of their orientation, annually thereafter or when performance issues arise that may indicate an additional need for training. Specialized classroom style training is conducted based on employee’s role in servicing dual members. For example, in addition to the training curriculum identified above, a case manager would be additionally trained on the following: 
Model of Care Requirements for duals
Coordinating Home and Community Based Services 
Accessing Health Plan Benefits and Coordinating Medicare/Medicaid benefits for the dual member 
Case Management Services (includes Health Risk Assessment Tracking process, Care Plan Development, Intervention and Re-assessment) 
Leveraging community programs and services to help members and their families/caregivers
The classroom and online training includes tests designed to gauge effectiveness of the training. Deficiencies or areas of opportunity are identified, documented and addressed one on one with the staff. Attendance for all training is documented and tracked by WellCare’s Training department.








































SECTION 4 – LONG TERM SERVICES AND SUPPORTS
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.
WellCare Health Plan, Inc. (WellCare)’s multidisciplinary professional team has collectively and carefully reviewed, researched and adopted a culturally competent care model to serve our WellCare of Iowa members at all levels of need. Drawing on WellCare’s nationally-recognized successes in working with individuals with long term care needs in Hawaii, New York and New Jersey, we have built a model of care for Iowa’s MLTSS program that is grounded in the principle that all members should be afforded the opportunity to achieve their optimal level of functioning and independence in the least restrictive setting of their choice. The WellCare Difference: 
Driving Improvement
In five years in Hawaii, we reduced the percentage of members living in a Nursing Facility from 54 percent to 41 percent
In 2014, 87 percent of WellCare of New York members rated their managed long term care services as “good” or “excellent”. 


This model has been further informed after in-person meetings in Iowa with critical stakeholders including the Iowa Association of Community Providers, the Iowa Health Care Association, and Disability Rights Iowa. These advocates and provider organizations provided recommendations on program design and provided valuable insight into the current landscape in Iowa for people receiving long term services and supports (LTSS). 
Some of the insights we gathered from these organizations and their dedicated members include:
Transitioning children with disabilities into adult service programs continues to be a challenge
Community integration and full compliance with the concept of the Olmstead Act is still a work in progress and needs continued attention including focusing on employment opportunities
Coordination of services in all LTSS service locations is a critical opportunity for improvement and success
Quality and safety is the fundamental basis in developing a LTSS program
Services must be designed with the individual as the focal point with their input and goals in mind at all times
A true partnership between WellCare of, Iowa’s LTSS Providers, the Disability Advocates, and the members themselves will create the best solution
Understanding these priority issues for members in the LTSS program, WellCare designed our approach to serving LTSS members within a universal framework that allows us to meet the individualized needs of members who experience complex and multi-faceted problems associated with physical, functional, psychological, social, developmental and economic issues of life. WellCare’s model is consistent with the Centers for Medicare and Medicaid Services’ (CMS) identified 10 essential elements of managed long term services and supports programs:
Adequate planning and transition strategies
Stakeholder engagement
Enhanced provision of home and community based services
Alignment of payment structures with MLTSS Programmatic Goals
Support for beneficiaries
Person-centered processes
Comprehensive and integrated service package
Qualified providers
Participant protections
Quality
WellCare of Iowa’s model of care is structured to empower the member by engaging them to actively participate in developing details of their plan of care. Our model supports the integration of all care types including long-term supports and services, behavioral health care, pharmacy, home and community based services, physical health care and ancillary health care services. But most importantly, we have built into the core of our model a holistic approach to care planning and coordination by incorporating key natural and community supports, social determinants and life circumstances outside the traditional health care infrastructure, Leveraging our award-winning, proprietary branded service model, we are tapping into unique ways to assess and solve for the social determinants of health care on behalf of our members. 
The goals and operational principles of our programs include:
Collaboration of an interdisciplinary care team to comprehensively help members address their individualized and complex needs. 
Stakeholder engagement (member, family, providers, ancillary health care team, vendors, community resources).
 Robust access to and continuity of appropriate care and services
Development of a goal oriented comprehensive integrated care plan/service plan with ongoing monitoring and validated measureable outcomes. The care plan will serve to assist member in reaching their goals, attaining and maintaining optimal health, wellness, independent function, community integration, and safety in the least restrictive community-based living environment. 
Member education, ongoing assessment and evaluation, care coordination and proactive early intervention(s) to prevent or minimize potential complications associated with the members’ impactable conditions.
Facilitation of needs covered within the plan’s benefits in addition to utilizing WellCare’s extensive locally pre-surveyed Community-Based services data base and innovative strategies for leveraging community supports as WellCare has demonstrated in other states. 
Ongoing coordination and collaboration of appropriate care and service delivery that is applicable to the member’s unique cultural, psychological, behavioral, physical, social, educational, intellectual and vocational needs and status.
Ensure cost effective care without compromising quality.
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.
WellCare of Iowa’s LTSS program is built on the foundational idea that each member has the ability to reach his or her own individualized goals with the right supports and services in place. Ultimately, we designed our program to be member-centered so member engagement drives the process because we believe that our success is only derived when members are able to achieve their own optimal levels of self-management and independence.
To help our members achieve these goals and ensure they are served in the community of their choice, we provide members multiple layers of support that include:
Conflict-free assessments
A dedicated Community Based Care Manager
A member-centered interdisciplinary care team that includes, among others, the member, his or her Primary Care Physician (PCP), other service providers (including LTSS, behavioral and/or physical specialists) and any advocates, friends or family members identified by the member
A detailed care plan developed by the member with the assistance of his or her interdisciplinary care team that also includes a risk agreement, a service plan and emergency or back-up plan
A robust statewide accessible network of service providers to meet primary, secondary and tertiary needs including home and community-based service providers, dedicated PCPs, LTSS providers and specialists of all kinds
Integrated community and natural supports and the power of WellCare of Iowa’s HealthConnections Model to draw upon those supports effectively
Flexible funding to meet immediate and long term needs of members to help them achieve independence in the least restrictive and appropriate setting when it can be made less costly than an institutional level of care
Constant and continuous monitoring at the individual members and at the system level through the use of WellCare of Iowa’s proprietary and comprehensive electronic tools and technologies, including our member 360 view – a part of our care system platform that allows WellCare of Iowa to see every aspect of an individual members needs and be alerted should there be gaps or other barriers that require intervention for that member to be successful
Each of these elements works seamlessly together to help members receive services in the community of their choice. 
Assessment, Care Planning, Community-based Case Management and Member Choice
The first tier of WellCare of Iowa’s LTSS program is our care management staff dedicated to personal contact with the member from initial assessment through the care planning process and continued monitoring of provision of services and reassessment. 
Expression of member choice begins from the very first assessment, which is completed by the Field Assessment Nurse, who conducts a face-to-face InterRAI-HC/Supports Intensity Scale assessment. To ensure conflict-free assesment, the Field Assessment Nurses are completely independent and once assessment is completed, they hand off the member and are not involved in their care planning or ongoing monitoring processes moving forward.
The Community Based Case Manager (CBCM) serves as the member’s primary point of contact throughout the life of the member’s enrollment with WellCare of Iowa. CBCMs are dedicated to helping members in the LTSS program find ways to achieve their goals to receive services in the community of their choice. The CBCM works with the member to identify participants for a persnalized interdisciplanary care team. The care team, or ICT, helps the member as needed to develop a comprehensive, integrated care plan that details out the members needs, strengths, goals and risks, as well as a service plan that outlines the specific providers of services and supports, including natural and community supports, and the amount, scope and duration of those services tailored to that individual. The interdisciplinary care team and the care plan are additional tools members have at their disposal aimed at empowering them to reach optimal functioning and independence in the community of their choice. These tools apply regardless of where a member chooses to live in a facility or receive services in their community. It is WellCare of Iowa’s philosophy that whether members live in the community or in a facility setting, they should have every opportunty to achive their personal goals of optimal functioning and independence.
The CBCM conducts ongoing member monthly telephonic or face-to-face contacts (at least every 30 days with at least 14 days between contacts) and quarterly face-to-face visits at a minimum with at least 60 days between visits. Additional member contacts are conducted when there is a change in condition and during any reassessments necessary to insure that all member needs are met. WellCare of Iowa ensures that members, member-advocates and caregivers have access to us at a moment’s notice so changes in condition that may require intervention can be addressd timely.The CBCM, member and ICT work collaborately to integrate and support a person-centered model of care, delivering an end-to-end member experience that fosters communication between caregivers as the member moves through their continuum of care. 
A Hollistic Approach to Care: Integrating the Provision of Traditional Care, Community and Natural Supports
The key to helping members achieve their individual goals to receive services in the communty of their choice is to ensure an array of providers and supports are available regardless of where they live. WellCare of Iowa has already been working to secure a robust network of LTSS, home and community-based, primary care and specialized providers in every area of the state and has detailed plans as outlined in Section 6 of this response to maintain and grow that network. Our CBCMs play a role in that process by identifying needs as they arise when care planning with individual members and communicating across departments to ensure needs are quickly identified and addressed. Our rapid response approach to meeting those needs means we find innovative ways to ensure services are available. 
One approach we will use is telemedicine service to improve access to essential health services that may not be otherwise available in rural areas. Nationwide we have invested in innovations like telemedicine that enhance the health and quality of life of our members through expanded access to high-quality health care no matter the health status or location of our members. 
WellCare of Iowa also has a unique proprietary approach to connecting members with community supports through our HealthConnections model. Community supports, such as housing assistance, food banks, ancillary transportation, and employment assistance are often as critical to helping members reach their goals as traditional health care and home and community based services. This is why WellCare of Iowa recognized early that we have a vested interest in ensuring those supports are available even when they are outside our network of service providers. Through HealthConnections, we connect to the local social safety net services and collaborate at the individual, community and system levels to ensure services are sustainable and available.
HealthConnections includes a data-driven approach to identifying resources and needs. Our HealthConnections database includes more than 75,000 community-based public assistance organizations, services and health related activities nationally. We have already accessed key data for Iowa to overlay into our advanced data systems to identify resources and opportunities. For example, we would like to expand our Healthy Food Access Pilot model used in other states in Iowa by partnering with River Bend Food Bank or Friendly House of Davenport, WIC and other state agencies to increase participation of Farmer's Markets in supplemental nutrition assistance programs and drive attendance by our members to those markets to reduce access barriers to healthy food.
Additionally, in our other states, through the HealthConnections Model, we have collaborated with community resources to expand the available capacity of adult foster care and adult day care programs. For example, we determined there was a shortage of adult foster care capacity for “high need” members (e.g., complex, medical care, hospice, or complex behaviors) and worked with specific community case management agencies to develop and train specialized caregivers. We developed and implemented a strategic process to encourage our adult foster home providers to take these members into their homes. The ongoing needs of the member population in Iowa will drive our innovative strategies to ensure members are served in the most appropriate, desired, safe, and cost effective setting as is possible in accordance to the 1915(c) Home and Community Based Services (HCBS) waiver limits.
Flexibile Funding: A dynamic approach to meeting member unique needs
WellCare of Iowa’s funding decisions will always consider the member’s choice and community-based alternatives within the available resources to promote the State’s goal of maximum community integration. For example, if during a member-centered care planning visit, it is identified that the member qualifies for adult day services but instead chooses to continue volunteering at a community center, WellCare of Iowa will increase the transportation allowance in place of the adult day services to allow the member to access the services of their choice. 
In order to ensure the health, safety and welfare in the domecile of the member’s choice, the CBCM will augment LTSS services with natural supports and social services (e.g., housing, energy assistance) that are needed to delay or prevent the need for institutional placement. We will ensure that those members who require enhanced staffing to support them in the least restricted setting will not have that staffing reduced without a supporting reduction in clinical need documented by the member’s provider. In short, WellCare of Iowa will exhaust all options within the framework of the governing waivers and federal and state rules and regulations to make the members’ goals attainable.
4.2 Level of Care Assessments	
WellCare of Iowa promotes a “No Wrong Door” approach to identifying members who may benefit from LTSS services. Every Associate who interacts with members, such as member services representatives and discharge planners, as well as our network providers are trained to make identify unique needs and make referrals as necessary. 
Our process for the identification of care coordination opportunities and referrals are: 
Self-referral or referral from caregivers
WellCare Internal Departments such as member Services, Care Coordination, Behavioral Health, Utilization Management
Hospital Admissions and Discharge Planning
Provider Referrals 
Community Programs
State agencies
Proprietary algorithms
Claims Data
Pharmacy data
24/7 Nurse Line and Crisis Line
Members referred who have been identified as potentially meeting an institutional level of care or in need of institutional placement or 1915(c) HCBS waiver enrollment will receive a conflict-free assessment using the InterRAI-HC/SIS.
In accordance with the guidelines outlined by the state of Iowa, “the level of care and assessment for members potentially eligible for 1915 (c) HCBS waiver enrollment shall include an assessment of the individual’s ability to have his or 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.”
WellCare of Iowa will use and comply with the designated tools outlined in Section 4.2.1 (e.g., InterRAI-HC and Supports Intensity Scale (SIS)) to determine the level of care and assessed supports needed for individuals wishing to access either community supports or facility care for the programs indicated – AIDS/HIV, Brain Injury, Elderly, Health and Disability, Intellectual Disability, Physical Disability.
We will ensure through our policies and procedures that Medicaid enrollment and initial level of care including nursing facility – intermediate care facilities for individuals with intellectual disabilities (ICF/ID) or 1915 (c) HCBS waiver individuals who are not enrolled with WellCare of Iowa and are applying for initial Medicaid eligibility are referred to DHS. 
1. Describe your ability and process for conducting level of care reassessments and tracking and determining when a reassessment is required.
WellCare of Iowa understands that the status of a member may fluctuate as new situations arise such as hospitalizations, catastrophic events, changes in caregiver support or housing changes. Each significant event impacting the health and quality of life of a member triggers a level of care reassessment. Reassessments will be completed at least annually and in response to the following triggers that may be indicate a change in status: 
Provider request
Self- referral
Hospital admission
Claims data depicting unplanned services, supplies, or equipment
Emergency room utilization
Transitions between care settings
Change in medical and/or functional status that may affect level of care eligibility
Loss of caregiver or family support
Request from DHS
This list is not all inclusive. Many other circumstances may trigger the need for a reassessment, and such circumstances will be examined on an individual basis.
Tracking and Determining When Reassessments are Due
WellCare of Iowa uses an integrated, comprehensive proprietary Medical Management Platform (MMP) that holds all information related to each member, including assessments and reassessments, and that is accessible to WellCare of Iowa associates. Our MMP system is programmed to track assessment due dates and alert the appropriate staff when a member is due for a reassessment. Additionally, it can identify aberrant situations that may trigger the need for a reassessment as outlined above and alert the appropriate member or be identified through a series of regular reporting and data mining built into the WellCare processes. 
If a reassessment is done outside of the annual cycle, the date of the reassessment for a change in condition will become the new date for each annual reassessment. Once the assessment is completed, the Field Assessment Nurse will submit the InterRAI-HC/SIS reassessment to DHS in a format approved by DHS.
Upon request, we will provide to DHS our methodology and reports for tracking reassessments. 
All reassessments that indicate a change in the member’s Level of Care will be submitted to DHS according to Iowa’s time frame and format requirements.
Propose the approach by which needs assessments will be administered in a conflict-free manner consistent with BIP requirements.
WellCare of Iowa’s approach to conducting needs assessments aligns with the goals of the Iowa’s Balancing Incentive Program (BIP) by providing for conflict-free assessments through a staffing approach that clearly separates assessment from care planning. BIP requirements outline ways to provide an experience for the member that will invoke trust in a conflict-free process. The three major program components are: 
No Wrong Door 
Core Standardized Assessments 
Conflict Free Case Management
WellCare of Iowa’s LTSS program is administered in a conflict-free manner using a core standardized assessment instrument according to State requirements. We will accomplish this by utilizing an independent Field Assessment Nurse who is not involved in any other activities related to the interdisciplinary care team. Once the Field Assessment Nurse completes the standardized assessment using the state-approved InterRAI-HC/SIS tools as appropriate, the case is handed over to a Community Based Care Manager. The Field Assessment Nurse is not involved in the care planning or interdisciplinary care team process. 
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
Upon enrollment, members are assigned to a dedicated Field Assessment Nurse based on the member’s attributes including geographic location (assuring face to face contact), special needs, and cultural/linguistic preferences. Once assessed, the member is referred to a Community Based Case Manager to initiate the care planning/service planning process. During the planning process, the CBCM employs evidence-based assessments and tools to guide interventions that assist the member in identifying, setting and reaching self-management goals. Our timeline for assessing the member’s needs is as follows:
Field Assessment Nurse completes an InterRAI-HC/SIS within 30 days of enrollment or upon receipt of file/approval from the state.
Assessments are reviewed by the CBCM and updated as needed at each monthly telephonic/in-person contact and quarterly face-to-face visit with member.
A reassessment is conducted when there is a change in condition within 5 business days of notification for any reason identified through the following methods:
· General
· Provider request
· Self- referral
· Hospital admission
· Claims data depicting unplanned services, supplies, or equipment
· ER utilization
· Transitions between care settings
· Change in medical and/or functional status that may affect level of care eligibility
· Loss of caregiver or family support
· Request from State DHS
· HCBS
· Change in residence or primary caregiver or loss of essential social supports
· Significant change in health and/or functional status
· Loss of mobility
· An event that significantly increase the perceived risk to a member
· Member has been referred to Adult Protective Services (APS) because of abuse, neglect or exploitation

· Nursing Facilities – ICF/ID
· Pattern of recurring falls
· Incident, injury or complaint
· Report of abuse or neglect
· Frequent hospitalizations
· Frequent Emergency room utilization
· Prolonged or significant change in health or functional status
Annual reassessments are conducted within 12 months from the Initial Assessment or the date of the change-in-condition reassessment. The due dates are tracked in WellCare of Iowa’s Medical Management Platform.
Reassessments can be conducted when the, member or interdisciplinary care team deems necessary to ensure health and safety of the member.
Describe your plan to track and report level of care reassessments.
WellCare currently has a robust, fully integrated member-centric system known as our Medical Management Platform (MMP) to support tracking and reporting of LTSS care coordination activities. The MMP has the ability to capture and track all member activities to include but not limited to:
Eligibility/enrollment notification and information
Level of Care assessments and reassessments notifications
InterRAI-HC or SIS Assessments and Reassessments
Acuity status for new members
Integrated care plan/service plan
Member crisis call tracking/trending reports
Referrals
Key dates and timeframes specified in the contract
Service authorizations and service delivery
Contact frequency
Documentation of Interventions
CBCMs will be alerted through the MMP that a member’s comprehensive reassessments and care plan updates are due.
Reassessments can be tracked in our MMP by date, CBCM, member, initial assessment, etc. Reports may be at the case manager level, rolled up by manager or by the entire department for senior leadership oversight. The CBCM will submit documentation to DHS in a time frame and format determined by DHs annually and when there is a level of care change. Assessments and reassessments will also be available to DHS upon request.  
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.
WellCare understands and will comply with the federal requirement related to the Pre-Admission Screening and Resident Review (PASRR) process, and will work with DHS, our contracted nursing facilities, and hospital partners to support Iowa’s PASRR process as required. 
To that end, we will collaborate with the state or their PASSR designee to ensure when members are identified to admission into a nursing facility or any other facility requiring compliance with the PASSR process, the PASSR is completed prior to admission. We will incorporate PASSR level 2 screening information into our care plans/service plans to ensure members receive any specialized services identified by the process. 
By integrating PASSR information fully into our interdisciplinary care team and care plans, those specialized services identified by the level 2 screening, are clearly part of the service plan and can be monitored along with all other services and supports identified through the care team process. 
The member’s Community Based Case Manager (CBCM) will collaborate with State and local departments and agencies to ensure that coordinated care is provided to our members without duplication. This includes, but is not limited to Mental Health and Substance Abuse agencies, and the Department of Intellectual and Developmental Disabilities assuring continuity of care for coordination of specialized services in accordance with federal PASRR requirements. 
During ongoing reassessments and care planning, we will work with Nursing Facility staff to ensure that PASRR Level II evaluations are in the member's record and that the integrated care plan addresses the specialized services for these members. CBCMs will monitor care plans to ensure that all specialized services are provided in accordance with the needs of the member. 
We will implement this same process for members residing in Assisted Living Facilities and Adult Family Care Homes. When a member is transitioning to a nursing facility, the CBCM will work with the nursing facility staff to ensure that all PASRR requirements have been met prior to the member’s admission including the PASRR Level I screening and as applicable, a PASRR Level II evaluation in compliance with DHS requirements. The Case manager will coordinate with the nursing facility to ensure that current information regarding the member’s mental health or intellectual disabilities needs (as available) are reflected in the PASRR screening in order to support an appropriate PASRR determination.
WellCare of Iowa will track and report PASRR results in our Medical Management Platform and will submit all data regarding all members identified as requiring specialized services to DHS in accordance with State requirements.
[bookmark: _Toc415121382]SOW 4.2.1 Initial Determination for Non-Members
We will ensure through our policies and procedures that Medicaid eligibility and initial level of care determinations for Non-Members are referred to DHS We will work with DHS to determine the best process and format for reporting this information.
[bookmark: _Toc415121384]SOW 4.2.3 Appearance of Ineligibility
If the member does not appear to meet the criteria for LTSS, CBCMs will advise the member that they do not appear to meet the criteria for enrollment but can continue with the Assessment and Level of Care Determination Process. Field Assessment Nurses will complete the InterRAI-HC/SIS and submit the Level of Care (LOC) Assessment to the Iowa Department of Human Services (DHS) for LOC determination. If the member decides not to move forward with the Assessment, we will accept their wishes and document the member’s decision to terminate the assessment process. Both the member and member’s representative will sign and date the form to terminate the process. WellCare will provide documentation of members who decide to terminate the assessment process in a format and timeline determined by DHS according to State requirements.
SOW 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 WellCare of Iowa will advise the member there is a waiting list and that they may choose to receive facility-based services if 1915(c) HCBS waiver enrollment is not immediately available. We will ensure that members are receiving additional non-waiver supports and services while on the waiting list, and we will work with DHS to ensure that the number of members assigned to LTSS is managed in such a way that ensures maximum access, especially for HCBS community integrated services, while controlling overall LTSS costs. To achieve this collaboration, WellCare of Iowa will provide DHS with LTSS utilization information as requested and will participate in all regular LTSS access meetings held by DHS. 
4.3 Community-Based Case Management Requirements
1. Describe your proposed model for delivering LTSS care coordination services.
WellCare of Iowa’s comprehensive care coordination model for our LTSS members is designed to respond to the unique needs and goals of each individual. We provide a person-centered, integrated, holistic interdisciplinary care team approach led by the member and incorporating physical, behavioral health, home and community based services, LTSS services and supports, community and natural supports, along with WellCare of Iowa’s cross functional teams (i.e., utilization management, case and disease management, etc.). This person-centered approach is facilitated by dedicated Community Based Case Managers (CBCMs) who act as the member’s advocate and the main point of contact to help each member achieve his or her optimal level of self-direction, functioning and independence. Driving Improved Outcomes: 
The WellCare Approach in Action
In WellCare’s ‘Ohana Health Plan in Hawaii, our integrated care coordination approach has led to decreased reliance on institutions with a 26 percent drop in acute admits per thousands, a 37 percent decline in acute days per thousand and a 17 percent reduction in average length of stay.

WellCare of Iowa’s LTSS care coordination services are a continuous process of Assessment, Planning, Monitoring, and Evaluation including measuring the member’s level of satisfaction and service quality. 
Assessment
Upon initial assignment of a member to WellCare of Iowa, an independent conflict-free Field Assessment Nurse will review available member history such as claims and encounter data, and any documents provided by DHS at enrollment. The Field Assessment Nurse will perform an in-person visit within 30 days of the member’s effective date of enrollment.
[image: ]During the initial face-to-face visit, the Field Assessment Nurse will conduct an InterRAI-HC/SIS assessment including social, behavioral, functional and clinical evaluations to identify the member’s comprehensive individualized needs. This information is used to inform not just medical, behavioral and LTSS needs; it also informs our ability to provide the member with other support to eliminate barriers so they can achieve their personal goals. The InterRAI-HC/SIS will be forwarded to the State to determine eligibility if not already determined eligible by the state. At this point, to ensure conflict-free assessment processes, the Field Assessment Nurse hands the member off to a Community Based Care Management and is not part of the planning, evaluation or monitoring processes, 



Planning
The integrated care planning process is an effective collaborative function, with the member being the lead that prioritizes the identified problems, goals, and interventions. The CBCM assists the member with facilitating this care planning process. CBCMs are assigned based on member attributes, including geographic location, special needs, and cultural/linguistic preferences. The CBCM will be the member’s primary point of contact and will assist the member in all care coordination activities.
To develop the most effective care plan, during the care planning visit, the CBCM encourages the member to identify individuals who will form the foundation of the member’s interdisciplinary care team. The care team is a critical part of our care coordination planning process. The care team participants can include in addition to the member, the member’s chosen family, friends and caregiver, primary care providers (PCPs), specialists, home and community based providers, facility staff where applicable or anyone else the member chooses to assist in identifying and planning for the care needs of the member. The member’s personal goals and potential barriers to care are identified during the interdisciplinary care team meetings. The CBCMs help to clarify or determine medical goals and objectives, identify natural supports, and seek appropriate alternatives for the member. They will also coordinate with the member’s PCP throughout the process. 
The CBCM will also conduct a risk assessment to identify perceived risks the member faces. Once the risks are identified, the CBCM will explain the consequences of all risks. A Risk Agreement is developed to implement strategies to mitigate those identified risks and document the member’s, or representative’s informed decision to accept the risks if the decision is to receive services in the community rather than an institution. As part of the comprehensive care planning process, a service plan is developed. The service plan indicates the types of services the member needs and has chosen the member’s choice of service providers, d and the amount, duration and scope of each service.
When developing the service plan, CBCMs use the Personal Assistance Tool, a proprietary tool designed to ensure service hours are commensurate to members’ needs for assistance. The Personal Assistance tool was developed using a common set of algorithms to assist in determining the amount of personal care that is needed. We collaborate with members to develop an appropriate and fiscally responsible care plan/service plan that enhances quality, access and cost effective outcomes. 
During the planning process, the CBCM will also help the member identify an appropriate back-up plan/emergency plan for each step in the health care process in the event of health or service complications. The care plan/service plan is a dynamic plan that will require ongoing health assessments and reevaluations of progress toward the member’s goals. When needed, the CBCM will initiate and implement appropriate modifications in the care plan, always with the members needs in focus, to adapt to changes occurring over time. members or their legal guardians/representatives will sign the final care plan/service plan indicating understanding and approval of the care plan/service plan’s goals and authorized services. A copy of the care planning documents is left with the member with one sent to the member’s PCP and another to other providers as requested.
Once a service plan is developed, services are authorized to the members’ provider choice in the amount, type of service, frequency, duration and requested start date for each service identified. Within five business day of service initiation, the CBCM will contact the member to ensure that services are in place and there are no gaps. The CBCM is also made aware of any issues that may arise with the initiation of services.
Monitoring and Evaluation
Monitoring and evaluation of the provision of and efficacy of services is the critical component of our LTSS care coordination approach. As outlined previously and detailed further below, WellCare of Iowa uses our integrated Medical Management Platform (MMP) to help monitor care plans/service plans. Through the MMP, CBCMs are alerted to aberrant behaviors (such as an unexpected hospitalization) that will trigger an evaluation of needs, service plans, discharge planning activities, level of care assessment status, and more to ensure members can remain successful in the community of their choice. 
Additionally, WellCare of Iowa monitors through the CBCM’s regular contacts with the member (monthly at least by phone and quarterly in person) as well as relationships built through the interdisciplinary care team structure. One example of the ongoing care coordination process of our LTSS model in action is our engagement with discharge and transition planning when any of our members face a change in institutional status. 
Transition/Discharge Planning
WellCare’s LTSS experience makes us acutely aware of transition events that occur with more fragile populations. These transitions need transparency to appropriately respond so that the member’s health, safety and quality of life are not significantly impaired. Discharge planning from facilities begins the day the member admits and remains in place through the 31 day post discharge, when it is determined that the potential for readmission for the same issue is resolved. 
Our utilization management (UM) staff performing Concurrent Review on the admission collaborates with the CBCM in developing a discharge plan that works to expedite the member’s discharge and return them to their home quickly, while assuring the member’s safety. The discharge plan becomes a part of the member’s integrated care plan to ensure completion of the necessary tasks and allow for the smoothest, most transparent discharge. Whereas the UM nurse develops the discharge plan with the facility discharge planner, the CBCM implements the plan, with continuous evaluation on the adequacy of the plan to ensure the member is not re-admitted for the original admission health issue including an in person visit within five days of discharge to validate the provision of services as outlined on the care plan. Every step through our evaluation of the process and of services, our CBCMs will advocate understanding and respect for the member/caregiver’s beliefs, value system and decisions, and recognize the members’ right to self-determination as it relates to the ethical principle of autonomy, including the member/caregiver/family’s right to make informed choices that may not promote the best outcomes as determined by the care coordination team.
During each touch point with the member/caregiver, the CBCM evaluates whether the member’s services are meeting their needs, if service/care gaps are closing, and the member’s/caregiver’s goals are being achieved. The Care Coordination process is perpetual and remains ongoing for the duration of the member’s enrollment in LTSS. The member’s care plan/service plan is dynamic to the member’s comprehensive needs. As the needs change, so do the services needed to provide the member supported self-care. 
1. Propose the required qualifications, experience and training requirements for community-based case managers.
LTSS Care Coordination is administered under the leadership of the WellCare of Iowa Medical Director. Vice President of Field Health Services and Senior Manager of Long-term Care. 
CBCMs are Bachelor educated Social Workers (BSW), Nurses, or have related field experience and function as the member’s primary point of contact. CBCMs must have a minimum of three years’ experience in a care coordination role in an acknowledged, licensed, or supervised community or facility program that meets the state’s needs. CBCMs will have additional training to meet our Iowa High Quality Initiative member’s needs depending on their 1915 (c) waiver, including those who choose to self-direct their care.
CBCMs are fully trained to meet the member’s needs and contractual requirements, with a robust initial on-boarding process and on-going program training and clinical oversight. Our CBCMs will meet all the qualifications and requirements specified in the Iowa Administrative Code 441 Chapter 90.
Additional support staff includes:
CBCM Supervisor - a Registered Nurse or Certified Case Manager with at least 3 plus years in a clinical position, preferably in managed care, home health, physician’s office or public health.
Field Assessment Nurses - a Registered Nurse with 2 plus years in clinical acute position – home health, physician office or public health and 1 plus years in care/case management.
Social Worker – BSW or higher with two plus years of experience in social work and in a managed care environment.
Support Coordinator – High School/GED or higher with three plus years in managed care, medical office or facility setting with demonstration of medical administrative duties.
CBCM and Field Assessment Nurse on Boarding
A comprehensive training program specific to our Iowa membership will be developed and delivered through our training team in combination with in-person shadowing and 24/7 access to computer-based training curriculum through our state-of-the-art learning management system we call “WellCare University”. WellCare University offers a robust menu of more than two thousand courses on a broad range of topics such as mandatory compliance training, medical economics, customer service skills and Microsoft Office applications. Detailed reporting capabilities are available to managers for monitoring their team members’ transcripts and proficiency. It is also the go-to platform for supporting annual professional development goals for each WellCare associate.
Supervisors will ensure ongoing training is provided to clinical staff to include all topics outlined in the RFP and additional topics that WellCare deems appropriate, including but not limited to:
	Long Term Services and Supports Training Outline

	· Iowa High Quality Healthcare Initiative Program, including the member Handbook

	· HIPPA, conflict of interest, and confidentiality

	· Resources for care coordination and available supports in the community that may assist in meeting members needs

	· Navigation of WellCare’s MMP

	Training on tools and protocols of:

	· InterRAI-HC and SIS reassessment process using DHS required forms and a library of secondary assessments and processes, including but not limited to:

	· PHQ 9 – Patient Health Questionnaire Depression Screening

	· CAGE 8 – Substance Abuse Screening Tool

	· Missed or late visit back up plans

	· In-home emergency plan (e.g., caregiver, sudden illness, etc.)

	· Inclement weather disaster planning

	· Personal Assistance (PA) Tool 

	· Electronic Visit Verification (EVV), monitoring evaluation, management, and inter-rater reliability (IRR) of risk

	· Description of the different LTSS groups (HCBS and Nursing Facility-ICFs/IDs etc.)

	· 1915 (c) waiver programs 

	· Eligibility for LTSS

	· Transition from Nursing Facility to Community 

	· Dual coordination of care

	LTSS benefits, including but not limited to:

	· Benefit – definition, expanded benefits, limits, and exclusions

	· Cost neutrality

	· Consumer Choices Option (self-direction)

	· Facilitating enrollment for current LTSS members

	· Development of a person-centered integrated care plan/service plan

	· Member rights and responsibilities

	· Member safety and infection control

	· Care Management responsibilities as outlined in the Iowa contract

	· WellCare specific roles and responsibilities of the Case manager

	· The long term care components and the continuum of long term care restrictions/limitations

	· Information on local resources for housing, education, and employment services/programs that could help member gain greater self-sufficiency in these areas.

	· Responsibilities related to monitoring for and reporting of regulatory issues and quality of care concerns

	· Population specific disabilities and diseases

	· How to refer to Behavioral Health, Disease, or Case Management

	Identifying and reporting abuse/neglect/exploitation

	WellCare policies and procedures

	Motivational interviewing 

	Cultural Competency

	Conflict Management

	Advanced Directives and end of life care


Training for any member of our care team, including CBCMs, includes up to 7 weeks in the office with our health services training specialist to go over the MMP system, global requirements and specialty subject matter training. Their training finishes with specific training for the designated member type. Therefore, for a CBCM, for example, the training would include information on self-direction services or HCBS option counseling, how to submit an authorization for durable medical equipment (DME) services needed for the member, service planning. 
Once the office-based training is complete, new CBCMs and Field Assessment Nurses shadow experienced team members. New CBCMs and Field Assessment Nurses have a preceptor checklist of training requirements. Once they have successfully completed all identified tasks and have manager approval, they begin performing assessments, initially accompanied by an experienced CBCM or Field Assessment Nurse as appropriate who works with them to develop a care plan/service plans and follow through with actions and authorizations. 
Ongoing Training: Ongoing training is provided and documented for professional growth and development, including:
Ongoing training topics as needed to maintain professional competency
Job related training in accreditation standards, contractual, state, and regulatory requirements
Any changes to the Iowa High Quality Healthcare Initiative program requirements
Annual HIPAA, conflict of interest, and confidentiality
Updated resources for care coordination process and newly available supports in the community that may assist in meeting member need(s) 
DHS required annual training
As processes or program requirements change, all Care Team members are provided training and evaluation at weekly Care Coordination team meetings according to their staff function. Our Care Coordination leadership team meets weekly to ensure standardization among all Care Teams, policy development, and training needs.
Monitoring the Effectiveness of Training and Quality of Services Provided
Managers use the following processes to identify knowledge gaps or issues that may require additional training:
Record Reviews: Records are reviewed regularly to ensure compliance with member outreach, updating of care plan/service plans, and adherence with staffing ratios. Managers are able to identify training gaps or needs through review of this documentation; ensuring members are progressing towards service plan goals.
Weekly Meeting Discussions with Staff: In addition to regularly discussed topics, special presentations may be scheduled to introduce new/updated processes, or perform training on specialty subject matter such as specialty DME equipment, Medicare benefits, etc. The Health Services (HS) training specialist uses weekly meetings to discuss new processes/standards of documentation. We ensure continuity by using the same agenda for each of the teams so all Care Coordination Team members receive the same communication/training. 
Review of Monthly Grievances Related to CBCMs – Field Assessment Nurses: We receive monthly reports on grievances related to care coordination, which are shared with our care coordination managers. We use the reports to monitor grievances for identification of trends for education/training. Individual grievances are handled at the time of complaint. However, we find that monthly trending provides an additional level of oversight over time to improve our service and satisfaction. CBMCs must call a member back within two business days from the receipt of a grievance. Additionally, we require that voice mail messages state that if an immediate response is required to contact our toll-free customer service number.
“Ride Alongs” with CBCMS and Field Assessment Nurses; Throughout the year, the manager does “ride-alongs” with CBCMs and Field Assessment Nurses to monitor not only the assessment process but also the softer skills of interacting positively with our membership. Often times, through “ride-alongs”, managers are able to identify best practices performed by the CBCMs and bring these to the entire team to enhance the member experience.
1.  Describe your proposed staffing ratio for community-based case managers to members.
The LTSS Care Coordination Team staffing assumptions are estimates derived from forecasting of the projected membership, recognition of the State defined CBCM to member ratios, and the required operational positions to meet the prescribed caseload and conflict free management expectations. The CBCM’s caseload will be managed and evaluated to ensure the maximum weighted value does not exceed the expectations of the DHS formula. WellCare of Iowa will leverage our experience staffing in other markets for the LTSS population to ensure appropriate staffing levels to support Iowa’s LTSS population.
Using a Team approach, each CBCM is supported by a team consisting of, Support Coordinators and Social Workers. For example, while the CBCM is working with the member on the development of their individualized care plan for HCBS services, the team Social Worker may be identify community supports for the CBCM to offer the member to enhance their care plan or identify housing options if the member is transitioning between settings. This interdisciplinary care team approach allows wrap around supports to the member to better facilitate the member’s needs. 
WellCare proposed staffing ratio for CBCM to members are as follows: 
	Iowa Case manager Staffing ration for Community-based Case managers

	Member Type
	Case Manager to member Ratio

	Receiving home and community based services (HCBS)
	1:60

	Receiving HCBS in an alternative community setting
	1:120

	Nursing Facility
	1:240


Monitoring and Maintenance of Caseloads
WellCare of Iowa’s Medical Management Platform (MMP) is essential to our process of monitoring compliance to caseload ratio and other contract compliance. The MMP is continually enhanced to increase our productivity and tracking capabilities. The system allows us to assign members into proper categories, allowing for easy identification, rebalancing of caseloads (as needed), and the ability to report on specific population categories. Reports may be generated on an ad hoc basis or as part of managers’ monthly monitoring. 
These caseload reports are customizable, and management has the ability to pull in data from a wide variety of fields, such as population category, date of last assessment, date of birth, address, PCP, or coordination of benefits information. Managers can export reports in Excel format, allowing them to enter ratio formulas to ensure service coordinators with mixed caseloads are compliant with the overall ratios. Having this data in Excel format allows for flexibility to tailor reports to meet the challenges of managing this complex population
 On a monthly basis, care coordination managers review each individual CBCM’s caseload to determine compliance with mandated ratios and capacity to accept new members. Data including case managers’ ratios, caseload monitoring, and productivity reports are submitted and reviewed in the quarterly Utilization Medical Advisory Committee (UMAC) meetings to ensure appropriate contract compliance, oversight, and staffing levels.
If we identify an issue with a CBCM’s caseload (i.e., too many members, member changed categories, etc.), the CBCM supervisor/manager intervenes to determine the best way to proceed. CBCMs cannot independently move members from their caseload to another CBCM. This aligns with our member-centered approach and our efforts to maintain continuity of care and relationships between CBCMs and members. 
1. Describe how care coordination services will include ongoing communications with community and natural supports.
The expectation is that the CBCM serves as the facilitator to ensure that there is continual communication with the member and among those involved in the member’s care. This may include calls or visits to a provider’s office with the member or an interdisciplinary care team conference for complex situations. One of the critical roles of the interdisciplinary care team is to brainstorm unique opportunities to leverage community and natural supports to meet members’ unique and individualized needs. How those resources are integrated is part of the planning process, and will include details of communicating with community and natural supports. 
All communication and exchange of information is done in compliance with HIPAA and confidentiality requirements. All website utilization is login and password protected. Protected Health Information (PHI) is maintained through shredding and monitored disposal of documents.
Natural Supports: During the care planning process, natural supports aimed at helping the member meet their goals are identified. Once identified by the member along with the role the natural support plays in the comprehensive care plan, the CBCM contacts the natural support identified to ensure that they want to and can carry out the services identified by the member. If they agree, the individual is added to the care plan/service plan with the service to be performed whether it is for an ongoing service or as needed. If they do not agree, a new natural support is identified. CBCMs review the natural supports and the services provided at each monthly contact with the member and confirm their willingness to continue to provide support to the member. The natural supports are part of the interdisciplinary care team and are involved in each care planning meeting and when there is a change in condition.
Stakeholder and Community Resources: To ensure a complete comprehensive care plan for each member, the CBCM leverages WellCare of Iowa’s ongoing and developing relationships with community organizations across the state to make sure community supports are available. . WellCare has implemented a process to not only assemble and monitor available social safety net services but also look at the gaps and the corresponding impact of those gaps on disadvantaged populations and link health outcomes to these services among the millions of people who rely on them every day. We call this our HealthConnections Model. 
The primary goal of the Health Connections Model is to improve the health and vitality of our members and communities by sustaining the social safety net and quantifying its impact on health outcomes. WellCare has identified four complementary program elements to achieve this goal. 
CommUnity Activities – Community based health and wellness events leveraging existing programs. 
HealthConnections Councils – Community planning councils focused on quantifying the breadth and scope of the available social safety net and identifying creative and innovative ways to sustain the network together with other community and civic leaders.
Social Service Utilization Support – Facilitating member connections to social services and bridging gaps in available community-based programs and services. 
CommUnity Health Investment Program – Strategic philanthropic granting program to support community-based innovation and to pilot potential social service payment models.
To support the primary goal identified above using the four complementary strategies, WellCare created the CommUnity Command Center, a comprehensive and inter-related data lake of community-related information across multiple databases that provides our CBCM staff ease of access to community supports that other managed care organizations simply do not have.
In addition to natural supports, service providers and community stakeholders, information is shared across the health care delivery system, to facilitate a comprehensive, holistic and person-centered approach to care and address issues and concerns as they arise. 
1. Describe how internal operations support communication among departments to ensure community-based case managers are aware of issues related to their assigned membership
Communication among internal departments begins with the member record in our Medical Management Platform (MMP) -- our robust system that allows for transparency of the entire member records throughout WellCare’s internal departments to ensure seamless coordination of care. CBCMs can access assessments, screenings and any data supplied by the state, as well as review claims history, medication reviews performed by our Pharmacy program, behavioral health screenings, consultation and disease management case notes, and any relevant demographic information. 
CBCMs are alerted for member reassessments annually and whenever there is utilization of a service unexpectedly. The MMP provides transparency for all internal partners allowing access to CBCM case notes, care plan, service plan, assessments etc. allowing for optimum collaboration of the member needs, goals and priorities. 
Telephonic and field based communication is another mode for our CBCMs to ensure up-to-date information on their assigned membership. Examples of those include:
Discharge planning: Working with the discharge planner in the hospital to assist with a seamless transition of the member to home
Nursing Facility Rounds: Attending rounds for those members in nursing facilities to act as the member advocate and develop strategies to increase outcomes in the care plan
Integrated care planning with the ICT: CBCMs can convene an ICT review when necessary to support the needs of our members during assessments, reassessments, care planning and during a change in status. ICT activities are tracked and logged in the MMP
Risk Management/Member Services: CBCMs interact with other internal cross-functional departments such as member service and risk management as necessary in order to determine that members are given opportunities to be engaged and receive quality care and services necessary for improvement in the member’s overall health and wellbeing
1. 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.
WellCare of Iowa works to minimize changes in CBCMs by focusing on employee retention, rapid resolution of member concerns, continuous monitoring and evaluation of effectiveness of CBCM work, and minimal shuffling of caseloads.
Our goal is for members to remain with their CBCMs unless a change is unavoidable or in the best interest of the member. Only a CBCM supervisor or manager can change member CBCMs. 
Some reasons that would trigger a change in CBCM include: 
Member or designee request
Departure of the existing CBCM
Conflict of interest
CBCM performance concerns
Supervisor-determined caseload readjustment 
Change in the member’s health status, cultural and linguistic preferences, or communication needs
Member relocating to different area
Member transitioning into a nursing facility or to a community
Quality issues
Below are several of the scenarios we prepare for and have provided policy and procedure on to ensure a seamless transition should a CBCM change have to occur. 
Member relocating to a different area: The CBCM will contact the member and set up a face-to face meeting. During that visit the CBCM will discuss the changes and answer any questions or concerns the member may have. If the member is relocating to a different area within the State, the CBCM will contact the new CBCM and review the member’s history with the new CBCM. The CBCM will ensure a smooth transition to the new location through coordination with the new CBCM
Member transition into a nursing facility or into the community: Unless the current CBCM’s caseload is full or the location is out of the current CBCMs area, the member will retain the CBCM whether in a nursing facility or community. If the member is transitioning out of the CBCM’s area, a new CBCM will be assigned. The current CBCM will coordinate with the new CBCM on the member care plan, service plan and any documentation needed. The CBCM will contact the member to conduct a welcome call and introduce the new CBCM
Member change to another MCO: When a member changes to a new MCO, WellCare of Iowa will contact the MCO and will send the members LOC reassessment, any assessments, care plan and service plan to the new MCO to ensure a smooth transition.
Quality or CBCM performance concern: A manager will contact the member to identify issues and resolutions with the intent to minimize disruptions. If the concerns have to do with quality, the manager will escalate the issues to Senior Leadership and submit documentation to Risk Management for review and resolution. A new CBCM will be assigned according to the member’s location, cultural/linguistic preferences and needs. The Care Coordination Manager will conduct an introductory call with the member and the new CBCM to alleviate any concerns.
Caseload Readjustment: On a monthly basis, managers review each individual CBCM’s caseload to determine compliance with mandated ratios and capacity to accept new members. Each manager compiles their caseload data to determine the teams’ capacity to accept specific categories of members. The complete data is then integrated and reviewed by senior clinical leadership. Data including CBCMs ratios, caseload monitoring, and productivity reports are submitted and reviewed in the quarterly Utilization Medical Advisory Committee (UMAC) meetings to ensure appropriate contract compliance, oversight, and staffing levels.
Member/Designee Request: We recognize that from time-to-time a member may request to change a CBCM. WellCare will do its best to honor that request when there is an alternative CBCM. The member will be assured that requesting a change will have no adverse effect on their eligibility or services. 
In addition to advising the member verbally, the member handbook will inform members of their right to change their CBCM at any time. The written materials provided to the member during the initial onsite visit will include instructions on how to request a change in CBCM. 
A member will be able to call WellCare of Iowa’s member Service Center, send a written request, or raise the request with their current CBCM. The request will be forwarded to the appropriate CBCM’s supervisor, who will contact the member or designated representative to verify the change request and select a replacement within three 3 business days. The supervisor will enter the reasons for the change in our Medical Management Platform for tracking and reporting purposes. In the event that there is limited availability of alternative CBCMs, the supervisor will work with the member to ensure the member’s acceptance of the CBCM. If the request is related to quality of care, it will be reviewed by our regional field-based quality improvement specialists.
To maintain continuity of care, the current CBCM will conduct a visit with the member to introduce the newly assigned CBCM and ensure that the member is comfortable with the change. Together with the member they will review the plan of care and service plan and update as necessary. The clinical record in our MMP is reassigned to the new CBCM, documenting the change in CBCM along with the date and time of reassignment in the member’s record. 
1. Describe your proposed discharge planning process.
Because of our extensive experience working with populations with complex needs, we know that even temporary hospitalization can lead to long term institutionalization if members, their caregivers and families are not reassured that they have a comprehensive package of supports and services readily available upon discharge. 
This is why we have built an integrated discharge planning process that take into account the member’s existing care and service plans as well as all supports and services newly identified through discharge planning. 
WellCare of Iowa believes discharge planning begins at the time of admission. To ensure the member’s Community Based Care Manager is engaged, members are flagged in our system so the nurses conducting initial hospital review or concurrent review can notify the assigned CBCM. 
At that point, the CBCM contacts the Discharge Planner to inquire about the member’s discharge plan and the anticipated discharge date. If the discharge is within a few days, the CBCM will contact the member to visit the member in person. When a member is anticipated to be inpatient longer than a few days, the CBCM will be in continual contact with the Discharge Planner to ensure an assessment is completed, and the care and service plans are updated prior to the member’s discharge. The CBCM will also observe and document in the member’s record the reason for hospitalization, the member’s physical and emotional condition, his or her satisfaction with services, any upcoming physician appointments and medication changes. 
With the member’s consent and working with the member, the CBCM facilitates collaboration with participants in the member’s interdisciplinary care team, and other identified supports in the development of the discharge plan.. The hospital nurse reviewer then coordinates the member’s discharge plan with the member, the CBCM, the interdisciplinary care team and the facility discharge planner as appropriate. 
The CBCM facilitates communication and transition to community providers and services, including making the necessary follow-up behavioral health and medical appointments, and securing transportation to and from the member’s medical home, behavioral health home, and other providers, including pharmacy, residential services, day treatment programs, outpatient appointments, inpatient/outpatient rehabilitation, skilled nursing facility care, and HCBS as appropriate. After discharge, the CBCM contacts the member by telephone or in person, based on complexity, to inquire if the member and/or representative has any questions or concerns and to determine barriers to or gaps in care and any near immediate needs during the post-discharge period.
1. Describe your process for monitoring the effectiveness of the community-based case management process. Provide outcomes from similar contracts in other states, if available.
WellCare of Iowa’s LTSS community based case management process is fully integrated into our Quality program outlined in Section 10 of this response. We use the same tools to monitor the effectiveness of our LTSS care coordination services as we do for the program as a whole. Those tools include:
Utilization Reports
HEDIS® Quality Reporting
Quarterly Chart Reviews
Additionally, we have an Electronic Visit Verification system that helps us monitor in real time the provision of services. This is an important tool because we know the first step to effectiveness is the consistent delivery of services as outlined in the care plan. 
Utilization reporting is a critical tool when working with the LTSS population. Because of the complex nature of their needs, they often naturally fall outside norms for other traditional health care metrics. Utilization reports can paint the best picture of whether our community based case management processes are effective in meeting the state’s goals of reducing institutionalization. For instance, if we see a continued increase or lack of decrease in amount of time members are living in nursing facilities, WellCare of Iowa leadership would review and conduct a root cause analysis. If it is determined that our care coordination processes are not helping members find ways to transition out of facility settings if they choose, we will introduce necessary interventions. Demonstrating Effectiveness: 
By the Numbers
In Hawaii, we experienced a 15 percent drop in nursing facilities admissions over the past six years.

HEDIS® Clinical Measures can also help monitor effectiveness by tying health outcomes for these members to providers and trigger discussions of the efficacy of the interdisciplinary care team process. 
Chart Reviews helps ensure documentation of the process is complete and any aberrant findings are not due to lack of documentation. Because good documentation and communication are the foundation of the care coordination process for LTSS members, we cannot afford to have incomplete charts. 
Experience Providing LTSS: WellCare has extensive experience providing a comprehensive package of acute, Behavioral Health, and LTSS services. We currently support 2,701 LTSS member’s in Hawaii, 6,851 LTSS members in New York and 826 LTSS members in New Jersey. The approach we apply is a clear example of our ability to execute and be accountable for performance and is backed by positive outcomes for members, including a 15 percent reduction in nursing facilities admission in one state. 
1. 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.
WellCare of Iowa is developing an implementation strategy that recognizes the significance of the full introduction of managed care to the array of populations served through the Iowa High Quality Healthcare Initiative. We will collaborate with DHS to enhance our proposed strategies to meet dynamic needs as they emerge during ramp up and implementation. 
WellCare has extensive experience bringing large populations on line and will use that experience along with our foundational member-first philosophy that puts continuity of care at the core of operational decisions to provide for an implementation that minimizes any disruption to members.
With an estimate of some 12,000 LTSS members per health plan, we will work closely with DHS and each applicable agency to ensure existing assessments and care plans for members can be transitioned to WellCare of Iowa effectively while we work to provide each member a timely face-to-face reassessment and service plan. 
Based on our experience and assuming access to members and availability information from the applicable State agencies, we could provide for 1,000-2,000 in-person assessment visits per month and will scale up and work with DHS to prioritize our strategies to reach all LTSS members in an organized and efficient fashion. We will staff up initially to ensure we meet those numbers as quickly and efficiently as possible and work to reach all LTSS members with in-person visits within timeframes agreed upon with DHS. Our proposed strategy to reach all of our LTSS members will be to stratify based on needs and reassessment due dates taking those who have gone the longest without a reassessment or service plan update first. This will be contingent on getting good assessment and service plan information from the State. Additionally, members identified at risk for institutional placement could be prioritized. 
WellCare of Iowa will not reduce, modify or terminate services without conducting a face-to-face Comprehensive Risk Assessment, transition plan and service plan development. We will ensure members have a seamless transition of LTSS during program implementation through the following procedures:
Prior to authorization of services by their PCP, we flag members’ records in our system so claims from out-of-network providers adjudicate for payment throughout the 90-day transition of care period – regardless of authorization status
WellCare seeks information on existing authorizations for new members from the Medicaid authorization unit or the surrendering health plan. If a service authorized by Medicaid or another plan requires authorization under WellCare guidelines, our utilization management (UM) team works with providers to enter the authorizations into our system. 
We honor all medications, including new prescriptions and refills, during the transition period regardless of the prescribing provider’s status in our network, unless medically contraindicated.
Where applicable, for members with complex care needs, including members with SHCNs, CBCMs follow up with existing providers and agencies to obtain integrated care plan/service plans, identify previously authorized services, and arrange for members to select or be assigned a PCP.
If services are currently furnished by an out-of-network provider, WellCare Network Development team contacts the provider and offers to enroll them in our network (subject to credentialing). If the provider declines, we provide instructions for claims submission during the transition period, and actively manage the member’s transition to a network provider as medically appropriate. If members prefer and we determine it is medically appropriate and to provide continuity for an episode of care, we approve ongoing treatment to complete a course of treatment, even with non-participating providers. 
WellCare will contract with all available LTC facilities and will not transition the member unless the member or representative specifically request.
When a member transitions to WellCare as a resident in an adult foster home, our goal is to keep the member in their current placement. In cases where these homes may be nonparticipating, WellCare offers the provider a contract and continues payment through the contracting process. 
WellCare expedites or initiates PCP visits for members identified during the initial Welcome Call who have urgent health care needs or existing services ensuring the services are not reduced.
[bookmark: _Toc415121392]SOW 4.3.7 Response to Problems and Issues
To ensure a seamless transition of each member during program implementation, WellCare shall identify, document and immediately respond to problems and issues including but not limited to:
Service gaps
Complaints or concerns regarding quality of care rendered by providers, workers, the Care Coordination Team or any members of the WellCare organization.	
The CBCM is tasked to immediately action any identified concerns and collaborate with their ICT to remediate the issue.
SOW 4.3.9 Admissions
WellCare will ensure that if a member is unable to be placed in a nursing facility, ICF/ID or community-based residential alternative setting requested by the member, the CBCM will meet with the member and his/her legal representative to discuss the reasons why placement is not possible, available options and identification of an alternative facility or community-based residential setting. We will ensure that the member has the option to receive HCBS in more than one residential setting appropriate to their needs and the CBCN will educate members on the available settings that the member can be placed in. It is the member or member representative’s choice. Once a choice is made, the CBCM along with the Care Coordination team provides for a seamless transition for the member.
[bookmark: _Toc415121395]SOW 4.3.10 Transitions between Facilities 
WellCare will comply with the states requirement in regard to approval and 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 member or his/her representative specifically requests to transition
The member or his her representative provides written consent to transition based on quality concerns
The member has chosen not to be enrolled in WellCare
WellCare will establish contractual terms with providers, subject to DHS approval, that protects a member from involuntary discharge that may lead to a placement in an inappropriate or more restrictive setting. With the CBCM and the rest of the care coordination team acting as an advocate for the member we can assure that any discharge from or transition between facilities are done appropriately and in the best interest of the member. 
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.
WellCare of Iowa provides a holistic, fully integrated and comprehensive care coordination approach to member who reside in Intermediate Care Facilities (ICFs) or nursing facilities because we believe individuals living in these facilities can benefit as much from a robust planning and evaluation process as individuals living in the community: 
Enhancing the members health and quality of life outcomes through
A InterRAI-HC/SIS Assessment/Reassessment
Identification of member care needs 
Provided supports to eliminate barriers to his/her personal goals
Identification of target strategies to enhance the members care plan
Transitions if the member so desires
Face to face visits and participation in Grand Rounds as the member’s advocate 
Upon initial assignment of a member who resides in a nursing facility or ICF/ID to WellCare of Iowa, a Field Assessment Nurse will review available member history such as claims and encounter data, and any documents provided by DHS at enrollment. The assigned Field Assessment Nurse will perform an onsite visit within 30 days of the member’s effective date of enrollment.
During the initial face-to-face visit, the Field Assessment Nurse will conduct an InterRAI-HC InterRAI-HC/SIS Assessment/Reassessment including social, behavioral, functional and clinical evaluations to identify the member’s care needs. The InterRAI-HC/SIS Assessment/Reassessment also addresses safety, health and behavioral risks such as fall risks, behavioral health status, clinical medical history, and pain evaluation. This information is used to inform not just medical, behavioral and LTSS needs, this also informs our ability to provide the member with other support to eliminate barriers so they can achieve their personal goals.
The member is then assigned to a CBCM who will review the nursing facility or ICF’s care plan and help the member facility an interdisciplinary care team who will work together to develop a comprehensive care plan/service plan as appropriate. These efforts will incorporate the PASSR level 2 screening as appropriate as well. The care team will determine if all the member’s needs are accounted for. . If not, the CBCM will work with the nursing facility and/or ICF/ID staff to develop strategies to enhance the member’s care plan. A face-to-face visit is conducted at minimum of every three months or if there is a change in condition triggering a reassessment and update of the care plan. At a minimum, monthly telephonic contacts are made to the member and facility staff to discuss the member’s care needs. In addition, the CBCM, who advocates for the member, attends any member-focused planning meetings to ensure alignment with the member’s other applicable care team members. WellCare will also coordinate directly with ICFs/IDs on the annual Level of Care reassessment to ensure that all requirements are completed and forwarded to DHS in a timely manner within contractual requirements. 
CBCMs continuously communicate with members and facility staff so they can be alerted to a critical change in the member’s condition. For example, if a nursing facility or ICF/ID is considering discharging a member due to non-payment of the patient liability, the CBCM will be alerted and can intervene by working with the facility to find alternate placement. 
WellCare of Iowa will help manage members assigned to State Resource Centers (SRCs). We will be compliant with the operating expectations outlined in section 4.3.12.3 in the SOW. 

2.	Describe processes for working with nursing facilities and ICF/IDs to coordinate care.
From initial assessment through our ongoing care coordination process, WellCare’s CBCMs collaborate with and support the nursing facility and ICF/ID staff in the care of our members. Facility staff members are part of members’ interdisciplinary care teams, which is our core process for collaborating across providers including facilities. On at least a monthly basis, the CBCM contacts the member and facility staff to discuss the member’s status and care needs. This is done in a team format in conjunction with the staff of the facility most involved in the care for the member. The nursing facilities take this opportunity to report on the member’s, health, skin integrity, weight, height, other measures as appropriate and change in status to keep the CBCM informed throughout the care continuum. Monthly contacts may be telephonic or face-to-face. Additionally, the CBCM will have an in-person visit at least quarterly to be able to talk directly with members and facility staff and ensure the care plan/service plan is effective. 
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.
WellCare of Iowa’s person-center care coordination and planning approach for our members residing in nursing facilities or ICF/IDs produces care and service plans that are individualized, needs-based and fully integrated to include all applicable care providers, services and supports. 
This coordination process is facilitated by the WellCare of Iowa Community Based Case Manager assigned to the member. During the initial care planning/service planning session, the CBCM will review the results from the InterRAI-HC/SIS and other assessments or screenings to identify targeted strategies related to improving health, functional or quality of life outcomes, personal goals as defined in their individual care plan and identify any existing or new behavioral health, physical health or LTSS needs. If during the assessment medical or behavioral health needs are identified the CBCM will collaborate with the nursing facility or ICF/ID staff to ensure coordination of needed services, interventions, or referrals are obtained. 
Each member will have access to an interdisciplinary care team – this is where the CBCM brings an integrated approach to the members’ care so the various providers involved in the member’s care along with natural supports and the nursing facility or ICF/ID staff members are talking to each other or through the CBCM to achieve optimal outcomes for the member. 
The CBCM will also explore members’ personal goals to enrich their quality of life. For example, if a member has a desire to attend church weekly and has the functional ability but lacks the resources to get there., we can have a social worker coordinate with the nursing facility or ICF/ID staff and a community or support resource (e.g. volunteer or other church member to drive etc.) to facilitate the member’s ability to attend church. The ultimate benefit that WellCare of Iowa will bring to people in nursing facilities or ICF/IDs is the ability to bring cross-disciplinary data and team members to collaborate on best practices to improve the outcomes for these members. 
4.	Propose institutional diversion strategies and describe successes in other states.
WellCare has experience providing long term care services for our members in New York, New Jersey and in our ‘Ohana Health Plan in Hawaii and will leverage that experience to institute successful diversion strategies for our Iowa members. CBCMs are responsible for members seeking to transition back into the community. Follow-through, transparency and continuity of care are vital for members whose primary residence has been a nursing facility or ICF/ID. WellCare of Iowa’s LTSS program staff will be working side by side with the member every step of the way as these individuals make their transition back into a community based setting to assure success.
Nursing Facility-ICF/ID Diversion Strategies
WellCare of Iowa periodically assesses members at risk for facility placement. Any member identified as ‘at-risk’ will be contacted to determine if services and natural and community supports could be innovatively coordinated to divert facility placement and allow the member to reside in the community safety. Early and strategic planning is essential to successful nursing facility diversion strategies. WellCare’s ‘Ohana Health Plan in Hawaii achieved a 15% reduction in nursing facility placement by improving supports and tiered reimbursement for adult foster care providers.


Each member eligible for LTSS care coordination will be assigned a CBCM who will continually evaluate and monitor the member’s needs to assure that they are getting all the needed assistance that they require to attain/maintain optimal independence and address the following: 
Members waiting placement in a nursing home, ICF/ID or other institutional setting, including members who may be on an HCBS waiver waitlist
Members who have a change in circumstance or deterioration in health or functioning and request nursing facility or ICF/ID services
Waiver enrollees admitted to a hospital or inpatient rehabilitation program
Individuals in a nursing facility for a short-term stay. 
Discharge planning includes transition of care processes designed to divert when possible facility placement.
Additionally, WellCare of Iowa’s policy and procedures direct staff to conduct assertive care coordination to divert institutional placement if at all possible. This is accomplished through ongoing evaluation of community services and options to address the member’s unique needs. It is built into the services that CBCM’s provide to each member. This is also addressed through the use of flexible funding options, and access to ancillary services and assistive devices/equipment aids that are addressed and evaluated to help each member obtain their highest degree of functioning. Finally, built into each case note is the ongoing monitoring of all devices or community resources to assist each member in maintaining their highest level of independence.
In addition to the organic diversion strategies naturally built into our care coordination program, we look at the following groups when implementing a formal nursing facility diversion process:
Members Waiting Placement in a Nursing Facility or ICF/ID: The WellCare of Iowa Field Assessment Nurse will contact the member waiting placement in a nursing facility or ICF/ID for a face-to-face visit within ten days of enrollment. During the visit, the Field Assessment Nurse will educate the member on freedom of choice of nursing facility versus home and community based services (HCBS), both verbally and in writing and estate recovery. The member or member representative will sign the Freedom of Choice form in acknowledgement of their choice. An InterRAI-HC/SIS assessment will be conducted. During the visit, the Field Assessment Nurse will provide assistance in gathering the documentation needed by DHS, and WellCare of Iowa will also ensure that all Preadmission Screening and PASRR requirements are met prior to the member admission. 
If the member shows a desire to live in the community rather than in a facility, the assigned CBCM will review assessments and other documentation from the face-to-face meeting to determine whether the member’s needs can be safely and effectively met in the community at a cost that does not exceed the nursing facility benefit. This determination is reviewed with the member whether or not the member meets HCBS criteria. If the member does not show the potential or interest in living in the community, the CBCM will authorize nursing facility services. If the member does meet criteria, the CBCM will proceed with care plan development. The member will be provided necessary services to manage the care in a safe and effective manner while awaiting determination from the DHS. 
Members on HCBS Waitlist: For our members on the HCBS waitlist. WellCare will ensure through care coordination that members receive additional non-waiver supports and services while they are on the waiting list. We will work with DHS to ensure members are assigned upon notification of program availability. 
Members Requesting a Nursing Facility or ICF/ID Admission: If the member does not demonstrate an interest in living in the community with HCBS and request to be admitted to a nursing facility, ICF/ID, the Field Assessment Nurse will meet with the member and member representative and complete an InterRAI-HC/SIS assessment and risk assessment. The member will be educated on freedom of choice of nursing facility or community based living. If the member wishes to be placed in a NF, ICF/ID due to lack of caregiver support, the CBCM can assure the member that caregiver support is available for current HCBS if needed to maintain the member safely in the community setting of their choice. 
A determination is made on whether the member’s needs can be safely maintained in the community at a cost that does not exceed the nursing facility benefit. The CBCM will review the determination with the member or member representative whether they meet the criteria or not. If the member still request to be placed in a NF, ICF/ID, the CBCM will authorize nursing facility services and ensure that all Preadmission Screening and PASRR requirements are met prior to the member admission. The CBCM will give the member information regarding available nursing facility providers, obtains signed documentation of their choice and documents the choice in the member’s record. 
In the event, the member meets criteria and changes their mind, the CBCM will proceed with care plan development.
Waiver Members Admitted to a Hospital or Inpatient Rehabilitation Program: The Care Coordination Team will be notified by the hospital or our UM team that a waiver member has been admitted to a hospital or impatient rehabilitation program. The CBCM will contact the hospital discharge planner to determine whether long-term care services may be needed upon discharge. The Field Assessment Nurse will visit the member face-member and provide information related to freedom of choice of nursing facility or HCBS both verbally and in writing. The member or member representative will sign the Freedom of Choice form in acknowledgement of their choice. An InterRAI-HC/SIS assessment will be conducted to include a risk agreement.
If the member shows a desire to live in the community rather than a facility, the assigned CBCM will review the InterRAI-HC/SIS and other documentation from the face-to-face meeting to determine whether the member’s needs can be safely and effectively met in the community at a cost that does not exceed the nursing facility benefit. This determination is reviewed with the member whether or not the member meets HCBS criteria. If the member does not show the potential or interest in living in the community, the CBCM will authorize nursing facility services. If the member does meet criteria, the CBCM will proceed with care plan development.
If the member is not interested or capable of living in the community with HCBS, the CBCM will authorize nursing facility services and ensure that all Preadmission Screening and PASRR requirements are met prior to the member admission. The CBCM will give the member information regarding available nursing facility providers, obtains signed documentation of their choice and documents the choice in the member’s record.
Individuals in a Nursing Facility for a Short-Term Stay: The Care Coordination Team may be alerted by the Nursing Facility or our own UM team that a member has been admitted to a nursing facility for a short-term stay. The CBCM will consult with the Discharge Planner to determine whether the member needs can be safely maintained in a community setting at a cost that does not exceed the nursing facility benefit. The CBCM will conduct a face-to-face visit with the member prior to discharge and conduct risk assessment to assess the member’s potential for and ability to be maintained safely in the community. A determination will be made within five days of the face-to-face visit. If the member can be maintained safely, the CBCM will collaborate with the Discharge Planner to formulate a discharge plan. The CBCM will review the discharge plan with the member and update the care plan with any new or additional service needs. The CBCM will have the member or member’s representative sign the risk agreement and authorize services according to the care plan and coordinate with the service provider to ensure the services are in place prior to discharge. 
Transition from Nursing Facility-ICF/ID to Community: CBCMs review the member’s MDS Section Q, question 2 for their desire to transition back to the community. This question is also asked at each face-to face visit with the member. If the member chooses to transition to the community, the CBCM assess each long-term stay member’s potential to be transitioned to a home or community based setting. When evaluating this transition, we examine the member’s needs to include physical, behavioral, social, and LTSS.
Collaboration: The Key to Ensure Successful Diversion from Institutional Care
CBCMs monitor and evaluate risks and barriers (such as physical, behavioral, and social) to assist members to remain in their own homes. A care plan and service plan for community living are developed together with the ,ember, their family and other desired representatives that focus on arranging services to enhance their quality of life such as: adult day care, adult day health centers, age appropriate community connectivity, supported employment, functional skill building, personal assistance services via agency or self-direction; environmental accessibility adaptation, home-delivered meals, transportation, vehicular modifications, timely delivery of equipment and supplies, assistance with electric bills, provision of needed caregiver training, referrals for health education and support or behavioral health programs. Finally, the member is educated on the possibility of accessing Money Follows the Person (MFP) grants and local advocacy groups to give them the best opportunity to succeed in the community of their choice. 
CBCMs also identify cultural, social, and other barriers to improvement and develop strategies to overcome barriers. For instance, we will connect community based members with primary care providers and other health care practitioners who make house calls and to pharmacies who deliver by mail or in person to overcome transportation barriers. 
One important facet of diversion is prevention of re-institutionalization. To that end, once a member newly transitions to the community from a facility setting, the CBCM will visit the member within two days of the transition to ensure that services are in place and that the member is safely maintained. The CBCM will continue in-person visits every two weeks for the first two months from discharge and then monthly for the first year after transition. More frequent visitations will occur as needed to assure the success the member. The CBCM and the Care Coordination team will continue to monitor all aspects of the transition process and take action to address any issues that arise.
Experience 
WellCare has been operating managed long term integrated care plans in Hawaii, New York and New Jersey. Hawaii’s QUEST Expanded Access program is a statewide, mandatory managed care program that provides a comprehensive package of acute, behavioral health, and long-term care services (home and community-based and nursing facility services) to the SSI population. The program also includes a consumer-directed care option. Ohana services 2,701 LTSS members.From 2009-2015, the number of members residing in a nursing facility in WellCare’s ‘Ohana Plan in Hawaii dropped from 54% to 41%

WellCare of New York serves ABD/SSI members, including approximately 6,851 members receiving long-term care services. The plan is responsible for a comprehensive set of home and community-based services, institutional care, and select acute care services. WellCare of New York also offers a product that combines a Medicare special needs plan with a Medicaid managed long-term care program for dually eligible beneficiaries qualified to enroll in New York State’s Medicaid managed long-term care program
WellCare’s ‘Ohana Health Plan is an example of our ability to execute and be accountable for performance. The percentage of members residing in nursing facilities at the time of “go-live” (February 2009) was 54 percent. From the onset, access to alternative residential housing to facilitate successful transitions to the community was a barrier. Expanding capacity for services such as adult family care, adult day health and respite for family caregivers was necessary to demonstrate results. When ‘Ohana Health Plan determined that there was a shortage of adult foster care provider capacity for high need members, the plan developed a multi-tier payment rate structure that rewarded providers for taking these members with higher care needs into their homes. The impact on its membership has been dramatic in a relatively short period of time, with the percentage of members residing in nursing facilities reduced from 54 percent to 41 percent. This change resulted from ‘Ohana’s efforts to reshape the long term care system but also its commitment to every member to achieve his or her highest possible quality of life. 
As a result of these achievements, ‘Ohana Health Plan has been recognized by the Center for Health Care Strategies (CHCS). CHCS is a nationally recognized health policy organization dedicated to improving health care quality for low-income children and adults, people with chronic illnesses and disabilities, frail elders, and racially and ethnically diverse populations experiencing dispaities in care. In 2010, CHCS hightlight the ‘Ohana program as innovators in the field of MLTC (Profiles of State Innovations: Roadmap for Managing Long-Term Supports and Services).
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.
As part of the assessment and integrated care planning process in the nursing facility, the CBCM will review the members’ quarterly MDS Section Q document that indicates a desire to transition to the community. The member is also asked this question during the InterRAI-HC/SIS Assessment/Reassessment and at all face-to-face visits.
If the member voices a desire to transition to the community, the member and the CBCM will discuss the options for transition and documents the member’s choice in the case notes. The CBCM will refer for an InterRAI-HC/SIS Assessment/Reassessment which will include:
Identification of any barriers to a safe transition
A discussion with the member or the member’s representative/legal guardian regarding any risks or barriers involved in transitioning to the community
Development of a risk agreement that includes:
Identified risk
Consequences of the risks
Strategies to mitigate the risks
Acceptance of the risk by the member or member representative/legal guardian
The frequency of contact by the CBCM based on the member’s need and risks
Any special circumstances that will affect the member’s safe and successful community integration
If it is determined that the member can safely transition within the cost neutrality cap, the CBCM obtains a signed Risk Agreement and an Acknowledgement of Understanding by the member or member representative/legal guardian. 
For members that meet the transition criteria, The CBCM will convene an ICT meeting and begin the transition plan within the timeframe designated by DHS. For those members wishing to access MFP, the CBCM will have the member or member representative/legal guardian sign a consent to transition and notify DHS or designee according to State requirements to begin the process of enrolling the member in MFP.
The Transition Plan is a comprehensive plan developed with the member, family or caregiver, as appropriate, to ensure that all the members needs are identified and supplements the comprehensive, integrated care plan. The transition plan addresses all services necessary to safely transition to the community within the funding availability. The plan will include at a minimum:
Physical and Behavioral health needs
Selection of community providers
Interpersonal skills
Housing
Personal finances
Long term needs
Transportation and social assistance
Availability of caregivers
Other transition needs and supports
Barriers to a safe transition and strategies to overcome the barriers
Once the transition plan is completed, the CBCM authorizes services in the transition plan and will monitor all aspects of the plan and take action to address any barriers that arise during the process. Prior to leaving the nursing facility, the CBCM will complete an in-person safety inspection of the member’s new home to identify any risk to the member. A Risk Agreement is developed with strategies to mitigate identified risks. The member or member’s representative/legal guardian will sign the Risk Agreement accepting and acknowledging the risk to receive services in the community rather than the facility. 
After the member transitions to the community, the CBCM will visit the member within two days of the transition to ensure that services are in place and that the member is in a safe environment. The CBCM will continue face-to-face visits every two weeks for the first two months from discharge and then monthly for the first year after transition. More frequent contacts will occur based on the needs and assessed risks of the member. The CBCM will continue to monitor all aspects of the transition process and take action to address any issues that arise. If the determination is made that the member’s needs cannot be maintained safely in the community at a cost that does not exceed nursing facility care, the CBCM will discuss reasons and issues with the member and/or member representative/legal guardian. If this initial review shows it is not appropriate to transition to the community at that time, the CBCM will seek DHS review prior to denial and await DHS response. 
See Attachment 4.3.12.5-1__Sample Transition Plan.
6.	Describe processes for interacting with the State’s MFP designee and strategies to prevent duplication and fragmentation of care.
WellCare of Iowa will coordinate with DHS in the Money Follows the Person Program (MFP) for those members who are diagnosed with an intellectual disability, developmental disabilities, or brain injury who have lived in an ICF/IDs and nursing facility for at least three months. 
CBCMs will identify members who may be eligible for community transition through participation in interdisciplinary care team meetings, community meetings, and personal contact with members. If a member should express an interest in transitioning during assessment or care planning activities, the CBCM will explain to the member that MFP is provided to support the health, safety, and welfare of the members in the least restrictive environment and to meet both their physical and psychosocial needs. That it is a non-recurring allowable expense to enable the member to establish a basic household but does not constitute room and board. The CBCM will inform the member and family and/or legal representative about their rights and responsibilities under MFP, including a thorough discussion of the risks of transition and safeguards that can be put into place.
Once the member has been informed and signs the consent to transition, the CBCM will notify DHS or state designee according to the States requirements to begin the process of enrolling the member in MFP.
The CBCM and the member’s inter-disciplinary care team will ensure a smooth transition from facility based care to home and community based care through coordination of both needed services to establish the new residence and the ongoing supports. The MFP grant provides funding for the first year that a member is transitioning into the community and at the end of that year and the MFP grant is no longer available the CBCM will assist the member with the development and implementation of a sustainable care/service plan. 
Utilization Review (4.3.12.7)
WellCare of Iowa will conduct Utilization Review activities as specified in the scope of work and in accordance with 42 CFR Part 456 for nursing facilities, Nursing Facilities for Persons with Mental Illness (NFMI), ICF/ID, PMIC, Mental Health Institute (MHI), and hospitals. 
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.
After a member is enrolled with WellCare of Iowa, each member in one of Iowa’s seven 1915 (c) HCBS waivers will be assigned a CBCM. Supervisors/Managers will identify members with special health needs (e.g. AIDS, traumatic brain injury, ventilator dependency) or language, cultural or communication needs. If needs in this area exist, the member will be assigned to a CBCM whose professional experience and background meets the member’s specialized needs. 
[bookmark: _Toc404710261]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). 
To obtain a holistic understanding of each member’s unique and current needs, we use a InterRAI-HC/SIS Assessment/Reassessment completed at time of enrollment, annually, at the member’s request and whenever a change of status occurs, to assess the member’s needs. This assessment will be completed by a Field Assessment Nurse before being handed off to the CBCM to assure a conflict free environment. 
Each member receiving care coordination has an individualized person-centered, culturally competent written care plan/service plan tailored to their specific needs based on the InterRAI-HC/SIS Assessment/Reassessment that takes into account not just medical diagnosis but also functional impairments and the environmental and social determinants which affect member well-being. Our comprehensive care plan/service plan will meet all contractual requirements, state and federal regulations and DHS policies, as well as specific waiver requirements if applicable. 
The planning process clearly identifies defined sets of problems, measurable goals, and goal driven interventions. Care plan/service plan development identifies areas where: members can provide self-management of care, maintain highest level of independence, education/training needs, additional support services needed to maintain or improve health and function, and to ensure members maintain current health status and eligibility.
WellCare of Iowa’s fully integrated interdisciplinary member-centered planning process:
Includes people chosen by the member
Includes the use of a team of professionals and non-professionals
Allows the member to choose which team member shall serve as the lead and the member’s main point of contact
Promotes self-determination
Provides necessary information and support to ensure that the individual directs the process to the maximum extent possible, and is enabled to make informed choices and decisions
Is timely and occurs at times and locations of convenience to the member
Reflects cultural considerations of the individual
Includes strategies for solving conflict or disagreement within the process
Offers informed choices to the member regarding the services and supports they receive and from whom
Includes a method for the member to request updates to the plan as needed
Records the alternative home and community-based settings that were considered by the member
Records discussion and options provided for meaningful day activities, employment, and educational opportunities. Members shall be offered choices that improve quality of life and integration into the community.
Service Plan Content (4.4.3)
The service plan is the roadmap for the member’s care and will document both covered benefits as well as community and natural supports and includes but is not limited to:
Member’s Name, Medicaid ID and Social Security number
Care plan effective and review dates and required assessments
Service authorization units, begin/end date, frequency, provider choice, and service schedule
Member’s choice of agency or Consumer Choice Option (and which services are self-directed or agency)
Members strengths and preferences (e.g. cultural preferences)
Member needs, planned services and supports regardless of the funding source
Natural supports
All physical health needs, services and providers
All mental/substance use disorder/behavioral health needs, services and providers
All HCBS, transportation, community services and LTC providers
All ALF services components and coordination (if applicable)
Medication and disease management
Member goals, outcomes, barriers, interventions, and outcome timelines
Alternative community based setting considered by the member
Service Gap Contingency and Back-up Plan
Emergency Plan/Disaster Plan
Integrated care plan summary
Name and signature of the CBCM and member or authorized representative
Clinical and support needs
Names of providers responsible for support and timeframes
Activities to encourage the consumer to make choices, to experience a sense of achievement, and to modify or continue participation in the service plan
The service plans for members in supported community living will also include:
The member’s living environment at the time of waiver enrollment
The numbers of hours per day of on-site staff supervision needed
The number of other waiver members who will live with the member 
Detailed documentation and justification of any restriction of the member’s rights
Care plans/service plans are monitored by the assigned CBCM and then on an ongoing basis, through direct follow-up with members and by using our Medical Management Platform (MMP) and Electronic Visit Verification tools to verify whether services are being provided in accordance with the care plan/service plan. These plans are also monitored to ensure that only necessary and appropriate services and supports are provided. The care/plan service plan is signed by both the member and the CBCM, and the member receives a hard copy of the plan. This CBCM engages the member’s Primary Care Physician (PCP) and other members of the interdisciplinary care team to assist with ongoing monitoring of effectives of the service plan. The care plan/service plan is sent to the member’s primary care physician for review and feedback. 
Throughout the planning process, CBCMs offer members the choice of LTSS providers and the option to receive LTSS services in an institutional setting or by using HCBS services. The member’s choice is documented in their record in our MMP. CBCMs assist members to remain safely in their homes by offering services to enhance their natural support system. Service at home can be self-directed or provided by an outside agency. Members also receive options counseling to include long-term placement options such as care homes, assisted living facilities, foster homes, or nursing facilities.
Refusal to Sign (4.4.3.4)
When a member refuses to sign the care plan/service plan, the CBCM will discuss the reasons for the member’s refusal and document them. The CBCM will communicate the refusal with his or her supervisor and the supervisor will attempt to work with the member to resolve the issue. If the refusal to agree to the care plan is not resolved the interdisciplinary care team will convene And if the team agrees that an exception is appropriate, the CBCM will update the plan of care and initiate services within seven calendar days. WellCare of Iowa will develop policy and procedures for this process, and will ensure that the member has instruction or is assisted as needed to submit grievances and/or appeals regarding all concerns or issues. If the member still refuses to sign, this will be documented and communicated with the appropriate State representative as required.
2.	Submit a sample service plan.
See Attachment 4.4.2-1_Sample Service Plan. 
3.	Describe how member’s expenditures are tracked against any aggregate monthly cost caps.
WellCare will leverage its enterprise Data Management Solution to support the tracking and reporting of all services, including Waiver qualified services, at the individual member level in order to compare member’s expenditures against aggregate monthly caps. 
WellCare’s enterprise Data Management Solution captures data and information from all available sources, including fee-for-service claims paid by WellCare and all subcontractors, capitation payments to contracted vendors, and any other service or medical information as well as from sources such as eligibility and external data sources. Specifically in support of tracking member expenditures to aggregate monthly cost caps, this information will be assembled as part of the member 360 View. The monthly cost cap information will also be imported and available for comparison. Based on this information, both a view for access and display to users and a reporting data mart are assembled to ensure comprehensive, timely access and reporting solutions are available. 
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Finally, When WellCare receives a request to authorize a service where a member has exhausted the benefit (i.e. transportation, Continued inpatient days, etc.) Well care will perform an administrative review to determine if this should go above the benefit.
In addition, WellCare CBCMs will monitor and track member services against monthly cost caps through ongoing monitoring and assessment. Using our Personal Assistance tool, the CBCM is able to track monthly expenditures. If a member is reaching the cap, the CBCM conducts a face-to face visit with them to identify non-waiver services or natural supports available to assist the member in remaining in the community. 
WellCare has a deep rooted CommUnity Advocacy program in Iowa and will leverage those relationships to assist members to obtain the resources needed to remain in the community if they so desire. If members  determine that they cannot be safely maintained in the community, the CBCM will discuss the options of transition to a more appropriate setting with the member and their family/representative if applicable. 
Case managers will continue to monitor service needs to identify and address, on an ongoing basis, any issues which may affect the member’s health, safety, and welfare. If the CBCM is unable to properly perform monitoring and other contracted functions and confirm that the member’s needs can be safely and effectively met in the home setting, a notification will be sent to DHS according to DHS guidelines.
4.	Describe proposed methods for monitoring the provision of services identified on a member’s service plan.
WellCare of Iowa uses multiple channels to monitor the provision of services identified on a member’s service plan. Leveraging a combination of electronic tools, data analysis, monitoring alerts, and WellCare of Iowa’s personal one-on-one contact with members, we are able to closely connect the words on a service plan to what is actually happening in our members’ lives day in and day out. 
The core of our Care Coordination program for LTSS members is our Community Based Care Managers. For their work to be successful, we support them with background tools that allow them to stay abreast of any barriers their members may be facing. Some of these tools are outlined here:
Medical Management Platform and Member 360: Every item in the Service Plan is entered into our comprehensive, integrated, proprietary Medical Management Platform (MMP) which provides a full 360-degree view of each member. Through this view, we can identify gaps in service, so if a member is not receiving some service on their care plan, it will show up on the MMP. This includes the team monitoring claims data to ensure utilization of services matches the service plan and does not fall outside allowed expenditures. 
Electronic Visit Verification: For real-time monitoring, we also use Electronic Visit Verification and subsequent alerts to missed visits. Select HCBS services on the Service Plan are sent to our EVV partner. The EVV will identify service gaps related to scheduled start time, end time, and duration. The CBCM will receive an alert when there is a missed or late visit. Alerts are in the form of a near real-time transaction sent to our MMP system, and email or texts directly to the CBCM and service provider. Upon alert, the CBCM or a support coordinator will contact the provider to identify the reason for the discrepancy. If the provider is unable to provide the service, the CBCM or support coordinator will activate the member’s Back-up Plan to ensure any gaps are resolved within three hours. The support coordinator will contact the alternative service provider and then contact the member to inform him/her of the alternative arrangement. 
Using the information available through our Member 360 system and alerts from our MMP for timeliness of contact, CBCMs will be in touch with each of their members monthly and have a face-to-face visit every 90 days, or more frequently if the condition warrants or according to DHS requirements, to review and update the care plan and evaluate the member’s progress toward goals. During this time, the CBCM will talk to the member about their satisfaction with services to monitor the provision of those services in meeting the needs of the member, and will address any concerns with the responsible provider. 
Finally, the CBCM will follow up with the member within five business days after all care plan updates to ensure changes were implemented in accordance with the revised care plan.
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.
During the care planning process, CBCMs provide education/training on the benefits available to members. Once members qualify and are eligible for HCBS services, members are given options for the Consumer Choices Option (self-direction) or agency (formal) providers. LTSS members may elect to participate in, or withdraw from, Consumer Choices Option at any time. Once a member indicates a desire to direct their services, the CBCM will obtain written confirmation of the member’s decision to participate in the Consumer Choices Option and a self-assessment will be conducted as described in section 4.4.8.2 of this document and in the scope of work. If a member is found incapable of performing self-direction, a representative will be chosen at the member’s direction. The CBCM will assist the member to identify and differentiate services to be self-directed and services to be provided by formal providers or a combination of both. If the member wants a combination of both service types, there will be a set schedule which clearly defines when formal providers will be used. 
There may be situations in which the self-direction providers and agencies work together to provide medically necessary needs of a member. Specific duties/services for providers are documented in the MMP and service plan. The CBCM continues to have oversight of both the agencies and the self-direction provider. There may be multiple self-direction providers needed to manage the care of a member. Separate self-direction packets and authorizations are required to make the responsibilities of each provider clear. 
CBCMs initiate the education and process of the Consumer Choice Option in a member packet and assist each member/Representative with completion of the packet during their face-to-face visit. The packet includes a Self-Direction Handbook that serves as the basis for the Training Program including:
Overview of the program
Role of the Case manager
How Authorized Service plan determines hours, budget, and tasks
Emergency Preparedness Plan
Self-direction Provider Rights and Responsibilities, including tasks
Monthly timesheet completion
Selecting self-direction provider
Self-direction Contract/Agreement
Back-up plan if self-direction provider cannot work
Calendar with monthly deadline for submission of timesheet
Training/Background check for self-direction provider
Self-direction Member/Member’s Surrogate Rights and Responsibilities as an employer
Back-up caregiver/respite service
Terminating/Replacing self-direction provider
General Responsibilities (4.4.8.1) - WellCare will work to ensure that the member who chooses the self-direction option (or the member/s representative) is capable to fully participate and manage the responsibilities of the option. The CBCM will work to identify resources and supports that are needed to help meet the member’s needs, assist in budget development; assist in hiring and training employees and providers for the member along with completing and maintain necessary documentation; identifying and resolving any issues related to the budget and use of the budget; quality monitoring and reporting of critical incidents relating to any self-directed services. CBCMs explain to members that if they participate in self-direction, they can chose to either serve as the employer of record of their self-direction provider or to designate a representative to serve as the employer of record on their behalf. Their responsibilities as the employer of record would be to:
Hire and fire providers of self-directed services
Determine providers duties and job descriptions
Schedule and supervise providers
Set wages and review/approve time sheets
Develop a back-up plan
Train providers to provide personalized care based on their needs and preferences.
Self-Assessment (4.4.8.2): Upon the decision to self-direct services, the CBCM will ask the member to complete a self-assessment. The self-assessment is intended to determine a member’s ability to make decisions regarding their health services and knowledge of available resources. If, based on the results of the self-assessment, the CBCM determines that a member requires assistance to direct their services, and the member has not already designated a representative to assume the self-directions functions, the CBCM will inform the member that they will need to designate a representative to assume the self-direction functions on their behalf. 
Documentation (4.4.8.3): All member documentation is filed in the member’s record in our MMP including consent to participate in Consumer Choices Option and a signed Risk Agreement that acknowledges and accepts any risk to self-direct their own health services and strategies to mitigate the risk. 
Use of a Representative (4.4.8.4): It is the responsibility of the CBCM to determine if the member requires assistance of a representative to carry out the responsibilities of self-direction. A member may designate a representative to assume the self-direction responsibilities on their behalf. The representative may be a legal representative or a non-legal representative chosen by the member. In order to serve as a non-legal representative the individual must be at least 18 years of age, know the members daily schedule and routine, medical and functional status, medication regimen, likes and dislikes, and strengths and weaknesses. A non-legal representative will not receive payment for serving as a representative or serve as a provider for any self-directed services.
Representatives will complete and sign a representative agreement in front of the CBCM prior to the representative assuming responsibility. The member will also sign the agreement which will be included in the member’s record and copies provided to the member and/or representative. The CBCM will verify that the representative meets all qualifications.
Support Brokers (4.4.8.5): WellCare’s CBCMs will assist the member in selecting and hiring an Independent Support Broker (ISB), who will assist the member in developing the Individual budget for services. The ISB is an individual that the member hires to help determine how their needs would be met, develop a monthly budget and ongoing monitoring of the budget. This ISB will be paid from the CCO member’s monthly Medicaid funds, and can work up to 30 hours per year. The person in this role will receive 3 days of training prior to beginning to work with the member. The Support Broker, will work with the member, and the CBCM if needed, to interview and hire providers as needed and managing and monitoring payments to providers. 
Other duties of the ISB would include to help develop and maintain the budget, answer questions about paperwork, develop an emergency backup plan, review monthly statements, assisting in approving job descriptions for supports; assisting with employee documentation; assist with timesheet approvals, purchase orders or invoices; obtain quotes for services and goods as well as identifying and negotiation with vendors; problem solving for both employee and vendor issues. ISB can have no conflict of interest, cannot be the spouse of a member and cannot be the parent of a member under the age of 17. The ISB also cannot be an employee of any agency that provides services or supports to the member. If the member cannot find an ISB, the CBCM can assist the member to select an ISB from the list of pre-approved ISBs for the member county. The CBCM will coordinate with the Financial Management Services (FMS) in implementing and monitoring self-direction services. All strategies regarding ISB will be approved by the Iowa DHS prior to implementation of any ISB functions.
Financial Management Services (4.4.8.6): WellCare will enter into a subcontract with a FMS to assist members who elect the Consumer Choices Option. WellCare will begin by contracting with Iowa’s current statewide vendor of FMS. WellCare will also explore contracting with other eligible providers of this service if needed. The FMS will fulfill, at a minimum the following financial administrative functions for all LTSS members electing the Consumer Choices Option.
Verify provider qualifications including conducting background checks on providers, enroll providers into Medicaid, assign provider Medicaid ID numbers, and hold Medicaid provider agreements
Provide initial and ongoing training for providers on self-direction
Receive, review and process timesheets
Resolve timesheet discrepancies
Obtain documentation from the member and/or representative to ensure that services where provided prior to payment of timesheets
Withhold, file and pay applicable federal, state and local income taxes, employment and unemployment taxes
Assist members to understand billing and documentation responsibilities
Pay providers for services rendered
Facilitate resolution of any disputes regarding payment to providers for services rendered
Monitor and track member’s budget expenditures and identify expenditures that are over or under the budget
Monitor quality of service provided by providers
Back-Up Plan (4.4.8.7): The backup plan identifies, addresses and resolves any service gaps for members receiving HCBS. CBCMs develop the back-up plan during the care planning activities with the member. The CBCMs reviews with the member and caregiver/authorized representative, the individuals who will assist in the back-up plan for each service authorization. This information is documented and filed in the member’s record. 
WellCare will use Electronic Visit Verification (EVV) to ensure that services are performed at scheduled start time, end time and duration. In the case of a missed or late visit, The CBCM will be alerted. Alerts are in the form of a near real-time transaction sent to our MMP system, and email or text directly to the Care Coordination Team and service provider. Upon alert, the CBCM or Care Coordinator will contact the provider to identify the reason for the discrepancy. If the provider is unable to provide the service, the CBCM or Care Coordinator will activate the back-up plan to ensure any gaps are resolved within three hours. The Care Coordinator will contact the alternative service provider and then contact the member to inform him/her of the alternative arrangement. The adequacy of the back-up plan will be reviewed at least annually or anytime there are changes in services or providers. 
Budget (4.4.8.8): Once the member decides to self-direct their HCBS services, the service broker and the member work collaboratively to develop a budget for the self-directed services the member needs. The budget will be based on the members’ assessed needs and the member will have the flexibility to negotiate provider rates. A family member who is hired to be a provider of self-directed services will not be reimbursed for a service that they would have otherwise provided without pay. The CBCM will use the assessment process to assess the member’s available existing supports. The CBCM in collaboration with the member/ISB will closely monitor the adequacy and appropriateness of the services and rates to determine the extent to which adjustments to the care plan will necessitate adjustments in the budget and that the member does not exceed that budget.
Payment (4.4.8.9): During member/representative training, members/representative are trained on how to review and approve timesheets of their providers to determine accuracy and appropriateness. Providers will be reimbursed for services once they submit timesheets and documentation of service delivery to the member. Providers can provide no more than 40 hours of services within a consecutive seven day period.
Services Pending Implementation of Self-directed Services (4.4.8.10): During the process to enroll the member in the Consumer Choices Option for self-directed care, members can chose interim providers until all necessary requirements have been fulfilled. If the member chooses not to use contractor network providers, the CBCM will document the decision in the member’s record and continue to provide face-to-face visits to ensure the member’s needs are met. Once self-directed services are authorized and a start date is determined, the care coordination team, in conjunction with the FMS, will facilitate a seamless transition to contractor network provider and/or member’s choice providers for self-directed services.

Provider Qualifications and Employment Agreement (4.4.8.11): WellCare will ensure a prospective provider meets all the requirements and qualifications established by DHS or designee prior to providing any services to a LTSS member electing Consumer Choices Option to self-direct their care. At minimum, providers must meet the same requirements established by DHS or designee required of providers who perform identical services through a provider agency. WellCare’s FMS will ensure that providers successfully complete the following:
Pass background check
Verification that prospective provider’s name does not appear on the State abuse registry and/or national sexual offender registries
Completes all required training
Completes application to become Medicaid provider and receives a Medicaid provider ID
Signs the Medicaid provider agreement
Members will have the flexibility to hire persons with whom they have a close personal relationship to serve as a provider of self-directed services, such as a neighbor or a friend. The member will develop with the assistance of the CBCM a service agreement with each provider of self-directed services. It will include: the providers schedule, (as developed by the member or representative) including hours and days, the scope of each service, the service rate and the requested start date of each service. The service agreement will serve as the providers’ written confirmation of their commitment to initiate services on or before the date specified and to provide services in accordance with specified terms. Service agreements will be signed and updated anytime there is a change in any of the terms and conditions specified in the agreement. A copy of each service agreement will be provided to the member or representative.
Members can terminate a provider of self-directed services anytime they become aware or believe a provider is not adhering to the terms of the service agreement or providing quality services. Providers will be reimbursed for services upon submitting timesheets and documentation of service delivery to members. 
Training (4.4.8.12): Training is essential to ensure the necessary knowledge and skills are acquired to successfully participate in self-direction. members and/or their representatives as well as providers of self-direction, must complete specific training prior to service initiation. Additionally ongoing training will be provided by WellCare upon request or if a Care Coordination Team through monitoring, determines additional training is warranted. At a minimum, training for members and/or representatives will include:
The role of members and representatives in self-direction
Selecting and terminating providers
Being an employer and managing employees
Fraud and abuse
Abuse and neglect – identification and reporting
Conducting Administrative tasks such as reviewing and approving time sheets
Scheduling providers and back up planning
The member and/or representative is responsible for training the providers of self-direction regarding individualized service needs and preferences. The member and/or representative, with assistance from the CBCM will provide addition training to providers to include:
Overview of the LTSS program 
Caring for elderly and disabled populations
Abuse and neglect identification and reporting
Submission of timesheets, required documents 
Critical incident reporting	
The CBCM will verify that workers have completed all required training prior to service delivery. WellCare will provide the appropriate training on an annual basis or more frequently if determined to be necessary by WellCare, the member and/or representative.
Disenrollment from Self-Direction (4.4.8.14): A member may voluntarily withdraw from self-direction at any time, without affecting their enrollment in LTSS. Upon receipt of a member’s request to withdraw, the CBCM will conduct a face-to-face visit and update the member’s integrated care plan, as appropriate, to initiate the process of transitioning the member to formal providers. The CBCM may initiate involuntary withdrawal for the following reasons:
There is evidence of Medicaid fraud or misuse of funds
If the CBCM determines there is a risk to the member’s health and safety by continuing self-direction
Under these circumstances, the Case manager will discuss the member’s case with the ICT and submit a request with documentation regarding rationale for termination to DHS in a format required by the agency, for review and approval to involuntarily terminate the members from self-direction. Upon approval of disenrollment from self-direction, the CBCM will notify the member in accordance to DHS policy. The Care Coordination Team, in conjunction with the FMS, will facilitate a seamless transition from providers of self-directed services to formal providers, with no interruptions or gaps in service. 
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.
See Attachment 4.4.6-a_Self-assessment tool 
See Attachment 4.4.6-b_Informed Consent Contract
See Attachment 4.4.6-c_Risk Agreement
7.	Describe your approach for monitoring the quality of service delivery and the health, safety and welfare of members participating in the Consumer Choices Option.
WellCare of Iowa’s primary concern is always the health, safety, and welfare of the member. Monitoring for these elements begins on the front-end during the care planning process when the interdisciplinary team identifies potential risks and barriers and develops solutions to mitigate those. 
To continue that monitoring, the CBCM will hold quarterly in-person visits in the =member’s place of residence and perform monthly telephonic calls to monitor the following: member satisfaction with provider, adequacy and appropriateness of documentation of services, effectiveness of back-up plan and process, service delivery issues, monthly reviews of hours billed for services, and quarterly reviews of expenses for each member. We will look for red flags that will trigger interventions such as:
Revision of the risk agreement
Self-assessment to determine additional supports could be made available to assist the member
Change in the member representative
Revision of the back-up plan
Increased monitoring by the CBCM
If any abnormality or low-quality outcome is recorded, the CBCM will examine the issue and determine if there is a trend related to the service delivery. The CBCM will follow up with the member within five business days after all care plan updates to ensure changes were implemented in accordance with the revised care plan. 


SECTION 5 – BILLING AND COLLECTIONS
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.
Overview and ExperienceWellCare
 Manages copayments by service or population to ensure the proper cost share is applied
 Automates copayments and patient liability amounts so providers have real- time visibility
 Automatically deducts copayments and patient liability from the overall provider payment to ensure accurate accounting

Our parent company, WellCare Health Plans, Inc. (WellCare) has over 20 years of experience in billing and cost share administration across 49 states and the District of Columbia. Our experience includes Medicaid and Medicare programs such as Children’s Health Insurance Program (CHIP), Long Term Services and Supports (LTSS), Aged, Blind and Disabled, Medicare Advantage and Medicare Part D. Members in these programs receive various levels of premium subsidy assistance and have various copayments based on income. 
In implementing cost share for the Iowa High Quality Healthcare Initiative, we will leverage our experience and technologies to provide best practices that are both sensitive to the populations we serve and effective in achieving the goals as directed by Iowa.
5.1 General Provisions
1.	Describe your strategy for ensuring total cost sharing does not exceed five percent (5%) of quarterly household income.
Total Cost Share Strategy
WellCare of Iowa, Inc. will track and accumulate member’s quarterly cost sharing using the income information provided by DHS. A quarterly flag will be established to denote when the five percent of quarterly household income is met. All member cost share amounts, including those from pharmacy claims, are included in the quarterly accumulator and updated daily. The quarterly cost share accumulator also includes cost sharing incurred by all members of the household. We have similar cost sharing accumulator experience in the states of Florida, Hawaii and Kentucky, among others. 
Upon determination that the member has reached the maximum quarterly allowable cost share, we will update the member’s eligibility record to reflect no copayment. This generates an automatic trigger to our claim payment system to no longer deduct copayment from claims reimbursement. Our systems also send a letter to the member and the member’s PCP indicating the copayment has been met. New member identification (ID) cards are issued anytime changes in cost share responsibility occur. Claims are systematically audited to determine if adjustments are necessary. Identified claims are re-adjudicated to remove the copayment and the provider who collected the copayment is notified the copayment should be refunded to the member. As needed, Provider Relations works with provider offices to ensure the copayment is appropriately refunded.
2.	Describe processes for making information on premium and cost sharing available to both members and providers.
Building long-term relationships with members is the essence of our successful approach to managed care. We understand that these relationships are built on the trust that comes from open, helpful and timely communication between us and members. This is particularly important when members are transitioning from other health care delivery systems such as fee-for-service. WellCare has transitioned several states from fee-for-service to Managed Medicaid and is intimately familiar with the impact that transition has on members. Members must be guided through the process with care and compassion. Our comprehensive approach to the communication and administration of member cost share is designed to ensure that members and providers understand cost sharing and that members receive medically necessary services in a timely and appropriate manner.
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Cost Sharing Information
As part of our member and provider onboarding process each member and provider will receive initial and ongoing education on premiums and cost sharing. This will include:
Groups of individuals subject to cost sharing charges
Consequences for non-payment
Cumulative cost-sharing maximums
How to make payments for required charges
Tools to access the preferred drug list
Member Education
Our comprehensive member onboarding strategy begins with our new member welcome packet and welcome call. A member ID card, welcome letter and member handbook will be automatically distributed within five business days of receipt of the eligibility files provided by DHS. Our member handbook provides vital information to members about benefit coverage and obtaining care, including cost sharing responsibilities. Our member handbook is provided in printed format at enrollment, annually thereafter, and is available 24/7 on our website.
All new members are automatically scheduled for a welcome call. During the call, we will welcome the member to WellCare of Iowa, verify receipt of the ID card and new member packet, and answer any questions the member might have. Our member website also provides a wealth of information to members including cost sharing information, our formulary and the preferred drug list. 
Ongoing education is provided to our members through Member Services, Community Outreach and our quarterly newsletter. Member Service associates listen carefully to member concerns or questions and educate our members on program requirements. Members are taught to examine the ID card for presence of “no copay” status. They are also taught they can obtain copayment information at any time by calling our toll-free Member Services helpline or through the secure member portal. See Section 8 for a complete description of our member onboarding and education activities.


Provider Education
Our comprehensive provider training program includes initial orientation and ongoing training about all program topics including cost sharing requirements. This training is reinforced through subsequent visits from Provider Relations, our provider manual, newsletters and the provider website. Our website includes our formulary and preferred drug list. All provider training material is also found on our website. Cost sharing will be included in the Provider Visit Planning Checklist material to ensure the topic is covered during Provider Relations visits. Copayment amounts will be provided based on real-time data when a provider verifies eligibility through our systems.

Providers and office staff are trained to examine the ID card for presence of “no copay” status. Copayment status is also offered when a provider verifies eligibility through our Interactive Voice Response (IVR), the website, or a 270/271 eligibility inquiry and response. Because we understand the challenges providers face in determining cost share, the appropriate copayment amounts will be provided based on real-time data when a provider verifies eligibility through our systems. See Section 6 for a complete description of our provider onboarding and education activities.
5.2 HEALTHY BEHAVIORS PROGRAM
WellCare understands and acknowledges the requirements of Section 5.2 in accordance with the state’s 1115 Waiver related to the Iowa Health and Wellness Plan Contributions including:
Waiver of premiums in subsequent years based on completion of healthy behaviors
No premium obligation for certain Medically Exempt members and other populations outlined by Iowa 
Our systems support premium determination by line of business, plan, member eligibility, age and other beneficiary attributes (which will be enhanced to include Healthy Behaviors completion) that impact the amount of premiums to charge. Once a member is enrolled, we will begin a member education and tracking process that encourages the completion of Healthy Behaviors. 
TRACKING MEMBER COMPLETION OF HEALTHY BEHAVIORS
WellCare will identify the member’s participation in the Healthy Behaviors program as a date-effective data element associated with the member’s eligibility information, independent of how participation has been determined. This approach allows the member’s participation status to be displayed where appropriate (such as to Care Coordinators). Additionally, as premium billing is calculated based on a member’s eligibility information, this will also ensure proper invoicing to the member, including automated corrections that might result from delays in receiving or updating this information.
While the specific details of each year’s participation requirements are dependent on the annual filings and not fully defined, WellCare has conceptually determined that it will track the completion of Healthy Behaviors by identifying individual requirements as a care gap. This solution approach actively publishes and generates awareness of the need to complete these activities, making them available to Member Services, the member’s PCPs (through the provider portal), the member (through the member portal and mobile app) and to Care Managers as constant reminders that the member needs to complete these activities. Reminders and member communication will continue until the Healthy Behavior flag is closed. 
WellCare will submit completion of Healthy Behaviors to DHS in the manner specified, and validate the closure of Healthy Behavior activities on an annual basis, updating the member’s eligibility information as appropriate. 

EDUCATING MEMBERS ON IMPORTANCE AND BENEFITS
Our Healthy Behaviors member education program will begin as soon as the member is enrolled with WellCare with a new member enrollment packet and welcome call. It will continue throughout the year with newsletters, member flyers, our website and ongoing community outreach. Members who have not completed the Healthy Behavior will be identified in our system as having care gap and will receive constant reminders from Member Services and Case Managers as to the need to complete the activity. The care gap will also be identified on the member and provider portal. Each member who has not completed their Healthy Behaviors will receive an end of the year reminder telling them they have 30 days to complete their healthy behaviors and save money. 
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.
Our experience is that copayments facilitate personal responsibility, investment in health care decisions and changes in behavior. As such, we intend to impose copayments on populations in addition to the Iowa Health and Wellness Plan and hawk-i members. The primary care provider (PCP) plays a pivotal role in our integrated care model. To encourage that relationship, no copayment will ever apply to primary care services. Copayments will also not apply to exempt populations or exempt services. 
We understand the requirements of Section 5.3 regarding exempt populations, exempt services, inability to pay and claims payment and will administer our additional copayments in accordance with these provisions.
2.	Describe how exempt populations and services as outlined in Section 5.3.1 and 5.3.2 will not be charged copayments.
We currently manage the exemption of certain populations and services from copayment requirements in multiple states including Florida, Georgia, Hawaii, Kentucky and New Jersey. 
The processing and determination of copayments, including knowing whether a member has met maximum cost sharing amounts, is a validated, automated function within our information management system.
During the one-time benefit structures set up, exempt services are configured to indicate there is no copayment amount for that service, ensuring that no copayments will be applied at any time for those services.
Copayments are further able to be managed by the plan benefit code that the member is enrolled in. Exempt populations are enrolled into a unique plan benefit code which is configured to indicate that there are no copayments for covered services. 
Additionally, when appropriate or necessary due to timing of data updates or temporary needs, our enrollment associates are able to apply an indicator to the member’s eligibility information which will over-ride any copayments that are calculated and reset those amounts to zero when adjudicating a claim, ensuring that no copayment is applied.
EXEMPT POPULATIONS
WellCare of Iowa will not impose copayments on the populations defined in Section 5.3.1 as exempt populations which include our most vulnerable members.
Our systems support the application of copayments by line of business, plan, member eligibility, age and other beneficiary attributes that impact the application of copayments. Members whose benefits do not require a copayment are flagged as such in the system and the copayment is not applied.
EXEMPT SERVICES
WellCare of Iowa will not impose copayments on the exempt services defined in Section 5.3.2. These include preventive services for children under the age of 18, pregnancy-related services, counseling for the cessation of tobacco use, provider preventable services, and family planning services and supplies. 
Our systems support the application of copayments by benefit type and age. Exempt services will be configured with no copayment.
[bookmark: _Toc415121417]SOW 5.3.4 Nonemergency Use of Emergency Room (ER)
WellCare of Iowa understands and acknowledges our responsibility to impose a copayment for nonemergency use of an emergency room by Iowa Health and Wellness Plan members and hawk-i members. 
To assure the timely and appropriate delivery of services to our members, emergency room copayment requirements will be included in our provider manual and hospitals will be specifically trained on their notification responsibility and the circumstances when they must waive or return the copayment. Our Provider Relations associates will conduct retraining should our monitoring activities (complaints, grievances, member outreach etc.) identify a need. Because we understand the challenges providers face in determining cost share, the appropriate copayment amounts will be provided based on real-time data when the hospital verifies eligibility through our systems. Additionally the copayment requirement and dollar amount will be placed on the member ID card.
[bookmark: _Toc415121418]SOW 5.3.5 Inability to Pay
WellCare of Iowa understands that members can assert to providers that they are unable to pay the copayment and that providers may not deny care or services because of this inability to pay. This provision is found in our provider contracts.
Our overarching priority is to assist medically needy members in receiving services by reducing obstacles and providing outreach to members and providers as to program provisions. In addition to our provider manual, providers will receive specific training on hardship cases as part of our initial and ongoing provider training. This item will be included in our Provider Visit Planning Checklist material to ensure the topic is covered during Provider Relations visits. Member Services will assist members who report they have been denied services because of their inability to pay the copayment by contacting the provider office, educating them on the policy and arranging for the member to receive the necessary care or services. 
[bookmark: _Toc415121419]SOW 5.3.6 Claims Payment 
We will reduce the payment we make to a provider by the amount of the member’s copayment obligation and display that amount on the provider’s remittance advice as a member copayment obligation.
We currently administer copayment obligations in multiple states including Florida, Hawaii and Kentucky and are confident of our ability to do so for this program. The processing and determination of copayments, including knowing whether a member has met maximum cost sharing amounts, is a validated, automated function within our systems.





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.
WellCare of Iowa has built on our parent company’s experience administering patient liability in the states of New Jersey, New York and Hawaii to develop our Iowa specific patient liability process. We acknowledge that DHS has sole responsibility for determining the patient liability amount. 
Providers will be notified of the rules surrounding patient liability amount and payment net of patient liability through all education channels including the provider manual, provider orientations, newsletters and our website. This topic will be included in the Provider Visit Planning Checklist to ensure it is fully covered during Provider Relations visits. Provider Relations associates assigned to LTSS providers will have individual discussions as to our patient liability process. Patient liability will be provided based on real-time data when a provider verifies eligibility through our systems.

The patient liability amount provided by DHS will be offered when a provider verifies eligibility through our IVR, the website, or a 270/271 eligibility inquiry and response. When the claim is submitted by the provider, our claims system automatically pays the provider net of the patient liability amount.
5.5 IDPH Sliding Scale
1.	Describe how your organization will ensure the IDPH approved sliding fee schedule is implemented among network providers.
WellCare of Iowa acknowledges that substance abuse services are available to Iowa Department of Public Health (IDPH) participants based on a sliding fee scale with sliding fees determined on the basis of income and family size and standardized for all IDPH funded service providers. We also understand that in all IDPH transactions IDPH funds shall be the payment of last resort.
We will use the following process to ensure the IDPH approved sliding fee scale is implemented among network providers:
IDPH approved sliding fee schedule placed in provider manual
IDPH participant billing and collection procedures placed in provider manual
Procedures will be consistent with those established and provided by IDPH including:
Services shall not be denied because of inability of person or group to pay
No charge for missed appointments
One-time, no-show fee, not to exceed amount established by IDPH, is permitted
Providers will be educated on the sliding fee scale, billing and collection procedures at time of onboarding
WellCare of Iowa will retain the right to randomly audit providers to ensure the correct sliding fee scale is used







SECTION 6 – PROVIDER NETWORK REQUIREMENTS
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.
Overview and Experience
WellCare Health Plans, Inc. embraces the fundamental imperative that ease of access to high quality health care services is crucial to member health, wellness and satisfaction. We have extensive experience in the development and management of diverse and comprehensive provider networks. Our current networks deliver services to over 4.1 million members through 348,000 contracted health care providers and 71,000 contracted pharmacies. This broad experience, in conjunction with our network development approach and policies, will ensure that covered services are available to Iowa High Quality Healthcare Initiative members from a comprehensive network of providers. 
Building long-term, mutually beneficial provider partnerships is essential to successful managed care. We understand that these partnerships must be built on the trust that comes from communicating in an open and timely manner, listening to member and provider feedback, and continually seeking opportunities to improve our providers’ experience in doing business with us. As an example of our commitment to the provider community, WellCare of Iowa has entered into a preferred partnership with UnityPoint Health that will provide our membership with access to a large integrated provider network as well as innovative health care programs. Our network management success is demonstrated by our provider satisfaction scores, a sampling of which is shown below.
	2014 Medicaid Sample Provider Satisfaction Survey Results

	Aggregate all Respondents
	Florida
	Georgia
	Kentucky
	Missouri
	South Carolina

	Recommend WellCare to other physicians’ practices
	92.6%
	88.8%
	86.2%
	80.9%
	87.4%


	Recommend WellCare to other patients
	88.6%
	83.3%
	82.3%
	81.2%
	81.2%


We also recognize the critical role of the social safety net within the health care continuum. By thinking about community partners as a social service network, we develop and maintain a state-specific inventory of community programs. This is core of our community engagement strategy. For Iowa, we identified more than 5,000 local and national organizations who offer social supports for at-risk and disadvantaged populations. Using traditional research methods (i.e., web searches, interviews), our 32 CommUnity Liaisons, hired through workforce innovation programs such as Ticket to Work, catalog available community-based programs and services. The information collected is verified for quality purposes using 30 data elements for each service organization across 72 different service categories. These connections are then maintained and managed through a local field team of CommUnity Advocates. Iowa’s resource network augments our already robust collection of social safety net organizations representing 75,000 partners across 48 states. 
6.1 General Provisions
1.	Describe how you plan to meet all network composition requirements.
Developing a Comprehensive and Compliant Provider Network
First and foremost, we understand that the delivery of health care is local. As demonstrated by our Iowa provider engagement activity to date (See Questions 6.2 and 6.3), we will frequently communicate with and listen to the provider community as we build our Iowa network. We have found that there is no better teacher about local health care delivery than the provider community itself. While the state has not defined regions for the Iowa High Quality Healthcare Initiative, we have been working hard to learn about Iowa’s natural pockets of care, population clusters and current referral patterns. 
In developing our networks we apply the necessary resources to actively recruit and maintain a network that offers our members a broad array of high-quality providers who deliver the scope of preventive, primary and specialty services, along with home and community-based care and long term services and supports. Our fundamental network development strategy is to:
Determine expected enrollment
Accurately determine precise network requirements to meet time, distance and appointment availability standards 
Target providers critical to meeting those standards and providing a comprehensive scope of services, 
Expand our core network to encompass as many qualified participants as possible allowing both member choice and increased access to care
We employ a five-phase approach to network development and management, moving from early analysis of the market and membership needs to targeted recruitment, contracting, training and retention activities as described our network development and contracting continuum.
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Access and Availability Standards
WellCare of Iowa, Inc. will provide available, accessible and adequate numbers of high-quality providers for the provision of covered services, including all emergency services, on a 24/7 basis. Our goal is to meet and exceed the access and availability standards in the Scope of Work Exhibit B.  



	WellCare of Iowa Access and Availability Standards

	Provider Type 
	Access
	Availability

	Primary Care Physician
	1 provider within 30 minutes or 30 miles
	Routine: within 4 to 6 weeks
Urgent: within 1 day

	Specialty Physician
	1 provider within 60 minutes or 60 miles for 75% of non-dual members;
90 minutes or 90 miles for 100% of all non-dual members
	Routine: within 30 days
Urgent: within 1 day

	Hospitals
	1 provider within 30 minutes or 30 miles
	Emergency care immediately 24/7 without prior authorization

	LTSS: Institutional
	All licensed and certified offered inclusion for 2 years
	 

	LTSS: HCBS
	2 providers per county for each covered HCBS. 1 Adult Day Care provider within 30 miles/30 minutes urban, 60 miles/60 minutes rural
	 

	Behavioral Health: Outpatient
	1 provider within 30 minutes or 30 miles
	Emergency: 15 minutes 
Mobile crisis: 1 hour 
Urgent: 1 hour presentation or 24 hours telephonic
Persistent: within 48 hours 
Routine: within 3 weeks 
Substance abuse and pregnant: within 48 hours 
IV drug use: within 14 days of request or 120 days after request if no program has capacity if interim services made available within 48 hours

	Behavioral Health: Inpatient
	1 provider within 60 minutes or 60 miles in urban, 90 minutes or 90 miles in rural
	

	Optometry
	1 provider within 30 minutes or 30 miles
	Routine: within 3 weeks
Urgent: within 48 hours

	Lab and X-ray
	1 provider within 30 minutes or 30 miles
	Routine: within 3 weeks
Urgent: within 48 hours

	Pharmacies
	2 providers within 30 miles or 30 minutes excluding specialty pharmacies
	


MEETING ACCESS AND AVAILABILITY REQUIREMENTS
Monitoring Access
We monitor geographical access between members and our provider network on a monthly, quarterly and ad hoc basis using Optum GeoAccess® GeoNetworks® software. Ongoing monitoring and trending of providers’ member panel capacity is also analyzed. GeoAccess software is the industry standard to analyze and monitor potential provider network gaps. 
[image: ]
GeoAccess software allows us to comprehensively monitor our network to maintain and exceed the time and distance standards. Examples of reports produced for monitoring network adequacy include:
GeoAccess Reports: Displays network adequacy by region, county and provider specialty type including detailed listing by specialty combination showing total number of members to total number of providers. These reports will be run quarterly or on an ad-hoc basis.
Exception History Log (EHL): Records network gaps, current patterns of care and a narrative justification with steps to remedy for each network deficiency identified in GeoAccess. Provider network deficiencies are uploaded from GeoAccess into the EHL tool, where the Network Management team writes a narrative describing the plan to fill each deficiency based upon the network management research.
Compliance and Expansion Maps: Real-time statistical analysis software (SAS) maps that allow network management users to access provider gaps and drill-down to investigate identified county level deficiencies and the provider network that services just that county.
Access Compliance Snapshot: A drillable GeoAccess dashboard report of the provider network specialties by county. The report is run on a monthly basis using the current provider network and membership. Each report is validated and then analyzed for network trends, then distributed to the network management teams for action. 
Zip Code Analysis for Members Without Access: An analysis of members without access to specific specialties at the zip code level. 
We also use reports from these systems to analyze member access to providers by mapping provider locations against member locations to determine the time and distance to the closest provider and to calculate the number of members per provider to determine capacity. In addition to general geographical access review, we examine the number of primary care providers (PCPs) with open member panels by geographic location. 
To ensure specialist access, we regularly perform analysis of high volume specialists accepting new and existing members to determine if we meet the required distance and drive time access standards. High volume specialists will include those specialties identified in Scope of Work Exhibit B as well as those identified annually through claims utilization data. The specialty types will be chosen based on the highest claim count within an annual reporting period. 
Our specialist analysis affords the opportunity to develop targeted recruitment opportunities to ensure necessary provider specialties are accessible to the members we serve. A large provider group or high volume specialist type or facility leaving our network may also trigger an ad hoc GeoAccess analysis. This analysis looks at the remaining providers of the same specialty type(s) to ensure that no access gaps have been created. 
In addition to GeoAccess reports, we conduct ongoing monitoring activities to ensure network adequacy. Network monitoring tools include HEDIS results, provider efficiency reports, operational dashboard reports, member grievance and appeal data, provider complaint and appeal data, appointment availability, out-of-network usage reports, and member and provider satisfaction surveys. 
Monitoring Availability
Access and availability standards for members are of primary concern to us. We monitor the timeliness of access to care within our provider network through a variety of tools including appointment accessibility and after-hours telephone surveys, member surveys, complaints and grievances, site visits and ongoing monitoring and trending of providers’ member panel capacity. We require that all providers offer hours of operation that are no less than the hours of operation offered to commercial or fee-for-service patients. We also require PCP providers arrange for coverage of services after-hours. 
Quarterly Provider Office SurveysKentucky Member Satisfaction
Our 2014 Kentucky Medicaid member satisfaction survey reported an adult satisfaction rate of 86.7% and a child satisfaction rate of 93% with Getting Appointments and Care Quickly.

We conduct a quarterly phone audit using a sampling methodology to survey network providers for both appointment timeliness and after-hours availability. A phone survey script for each metric will be used to complete the audit for various provider types based upon the Iowa Department of Human Services (DHS) access and availability standards. A provider not adhering to appointment time standards is sent a notice of deficiency and a suggested remediation and, when appropriate, is subject to contract compliance discussion regarding ongoing network participation. 
Member Surveys
Member feedback is among our most valuable resources in monitoring access to care. Members are surveyed annually to assess their experiences with appointment availability. Selection for the survey is based on member claims data received from providers so we are specifically soliciting feedback from members who have received care. The claims are sorted by the type of service, such as: urgent care (adult and pediatric), PCP (adult and pediatric) and specialists. The member survey is based on services that have occurred in the past six months and the results are based on a member’s perception of the visit. 
See Question 6.1.11 for additional information on our provider monitoring activities.

Closure of Network Gaps 
Our local provider relations representatives, case managers and member service representatives serve as key resources for identifying gaps in the network. These WellCare associates know their regions well and are encouraged to immediately raise any situation in which a provider is not available to adequately meet a member’s needs. This will be coupled with our understanding of the basic and specialized needs of our members, including the most vulnerable families, elderly, disabled adults, foster children and those with a serious mental illness or chronic disease. Our Hawaii Medicaid plan (‘Ohana) was challenged by the lack of specialty providers on the Island of Kauai. To address this shortage, ‘Ohana established a formal partnership with an Oahu-based hospital and clinic system to provide access to care using traveling specialists.

As soon as network gaps are identified we promptly develop an actionable plan. To eliminate the deficiency, our local Network Management team is responsible for conducting further analysis for potential providers that may be available by analyzing competitor provider directories, professional society membership data and www.medicare.gov, as well as applying their familiarity with the provider communities they support. As we identify provider leads, we track the progress of our contracting efforts. In situations where no provider exists, we arrange transportation for members to the nearest identified provider and capture the exception data for reporting.
We report all GeoAccess® analysis and other monitoring results to our Utilization Medical Advisory Committee (UMAC) quarterly. Each network gap is thoroughly reviewed and addressed at each committee meeting, where we address background information and potential solutions. This process occurs even when a gap is longstanding or reoccurring to allow the committee an opportunity to share insight regarding new alternatives for members to receive care.
HealthConnections Model
Through the HealthConnections Model, we work locally to close social service network gaps both responsively when a member or their family is in need or proactively through a population service layering protocol. We have identified more than 5,000 social service providers throughout Iowa and will continue to build our database of social services. We will track all referrals and responsively close gaps in available social services. Using this data, we will stratify the network and compare community-level population data with member health data to prospectively identify potential gaps in the network in areas like transportation and homeless/housing services. Using our CommUnity Health Investment programs, we will engage with community partners to pilot models which fill the gaps, benefiting our members, their families and the communities-at-large. 
HealthConnections Councils
We recognize the importance the social safety net plays within the health care continuum. Within the HealthConnections Model, we have identified community planning councils that focus on sustaining the social safety net itself. In 2014, WellCare hosted more than 15 different HealthConnections Councils throughout our enterprise footprint and identified 20 different pilots designed to extend an existing community-based program or service, test potential payments models, fill a gap in the social service network and determine ideal contracting methods with the goal of expanding and sustaining the social safety net. WellCare expanded the CommUnity Health Investment Program to include nearly 50 individual investment programs in five different states. Using public health data, WellCare of Iowa has identified five different CommUnity Health Investment Programs in Iowa.


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. 
Network development challenges
WellCare of Iowa has actively researched the unique network development challenges in Iowa and is actively developing mitigation strategies. In our discussions with Iowa providers, professional organizations and advocacy organizations, access to care in rural communities has been named as one of the most commonly identified needs to close health disparities between rural and urban areas. 
Key facts we have learned about the rural and underserved challenges in Iowa include:
Iowa ranks 44th in the nation overall in patient care physicians with some of the greatest shortage being in the fields of obstetrics and gynecology (51st), emergency medicine (51st), neurological surgery (48th), internal medicine (46th), psychiatry (46th), orthopedic surgery (46th), pediatrics (44th), child and adolescent psychiatry (42nd) and cardiovascular disease (42nd). (Source: Iowa Medical Society 2012 report)
Iowa ranks 44th in the nation overall in mental health workforce availability, and Iowa’s overall health ranking fell from 18th to 24th in 2014. (Source: AMOS Mental Health and Disability Workforce Workgroup Report December 2014)
Over 58 of Iowa’s 99 counties are located in a designated Federal Primary Health Care Shortage Designation. (ibid)
While Latinos constitute 5.5 percent of the state’s total population, there is a higher percentage in certain rural counties such as Louisa where 16.2 percent of the population was Latino in 2013. (Source: State Data Center of Iowa) 
Over 89 of Iowa’s 99 counties are located in a Federal Mental Health Care Shortage Designation due to the population-to-provider ratio or to the high needs of the population in the area. (Source: Iowa Department of Public Health 2014)
Mitigation Strategies
We will address the challenges associated with rural and underserved areas using some of the tools we have developed in other markets, customizing them for Iowa.
Partnerships with Major Health Systems
WellCare of Iowa will explore partnerships with major Iowa-based health systems such as Unity Point, Mercy Health Network and the University of Iowa Health Alliance to establish satellite offices for primary and subspecialty care. For pediatric subspecialties, telemedicine will also be available to connect rural PCPs to urban health care systems.
Telemedicine
WellCare of Iowa will use telemedicine service to improve access to essential health services that may not be otherwise available in rural areas. Nationwide we have invested in innovations like telemedicine that enhance the health and quality of life of our members through expanded access to high-quality health care no matter the health status or location of our member. Our investments in telemedicine positively impact members every day, offering our members an opportunity to see specialty physicians, who might not otherwise be available to see them due to geography, transportation, or supply barriers.



Transportation 
We will facilitate coordination of transportation for members to improve access to care if they lack available transportation to their service provider. In addition, we track all referrals to non-benefited services including transportation. In Georgia we launched a transportation-focused CommUnity Health Investment Program. 

In Georgia, for example, we catalogued more than 660 community partners who offer more than 12,000 different transportation programs, representing more than 25 percent of all referrals tracked in the market. Given its importance, we launched a transportation-focused CommUnity Health Investment program. In partnership with Emory University and the Georgia Department of Transportation, we are evaluating the creation of a new transportation route the helps pregnant women and their children reach preventive health visits. 
Family Practice and Mid-level Participating Providers
As needed, we will use family practice physicians with specialized training to provide obstetric services to our members. As we develop our network, we will identify which of our family practice physicians have received this specialized training and encourage others to pursue such training. 
As permitted by DHS, we will also maximize the use of mid-level participating providers (advanced practice registered nurses, physician assistants) for primary care services. We will also rely on the availability of certified nurse midwives. We are working to establish partnerships with Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs), particularly in under-served areas.   
Leveraging Strong Provider Partnerships
Our Network Management and Provider Relations teams will encourage network providers to extend office hours and reach to expand access during initial contracting and through ongoing conversations with the network. In addition to our corporate headquarters in Des Moines, WellCare of Iowa will have seven regional and satellite offices located throughout the state with Provider Relations field associates. Access to local Provider Relations support will aid providers in decisions about local expanded access and support for patterns of care. 
Closed Panel Management
Providers identified with closed panels will be specifically contacted to determine if they are closed panel because their practice is at full capacity and are closed to all payers, or if there is an issue we can resolve. Our goal is to maintain greater than 90 percent of the network with open panels. To monitor closed panels we produce a monthly report of all closed panel providers including the date the panel was closed. Providers remaining on the report are contacted every three months to see if there are willing to open their panel again. Providers who wish to remain permanently closed to new membership below capacity will be evaluated for ongoing network participation, contingent on patterns of care and patient access.
Mobile Health 
We will recruit providers who are able to provide mobile health care services in locations convenient to our members. This mobile strategy has been employed in other markets to increase capacity to provide services and fill care gaps in remote locations or in markets that are underserved by the existing provider network.


Translation Services
We specifically recruit providers to match the cultural diversity of our members. In addition, we provide onsite sign language and oral interpretation service in provider offices at no charge to the provider or the member. These services may be arranged by calling our Member or Provider Service helpline.
Behavioral Health
In addition to the above, we will use specific strategies to increase behavioral health access to care in underserved areas. These strategies are derived based on our understanding of the shortage of behavioral health professionals in Iowa and the long preparation time for licensure. These include:
Behavioral Health Toolkit: Our behavioral health toolkit supports the integration of behavioral health and primary care. The toolkit, which is posted on our website and featured in provider newsletters, helps PCPs manage their members with co-occurring behavioral health conditions. Our Provider Relations team receives training on the toolkit and educates PCPs on the integration of physical and behavioral health as part of initial and ongoing training. Plans are underway to develop PCP training modules on recovery and resiliency programs.
Peer Support Resources: Partnerships with the University of Iowa, National Alliance on Mental Illness (NAMI) of Iowa, A Mid-Iowa Organizing Strategy (AMOS), Berry Hill Community Mental Health Center and others to leverage existing resources for peer support and family support peer specialists and identify where gaps exist in order to improve access. 
Behavioral Health Telemedicine: Partnerships in the delivery of behavioral telemedicine services. An example is provided by our Georgia plan which partnered with Hope House to sponsor a behavioral health telemedicine service expansion for a residential substance abuse treatment facility. As part of the partnership, a process is now established for Hope House to refer members in the program to WellCare for medical and behavioral health case management services. 
Co-location of Services: Our relationship with our key providers is paramount to the success of integration. As we continue to identify providers we will develop our contracting and incentives around common interests such as improving access to services and the co-location of physical health and behavioral health providers with an emphasis on local neighborhood based care that truly addresses member needs in a one stop environment. 
Out-of-Network Utilization
As needed, we will develop relationships with non-participating providers to allow us to work with them on a case-by-case basis to secure member access to the appropriate level of medically necessary care. Typically, we provide care for our members by executing single-case non-participating agreements which authorize care for a specific member’s specific health care service. In limited instances we will seek to establish a permanent non-participating letter of agreement with high-impact providers who do not wish to contract. We will always seek to contract with any high-quality provider that has out-of-network utilization.
6.1.2 Provider Agreements
1.	Describe your process for reviewing and authorizing all network provider contracts
Our contracting policies and procedures are designed to ensure that all of the necessary providers are contracted and that our network meets DHS standards for participation. 
Provider Templates Used to Streamline Process
With input from the various business departments, our expert in-house Legal team drafts and maintains all provider agreement templates to ensure compliance with all applicable federal and state laws, rules and regulations and our governmental contracts. The provider templates include professional (physician, physician group, IPA), facility (hospital, skilled nursing) and ancillary (DME, home health, laboratory), as well as agreements for “non-traditional” providers for waivers such as HCBS. The Legal department provides the templates to the Regulatory Affairs department to file with state agencies for notice and approval, as applicable. After receipt of the appropriate approvals, Legal loads these templates into our contract management system.
Contract Review and Authorization
Our Network Management team is able to prepare and use standard contracts readily available on our contract management system for contracting providers. Newly created contracts are distributed to providers via USPS mailings, as well as electronically or in person. Any revisions made to the template by the provider are sent back to both the Network Management team and Legal to review for appropriateness and/or negotiation. Edits that involve business decisions are routed to a particular business person who is a subject matter expert and able to determine the suitability of the edit and may either approve or provide a more appropriate alternative. We make every effort to entertain certain provider changes to our contracts that can be reasonably administered and that do not run afoul of any laws, rules, regulations or our governmental contracts. Our contract management system generates emails for review and approval of edited contract provisions, and tracks the timing of the contracting process. Once negotiations are completed and all required approvals are obtained, the final agreement is executed by an authorized officer and loaded into the contract management system. After execution of a contract, we track the contract through its configuration lifecycle, including ensuring that amendments are appropriately mapped to the initial contract and configured correctly in our claims processing system.
Evaluation of Network Applicants
We evaluate network applicants based on their level of quality, access and efficiency. When establishing and maintaining a network, we consider the number and types of providers required to furnish the covered services. We have in place staffing resources, standard provider contracts and contracting policies dedicated to contracting and credentialing specific categories of providers, which include:
Primary care physicians
Specialist physicians
Mental health and substance abuse providers
Hospitals and tertiary care facilities
Long term services and supports (LTSS) providers
Pharmacies 
Ancillary providers
Public health facilities
With respect to contracting standards, our policies related to contracting ensure the following parameters are addressed in our contracted network:
Credentialing requirements
Facility standards
Behavioral health provider requirements
LTSS provider requirements
Geographic access and appointment standards
Provider Contract – Review, Approval and Execution
We design our provider contracts to promote operational effectiveness and to reduce administrative complexity. Our contracts include provider adoption of e-commerce, such as electronic data interchange and electronic funds transfer; minimization of non-standard fee schedules; required participation in quality programs; and mandatory adherence to regulatory and program requirements.
We maintain a formal policy and procedure to document the process for the development, use and revision of all provider contract templates so that they comply with government program requirements, applicable laws and our standards regarding payment and other business provisions, and to establish uniform procedures by which all provider agreements are approved and executed. 
When new providers are added to our network, we undergo a comprehensive process to audit the contract and accompanying credentialing application for completeness and accuracy. Once the audit and the credentialing process is completed, our Provider Operations team enters a contract effective date, prints provider welcome letters and returns the letter and one original contract to the Provider Relations manager at the appropriate field office. The other original contract is retained by us. Upon receipt in the field office, the local manager forwards the contract and letter to the designated provider relations representative and provider orientation occurs within 30 days.
2.	Provide sample provider agreements.
WellCare of Iowa will establish written agreements with all our network providers. These contracts will include all provisions of Section 6.1.2 and incorporate all applicable state and federal laws, as amended.
We use a modular approach to our template participating provider agreements. There is a base portion of the contract that includes common terms for all provider types and all lines of business. Attachments are then added to the base template, which are tailored according to particular provider types, government programs and compensation arrangements. 
The provider participation agreement template included in our response is for IPA/Physician Groups and assembled as follows:
Base portion of the contract for all health care provider types and lines of business
Attachment A-1 for IPA/Physician/Physician Group/Professional Services which may be further revised depending on the covered service provided and specific type of physician or physician group
Attachment B-1 includes Iowa required provisions based on the information to date and may be further revised upon receipt of the final contract award
Attachment C is for the compensation and is not included
Following this template, in the same document, we have also included some alternative Attachments A-1 for hospital, medical facility, ancillary home health, ancillary (assisted living facility, family care home and hospice) and skilled nursing facility to provide additional clarity on our template. These also may be further revised based on the specific covered services provided and type of health care provider.
In addition, since this is an important part of the care we will be providing in Iowa, we have included our template for home and community based services for non-health care providers. This template may also be further tailored for specific non-health care provider types in Attachment A. Attachment B contains Iowa Program Requirements (subject to further revision upon contract award) and Attachment C includes our Business Associate Agreement in compliance with HIPAA and privacy laws. The compensation is not included in this template.
See Tab 6 Section 3.2.7.5 for Attachment 6.1.2-a Participating Provider Agreement and Tab 6 Section 3.2.7.5 for Attachment 6.1.2-b HCBS Agreement.
3.	Indicate if you propose to impose any requirements for exclusivity agreements for quality or payment purposes.
WellCare of Iowa will not require exclusivity agreements for participation in our various incentive and reward programs. We will offer incentives to all participating providers based on the attainment of quality measures such as:  
Decreased nursing facility and ICF/ID days of care
Hospital admission following nursing facility and ICF/ID discharge
Number and percent of members using 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
Elective deliveries
Preterm births
Comprehensive diabetes care
Controlling high blood pressure
Adults’ access to preventative/ambulatory health services
Breast cancer screening
Body mass index (BMI) documentation – adults
As provided for in Section 6.1.2, we will notify DHS of any risk sharing arrangements and require encounter data submission within 90 days of the date of service. For example, we are currently engaged in conversations with UnityPoint Health regarding a risk sharing arrangement for respective providers that would occur within the first contract year. Upon finalization, we will notify DHS as required. As applicable, our subcontractor agreements will comply with Section 2.2 and include all required language. We acknowledge that DHS has the right to direct us to terminate or modify any provider agreement when DHS determines it will be in the best interest of the state.
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?
We will enter into value-based purchasing (VBP) immediately upon initial network development negotiations and will have a minimum of 40 percent of our assigned membership assigned to primary care providers contracted under VBP terms no later than January 1, 2017. By linking provider payment to improved performance, we hold providers accountable for both the cost and quality of care they provide.
For example, we are currently engaged in conversations with UnityPoint Health regarding a value based purchasing arrangement for respective providers that would occur within the first contract year. Upon finalization, we will notify DHS as required. 
Our value-based purchasing timeline and percentages follows:
	Date
	Percentage of Provider Contracts with Value-Based Purchasing

	January 1, 2016
	40%

	January 1, 2017
	70%

	January 1, 2018
	100%


WellCare of Iowa will inform DHS of primary care physician (PCP) membership assignment and will extensively educate PCPs on their contractual obligations to coordinate high-quality care. 
These value-based purchasing agreements will blend incentives for quality outcomes as well as cost efficiency. To aid providers in understanding their responsibility and opportunities, WellCare of Iowa will profile providers by assessing their quality, cost and utilization performance. A provider summary profile is prepared for each PCP in our most impactful provider groups (i.e., those that care for the top 80 percent of membership). Our provider relations and quality outreach teams meet routinely with these Providers to provide education and technical assistance in identifying high-yield opportunities and strategies for improving member care and reducing costs. 
For example, we will provide each PCP with utilization dashboards which reflect peer comparison data and identify outliers in specific categories of service such as emergency room and pharmacy. 
6.1.3 Provider Credentialing
1.	Describe your credentialing process.
Credentialing
We operate credentialing programs for our Medicaid and Medicare Advantage plans in 16 states and will perform credentialing and re-credentialing for the Iowa High Quality Healthcare Initiative in strict accordance with federal, state and NCQA requirements. We do not discriminate in the participation, reimbursement or indemnification of any provider who is acting within the scope of the provider’s license or certification nor do we decline to include qualified individuals or groups of providers in our network. Our credentialing program includes:
Comprehensive training plan to educate staff as to credentialing and re-credentialing requirements
Provisions for monitoring and auditing compliance with standards
Provisions for prompt response and corrective action when non-compliance is detected
Description of the types of providers credentialed
Methods to verify credentialing assertions, including any evidence of prior sanctions
Prohibitions against employment or contracting with providers excluded from participation in federal health care programs
Credentialing Process
Credentialing and re-credentialing is performed for every independent practitioner, including physicians and allied health professionals (e.g., nurse practitioners, physician assistants, licensed mental health professional), organizational providers (e.g., hospitals, community mental health centers, nursing facilities, home health agencies, FQHCs, diagnostic imaging centers), and community-based services providers (e.g., adult daycares, assisted living facilities, private duty nursing, and other direct service providers, as applicable) in our network. Hospital ancillary providers are not required to be independently credentialed if those providers serve our members only through the hospital. Initial credentialing is conducted prior to the effective date of the provider’s contract, and re-credentialing is conducted at least every three years.
Comprehensive Review
All applicants undergo a comprehensive review and verification of their education, experience, licensing and other requirements in accordance with NCQA guidelines. The credentialing process begins with the provider’s completion and submission of either an electronic or paper application form. The application and all corresponding documentation are collected by our Provider Relations and Network Management department and submitted into our workflow/tracking system to Credentialing. Once the application is determined to be complete, a Credentialing associate will review it for completeness.
We will submit disclosures and notifications to DHS as described in Section 6.1.3.2.
Credentialing Committee
Our Medical Director reviews the application and supporting documentation for clean files. All non-clean files are presented to the Credentialing Committee for review and participation determination. Once a provider’s application is approved, a letter is sent to the provider advising the provider of the approval. The letter includes the specialty for which the provider has been approved and advises the provider of the requirement for re-credentialing every three years. In the event a denial decision is recommended, the provider is notified of the Credentialing Committee’s determination and provided with appeal rights.
Delegated Credentialing
We approve entities that have a demonstrated ability to perform high-quality and accurate credentialing of providers through a delegated agreement. Prior to approving an entity to perform delegated credentialing, we conduct a pre-implementation review to verify that the entity meets or exceeds our policies and procedures for credentialing and re-credentialing. Following implementation, we perform semi-annual targeted audits of the entity’s credentialing and re-credentialing processes and adherence to our policy. The results of those audits are reported to the Credentialing Committee for review and approval.
Systems Capabilities
We use the Computer Assisted Credentialing Tracking Update System (CACTUS), which is an industry-leading credentialing tool, to manage inventory and information accurately and efficiently. CACTUS allows us to customize credentialing practices and generate ad-hoc reports that may be required or requested from internal or external customers. We also use a proprietary workflow management system to facilitate the transfer of credentialing documentation between our Provider Relations team and our credentialing unit. The Provider Relations team is able to use this platform to continually be aware of a provider’s status throughout the loading and credentialing process, which allows them to effectively communicate with the provider community about their credentialing status.
Re-credentialing
We re-credential providers every three years. The re-credentialing process includes: mailing a re-credentialing application; reviewing the application; performing primary source verification; and making approvals and decisions through the Medical Director and Credentialing Committee. Following re-credentialing approval, an approval letter is sent to the provider. In the event re-credentialing is denied, the provider is notified of the Credentialing Committee’s determination and advised of his or her right to appeal. 
Ongoing Monitoring
During the intervening years, providers are monitored on a routine basis. This monitoring includes review of Medicare/Medicaid Sanction Exclusion and Reinstatement reports, the List of Excluded Individuals and Entities, Medicare Opt-Out listings, System for Award Management Exclusions, professional licensing actions and internal provider performance monitoring through the collection and review of grievance and adverse event information. Complaints related to quality of care, access or other issues are investigated promptly through our Quality Improvement process. Findings are included in the provider’s credentialing file; along with information on corrective actions ordered and verification the actions have been implemented. Utilization Management also reviews claims for the evidence of aberrant practice patterns. We rely on peer-to-peer counseling to assist providers in addressing issues resulting in member complaints and aberrant practice patterns.
Evidence of Current Credentials
We maintain evidence of current credentials in each network provider’s file. Documentation expiration dates are logged in the credentialing database and monthly reports are generated to identify items that are scheduled to expire in the following 30 days. The items are re-verified prior to their expiration date from the applicable primary source verification and the new expiration date is logged into the credentialing database. In the event a credential has not been renewed, we conduct outreach to providers reminding them to renew any necessary credentials to remain in good standing with the applicable state and regulatory bodies as well as our policy and procedure. Providers that fail to maintain credentialing standards are ineligible to participate in our network.
We have established processes that automate the provider maintenance processes. We currently have the technology to conduct primary source verification automatically for provider medical licenses and DEA licenses. 
2.	Describe methods to streamline the provider credentialing process.
WellCare of Iowa is committed to processes that streamline and expedite the credentialing process and is willing to work through the state or with other managed care organizations (MCOs) awarded on innovative approaches, as applicable. Examples of our current processes include:
Universal Credentialing ApplicationCredentialing Turn-Around Time
2015 year to date we processed 99.04% of credentialing files within 30 calendar days 

We will accept a Council for Affordable Quality Healthcare (CAQH) Universal Credentialing Application Form or a WellCare of Iowa Credentialing Application. CAQH is a nonprofit alliance of health plans and trade associations that collects and retains provider credentialing information. CAQH provides the information to health care organizations upon request which expedites the credentialing process; providers who have current CAQH attestation to their credentials prior to submitting their application will experience faster processing.
Clean File Processing
Providers who meet our established “clean credentialing file” criteria are individually approved by our Medical Director and then presented in a list format at each meeting of the Credentialing Committee as opposed to being reviewed by the Committee individually.
If a file does not meet our established criteria for clean files (e.g., the provider is discovered to have malpractice claims, quality of care issues, or past licensure sanctions), the details of the applicant’s file are presented to the Credentialing Committee for review and recommendation. The Credentialing Committee holds regularly scheduled meetings every month to review applications that do not meet our clean file criteria. The Credentialing Committee will also convene ad-hoc meetings as necessary to accommodate large network expansions such as a new market. 
Expedited Credentialing
Our Credentialing Committee convenes on an as-needed basis to review providers for participation as expeditiously as possible.  
Pre-populated Application
We initiate re-credentialing by mailing a pre-populated application with data collected during the initial credentialing process and that has been updated in between credentialing cycles. The provider is only required to correct information that is no longer accurate and complete the questionnaire section of the re-credentialing application. The provider is required to attest to the accuracy of the re-credentialing application.
Special Assistance to Providers
Our Iowa based provider relations representatives will be educated about credentialing requirements as part of their new hire training. These representatives will be actively involved in the credentialing process and will work directly with providers to facilitate the credentialing process and collect missing information. 
Since many LTSS providers are new to the credentialing process, we will put special focus on these provider types, using all resources available to get them through the process. We have successfully done this in other states. These providers are sometimes exempt from having all required information such as a National Provider Identifier number. We work internally to override exempt requirements in an expedited manner.
Our software systems support insight into a provider’s credentialing status, provide alerts and follow-up actions as appropriate including:
Provider relations workflow system displays credentialing status, credentialing date, and next credential date and the application tracking number, as applicable
An open alert is displayed if the provider places a call to WellCare of Iowa for any reason
Credentialing Timeliness
Using the above processes we will assure that, once all necessary credentialing materials are received, the credentialing of providers meets Section 6.1.3.3 timeliness standards of:
90 percent within 30 calendar days
100 percent within 45 calendar days
In 2014 we processed 97 percent of credentialing files within 30 calendar days. Year to date 2015 we have processed 99.04 percent of credentialing files within 30 calendar days. 
3.	Describe your plans for performing criminal history and abuse checks and assuring all network providers hold current licensure as applicable.
Licensure
During the credentialing and re-credentialing process, we review each of the following to ensure they are current and compliant: 
Verification of each provider's medical license for medical providers, or occupational or facility license as applicable to provider type, or authority to do business, including documentation of provider qualifications
Verification that there has been no revocation, moratorium or suspension of the provider's state license
Verification all facilities, including but not limited to, hospitals are licensed as required by the state
Processes are also in place to monitor licensure expiration and professional licensing actions. Documentation of expiration dates is logged in our credentialing database and monthly reports are generated to identify licenses that are scheduled to expire in the following 30 days. Primary source verification and provider outreach occurs to obtain updated licensure information. Providers that fail to maintain licensure standards are ineligible to participate in our network.
As required by Section 6.1.3.4 we will ensure each LTSS provider’s service delivery site or services meet all applicable requirements of Iowa law. We will also ensure these providers have the necessary and current licenses, certification, accreditation and/or designation approval per state requirements. In cases where LTSS providers are not required to be licensed we will ensure, based on applicable state licensure rules and program standards that the LTSS provider is appropriately educated, trained, qualified and competent to perform his or her responsibilities.

Criminal History and Abuse Checks
We will take steps to assure all required criminal history record checks and child and dependent adult abuse background checks are conducted for non-agency affiliated self-direction service providers such as Consumer Directed Attendent Care and Consumer Choices Options employees. We will establish minimum provider qualifications for each covered service based on Iowa’s 1915(c) and 1915(i) Home and Community Based Services (HCBS) waivers and ensure all HCBS waiver providers meet these qualification requirements. We understand the delays often associated with background checks and will use lessons learned from other states to expedite this process in Iowa. 
Following the processes of our Hawaii plan, HCBS providers will be asked to return the following documents with their participating contract agreement:
Community based application
Disclosure of ownership form
Copies of appropriate licenses or certifications and if no license or certification required, then confirmation of education, training, qualifications and competencies determined by services to be performed
Fieldprint background check clearance, if applicable
Iowa criminal history report
State of Iowa photo ID, if applicable
Certificate of general liability insurance
Certificate of auto insurance
List of secondary caregivers
W-9 form
WellCare of Iowa will contract with Fieldprint to conduct background checks. Fieldprint offers a complete electronic fingerprinting process, from collection through transmission to the Federal Bureau of Investigation (FBI). Fingerprinting to do background checks eliminates the possibility of mismatched results. Provider Relations will contact providers not cleared by Fieldprint in their background check to discuss requirements and the appeal or exemption process.
Substance Use Disorder Providers
In accordance with Section 6.1.3.6, we will permit the following provider types to deliver substance use disorder treatment services to members:
Programs licensed by IDPH in accordance with Iowa Code
Hospital-based substance use disorder treatment programs licensed and accredited in accordance with Iowa Code
Counselor certification as specified in Iowa Administrative Rules will be accepted as an acceptable credential for practitioners employed by a licensed substance use disorder treatment program.
During the credentialing and re-credentialing process we will ensure appropriate licenses and certifications are maintained.
4.	Describe your plans for ensuring non-licensed providers are appropriately educated, trained, qualified and competent.
Non-Licensed Providers
When individuals providing a covered service are not required to be licensed or certified, we will ensure, based on applicable state licensure rules and program standards, that they are appropriately educated, trained, qualified and competent to perform their job responsibilities. Criteria will be established by provider type as to the specific requirements. Depending on the provider type our processes could include copies of certifications, verification of education and training, and peer review.
6.1.4 Cultural Competence
1.	Describe your plans for ensuring the delivery of services in a culturally competent manner.
Cultural Competence
WellCare of Iowa embraces the fundamental importance of cultural competency in reducing health disparities and improving access to high-quality health care. We applaud Iowa’s efforts to promote the delivery of services in manner that is respectful of culture, language and heritage, and WellCare’s proven experience with a broad array of diverse populations will add significant value.Cultural Sensitivity
Our Hawaii Medicaid plan included a native Hawaiian healer into a member’s service plan because the member did not fully trust modern medicine. 

While Latinos constitute 5.5 percent of the state’s total population according to the State Data Center of Iowa, nearly half of the total Latino population lives in Polk, Woodbury, Scott, Muscatine, Marshall and Johnson county. In certain counties such as Crawford and Buena Vista over 20 percent of their total population is Latino. Iowa also has a Native American Meskwaki (Tama) and Ho-Chunk (Sioux City) population and is experiencing an influx of African immigrants with the largest number coming from Sudan with smaller populations arriving from Rwanda, Ethiopia and other countries. Within each ethnicity there are cultural and language differences which must be respected.
We currently administer Medicaid programs in New York and Hawaii, some of the most culturally diverse areas of the country. We will draw on that broad experience as we build our plan to deliver Iowa services in a culturally competent manner.
Our Cultural Competency Program will have the following components:
Identify members that may have cultural, linguistic or disability-related barriers for which alternate communication methods are needed
Utilize culturally sensitive and appropriate educational materials based on the member’s race, ethnicity, disability or primary language spoken
Ensure that resources are available to overcome the language and communication barriers that exist in the member populations
Make certain that providers care for and recognize the culturally diverse needs of the population
Teach staff to value the diversity of both their co-workers inside the organization and the population served, and to behave accordingly
Provide cultural competency and disability training to all staff members. Ensure training is provided both orally and in written format
Provider Recruitment
We will recruit a diverse array of providers, including those that are committed to serving people of racial and ethnic minorities. We recognize that within the state there are specific regional needs based on its diverse, multicultural population and we will constantly strive to meet these needs by recruiting providers who can meet the member’s linguistic and social needs. In addition to these recruiting efforts, we offer our cultural competency program as part of the provider onboarding process and measure and report on effectiveness annually. 
Provider directory and other member materials will indicate provider language. In addition, the PCP auto-assignment algorithm will capture the member’s identified language and match it with a PCP with the same language indicator. Members may change providers within our network based on cultural preference.
Training
All WellCare associates are trained in cultural competency and how it relates to our members through our New Hire Orientation program. Staff working in our call center, case management or similar roles with greater member interaction receive further training on cultural competency issues that impact their work with members. These team members are given role play opportunities to practice their new skills and are not approved for direct member engagement until they have demonstrated their proficiency and sensitivity.
WellCare requires network providers and their staff to receive ongoing education, training and support in culturally and linguistically appropriate service delivery. Upon joining the network, we require providers and their staffs to complete annual, online, self-study cultural competency training. This training includes review questions and corrects the answers if the provider enters an incorrect response. WellCare tracks completion of the online module to ensure that this requirement is fulfilled. We also provide a link on our website to the Health Resources and Services Administration (HRSA) Cultural Competence website which provides a self-study module for which providers can obtain continuing education credit. The site also offers high-quality tools for improving spoken and written communications with patients, reducing health disparities, etc.
Cultural Needs Assessment
A “cultural needs” assessment will be conducted each year to assess performance, identify opportunities for improvement and actions to improve. Ongoing self-assessment will include surveys on cultural competence, member surveys on appropriateness of our material and focus groups of members, providers and staff to explore the needs of constituent groups and to solicit suggestions for improvement.
Member Complaints and Grievances
An important source of input for performance improvement will be the monitoring of complaints and grievances. For example, the 2013 Cultural Competency Program Needs Assessment for our Georgia Medicaid plan indicated that three-quarters of grievances were filed against physicians. Of those approximately 60 percent dealt with segregation or discrimination. Of the substantiated claims, five were discriminatory. No patterns were observed and they appear to have been unfortunate isolated incidences.
Closing Gaps
When a specific cultural need is identified our Provider Relations team will implement targeted recruitment of providers speaking that language or representing that culture in the geographic region. Our provider relations team will also make sure that providers are aware of the translation resources and services available including on-site translation services that are available at no charge to the provider or the member. 
Diversity & Inclusion Program
Workforce diversity is a business imperative. WellCare maintains a comprehensive award-winning Diversity & Inclusion (D&I) program. By undertaking measures to foster an inclusive environment, we actively reflect the communities in which we operate and populations for which we provide services. The overarching goals of our D&I program are to:

Strengthen our interconnectivity with our ethnically diverse communities 
Improve the representation of cultures and ethnicities among our workforce 
Establish a network of cultural brokers within the company and our communities
Program Elements
In support of a broader D&I program, we embarked on a workforce innovation initiative in 2013. Our Workforce Innovation program focuses on four key complementary elements:
Job Description: Identifying opportunities to quickly adjust for special accommodations to enable participation in workforce incentive programs
Incentive Program: Participating in programs like Ticket to Work, Welfare to Work and others 
Recruiting: Evaluating all recruiting methods and creating opportunities to recruit more diverse pool of candidates
Onboarding: Incorporating D&I principles and communications methods into onboarding for new associates including diverse employees 
2014 Pilots
Based on the assessment date, we created four pilots which have now grown and become standard operations within the company. These programs will be deployed in Iowa through a combination of local and corporate resources.
CommUnity Liaison Program: Researches and catalogues available social services across the United States. This team is hired through Workforce Innovation programs like Ticket to Work. The program started with six associates in 2014 and has grown to 32. Six of the 32 have been promoted into full time employment matching their education backgrounds. Three student interns have been hired in partnership with Big Brothers Big Sisters.
CommUnity Activities: Hosts employment events, to date hosting more than 100 employment related activities reaching more than 11,000 people.
Social Service Database: Researches and catalogues community resources, to date 72,000 community-based resources (programs and services) including over 1,200 employment-related resources.
CommUnity Assistance Line: Social service resource line for members, their families and the community-at-large to find and access community-based programs and services manned by the CommUnity Liaisons.
6.1.5 Provider Patient Relationship
SOW 6.1.5 Provider-Patient Relationship
WellCare of Iowa understands and acknowledges the provisions of Section 6.1.5. We will not interfere with the provider-patient relationship. This acknowledgement is found in our provider agreements.
6.1.6 Provider Relations and Communications
1.	Describe your provider relations and communications strategy.
Provider Relations and Communications Strategy
We operate comprehensive Provider Relations and communication programs for our Medicaid and Medicare Advantage plans in 16 states. We are drawing on lessons learned and best practices from those states to develop our local Iowa strategy. This strategy features:
Strong local presence
Multiple touch points
Tailored by provider type
Enhanced Provider Engagement strategy
Local Operations Account Management team
Regional clinical advisors
Iowa-based trainer 
Face-to-face provider onboarding strategy
Telephonic Provider Service helpline support
Provider website and secure portal with robust self-serve functionality
Corporate support in the development of education and training materials and resources
Incorporation of provider feedback. For example, we will have the opportunity to leverage our partnership with UnityPoint Health to incorporate specific provider training and communication needs
Provider Strategic Initiatives
Local Presence
We will establish a total of eight offices across the state of Iowa to service the provider community. Each location will offer an open, inviting environment for our members, our providers and our associates. Our headquarters will be in Des Moines where the Iowa Provider Relations Director and Provider Operations Manager and other Provider Relations associates will be based. Additionally we will have two regional offices in Council Bluffs and Cedar Rapids and five Welcome rooms. Provider relations representatives will be based at each of these offices. A map of our offices follows.
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Enhanced Provider Engagement Strategy
Developed in 2013, WellCare’s enhanced provider engagement strategy provides a more responsive structure for resolving claims issues, education and training on billing and documentation, and assistance in improving HEDIS quality scores. Local provider relations representatives are assigned to high volume clinics establishing high-touch collaborative relationships with preferred, high-performing providers. The program includes the following components:
An account management structure to resolve providers’ claims issues consistently and efficiently
Personnel and tools to assist with improving quality scores, effective utilization and operational efficiency
Trained WellCare of Iowa associates who focus on managing relationships, timely performance and issue resolution
Additionally, our Medical Director, Pharmacy Director and regional clinical practice advisors will be accessible for providers to meet with face-to-face, via phone, and via email. Providers will also be able to make referrals to our care coordination team and speak to a nurse for advice regarding topics such as obesity and diabetes management. Care coordinators will also be available to confer regarding placement needs, care coordination and service plans.
Provider Summits
Following best practices from our other Medicaid markets, WellCare of Iowa will hold statewide Provider Summits to inform providers about “What’s New at WellCare of Iowa”, foster relationships with local staff, create the opportunity for providers to ask questions and have open, honest dialogue on their experience with us. We will conduct these summits quarterly in regional venues across the state, and all supporting documents and follow-up questions and answers will be made available on our provider website.
Operations Account Management Team
Our Operations Account Management team is a dedicated, locally based team that is responsible for proactively supporting providers, implementing special projects and resolving claims issues. This team serves as an important resource for our Provider Relations team, allowing them to spend more time in the field and less time working administrative issues. The Operations Account Management team will be available to provide face-to-face or telephonic assistance for provider claims inquiries that can include issues related to authorizations, claims coding edits and complex issue resolution as summarized below.
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Training
As part of our Provider Relations onboarding process, all Provider Relations associates will complete a comprehensive training program led by our Iowa-based trainer. Training topics will include: 
System training including WellCare University, HEDIS database and overview of our systems of record
Business training including member experience, disability awareness, advance directives, provider experience, telephone training
Program-specific training including Iowa High Quality Healthcare Initiative and Iowa specific policies and operations
Provider Relations training including credentialing, network integrity, contract operations, claims overview, website overview, communication skills, HEDIS, HEDIS reporting, pay for performance quality incentive program, delegation oversight, appeals, de-escalation skills, site inspection evaluations, pre-call planning, presentation skills, provider orientation and provider visit strategy
Compliance training including code of conduct and business ethics, corporate integrity, fraud, waste and abuse training and HIPAA.
Additional training modules including claims inquiry, claims triaging, driving network performance, enrollment services and territory management.
2.	Describe your policies and procedures to maintain communication with and provide information to providers.
PROVIDER COMMUNICATION
WellCare of Iowa recognizes the value of a well-informed network of providers, and provider communications is a priority of our senior executive and local management teams. We will bring to bear all necessary resources up front to ensure providers are ready to partner with us and participate in our network. Our experience in other states demonstrates that effective, two-way provider communication improves service delivery for our members and increases provider satisfaction.
In addition to our high-touch dedicated Provider Relations team, Operations Account Management team, Provider Helpline and comprehensive initial and ongoing training programs, we maintain communication with providers through the provider web portal, quarterly provider newsletters and targeted communication and education. Highlights of our communication and education activities follow.
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Provider Manual
We will develop and maintain a provider manual specific to the Iowa High Quality Healthcare Initiative. This manual will be available as a searchable and downloadable electronic copy on our provider website and will be provided either electronically or on a CD. Hard copies of the manual will be available upon request within 48 hours. All formats will be provided at no cost. The manual will include all policies and procedures to ensure compliance with health care rules and regulations designed to improve member care and control costs as well as all requirements listed in Section 6.1.6.1. 
A sample table of our provider manual topics follows:
	IOWA HIGH QUALITY HEALTHCARE INITIATIVE
Sample Provider Manual Topics

	Chapter
	Sample Topics

	 Overview
	About WellCare of Iowa, Medicaid managed service plan, eligibility, covered benefits, services and limitations, EPSDT, provider services, quick contacts, DHS contact information, website and provider portal, how to register

	Provider Administrative Guidelines
	Prohibited services, provider responsibilities, members with special health care needs, access standards, PCP responsibilities, EPSDT, provider’s rights for advising and advocating, covering providers, provider non-discrimination, smoking cessation, health screenings, patient liability and cost share

	Member Administrative Guidelines
	Member handbook, enrollment, member identification cards, eligibility verification, member rights and responsibilities, assignment of a PCP, changing PCP, hearing-impaired, interpreter and sign language services, cost sharing and premium requirements, healthy behaviors

	Quality Improvement
	Provider participation, member satisfaction, EPSDT, clinical practice guidelines, HEDIS, medical records, web resources, patient safety

	Utilization Management, Case Management
	Medically necessary services, criteria for decisions, prior authorization requirements, services requiring no authorization, peer-to-peer reconsiderations, second medical opinion, individuals with special health care needs, LTSS services, at risk service, service plan development, continuity of care, transition of care, urgent and emergent care definitions and requirements, service coordination, case management, disease management 

	Claims
	Claim filing instructions, timely claims submission, third party liability policies, claim processing, coordination of benefits, encounters data, balance billing, hold harmless for dual eligible, provider-preventable conditions, cost sharing responsibilities, claims payment disputes, corrected claims, reimbursement, overpayment recovery, HCBS claim submission

	Credentialing
	Practitioner rights, baseline criteria, site inspection evaluation, covering physicians, allied health professionals, ancillary health care delivery organizations, re-credentialing, sanction reports, credentials, appeal process, delegated entities

	Appeals and Grievances
	Member grievance and appeals, provider complaint process, member grievance process, administrative review process, continuation of benefits, Fair Hearings

	Compliance
	Compliance program, provider education and outreach, code of conduct and business ethics, fraud, waste and abuse, confidentiality of member information and release of records, disclosure of information, cultural competency plan and survey

	Delegated Entities
	Overview, compliance

	Behavioral Health
	Behavioral health program, continuity and coordination of care between physical and behavioral health care providers, responsibility of behavioral health providers, behavioral health advisory council

	Pharmacy
	Overview, preferred drug list, generic medications, injectable and infusion services, coverage limitations, step therapy, quantity limits, age limits, pharmacy lock-in program, member cost share, coverage determination review process, medication appeals, pharmacy management

	Facilities
	Overview, documentation and coding requirements, prior authorization for inpatient services, observation, hospital-based physicians, transplant services, dialysis, rehabilitation services, hospitalist program, emergency room and outpatient services, utilization management and care coordination, procedures for obtaining prior authorization, after-hours utilization management
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 We will distribute an Iowa-specific quarterly newsletter to participating providers addressing a wide variety of topics, including policies, guidelines, regulatory changes, and ongoing education and training issues and opportunities. See Attachment 6.1.6.2-a for a sample provider newsletter.
Recent newsletter topics from our other Medicaid plans includes: 
Billing guidance for evaluation and management visits
CAHPS, assessing health care quality from a member’s perspective
Tips for improving patient adherence
Education on the value of electronic medical records	
Newsletters are posted to the provider website and a notification postcard is mailed to each provider announcing the issue. 
Targeted Communication
Other routine communication mechanisms include orientation brochures, quick reference guides, fax blasts, web announcements and provider campaign/sweeps. Campaigns are also performed to emphasize a specific topic to the entire network within a very short period of time. 
These interim communications combined with outreach calls and visits by our Provider Relations team help keep our providers up to date on any changes in plan operations, new treatment options or quality initiatives. Additionally, providers may receive scheduled visits from our Medical Director or regional clinical advisors to discuss quality and utilization data. These visits are designed to provide education and feedback to providers to improve quality and efficiency and to address gaps identified through review of data. 
See Question 6.1.6.5 for our comprehensive provider training plan.
3.	Describe your plan to develop a provider website and describe the kinds of information you will make available to providers in this format.
Our Iowa website will be an important communication tool to inform, educate and communicate with providers. Our Iowa specific website will be Section 508, HIPAA-compliant and accessible 24 hours a day, seven days a week for network and non-network providers seeking information about the Iowa High Quality Healthcare Initiative. Our provider website is offered both public (unsecured) and private (secured) environment and is accessible through any internet connected device with a browser, including smart phones.
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A detailed description of our provider website and secure portal follows.
	Provider Website Content

	Our dedicated provider website will include a variety of information for both network and prospective providers that can be easily accessed without supplying log-in credentials. Available information and functionality includes, but is not limited to the following:

	Searchable Provider Manual
	Provider helpline information
Electronic funds transfer enrollment
Grievances and appeals
How to file a complaint
Available in PDF format with searchable content

	Searchable Provider Directory

	Find-A-Provider tool is refreshed daily with current information on network providers that include:
Primary Care 
Specialists
LTSS
Hospitals
Pharmacy
Vision

	Pharmacy preferred drug list
	Online searchable drug tool available by eligibility category, as applicable

	Other Helpful Information
	Quarterly provider newsletters
Overview of enhancements for website functionality
Provider manual updates
Appointment and access standards reminder
Quality and health news
Information and an online request for network participation
Forms and documents repository
Clinical practice guidelines
Companion and quick reference guides
Frequently asked questions
Member rights and responsibilities
How to obtain prior authorizations

	Links to External Partners
	Delegated subcontractors
DHS

	Inquiry submission 
	Contact us feature
Allows providers to offer feedback and submit questions

	What’s new
	Identifies newly added sections

	Secure Provider Portal

	Our secured environment for the provider website, requiring login and password credentials, gives our providers an opportunity to access various easy-to-use tools to obtain information and perform day-to-day tasks such as:

	Member Information
	Eligibility verification
PCP assignment information
Applicable copayment amount
Pharmacy utilization
Inpatient admission log
Membership panel assignment report

	Claims Support
	No-cost electronic claims submission via direct data entry
Includes real time HIPAA EDI compliance check supporting Strategic National Implementation Process (SNIP) data validation with error responses
Check claim status
Edit and rebill a claim (corrected claim)

	Authorization Support
	Prior authorization submission
Check authorization requirements
Check status of prior authorization

	Training
	Complete assigned training modules such as
Provider Orientation
Cultural Competency: Provider Program
Secure Provider Portal Overview
Interactive HEDIS Online Portal Training

	Contact Form 
	Request additional information




New Enhancements
As part of our ongoing investment in serving the needs of our members, providers, and government partners, we identified a series of strategic initiatives to improve our capabilities. Through 2015 and 2016, one of these initiatives is the redeployment and enhancement of all web portal capabilities. The changes and enhancements were planned and scheduled based on independent research and investigation which includes direct feedback from over 200 prospective members, 800 current members, and 750 providers in addition to competitive analysis reviews and reviews of state and industry sites likely to be accessed by our members and providers. When completed, the user’s experience will be improved through enhanced functionality and optimized for use on the specific device (smart phone, tablet, iPad or computer) of the end user.
4.	Describe your plans for the provider services helpline, including the process you will utilize to answer, route, track and report calls and inquiries.
WellCare of Iowa will operate a dedicated toll-free Provider Services helpline. This helpline will be available to our providers at all times for inquiries regarding authorizations, member eligibility, demographic changes, claims status, benefits, questions, concerns or complaints. Our helpline will be staffed by Iowa-based call center representatives with local community knowledge. 
Provider Service HelplineIowa-based Associates
Our helpline will be staffed by Iowa-based call center representatives with local community knowledge.

Our Provider Service helpline will be staffed Monday through Friday from 7:30 a.m. – 6:00 p.m. Central Time, except for state holidays. After regular business hours, on weekends and on established state holidays providers will have access to our automated system. Our automated system will provide information and clear instructions for callers to follow to verify enrollment for a member with an emergency or urgent medical condition. Callers will be able to leave a message and our helpline staff will return any message within one business day. 
Our Provider Service associates have access to our Provider Claims Support team to facilitate real-time adjustments for simple low dollar claims issues. We also have a Provider Escalation team where time-sensitive calls can be transferred for real-time resolution.
Our secure provider portal allows providers to process authorizations 24/7. Authorizations are never required for emergency care. Additionally, after hour calls into our Utilization Management department are warm transferred directly to nurses on call who are able to address emergent needs. Should consultation be required with the Medical Director, the Utilization Management associate will outreach directly to the Medical Director via telephone to discuss the situation live.
WellCare of Iowa uses an Interactive Voice Response (IVR) system to answer and route calls and inquiries. Much of the informational and transaction services available on our website are accessible using the IVR. During normal business hours, callers will be connected to a live person within one minute of the caller choosing that option. Our live operators will identify themselves by name to each caller.
Call Management System
Our call management system is built around telephony systems, web capabilities (including mobile and social media), IVR self-service solutions, and CAREConnects. CAREConnects is the proprietary, award-nominated agent desktop solution we implemented within Provider Services. CAREConnects leverages a Microsoft Dynamics platform with a large body of real-time web services connecting numerous systems, including the core processing system, enterprise medical management application, and quality reporting system.
CAREConnects efficiently guides Provider Service representatives through scripting, workflows, and actions based on the callers’ specific individual needs. Calls are handled, documented, routed, tracked and reported through CAREConnects. Representatives can record service requests and document them through closure.
CAREConnects also supports our enterprise quality improvement goals related to preventive health and chronic care management. CAREConnects provides representatives with care alerts when an associated member’s record indicates he or she has not received an important health screening or service. The Provider Services representative then educates the provider office, as appropriate, about the care gap.
CAREConnects improves the quality of call handling, ensures consistency across Provider Service representatives, facilitates first call resolution, and reduces call handle time, allowing us to more effectively assist providers. It also helps us identify training needs and increases the effectiveness of training and quality of newly hired Provider Service representatives more expeditiously. 
Analytics and reporting features allow us to identify repeat callers and the reasons for their calls as well as identify trends and opportunities for continuous quality improvement purposes. To supplement CAREConnects, we use an extensive resource library available to Provider Service representatives. The library is easily searchable by key words and inquiry type. 
We track our helpline performance real time and make adjustments to training, materials, staff and technology as necessary. We monitor our compliance by conducting audit and calibration sessions in addition to random secret shopper calls. All helpline representatives will be subject to regular oversight. The procedure includes supervisor call monitoring, live audits, evaluating call disposition against our quality criteria and a sampling of calls completed within the previous 48 hours. 
In addition to robust quality monitoring systems and rigorous hiring and training protocols, we employ sophisticated oversight processes to staff appropriately so that we can achieve our service metrics and be available to our providers when they need us. These planning and oversight processes are performed through our Command Center.
Real-Time Monitoring
The Command Center is the control center for all Provider Service functions and performance. The Command Center provides real-time monitoring of service levels and coordinates action in order to achieve our service level targets. The Command Center features numerous display screens which display data and trends including, but not limited to, calls in each queue, length of time callers have been waiting to speak to a representative, and number of representatives available to assist callers. Because weather can pose threats to our operations and, therefore, affect the number of calls received as well as handling time, the Command Center continuously displays and monitors weather conditions and impending weather emergencies. Information gathered through this monitoring, influences staffing ratios and load balancing of calls. The following graphic is a sample of our Provider Service helpline dashboard.
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Workforce Management
Our Command Center uses the IEX TotalView workforce management system to facilitate adequate staffing. TotalView uses a proprietary formula that takes into account variables such as average handle time, time of day, network size, and historical performance to predict call volume and project required staffing. This enables us to forecast call volumes, schedule representatives, control call traffic between locations, perform staffing analysis, and report on key performance indicators (KPI). To deliver accurate call volume forecasting and staffing, intervals of 30 minutes are used to understand arrival patterns. By analyzing at the level of the half hour, we can staff correctly to meet the callers’ needs in a timely manner. TotalView allows us to effectively and efficiently develop weekly, monthly, annual, and multi-year planning scenarios that accurately forecast the impact of changes in key performance drivers on our call centers’ service quality and staffing requirements.
Forecasting Peak Call Volume
To forecast call volume we generate baseline projections using current enrollment and provider network size. Once the baseline forecast is complete, the workforce management team refines it based on actual current and historical trend experience, known initiatives/activities, as well as other state-specific details driven by the business. The forecasts are updated regularly and reflect a 90-day prospective view. Staffing schedules and operational requirements are then determined based on this forecast. Forecasts are then managed more real-time through staffing calls and a daily status call, which allows us to review the prior day’s performance and current day projections. During these status calls we discuss issues, root cause and recovery action plans, where appropriate, as well as plans to mitigate issues before they occur (i.e., representative adherence, skilling changes, overtime). 
Ensuring that provider calls are answered promptly is a top priority for us, as evidenced by our disciplined approach to planning and staffing as well as our actual performance. While the Command Center monitors call arrival patterns real-time and uses advanced historical call trend patterns to help predict spikes, it is not always possible to predict caller behaviors and call volume spikes. Should the need arise, supervisors and quality assurance staff are trained and able to handle incoming call volume. If call demand exceeds our capacity, our sophisticated telephony system and network of domestic Provider Service locations enables us to direct calls to available representatives who can handle calls timely and accurately. 

Our call center metrics will require that 80 percent of all calls that enter the queue are answered within 30 seconds, in accordance with Section 14.4.5. We consistently meet or exceed call center standards across multiple states as illustrated by the sample table below.
	Sample Provider 2014 Call Center Results

	State
	Call Volume
	Average Speed of Answer
	Abandoned Rate
	Percent Answered 30 Seconds

	Florida
	306,704
	18 Seconds
	1%
	87%

	Georgia
	221,384
	21 Seconds
	1%
	85%

	Missouri
	43,083
	17 Seconds
	2%
	80%

	New Jersey
	69,243
	12 Seconds
	2%
	88%


CommUnity Assistance Line
In addition to the Provider Service Helpline, in 2014 we introduced a national CommUnity Assistance line available to providers, their patients, our members, their families and the community-at-large. The line is staffed by 32 CommUnity Liaisons and operates Monday through Friday from 9:00 a.m. to 6:00 p.m. Eastern Time to help members and provider offices find and access social services. This includes assistance with services including transportation, food and utilities. The main number for the CommUnity Assistance Line is (866) 775-2192. Supporting this line are two CommUnity Liaisons who are deaf or hard-of-hearing themselves, who manage the video relay for our deaf or hard-of-hearing members, their families and the community at large. Since launching the CommUnity Assistance Line, more than 2,000 individuals received social service referral assistance to more than 4,000 programs and services.
5.	Describe your plans provider training plans.
Provider Training Plans 
WellCare of Iowa will build on our 20 years of experience training providers on Medicaid programs throughout the country to develop Iowa-specific programs to train, onboard and grow our network. Our activities will include:
Extensive training curriculum to providers
A variety of modalities and locations, accessible real time at the time and frequency needed by the provider
Specialized training sessions by provider type such as professional, ancillary, facility, LTSS and behavioral health
All training material placed on our provider website for convenient 24/7 access
Go Live Provider Onboarding Activities
We recognize that provider network preparation and education will be critical to the successful launch of the Iowa High Quality Healthcare Initiative. We will begin this educational initiative 90 days prior to the first enrollment date. We will invite all providers to attend statewide orientation sessions scheduled at convenient locations throughout their area. These sessions will continue through program launch and beyond. We will offer the same curriculum through multiple delivery modalities including classroom training, online, office and video training, to allow as many providers as possible to participate. For providers who are unable to attend a formal training session, we will review the critical elements of the curriculum with them during a regular visit by a provider relations representative. We will accommodate the training times and days of the week requested by our providers, including evenings and weekends, as needed through the implementation period.
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Our delivery modalities will promote efficiency and accommodate the varied needs of our providers. In addition to provider office visits these modalities will include: 
Statewide orientation sessions in regional offices as well as at hospitals or community centers near a provider’s location. Subject matter experts on-site to assist with provider questions and demonstrate website tools.
Web-based provider training, featuring real-time interactive courses conducted via the web. A live instructor participates to answer questions and facilitate understanding of course content.
Secure provider portal training offering online training modules that are available to providers 24 hours a day/seven days a week. These include our provider orientation, secure provider portal overview and interactive HEDIS online portal modules. 
Short videos hosted on a WellCare of Iowa branded YouTube channel. Videos will cover topics from completing claims forms to quick reference guidelines to help improve processes for providers. 
Iowa Provider Support During Go Live
WellCare of Iowa will also use best practices from other WellCare implementations to facilitate the smooth transition of members into the Iowa High Quality Healthcare Initiative. At program go-live and continuing for the first two weeks beyond implementation, a team of experienced Provider Relations associates will be available in a “Command Central” environment to respond immediately to provider questions and facilitate the prompt resolution of any issues. Regional staff will also be deployed to key providers with anticipated large member volume for onsite provider support.
Specific Support For LTSS Providers
Our parent organization has experience supporting LTSS providers in their transition to managed care and we will draw on that knowledge base to develop specialized training plans for LTSS providers including direct assistance with information technology, billing and systems operations. Our training will include setup on the secure portal and use of the secure provider portal for eligibility verification, no cost electronic claim submission, claim status, and claim editing/rebilling. HCBS providers will receive training on the Electronic Visit Verification (EVV) system including authorizations, confirmation of the delivery of services and claim submission.
Hawaii Success Story
WellCare of Iowa will model our Iowa LTSS program on our experience in the state of Hawaii. In 2008, ‘Ohana Health Plan was one of two plans selected to serve Hawaii ABD and LTSS beneficiaries under the Quest Expanded Access (QExA) program. We were the sole plan awarded a statewide contract. We oversaw the successful transition of over 23,000 ABD and long-term care beneficiaries to managed care. Prior to QExA, these beneficiaries were served under fee-for-service and the LTSS provider community had no experience participating in managed care. Up to, and following, the contract award, our local Provider Relations and Health Services staff conducted extensive outreach to the provider community to provide education and support for conversion to managed care. 
We employed a strategy that combined development of materials tailored to the provider community with an emphasis on training in one-on-one and small group sessions. We deployed enough experienced, local and well trained provider relations representatives to ensure that training could be offered across all islands throughout the state on weekends as well as weekdays and during evening hours as well as during the day. We conducted in-person training for over 95 percent of network LTSS providers. Our effectiveness in transitioning providers to Medicaid managed care, in particular those serving the ABD and LTSS populations, is demonstrated through our singular ability to build and maintain an effective, supportive network on every island within the state and to subsequently garner that network’s support in securing state awards for two additional programs which launched in 2012 and 2013.
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We are committed to ensuring our providers are fully informed of current processes and requirements that promote the best services for our members. Our robust training curriculum for all providers will include:
Role of the care coordinator and the importance of notification in the event of a change in the member’s condition or care
Critical incident training
Abuse and neglect training including procedures and requirements for preventing, identifying, reporting, investigating and remediating
Provider requirements and responsibilities
Utilization management criteria and prior authorization policies and procedures; case management and disease management
Claim submission processes including how to file a claim, submit a corrected claim, check claim status, understanding the explanation of payment, electronic funds transfer and electronic remittance advices
Claim dispute resolution process, complaints, grievances and appeals
Applicable Medicaid policies including updates and changes
[image: ]Person centered planning process
HCBS settings per CMS regulations
Member enrollment, member identification card and eligibility verification
Member engagement strategies
Completing health risk screening and comprehensive assessments
Co-occurring disorders - care expectations and strategies
Covered benefits overview
Cultural/linguistic/social needs of members/cultural competency
Program and contract requirements
EPSDT requirements anprocesses
PCP roles and responsibilities
Pharmacy processes and resources
Health Information Exchange and electronic medical records
HEDIS and other quality goals and tools
Coding and medical records
Resources available from WellCare of Iowa (Care Management/Disease Management, Community Outreach, Clinical Coverage Guidelines and Clinical Practice Guidelines, etc.)
WellCare of Iowa provider portal, how to register on the secure portal and services offered through the website such as eligibility, claim status, claim filing, authorization requests and referral generation
Provider-based marketing guidelines 
Detecting and reporting fraud, waste and abuse
Access to provider manual for continuous guidance
Initial Orientation 
Initial provider orientation sessions will be performed within 30 calendar days from the effective date of the provider agreement. A provider relations representative will receive notice of a new contract and the provider’s copy of the network contract for delivery to the provider’s office. The provider relations representative will make the orientation material available to the provider electronically and will be available to conduct the orientation in the provider's office at their request. 
Included in the orientation packet are the following documents:
Orientation presentation including training curriculum
Network contract
Supporting orientation handouts such as job aids and quick guides
In-service checklist (to ensure all materials are covered)
All participating physicians, allied health care professionals, LTSS providers and facilities will receive an on-site orientation training session from a local provider relations representative when they join our network.
In addition, our provider relations representatives educate our PCPs about their roles and responsibilities up front during our initial provider training sessions. For members who are in case management or disease management, our clinical staff works collaboratively with PCPs through the development and execution of the members’ integrated care plans and during interdisciplinary care team conferences. 
See Attachment 6.1.6.5-a for a sample of our Provider Orientation program and Attachment 6.1.6.5-b for a sample of our Medicaid Provider Resource Guide.
Ongoing Provider Training and Education
Our provider newsletter communicates any new training materials available and any policy or procedure changes that have been implemented or are about to be implemented. Providers can access our newsletters, provider manual and all training materials and provider communications on our website.
Ongoing Training Topics
Providers also receive ongoing training and education monthly, quarterly and annually, through the following activities:
Online training available on the provider website
Onsite visit training conducted by Provider Relations staff and regional clinical advisors
Webcasts that allow the opportunity to interact and ask questions
Website articles
Periodic amendments to the provider manual
Self-study programs
Examples of ongoing training topics include the following:
Alcohol and substance use screening
Enrollment and credentialing requirements and processes
Health and wellness promotion (e.g., proper nutrition, breast-feeding, immunizations, early intervention)
Claims submission and payment processes
Reporting critical incidents
Provider Relations Visits
To further establish and maintain effective relationships with our provider partners, provider relations representatives conduct regularly scheduled ongoing, face-to-face visits with providers throughout the year. We deliver high touch service to all providers with more frequent visits to those providers who serve a significant number of members. 
The focus of these visits may include the following topics:
Collecting formal provider feedback
Information and education on available resources, how to obtain authorizations, how to submit claims, and other operational efficiencies
Quality initiatives including the discussion of HEDIS® care gaps
Changes to policies and internal processes
Member benefit changes and/or changes to the preferred drug list
Provider Relations associates are trained to carefully plan for these outreach visits using our pre-call/post call checklist and planner and document the outcome in CAREConnects. 
In addition to the onsite visits, provider relations representatives will be in frequent communication with their assigned providers telephonically and via e-mail, as appropriate and necessary. These contacts, along with the topics of discussion, notes and any follow-up needed will be logged and reported in CAREConnects. The data will be available in real-time to all registered users of CAREConnects including Provider Relations management.
Communication Review and Approval
We will submit materials to DHS for review and approval in accordance with the provisions of 6.1.6.5 and will comply with any processes DHS chooses to implement to facilitate submission and approval of material. 
State Sponsored Activities
We look forward to coordinating with DHS on state-sponsored provider outreach activities.
6.1.7 Contractor Developed Materials
SOW 6.1.7 Contractor Developed Materials
All material developed by us will be made available to DHS and archived in an electronic library specific to Medicaid as prescribed in Section 6.1.7. WellCare of Iowa will maintain a repository of all material submitted to DHS for review. 
6.1.8 Notification of Provider Disenrollment
1.	Describe procedures for ensuring continuity of care and communication with members when a provider disenrolls.
We follow established procedures when a provider disenrolls to ensure the member gets the ongoing care he or she needs. Members are provided written notice of a provider’s disenrollment within 15 calendar days of our receipt or issuance of the provider termination notice. We will also notify DHS and the Office of the Inspector General of such disenrollment and in compliance with 42 CFR1001.
Member Communication
Letters are automatically generated to members, consistent with state requirements, based on provider type and services being received. Our standard process follows:
Change in PCP letter: This letter notifies the provider’s assigned members of their PCP’s disenrollment and their reassignment to a new PCP. Members are given the option to change PCPs by calling Member Services. 
Specialist letter: This letter is sent to all members who have seen a specialist
Authorization letter: This letter is sent to members with open authorizations who will need a plan for transition of care
Continuity of Care
For members in the midst of treatment, we take the following steps to appropriately transition these members who can continue with the same provider for up to 90 days.
Case managers transition members in case management
Community-based case managers transition members receiving LTSS services
Outreach to members in an active course of treatment to transition care
Members with an authorized course of treatment with disenrolled providers are allowed to complete treatment 
System trigger established for Member Services to prompt assistance with PCP assignment anytime a member calls
Our provider contracts include continuity of care provisions to ensure there is no disruption of care for our members.
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.
WellCare of Iowa will develop and implement medical record policies, procedures and contractual requirements, which are compliant with NCQA requirements and the provisions of Iowa Admin. Code 441 Chapter 79.3 and will submit them to DHS for review and approval. We will also assure that our records and those of our participating providers appropriately document all medical services that the member receives in accordance with Law and consistent with utilization control requirements in 42 CFR 456. We will communicate medical record standards to providers as part of our initial and ongoing provider training. Requirements will also be found in the provider manual and our provider website.
Provider Medical Records
We require network providers to maintain an organized, confidential and fully HIPAA-compliant system for documenting and storing members’ medical information. This includes, but is not limited to, documentation of all services provided to the member by the PCP, any specialty or referral services, diagnostic reports, physical and behavioral health screens.
Medical Record Review
A review of a provider’s medical records may be conducted at any time at the request of the Medical Director or the Utilization Management Medical Advisory Committee (UMAC).
Our medical record review may include review for:
Compliance with WellCare of Iowa medical record standards including Iowa Admin. Code 441 Chapter 79.3
Patient safety issues
Clinical and/or preventive guideline compliance (e.g. required adult health screenings, pediatric health screenings, maternity care of pregnant members)
Over- and under- utilization of services
Confidentiality practices
Inclusion of consideration of member input into treatment plan decisions
Quality Improvement is responsible for coordinating the review process. If the review score does not meet our standards, we may require the provider to develop and implement a corrective action plan, which must be presented to and approved by WellCare. 
Quality Improvement and Compliance are also responsible for monitoring applicable follow-up activities and documenting the reviews and corrective actions. Medical record review results are filed in the provider’s confidential quality improvement file and used in re-credentialing or quality improvement reviews. The results of reviews and applicable action plans are reported to the Medical Director and the UMAC Committee. Summary reports are submitted to the Quality Improvement Committee and to the Board of Directors. 
Medical record reviews are conducted in compliance with our policy, federal, state and local laws and requirements, (including relevant sections of the Health Insurance Portability and Accountability Act [HIPAA]) that provide member privacy rights and place restrictions on uses and disclosures of protected health information and that provide standards for professional review activities. Medical record review results are used to identify individual provider education opportunities as well as global training needs.
SECURELY TRANSMITTING AND STORING MEDICAL RECORDS
WellCare maintains an active culture of compliance which includes a strong emphasis on Privacy and Security, utilizing policies, technology, and training to ensure compliance with federal and State related guidance such as 42 CFR 438.224, 45 CFR parts 160, 162 and 164, subparts A and E, Iowa Code §228, Iowa Admin. Code 441 Chapter 79.3, and 45 CFR 162 and 164 as outlined in the Scope of Work.
To ensure proper use and governance over enrollment, Medical Record, and other forms of protected health information (PHI) data, we have established and adequately staffed an Information Security department, reporting to the Chief Compliance Officer. As a result of the efforts of Information Security’s efforts and our commitment to compliance, we:
Have established, published and implemented an Information Security Policy (C13IS.01.011) and Information Security Standards (C13IS.01.011.ST)
Ensure resources are educated on Security Management by requiring completion of Security Awareness and HIPAA training within 30 days of employment and annually thereafter
Have implemented a Password Policy (C13IS.01.005) which incorporates the requirements for Strong Password Use, Password Authentication, Third-Party Security Requirements and Password Security for all system access including external parties
Have implemented and continuously enforce an Acceptable Use Policy (C13IS.01.001) that establishes clear guidelines for the use of corporate assets, data, and connectivity
Have implemented a Corporate Risk Management program that includes IT and Information Security in the scope of areas that are assessed, monitored, and reviewed on an annual basis 
Require a Business Associate Agreement (BAA) be included in all contracts with providers or any other contracted organization that exchanges or has access to PHI
We implement several technical solutions in the management and securing of Medical Records and PHI. Key items include:
The use of Secure FTP sites for the transfer of files with any submitting or receiving entity. We support privacy and encryption using SSH certification or username/password, SSL, and, as an alternative, PGP encryption
The use of HTTPS along with required login and password verification for members and providers prior to display and access to PHI on our web portals
The implementation of role-based security in all applications, requiring strong login and password authentication prior to access, in order to limit access to PHI to appropriate users and activities. Role-based access is also applied to network directories and storage locations on a white-listing basis
The implementation of storage-level encryption for network data storage
We recognize that medical record data related to Behavioral Health, Mental Health, Substance Abuse and certain other medical information requires additional privacy consideration. Access to this information is further restricted through the implementation of role-based security (for instance, preventing access by customer service agents) and release of these medical records is managed appropriately.
Our Data Retention policy governs archiving and storage retention policies and meets the requirement that enrollment and medical data be retained for a period of seven years, or for the duration of contested case proceedings, whichever is longer.
In accordance with applicable federal and state confidentiality rules and regulations, all member medical records will be kept strictly confidential. We safely secure all member medical records obtained in paper format in a locked, secured cabinet. We archive all member electronic records in a secure shared drive location, with role-based access to these records; only individuals who must see the records for review or inter-rater reliability purposes will have access in accordance with the “minimum necessary” rule. 
Based on these policies, training requirements and technical solutions, our medical record and enrollment systems:
Identify each medical record by state identification number
Identify the location of each medical record
Place medical records in a given order in a secure location
Maintain the confidentiality of medical records and release in accordance with confidentiality requirements
Permit effective professional review in medical audit processes
Facilitate an adequate system for follow-up treatment including monitoring and follow-up of off-site referrals and inpatient stays
Member Rights
We have policies and procedures in place to guarantee each member the right to request and receive a copy of his or her medical records, and to request they be amended or corrected. We understand that our network providers must provide the medical record upon reasonable request by the member at no charge and that the provider must facilitate the transfer to the member’s medical record to another provider at the member’s request. These provisions are included in our provider contracts and our provider manual. We also comply with this requirement by providing medical records to our members at no charge. 
We maintain the confidentiality of all medical records in accordance with 42 CFR 431, Subpart F. We will remain compliant with the Privacy and Security provisions of HIPAA and all other state and federal requirements as set forth in the company’s policies and procedures.
Access to Medical and Financial Records
We understand and acknowledge the provisions of Section 6.1.9.3 regarding contracted providers allowing access to member records. Our provider contracts include this requirement.
Confidentiality of Medical Records
We understand and will comply with all provisions of Section 6.1.9.4 regarding the confidentiality of medical records and will institute policies and procedures to support this requirement. Such procedures are part of our current associate training program.
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.
Hours of Operation
We require that all providers offer hours of operation that are no less than the hours of operation offered to commercial , fee-for-service patients or comparable Medicaid members. We assure compliance through a variety of mechanisms including:
Inclusion of requirement in the provider contract and provider manual
Initial and ongoing training material
Monitoring of member complaints or grievances
Quarterly provider office surveys
Member surveys
WellCare of Iowa will make covered services available to our members 24/7 when medically necessary.
6.1.11 Provider Compliance
1.	Describe procedures for ensuring network providers comply with all access requirements and for monitoring providers for compliance.
Procedures for Compliance with Access Requirements
Our members’ access to health care services is of primary concern to us. We monitor the availability and timeliness of access to care within our provider network through a variety of tools including appointment accessibility and after-hours telephone surveys, complaints and grievances, site visits and ongoing monitoring and trending of providers’ member panel capacity. We also require PCP providers arrange for coverage of services after-hours. WellCare of Iowa will establish and implement an Iowa-specific policy, subject to DHS review and approval, to ensure our network providers comply with all access requirements including appointment times. 
Provider Education
Providers are informed of access requirements at the time of contracting and on a continuing basis through formal education sessions and in connection with the investigation of a member complaint or grievance. Access requirements are also included in the provider manual, our website, and initial and ongoing training material. Periodic newsletter articles remind providers of our access standards. 
Monitoring
We use a variety of tools to monitor provider compliance with our access standards including review of member complaints and grievances, site visits, audits when issues arise, and provider office surveys. 
Member Complaints and Grievances
Complaints and grievances are closely monitored with regard to access and availability of care. When issues are identified Provider Relations intervenes to re-educate the provider on their contractual obligation to adhere to standards and corrective action plans are developed, as needed. 
Quarterly Provider Office Surveys
We conduct a phone audit by calling network providers to survey for both appointment timeliness and after-hours availability. Audits are conducted on a quarterly basis using a sampling methodology. A phone survey script for each metric will be used to complete the audit for various provider types based upon the DHS access and availability standards. Voice recordings of all provider calls that failed the compliance standard are maintained.
Corrective Action
A provider not adhering to appointment time standards is sent a notice of deficiency and a suggested remediation; when appropriate the provider is contacted by a provider relations representative. We re-audit each practice that did not comply with access standards the following quarter to determine the success of education efforts. Failure by the provider to comply with access standards may result in the closing of the provider’s member panel to new members or termination of their contract. The results of monitoring activities are presented to UMAC and the QIC. Corrective action plans are to be developed based on any deficiencies noted.
2.	Describe emergency/contingency plans in the event a large provider is unable to provide needed services.
Network Termination of Large Provider Group 
We are committed to working with our government partners and providers to deliver quality and cost-effective health care solutions. Unfortunately, circumstances arise where a large-scale provider group is either terminated or leaves. In the interest of our members, the loss of a large-scale provider group or a health system to the network must be handled deftly. 
We work hard to maintain good business relationships with our provider partners. As such we do not often experience the loss of a large provider group that affects a significant portion of our membership. In the event a large provider group collapses or is otherwise unable to provide services, we will implement the following emergency/contingency plan.
Overall Approach in Responding 
We have a comprehensive process in place to transition members to alternate providers in our network, including those in an active course of treatment of an acute medical condition or an acute phase of a chronic condition. Our members’ health is our first priority and our job is to help ensure they get the right care at the right time in the most appropriate setting. We work diligently to ensure that the transition to new providers is as seamless as possible for our members so they do not experience delays in receiving the health services they need.
Notifying DHS
We will notify DHS and the Office of the Inspector General of the provider disenrollment in compliance with 42 CFR1001.
Assisting Impacted Members
Our membership supports and automated systems will help affected members make a smooth transition.
Membership Supports
Letters are automatically generated to members, consistent with state requirements, based on provider type and services being received. Our standard process follows:
Change in PCP letter: This letter notifies the provider’s assigned members of their PCP’s disenrollment and their reassignment to a new PCP. Members will be given the option to change PCPs by calling Member Services.
Specialist letter: This letter is sent to all members who have seen a specialist
Authorization letter: This letter is sent to members with open authorizations who need a plan for transition of care
When members have questions in regards to a change in the provider network, we make several lines of communication available to them. We take pride in working with our community and member outreach teams to prepare them for member discussions and questions about changes to the provider network. Local representatives to assist in transition of care include provider relations representatives, Community Outreach, Case Managers and community physicians. Additionally our Member Services helpline will be available to assist members with the selection of a new PCP.
Automated Systems
Automated systems will also be an important part of our strategy to support our Iowa members during a provider transition. 
We automatically assign the members to a new PCP; however, the member can call us to change their PCP should they wish to change the one automatically selected for them. Members will be allowed to change their PCP through the 10th of the month to make the PCP selection retroactive to the 1st of the month. PCP change requests on the 11th day of the month and beyond will not be effective until the first day of the following month. Members may change their PCP by calling Member Services or by using the PCP change form on the secure member website. 
Members are then mailed a new member ID card, which includes the name and phone number of the new PCP.
Continuity of Care for Impacted Members
We use a defined system and set of policies to provide for continuity of care when members experience a provider transition. We work diligently to ensure that the transition to new providers is as seamless as possible for our members and with no delays in service.
Our Iowa provider agreements will require a 90 day transition of care for our members in the event of a termination. We will follow through on this commitment to members, which will also be reflected in our policies. Providers who are voluntarily or involuntarily terminated without cause from the network are obligated by contract to continue to serve non-pregnant members for up to 90 days after the termination date, or until the completion of the prescribed treatment plan, whichever occurs first. Obstetrical providers are obligated to provide services through the ante partum period, including the post-partum visit. 
We have a comprehensive process in place to maintain continuity of care for Medicaid members transitioning to alternative providers in the network, including those in an active course of treatment of an acute medical condition or an acute phase of a chronic condition. For members in the midst of treatment, we will take the following steps to appropriately transition members in an active course of treatment of an acute medical condition or an acute phase of a chronic condition:
Our provider contracts include continuity of care provisions to ensure there is no disruption of care for our members.
Case managers transition members in case management
Community-based case managers transition members receiving LTSS services
Outreach to members in an active course of treatment to transition care
Members with an authorized course of treatment with the disenrolled provider are allowed to complete treatment 
System trigger established for Member Services to prompt assistance with PCP assignment anytime a member calls
Re-Developing the Network 
We will also conduct an ad hoc GeoAccess analysis to ensure the network continues to meet all state and federal regulatory requirements for number and type of providers and facilities by geographic area and travel distance and time. Should a deficiency be identified, we will initiate activities to re-develop the network. 
If the loss is in a geographic area where other providers of the same or similar provider type are not available, we will initiate a comprehensive strategy to mitigate any negative effects on the member including transportation to participating providers or a telemedicine site.

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.
WellCare of Iowa will develop and maintain a comprehensive provider network for the Iowa High Quality Healthcare Initiative that meets or exceeds access and availability standards. We will do so by deploying staff, building provider relationships and, most importantly, serving the needs of our members on a localized basis. Members shall have choice of providers without regard to variations in reimbursement. 
We strategically approach network development to include those provider partnerships that will add the most value to our members within each geographic area. Our goals are to meet members’ needs by partnering with a diverse network that represents a broad range of specialties. Since late January, WellCare leaders have been meeting with key decision-makers at Iowa’s largest health systems, including University of Iowa Health Alliance and Mercy Health System. Additionally, WellCare of Iowa has entered into a preferred partnership with UnityPoint Health that will provide our membership with access to a large integrated provider network as well as innovative health care programs. Each relationship is already founded on transparency and we have embraced open discussion about successful provider-payer partnerships focused on an integrated philosophy of member care.
We recognize that Iowa has very specific regional needs and we will constantly strive to meet those needs by recruiting providers that can meet linguistic, cultural and social needs. In addition to these recruiting efforts, during the provider onboarding process, we offer our Cultural Competency Plan to providers and measure and report on the effectiveness.
Network Development and Maintenance
WellCare has extensive experience in the development of broad, high-quality provider networks in both long and shorter-term implementation windows. 
We begin our network development activity with thorough analysis of the existing provider landscape, including interviews with local agencies and consumer advocacy groups. WellCare’s fundamental operating principles are based in effective, trust-based relationships, so whenever we initiate development of a new provider network, we first begin with relationship development. From there, we are well-positioned to begin more active dialogue around contract negotiations.
For example, upon being awarded a contract for Kentucky’s Medicaid managed care program in late April 2011, we had roughly ninety days to build a fully accessible provider network in time for readiness review and a September 1st implementation. Because WellCare of Kentucky leadership had for several months been actively engaged in relationship building with key health systems across the Commonwealth, we were prepared to address and resolve any barriers to contract negotiation right away. Our success in launching a strong provider network in Kentucky contributed to a significant surge in member choice rates in the first quarter of 2011, continuing through 2012.
To achieve maximum quality and efficiency, WellCare leverages national provider agreements to round out ancillary services such as laboratory testing. As evidenced by the Kentucky example, these national agreements served to complement existing service providers and expand access to care.
In developing our networks, we will adhere to all network development and maintenance requirements found in Section 6.2.2. As fully described in Question 6.1.1, we consider multiple factors in our network development plan including the anticipated Medicaid enrollment, expected utilization of services, number and types of providers required to provide services, number of providers who are not accepting new patients, the geographic location of providers and members considering distance, travel time, means of transportation and whether the location provides physical access for members with disabilities.
In establishing our network we will ensure:
Monitoring for federal or state provider exclusion prior to and after contract execution
Policies and procedures, subject to DHS review and approval, for the selection, credentialing, re-credentialing and retention of providers that are compliant with all state and federal laws and regulations
An open network allowing providers to request participation in the network subject to our contracting and credentialing requirements
Prohibitions against discrimination in regards to provider participation, reimbursement, health status, indemnification or any provider acting within the scope of his or her licensure
Provider types described in Section 6.2.2.6 and currently enrolled as DHS providers will be offered contracts for the first two years, understanding:
We will tender at least three reasonable offers at or above the current Iowa Medicaid fee-for-service rate
We have the ability to recommend disenrollment to DHS for failure to meet performance measures
DHS will maintain authority for development of the performance standards
DHS will maintain final authority for review and approval of any disenrollment recommendations
All other provider types not described in Section 6.2.2.6 will be extended contracts for the first six months at a minimum of the Iowa Medicaid fee-for-service rate 
If we decline to include individual or groups of providers in our network we will give the providers and DHS written notice of the reason for decision
We understand that Iowa Department of Public Health (IDPH) will procure the provider network for IDPH-funded substance abuse treatment services and we will then contract with the IDPH network.
Network Development Goals and Tasks
Our network development plan with a summary of key timelines, goals and tasks follows.
	WellCare of Iowa Network Development Plan

	Month
	Goals and Tasks

	 January 2015
	Research current delivery systems
Identify key provider types for eligible populations
Initiate relationships with key systems

	February 2015
	Research patterns of care and current gape analysis; what populations are underserved and why?
Build out relationships with key providers, professional societies and advocacy groups
Initiate development of provider list based on specialty types and network access parameters in the Scope of Work Exhibit B

	March 2015
	Develop Letter of Intent for interim use if appropriate
Further develop provider list, identifying HCBS, LTSS and non-traditional provider types
Preparation work on contract templates for PCP, specialty, ancillary and provider agreements
Professional society visits, gather input from provider community on transformative partnerships. What has not worked and why?

	April 2015
	Provider Mailing #1: Distribute corporate overview to key health systems and provider groups
Establish web and telephonic methods for provider questions and answers on network participation
Develop network access strategies for rural/underserved areas. Examples might include telemedicine, mobile delivery, clinic incentives, etc. 
Build out range of reimbursement options for fee for service, shared savings and value-based purchasing

	May 2015
	Ancillary contract negotiation underway with national vendors (vision, 24/7 nurse line)
Provider Mailing #2: Offer to contract letter to all providers on current list, including instructions on how to request a contract
Create and secure approval for a workflow flyer to accompany all provider contracts, demonstrating the steps for provider credentialing and configuration
Create email inbox for provider contract requests and/or questions and answers, establish frequently asked question workflow and publication method

	June 2015
	Initiate negotiations/redlines with key hospitals, facilities, IPAs and complex providers
Inventory management established for incoming provider contracts, including data integrity audit
Provider Mailing #3: Filter mailing list against in-house inventory, then drop PCP/specialist contracts via USPS
Round One: Regional Provider Information Summits –Informational and open question and answer (Q&A) forums for all Iowa and border-state providers

	July 2015
	Post Iowa Provider Q&A link on WellCare of Iowa home page
Filter mailing list against in-house inventory, then drop PCP/specialist contracts via USPS
Ground game: Initiate outbound call campaign to schedule network development visits and promote Q&A interface
Round Two: Regional Provider Information Summits – Informational and open Q&A forums for all Iowa and border-state providers

	August 2015
	M-W-F Checkpoints: Weekly gap analysis review each Monday morning, with Wednesday p.m. and Friday p.m. progress reports
All inbound contracts and credentialing applications audited for complete information (signatures, W9, etc.) before provider load form (PLF) created
PLF exceptions for missing/inaccurate information under a 72-hour turnaround. Flat file load template disseminated as appropriate
County-by-county blitz visits to non-respondents, daily debrief and determination of barriers and remediation strategies

	August 31, 2015
	Access-compliant network contracts in house and in credentialing/configuration workflow for directory production and January 1, 2016 implementation


Qualifications and Experience
Our Network Management team consists of individuals with a broad array of health care expertise. The senior leader of our Network Management team has spent more than 20 years working in the managed care industry. Our contracting team will be led by a vice president of field network management, a director of Provider Relations and a director of network management. 
Qualifications and experience of our contracting team include:
Bachelor’s degree in business, health care or related field with Master’s degree preferred
Seven or more years of experience in the health care sector
Five or more years of experience in Health Maintenance Organization provider, hospital, ancillary contracting and network development
Three or more years management experience
This team will bring with them knowledge of Medicaid regulatory requirements, health care reimbursement, regulatory compliance, a demonstrated ability to negotiate effectively with large hospital and physician health care systems and a demonstrated proficiency in establishing and driving medical cost management programs.
The expertise of this team will be applied to ensure that covered services are available to our members from a comprehensive network of providers. We have fully evaluated Iowa High Quality Healthcare Initiative network needs and are confident in our ability to achieve network development goals to ensure appropriate access to care.
SOW 6.2.1 Member Choice
We will make every effort to arrange for continuity of care for new members with an already established relationship with an out-of-network provider, if the member desires to maintain that relationship. In those cases the following actions are taken:
Continuity of care authorized for 90 days and in accordance with Section 3.3
Contract extended to out-of-network provider subject to contracting and credentialing standards
SOW 6.2.3 Network Adequacy
We will conduct a GeoAccess network adequacy analysis at the time we enter into the contract with DHS and quarterly thereafter. We will also conduct such analysis anytime there is a significant change in our operations or the program, changes in benefits, changes in payments, enrollment of a new population or as requested by DHS. Our network adequacy analysis will be submitted to DHS at the frequency and in the format specified. In conducting our network adequacy analysis, we will use the general access standards set forth in Scope of Work Exhibit B as well as other contractual measures. WellCare of Iowa will provide DHS written notice at least 90 calendar days in advance of our inability to maintain a sufficient network in any county. 
Our process for measuring our network for access and availability requirements is fully described in Question 6.1.1.
2.	Describe your strategies for provider outreach and contracting in rural areas.
Provider Outreach and Contracting Strategies in Rural Areas
Our time in Iowa thus far has highlighted the challenges associated with building and maintaining an adequate rural provider network which is why WellCare of Iowa has put a focus on solving the rural challenge for Iowa. 
Field-based Provider Relations and Clinical Team
Our provider partnership strategy is anchored by a core commitment to offer local, accessible support staff. To that end, we hire and train locally, which achieves two objectives. First, our providers receive services and information from members of their own community; second, we are better educated and equipped to provide local solutions to local health care challenges.
Local provider relations representatives will be geographically assigned to support providers. Additionally field-based clinical practice advisors will work with provider offices on specific quality measures and the closure of gaps in care. We will leverage this geographic distribution of staff to support rural providers face-to-face in their office. 
Our local provider relations representatives are responsible for maintaining collaborative relationships with provider offices through multiple touch points including face-to-face meetings. Our local representative will:
Personally outreach to non-contracted rural providers to determine impediments to contracting
Leverage long-standing partnerships to arrive at solutions for under-served areas such as the establishment of satellite offices for rural areas
Leverage our partnership with UnityPoint Health to determine the feasibility of recruiting and deploying necessary provider types in rural areas
Other strategies are outlined below:
Telehealth
In several of our markets we have used telehealth as a valued solution to remove barriers for members who live in rural areas. We will work to establish remote sites that our members can leverage to access needed care instead of being transported long distances.
Kentucky: We worked with Medicaid behavioral health providers to develop telepsychiatric services to improve access to out-patient follow-up for members being discharged from inpatient or residential behavioral health settings. 
Georgia: There are over 300 telehealth locations in the state where residents can go see their primary care physician or a specialist. 
Missouri Innovation
We value the innovative use of technology in reaching and supporting members with their health care needs. In Missouri, we worked with the Thompson Center for Autism and other Neurodevelopmental Disorders and the Missouri Telehealth Network to create an Autism ECHO program. ECHO stands for Extension for Community Healthcare, a model of telehealth created by Dr. Sanjeev Arora at the University of New Mexico. The ECHO model increases capacity of health care providers for chronic, costly, common and complex diseases by using case-based learning, teaching best practices, utilizing video technology and evaluating outcomes. An interdisciplinary team of specialists hold weekly case review didactic review sessions. Through our support as a CommUnity Health Investment Program, the Thompson Center in Missouri leads to the Show-Me Autism ECHO program that launched in January 2015 with more than 60 PCPs participating from across the state.
Physician Assistants/Advanced Registered Nurse Practitioners 
To supplement our provider networks, we will include access to physician assistants and advanced registered nurse practitioners in our network of available providers, as permitted by DHS. These providers typically work under the supervision of a physician and can practice in remote locations even if the physician is not present.
HealthConnections Model
WellCare created our HealthConnections Model in response to the funding crisis threatening the social safety net. The focus of this new department is to establish the process by which we identify the available social safety net providers within the WellCare footprint, assess the critical service gaps (existing and potential) and identify ways to sustain to the network of the social safety net. In essence, WellCare has established a safety net to the social safety net. 

Because the issues facing the social safety net extend beyond any one stakeholder, the planning and implementation of any solution must be truly community based. However, health plans like WellCare are in the unique position to see across the health care spectrum. Within this unique position, WellCare implemented a process to not only assemble and monitor available social safety net services but also look at the gaps and the corresponding impact of those gaps on disadvantaged populations and link health outcomes to these services among the millions of people who rely on them every day. 
Within the HealthConnections Model, we recently launched a national CommUnity Assistance Line (CAL) to help connect people to social services including financial, food, education and utility assistance, transportation, disability and homeless services, support groups and child care. Our CAL is open to the public and is a referral service that matches needs with more than 1.2 million programs and services. 
The CAL is staffed by 32 CommUnity Liaisons. Two members of the team are deaf or hearing impaired and use video relay and video chat to assist callers who are also deaf or hearing impaired. All CommUnity Liaisons are trained to evaluate a person’s needs, to match those needs with relevant community-based programs and services, and to provide the requestor with contact information for the programs and services. The CommUnity Liaisons are also responsible for populating the data base to continuously increase the number of programs and services that are available.
If the database does not contain the programs and services needed, the community liaison will conduct research and work with local, community-based WellCare of Iowa staff to try and fill the gap. Once the appropriate programs and services are identified, the CommUnity Liaison will contact the person in need to connect them.
See Question 6.1.2 for additional discussion of our mitigation strategies in rural and underserved area.
Monitoring Utilization Data
As part of our network monitoring activities, we will monitor utilization across the state including rural and urban categories to identify inequities in the access and availability of services. We will submit an action plan to DHS for approval when such monitoring activities identify a need to increase access to services. 
WellCare of Iowa’s action plan for monitoring utilization will include PCP claims data analysis, member grievances and specialist authorizations to ensure equitable access. Findings will be reported quarterly to the Quality Improvement Committee for review.
In addition to utilization data, we employ a variety of tools to monitor access and availability. These include the use of GeoAccess reports, HEDIS results, provider efficiency reports, operational dashboard reports, member grievance and appeal data, appointment availability, after-hours surveys, and member and provider satisfaction surveys.
3.	Detail any way in which you propose to limit members to in-network providers.
Ready Access for all Medically Necessary Services
WellCare of Iowa will ensure members have ready access to all medically necessary services, either through network providers or through referrals to out-of-network providers when the service or specialty in question is not available in-network. Our network providers will be educated on the process for arranging out-of-network services during orientation and through the provider manual. 
We will require members to seek covered services from in-network providers with the exception of:
Family planning services
Emergency services
Services required to meet continuity of care requirements
Services provided by Indian health care providers in accordance with Section 6.3.13.
As provided in Section 6.2.4, we will seek approval from DHS prior to closing our network. We understand that DHS retains sole authority for determining if network access standards are met and the network may be closed.
If we are unable to provide medically necessary covered services to a particular member using network providers, we will adequately and timely cover those services using non-contracted providers for as long as our provider network is unable to deliver them. In those cases we will negotiate and execute single-case agreements with out-of-network providers to ensure covered services. 
Providers seeking an out-of-network referral will submit the request through our prior authorization system. Emergent care will never require a prior authorization and urgent requests will be reviewed on an expedited basis. Care Management will be responsible for assisting members and network providers in locating an out-of-network specialist or facility if the medically necessary physical, LTSS or behavioral health treatment services are not available in-network. Our Member service representatives will also be available to assist in scheduling appointments and arranging transportation and lodging at no cost to the member, when appropriate.
Out-of-network providers will be required to coordinate with Utilization Management to confirm prior authorization before treatment. This ensures that the care delivered by the out-of-network provider is as seamless as possible to the member. Out-of-network providers will be instructed that they may not bill 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 described in Section 5. 
We will also ensure that PCP services and referrals to non-participating specialists meet the same standards for in- and out-of-network and are available on a timely basis. In addition, we will encourage out-of-network providers within our service area to apply to join our network.
We require prior authorization of certain services that are covered under Iowa High Quality Healthcare Initiative but not covered by Medicare. In those cases, we will comply with Section 6.2.4.1 requirements.  
4.	Describe your plans to ensure providers do not balance bill its members and plans to work with members to help resolve billing issues.
We closely monitor both in-network and out-of-network providers for balance billing and take whatever corrective action is necessary to resolve member balance billing issues. Our provider contracts require providers accept payment made by us as payment in full with the exception of member cost share responsibilities and non-covered services and prohibit balance billing the member. This is reinforced in our provider manual as well as in ongoing communication with providers. In instances of authorized out-of-network services, WellCare of Iowa will ensure the cost to the member is no greater than it would have been if the services were provided in network.
Our Grievance Coordinators research and review opportunities for provider education and may provide that education directly when contacting the provider for grievance resolution. In addition, provider opportunities are tracked and trended, then communicated to Provider Relations to allow for additional provider education. This information is also shared during our quarterly work group sessions where top trending issues and grievance analysis is discussed.
Our Member Services team helps to reduce balance billing grievances and complaints through their interactions with members and providers. Members are taught to present the appropriate identification card prior to receiving services from their provider. We also include periodic reminders and educational articles in our member and provider newsletters.
Claim denials are amongst the top reasons for balance billing. WellCare of Iowa takes a proactive approach on educating our providers and members on how to handle claim denials:
Provider Explanation of Payments: Each explanation of payment to a provider informs them of their obligation to dispute or appeal a claim denial and not to balance bill the member
Member Notice of Action: For denials, a notification goes out to the member explaining their appeal rights and informing them that they do not owe any money until all of their appeal rights have been exhausted
Corrective Action Example:
An example from our Florida Medicaid plan illustrates the impact of monitoring and corrective action. In early 2012, quarterly monitoring reports identified an increase in balance billing related grievances among our Florida members. A task force was formed to identify root causes and implement corrective actions. The task force identified issues around provider and member education. After a targeted education campaign, the task force reported a 12.5 percent reduction in balance billing grievances. Our Florida plan continues to monitor and remediate balance billing complaints by members.
6.3 Requirements by Provider Type
1.	Indicate if you will use a primary care provider (PCP) model of care delivery.
WellCare of Iowa will use a primary care provider (PCP) model of care delivery. We believe this is the best model to support integration, care coordination and our medical home model. Our PCP model will provide accessible, continuous, comprehensive, coordinated, and culturally effective care to every member. 
Our primary care network will include a broad range of qualified primary care provider types including specialists who have agreed to assume the roles and responsibilities of a medical home for members with special health care needs.
Providers must comply with the following requirements in order to be offered as a PCP choice to members:
Accept responsibility for supervising, coordinating and providing all primary care to the member, including coordinating and initiating referrals for specialty care (both in and out-of-network); maintaining continuity of each member’s health care, working collaboratively with the member’s care coordinator and care team (if applicable) in development and monitoring of the member’s care plan, and maintaining the member’s medical record in accordance with state and plan requirements.
Maintaining admitting and treatment privileges at one or more network general acute care hospitals, or subject to plan approval, have written arrangements with at least one other network provider with admitting and treatment privileges at a network hospital.
Fulfill all contractual responsibilities, as verified through provider profiling, utilization review and other plan oversight activities defined in the Quality Improvement Program description.
As in all aspects of our approach, our overarching goal is to ensure members have the resources they need for successful care management. We know that one of the most important ingredients for success is a member’s strong, trusting relationship with their PCP.






2.	If a PCP model will be utilized, describe the following:
a. Physician types eligible to serve as a PCP.
b. Any panel size limits or requirements.
c. Proposed policies and procedures to link members to PCPs.
Our members will be offered a robust network with a wide choice of PCP’s, based on available providers. We recognize the primary care shortages that Iowa currently faces, ranking 44th in the nation overall in patient care physicians, 44th in pediatrics and 46th in internal medicine. The following table illustrates specialty types eligible to serve as a PCP and panel size. Our initial plan is to start with a maximum panel size of 2,500. During program implementation we will work with local Iowans to establish the standards. 
	PCP Panel Size Limits

	Provider Type
	Credentialed Specialty
	Maximum Panel Size

	Physician (M.D. or D.O.)
	Family Practice
General Internal Medicine
General Pediatrics
General Practice
	2500 members



Linking Members to PCPs
From our experience, we understand the importance of the PCP/member relationship and understand the value of establishing that connection as soon as possible so the member can receive individualized support. To this end, if the 834 file indicates the member has not made a choice of PCP assignment, they are auto-assigned upon enrollment. 
We confirm the PCP assignment with the member as part of our welcome call. Members have the opportunity to change PCP assignment at any time and are informed of this during the initial outreach. 
Members with certain health conditions will have the option to select a specialist as their PCP as long as that specialist agrees to assume PCP roles and responsibilities. Members are also allowed to select a FQHC or RHC as their PCP and will be directly assigned. 
We will employ the following hierarchy to ensure all members are assigned to an appropriate PCP:
If the member is transitioning from Medicaid and has an existing PCP in our network, he or she is assigned to that PCP.
If the member was previously in our plan, he or she is assigned back to the former PCP, if available and still age appropriate.
If the member’s family has a history with a PCP in our network (e.g., sibling already enrolled with us), assignment is made to the same medical home, if available and age appropriate.
If not matched by any of the above methods, the member is assigned to an appropriate and geographically proximate PCP home based on age, language preferences and provider quality scores. Providers are grouped into four quality tiers, with assignment preference shown to the highest tier with an available provider. 
Each member will be assigned automatically to a PCP whose practice is not too large to prevent timely appointment scheduling and appropriate wait times. Part of our auto-assignment process will gauge whether the PCP is accepting new patients and whether the provider has exceeded their panel limit. PCP assignments will be given preference to providers that match the member’s language preference. 
Members wishing to change a PCP assignment can do so by calling Member Services. Where the request is non-emergent, the effective date is the first of the upcoming month. Where emergent, the request can be made effective earlier based upon member need. The new PCP can call Member Services or our IVR for verification. 
We will monitor the network to ensure the number of members assigned to any individual provider does not exceed panel size limits. If a provider’s panel meets the maximum number, we will enter an edit into our system, cease assignment of additional members to that provider and notify the provider that panel size limits have been met. 
Specialists as Primary Care Providers
WellCare of Iowa will allow certain specialty types to serve as a PCP for members with disabling or chronic conditions which require ongoing care from a specialist. When we receive a request from a member or caregiver to have the specialist serve as the PCP by phone, fax or letter, we will first determine if the specialist is willing to supply the required services. This includes providing the full range and scope of covered primary care services, including, but not limited to inpatient coverage, after-hours access, acute, chronic and health maintenance care. 
Once the specialist agrees to provide the full range of PCP responsibilities to the member, we will formalize the specialist’s acceptance of the member as a primary care patient and associated primary care responsibilities through a written acknowledgement. We will then configure the specialist as a PCP and apply the standard PCP responsibilities to that specialist for the identified member only.
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.
A PCP model is proposed, so this question is not applicable.
4.	Describe your plan for providing a sufficient network of all provider types outlined in Section 6.3, including timelines and tasks.
Providing a Sufficient Network
WellCare of Iowa will establish and maintain a network that is sufficient in size and geographic distribution to meet the physical health, behavioral health and long term services and supports needs of our members. Our network will include, at a minimum, all provider types outlined in Section 6.3. 
Our Network Development Plan is detailed in Question 6.2.1. Key timelines and tasks are:
Initiate relationships with key systems (January 2015)
Research patterns of care and build out relations (February 2015)
Develop recruitment list, preparation of contract templates, professional society visits to gather input (March 2015)
Weekly gap analysis, county-by-county blitz to non-respondents, contract audit and credentialing application audit and provider load form creation (August 2015)
Access-compliant network for directory production and January 1, 2016 implementation 
A key component of delivering our Iowa network has been the establishment of a preferred partner relationship with UnityPoint Health. The relationship with UnityPoint Health will provide our members with access to a robust network as well as innovative clinical programs.
Provider Engagement
Beginning in January 2015, we deployed WellCare leaders to meet with key stakeholders across Iowa to gain an understanding of issues related to the delivery of health care in Iowa. We asked:
What populations are underserved and why?
What has worked or not worked and why?
We researched patterns of care and current gaps in care and built relationships with key providers, professional societies and advocacy groups. We gathered input from the provider community on partnerships and also conducted blinded focus groups with members from many different populations including individuals with disabilities and their caregivers, children in the foster care system and who have aged out, and low income families. We gained knowledge of the natural pockets of care, population clusters and natural referrals to care. We are building on this knowledge of the Iowa delivery system as we build our Iowa network.
Iowa Provider Experience
Although the Iowa High Quality Healthcare Initiative does not require a demonstration of network adequacy until after contract award, WellCare of Iowa thought it was necessary to engage with providers of all types, across the state of Iowa, to understand their role in Medicaid, answer questions they might have about this transition, and introduce them to us. The feedback we received accomplished multiple goals including:
Helping guide the WellCare of Iowa care model to best utilize existing innovation within the state
Defining current gaps and struggles by providers that WellCare of Iowa can focus on solving at launch
Creating channels of communication with providers to help them maximize their success during the transition
Establishing a network of social support organizations to integrate with our proprietary HealthConnections program so we have a comprehensive support structure for members at launch
Many providers vocalized their issues with the traditional methods that other MCOs were taking to prove their network adequacy. Providers began receiving standard “Letter of Intent” forms from various companies without having ever met those companies to learn more about them. WellCare of Iowa took a different approach.
We deployed leaders from WellCare across the state of Iowa to meet with providers and answer their questions personally. During those meetings, many providers mentioned that they wanted their voices heard related to the selection of the MCOs DHS will pick to administer Medicaid. Working collaboratively with the provider and social services community, we developed a method for them to make their voices heard in the form of letters of support. 
Unlike letters of intent which are on the MCO’s letterhead, these letters of support are from the Iowa organization and on their letterhead. Although these are non-binding and simply a communication tool, it demonstrates WellCare of Iowa’s personal approach to Medicaid which is through partnership with providers. We have received dozens of such letters of support; five examples are included on the following pages. 
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Primary Care Providers
WellCare of Iowa will contract with a broad mix of primary care providers to assure a network sufficient in size and geographic distribution to meet the primary care needs of our members. Our network will include physicians and physician extenders specializing in family practice, general internal medicine, general pediatrics, and general practice as well as specialists serving as PCPs for members with special health care needs. Members may change PCPs at any time. 
Meetings and Key Takeaways
We have met with key physician groups and associations including the Iowa Medical Society, Iowa Clinic, Iowa Academy of Family Physicians, the Iowa Health Collaborative, Integrated Telehealth Partners and Paramount Health Options.
In these meetings we heard an overall support for managed care but a concern about the transition process. This has redoubled our efforts and commitment to a strong local presence and a comprehensive process for provider onboarding. 
We will collaborate with the Iowa Medical Society on communication and educational material for their members and will participate in their annual meeting in May. 
Physician Extenders
To supplement our provider networks, we will provide for access to nurse practitioners and physician assistants as well as certified nurse midwives, as permitted by DHS. These providers typically work under the supervision of a physician and can practice in remote locations even if the physician is not present. 
Behavioral Health Providers
We will establish and maintain a network of appropriately credentialed behavioral health providers that is sufficient in size and geographic distribution to assure the availability of age appropriate services for our members. Our network will include outpatient, inpatient, residential, intensive outpatient and partial hospitalization services.
Meetings and Key Takeaways
We have met with key stakeholders in the behavioral health arena including Broadlawns Medical Center, Coalition for Family and Children’s Services in Iowa, NAMI Greater Des Moines, Iowa Behavioral Health Alliance, Polk County Health Services, AMOS Iowa, Southwest Iowa MHDS Region, CHI Health, Eastern Iowa MHDS Region, Four Oaks, Siouxland Mental Health Center, MHDS Region CEO Collaborative, Abbe Inc., Orchard Place, Iowa Behavioral Health Alliance, Central Iowa Community Services MHDS Region and many more.
Key takeaways from these meetings were the ongoing concern with behavioral health provider shortages. We believe peer support is an underserved strategy and intend to work in partnership with the University of Iowa, NAMI of Iowa and other service entities to leverage existing resources for peer support and family support peer specialists and identify where gaps exist in order to improve access and the delivery of integrated care to our members. 
Georgia Innovation
We recently donated $22,000 to Emory University to fund behavioral health services for a school-based health center at North Clayton High School in College Park, Georgia. Sponsored behavioral health services include on-site individual counseling and support groups. The school-based health center is designed to make health services accessible to more than 2,700 students in North Clayton High School as well as surrounding elementary and middle schools. We are exploring similar partnerships in Iowa.

Essential Hospital Services
We will establish and maintain a broad network of local hospitals and major hospital systems that is sufficient in size and geographic distribution to assure the availability of essential hospital services for our members. 
Meetings and Key Takeaways
We have met with key stakeholders in the hospital service arena including University of Iowa Health Care, Genesis Health Systems, UnityPoint Health, Iowa Hospital Association, Broadlawns Medical Center, Mercy Health Network, Jennie Edmunson Hospital, Iowa Health Alliance, CHI Health Mercy Council Bluffs and Mercy Medical Center.  
Key takeaways from these meetings include a concern over out- of-state referral patterns. As a result, we are conducting an analysis of provider referral patterns into other states to determine network development activities to support local delivery of care. 
Physician Specialists
WellCare of Iowa will establish and maintain a network of physician specialists that is sufficient in size and geographic distribution to meet the physical and behavioral health needs of our members. Our network will include specialists who are accepting new Medicaid members and are available for referral. At a minimum we will have provider agreements with the specialty types listed in the Scope of Work Exhibit B however we anticipate a much broader specialty type representation. 
In addition to access and availability reports, we will perform analysis of high volume specialists accepting new and existing members to determine if we meet the required distance and drive time access standards. High volume specialists will include those specialties identified in Scope of Work Exhibit B as well as those identified annually through claims utilization data. The specialty types will be chosen based on the highest claim count within an annual reporting period. Our specialist analysis affords the opportunity to develop targeted recruitment strategies to ensure necessary provider specialties are accessible to the members we serve. 
Long Term Services and Supports
We will establish and maintain a broad network of institutional and HCBS provider types. All current DHS providers, with the exception of case managers and care coordinators, will be tendered at least three reasonable offers at or above the Iowa Medicaid fee-for-service rate.
Meetings and Key Takeaways
We have met with key groups including Iowa Health Care Association and Iowa Center for Assisted Living, Iowa Association of Community Providers, Polk County Health Services, NAMI Greater Des Moines, VODEC, ARC of East Central Iowa, Leading Age, Iowa Association of the Area Agencies on Aging (AAA), Northeast Iowa AAA, Iowa Department on Aging and Brain Injury Alliance. 
Some of the key takeaways from these meetings are concern over the readiness of HCBS providers to absorb additional populations, the importance of regional advisory council meetings with webinar capabilities, and a desire for MCOs to help with the redetermination process and a concern about case manager retention after contract award. We are creating training partnerships with these organizations to facilitate the LTSS transition to managed care.
We have reviewed the “guiding principles” that the Iowa Health Care Association has shared as it relates to the implementation of Medicaid managed care in Iowa; we find our proposed program to be consistent with those principles. This includes field based program implementation, any willing provider subject to contracting and credentialing requirements, incentives that maximize appropriate safe community placement, re-balancing incentives and quality performance measures.
Health Homes
We will develop a network of integrated health homes, health homes and network providers, ensuring they have access to the data and resources necessary to provide integrated and coordinated care to our members. For members with complex, co-occurring behavioral health and physical health conditions who are not yet seeking care in an integrated setting, we will connect them to a health home in the most appropriate setting. 
We are developing strategies to encourage additional participation, particularly in areas of the state where participation has been low. These include contracting with FQHCs to provide health home services in an integrated setting. Our contracting and credentialing policies and procedures will ensure all providers meet the minimum requirements for participation as defined in the State Plan and DHS policy. 
We have met with Lutheran Social Services of Iowa who participate in Health Homes as part of their case management for children. We also participated in a group meeting of the Integrated Health Homes. 
Federal Qualified Health Centers and Rural Health Clinics
WellCare of Iowa understands the importance of both FQHCs and RHCs in delivering services to our members. We will extend contracts to all FQHCs and RHCs and reimburse them at the Prospective Payment System rate in effect on the date of service for each encounter. We will not enter into alternative reimbursement arrangements without prior approval from DHS. We also encourage FQHCs and RHCs to serve as PCPs to our members in which case members are directly assigned. Our commitment to FQHCs is demonstrated by the following example from our Georgia Medicaid plan.
Georgia Success Story
Southwest Georgia Health Care (SWGHC) was one of the first FQHCs to be established in Georgia. Our relationship started with SWGHC in 2006 during the development of our Georgia Medicaid provider network. At that time, the organization, under the leadership of Dr. Ajay Gehlot, had only five locations. We entered into a cost sharing arrangement with SWGHC in the spring of 2008. Through Dr. Gehlot’s hard work and innovative approach, the centers have expanded access to services to our members in the areas where there are limited providers. The original five centers have now expanded with SWGHC providing comprehensive primary health care services at 14 centers throughout the state of Georgia. April 2008 SWGH had 1,100 members assigned for PCP services. Today, there are 3,000 members receiving PCP services at SWGHC – a nearly 300 percent increase in rural access to care.
Meetings and Key Takeaways
We have met with key FQHCs including Iowa Primary Care Association, Community Center Healthcare and a group meeting of the Integrated Health Homes. Key takeaways from these meetings include their willingness to work with us to expand services.
Family Planning Clinics
We believe family planning clinics are an important component of our network. We will extend contracts to all identified Iowa family planning clinics funded by Title X moneys. We are engaged in ongoing outreach to these clinics such as Women’s Health Services in Clinton Iowa. 
Maternal and Child Health Centers
WellCare of Iowa understands the importance of Iowa maternal and child health centers in delivering services to children and will extend contracts to all Iowa maternal and child health centers funded by Title V moneys.
We have met with Webster County Public Health, the Iowa Counties Public Health Association and the Iowa Family Planning Council. All are interested in providing preventive care as well as continuing to provide Title V and Title X services in Iowa. We are in the process of reaching out to others to develop partnerships throughout the state.
Urgent Care
WellCare of Iowa will leverage a two-pronged approach to ensure access to urgent care for non-emergent services. In areas with urgent care clinics, we will seek to include these in our contracted provider network. Urgent care clinics will not be contracted as PCPs unless there is no other available primary care source.
In rural areas where no urgent care clinics are available, PCPs will be offered increased reimbursement for after-hours care as appropriate.
Other Safety Net Providers and Community Partners
We have deployed a team of CommUnity Advocates to Iowa to meet with social safety net providers and community partners. To date we have held many productive meetings with these future partners including Friendly House of Davenport, River Bend Food Bank, United Neighbors, Families Helping Families of Iowa, Family Promise of Linn County, Foundations 2, Neighborhood Transportation Services, Waypoint Services, Crossroads Mission, Humility of Mary Shelter, Big Brothers and Big Sisters of Siouxland, Mid Step Services and The Crittendon Center. All organizations have been supportive of our HealthConnections Model and the resources it will provide them. 
We have also met with the Iowa Association of the Area Agencies on Aging (AAA) and Northeast Iowa AAA. 
HealthConnections Model
WellCare uses the HealthConnections Model to support our community partners and safety net providers by sustaining the social safety net and quantifying its impact on health outcomes. We implemented a process to not only assemble and monitor available social safety net services but also look at the gaps and the corresponding impact of those gaps on disadvantaged populations and link health outcomes to these services among the millions of people who rely on them every day. 
We have identified four complementary program elements to achieve this goal:
CommUnity Activities – Community based health and wellness events leveraging existing programs. 
HealthConnections Councils – Community planning councils focused on quantifying the breadth and scope of the available social safety net and identifying creative and innovative ways to sustain the network together with other community and civic leaders.
Social Service Utilization Support – Facilitating member connections to social services and bridging gaps in available community-based programs and services. 
CommUnity Health Investment Program – Strategic philanthropic granting program to support community-based innovation and to pilot potential social service payment models. 
Our CommUnity Command Center is a comprehensive and inter-related data lake of community-related information across multiple but complementary databases outlined in Section 3.2.2.
Community-Based Residential Alternatives
We understand the importance of having community-based residential alternatives close to member’s homes so the member may stay in touch with their family and caregiver support system. We will make good faith efforts to contract with community-based residential alternatives to expand services so that our members are placed in community-based residential centers that are within 60 miles of their home. 
An example from our Hawaii Medicaid plan illustrates our commitment to community-based residential alternatives. 
Hawaii Success Story
From the onset, providing access to alternative residential housing in order to facilitate successful transitions to the community presented a barrier. Expanding the available capacity of adult foster care, adult day health and respite for family caregivers was necessary to demonstrate results. We engaged in an array of activities to meet this need. For example, we determined there was a shortage of adult foster care capacity for high need members (i.e., complex medical care, hospice or complex behaviors), and we worked with specific community case management agencies to develop and train specialized caregivers and coordinated agency support for these caregivers as needed. We developed and implemented a multi-tier payment rate structure to encourage our adult foster home providers to take these members into their homes.
Indian Health Care Providers
We will extend contracts to all identified Indian health care providers to ensure timely and culturally appropriate access to services for Indian members and conduct network development activities to support compliance with Section 6.3.13 Indian health care provider requirements.
5.	Describe your plans for meeting the requirements regarding Indian Healthcare Providers.
Indian Health Care Providers
WellCare of Iowa understands and acknowledges the requirements of Section 6.3.13 regarding Indian health care providers.
We will take appropriate measures to support all requirements of Section 6.3.13 including:
Allowing our Indian members to access services and select Indian health care providers as their PCP in accordance with Section 6.3.13.1
Identifying Indian health care providers and extending contract offers to them
Including Indian members and Indian health care providers in our network analysis as relates to cultural competency
Reimbursing Indian health care providers for covered services, whether in-or out-of network at rates that are compliant with Section 6.3.13.3
Configuring our system to not reduce provider payment by applicable copayments and other cost-sharing in accordance with Section 6.3.13.5
Reporting to DHS any utilization or reimbursement data required to make any applicable supplemental payment to the Indian health care provider
Train our Member Services and Health Services associates on the special requirements for Indian health care providers and include this information in our provider manual
We will comply with the prompt payment provisions of Section 13.4.6 for all providers including in- and out-of-network Indian health care providers.


SECTION 7 – ENROLLMENT
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.
Overview and Experience
WellCare Health Plans, Inc. (WellCare) has performed enrollment and disenrollment processes for government programs (Medicaid and Medicare) members for nearly 30 years and currently provides such services to over 4.1 million members in 49 states and the District of Columbia. This includes 2.3 million Medicaid beneficiaries in 9 states and across all eligibility categories and services types including Temporary Assistance to Needy Families (TANF), Age, Blind and Disabled, (ABD), Long-term Supports and Services (LTSS) and waiver populations. In implementing the Iowa High Quality Healthcare Initiative, WellCare of Iowa, Inc. will leverage our WellCare’s experience, processes and technologies to offer members a seamless enrollment experience and to facilitate disenrollment, should it occur. The following is a high-level summary of key operational areas: WellCare
 Experience processing Medicaid enrollment for 2.3 million current members
 Meets or exceeds similar enrollment and disenrollment requirements in 9 states
 Uses an industry leading Enrollment and Eligibility System
 Works closely with members to resolve concerns real-time and reduce disenrollment requests

Enrollment and disenrollment processes align with and meet all applicable federal and state contract guidelines and timeline requirements
Member’s identification card (ID) mailed within five business days of notification from the state
The new member welcome packet is mailed within five business days of notification from the state
Welcome packet includes member handbook, provider directory, privacy notice, information regarding how to file an appeal or grievance, and instructions for obtaining a duplicate member ID card
Welcome packet is followed by a member welcome call
Outreach staff assists the member in understanding the services that are available to them and how to access them
Enrollment and Eligibility Processing
We recognize that timely and accurate processing of enrollment and eligibility information is a critical, foundational success factor in supporting any Medicaid and state-based program. To ensure our ability to meet these requirements, we have developed and continually invest in our robust, scalable and accurate enrollment and membership management platform that is explicitly designed to support the unique operational needs of Medicaid enrollment. Specifically, this model requires that we:
Acknowledge the state’s eligibility application as the enrollment source
Faithfully and accurately update our systems with valid data to match the state’s enrollment records
Ensure timely distribution of critical correspondences such as ID cards and welcome kits
Our Enrollment and Eligibility System (EES) is a sole, purpose built application used to receive process and update enrollment data daily using the information transmitted by the Iowa Department of Human Services (DHS) through 834 files. The application is able to accommodate any frequency specified by DHS, including daily, weekly or monthly roster and termination files. 
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EES Foundation
The EES application is fully automated and is built on a foundational layer that ensures end-to-end reporting, process monitoring and reconciliation in all phases of processing. Key features and functionality of this foundational layer include:
Each individual transaction from DHS beginning with receipt on the 834, to membership update, to initiation and delivery of correspondence is tracked and reconciled to ensure completion
Files process automatically upon arrival, with automated processing alerts and notifications sent to the Enrollment and IT Operations team
Automated reports and summarizations for each file of transactions received, processing counts and timeliness, process status, and process completion
Transaction Management
Transaction management is the automated intake and initiation process for all eligibility files. We are able to support multiple methods of file delivery, with the most common solution being the establishment of a Secure FTP file transfer managed by the state. Each file received is automatically logged and archived before any processing begins. This ensures processing status and reconciliation are supported from the start of the process. We authenticate each file for validity and integrity prior to processing. The edits applied at this stage are SNIP or other edits as outlined in the companion guide published by DHS. Should an error occur, our associates receive automated alerts and immediately investigate, including follow-up discussion with DHS as appropriate. We are also able to support automated 999 and 997 acknowledgement transactions if requested.
Once the file is confirmed as valid, each individual enrollment transaction in the file is logged and archived to support reconciliation. The individual transaction counts are compared to the file header counts to ensure no transactions are lost. In 2014, our Georgia Medicaid plan successfully processed 8.2 million enrollment transactions timely and accurately.

When eligibility information is updated with new membership or disenrollments, a new electronic eligibility file is generated and sent to our vendors to update their eligibility records. We have established standard formats and processes for delivery, acknowledgement, receipt and reconciliation which each vendor must adhere to. Eligibility updates to critical vendors are sent and loaded by those vendors within 24 hours. 
Enrollment and Eligibility System
EES is accountable for updating our single enrollment database, utilized and accessed by all other applications. 
Each individual 834 transaction is evaluated and compared to our enrollment database to determine the appropriate update action. All transactions in the file are processed and staged before any system updates occur and preview reports are automatically generated for review. This approach allows for additional key validations to occur and be addressed before any updates, including:
Automated CASS (USPS) validation and correction of addresses for mailing purposes
Duplicate record check and multiple records combined accurately
Logical conditions such as effective dates, birth dates, term dates and date of death are consistent 
Member primary care provider (PCP) selection is for valid providers accepting patients
PCP assignment for members who have not selected a PCP, in accordance with the assignment process outlined in Question 6.3.1 which takes into account:
Former PCP if transitioning from Medicaid or previous WellCare of Iowa member
Family history with PCP in our network
Age, language preferences, provider quality scores
Members may change PCPs at any time
Reconciliation to ensure the resulting updates will match our enrollment data to the DHS records
Any variances or issues identified during this evaluation are recorded and alerts are sent to Enrollment to remain open until resolved. The processing status of each transaction and any associated issues are tracked, reported on and reconciled.
After final approval by Enrollment, all updates to our enrollment data are automatically completed and reconciled to ensure the updates occurred. Additionally, as each enrollment transaction is updated, the EES automatically initiates the fulfillment and correspondence requests for member materials to ensure reconciliation and delivery. 
A significant feature of EES and the member eligibility process is the recognition of DHS as the source of truth for member eligibility and demographic data such as name and date of birth, including storing and tracking all data by the state Medicaid ID and county. Member eligibility information is maintained using effective and termination dates and a complete history of eligibility information is maintained for each member. 
Our experience has shown that after four or six months of working with a new implementation, processing can be fully automated and will require review only if issues or errors are identified.. 
Fulfillment and Correspondence
New member materials, including the member handbook and ID card, are automatically initiated as each enrollment transaction is processed. Our automated Fulfillment and Correspondence application generates correspondence and delivers them to print vendors at least once per day. When appropriate, individual correspondence can be generated more frequently or on demand. Each individual correspondence is given a unique tracking number and is traced throughout the delivery process until confirmation of posting to the portal or acceptance and pick up by the USPS. This unique tracking number also allows us to monitor and act on returned or undelivered correspondence and ensures the end-to-end reconciliation with each enrollment transaction is completed.In 2014, we successfully fulfilled over 18 million identification cards, welcome packets and member correspondence.

Using these system capabilities, we are able to be confident in meeting our commitment to ensure member materials are sent within five business days of our receipt of an enrollment file. The member ID card displays the member’s name, identification number and effective date, as well as any other information required. We will reissue a member ID card if the member’s PCP changes. A provider directory of all participating PCPs, specialists, and other medical providers is also included. Member material is also available on our member website and secure portal. 
Member Service has the capability to look up eligibility information when a member or provider calls. In addition, providers or members can inquire about eligibility in real time using the Interactive Voice Response (IVR) system or the secure portal.
WellCare of Iowa recognizes the importance of serving our members in a culturally and linguistically appropriate manger. Our member handbook will be provided in English and Spanish with taglines in prevalent languages regarding how to receive the material in alternative languages. Interpreter services are made available to each member free of charge. Our toll-free helpline includes a TTY/TTD line at no charge. Members whose primary language is Spanish will be able to easily and directly access our Spanish auto-attendant and a Spanish speaking Member Services associate. In addition to hiring a diverse and local staff, we also partner with Certified Languages International (CLI) to provide oral interpretation services in 150 different languages for members with limited English proficiency. 
Two other important components of enrollment are new member outreach and transition of care activities. We attempt to reach every new member by telephone to welcome them, identify any existing service needs and conduct a health risk screening. If a member is receiving services from a non-network provider, the services are continued in accordance with our transition of care policies. 
See Question 8.2 for a full description of our member onboarding process.
Coordination of Benefits
We also use our enrollment database to store and maintain other coverage information in support of coordination of benefits and third party liability information (TPL). We actively engage with partners to collect and verify any potential other coverage members may have due to homeowners, auto or other coverage sources and validate each opportunity. Valid coverages are updated on the eligibility records, making them accessible to claims processing and viewable by Care Management and Member Services.
7.1 Eligibility
SOW 7.1 Eligibility
We understand DHS has the exclusive right to determine an individual’s eligibility for Medicaid and enrollment. Should we have information that we believe indicates the member’s eligibility status has changed, we will immediately provide it to DHS.
7.2 MCO Selection and Assignment
SOW 7.2 MCO Selection and Assignment
MCO Selection and Assignment 
We understand and support the provisions of Section 7.2 in its entirety including:
DHS’ use of an auto-assignment process for current enrollees including the 90 day choice window post-auto-assignment 
The ability of new enrollees to select a contractor at the time of application
The auto-assignment algorithm is designed by DHS and complies with the provisions at 42 CFR 438.50(f) and
The incorporation of quality and performance indicators into the auto-assignment algorithm
The reinstatement of members who have a coverage gap of two months or less into their previous plan
DHS’s right to modify the algorithm at any time during the contract cycle
We will comply with requests for information needed to develop informational materials for potential enrollees such as WellCare of Iowa quality, performance and member satisfaction indicators.
7.3 Enrollment Discrimination
SOW 7.3 Enrollment Discrimination
WellCare of Iowa will accept individuals eligible for enrollment in the order in which they apply without restriction and will not discriminate against individuals eligible to enroll on the basis of health status, the need for health care services, race color, or national origin. We will not use any policy or practice that has the effect of discriminating in such manner. 
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.
Member Initiated Disenrollment
WellCare of Iowa understands that members may disenroll from their managed care organization (MCO) without cause during the first 90 days of initial enrollment. After the first 90 days the member may only request disenrollment “for cause”. Members will also be allowed to change MCOs during the annual open enrollment. Members may also request disenrollment when the state imposes the intermediate sanction specified in 42 CFR 438 702(a)(3). We understand that disenrollment provisions apply regardless of mandatory or voluntary enrollment. 

“For Cause” Reasons after 90 Days
Members may request disenrollment for the following “for cause” reasons:
Member moves out of the service area
Contractor has moral or religious objections to providing the services
Member needs related services and all related services are not available within the network
Member’s provider determines receiving services separately would put member at unnecessary risk
Provider disenrolls and termination would disrupt member’s residence or employment
Other reasons including poor quality of care, lack of access to services or lack of access to providers
Resolving Member Concerns
We strive to provide every member with excellent service, support and access to care. If, however, a member experiences an issue and desires to disenroll, we also recognize that this process can be troubling and disruptive to the member. In response, we work closely with members to resolve concerns that may result in a request for disenrollment and take each opportunity of contact with a member experiencing difficulties to engage and resolve issues using the most appropriate intervention available whether it is providing treatment, education, coordination of services, or case management. As with all member interactions, we document the intervention and any outcomes and follow-up required in our system of record. We also engage with the member’s PCP to collaborate on potential solutions and interventions. 
For example, a Florida Medicaid member recently filed a complaint with the state requesting disenrollment because she could not locate a rheumatologist. The member was asked to contact us for resolution prior to disenrollment. After receiving the member’s grievance, we took action. We were able to find a rheumatologist in the member’s area. We then called the member’s PCP to confirm the referral, contacted the rheumatologist and helped the member schedule an appointment. The member was satisfied and remains enrolled with us. Timeliness
“For cause” member disenrollment requests will be treated as expedited grievances and handled within three business days.

“For Cause” Disenrollment Grievance Process
Members with complaints about the availability of services or other “for cause” disenrollment reasons are assisted with filing a grievance verbally or in writing. WellCare of Iowa will strive to resolve member concerns real-time. If that is not possible the concern will be moved into our grievance system immediately, a grievance case file will be opened and an acknowledgement letter mailed to the member , or member’s authorized representative, within three business days. “For cause” member disenrollment requests are treated as expedited grievances.
Grievances received by the grievance department electronically as well as those received by mail, fax, email, and staff, are processed by dedicated grievance department staff. WellCare of Iowa will employ full-time, experienced, highly-trained grievance coordinators whose primary responsibilities are researching and seeking satisfactory resolution to member grievances. The grievance coordinators refer cases to clinical staff for review and input when the case is clinical in nature. As grievances are received by our grievance department, they are logged into the grievance tracking database. We adhere to all applicable state and federal guidelines as well as accreditation standards for grievance procedures.
Upon receipt, the designated grievance coordinator initiates a grievance case file in our tracking database. Members and their representatives, if applicable, are given the opportunity to examine the case file and receive a copy of all documents in the file, including the criteria or standards used for review at any time, free of charge. The case file contains the following information:
Date of filing/receipt date
Date of incident that initiated the grievance
Copy of written grievance or call notes for verbal filings
Any member or provider requests for expedited resolution and our decision regarding the request
Necessary documentation to support any extensions
All requests for documents or records necessary for the resolution of the grievance
Decision made regarding the grievance, including decision date, and titles of those involved in the grievance review
Member Written Notice
Written notice of grievance decisions are sent to the member in their primary language. The personalized letter is at a 6th grade reading level on a base template that DHS has approved. The notice describes the outcome of our investigation as well as the resolution for the member.
Disenrollment
If the member remains dissatisfied with the outcome, we will direct the member to the Enrollment Broker to request disenrollment. WellCare of Iowa will send a copy of the member’s grievance to the Enrollment Broker to allow them to render a recommendation for DHS review. The grievance case file will include date of filing, date of incident, copy of written grievance or call notes, requests for expedited resolution, all documents or records necessary for the resolution of the grievance and the decision made regarding the grievance including decision date and titles of those involved in the review. Should the member ultimately elect to disenroll, we will make every effort to provide the member with their records and facilitate a transition of care to the newly chosen plan recognizing that disenrollment effective dates are to be no later than the first day of the second month following the month in which the member files the request.
SOW 7.4.2 Contractor Initiated Disenrollment 
WellCare of Iowa understands that there are limited conditions for which we may request disenrollment of a member. We take all measures to prevent this from happening. Should such a situation arise, we will provide evidence to DHS that continued enrollment of a member will seriously impair our ability to furnish services either to that particular member or other members. Our policies and procedures will ensure the disenrollment is not requested for other reasons and will be fully compliant with Section 7.4.2.
SOW 7.4.3 Notification of Member Death or Incarceration
We will notify DHS, in the manner prescribed by DHS, within 30 calendar days of the date we become aware of the death or incarceration of one of our members. We will provide the member’s full name, address, Social Security Number, member identification number and date of death or incarceration. We understand that we have no authority to pursue recovery against the estate of a deceased Medicaid member.












SECTION 8 – MEMBER SERVICES
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.
Overview and Experience
[image: ]Our parent company, WellCare Health Plans, Inc. (WellCare) currently serves more than 4.1 million Medicaid and Medicare members nationwide, including more than 2.3 million Medicaid members across nine states, and is experienced in delivering the full spectrum of member needs including those for dual-eligible populations and people enrolled in managed long term services and supports (LTSS) programs. Building long-term relationships with members is the essence of our successful approach to managed care. We understand that these relationships are built on the trust that comes from open, helpful and timely communication with members. This is particularly important when members are transitioning from fee-for-service or other health care delivery systems. To that end, we guide members through this process with care and compassion. 
Fueled by these fundamental principles, we place the highest importance on the roles, responsibilities and operations of Member Services as we: 
Connect members with services and providers, ensuring members get the care they need via direct access or referrals
Educate members about services and program components, including their member rights and responsibilities 
Assist members with completing forms, assessments and paperwork needed to file grievances
Engage with members, caregivers, providers, advocacy groups and other stakeholders on member issues 
Deliver services in a culturally and linguistically appropriate manner
Offer multi-modal ways of engagement such as telephonic, digital and United States Postal Service (USPS)
A measure of our success in delivering exceptional customer service is our NCQA member satisfaction, a sample of which is illustrated in the table below. WellCare of Iowa, Inc. will combine this expertise with our understanding of local issues as we implement our Iowa-specific Member Services program.
	NCQA Calendar Year 2013 
Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey

	Sample Medicaid Customer Service Satisfaction Scores

	Florida Adult Staywell
	88.1%
	Hawaii Adult Aged, Blind, Disabled
	87.5%
	Missouri Child West Region
	86.6%

	Florida Healthy Kids
	89.5%
	Hawaii Adult Medicaid
	83.4%
	Missouri Child Central Region
	89.1%

	Georgia Adult
	85.8%
	Kentucky Adult
	87.0%
	South Carolina Adult
	89.7%

	Georgia Child
	85.9%
	Kentucky Child
	88.6%
	South Carolina Child
	87.3%


8.1 Marketing
1.	Describe in detail your marketing and outreach plans.
Marketing and Outreach
Building on more than 20 years of experiences succesfully managing compliant, comprehensive Medicaid marketing and outreach programs in nine states, WellCare of Iowa will implement a comprehensive marketing and outreach plan for the Iowa High Quality Healthcare Initiative. 
We will promote our health plan to the general community and potential enrollees using well-designed, accurate and comprehensive marketing activities that seek to equip potential enrollees to make informed decisions about their health care choices. Our marketing programs and activities will be compliant with applicable laws, regulations, and contract requirements while being comprehensive in their approach to all populations we serve.
All marketing materials will be:
Approved by the state prior to distribution
Distributed to the entire service area
Comply with information requirements delineated at 42 CFR 438.10
Written in a manner and format that is easily understood
Comply with all Section 8.2 requirements
Overall Marketing Approach 
WellCare of Iowa’s marketing approach for all eligible populations is informed by WellCare’s experience working with state partners and engaging Medicaid beneficiaries in nine states. From this experience we have learned that to be effective, marketing to Medicaid recipients has to take place where is it most relevant and most familiar to them. Based on this philosophy, we use a community-based approach to marketing that leverages organizations and social service providers that potential enrollees are typically familiar with and who traditionally provide services to our members.
Our marketing goal is to ensure strong partnerships with stakeholders, potential enrollees and the communities at large. Our approach to marketing begins with demographic identification of the population in the communities we serve, such as ethnicity, nationality, socio-economic status, religious beliefs, sexual orientation, native language, literacy, education, and life expectancy. Understanding these diversities guides our staff in establishing appropriate relationships with community-based organizations with the purpose of educating and informing potential enrollees about their health care options. 
Marketing Collaterals
Written materials may include tri-fold brochures providing an overview of the Iowa High Quality Healthcare Initiative and WellCare of Iowa’s participation in the program, to be made available at various approved events and locations, such as provider locations, table tops, and community resource centers. Other materials include such items as flyers, posters, handbooks, health-related educational materials, promotional items and booklets. Development of marketing collateral will take into account the need for appropriateness for populations covered by this contract, as each of these groups may need and want information presented differently. 
On an ongoing basis, WellCare compliantly produces such materials in partnership with many of our state customers who have similar rules and requirements for marketing collateral. We understand how to work with the state to comply with collateral requirements while at the same time making them useful and informative to members. Through direct experience with and feedback from members and member advocates, we are committed to making materials culturally relevant, geographically appropriate, relatable, readable and accessible regardless of a members’ education level or abilities. All marketing materials will be submitted to and approved by the state at least 30 days in advance of their use, will be used across the entire service area and will comply with Section 8.2 requirements. 
Community Oriented Marketing Events
[image: ]WellCare of Iowa’s marketing activities will be performed by trained and closely managed Community Outreach specialists and will rely heavily on community-based events. We will use a variety of mechanisms to ensure that all marketing events are compliant including supervisor oversight, “secret shopping” and event checklists to ensure everything is appropriate and accounted for. 
In 2014 in the state of Florida WellCare participated in more than 350 compliant and informative community events across more than 30 counties for the purpose of providing outreach, education and assistance to Florida Healthy Kids eligible families. Events included community resource fairs, parents’ nights, health and safety expos, community health fairs, wellness and nutrition fairs, community baby showers and community service days. In Georgia, we have hosted or participated in more than 2,800 activities reaching more than 215,000 stakeholders including members, providers, civic and community leaders, and prospective members. Pictured Above: WellCare of Georgia sponsored the Savannah Black Heritage Festival’s Health and Resource Fair which had more than 400 attendees.

Our organizational experience marketing both Medicaid and Medicare health plans to low income individuals has demonstrated that meeting people where they live, work and learn, is the most effective way to reach and inform them about their health care options. We will accomplish this primarily through consistent and appropriately targeted marketing events. The goal of these events is to educate and inform potential enrollees about managed care options available to them and the benefits of what WellCare has to offer. Our events will be diverse and include both “formal” and “informal” events. 
“Formal” events are structured in an audience/presenter style and designed to provide specific information about plans being offered by WellCare of Iowa through an Iowa Department of Human Services (DHS)-approved presentation. 
“Informal” events are less structured and generally occur in a less formal setting through one of our many community partnerships. Informal events typically utilize a table, kiosk, or vehicle for purposes of distributing DHS-approved informational materials about WellCare of Iowa. 
Our marketing events will frequently involve community or provider partners and will appropriately target all populations covered by this contract. While events may be held in health care settings, they will be confined to common areas where such events are permissible such as hospital cafeterias, nursing home recreational rooms, or conference rooms. We maintain attendance logs for all outreach events. 
We may, on occasion, provide nominal gifts to attendees of our scheduled activities within governing regulatory parameters. Those gifts will never be in the form of cash, monetary rebates, or meals and will not be offered with the intent of influencing an attendee’s selection of provider, practitioner, or supplier of any items or service. We may also offer drawings and prizes from time to time but in any case, we will provide clear notice that entering the drawings or receiving prizes is free from any obligation to join or enroll with WellCare of Iowa.
For example, in Florida we sponsored the 2014 Lee/Collier County Safe Kids Day. Safe Kids Day highlights childhood injury prevention programs, focusing on celebrating kids while educating families about simple things they can do to protect children. Safe Kids Day brings together local health and safety experts, educators, corporations, foundations, governments and volunteers to educate and protect families and children. Preventable injuries are the number one killer of children nationwide.In 2014, WellCare produced nearly 40 million pieces of Medicaid marketing collaterals.

Mail and Mass Media Advertising
WellCare of Iowa will supplement our community partner and event-based marketing efforts with various forms of branding and advertising. We may use outdoor, print, television and radio advertising for purposes of promoting our managed care program and to invite prospective enrollees to our events and/or to encourage them to contact us for more information. Provider office branding will primarily include office signage and program literature to educate potential enrollees on the program and raise awareness about provider participation. Outdoor campaigns typically include exterior signage, bus wraps and benches, billboards, and banners at schools and community agencies. 
As part of our marketing plan, we propose creating an educational series (either video or text-based) that addresses topics such as transitions of care, various disease management tips, availability of and access to community based services, and benefits offered by WellCare of Iowa. These educational series will run concurrently with national health awareness campaigns, such as diabetes self-management education provided during American Diabetes Month.
Marketing Prohibitions
WellCare of Iowa understands and acknowledges the prohibitions on marketing to potential members and the general marketing prohibitions. To assure compliance, we will employ a comprehensive, highly structured, and very rigorous training program for our marketing staff. Built into the program is training regarding appropriate communications and activities with community-based organizations and potential enrollees to help ensure that marketing is conducted in strict compliance with Section 8.1.1.2 and 8.1.1.3. Our Compliance and Marketing team work in collaboration to ensure that our marketing staff have the training, tools and resources to prudently assist members in the plan selection process. We are in a position to leverage the experience and expertise we have acquired through our existing state and federal contracts to ensure that Iowa High Quality Healthcare Initiative requirements are consistently upheld. 
All training is documented in our learning management system (LMS), which provides a streamlined and efficient way to track and report on staff training and to help ensure compliance with all training requirements. Each associate and his or her manager is able to view the associate’s requirements, training status, and any outstanding training requirements through the LMS. In addition to new hire training, associates are subject to annual recertification training. 
Marketing associate training covers a wide range of topics including:
Ethical outreach practices
Permitted activities
Participation in health fairs
Sponsoring an event with a community organization
Donating to an event of a community organization within specific guidelines
Distribution of community outreach materials
Displaying WellCare of Iowa-specific materials in provider offices
Prohibited activities
Conducting pre-enrollment activities not expressly allowed under contract
Direct or indirect cold calling or door-to-door marketing
Monetary inducements in consideration for enrollment
Counseling potential enrollees regarding health plan specific information
General Marketing Prohibitions
Marketing activities that mislead, confuse or defraud members or the state
Statements considered inaccurate, false, or misleading
HealthConnections Development Process
As part of our community outreach, we develop a state-specific inventory of community programs and services with whom to partner. Through this process, detailed below, we have already identified and loaded more than 5,000 Iowa resources into our proprietary database that is used to build connections throughout the state. This is the core of our community engagement and external relations approach which is called the HealthConnections Development Process. The HealthConnections portfolio offers state-specific, audience-specific and member-specific programs and services customized to the needs of the population. We work with these partners to support their outreach efforts and have successfully partnered with such organizations on events and activities helping to ensure we reach all population types and all areas of the state.
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To build the HealthConnections portfolio, we employ a team of CommUnity liaisons, hired through workforce innovation programs like Ticket-to-Work and Welfare to Work, to catalogue available community-based programs and services. This information is captured using traditional community inventory methods including web searches and interviews, both telephonic and face-to-face. The information is then verified and entered into a centralized and automated database. Programs with regular meeting dates are captured within an Activity Tracker while services are captured within a database called My Family Navigator (or Navigator for short). We research 30 data elements for each service organization captured within Navigator and 65 data elements for each program activity captured within the Activity Tracker.



8.2 Member Communications
1.	Describe your overall strategy for communicating with members.
Comprehensive Member Communication Strategy
Our comprehensive member communication strategy includes initial, ongoing and targeted communication and education. Pre-approved member material is provided in an easily understood and culturally competent manner including language services in all settings at no cost to the individual and the use of alternative formats (Braille, large font etc.) for those in need. All mechanisms employed are specifically designed to help potential enrollees and current members understand the requirements and benefits of the plan as well as the supports available to empower them to navigate the health care system. Member education begins when the member joins our program and continues for as long as she or he is enrolled with us. It extends beyond the distribution of required information to include both broad-based and targeted outreach and member retention campaigns, as summarized below. 
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Our member communication strategy is supported by:
A comprehensive onboarding process for new members including solutions for those members we are unable to reach
A toll-free helpline for potential enrollees and members staffed by Iowa-based call center representatives
Local community outreach aimed at educating potential enrollees and members about the Iowa High Quality Healthcare Initiative 
Welcome Rooms that serve as outreach centers and walk-in member service hubs strategically located across the state
Technology solutions including member website, mobile applications, and social media
Member Engagement Unit that conducts telephonic outreach to members on a wide range of matters including welcome calls, satisfaction surveys, recent emergency room visits and discharge follow up 
Grievance and appeal processes designed to support the member
Member retention activities including proactive redetermination events
Pre-approval of all member communications and enrollment material by DHS in accordance with Section 8.2.4
New Member Onboarding Material
WellCare of Iowa will build on our experience complying with enrollment material requirements in the administration of Medicaid contracts in other states as we develop our Iowa-specific materials. All enrollment material will be provided in a manner and format that is easily understood and will be pre-approved by DHS in accordance with Section 8.2.4. In addition, we will comply with any DHS processes to facilitate submission and approval of materials and we will include the state program logo(s) in our marketing or other member communication materials upon DHS request. We understand that DHS may mandate specific language be included in member communication materials. 
Identification Card
[image: ]WellCare has well-established processes and partnerships for the successful and compliant production and distribution of member identification (ID) cards. The member ID card we issue will display the member’s name, identification number, PCP, copayment and effective date of enrollment as well as any other information required by DHS. The member ID card will be mailed within five business days of receiving notification of enrollment from DHS. The letter accompanying the member ID card will include a reminder to present the card to the member’s provider for any health service, a reminder to contact the PCP for all of the non-emergency health care needs and information on how to contact Member Services.
New Member PacketIn 2014, we successfully fulfilled over 18 million identification cards, welcome packets and member correspondence.

New member materials are automatically initiated as each enrollment transaction is processed. Our automated Fulfillment and Correspondence application generates correspondence and delivers them to print vendors at least once per day. When appropriate, individual correspondence can be generated more frequently or on demand. Each new member packet is given a unique tracking number and is traced throughout the delivery process until confirmation of posting to the portal or acceptance and pick up by the USPS. This unique tracking number also allows us to monitor and act on returned or undelivered correspondence and ensures that end-to-end reconciliation with each enrollment transaction is completed. 
Using these system capabilities, we are able to be confident in meeting our commitment to ensure member materials are sent within five business days of our receipt of an enrollment file. Member materials are also available on our member website and secure portal. 


WellCare of Iowa’s New Member packet will include:
Welcome Letter
Provider Directory
Member Handbook
Health Risk Screening
WellCare of Iowa recognizes the importance of serving our members in a culturally and linguistically appropriate manner. Our member handbook will be provided in English and Spanish with taglines in prevalent languages regarding how to receive the material in alternative languages. We also partner with Certified Languages International (CLI) to provide oral interpretation services in 150 different languages for members with limited English proficiency. Supports are provided to our members with special needs, including the needs of the visually impaired, blind, deaf, aged or those with limited reading proficiency. Alternative formats include, but are not limited to, 508 compliance, Braille, large font letters, audiotape, CD and verbal explanations of written materials.
Our new member packet will meet all the requirements set forth in Section 8.2 and will be submitted for DHS review and approval prior to distribution.
Welcome Letter
The Welcome Letter contains a description of our plan and a reminder about the ID card, which should already have been received. It advises the member to check the PCP listed on the card to ensure the PCP is the one they have been seeing or is otherwise satisfactory. It instructs the member to consult the provider directory and call Member Services to make a change if he or she prefers another provider. Members may request a PCP change whenever, and as often, as they wish.  
The Welcome Letter also offers a brief overview of how to access health care benefits, including information on our 24 hour toll-free Nurse Call Line. It will also emphasize the importance of completing the Health Risk Screening and returning it in the enclosed self-addressed, stamped envelope. It will also provide information about options to complete it either telephonically or on the secure member portal. 
The letter will instruct members to contact Member Services with any questions or to change correspondence preference and will also include information on our member website.
Provider Directory 
The Provider Directory (also available on our website) includes PCPs, specialty physicians, hospitals, ancillary providers, allied providers and pharmacies participating in the plan. Our online provider directory allows members to search by provider name, type, specialty, availability and geographic distance. Information includes telephone numbers, service site addresses, board certification status and languages spoken. Through continuous data integrity management, our online directory and our Member service representatives will offer the most current provider demographics.
Member Handbook
The DHS-approved member handbook (also available on our website in English and Spanish) will provide information on the plan and be written at or near a sixth grade reading level. The handbook will be updated once a year and revised as needed (with DHS prior approval) to incorporate changes to the plan and program. 
Our member handbook will provide vital information related to benefit coverage and obtaining care. Key information that will be available in our member handbook includes but is not limited to: 
	Important contact information, including address, telephone number, website
Services available under the Contract including amount, duration and scope
Service authorization requirements
Hours of operation including the availability of the Member Helpline and the 24-hour Nurse Call Line
Role of the primary care provider (PCP) and choosing a PCP
	Procedures for obtaining out-of-network services and benefit provisions that may apply

	
	Standards and expectations for receiving preventive health services

	
	How to change managed care organizations (MCOs) and when that is possible

	
	How to make a complaint and recommend a change in policy or service

	
	How to report fraud and abuse

	How to use the member identification card
	Advance directives
Patient confidentiality and HIPAA
How to access behavioral health services
How to contact the Enrollment Broker
Alternative methods or formats of communication
How to report suspected abuse and neglect
Contact information and the role of the Ombudsman
LTSS member section including:
Community based case management or integrated health home care coordinator
Roles and responsibilities
How to change
How to self-direct as described in Section 4.5.8
Care coordination

	Procedures for obtaining benefits, including referral and authorization requirements
Extent to which members may obtain benefits, including family planning services, from out of network providers.
How to complete a health risk screening (by paper, telephonically and online)
Information on the grievance and appeal process as required at 42 CFR 438.10 (g)(l)
After-hours and emergency coverage
Post stabilization care services
Applicable cost-sharing information and importance of making premium payments
Availability of non-emergency transportation and how to access
Member protections, rights and responsibilities
	


WELCOMING NEW MEMBERS In 2014, WellCare successfully reached more than 300,000 members through our welcome call process.

As part of our comprehensive member onboarding strategy, all new members (including reinstated members) are automatically scheduled for a welcome call. Welcome calls are administered in both English and Spanish and a total of six contact attempts are made. In the event the member cannot be reached, a letter is sent asking the member to call Member Services at their convenience. We also initiate a process to identify alternative numbers using a phone append process through skip trace technologies, automatic pulls from incoming phone calls, case manager notes and outreach to provider offices.
During the call we will welcome the member to WellCare of Iowa, verify receipt of the ID card and new member packet, and the initial PCP assignment. The member will be offered the opportunity to change PCPs. We will also verify the member’s address, current services and equipment, and the member’s independence and lifestyle. This information will be used for transition of care and case management.
The welcome call includes a health risk screening (HRS) to assess the need for any special health care or care coordination services. Before completion of the HRS, the member is given the opportunity to be transferred to a Member Service associate to discuss any health issues of concern or to have any other questions answered. 
Last year, we reached more than 300,000 members through the welcome call process. WellCare has successfully transitioned large populations of members in states newly adopting statewide managed care including Florida, Georgia and Kentucky. Using predictive dialing technologies we were able to meet the large initial volume and complete the call within the first 90 days of the member’s effective date. 
Assisting Members with Special Needs
For our members with special health care needs or those in LTSS settings, the case manager and PCP will work with the member and the family/caregiver to ensure an understanding of the member material and the resources available to them. Education material is reviewed verbally and rephrased as appropriate with consideration for health care disparities and literacy. Translation, interpreter services and on-site sign language services are always available to facilitate this process. 
We will also design strategies to meet the special needs of our members including those who may be illiterate or require translation services. Examples include:
Developing materials with descriptive pictures and less focus on words 
Facilitating public meetings where information is presented in an oral format
Reading member materials to members
Solutions for Members We are Unable to Reach
Our seasoned experience with government programs has led to an understanding of rural, economic, and social challenges which can make communications difficult, including a high rate of members we are unable to reach. As a result, we are implementing an aggressive program that we call Unable to Contact (UTC) for all members to ensure we are able to reach and communicate with this population. Our new member operations and correspondence solutions leverage multiple data sources and methods for ensuring the ability to make contact with members. This includes skip trace technologies to identify alternative numbers when outreach attempts fail; case manager case notes of alternative or temporary contact numbers; outreach to provider offices; member alerts through our secure portal; and automatic pulls from incoming phone calls, incoming mail and secure portal logins when confirmed contacts are received. Our UTC process will also prospectively search for members who have had no activity for 12 months and automatically initiate the UTC process.
In Kentucky, for instance, we have partnered with HOTEL Inc. to locate homeless members. HOTEL Inc. offers an outreach program to find homeless residents, transition them into housing and connect them to health care. As WellCare members are identified, they are connected with our case management team and our services.
Identification of Primary Care Provider for Each Member 
Our emphasis on building and supporting successful relationships between members and their PCP is unparalleled. Our selection and change processes reflect our member-centric philosophy and our understanding of the critical and fundamental nature of the member/provider relationship in the managed care setting. 
From our experience, we understand the importance of the PCP/member relationship and the value of establishing that connection as soon as possible – each member requires individualized support. We have found that having the Enrollment Broker capture the member’s selection of their desired PCP at the time they choose a health plan promotes a smooth transition to managed care. If the 834 file indicates the member has not made a choice of PCP assignment, they are auto-assigned upon enrollment using a hierarchy that includes existing PCP, former PCP, family’s history with a PCP, geographic proximity, language spoken and PCP quality tier. See Question 6.3 for additional information on our PCP assignment process. 
During the welcome call, we confirm the PCP assignment with the member. Members have the opportunity to change the PCP assignment at any time and are informed of this during the initial outreach.
Ongoing Member Communication and Outreach
[image: ]Our consistent focus on the member is supported by direct engagement with our members throughout their enrollment. This is accomplished through a wide variety of both proactive and reactive methods including member newsletters, Iowa-based community outreach associates, statewide Welcome Rooms, outbound calls by our Member Engagement Unit, inbound calls to our Member Services helpline and digitally through our website and mobile application. 
Member Newsletters
Our quarterly newsletters educate members on a variety of health, wellness, benefits and requirements of the plan including:
The availability of preventive health care and disease management including information on specific conditions 
EPSDT screenings
The importance of and schedules for screenings for cancer, high blood pressure, and diabetes 
Risks associated with the use of alcohol, tobacco, and other substances
The concept of managed care 
Members rights and responsibilities
Other health-related topics
The newsletter is available in English and Spanish. Other languages are available upon request as well as alternative formats. The member newsletter will be submitted to DHS for review and approval at least 30 days prior to expected distribution or within the timeframes established by DHS. The newsletter is also available digitally on our website. See Attachment 8.2.1-a for a sample member newsletter.
Local Community Outreach
We are committed to fostering and promoting a culture in which we offer access to quality, affordable health care. This philosophy is at the core of our integrated care management program which is based on  identifying our members in the community; outreaching to them where they live; understanding how they prefer to engage with the health care system; assessing their needs; facilitating their access to care; and helping them whenever, wherever and however they need us. Our community outreach specialists are hired locally and have knowledge of the community including community services and partners. These specialists are trained on compliant and effective engagement with prospective enrollees and members.In Kentucky, we participated or sponsored 713 events and activities in 2014 with nearly 632,000 individual community touches.

Our community outreach department will support our integrated care management program through dissemination of information and education related to programs offered by the state of Iowa and community organizations. Specific goals of the community outreach department include educating target audiences about the availability of health care coverage, and providing sufficient information to promote and encourage enrollment and retention within the program.
Activities designed to achieve our community outreach include:
Participation and sponsorship of educational events and health fairs 
Dissemination of DHS-approved outreach materials 
Hosting table top events at approved community venues 
Partnering with organizations that have a primary focus on the well-being of children, families, the elderly and special populations
Increasing awareness within the provider community to promote referral opportunities into the program 
Providing wellness information through social media, such as Facebook 
Promoting cultural awareness to reduce barriers to program access
In 2014, WellCare participated or hosted more than 5,000 total community activities reaching more than 1 million community stakeholders. These included peer support groups, children’s dental days, car seat safety, healthy food access programs, baby showers, homeless outreach and more.  
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WellCare reached community stakeholders from diverse cultures and backgrounds including African American (299,000), Asian (221,000), Hispanic (260,000), Native American (13.000), and Native Hawaiian (12,000) cultures as well as many segments within the disability community (195,000) across more than 175 counties in seven different states.
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WellCare of Iowa intends to bring this focused support to the 99 counties and several thousand communities of Iowa. To this end, we have met with hundreds of community stakeholders to identify opportunities, as detailed in Question 8.12.
Many of these organizations host activities and events within their local community. In meeting with these partners, we learned about several initiatives that offer opportunities to connect with prospective members, current, members and the community-at-large and share information about the Medicaid program changes. 
After participating in several community-based activities throughout the state of Iowa during the pre-procurement period, WellCare of Iowa intends to continue this focus to help educate consumers, their families, the providers and community stakeholders on the launch of the Iowa High Quality Healthcare Initiative. While all activities, messaging and corresponding materials will be approved by the state as outlined by the scope of work, below is a brief list of conferences or community engagement events WellCare of Iowa has already identified: 
Annual Iowa Empowerment Conference
Annual Alzheimer’s Conference*
Coalition for Family and Children Annual Conference
Governor’s Conference on Public Health*
Iowa Health Educators Conference
Iowa Mental Health Counselor Association Annual Conference*
Iowa Rural Health Association Annual Conference
Iowa School Mental Health Conference
Iowa State Fair
KidFest!
Kirkwood Health and Safety Conference
Quad City Family Caregiver Annual Conference*
* Indicates WellCare participated in this event in 2015.
Welcome Rooms
[image: ]In addition to our offices in Des Moines, Council Bluffs and Cedar Rapids, we will offer Welcome Rooms throughout the state. Housed in strategically selected, high traffic, retail shopping areas in the neighborhoods and communities where enrollees live, work and frequent, our Welcome Rooms are designed and equipped to engage the community by being outreach centers and walk-in member service hubs. Members and families can meet face-to-face with a member service representative at a local Welcome Room to get personalized attention to their needs. These locations are intended to be a destination point for our members and offer computers, internet access and activities geared toward our members and the community we serve. The Welcome Rooms will host events such as children’s reading and literacy support classes, nutrition education classes, special needs resource navigation, and a variety of other activities and events for the community each month, becoming an important community resource.
Member Engagement Unit
Our Member Engagement Unit conducts telephonic outreach to members on a wide range of matters including welcome calls, satisfaction surveys, recent emergency room visits, members new to case management and discharge follow up.
Member Services Helpline
Our Member Services Helpline offers well trained Iowa-based call center representatives who are knowledgeable about the Iowa High Quality Healthcare Initiative to help members and prospective enrollees understand the benefits and requirements of the plan, answer questions and facilitate resolution of issues. See Question 8.3 for additional information about our Member Services Helpline.
Member Website
Our Iowa website will be an important communication tool to inform, educate and communicate with members. It will also be an avenue through which we promote health, wellness and service to our members. We offer a website for the general public allowing both existing members and potential members to access general information without any login credentials. Our secure member portal requires validated login and password credentials for access. See Question 8.6 for additional information about our member website.
HealthConnections
To supplement these important, traditional community-based activities, we use our proprietary award-winning HealthConnections Model to support community engagement. The focus of this department is to identify the available social safety net providers within the WellCare footprint, assess the critical service gaps (existing and potential) and identify ways to sustain the network of the social safety net. We know that our members often face barriers to good health and recovery that go beyond services in a traditional [image: C:\Users\JSmith14\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\KBVJN79W\Councils - Corrected.png]health coverage benefits package. WellCare has learned through out extensive and singular experience working with government health care programs that to support our members comprehensively also means supporting the social service programs that they rely upon to break down those barriers. 
Because the issues facing the social safety net extend beyond any one stakeholder, the planning and implementation of any solution must be truly community based. However, health plans like WellCare of Iowa are in the unique position to see across the health care spectrum. Within this unique position, we implemented a process to not only assemble and monitor available social safety net services but also look at the gaps and the corresponding impact of those gaps on disadvantaged populations and link health outcomes to these services among the millions of people who rely on them every day. By doing this, we partner with local communities and states to find innovative ways to sustain the safety net programs, while increasing their reach to our members, as well as identifying ways to integrate these services into member care plans. The primary goal of the HealthConnections Model is to improve the health and vitality of our members and communities by sustaining the social safety net and quantifying its impact on health outcomes. We have identified four complementary program elements to achieve this goal.
CommUnity Activities: Community-based health and wellness events leveraging existing programs
HealthConnections Councils: Community planning councils focused on quantifying the breadth and scope of the available social safety net and identifying creative and innovative ways to sustain the network together with other community and civic leaders
Social Service Utilization Support: Facilitating member connections to social services and bridging gaps in available community-based programs and services
CommUnity Health Investment Program: Strategic philanthropic granting program to support community-based innovation and to pilot potential social service payment models
HealthConnections is supported by WellCare’s CommUnity Command Center, a comprehensive and inter-related data lake of community-related information across multiple but complementary databases including:
Activity Trackers: A central tracking mechanism with two connected trackers for all community-based programs and activities capturing more than 65 different elements including demographics, culture and ethnicity, target populations, HEDIS/quality-related measures, community health investments and volunteer hours. 
CommUnity Health Investment and Grant Tracker: A searchable database, through which all community-based grants are, vetted, administered, evaluated and archived.
My Family Navigator (aka Navigator): A searchable database of all public assistance programs that also provides the platform for community-focused statistical analyses and predictive modeling as well as a relationship management tool to use in collaborating closely with community organizations comprising the social safety net. 
Market & Population CommUnity Research Library: A searchable database data catalogued through external sources (via the CDC, WHO, etc.) and primary research conducted by us. 
National Advocacy and Affinity Relationship Management: A database of partners assembled through The CommUnity Commitment comprising of civic and community leaders who identify opportunities for advocacy and planning in an effort to sustain America’s Social Safety Net.
Social Service Electronic Health Record: A searchable interface created to assist our member-facing representatives when they are searching for community-based programs and social services as well as tracking individual referral history by member, by provider and by service. Through this function, WellCare has referred more than 2,500 people to 6,000 community-based programs and services in 2014 alone. In addition, in 2014, WellCare identified and bridged more than 500 gaps in needed social services using traditional community mobilizing methods. And, finally WellCare invested more than $250,000 into community programs and services using traditional public health evaluation criteria and referral/gap data from the Social Service Utilization Support function. This information also led to the design and launch of nearly 50 different pilots leveraging evidence-based or evidence-informed wellness and disease management programs for member access and community benefit.
According to the Iowa Finance Authority, economic and medical factors represent the majority (65.7%) 
of the drivers for homelessness.

Right to Request and Obtain Information 
On an annual basis WellCare of Iowa will notify all members of their right to request and obtain information in accordance with 42 CFR 438.10. This notice will be provided in the third quarter member newsletter each year.
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.
Oral Interpretation Services and Translated Written Information
WellCare of Iowa recognizes the importance of serving our members in a culturally and linguistically appropriate manner. We are committed to ensuring that our staff and provider partners, as well as our policies and infrastructure, are attuned to meeting the diverse needs of all members, especially those who face language or cultural barriers. Cultural competency is a key component of our continuous quality improvement efforts nationwide. WellCare has significant experience providing such services across our nine managed Medicaid states and more than 2.3 million members. We serve a number of culturally, and ethnically diverse states such as Hawaii, New York and Florida. As such, we have extensive experience and our policies, procedures and practices reflect this.
Translated Written Information
All written materials will be provided in English and Spanish and will be reviewed and approved by DHS. We will assess the population served and also prepare materials in any other languages spoken by five percent or more of the enrolled populations. We will prepare materials in other languages that do not reach the five percent threshold when directed by DHS or requested by members. 
WellCare of Iowa will proactively use the language spoken data supplied through the state’s 834 enrollment file to fulfill new member enrollment material in alternative languages. This indicator is stored in the member record and is referenced and used for member correspondence and communications. For example, members enrolling with a language indicator of Spanish will be sent new member materials in Spanish. Members may also change or update their language preference and subsequent material will be delivered in that language, if available. In addition to new member materials, subsequent correspondence will be fulfilled in Spanish or other required language preferences.
Oral Interpretation Services
WellCare of Iowa will provide free on-site sign language and oral interpreters for members with hearing impairment or limited English Proficiency (LEP). Through effective partnerships with interpreters, our Florida Medicaid plan fulfilled almost 3,000 requests for onsite sign language and LEP/oral interpreters in 2014. These interpreter requests were most typically made for medical (PCP, specialist, hospital), behavioral health, ancillary (dental, vision, hearing), and therapy (physical, occupational, and/or speech) visits.
Onsite sign language interpretation is provided to our members by Interpretek, a national provider of in-person sign language interpreters, as well as video remote interpreting (VRI), which allows interpreters to serve individuals wherever an internet connection exists. Interpretek has Registry of Interpreters for the Deaf (RID) Super Site status, meaning that it meets the needs of the interpreting community on an elevated level. Interpretek will have an Iowa-specific link on its website, enabling members to request an interpreter online. Members who are deaf or hearing impaired will also be able to access sign language interpreters by calling Member Services via a telecommunication device for the deaf (TDD) or relay services or through their case managers.
Onsite translation services for members with limited English proficiency are provided through Translation Station. Established in 1998, Translation Station offers translation services in over 130 languages and is a member of the American Translators Association.
Availability and How to Obtain Services
Members, providers, and associates will be trained on the availability of translation services – both onsite and telephonic – including how to access the services for members with interpreter needs. Members and providers will be instructed to contact Member Services to request interpreters, both sign and alternative language. Those in need of onsite translation services will be encouraged to call Member Services at least three business days prior to the appointment in order for us to coordinate services. However, we will be able to fulfill urgent requests for those needing services within 24 hours. 
Our member handbook will contain information on the process to obtain oral interpretation services and translated written information at no expense by contacting Member Services. Additionally, all written materials will include a tagline in prevalent languages instructing the member to call Member Services for materials in other languages.
We will notify our members and potential members that oral interpretation services and translated written information is available at no expense through the member handbook, member website, outreach activities, welcome call, and during any other contact when a need is identified.
3.	Describe your plans to provide all written materials in alternative formats and how you will identify members needing alternative formats.
Availability of Materials in Braille and Other Alternative Formats
WellCare of Iowa will make all required written materials available to our members in alternative formats and in a manner that takes into consideration the member’s special needs, including the needs of the visually or hearing impaired, blind, deaf, aged or those with limited reading proficiency. We notify our members and potential members that these benefits and health information are available in alternative formats and provide instructions for accessing the benefits and health information in these alternative formats through the member handbook, member website, outreach activities and during welcome calls when a need is identified.
Alternative formats include but are not limited to 508 compliance, Braille, large font letters, audiotape, CD and verbal explanations of written materials. 
4.	Describe your policies and procedures for ensuring materials are accurate in content and translation.
We use Multilingual Group, a national certified vendor who specializes in document translation, to translate our material into other languages or alternate formats. The vendor provides a certification verifying that the material is accurate and matches the English. We then review the documents against the English to ensure the translated materials are:
Accurate in content
Accurate in translation relevant to language or alternative formats
Do not defraud, mislead or confuse the member 
These policies and procedures will be submitted to DHS for review and approval. 
5.	Provide sample member enrollment materials as described in Section 8.2.6. 
WellCare of Iowa will develop a new member communications strategy that addresses all program requirements. Please find samples of the following member enrollment materials as attachments. 
Welcome Letter: Attachment 8.2.6-a Sample Welcome Letter
Member Handbook: Attachment 8.2.6-b Sample Member Handbook, which includes all requirements of 8.2.6 not otherwise covered on the ID card, in the Welcome Letter, in the Health Risk Screening or in the Provider Directory. A full description of the handbook can be found in Question 8.2.1
Provider Directory: Attachment 8.2.6-c Sample Provider Directory
Health Risk Screening: Attachment 8.2.6-d Sample Health Risk Screening
Member ID Card: See below sample Member ID card (front and back)
[image: ]
6.	Describe your processes for identifying significant changes as described in Section 8.2.8 and notifying members of such changes.
Significant Change Process
A significant change is defined as any change that may impact member accessibility to services and benefits. WellCare of Iowa will build on the established processes in place in our other Medicaid markets to establish an Iowa-specific significant change policy. In this regard, members will be notified in writing and through other means of material or significant changes through the member newsletter, member handbook or member handbook insert, member website, member letters and telephonic or face-to-face outreach depending on the nature of the change. 
Any change to a member’s ability to access services is managed by our Product Development and Strategy department (Product). A change in any of the outlined areas in the below table will be communicated to Product by the appropriate business owner. Product will complete the appropriate analysis, risk/impact assessment, and determination of required actions. Product will notify Regulatory Affairs and senior leadership of all significant changes and obtain internal and state approval if applicable. Once the identified change has been vetted and approved, the communication vehicles identified in the table will be utilized to ensure members are notified per the state requirements.
	Significant Change Identification and Notification Process

	Significant Change
	Identification Method
	Notification Channels

	Restrictions on freedom of choice of network provider
	· Program or network change
	· Member handbook, newsletter and website 
· Written notice to member 30 days prior to effective date
· Member Service and Case Manager outreach

	Member rights and protection
	· Program change
	· Member handbook, newsletter and website
· Written notice to member 30 days prior to effective date

	Grievance and fair hearing procedures
	· Program change
	· Member handbook, newsletter and website
· Written notice to member 30 days prior to effective date

	Amount, duration and scope of benefits available
	· Program change
	· Member handbook, newsletter and website
· Written notice to member 30 days prior to effective date

	Procedures for obtaining benefits, including authorization requirements
	· Program change
	· Member handbook, newsletter and website
· Written notice to member 30 days prior to effective date

	How members may obtain benefits from out-of-network providers
	· Program or network change
	· Member handbook, newsletter and website
· Written notice to member

	Extent to which after-hours and emergency coverage provided
	· Program or network change
	· Member handbook, newsletter and portal
· Written notice to member 30 days prior to effective date

	Policies on referrals
	· Program change
	· Member handbook, newsletter and website
· Written notice to member 30 days prior to effective date

	Cost sharing
	· Program change
	· Member handbook, newsletter and portal
· Written notice to member 30 days prior to effective date


Members will receive the applicable notification no less than 30 days or more prior to the effective date, describing any significant plan changes. The notification would describe the change, identify the effective date of the change and provide the appropriate information on how to contact WellCare of Iowa for clarifications needed or to have questions answered.
SOW 8.2.9 Notice of Action
WellCare of Iowa understands and acknowledges that we will provide 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. More detailed information about WellCare’s Notice of Action processes and policies can be found in our response to Section 11.2.7.

8.3 Member Services Helpline
1.	Describe your plans for the member services helpline, including the days and hours of operation.
MEMBER SERVICES HELPLINE
WellCare of Iowa will operate a single, dedicated toll-free Member Services helpline staffed by Iowa-based call center representatives with local knowledge of the community. Drawing on extensive experience and technologies from WellCare’s corporate offices, the driving goal of the WellCare of Iowa Member Services helpline will be rapid, first-call resolution of all member requests. Our Iowa call center representatives will be specifically trained on all aspects of the Iowa High Quality Healthcare Initiative and be able to serve all of our diverse Iowa populations regardless of their needs – physical, behavioral or long-term supports and services. Our helpline will be operated based on established and documented policies and procedures including call escalation protocols, data entry, reporting, staffing operations, access and response standards, performance and quality monitoring.Iowa-based Associates
Our helpline will be staffed by Iowa-based call center representatives with local knowledge of the community. 

Our helpline will be staffed Monday through Friday from 7:30 a.m. – 6:00 p.m. Central Time except on state holidays. After regular business hours, weekends and on established state holidays, members will be able to contact us through our Interactive Voice Response (IVR) system. This system provides callers with clear, easy to follow instructions on what to do in case of an emergency and includes provisions to leave a message or speak to a live representative. We respond to messages with a follow-up telephone call within one business day. During normal business hours callers can bypass the IVR and speak directly to a live member service representative, who will identify themselves by name, within one minute.
The Iowa-dedicated toll-free number and hours of availability will be printed in the member handbook and on each member ID card, as well as listed on the member section of our website.
After Hours and Holiday Coverage 
We offer tools that allow members, providers, and partners to obtain access to care, information, and communicate with us 24 hours a day, seven days a week, including:
Automated interactive voice response (IVR) system through our dedicated toll-free number.
IVR advises callers with an emergency to hang-up and dial 911 and offers a Nurse Call Line feature after hours
Website and mobile application with a host of self-service functionality including real-time directory lookup
Submission of questions and requests via our website and email
Pharmacy benefits manager (PBM) after-hours service for provider-related issues
Member website and secure portal in English and Spanish
WellCare of Iowa will be fully supported by WellCare corporate’s robust Member Service operation, which serviced more than 15 million calls in support of our 4.1 million members, providers, brokers and regulatory partners handles in 2014 alone. 
Our Member Services operation handles all areas of member inquiries, requests and complaints to support and ensure the highest quality consistently across all of our local Health Plans. We track all helpline metrics real time and make adjustments to training, materials, staff and technology as necessary. We monitor our compliance by conducting audit and calibration sessions in addition to random secret shopper calls. All Member Services representatives are subject to regular oversight. The procedure includes supervisor call monitoring, live audits, evaluating call disposition against quality criteria and sampling calls completed within the previous 48 hours. 
The heart of the call center operation is our Command Center, located in our headquarters in Tampa, Florida. It is the control center for all Member Service functions and performance. The Command Center provides real-time monitoring of service levels of more than 200 different skills and call types and coordinates action to achieve service level targets. The Command Center features numerous screens that display data and trends including calls in each queue, length of time callers have been waiting to speak to a Member Services representative and number of Member Services representatives available to assist callers.. The Command Center operation also allows us to quickly and seamlessly adjust to call volumes or emergency situations so members can easily and quickly get resolutions to their concerns or questions.
Multilingual and Culturally Competent Associates
The delivery of culturally competent health care and services requires our associates to possess a set of attitudes, skills, behaviors and policies that enable the organization and associates to work effectively in cross-cultural situations. We promote cultural diversity by hiring bilingual staff for functional roles. Spanish is the most common translation required, however staff is hired for other bilingual requirements as appropriate.
When we enter a new market, we analyze state-supplied Medicaid data, demographic data from the U.S. Census, and data from other local studies on populations in each state we serve to learn about cultural and linguistic needs, as well as any health disparities that may exist. For instance in Iowa, we recognize that approximately 5.5 percent of the population is Latino and an additional one percent identifies themselves as Asian. We will use this information while developing our staffing plans to ensure that we have adequate numbers of Spanish and Asian language representatives available and that our interpreter services partners are aware of potential needs. 
Additionally, we study health care and cultural metrics to tailor our training strategies and technology to the unique members we serve. For instance, we know that children ages 2 through 7 have a 50 percent higher rate of hospital admission for asthma related symptoms than the national benchmark, so we will train our staff to be sensitive to signs or flags related to asthma in small children.
We also review member requests for assistance, including grievances, to identify opportunities to improve services from a cultural and linguistic perspective. Finally, we analyze data on member race, ethnicity, and languages, which are collected from state electronic databases or through voluntary self-identification by members.
We consider respect for diverse cultures a core value. As part of our New Hire Orientation we will include information on cultural competence, including assisting economically disadvantaged individuals, and require that all new staff complete cultural competency training within three months of their date of hire. At each annual performance appraisal period, associates will be evaluated regarding their respect for diverse backgrounds through the responses to the competency and diversity-training module. 
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.
CALL MANAGEMENT SYSTEM
WellCare of Iowa will use an Interactive Voice Response (IVR) system to answer, route, track and report calls and inquiries. This solution frequently allows members to gain access to the information they seek or perform routine transactions. Many of the informational and transactional services available on our website are accessible using the IVR. Members may request an ID card and even order over the counter supplies. During normal business hours, callers will be connected to a live person within one minute of the caller choosing that option. Our live operators will identify themselves by name to each caller.
Our IVR allows member service representatives to warm transfer members both internally and to outside entities, such as provider offices or a case manager to facilitate the provision of high quality member service. 
Our call management system, CAREConnects, is the proprietary, award-nominated agent desktop solution used by Member Systems. It is built around telephony systems, web capabilities (including mobile and social media) and IVR self-service solutions. This system allows us to report on multiple metrics such as abandonment rate, average speed of answer and call volume. CAREConnects leverages a large body of real-time web services connecting numerous systems, including the core processing system, enterprise medical management application and quality reporting system. CAREConnects facilitates the creation of reports in multiple layers of data by call type, call driver and date range, to name a few.The WellCare Solution for Member Services
Our CAREConnects system is key to helping us meet our member service goals of:
First-Call Resolution
Reduced Handle Times
Identification and Resolution 
of Members’ Unmet Needs

CAREConnects efficiently guides Member Services representatives through scripting, workflows, and actions based on the callers’ individual needs. Calls are handled, documented, routed, tracked and reported through CAREConnects. Representatives can record service requests and document them through closure, request member ID cards and trigger them immediately, and assign a member to a new PCP upon request, among other services.
CAREConnects also supports our enterprise quality improvement goals related to preventive health and chronic care management. CAREConnects provides the Member Services representatives with care alerts when a member’s record indicates he or she has not received an important health screening or service. The Member Services representative educates the member about the care gap and supports the member in taking action (i.e., scheduling an appointment). For example, the representative may receive an alert that a female member may be overdue for a mammogram or a child due for an EPSDT service. The representative informs the member of the service needed, reminds the member of the importance of regular breast cancer screening or EPSDT service, and then offers to assist the member in scheduling an appointment.
CAREConnects improves the quality of call handling, ensures consistency across Member Services representatives, facilitates first-call resolution, reduces handle time, allowing us to more effectively assist members, and allows us to identify and meet members’ unmet needs. It also helps us identify training needs and increases the effectiveness of training and quality of newly hired member service representatives more expeditiously. Analytics and reporting features allow us to identify repeat callers and the reasons for their calls as well as to identify trends and opportunities for continuous quality improvement purposes. To supplement CAREConnects, we use an extensive resource library available to Member Services representatives. The library is easily searchable by key words and inquiry type.
3.	Describe your plans to provide services for the hearing impaired and non-English speaking population.
Being There for our Hearing Impaired and Non-English Speaking Members
WellCare of Iowa’s Member Services helpline will be available for all callers. Members whose primary language is Spanish will be able to easily and directly access our Spanish auto-attendant and Spanish-speaking member service representatives. In addition to hiring a diverse, local staff, we also partner with Certified Languages International (CLI) to provide oral interpretation services for members with limited English proficiency. CLI offers interpretation in over 150 distinct languages and dialects. CLI’s language interpreters undergo an extensive credentialing procedure and must pass examinations with test scores of no less than 90 percent before becoming official Certified Languages International interpreters. All CLI language interpreters are based in the U.S., so they are familiar with the vernacular used by our members. Members, caregivers, case managers and providers will be able to arrange for language interpretation in advance of appointments by calling Member Services. These services are provided free of charge to the participant. In 2014, almost 7,000 orders for translation services were fulfilled and the average connection time to an interpreter was less than 20 seconds. 
In addition to servicing members with limited English proficiency, we also care for members with hearing impairments using TDD or relay services. Our Florida Medicaid plan annually handles more than 600 TDD/relay calls with an average speed of answer of less than 20 seconds.
We also offer a national CommUnity Assistance Line, which is free and available to anyone, including individuals who are deaf or hard-of-hearing. The overall line is staffed by 32 CommUnity Liaisons, two of whom are deaf and hard-of-hearing themselves. These two peer-support specialists use video relay and video chat to help those who are also deaf or hard-of-hearing to find and access the social services they need for a better, healthier life using sign language.
4.	Describe your training program curriculum and training process for call center staff
Equipping a Well-Trained Call Center Staff Through a Robust Curriculum and Training Process 
Call Center Go-Live Process
WellCare of Iowa will use our well-established training policies, processes and procedures to bring up our Iowa Member Services helpline. These policies, processes and procedures will be customized for the unique needs and requirements of Iowa. Our processes include a train-the-trainer methodology, training supervisors first and then helpline staff, and a detailed helpline training plan with documentation as to completion. WellCare has developed, refined and consistently utlized this curriculum to effectively prepare thousands of Member Services associates, including those servicing markets and assisting beneficiaries new to managed care.
New Hire Training Program
Our member service representatives undergo a comprehensive training and testing regimen prior to being placed on the inbound phone queue. Initial training consists of four-weeks of instructor-led, classroom-based training. See Attachment 8.3.4 for a sample of the first few days of the new hire training plan which is representative of the content, structure, and approach for the full 4-week effort. The training plan includes a detailed agenda of curriculum, length of time, hours and depth of material. 
Our training curriculum includes:
A comprehensive overview of the Iowa High Quality Healthcare Initiative including goals, covered benefits, eligibility, member materials, member rights, cost-sharing and patient liability and incentive programs
Health plan operations including care management, utilization management procedures, special populations, providers (both traditional and non-traditional), grievance and appeals handling, reporting fraud and abuse, locating a provider, claims lookup, PCP assignment, pharmacy services, resolving HEDIS care gaps, authorizations, referrals, balance billing issues, member advanced directives and disenrollment procedures to name a few.
Member experience including building member connections, customer services principles, quality governance, communication skills, de-escalation skills, disability awareness
Health crises, including but not limited to suicidal callers
Cultural competency and sensitivity training 
Processes for speaking with caregivers and guardians while complying with privacy laws
Systems and processes including CAREConnects, how to assess caller needs, determine urgency (and handle the calls accordingly), the processes for call routing (including routing to case managers), call escalation, use of translation and interpreter services, and use of tools to assist hearing and/or speech impaired members
Following completion of the classroom-based training, the prospective representative must demonstrate proficiency by successfully completing a skills and knowledge test. Those who achieve 85 percent or better on the proficiency test, are shifted to training in a transition setting.
In the transition training environment, the prospective representative is placed on the phone while he or she is closely monitored by supervisors who listen in on the calls through our telephone monitoring system. While in transition training, the prospective representative is evaluated on a daily basis on his or her response time, telephone etiquette, accuracy, and knowledge of our operations. Upon successful completion of the transition training period, the representative is certified by the supervisor. The representative is then promoted to a regular phone queue.
Ongoing Training Program
Beyond new hire training, ongoing training is important for ensuring quality interactions with members. Our member service representatives are engaged in training activities on a regular basis. Training is provided in anticipation of business process changes, to review enhancements to CAREConnects or other related systems, or as we have benefit changes. In addition, representatives are required to complete certain training annually. These trainings include cultural competency, fraud, waste and abuse, HIPAA, and advance directives. Ongoing training is provided in a variety of formats including instructor-led training, team meeting-based training, and self-directed computer based training. The training methodology is determined based on factors like content, timing, and business need. Our ongoing education and training includes training on disability awareness.
Procedures for Helpline Staff to Assess the Urgency of the Situation
As part of Member Services’ training, representatives are trained on assessing the nature of the call including the related urgency as well as proper handling protocols. In the event of urgent yet non-life threatening matters, the representative will assess the situation and attempt to resolve the matter using available CAREConnects’ logic and/or supporting tools. For example, if a member is having difficulty obtaining medication or is out of medication, the representative will contact the provider, pharmacy or any other necessary source in order to assist the member in obtaining his/her medications in a timely manner. Once the representative has exhausted all options to assist, the call will be transferred to the Pharmacy Escalation team. This team has additional tools and resources at its disposal including the ability to override certain denials. The objective is to ensure that we have explored all options to allow members to get their medications.
In the instance of urgent and emergent matters, the representative has documented protocols. For example, where a member is experiencing a behavioral health crisis and contacts Member Services, the representative immediately connects with the behavioral health team, who will, in turn, quickly triage the situation. In instances of medical emergencies requiring EMS support, the representative immediately connects to the member’s local area 911 services. The representative will remain on the line with the member until emergency services personnel arrive. If the emergency is clinical in nature but does not require EMS support, escalation protocols facilitate the member connecting with clinical staff for further review and evaluation. Additionally, in states where mobile crisis is available, such as in Georgia, we have relationships with mobile crisis teams to refer out to members in behavioral health crisis as needed. Beyond specific protocols and step actions for assessing and handling urgent matters, Member Services representatives are supported by an “escalation team.” The escalation team is comprised of highly-experienced, tenured, proficient staff members that handle a wide variety of complex issues. The primary purpose of the team is to handle real-time escalated calls that representatives are unable to support. Some examples of escalated issues include, without limitation, access to care, disenrollment requests and requests from members to speak with management. Once the representative has deemed that an escalation is needed, the representative will warm transfer the caller directly to the team.
Quality Monitoring
Our approach to quality monitoring is extensive and supported through a dedicated, specialized Quality Assurance team as well as supervisors. Continuous evaluation occurs through our quality oversight program which includes call monitoring of at least eight calls per month per representative, real-time audits, and random sampling audits. Supervisors monitor results of call monitoring, secret shopper calls, and random sample audits to learn about individual representative strengths and weaknesses and to identify where coaching is necessary. These efforts are supplemented with real-time listening sessions where supervisors observe the call unobtrusively. These quality monitoring activities are supplemented by post-call member satisfaction surveys to assess the member’s experience with Member Services. The results are analyzed for individual opportunities as well as broader organization or team opportunities for improvement.
Diversity and Inclusion
Workforce diversity is a business imperative. By undertaking measures to foster an inclusive environment, we actively reflect the communities in which it operates and populations for which it provides services. The overarching goals of our award-winning Diversity & Inclusion (D&I) Program are to:
Strengthen our interconnectivity with our ethnically diverse communities 
Improve the representation of cultures and ethnicities among our workforce 
Establish a network of cultural brokers within the company and our communities
Based on the assessment data, we created four pilots which have now grown and become standard operations within the company. 
CommUnity Liaison Program: This team is hired through Workforce Innovation programs such as Ticket to Work. What started with six associates in 2014 has grown to 32 people with four team leads hired in 2014, all of whom have advanced degrees. Six of the 32 have been promoted into full time employment within the organization matching their education backgrounds.
CommUnity Activities: Outreach activities which hosted more than 100 employment related activities reaching 11,000+ people.
Social Service Database: Researched and catalogued 75,000 community-based resources (programs and services) including 1,200+ employment-related resources.
CommUnity Assistance Line: A social service resource line for members, their families and the community-at-large to find and access community-based programs and services manned by the CommUnity Liaisons.






5.	Describe your call center monitoring process to ensure helpline performance metrics are achieved.
CALL CENTER MONITORING
[image: ]In addition to robust systems and rigorous hiring and training protocols, we employ sophisticated oversight processes to staff appropriately so that we can achieve our service metrics and be available to our members when they need us. These planning and oversight processes are performed through the WellCare Command Center at our corporate headquarters in Tampa, FL. The Command Center will support the WellCare of Iowa Member Services call center with quality monitoring and back-up support as needed. 
Real-Time Monitoring
The Command Center is the control center for all Member Service functions and performance. The Command Center provides real-time monitoring of service levels and coordinates action in order to achieve our service level targets. The Command Center features numerous video screens which display data and trends including, but not limited to, calls in each queue, length of time callers have been waiting to speak to a representative, and number of representatives available to assist callers. Because weather can pose threats to our operations, the Command Center continuously displays and monitors the weather to identify any potential impacts and rebalance workloads as needed so there is no threat to service level performance. A sample of our Member Service dashboard follows.
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The Command Center is supported by robust data capture, analytics and reporting tools that allow us to track and report on a host of metrics including number and type of member calls and inquiries both during business and non-business hours. Further, these tools and capabilities allow us to easily, accurately and timely report on service line performance to our state customers.
Workforce Management
Our Command Center uses the IEX TotalView workforce management system to facilitate adequate staffing. TotalView uses a proprietary formula that takes into account variables such as average handle time, time of day, projected mailings, enrollment periods, population size, and historical performance to predict call volume and project required staffing. This enables us to forecast call volumes, schedule representatives, control call traffic between locations, perform staffing analysis, and report on key performance indicators (KPI). To deliver accurate call volume forecasting and staffing, intervals of 30 minutes are used to understand arrival patterns. By analyzing at the level of the half hour, we can staff correctly to meet the callers’ needs in a timely manner. TotalView allows us to effectively and efficiently develop weekly, monthly, annual, and multi-year planning scenarios that accurately forecast the impact of changes in key performance drivers on our call centers’ service quality and staffing requirements.
Forecasting Peak Call Volume
We generate baseline projections using current enrollment and the prior year’s per member per month contact ratio (as opposed to enrollment numbers exclusively). Once the baseline forecast is complete, the workforce management team refines it based on actual current and historical trend experience, known initiatives/activities, as well as other state-specific details driven by the business. The forecasts are updated regularly and reflect a 90-day prospective view. We then determine staffing schedules and operational requirements based on this forecast. Forecasts are then managed more real-time through staffing calls and a daily status call, which allows us to review the prior day’s performance and current day projections. During these status calls we discuss issues, root cause and recovery action plans, as well as plans to mitigate issues before they occur (i.e., representative adherence, skilling changes, overtime). 
Ensuring that member calls are answered promptly is a top priority for us, as evidenced by our disciplined approach to planning as well as our actual performance. While the Command Center monitors call arrival patterns real-time and uses advanced historical call trend patterns to help predict spikes, it is not always possible to predict caller behaviors and call volume spikes. Should the need arise, supervisors and quality assurance staff are trained and able to handle incoming call volume. If call demand exceeds our capacity, our sophisticated telephony system and network of domestic member service locations allows us to direct calls to available representatives who can handle calls timely and accurately.
Our call center metrics will require that 80 percent of all calls that enter the queue are answered within 30 seconds, in accordance with the formula in Section 8.3.3. We routinely meet or exceed call center standards across multiple states as illustrated by the table below.
	Sample Member 2014 Call Center Results

	State
	Call Volume
	Average Speed of Answer
	Abandoned Rate
	Percent Answered 30 Seconds

	Florida
	1,057,792
	16 Seconds
	2%
	90%

	Georgia
	512,293
	19 Seconds
	3%
	85%

	Missouri
	56,827
	8 Seconds
	2%
	86%

	New York
	197,382
	14 Seconds
	2%
	83%






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.
BACKUP SOLUTIONS
We maintain an operations continuity and disaster recovery plan for all of our telecommunications capabilities, including call centers, to ensure the phone service continues at full capacity with no interruption in data collection. Our secure cloud-based IVR and telephone routing system is designed to eliminate the interruption of phone service. Should an interruption occur in the main services, traffic will automatically route calls to alternative server locations. In cases where local disruption to individual physical locations occurs, traffic is automatically routed to alternative member service locations in order to maintain full phone service. Redundant hardware solutions are maintained at all primary member services locations, with built-in load balancing and fail over, in order to minimize the likelihood of local disruptions. WellCare of Iowa will notify DHS immediately should our phone system ever be inoperative or a back-up system be used. A manual back-up procedure will also be in place should the system ever be down. Our business continuity plan includes processes for notifying any and all state partners of outages.
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).
INTEGRATION OF SERVICE LINES
To mitigate possible member confusion, WellCare of Iowa will use a single Member Services helpline for all members, eliminating the need for members to call separate numbers. Our IVR will include options for Member Service, Behavioral Health, Vision, Transportation, Long-Term Services and Supports and Website Support. Should a member need to be transferred to another area within the company (e.g. their community-based case manager or case manager) a warm transfer will occur. 
8.	Describe proposed entities to which you will be capable of warm transferring member calls.
WARM TRANSFERS TO OTHER ENTITIES
Our IVR supports a warm transfer to any outside entity to facilitate high quality customer service. We routinely warm transfer members to enrollment brokers, state offices, behavioral health crisis lines, provider offices, the Ombudsman and the Department of Health and Human Services Fraud and Abuse hotline.
Our capabilities allow and our policies and procedures also require the warm transfer of a member to other internal departments such as the transfer of a member who asks to speak to their case manager.
8.4 Nurse Call Line
1.	Describe how the Nurse Call Line will be publicized to members.
NURSE CALL LINEIn the fourth quarter of 2014, 65% of callers inclined to access the emergency room were diverted by Carenet to a lower level of care.

We contract with Carenet Healthcare Services (Carenet) to provide 24-hour, 7 day a week toll-free Nurse Call Line to provide nurse triage telephone services. Carenet has extensive experience working and integrating with large Medicaid plans across the country, currently providing managed care services including a Nurse Call Line to more than 25 million individuals nationwide. Carenet is both NCQA-certified and URAC-accredited.
Members will be able to access the Nurse Call Line through our dedicated toll-free Member Service line. Our after-hours message includes an option to be connected with the 24-hour Nurse Call Line. The availability of the Nurse Call Line will be well publicized to members through our multichannel communication plan including, but not limited to: 
ID Cards
Member handbooks
Member newsletters
Our member website
Case manager contact touch points
Member Services scripting. 
Member Welcome Packets/New Enrollment Information
Our 24-hour nurse line solution is designed to help control costs and minimize inappropriate use of the emergency room while delivering the highest quality care. This solution involves around-the-clock access to specially trained nurses who refer members to in-network providers, facilities, and support groups as well as provide assistance in scheduling much needed preventive appointments. Nurses who answer the 24-hour Nurse Call Line will be able to assist the member in making an appointment with their PCP when appropriate as well as assist in locating the closest participating urgent care center for the member. Systems are in place to communicate all issues with the member’s health care providers, as appropriate.
The Nurse Call Line plays a pivotal role in encouraging the best use of hospital and physician resources by directing members to the most appropriate site of care and, in return, lowering the cost of care. In the fourth quarter of 2014, 65 percent of callers inclined to access the emergency room were diverted by Carenet to a lower level of care than originally inclined.
Nurse call line staff include Spanish-speaking registered nurses, and interpreter services are available for other languages.
2.	Describe the credentials Nurse Call Line staff must possess
STAFF CREDENTIALS AND TRAINING
The Nurse Call Line will be staffed by highly skilled registered nurses. These nurses have access to more than 400 symptom-based guidelines for use in symptom assessment and phone triage; urgent and non-urgent care advice; program, provider and facility referrals; drug and medication information; and recommendations or condition explanations. 
All Nurse Call Line staff will attend orientation and training that consists of three primary modules.
Module 1: Initial orientation to the company and the Nurse Call Line nurse role, applicable URAC standards and state and other regulatory requirements, confidentiality/HIPAA, conflicts of interest and cultural competency
Module 2: Iowa-specific product and benefit knowledge
Module 3: Technical/software training, including the Carenet CareEnhance® Call Center System (CECC).
Nurse Call Line staff will also receive targeted training on Iowa membership and covered services by eligibility category, including member demographics, provider network, and geographic challenges. Registered nurses will attend two weeks of classroom training and have one week of on-the-job training with a mentor. Training will be conducted by a certified trainer employing an instructive approach that includes enthusiasm, prioritization, storytelling and case studies. Tools used throughout the training include an outline/timeline, orientation checklist and training manuals. Staff members also undergo cultural competency training as new hires and annually thereafter. 
Ongoing training will be conducted quarterly and includes skills training, any updated Iowa-specific product training, and updates to policies and procedures. Program changes will be prioritized and communicated as soon as they become available for immediate implementation. The clinical team will also host a monthly clinical excellence session, which is a forum for the team to share ideas, feedback, and solution among their peers. These sessions will be in addition to the monthly staff meetings and clinical webinars hosted by the clinical leadership team.
3.	Describe processes and protocols for when a physician must be consulted.
Protocols for Physician Consultation
Carenet uses RelayHealth’s CareEnhance Call Center (CECC) clinical content developed by actively participating physicians and appropriate providers using evidence-based statistical clinical principles and processes. RelayHealth employs thorough review processes, using the best evidence and clinical expertise available, to ensure the validity and reliability of clinical content in their products. RelayHealth Pediatric guidelines are developed by Dr. Barton Schmitt, MD.
Common ailments that are appropriate for physician consult include allergies, bronchitis, cold and flu, constipation, ear infection, fever, gout, headache, injections, joint aches and pains, nausea and vomiting, pink eye, rashes, sinus infection, sore throat and urinary tract infection.
Carenet will not offer physician consultation for certain symptoms but instead follow the standard 911 call handling process. Examples of symptoms include but are not limited to difficulty breathing, shortness of breath or wheezing, choking, chest or upper abdominal pain, persistent chest pain, loss of consciousness, difficulty speaking, changes in vision, poisonings and overdose. 
Should a Carenet registered nurse determine that a member needs to speak to a physician, they will transfer the call to WellCare’s national telemedicine network of physicians. The process will flow as follows:
Carenet nurse obtains the member’s permission to use the physician consult service
Carenet nurse places the member on hold while the telemedicine physician is contacted
Carenet nurse provides a synopsis of the symptoms with pertinent details from the triage encounter to telemedicine physician
Carenet nurse brings the member on the line, introduces them to the telemedicine physician
Telemedicine physician completes the consultation with the member
Telemedicine physician makes the appropriate clinical decision in no less than 30 minutes based upon the consultation, the information provided by Carenet and discussion with the member
Results of physician consultation are incorporated in the member record, flagged for case manager follow-up and communicated to the member’s health care providers, as appropriate
8.5 Electronic Communications
1.	Describe how technology will be leveraged to communicate with members
We currently use multiple forums and technologies to support interactions with members including traditional (USPS, telephonic and fax) as well as newer modes of communications such as texting, e-mail, websites, social media and mobile applications WellCare’s communication programs are designed to be nimble to respond to changing cultural norms and we have been aggressive in recent years in adjusting for changes in how our members wish to communicate with us. 
Inbound Inquiries
Inbound electronic inquiries are acknowledged and responded to within one business day. All inbound inquiries and requests are logged and tracked to completion and resolution without regard to whether they were received via US Postal Service, email, phone call or “Contact Us” communication channels from our websites. Our secure member portal and IVR applications allow members to complete many routine functions including requesting ID Cards and our most popular feature – ordering over the counter supplies. 
Outbound Communications
We also use multiple forums for outbound communications to members. While many correspondences are delivered today through the US Postal Service, our associates are also able to fax notifications to members. In addition to person-to-person outbound calls for activities such as welcome calls and health risk screenings, we use automated outbound notifications for activities such as prescription prior authorization approval notifications. We also reply by email to requests from the member website or social media if the request does not contain protected health information (PHI). We will work with our members in Iowa to identify each member’s preferred mode of communication as outlined in Section 8.5 of the Scope of Work.
Innovations to Leverage Technology
As part of our ongoing efforts to better service our members, we have identified and funded a strategic initiative to implement new and innovative methods of leveraging technology to communicate with our partners and members while ensuring that we are thoughtful and deliberate in the protection of our member’s protected data. We also take aggressive measures to try to prevent even the accidental or unintended disclosure of PHI. This correspondence initiative includes both inbound and outbound communication alternatives for members to utilize when interacting with us.
The first component of this initiative will enhance support for inbound messages and communications with members via fax and email. These enhancements, scheduled for deployment in 2015, will support more efficient receipt, member record association, and routing of inbound requests from fax and email, including storing the inbound image in the member’s Communication Record through a consolidated intake and tracking application. 
The second phase, scheduled for release in 2015, will provide the ability for correspondence we initiate to be stored in the member’s Communication Record and be accessible in the secure member portal after the member has provided proper credentials. This functionality will also allow members who supply an email address to indicate their preference to receive an email notification of new correspondence being available in the portal, and retrieve their correspondence via the portal. This approach provides an effective alternative to US Postal delivery while taking appropriate precautions to protect member privacy.
In 2016, the third phase of this strategy will further expand the delivery capabilities to leverage text notifications to members of new correspondence that has been placed in their secure portal, support messages that do not contain PHI to be sent via email or text message (according to the member’s preferences) and provide for chat capabilities launched out of our secure portal. 
Member communication delivery options for correspondence containing PHI will include:
Paper communication by mail
E-mail notification of documents delivered via our secure member portal
In addition, we will provide the ability to search and retrieve certain prior communications through our secure member portal.
Our exclusive focus on government programs has led to an understanding of rural, economic, and social challenges which can make communications difficult. As a result, we are implementing aggressive practices to ensure we are able to reach and communicate with all members. Our new member, operational, and correspondence solutions leverage multiple data sources and methods for ensuring the ability to make contact with members. We also leverage standard US Postal Service functions to validate (“CASS certify”) all residential and mailing addresses and the USPS National Change of Address (NCOA) capabilities in order to identify any forwarding or changed addresses a member may have.
Social Media
WellCare of Iowa will leverage our current and future social media presence to grow and engage our Iowa-based followers around three core categories: Health and social services education and supports; community engagement; customer service.Our Facebook page had a growth rate of 25% the first quarter of 2015.

Today our presence consists of a Facebook page that was soft launched at the end of 2013 to ensure we could properly address all user-generated content in a timely manner. The majority of our followers are associates, members, community partners and providers. Our policy requires that we respond to inquiries within 12 hours, and we have developed a strong, transparent, end-to-end process to guide the way we manage this commitment. No personal health information is placed on social media. 
Our page has markedly outpaced the average growth of a non-consumer brand page with a 25 percent growth rate the first quarter of 2015. Our current Facebook engagement is 22 percent. Social media experts consider one percent to be a strong engagement score. We attribute our extraordinary results to our focus on delivering content that focuses on local, solution-oriented actions that really matter to our followers. 
We are launching a pilot in three states to proactively communicate our Facebook page at events where communities will have an opportunity to engage directly with a WellCare associate. By the end of 2015 we expect to launch a Twitter account and a blog, featuring experts and information to address the questions that keep our members up at night. We are passionate about using liquid and linked mediums to drive better health outcomes. See our Facebook page at https://www.facebook.com/WellCareHealthPlans. 
Member Website
Our Iowa website will be an important communication tool to inform, educate and communicate with members. It will also be an avenue through which we promote health, wellness and service to our members. Our Iowa specific website will be Section 508, HIPAA-compliant and accessible 24 hours a day, seven days a week for members and potential enrollees seeking information about the Iowa High Quality Healthcare Initiative. Our member website is offered in both public (unsecured) and private (secured) environment and is accessible through any internet connected device with a browser, including smart phones. 
WellCare of Iowa will use mobile alerts (called Wellness Messages) on our mobile application for Apple and Android devices to remind members of care gaps, including medication adherence, PCP name and phone number and scheduled appointments.
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.
COLLECTING MEMBER PREFERENCE
WellCare of Iowa will allow members to indicate their preferred mode of contact for pertinent communications. Options will include the ability to receive paper communications by mail or electronic communications through our secure member portal. The preferred mode of communication is established at the time of enrollment through the welcome call. The electronic communication option will be reinforced in our member handbook, newsletters and during routine member service and case manager calls. Records of member preferences are captured in our member system of record and preserved in the case of a disenrollment and reinstatement, ensuring the ongoing ability to communicate as appropriate to disenrolled members and avoiding the need for reinstated members to reset their preferences in delivery and can be delivered in that manner.
Members are free to change their preferred mode of communication at any time and without challenge. This is can be accomplished online via the secure member portal or over the phone. Changes become effective immediately for any correspondence that is not already in delivery. Notifications for all changes in member preferences will be communicated via US Postal Service mailings and will include instructions on how to change the selection if desired.
We will also communicate in the member’s preferred language, if available, as provided on the 834 enrollment file or as stipulated by the member.
SENDING ELECTRONIC COMMUNICATION
For each individual correspondence with the member, our fullfillment system will match the nature of content of a correpondence to the member’s delivery preferences to ensure appropriate use and privacy requirements are maintained while communicating with members in their preferred mode. 
These standard delivery methods allow us to ensure that all correspondence is delivered through a HIPAA-appropriate delivery method that meets the language requirements for materials and delivers correspondence to members in their preferred mode for pertinent communications.
For those members selecting electronic communication:
Future communications are posted to the member portal.
An email is sent to the member notifying them an electronic notice was posted to the secure portal and no confidential information is included in these emails.
If the email is returned as undeliverable, the communication is sent by regular mail within three business days of the failed email.
3.	Describe how electronic communications will be received.
Receiving Electronic Communication
In addition to communications through US mail and inbound phone calls, we support the receipt of electronic inquiries and messages through:
“Contact Us” functionality available on our general public, secure member, and secure provider sections of our website
Published email addresses related to specific correspondence topics
Posts to Social Media sites
Inbound inquiries are acknowledged and responded to within one business day. All inbound inquiries and requests are logged and tracked to completion and resolution without regard to whether they were received via US Postal Service, email, phone call or Contact Us communication channels.
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.
Website Overview
Our Iowa website will be an important communication tool to inform, educate and communicate with members. It will also be an avenue through which we promote health, wellness and service to our members. All written content found on the website and in the secure web portals will be submitted to DHS for review and approval prior to posting. 
Our website will meet applicable accessibility requirements, specifically including Section 508 Compliance and support both English and Spanish languages. Our mobile application will be available for both Apple and Android devices and will also be available in both English and Spanish.  
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A detailed description of our member website and mobile application functionality follows.
	Member Website Content

	Our website for the general public allows both our existing members and potential members to access general information without any login credentials. The core web content will include: 

	Contact Us
	· Important phone numbers and addresses
· Questions/comments

	Searchable Member Handbook
	· Member Services Helpline and 24-hour Nurse Call Line
· Pharmacy preferred drug list
· Covered services
· Service authorization requirements
· After-hours and emergency services
· Member protections, rights and responsibilities
· Complaints, grievances and appeals
· Cost sharing
· Preventive health
· Requesting out-of-network services
· Health risk screenings
· LTSS members
· Quality improvement and member satisfaction
· Advance directives
· Changing MCOs
· Reporting suspected abuse and neglect
· Ombudsman information
· Available in PDF format with searchable content

	Searchable Provider Directory

	· Find-A-Provider tool is refreshed daily with current information on network providers that include:
· Primary Care 
· Specialists
· LTSS
· Hospitals
· Pharmacy
· Vision

	Health Information
	· Wellness programs and health conditions
· Health and wellness tips
· Forms and brochures

	Other Helpful Information
	· How to access interpreter services 
· Pharmacy preferred drug list
· Pharmacy conditions for coverage and utilization limits 
· Behavioral health information
· Current and archived quarterly member newsletters
· Preventative health tips
· Member Satisfaction
· Self-management tips
· Non-emergency transportation
· Frequently asked questions

	Links to External Partners
	· Iowa DHS
· Enrollment Broker

	What’s New
	· Identifies newly added sections

	Secure Member Portal

	Our secure portal for members (and caregivers) requires validated login and password credentials for access and is designed to further enable interactions with members, provide access to information and complete routine transactions. Core content includes:

	Eligibility Check
	· Obtain PCP assignment,  health plan assignment and copayment information

	Authorization Check
	· Review status of pending prior authorization submissions and historical submissions

	Claim Status Check
	· Review pending claim submissions

	Self-Service Order Tool and Repository
	· Review order status for a replacement ID card and new member materials such as member handbook

	Member Toolbox
	· Place over the counter orders, request a new ID card, print a digital copy of the ID card, request a change of PCP, send notifications of change in address etc.

	Member Message Center
	· Published member messages from public environment
· Secure message board to deliver personal content and messaging
· Access to correspondence
· Correspondence preference management capabilities


Provider Search Function
Our Find-A-Provider capability makes it easy for members to alter, refine, and update their search results through an intuitive search refinement tool. This tool quickly allows members to refine their search based on the provider’s gender, languages, accessibility considerations, provider and specialty types and distance from a user-chosen location, whether work, home, or their current location. Provider information is updated daily. Individuals do not need to login for access. 
[image: ][image: ]Another key feature of the Find-A-Provider tool which aids members is selecting providers is the comparison tool. Using the same intuitive search capability, up to three providers are allowed to be selected and compared to each other. This feature helps members further evaluate provider options.
The initial search response provides information that includes telephone numbers, service site addresses and contact information. Additionally, distance and navigation information is readily accessible from this first search result list. 
More detailed information is available with a simple click on the provider’s name. In addition to providing the summary information, details on credentialing status and other key items are available, along with further explanations on the meaning, reference, or importance of concepts such as board certification which may not be well understood by many members.
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New Enhancements
As part of our ongoing investment in serving the needs of our members, providers, and government partners, we initiated a series of strategic initiatives aimed at improving the functionality and user experience of our web capabilities. This initiative will implement continuous improvements and enhancements to out digital strategy solutions throughout 2015 and 2016. The changes and enhancements were planned and scheduled based on independent research and investigation which includes direct feedback from more than 200 prospective members, 800 current members, and 750 providers in addition to competitive analysis reviews and reviews of state and industry sites likely to be access by our members and providers. When completed, the user’s experience will be improved through enhanced functionality and optimized for use on the specific device (smart phone, tablet, iPad or computer) of the end user.
Mobile Technology
Our Mobile Application for members includes Find-a-Provider, Quick Care (Urgent and Hospital Emergency service locator), Contact Us, ID Card, and Wellness Services (Care Gap) functionality is available for Apple and Android devices. Our members will have access to the mobile application in both English and Spanish. 
Using mobile alerts (Wellness Messages) members will be reminded of care gaps, including medication adherence, PCP’s name and phone number and scheduled appointments. 
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8.7 Health Education and Initiatives
1.	Describe your proposed health education initiatives including topic areas and strategies for communication. Provide sample materials.
Proposed Health Education Initiatives
We are committed to promoting healthy lifestyles and are dedicated to helping members find the most appropriate health and wellness information and support available. We broadly define health education to include any opportunity to provide members information to help them make an informed decision regarding their health care. We provide education and resources that enable members to play an active role in achieving, protecting and sustaining their health and wellness and offer multiple venues for members to access information about services, benefits and the member’s health condition. We offer multiple avenues for members to access information regarding our services and benefits and the member’s health conditions as illustrated below:
	Health Education and Outreach Methods

	Member Service Contact Center
	· Facilitates access to health education programs
· Refers members to appropriate areas to learn how to access health education and prevention opportunities

	Member Website
	· Provides access to educational material, cost share and benefit information

	Member Materials
	· Regularly mailed newsletters provide information regarding topics such as EPSDT screenings, availability of preventive health care and disease management, risks associated with the use of alcohol, tobacco and other substances

	Case Managers
	· Case managers educate members about their conditions during assessments and care plan development and discuss with them how to access to access information about services, benefits, and the member’s health condition

	Disease Management
	· Members receive targeted health education (via materials and one-on-one interaction) regarding their disease state and management of the disease through specific person-centered interventions


Health Education Campaigns
In addition to the above member-specific health education, WellCare of Iowa has targeted three health education member campaigns. These campaigns were selected based on the observed health characteristics of Iowans in general, the anticipated characteristics of Iowa High Quality Healthcare Initiative membership and the Healthiest State Initiative. For example, we understand that Iowa ranks 20th in percent of population with diabetes but more disturbing is that for younger Iowans, those aged 6 through 17, their rate of hospital admissions due to complications from diabetes is 44 percent higher than the national benchmark. On the critical activity of smoking, Iowa ranks 28th in terms of the percentage of adults who smoke creating huge long-term health risks. 
Information regarding all health education campaigns will be communicated to members through all available avenues including the member newsletter, member website, member service calls, health fairs and community events, provider offices and case managers. The three initial campaigns include:
Diabetes Management
Our Living Your Best Life diabetes health education initiative features tips for prevention, eating made easy, meal planning, healthy snacks and recipes, activities to stay healthy, monitoring blood levels and a glucose activity tracking sheet. 
To promote regular exams, some of our markets offer members who visit their provider to get a hemoglobin A1c lab test receive a $30 gift card. Transportation is offered at no cost to the member to facilitate services. 
Smoking Cessation
Our Stop Smoking personal action guide helps members stop smoking and includes topics such as triggers for smoking, planning to quit, finding support, getting through withdrawal, staying quit and setting SMART goals. Our How to Quit Smoking FastGuide contains similar information and is easily distributed at health fairs and other community outreach events. Other flyers are available on specific topics including coping with smoking withdrawal and health effects of smoking.
Prenatal Care
Our prenatal and postpartum care flyer educates pregnant members on the importance of prenatal and postpartum care, helps members understand what happens during a prenatal visit and offers tips for taking care of themselves. This flyer is frequently distributed at health fairs and other community outreach events and is mailed to our members as well. 
Sample materials on these programs are included as:
Attachment 8.7.1-a Living Your Best Life with Diabetes 
Attachment 8.7.1-b Stop Smoking Personal Action Guide


Iowa Inventory of Community Programs and Services
In addition to the health education initiatives above, when we enter a new market we develop a state-specific inventory of community programs and services with whom to partner. This is the core of our community engagement and external relations approach which is called the HealthConnections Development Process. As described earlier, the HealthConnections portfolio offers state-specific, audience-specific and member-specific programs and services customized to the needs of the population. We work with these identified partners to create targeted events and activities that promote our health education initiatives and engage our members. Services are captured for 71 different topics including:
	Activity Tracker Topics

	Adolescent Immunizations
	Depression - adult
	Mental Health – adult

	Adult Weight Management
	Depression – pregnancy related
	Mental Health - pediatric

	Asthma
	Disability – specific
	Osteoporosis Testing

	Cervical Cancer Screening
	EPSDT
	Pediatric Weight Management

	Childhood Immunizations
	Fall Prevention for Older Adults
	Physical Activity for Adults

	Chlamydia Screening in Women
	Flu Shots
	Physical Activity for Children

	Cholesterol Management
	Glaucoma Screening
	Postpartum

	Chronic Disease Management
	HIV/AIDS
	Prenatal/Healthy Pregnancy

	Colorectal Cancer Screening
	Homeless
	Spirometry Testing for COPD

	Dental
	Lead Screening
	Suicide Prevention


  
2.	Describe how you would propose to participate and interface with the Healthiest State Imitative.
Participation and Interface with Healthiest State Initiative
WellCare supports the state of Iowa’s goal to become the healthiest state in union. WellCare’s advantage is that we focus on serving Medicaid and Medicare members who often live in disadvantaged and vulnerable circumstances. We understand their special needs and challenges and know the communities they live in well. Applying research-based Quality Improvement methods we naturally focus on population health metrics that will move the needle in overall health for Iowans. Our goals will be to use our data and improvement projects in collaboration with the Healthiest State Initiative to ensure we focus on metrics most important to Iowa. In addition to this intense focus on quality improvement efforts, we recognize that it is often the circumstances outside of the direct control of the health care system that impacts our members’ ability to attain their health goals. 
To help address these challenges, WellCare created the HealthConnections Model —the process by which we identify the available social safety net providers within the WellCare footprint, assess the critical service gaps (existing and potential) and identify ways to sustain to the network of the social safety net.   
Healthiest State Initiative and HealthConnections
The primary goal of the HealthConnections Model is to improve the health and vitality of our members and communities by sustaining the social safety net and quantifying its impact on health outcomes. Because of our focus on a population with unique needs, WellCare has designed programs and interventions that leverage best practices in the community, measures their results and identifies ways to scale the programs into new areas. This approach helps to sustain the social safety net through innovative and creative ways that we believe complement the goals of the Healthiest State Initiative. 
Through the HealthConnections Model, WellCare has strategies that support the Focus 5 programs of:
Decreasing the number of Iowans who smoke
Increasing the consumption of fruits/vegetables
Increasing the number of Iowans who are learning or doing something interesting daily
Increasing the number of Iowans who visited a dentist in the last year
Increasing the number of Iowans who feel their boss treats them like a partner at work 
Decreasing the Number of Iowans Who Smoke
[image: ]The University of Wisconsin Public Health Institute estimates that more than 530,000 adult Iowa residents smoke on a regular basis. With an estimated 18 different smoking cessation programs that cover the entire state, WellCare recognizes the importance of supporting our members, their families and the community-at-large in finding and accessing additional programs and supports to quit smoking. In addition to our national smoking cessation program, WellCare works with local community organizations, and our primary care physicians to connect members and their families to resources near where they work and live to increase the likelihood of access and utilization. And, finally, WellCare offers a Stop Smoking personal action guide to help members stop smoking that includes topics such as triggers for smoking, planning to quit, finding support, getting through withdrawal, staying quit and setting SMART goals.
Our How to Quit Smoking FastGuide contains similar information and is easily distributed at health fairs and other community outreach events. Other flyers are available on specific topics including coping with smoking withdrawal and health effects of smoking.






Increasing the Consumption of Fruits and Vegetables
[image: ]The United States Department of Agriculture (2014) estimates that one in nine Iowan residents face food insecurity including limited access to healthy food options like fruits and vegetables. The Iowa Food Bank Association reports that low-income families in Iowa must choose between buying food and paying bills. More than 400,000 Iowans access the Supplemental Nutrition Assistance Program in 2012 representing a 5.6 percent increase from the prior year (IDALS, 8/2012).
WellCare attacked the issue of food insecurity head on by creating a Healthy Food Access Initiative. By aligning all the community engagement strategies around the topic of Health Food Access, WellCare accomplished the following in 2014 across 12 different states:
CommUnity Activities
Hosted or participated in 803 (15 percent of all activities per year) total activities related to nutrition and healthy food access reaching nearly 600,000 people 
Collaborated with more than 18,000 community stakeholders related to nutrition and healthy food resources
Social Service Utilization Support
Referred more than 800 people to more than 1,400 local, community-based nutrition and healthy food resources
Bridged more than 50 gaps in needed nutrition and healthy food resources
CommUnity Health Investment Program
Launched seven healthy food access programs in three states to increase participation in WIC/SNAP by doubling benefits at Farmers Markets
Increased access and purchase of healthy food options by 85 percent among more than 65,000 participants
In Illinois in particular, our local CommUnity Advocacy team partnered with a community-based non-profit and the local farmer’s market association to offer a double coupon program for low-income families accessing Supplemental Nutrition Assistance Program (SNAP) benefits when they used their benefit at a local farmers market to buy healthy food options like fruits and vegetables. Called LinkUP Illinois, more than 40 farmer’s markets now participate with health benefits for both the SNAP recipients and to the farmer’s market vendors. 
Increasing the Number of Iowans who are Learning or Doing Something Interesting Daily
WellCare of Iowa supports this element of the Healthiest State Initiative in three ways: community-based health education, employee engagement and, innovative member-engagement. 
Community-based Health Education
WellCare of Iowa has targeted health education campaigns that directly support the Healthiest State Initiative (diabetes management, smoking cessation and pre-natal care). In addition, we will partner with the state and community organizations on specific Healthiest State Initiatives including possible sponsorships of events. Examples of community engagement include:
Big Brothers and Big Sisters support
Boys and Girls Club support
Heart Walks (American Heart Association)
Walk to Stop Diabetes (American Diabetes Association)
Employee Engagement
In addition, WellCare of Iowa values our employees and understands that engaged employees are more likely to report happiness and interest in their daily lives. Our employee engagement practices support socially responsible employment including a work environment founded on dignity and respect for all employees, the pursuit of a work/life balance, and the support of volunteerism. 
Member Innovation
[image: ]In our 2012 Medicaid loyalty study, we assessed level of education attained among existing members. Approximately 20 percent of respondents report not having a high school diploma or equivalent. WellCare recognizes the importance of education for the overall health and wellness of our members. The GED exam enables and empowers members to receive vitally needed education. Through this benefit, WellCare covers the cost of exams for members with an interest of obtaining their GED. The benefit also provides information and tools on test preparation. 
Increasing the Number of Iowans who Visited a Dentist in the Last Year
According to the University of Iowa Public Policy Center, overall, 5 percent of all children under 18 in Iowa could not get the dental care they needed some time in the past 12 months. There was an inverse relationship, however, between unmet dental need and income level. Lower income children in Iowa were most likely to have been stopped from receiving dental care in 2010. For children in Medicaid, the proportion was even higher, with 19 percent having an unmet need for dental care in 2011.
WellCare believes in the importance of dental health. In addition to coordinating benefits, WellCare has developed community-based strategies to increase oral health awareness as well as increase access to care by removing social barriers. By aligning all the community engagement strategies around the topic of healthy food access, WellCare accomplished the following in 2014 across 12 different states: 
CommUnity Activities
Hosted or participated in 228 total activities related to oral health reaching nearly 14,000 children and families
Collaborated with more than 31,000 community stakeholders related to increasing access to dental/oral health services within the community
Social Service Utilization Support
Bridged more than 43 gaps in needed free or reduced dental/oral health support
CommUnity Health Investment Program
Partnered with Help a Child Smile to bring a community-based mobile dental clinic to an area of rural Georgia with limited access to dental services. The program was located at a local school to increase EPSDT compliance with regular dental checkups for all children, including WellCare members.
Increasing the Number of Iowans who Feel Their Boss Treats Them Like a Partner at Work
According to Iowa’s Workforce Development department, nearly one-fifth of Iowa's population is identified as having a disability and the unemployment rate for people with disabilities remains steady at nearly 40 percent. WellCare believes that workforce diversity is a business imperative. By undertaking measures to foster an inclusive environment, WellCare actively reflects the communities in which it operates and populations for which it provides services. The overarching goals of WellCare’s award-winning Diversity & Inclusion (D&I) Program are to: 
Strengthen WellCare’s interconnectivity with our ethnically diverse communities 
Improve the representation of cultures and ethnicities among our workforce 
Establish a network of cultural brokers within the company and our communities
In support of a broader D&I program, WellCare embarked on a workforce innovation initiative in 2013. WellCare’s Workforce Innovation program focuses on the key complementary elements of job description, incentive programs, recruiting and onboarding.
WellCare assessed the culture and its readiness to adopt a comprehensive Diversity & Inclusion program including a workforce innovation component. The assessment included: organizational culture, climate, vulnerability and workforce gaps as well as turnover, workforce conflict, associate opinion scores and associate complaints. Based on the assessment date, WellCare created four pilots which have now grown and become standard operations within the company. 
CommUnity Liaison Program
WellCare created a position to research and catalogue available social services across the United States. This team is hired through Workforce Innovation programs like Ticket to Work, Welfare to Work, Military/Veteran and student worker programs and so on.
Started with six associates in 2014. Five of the original six promoted to full time.
Total CommUnity Liaison team grew to 32 people with four team leads hired in 2014.
Six of the 32 promoted into full time employment within the organization matching their education backgrounds
Three student interns hired in partnership with Big Brothers Big Sisters.
CommUnity Activities
Hosted more than 100 employment-related activities reaching more than 11,000 people.
Social Service Database
Researched and catalogued 75,000 community-based resources (programs and services) including more than 1,200 employment-related resources.
CommUnity Assistance Line
Launched social service resource line for members, their families and the community-at-large to find and access community-based programs and services manned by the CommUnity Liaisons who responded to more than 2,000 callers requesting assistance and referring them to 2,200 community-based programs and services. 
8.8 Cost and Quality Information
1.	Describe proposed strategies to provide price and quality transparency to members.
Price Transparency Strategy
Our cost calculator allows members to search procedures and get simple, easy-to-understand estimates of costs. The cost will be based on a range of our average rate for a geographic region within Iowa. The tools allow members to estimate and compare the average cost of a procedure based on setting and out-of-network verses in-network. An example might be the difference in cost between emergency room services and urgent care. This tool will be available to our Iowa members on our website. 
WellCare of Iowa will educate our members about the availability of this web-based tool through the member handbook, welcome call, member newsletter and ongoing inquiries to Member Services. Below is a sample of our cost calculator. Our Iowa High Quality HealthCare Initiative cost calculator will include more procedures along with Iowa-specific in-network and out-of network average costs.
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Quality Transparency Strategy
WellCare of Iowa will use a number of strategies to provide quality transparency to our members. These include placement of quality measures and member ratings of providers in the provider directory along with hospital quality indicator linkages. See Question 8.8.3 (below) for a full discussion of these strategies. 
The implementation of cost and quality transparency strategies will be made subject to DHS approval and in respect to the timelines specified.
2.	Provide sample EOBs as an exhibit or attachment. 
Sample Explanation of Benefits
WellCare of Iowa will, at a minimum, provide an explanation of benefits (EOB) to a statistically valid sample of members including those in Iowa Health and Wellness Plan as well as hawk-i. These will be delivered to members based on their preferred mode of communication including but not limited to paper or the secure member portal. EOBs will not be sent on family planning services. At a minimum, the EOB will address the requirements in 42 CFR 433.116 (e) and (f).
See Attachment 8.8.2 Sample Explanation of Benefits.
3.	Describe processes for making provider quality information available to members.  
Quality Information for our Members
WellCare of Iowa will make the following quality information available to our members. This information will be available on our website and in printed form and will be available to members based on their preferred mode of receipt upon request. This information will contain disclosures on any limitations of data.
Quality Measures in Provider Directory
As part of our online provider directory strategy, we will publish key HEDIS measures for PCPs with a large enough member panel to generate statistically valid measures. For those with a smaller panel size, we will indicate that the absence of a quality score is because of insufficient data. HEDIS measures offer a meaningful decision making tool for our members and can be strong indicators to members on provider performance. Measures currently published are:
Breast cancer screening 
Diabetes screenings
Children and adolescents’ access to PCPs
Adult Access to Preventive Care
The use of the HEDIS data in the online provider directory will be supported by NCQA-certified software to provide an integrated clinical and financial view of care delivery to measure and improve performance. This includes administrative data integration, medical record validation and hybrid reporting for HEDIS reports, Iowa-specific measure sets, and internally developed quality measures. This system provides us with meaningful analytical insights in the HEDIS data which will be integrated into our online provider directory. The following is a sample screen shot from our Florida Medicaid plan where this is already in place. 
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Member Ratings of Providers
In addition to HEDIS measures, our online provider directory will display easy-to-understand performance indicators based on member feedback, and member ratings of providers. To ensure the integrity of the member ratings, our system will verify that the person requesting an opportunity to enter feedback on a specific provider is, in fact, a member. Members will be given the opportunity to provide feedback. We will ask five questions, each of which can be scored on a five point scale. The online provider directory will display the average score for each provider and the number of members who have entered a rating. The questions will be vetted with our associates, including Marketing and Communications to ensure readability, members, providers and DHS to ensure they are phrased for easy readability and structured to avoid provider abrasion. We believe this vetting process will be expedited because of our familiarity with the stakeholder and provider community. Examples of the types of questions we might ask are: 
How likely are you to recommend the provider to a friend?
How well did the provider explain things in a way that was easy to understand?
Did the staff treat you with courtesy and respect?
How easy was it to get a regular appointment?
How well did the provider listen and answer questions?
Hospital Quality Indicators
For hospitals, our online provider directory will link to patient survey and quality ratings (provided by CMS) which are the results from the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey. This survey is sent to a randomized list of patients over 18 years old within six weeks after leaving the hospital. The survey asks what patients think about important measures of care. The Centers for Medicare and Medicaid Services (CMS) is responsible for overseeing the survey and makes the results available to the public. Results are updated quarterly and reflect the most recent four quarters of data. 
To provide information collected from a broader group of patients (beyond Iowa members), the online provider directory will include a link to an external nationally-recognized site that aggregates information about providers and also includes information from patient-completed surveys on many of the same questions we propose to ask of our members. These sites also include data such as the number of years practicing, medical training and certification status.
8.9 Advance Directive Information
SOW 8.9.1 Policies and Procedures
WellCare of Iowa will maintain and implement Iowa-specific written policies and procedures concerning advance directives, subject to DHS review and approval. Such directives will meet the requirements set forth in Subpart I of 42 CFR 489 and will include a clear and precise statement of limitations if WellCare of Iowa cannot implement an advance directive as a matter of conscience that clarifies differences between institution-wide objections and those that may be raised by individual physicians with state legal authority permitting such objection and describing medical conditions/procedures affected by conscience objection.
SOW 8.9.2 Member Notification
We will provide members with written information on advance directive policies, including a description of the applicable state law, through the member handbook. Our member handbook will reflect changes in state law as soon as possible but no later than 90 days after the effective date of the change. Information on advance directives will be provided at the time of initial enrollment through the welcome packet. If a member is incapacitated at the time of initial enrollment and unable to receive information, our case manager will provide the information to the member’s family or surrogate, as applicable. Regardless, once the member is no longer incapacitated or unable to receive the information, we will ensure the information is given to the individual directly at the appropriate time. We will inform members that complaints about noncompliance with advance directive requirements may be filed with the state.

8.10 Member Rights
1.	Describe your process for ensuring member rights as described in Section 8.10.
WellCare of Iowa recognizes members have rights established under state and federal law and that it is our responsibility to respect and protect these rights. We also believe health care outcomes can be enhanced when members, providers and WellCare associates work as a team in a culture of mutual respect and clear expectations. 
Our Process
We partner with our NCQA Quality team to ensure member rights are appropriately stated and communicated. Our members, providers and associates are all given information on member rights. We train our staff to identify potential member rights violations and report those to our compliance officer. In addition, we recognize members have certain responsibilities when working with providers. Member Services will take advantage of every opportunity to communicate and reinforce these member rights and responsibilities to both members and providers to facilitate a cooperative and respectful relationship that can enhance health outcomes. 
WellCare of Iowa will establish an Iowa specific policy on member rights and responsibilities that supports DHS guiding principles, meets all Section 8.10 requirements and ensures compliance with federal and state of Iowa laws and regulations that pertain to the rights of members. We will also ensure that our staff and network providers take those rights into account when furnishing services to members. The policy will be provided to DHS upon request. 
We recognize that members’ rights include the right to:
Receive information in accordance with 42 CFR 438.10
Dignity and privacy 
Receive information on available treatment options 
Participate in decisions 
Be free from restraint or seclusion 
Obtain a copy of medical records
Receive treatment in the least restrictive setting
Fully participate in the community and work, live and learn to the fullest extent possible
Be furnished health care services in accordance with 42 CFR 438.206 through 438.210
Freely exercise these rights without discrimination
Our policy related to member rights will be included in a variety of materials, including: 
Member handbooks and newsletters 
Provider manuals and newsletters and during on-site visits 
New employee orientation materials 
Employee handbooks and training materials, with particular emphasis for employees who have direct member and provider contact (e.g., Member Services, Provider Services, Medical Management) 
Ongoing employee training 
Member and provider websites 


Member and Provider Education
We are dedicated to educating members about their rights. Members will be encouraged to freely exercise their protected rights and WellCare of Iowa will respect and in no way discriminate against a member that chooses to exercise his or her rights. Member Services, Community-based Case Managers and Case Managers have frequent opportunities to review these rights with members, both verbally and in writing. We will also distribute documents explaining member rights and responsibilities on an annual basis.  
We will train our provider network about member rights and responsibilities through regularly scheduled reviews of the provider manual, which includes a complete listing of member rights and responsibilities (identical to those in the member handbook). Providers are expected to honor members’ rights, as well as expect member compliance with their individual responsibilities. 
We will reinforce member rights during member and provider orientation sessions and other communication opportunities. Members and providers can also contact our Member Services and Provider Services departments with any questions they have regarding member rights and responsibilities. WellCare of Iowa’s compliance officer will monitor member rights and responsibility training and violations, and any trends noted will be taken to the Quality Improvement Committee (QIC) for determination of next steps, where necessary.
8.11 Redetermination Assistance
1.	Describe in detail your plans to assist members in the eligibility redetermination process and control against prohibited activities.
Assisting Members with Eligibility Redetermination
We are dedicated to helping members maintain Medicaid eligibility. We understand that loss of eligibility places our members at risk for not receiving timely services and important health care and support services. We currently engage in a comprehensive approach to assist our members to retain their Medicaid eligibility in multiple Medicaid states. This includes proactive community outreach, targeted telephonic member outreach, written reminders and information included in member materials, partnerships with providers and case management agencies, welcome calls and service coordination to extend our reach to members. Once engaged, we review redetermination requirements, answer questions about the redetermination process and help members obtain required documentation and collateral verification needed to process an application, such as Social Security Number, paystub and policy number for any current health insurance. In the 2013 third quarter report, 73.5 percent of our Hawaii Medicaid members retained their Medicaid eligibility. We carefully monitor and report on progress, and modify our efforts accordingly to improve outcomes.
Proactive Community Recertification Events
In 2012, our Georgia Medicaid plan conducted a loyalty study, assessing members’ experience with Medicaid certification. Over 30 percent of respondents indicated the recertification process was difficult and a barrier to timely renewal. Given our Medicaid experience nationally, we know failure to recertify timely results in gaps in coverage and care. It also places undue burden on the enrollment broker as well as the managed care organizations due to inefficiencies stemming from reinstatement activities. 
Building on similar initiatives from Georgia, WellCare of Iowa will provide members with outreach support and assistance with Medicaid recertification. Community outreach workers, armed with tablets and scanners, will assist members in the community in completing online forms and scanning and uploading necessary paperwork to complete their recertification in a timely, hassle-free manner.
As part of our proactive member enrollment process, community outreach associates will identify prime locations within members’ neighborhoods, based on information about members who are due to terminate benefits, and set up recertification stations. Member retention associates will call and invite the members to recertification events where they will have access to WellCare of Iowa’s computers, scanners and signature pads to re-enroll in Medicaid.  
Written Reminders and Member Materials
We will also use written member materials as tools to regularly remind members of renewal requirements and dates. All member ID cards and periodicity letters include the member’s renewal date, and the member handbook includes a description of what it means to renew on an annual basis. Member newsletters provide information on the renewal process and remind members to fill out their eligibility renewal packet before their renewal date. 
Provider Partnerships 
We will explore partnerships with large provider groups to support member eligibility efforts by possibly adding a financial incentive for assistance in maintaining eligibility for members in their care.
Welcome Calls
During member welcome calls, if a member has a renewal date that is approaching, we will address that need and provide renewal information and answer any questions the member may have about how to renew their eligibility.
Care Management
Member eligibility renewal dates are included as a part of service plans. Our care coordination team will reach out to members approximately 30 days prior to their renewal date to remind them and to provide them with information on the process.
Prohibited Activities
While we are keenly aware of the needs and benefits of timely and effective redetermination, we are likewise aware that there are limitation on the support and activities that we can undertake in this regard. As such, and as consideration in our redetermination work with members, WellCare of Iowa will not:
Discriminate in any way with who receives assistance
Talk to members about changing contractors
Provide any indication as to whether the member will be recertified
Engage in or support fraudulent activity
Sign the members redetermination form
Complete or send redetermination materials to the state on behalf of the member
8.12 Member and Stakeholder Engagement
1.	Describe in detail your member and stakeholder engagement strategy.
Member and Stakeholder Engagement Strategy
New Market Engagement Strategy
Our member and stakeholder engagement strategy begins as soon as we make a decision to enter a new market. Throughout 2014, we have been meeting with Iowa stakeholders to educate them about our company, secure their input on our model of care and listen to their concerns and feedback on program implementation. 
We understand that the delivery of health care is local and Iowans know Iowa health care. As such we recognized very early on the importance of engagement with the local community before, during and after program implementation. 
Some of the organizations we have touched to date in our stakeholder engagement activities include:
	Organizations Involved in Stakeholder Engagements

	Abbe Inc.
	AMOS Iowa
	ARC of East Central Iowa

	ASK Resource Center
	Brain Injury Alliance
	Broadlawns Medical Center

	Everly Ball Community Mental Health Center
	Central Iowa Community Services MHDS Region
	Coalition for Family and Children’s Services in Iowa

	Genesis Health System 
	Eastern Central MHDS
	Eastern Iowa MHDS

	Four Oaks
	Candeo
	Community Center Healthcare Inc.

	Iowa Academy of Family Physicians
	Iowa Association of Community Providers
	Iowa Association of the Area Agencies on Aging (AAA)

	Iowa Behavioral Health Association
	Iowa Department of Public Health
	Iowa Disability and Aging Advocates Network (IDAAN)

	Iowa Department of Aging
	NAMI Iowa
	Iowa Health Collaborative

	Iowa Hospital Association
	Iowa Medical Society
	Iowa Primary Care Association

	IowaClinic
	Jennie Edmunson Hospital
	LeadingAge Iowa

	Lutheran Social Services of Iowa
	Mary Greeley Medical Center
	Mercy Health Network

	NAMI Greater Des Moines
	Webster County Health Department
	Northeast Iowa AAA

	Orchard Place
	Paramount Health
	Pathways Behavioral Health

	Polk County Health Services
	Siouxland Mental Health Center
	Southwest Iowa MHDS Region

	UnityPoint Health
	University of Iowa Health Alliance
	VODEC

	Iowa Health Care Association and Iowa Center for Assisted Living 


Social Safety Net Meetings
In addition to these meetings, our CommUnity Advocacy team has met statewide with social safety net organizations to educate them on our company and our HealthConnections Model to support community engagement. These organizations include:
	Social Safety Net Organizations

	Big Brothers Big Sisters of Muscatine and Siouxland
	Boys and Girls Club of Council Bluffs
	Bridgehaven Pregnancy Support Center

	Burlington Area Homeless Shelter
	Care and Share of Council Bluffs
	Centro Latino of Council Bluffs

	Community Grounds Center for Youth
	Community Action of Siouxland and Southeast Iowa
	Crittenton Center

	Faith Hope and Charity
	Families Helping Families of Iowa
	Family Housing Agency

	Family Promise
	Food Bank of Siouxland and Southern Iowa
	Foundation 2

	Friendly House of Davenport
	Friendship House
	Goodwill of the Great Plains

	Heartland Pregnancy Center
	Horizons, A Family Alliance
	Humility of Mary Shelter

	Inter-Faith Response
	ISU Expansion and Outreach
	MICAH House

	Mid Step Services
	MOHMS Place/New Vision Homeless
	Montgomery County General Assistance

	Muscatine Center for Social Action
	Neighborhood Transportation Services
	Olivet Neighborhood Mission

	Ottumwa Crisis Center and Women’s’ Shelter
	Pregnancy Center of Red Oak
	Project Porchlight of Red Oak

	Project Renewal
	River Bend Food Bank
	Salvation Army Burlington, Muscatine, Quad Cities, Siouxland

	United Neighbors
	United Way of Siouxland
	VODEC Council Bluffs

	Waypoint Services
	West Central Community Action
	Young House Family Services


Engagement Strategy Post Contract Award
Key components of our Stakeholder Engagement Strategy post contact award include:
Stakeholder Advisory Board established within 90 days of contract execution
Stakeholder engagement meetings held throughout the state (member, provider and advocates)
Dedicated Iowa-based member outreach associates
Member focused
Conducts outreach marketing and education events through community partners
Member Onboarding including:
New member orientations throughout the state 
New member welcome packet and welcome calls
Outbound calls by Member Engagement Unit
Statewide Welcome Rooms
Provider Onboarding including:
Provider orientation and training sessions throughout the state
Classroom style sessions continue through program launch
Dedicated Iowa Command Center team at go live
Ongoing face-to-face outreach by Provider Relations and Clinical Practice Advisors
Quarterly provider summits in regional venues across the state
Advocacy Groups
CommUnity Advocacy team serves as liaison to advocacy groups
Conference attendance and board meeting presentations
State Partners
Engage with state partners in addition to DHS
Share information about advocacy program and identify opportunities to collaborate on CommUnity Health Investment
Ongoing member and stakeholder engagement
Focus groups
Member and provider surveys
Advisory boards



2.	Submit your Stakeholder Advisory Board strategy and discuss how meaningful representation from member stakeholder groups will be ensured.
Stakeholder Advisory Board Strategy
We understand the importance of advisory boards to channel information to stakeholders and obtain valuable input and recommendations. We routinely establish advisory boards in our Medicaid markets. Our experience has shown us that these boards can often identify issues and challenges and help with the prompt resolution, especially during the early stages of transition to managed care. Based on the input of the advisory board (and subject to DHS approval) we may form subcommittees of specific stakeholder groups to help inform the process. 
WellCare of Iowa will convene and facilitate a Stakeholder Advisory Board within 90 days of an executed contract with DHS.
Purpose
The Stakeholder Advisory Board will serve as a forum for members or their representatives and providers to advise WellCare of Iowa. This includes input on issues such as service delivery, quality of care, member rights and responsibilities, resolution of grievances and appeals, operational issues, program monitoring, member and provider education and priority issues identified by members.
Advisory Board Plan
WellCare of Iowa will submit a plan to DHS for the Stakeholder Advisory Board within 30 days of contract execution. As part of the plan we will identify the steps to be taken and our target dates. A final plan incorporating any changes requested by DHS will be resubmitted to DHS within 90 days after the first submission of the plan and we will implement the advisory board in accordance with that plan. Once approved, any changes to our plan will be submitted to DHS for prior approval. Our plan will include procedures for implementing the board and securing meaningful representation.
Advisory Board Composition
In establishing our advisory boards we ensure the appropriate urban and rural balance, family, consumer and special population representation. Our Iowa Stakeholder Advisory Board will be composed of members who are representative of the populations enrolled in the program, family members and providers. In selecting members, we will strive to obtain an equitable representation of members in terms of race, gender, special populations and Iowa geographic areas. At least 51 percent of the board will be members or their representatives. Provider membership will include nursing facility providers, behavioral health providers, primary care, hospitals, 1915(c) HCBS waiver providers and 1915(i) habilitation providers.
We will work with the Iowa Area Agencies on Aging and other advocacy groups to identify members or caregivers who are potential board member candidates to help ensure meaningful representation from member stakeholder groups.
Documentation
We will maintain meeting minutes and written documentation of all outreach to potential board participants and existing board participants. This will include our steps to secure meaningful representation. We will also report to DHS on participation rates, engagement strategies and outcomes of the committee process.


Facilitating Meaningful Participation
We will use all resources available to us to facilitate meaningful member participation in the meetings. This includes member transportation, interpreter services, personal care assistance, remote connectivity and other necessary services identified by our board members. For those unable to attend in person, we will use conference calls to help facilitate maximum participation. To encourage engagement and active participation, we may choose to provide meals or an appropriate stipend.
Meeting Frequency
The Advisory Board will meet quarterly at our Des Moines headquarters or regional offices throughout the state. We will notify DHS of all meetings at least 15 calendar days in advance of the meeting.
HealthConnections Councils 
In addition to our Stakeholder Advisory Board, WellCare of Iowa will implement community-focused planning councils through our HealthConnections Model. These community-focused planning councils focus on issues affecting the social safety net and its viability and sustainability. HealthConnections Councils understand their communities and are able to effectively identify community needs that may be leading to treatment disparities. The HealthConnections Councils identify creative and innovative ways to remove the barriers that create socially based health disparities. This includes partnering with state agencies like the Iowa Department of Public Health, workforce innovation, the Department of Transportation, Department of Economic Development and more. This also includes community partners such as VODEC, the Crittenton Center, Families Helping Families, Horizons and Crossroads Mission. With a network of more than 5,000 community partners from across the 99 counties in the state of Iowa, WellCare of Iowa is poised to intricately weave into the fabric of each community with the goal to improve the overall health of our members, their families and the community at large. 
3.	Describe how feedback obtained from the Stakeholder Advisory Board will be utilized.
Stakeholder Advisory Board Feedback
[image: ]WellCare of Iowa will use feedback from the Stakeholder Advisory Board to inform our process improvement strategies, policies and procedures. 
Stakeholder Advisory Board minutes and action items will be tracked, followed up on, and formally reported back to the Stakeholder Advisory Board as to resolution. Feedback obtained from members during the meetings will inform our efforts to improve quality as well as our operations. As illustrated by the graphic below, recommendations will be reviewed by our Quality Management Committee and operational areas based on the nature of the input.
In Georgia, we asked Advisory Board members how we could better educate our members about the importance of a PCP and establishing a medical home. The Advisory Board recommended we conduct orientations to educate members on the role of a PCP and how they can get the most out of their coverage. In response, we developed a strategy to implement member orientations throughout Georgia. We have developed a presentation that will be used by our community outreach team to deploy the member orientation strategy at local orientation sessions.
8.13 Stakeholder Education
1.	Describe your plan for stakeholder education including proposed timelines and topics.
Stakeholder Education
WellCare will develop a formal plan for ongoing education of stakeholders prior to, during and after implement of the Iowa High Quality Healthcare Initiative and will submit this plan to DHS for review and approval in the timeframe and manner determined by the state. WellCare has successfully implemented such education plans in several states such as Hawaii and New York and in states newly adopting statewide managed care including Florida, Georgia and Kentucky.
Our stakeholder education activities to date include the following:
Iowa Association of Community Providers: Presented to an association meeting and took feedback from nearly 50 association members
Iowa Health Care Association and Iowa Center for Assisted Living: Participated in their spring conference and scheduled to present at four regional meetings during the month of May
Iowa Behavioral Health Association: Presented to and answered questions from 30 provider members
Iowa Area Agencies on Aging: Met with the six AAA regions to present information and answer questions
Iowa for Families and Children Services in Iowa: Presented information and answered questions from nearly 40 providers
MHDS Region CEO Collaborative: Presented information and answered questions to the CEOs of the 15 MHDS regions in Iowa
Iowa Disability and Aging Advocates Network: Participated in a large group discussion representing 55 disability and aging advocate groups
Public Stakeholder Meetings: Participated in state sponsored public meetings including Cedar Rapids, Council Bluffs, Des Moines and Davenport
Integrated Health Homes: Presented information and answered questions of the nearly 40 providers of Integrated Health Homes in Iowa
Social Safety Net Engagement: Participated in many community-based meetings and conferences and conducted population research that included focus groups and in-depth interviews among the Foster Care/Child Welfare/Adoption community
A summary of our stakeholder education plan follows. We will also partner with the state on any stakeholder activities and participate in the appropriate professional organizations within the state to promote understanding of the Iowa High Quality Healthcare Initiative.  
	Stakeholder Education Plan

	Member, Potential Member and Caregiver Education Plan

	Activity
	Timeline
	Topics or Function

	Statewide Orientation sessions
	Beginning 90 days prior to go-live and continuing 30 days post implementation, then quarterly thereafter
	· Who are we?
· Program overview including covered benefits, accessing care, role of a PCP and choosing a PCP, availability of transportation, grievance and appeal process
· Question and answer period

	Welcome Rooms
	Open prior to go-live and continuing for duration of the program
	· Serve as outreach centers and walk-in member service hubs to assist members or potential enrollees with specific questions, changes in PCP etc.

	Member Outreach associates in place
	30 days prior to go-live
	· Conduct community outreach activities where the members are

	Member Helpline
	Open 30 days prior to go-live or earlier as needed
	· Answer member and potential member questions
· Assist with PCP assignment process

	Member Website 
	Operational 60 days prior to go-live
	· Provider search function
· Member collaterals
· Frequently asked questions

	CommUnity Assistance Line
	Operational 60 days prior to go-live
	· Available social services catalogued and made available to prospective members and their families/caregivers

	Advocacy Group Education Plan

	Build out relationships with key advocacy groups
	February –April 2015
	· Gather information on what has and has not worked and why

	Statewide Orientation sessions
	Beginning 90 days prior to go-live and continuing 30 days post implementation
	· Who are we?
· Program overview including covered benefits, accessing care, role of a PCP and choosing a PCP, availability of transportation, grievance and appeal process
· Question and answer period

	Member Outreach associates assigned as liaisons
	Pre- and post-implementation
	· Conference attendance
· Board meeting presentations
· Obtain program feedback

	Educational Partnerships
	Ongoing
	· Partnership with Iowa Health Care Association and Iowa Center for Assisted Living to provide education to providers and members

	CommUnity Health Investment Program
	Ongoing
	· Prospectively identify gaps in the available network of social services
· Identify community-based practices for social services

	Provider Education Plan

	Establish relationships with key providers and professional societies
	February-April 2015
	· Input from provider community on transformative partnerships
· Gather information on what has and has not worked and why

	Regional Provider Information Summits
	June-July 2015
	· Informational and open question and answer forums for all Iowa and border-state providers

	Statewide Orientation sessions
	Beginning 90 days prior to go-live and continuing 30 days post implementation
	· Who are we?
· Program overview including eligibility verification, health risk screenings, program and contract requirements, critical incident training, role of the PCP, prior authorization, claim submission, website and secure provider portal.
· Website tools demonstration
· Question and answer period
· Distribution of job aids and quick guides

	Webinar Provider Training Courses

	90 days prior to go-live and ongoing
	· Real-time interactive courses through the web. Live instructor participates to answer questions and facilitate understanding

	Secure Provider Portal Training Courses
	90 days prior to go-live and ongoing
	· Online training modules available 24/7
· Includes provider orientation, secure provider portal overview and interactive HEDIS online portal modules

	Provider Relations associates in place
	120 days prior to go-live and ongoing
	· Face-to-face visits with providers to resolve issues
· Initial and ongoing training
· Specialized training as needed

	Provider Helpline
	Open 30 days prior to go-live or earlier as needed
	· Answer provider questions and educate on processes

	Provider Website 
	Operational 90 days prior to go-live
	· Eligibility verification
· Education and training tools
· Claim filing tools
· Frequently asked questions

	Iowa Command Center
	Go-live till 90 days post
	· Experienced Provider Relations staff on site in Iowa in ”situation room” environment
· Answer questions and facilitate resolution
· Deploy regional staff to provider offices as needed


In addition, WellCare of Iowa will publicize methods by which members can ask questions regarding the program including distribution and use of approved collateral materials at community events, health fairs and provider sites. We may use various forms of mass media, such as billboards, radio, bus wraps and the like to broaden the exposure of the program and of WellCare of Iowa.  
Our member education activities are more fully described in Question 8.2. Our provider education activities are fully described in our Section 6 response.
2.	Describe how you will identify and outreach to stakeholders.
Identification and Outreach to Stakeholders
As described above, WellCare of Iowa is currently using all avenues available to us to identify and outreach to stakeholders. These include:
Providers
Working with local associations and national organizations that have a presence in Iowa
Hiring local knowledgeable resources for guidance and direction
Participating in conferences, association meetings, conventions and board meetings to present information and answer questions
Mining websites and developing partnerships with professional associations to identify potential network providers for outreach, direct mail and Provider Relations contact
Advocates
Working with local associations, community leaders, legislators and national organizations that have a presence in Iowa
Hiring local knowledgeable resources for guidance and direction
Participating in conferences, association meetings, conventions and board meetings to present information and answer questions
Potential Enrollees and Members
Upon contract award we will outreach to potential enrollees, members, families and caregivers by:
Distributing and using approved collateral materials at community events, health fairs and provider sites
Using various forms of mass media to broaden the exposure of the program and of WellCare of Iowa
8.14 Implementation Support
1.	Describe proposed strategies to support members during program implementation.
Strategies for Member Support
WellCare has vast experience implementing managed care in new markets. In recent years, we have successfully partnered with several states in this regard including Florida, Kentucky and Georgia. Our approach and methods are informed by these efforts and are built on the lessons and best practices learned from these implementations.  
New Member Orientation and Welcome Rooms
WellCare of Iowa will leverage these experiences and ensure all prospective members as well as new members have a smooth transition into our program by offering new member orientation meetings throughout the state at convenient locations. Additionally, our statewide Welcome Rooms will serve as outreach centers and walk-in members service hubs. At these Welcome Rooms, members and families can meet face-to-face with a member service representative and get personalized attention to their needs. Further, we will thoroughly and visibly publicize methods by which members and prospective enrollees can obtain information, ask questions and gain support.
Member Services Helpline Operational
Our Member Services helpline will begin operation at least 30 days prior to the go-live date to support members during program implementation. Our Iowa-based representatives will be fully trained and ready to handle all levels of inquiries, from transition of care to assisting our members with PCP change requests. Our helpline operations will be closely monitored by our tenured subject matter experts (with vast prior implementation experience). They will offer constant support prior to and during go-live. Our staffing forecasting process is very thorough; we generate the initial baseline projections for new markets using experience informed, estimated enrollment membership, along with the higher per-member per-month contact ratios from the launch period for existing markets comparable to the area we are expanding into. It is also standard practice to overstaff our new market launches by 10 percent and run overtime for trained representatives that can be leveraged in the instance we encounter high call volumes. 
Our marketing collaterals, member handbook and member website will include information on our toll-free Member Services helpline and Ombudsman contact information. Members who call the helpline looking for an Ombudsman will be warm transferred to them.
Onsite Implementation Team
In Florida we used an onsite member implementation team to ensure a seamless transition for members. This team was supported by local Outreach Specialists who were visible and active in the community to locate and engage members “where they are”. Members were educated and empowered to navigate the health care system and social safety net, assistance was provided in scheduling appointments, transportation was arranged, and barriers influencing health outcomes were eliminated by supporting member access to community resources for housing, food and employment. We also used trusted community partners and new care engagement pathways to find, educate and support our members. We are exploring a similar approach in Iowa.
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.
OVERVIEWOur Experience
In 2014, we processed more than 11,000 member grievances and 9,000 member appeals across nine Medicaid states.

We have extensive experience administering grievances and appeals for governmental programs in 49 states and the District of Columbia, and we strive for a high level of member satisfaction in all that we do. We have a strict and formal process, supported by robust tools and technology that ensures that every complaint, grievance and appeal is appropriately captured, logged, documented, tracked, resolved and reported on from beginning to end. We also recognize that every member has the right to file grievances and appeals and we take every such notice seriously. When members experience issues resulting in dissatisfaction or when they receive adverse notices of action, we seek to investigate, understand, and remediate, to every extent possible, their concerns. In addition to resolving individual member issues, we trend and analyze grievance and appeals data to identify potential systemic issues so that we can take action and prevent future sources of dissatisfaction. 
Our policies and processes comply with all federal and state laws and regulations as well as NCQA standards. We will comply with all Section 8.15 requirements, including those related to appeals processing timelines.

MEMBER, PROVIDER, SUBCONTRACTOR AND STAFF EDUCATION
WellCare of Iowa recognizes the importance of educating members about the health care process and empowering them to be active in their ongoing care. We will provide clear, easy-to-understand information about grievance and appeal processes in our member handbook and through our member website. The member handbook is provided upon enrollment as well as upon request. Both the member handbook and the member website will clearly educate the member on the grievance and appeal process including:
How to submit a grievance or appeal and the timeframes for filing
State fair hearing processes and rules that govern representation at the hearing organizations
Iowa state laws regarding the member’s right to appeal
Special rules we must follow when we receive a member’s grievance or appeal including possible continuation of benefits if requested by the member
Enrollment and benefit coverage will not be adversely affected by the grievance or appeal and they will not be penalized
Availability of our toll-free Member Services helpline to assist them
We also thoroughly and proactively train health plan staff, providers and subcontractors about grievances and appeals as part of our core curriculum. Our training program includes general and targeted education to providers regarding expedited appeals including when an expedited appeal is appropriate and procedures for providing written certficiation thereof. 
Member service representatives, clinical staff, and subcontractors will be trained on the identification and documentation of grievances and appeals. We devote time and effort into training because we recognize that individuals in these roles, serving as member advocates, may be in the best position to recognize issues and route them to the proper individuals for resolution. When member dissatisfaction is noted, the member is informed of the right to file a verbal or written grievance and is offered assistance with the filing process, including the services of an interpreter or TTY line at no charge.
GRIEVANCE AND APPEAL INTAKE CHANNELS
We will provide members, their authorized representative or the estate representative of deceased members, as well as providers who have member written consent the opportunity to have their concerns reviewed and addressed through the appeals and grievance process. A member or provider acting on the member’s behalf may request an appeal or grievance verbally, in writing or in person. Oral requests for an appeal must be followed by a written request, unless the member or the provider requests an expedited resolution. 
If a request is received verbally through our Member and/or Provider Service department, our representatives will identify the member or provider request and route it to the appropriate department. If our mailroom or any other functional area receives an appeal or grievance request in writing, the information will be forwarded to the corresponding department in a timely manner for processing. If a member or provider chooses to request an appeal or grievance in person at any of our offices, a staff member will be readily available to take the request. If it is a verbal request, we will help him or her file it in writing.
STAFF PROCESSING REQUIREMENTS
WellCare of Iowa will facilitate objective and unbiased de novo reviews for grievances and appeals by ensuring that those individuals involved in the next level of decision making were not involved in the first level review and are not subordinates of those involved in the first level review. For clinical appeals and grievances, as defined in Section 8.15.5.3, the individual rendering decisions will be health care professionals with appropriate clinical expertise in treating the member’s condition or disease and will not be the individual whose initial action is the subject of the appeal, nor the subordinate of such an individual.
GRIEVANCE PROCESS
A grievance is defined as any written or verbal expression of dissatisfaction other than a coverage decision or action. Examples of issues that may result in member grievances include: the inability to get needed information, poor conditions in the provider’s office, the quality of care provided, rude treatment by providers or their staff, appointment wait times, and access to care issues. Members may submit grievances to relating to their inability to obtain culturally appropriate care. Culturally appropriate care is care by a provider who can relate to the member and provide care with sensitivity, understanding, and respect for the member’s culture. Our grievance process is specifically designed to handle grievances and is separate and distinct from other member inquiries such as appeals. 
Grievance Timelines
Members, and those acting on their behalf, may file a grievance verbally or in writing within 60 days of the occurrence that resulted in dissatisfaction. We will provide members with written acknowledgement of receipt of grievances within three business days. We will provide written notice of grievance resolution within 30 calendar days of receipt. We may extend the grievance review timeframe up to 14 calendar days if the member asks for an extension or if we determine that additional information is needed and the delay is in the member’s best interest. When the timeframe is extended other than at the member’s request, we will notify the member, in writing, within five business days of the determination and provide the rationale for extension. Expedited grievances will be resolved within three business days of receipt.
Filing a Grievance
We will strive to make it easy for members, and those authorized to act on their behalf, to submit grievances. Grievances may be submitted in writing by sending a letter to the grievance departmenteither by fax or through email. Instructions for doing each are provided in the member handbook and on our website. For those who prefer submitting grievances verbally, they will be able to do so by contacting Member Service telephonically, by meeting with staff in person at our offices or through a variety of support staff like concurrent review nurses, or case managers. 
To request disenrollment for cause, the member must first file an oral or written request to address the issue through the Contractor’s grievance system. This shall allow the Contractor the opportunity to attempt to resolve the concern. The Contractor must follow the timelines of an expedited grievance. If the member remains dissatisfied with the outcome, the Contractor shall direct the member to the Enrollment Broker to request disenrollment. The Contractor shall provide a copy of the member’s grievance record to the Enrollment Broker to allow the Enrollment Broker to render a recommendation for the Agency review regarding approval or denial of the disenrollment request. The effective date of the disenrollment shall be no later than the first day of the second month following the month in which the member files the request. If the Agency fails to make a disenrollment determination within the timeframes specified, the disenrollment is considered approved. 
Real-Time Resolution
WellCare of Iowa will strive for the real-time resolution of complaints, where possible. In some cases, complaints may be resolved real-time by a member service representative who can appropriately clarify matters, provide necessary information, or correct misinformation. If the representative is unable to resolve the complaint real-time, they will document the verbal grievance within the member’s record in our member contact management system called CAREConnects, then expeditiously route the grievance request electronically to our grievance department for acknowledgment, tracking, investigation, and resolution. All complaints will be resolved by close of business the day following receipt or be moved into the grievance system.
Grievance Processing
Grievances received by the grievance department electronically by CAREConnects as well as those received by mail, fax, email and staff, will be processed by dedicated grievance department staff. We employ full-time, experienced, highly-trained grievance coordinators whose primary responsibilities are researching and seeking satisfactory resolution to member grievances. The grievance coordinators refer cases to clinical staff for review and input when the case is clinical in nature. As grievances are received by our grievance department, they will be logged into the grievance tracking database. Written acknowledgement of the receipt of each grievance is provided to the member within three business days. We will adhere to all applicable state and federal guidelines as well as accreditation standards for grievance procedures.
Upon receipt, the designated grievance coordinator will initiate a grievance case file in our tracking database. Members and their representatives, if applicable, will be given the opportunity to examine the case file and receive a copy of all documents in the file, including the criteria or standards used for review at any time, free of charge. The case file will contain the following information:
Date of filing/receipt date
Date of incident that initiated the grievance
Copy of written grievance or call notes for verbal filings
Copy of written acknowledgment letter
Any member or provider requests for expedited resolution and our decision regarding the request
Necessary documentation to support any extensions
All requests for documents or records necessary for the resolution of the grievance
Decision made regarding the grievance, including decision date, and titles of those involved in the grievance review
Copy of the resolution letter
Member Written Notice
Written notice of grievance decisions will be sent to the member within 30 calendar days and in their primary language. In the event that an extension is needed, it will be for no more than 14 additional calendar days and we will notify the member in writing as to the reason for the delay. Written notices of an extension or resolution will be personalized and at a 6th grade reading level on a base template that is DHS-approved. The notice will describe the outcome of our investigation as well as the resolution for the member. A workflow of the Iowa High Quality Healthcare Initiative member grievance process follows. 








Member Grievance Process
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APPEALS PROCESS
As with grievances, the member handbook will provide information about appeals. Appeals are a request for review of an action or a decision we have made. An action, as defined in 42 CFR 438.400(b) is the: (i) denial or limited authorization of a requested service, including the type or level of service; (ii) reduction, suspension or termination of a previously authorized service; (iii) denial, in whole or in part, of payment for a service; (iv) failure to provide services in a timely manner, as defined by DHS; (v) failure of WellCare of Iowa to act within the required timeframes set forth in 42 CFR 438.408(b); or (vi) for a resident of a rural area with only one contractor, the denial of a member’s request to exercise his or her right, under 42 CFR 438.52(b)(2)(ii), to obtain services outside the network (if applicable).
Member Written Notice
Members will receive written notices of all decisions to deny service authorization requests including those where the services are in an amount, duration or scope that is less than requested. The notice will 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 will be given within the timeframes described in 42 CFR 438.404(c) and as outlined in the contract. We will provide notice using the most efficient manner of delivery to allow the member appropriate time to respond or act (e.g., via fax, overnight delivery, or mail). If the member has a representative, the representative will be given a copy of the notice.
The notice of action includes the following information:
Action WellCare of Iowa or its subcontractor has taken or intends to take
Rationale for the action including a reference to the benefit provision, guideline, protocol or other similar criterion on which the denial decision was based
Member’s or provider’s right to file an appeal with WellCare of Iowa
Member’s right to request a state fair hearing after exhausting the appeal process with WellCare of Iowa
Procedures for exercising the rights specified in the notice
Circumstances under which expedited resolution is available and how to request it
Member’s right to have benefits continue pending resolution of the appeal including how to request that benefits be continued and the circumstances in which the member must pay the cost of the benefits
Appeal Timelines
Members, and those acting on their behalf, may file an appeal verbally or in writing within 30 calendar days of the member’s receipt of the notice of action. We will ensure that oral requests seeking to appeal an action are treated as appeals and help the member prepare a written appeal unless the member or provider requests an expedited resolution.
For standard appeal requests, we will provide members with written acknowledgement of receipt within three business days of receipt of the appeal request. Notices of our resolution on the appeal will be provided within 30 calendar days of receipt of pre-service appeal requests in accordance with NCQA guidelines. This is more stringent than the 45 calendar days allowed under this contract. Retrospective appeals will be resolved within 45 calendar days per DHS guidelines. As with grievances, we may extend the review times for appeals up to 14 calendar days if the member asks for the extension or if we determine that additional information is needed and the delay is in the member’s best interest and the member agrees to the extension. Once again, when the timeframe is extended other than at the member’s request, we will notifiy the member in writing within five business days of the determination and provide the rationale for the extension.
We will adhere to NCQA guidelines for resolving expedited appeal requests within 72 hours which is more stringent than the three business days required by DHS. For notice of an expedited resolution, we will make prompt reasonable efforts to provide oral notice and follow up with written notice within two business days. The written notice of the resolution will include the results of the resolution and the date it was completed. For appeals not resolved wholly in favor of the member, the written notice will include the right to request a State Fair hearing, including the procedures to do so and the right to request to receive benefits while the hearing is pending, including instructions on how to make the request. We will direct the member to the DHS Appeal and Request for Hearing form as an option for submitting a request for an appeal. This will also include notice that the member may be held liable for the cost of those benefits if the hearing upholds the original decision.
Timeliness Example:
An example from our South Carolina Medicaid plan demonstrates our ability to meet timeliness requirements. Year to date in 2015, 100 percent of expedited appeals were closed within the required timeframes. 
Filing an Appeal
As with grievances, we will strive to make it easy for members, and those authorized to act on their behalf, to submit appeals. The member, their authorized representative, or their provider (with written consent from the member) may file an appeal. Requests for an appeal may be initially provided verbally through Member Services or as a written appeal by mail or fax. WellCare of Iowa will adhere to the continuation of benefits requirements as well as all notice timeliness and content requirements during the appeal process. We offer members assistance with the filing process and other procedural steps, including the services of an interpreter and our toll-free helpline which includes our TTY/TTD line at no charge. Members whose primary language is Spanish will be able to easily and directly access our Spanish auto-attendant and Spanish speaking member service representatives. In addition to hiring a diverse, local staff, we also partners with Certified Languages International (CLI) to provide oral interpretation services for members with limited English proficiency. 
When Member Services receives verbal requests for appeals, they will record the member’s request in CAREConnects. If the member’s request is a standard request, the member service representative will instruct the member they must follow up with a written appeal request, but that the date of the verbal notice will serve as the date of receipt of the appeal request. The verbal standard appeal request will be forwarded to the appeals department to initiate the process. The acknowledgement letter sent to the member will also remind them to follow up their verbal request with a written appeal. Appeals received by the appeals department via CAREConnects, as well as those received by mail or fax, will be processed by dedicated appeals department staff. 
Expedited Appeals
Given the sensitive nature of clinical matters, we will offer an expedited appeal process for any urgent care requests. Expedited requests will be handled as expedited appeals when taking the time for a standard resolution could seriously jeopardize the member’s life, health or ability to attain, maintain, or regain maximum function. Our policies prohibit punitive action from being taken against anyone who requests, or supports a request for an expedited appeal. 
Upon receipt of an expedited appeal, the coordinator consults with a review nurse and medical director (or clinical pharmacist and medical director for pharmacy-related requests) to determine if the request meets criteria to expedite. If the request to expedite resolution is denied, we provide prompt oral notice. Written notice is then mailed within two business days of the denial of expedited request advising that the review is being processed under the standard time frame.
If the request to expedite is approved, the coordinator proceeds with the review in an expedited fashion. Once a determination is made, notice is provided orally and in writing. We resolve the appeal within 72-hours of receipt of the request per state and NCQA requirements, attempt prompt oral notice, and follow up with a written notice of the determination. If the appeal is upheld, we attempt prompt oral notice, and follow up with a written notice of the determination with information regarding the member’s additional appeal rights available through the State’s Fair Hearing process, procedures to request the hearing, and the right to request to receive benefits while the hearing is pending . In accordance with Section 8.15.4 of the Scope of Work, the internal process must be exhausted by the member prior to accessing a state fair hearing. 
We will employ full-time, experienced, highly-trained appeals coordinators whose primary responsibilities are researching and resolving member appeals. The appeal coordinators will refer cases to clinical staff for review and input when the case is clinical in nature. As appeals are received by our appeals department, they will be logged into the appeals tracking database. We will adhere to all applicable state and federal guidelines as well as accreditation standards for appeals procedures.
To ensure comprehensive understanding and appreciation for the importance and approach in dealing with appeals, we provide general and targeted training to staff and providers regarding expedited appeals including when an expedited appeal is appropriate and procudure for providing written certification. 

Appeal Processing
Upon receipt, the designated appeals coordinator will initiate an appeal case file in our tracking database. Members and their representatives, if applicable, will be given the opportunity to examine the case file and receive a copy of all documents in the file, including the criteria or standards used for review at any time, free of charge. Members will also be allowed to submit and/or present written comments, documents, records, evidence and allegations of fact or law, and other information relating to the appeal in person, or in writing. The appeal case file, at a minimum, will contain the following information:
Date of filing/receipt date
Date of original notice of action
Copy of written appeal or call notes for verbal filings
Any member or provider requests for expedited resolution and our decision regarding the request
Necessary documentation to support any extensions
All requests for documents or records necessary for the appeal review
Decision made regarding the appeal, including decision date, titles and, in the case of a clinical decision, the credentials of the personnel who reviewed the appeal
For clinical appeals the individual rendering decisions will be health care professionals with appropriate clinical expertise in treating the member’s condition or disease, and will not be the individual whose initial action is the subject of the appeal, nor the subordinate of such an individual. 
Appeal Decisions
Written notice of appeal decisions will be sent to the member and member representative without delay. The personalized letter will be written at a 6th grade reading level on a base template that is DHS-approved. When the appeals decision is favorable to the member, the notice will inform the member that the services have been approved. When the appeal decisions are not in the member’s favor, the notice will explain the specific reasons for the decision and reference the specific guidelines, criteria and benefit information on which the decision was based. The notice will describe the actions taken, the resons for the action and will also advise the member that they may request copies of the specific guidelines or criteria for their review free of charge, provide the titles and qualifications of those individually eligible who participated in the review, and instruct the member on his or her next level appeal rights, if applicable, including the State Fair hearing. The notice will include easy to follow instructions on how to file such appeals. For individuals with Limited English Proficiency (LEP), the resolution will include tagelines in prevalent languages regarding how to receive the appeal decision in alternative languages, and we will make oral interpretation services available free of charge to each member. 
The following is a summary of the Iowa High Quality Healthcare Initiative clinical appeal process. 







Clinical Appeals Process 
[image: ]
NOTICE OF ACTION AND GRIEVANCE 
We understand and acknowledge the requirements of Section 8.15.8. As discussed earlier in this section, we will provide specific information regarding member grievance, appeal and State Fair Hearing procedures and timeframes to members, as well as providers and subcontractors. This information is provided in the member handbook, the provider manual, and as part of our delegated services agreement with subcontractors. 
RESOLUTION AND CORRECTIVE ACTION 
Through the course of investigating, understanding, and resolution of member grievances and appeals, we will take corrective action as applicable. For example, when researching a member grievance related to balance billing, we will educate the member about his or her payment obligations, if there are any, and address the immediate issue with the provider. 
Resolution of the individual issue will be documented in our database for tracking grievances and appeals. We will also use grievances and appeals as training opportunities for associates or providers. When an issue is specific to an associate or provider/office such as rude behavior, the supervisor or provider relations representative is informed and tasked with remediating the problem while protecting the member’s confidentiality.
Any grievance or appeal that is a potential quality of care concern will be escalated to the quality improvement department for review or action based on the investigation. Any case where care or service is determined to be aberrant will be submitted to the Credentialing Committee for peer review and action as determined by the participating providers on the committee.
We also conduct trending and analysis of grievance and appeal data to drive continuous improvement.
MONITORING AND TRACKING 
As part of our company-wide commitment to quality and service improvement, we will use data resulting from our grievance and appeal system to improve overall performance and to monitor the effectiveness of the implemented interventions in addressing any identified deficiencies. Grievance and appeal data will be used to:
Drive our performance improvement process and improve operations or outcomes
Reduce the number of grievances and avoidable appeals
Improve the effectiveness and quality of our operational processes
Increase member and provider satisfaction with the services provided
Decrease the number of denial decisions that are reversed during the appeal processes
We will generate quarterly and annual member grievance and appeal reports to help us to identify deficiencies or patterns in specific program areas or among certain providers and initiate corrective action. These reports will be presented to our Quality Improvement Committee (QIC) on a quarterly basis and include trends in volume and types of grievances and appeals, volume by grievance and appeal levels, volume of appeals over-turned, and results for overturned appeals. As part of our subcontractor oversight process, all grievance and appeal data from our delegated subcontractors will be incorporated into the reports presented to the QIC. 
We will also generate daily, weekly and monthly reports to monitor grievance and appeal trends, individual staff performance, and timeliness. The management team will use these reports to appropriately align resources and caseloads to meet timeliness requirements.
Corrective Action Example
An example from our Florida Medicaid plan illustrates the impact of monitoring and corrective action. In early 2012, quarterly monitoring reports identified an increase in balance billing-related grievances among our Florida members. A task force was formed to identify root causes and implement corrective actions. The task force identified issues around provider and member education. After an education campaign, the task force reported a 12.5 percent reduction in balance billing grievances.
2.	Describe your proposed exception to Contractor policy process.
We will operate an exception to policy process whereby a member may request an item or service not otherwise covered by DHS or WellCare of Iowa. An exception to policy will be a last resort request. Exception to policy processes are administered through Care Management. We acknowledge that exceptions to policy may not be granted to federal or state law and regulations.
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Ms. Gina Gistinger
WellCare Health Plans, Inc.
8735 Henderson Road
Ren 1, 2 Floor.

Tampa, Florida 33634

Subject: New Bid Bond

Wellcare of Towa, Inc.
Towa Department of Human Services

Bid Bond

N/A

$100,000.00

Fidelity and Deposit Company of Maryland

Dear Gina:

Enclosed is your new bond In response to your request. The bond Is based on the
information we received with your request. Please have the bond reviewed for accuracy,
signed, sealed, and forwarded to the obligee for acceptance and fling.

In the event that you do not accept and file the bond with the obligee, please return this
original document to the undersigned for cancellation and so that we can notify the surety
company that the bond was not accepted and fled.

If you have any questions, pleas feel free to contact me. Thank you for allowing Marsh to
service your surety needs. Good luck on your proposal.

Sincerely,

Brooke 4. Ruoules

Brooke A. Knowles
Atianta Surety

Endls.
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Believing in the spirit of a child.

®
childserve

April 21,2015

Carrie Lindgren
Towa Department of Human Services
1305 East Walnut Street

Des Moines, lowa 50319-0114

Dear Ms. Lindgren:

1 would like to extend ChildServe's support for WellCare of lowa's bid in pursuit of the lowa High
Qualty Healthcare Initative, RFP# MED-16-008.

ChildServe partners with families to help children with special health care needs lead a great
Iife. We have locations in Johnston, Ames and near downtown Des Moines. We also operate
several homes for children with special health care needs throughout Polk County. We employ
approximately 1400 care givers and serve over 2500 children.

WellCare has taken s obligations to meet and work with providers seriously. They have visited
ChildServe to learn more about the unique needs of children with special health care needs and
their families. | am impressed with how WelCare supports its members, their families and the
community at large.

I'am told that WellCare operates several companies. WellCare Health Plans, Inc. provides.
managed care services targeted to government-sponsored health care programs including
Medicaid, Medicare, Prescription Drug Plans, and the Health Insurance Exchanges. Also,
WellCare offers a variety of health plans for families, children, and the aged, blind and disabled.

ChildServe fully supports WellCare's efforts to be selected as a Medicaid Managed Care
Organization under lowa's High Qualty Healthcare Iniiative.

(515) 727-8750
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Montgomery County Public Health
1109 Highland Ave.
Red Oak, Towa 51566
7126234893

April 9,2015

Carric Lindgren
Iowa Department of Human Services
1305 East Walnut Street

Des Moines, lowa 50319-0114

Dear Ms, Lindgren:

Itis our pleasure to write a letter of support for WellCare of lowa in pursuit of the lowa
High Quality Healthcare Initiative, RFP # MED-16-009.

‘WellCare Health Plans, Inc. provides managed care services targeted to government-
sponsored health care programs including Medicaid, Medicare, Prescription Drug Plans,
and the Health Insurance Exchanges. Headquartered in Tampa, Fla., WellCare offers a
variety of health plans for families, children, and the aged, blind and disabled.

After meeting with WellCare and leaming more about how the organization supports its
members, their families and the community-at-Jarge, | would like to extend Montgomery
County Public Health’s support for WellCare’s bid submission.

Montgomery County Public Health fully supports WellCare’s efforts to be selected as a
Medicaid Managed Care Organization under lowa's High Quality Healthcare Initiative.

Sincerely,

Subalst

Sue Drake
Montgomery County Public Health
7126234893
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HEALTH~OPTIONS

April 8, 2015

Carol H. Steckel, MPH
Senior Director, Public Policy
WellCare

8735 Henderson Road
Renaissance 1

Tampa, FL 33634

Carol,

Please accep this letter of support from Paramount Health Options in your effort to be sclected as
amanaged care health plan as described in the State of lowa’s Medicaid Modemization RFP. 1f
selected, we look forward (o working with you to complete a network agreement to continue to
deliver quality health care (0 lowa Medicaid patients.

Itis a pleasure to work with you on this innovative approach and re-design of health care for Iowa’s
Medicaid patients.

722 5th Avenue SE | Cedar Rapids, Towa 524011916
paramounthealthoptions.com
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CommUnity Activities

Top Five CommUnity Activity Types
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iowawellcare.com
For emergencies, call 91l or go to the nearest ER.
Contact your primary care provider (PCP) as soon as possible.
Member Services: . ... 1B5-599-3811/TTY (1677-247-6272)
2-Hour Nurse Call Line: ... 1-800-919-8807

N WellCare

Health Plans

Member: JANE SMITH
Member ID: 9876543210

Effective Date: 01/01/2013 Medicaid ID #: 567801234 Welllsiam;-e;hm

Primary Care Physician Date of Birth: 02/01/1988 Des Moines, 1A 50314

JOHN ADAMS

O STREE COPAY INFORMATION Medica claims are to be mafed to: R Bin: 603286
WellCare Health Plans Rx PCN: 01410000

DES MOINES, IA 50309 P.0. Box 31372 Rx GRP: 426257

PCP Phone: 1-515-123-4567 Tampa, FL 33631-3372
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