SECTION 9 – CARE COORDINATION
Please explain how you propose to execute Section 9 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.  
WellCare is a leader in operating Medicaid managed care programs across a variety of states and population types. Further, in several of our Medicaid markets, WellCare was one of the companies that transitioned the Medicaid system into a Managed Care model. Examples of experience transitioning a state to managed care include Kentucky, Georgia and Hawaii. This transition identifies unique issues for Medicaid members, particularly those with complex medical needs. WellCare will bring this experience from multiple states, combined with our member-centered care coordination program to create the most seamless process possible to move Iowans from their current Medicaid program into a managed program operated by WellCare of Iowa.
WellCare of Iowa is entering into a unique partnership with UnityPoint Health to bring an unprecedented level of collaboration to improve the Medicaid program in Iowa.  One of the key areas of collaboration in this partnership is care coordination. WellCare and UnityPoint Health will work to eliminate areas of operational duplication and collaborate on areas of expertise to bring a better member experience along with improved outcomes and reduced per member costs. Areas of partnership are highlighted in the response below. 
WellCare of Iowa’s Care Coordination model is designed to promote and facilitate an integrated care continuum to meet the changing needs of our members through effective coordination of care within a Provider-inclusive, interdisciplinary care team, and member advocacy system of care.   
Our model, which if fully integrated with physical, behavioral, long-term support and services (LTSS) and social welfare needs, has proven to show results for our members. Through our model, we assess, stratify needs, design individual plans to meet unique member situations and support through an array of personal (face-to-face), telephonic and electronic methods. Our technology platforms allow for real time and fully integrated monitoring and evaluation of member experience and outcomes by WellCare of Iowa’s highly trained case managers and other staff, as well as by Primary Care Physicians (PCPs), who we partner closely with to ensure members receive the right care to help them lead healthy, productive lives. 
9.1  General
1.	Describe proposed strategies to ensure the integration of LTSS care coordination and Contractor-developed care coordination strategies as described in Section 9.
WellCare’s Care Coordination model is designed to meet the complex needs of our members who have acute medical needs as well as members who have special health care needs including Behavioral Health and Iowa Department of Public Health (IDPH) members. We are able to provide an expert and interdisciplinary care coordination team – telephonically and in the field – to address the complex, acute, cultural, medical, behavioral health and chronic care needs of WellCare members. WellCare integrates medical, social and behavioral care coordination to combat the challenges of impairment, disability or chronic illness, allowing LTSS members and all members to achieve their optimal level of functioning, health and independence. 
The mission of the Care Coordination Team at WellCare of Iowa is to support members in receiving the “Right Care, at the Right Time, in the Right Setting.”  The Care Coordination Model ensures timely, cost effective, comprehensive services for the individualized health needs of members, promotes positive clinical outcomes and overcomes barriers regardless of setting.  The goal of care coordination is to decrease fragmentation of health care service delivery, facilitate appropriate utilization of available resources, and optimize member outcomes through education, care coordination and community advocacy services for the medical, social, LTSS or behavioral health compromised populations served.  WellCare conducts an initial health screening upon enrollment into the plan and completes a comprehensive health risk assessment, including questions to assess functional status and identify LTSS needs, after assignment to Care Coordination. Care Coordination uses the information gleaned from the assessment processes to risk stratify members and develop individualized plans of care using an Interdisciplinary Care Team approach, and assign members to a case manager.    
At its foundation, our Care Coordination Model reflects a person-centered, holistic view of the members’ needs. It utilizes an Interdisciplinary Care Team that includes the full spectrum of providers to develop a care plan that factors in the medical, behavioral and functional needs of each member, overcoming barriers to ensure member engagement, and embracing the empowerment of self-directed care.  WellCare’s Care Coordination Model incorporates the values and cultural preferences of the markets in which we serve members. Our field based and community based case managers will be hired from the local Iowa community to ensure our ability to identify services and resources that are available within local Iowa communities. Our Care Coordination staff promotes continuity of care across all settings using a comprehensive, collaborative, person-centered, interdisciplinary team approach.  
WellCare’s Care Coordination Model is facilitated through a staffing model that consists of case managers who provide care coordination for members with acute care, LTSS, Behavioral Health and other special needs.  Each case manager receives intensive training for no less than 6 weeks when first hired.  They continue with a preceptor for several additional weeks until they are able to demonstrate proficiency in completing assessments and managing members in planning care.  All case managers receive general training about WellCare, the Care Coordination Model, our HealthConnections program and any other service or program that covers all members. After the general training, case managers are provided specialized training that is specific to member’s special needs.  For example, Behavioral Health case managers would be trained to the “WellCare way” of case management for Behavioral Health. The training provided to case managers also provides for cross training of case managers to facilitate management of medical and behavioral health needs.
Our Care Coordination program strives to meet the needs of members with a model that focuses on the member’s medical, physical, behavioral health, cultural and social needs to achieve optimal outcomes.  As part of the care coordination process, WellCare will:
Systematically identify and respond to members who present with potential care coordination needs and assist members in managing their personal health more effectively
Design and implement case coordination services that are dynamic and adapt as member’s needs change	
Use an inter-disciplinary team to manage the care of members needing care coordination
Establish partnerships with members, their providers and their families/care givers to coordinate services
Assist members in receiving the appropriate care in the appropriate setting by the appropriate provider
When a member is enrolled in the WellCare of Iowa plan, our Member Services team will reach out to the member with a welcome call and a request to complete a Health Risk Screening (HRS).  Once completed the HRS is entered into our Medical Management Platform (MMP) and the member services representative offers to initiate a referral to the Care Coordination program. If the team is unable to reach the member, a letter is sent letting the member know that Member Services is attempting to reach him or her and asking that he or she contact the Member Services team using our Member Services toll-free number.
WellCare currently identifies 6 key chronic conditions that trigger a referral for Chronic Condition Management. If one or more of these conditions are present, a Case Management Coordinator will contact the member, conduct a mini screen and determine the member’s interest in receiving care coordination services.  If the member agrees to care coordination services, he or she is warm transferred to a live case manager who completes a comprehensive assessment and begins to create a care plan for the member. Additionally, based on the member’s needs an Interdisciplinary Care Team (ICT) is created.  The member is an integral participant of the team and may invite other family members as desired.   Also, the ICT could include additional health care professionals.  For example, if the member has Behavioral Health needs, the ICT would include a Behavioral Health specialist.  While the care manager will still be the lead in monitoring the plan against care plan goals, the ICT is an important resource to ensure a fully integrated, coordinated and comprehensive care plan. 
The Care Coordination program partners with the member to identify and implement 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.  The cross-functional teams include registered nurses, social workers (including licensed independent social workers), health coaches, behavioral health specialists, community health workers, community advocates and member service representatives.  The cross-functional composition of teams is specifically designed to ensure our ability to meet the comprehensive needs of our members as delineated below:
Collaborate with the member, their Primary Care Physician (Medical Home or Integrated Health Home), their families and care givers to identify and implement a plan to achieve health care and personal goals and sustain continuity of timely, effective, and quality of care
Empower our members to take control of their health by initiating and reinforcing healthy behaviors, member education to promote safety, independence and self -management
Evaluate and eliminate or minimize barriers to care, including those barriers that are psychosocial and cultural
Ensuring member access to WellCare Health Plan coordinators to address benefit questions and facilitate the members’ understanding of their health concerns
The Care Coordination Program identifies, supports and engages members who experience conditions that are pervasive in their lives and imposes complications that require appropriate and timely interventions.  WellCare’s program integrates medical, behavioral, and socioeconomic services to members by using a comprehensive assessment of risk and health to identify members that need coordination of benefits, an integrated service delivery, availability of community resources and social services, and ongoing support and education. Social services are often not covered by Medicaid covered services, but WellCare has identified a complement of programs and services which are an essential component of the strategy to improve the member’s health and achieve better health outcomes. 
A significant differentiator in WellCare’s Care Coordination model is the non-traditional services we offer to assist our members. These services are why we created the HealthConnections Model of care.  This Model is a flexible combination of tools and functions that relies heavily on local and national collaboration to improve the health of our members and their families to bolster the social safety net.  This service includes connections to transportation, housing, food and other community-based critical services which will assist the member in improving their health and wellness.
WellCare created the HealthConnections Model 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. Fortunately, WellCare is in the unique position to see across the health care spectrum. WellCare implemented a process to not only assemble and [image: C:\Users\JSmith14\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\KBVJN79W\Councils - Corrected (2).png]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. 
Our ability to execute the technical aspects of Care Coordination is combined with our non-traditional HealthConnections Model.  This holistic approach to Care Coordination will be a critical piece of ensuring DHS achieves their goals through this transition to Managed Medicaid. 
Through regular telephonic contacts, in-person assessments, reassessments and educational support, collaboration with the member and the health care delivery team, WellCare’s telephonic Case managers (CMs) build and maintain access and continuity of quality care. The goals of WellCare’s programs are to stay ahead of the functional deficit, illness or mental health trajectory, to be able to identify issues that can be prevented and improved, to initiate appropriate interventions, and to eliminate or mitigate complications, including the need for preventable emergent care and unnecessary hospitalizations.
The Care Coordination Program will meet its goals through the application of the following objectives:
Targeted Identification of members for care coordination
Conduct comprehensive assessments that identify member needs and barriers to care as well as assess and monitor the most conducive settings of care to meet the members individualized care needs and preferences.
Develop an individualized care plan with the member/caregiver and PCP, establish and prioritize care goals, identify needed resources, plan interventions and review outcomes
Provide a holistic approach to member needs, including medical, behavioral and social, to overcome the obstacles to achieving optimal health care results and preventing or minimizing associated potential complications
Establish communication processes with the member/caregiver and Interdisciplinary Care Team (ICT) to maintain ongoing collaboration and coordination among the health care team to monitor desired care outcomes and goal attainment
Coordinate member needs between internal team such as Behavioral Health, Pharmacy, UM, and the HealthConnections team
Provide transitional care assistance and care coordination of member needs identified during hospital or inpatient stay, from authorization requests, or during a post-discharge screening
Proactively evaluate and monitor for indicated updates to the care plan and member’s success in adherence with the care plan 
Track and monitor member satisfaction via formal survey and timely investigation of member conveyed dissatisfaction
Maintain cultural sensitivity and cultural diversity training of staff and providers for populations served
Monitor HEDIS® measures and facilitate interventions to close gaps in care
One of the hallmarks of WellCare’s Care Coordination program is the use of a person-centered, fully integrated, and high functioning ICT that seeks to improve health, and enhance the patient experience through improved quality, ensure access and continuity of care by engaging members to share in a more interactive role in participating in their care and prevention of potential complications.   The ICT may include, but is not limited to the following:  member/representative or caregiver, PCP, specialist, medical, behavioral health, custodial and social services. Case managers are administratively supported by a centralized unit, including but not limited to administrative support tasks such as phone intake functions, service coordination, appointment scheduling, back-up plan enactment, claims processing, appeals and grievances, and IT system support.
The Case manager is the single point of contact for the ICT.  For members with a primary diagnosis of Behavioral Health, the Behavioral Health Case manager may be the single point of contact for the ICT.  Both function to coordinate and collaborate with the member/caregiver and the ICT, including documenting and communicating changes in a member’s health status via the care plan. The ICT works together to meet goals identified with the participation of the member.
9.1.1  Initial Screening
1.	Describe your plan for conducting initial health risk screenings.
[bookmark: _Toc404710526]The Initial Health Risk Screening (HRS) provides a snapshot of the member’s needs and identifies those with special needs that further define the appropriate level of intervention.  It is an integral component of the clinical assessment process. Using an NCQA and DHS approved tool, the initial Health Risk Screening assesses the member’s physical, behavioral health, social, functional and psychological needs. When coupled with our predictive modeling capability, the HRS provides sophisticated member stratification and assignment to the most appropriate case manager based on condition and identified risk factors. 
Initial Health Risk Screening
WellCare will conduct initial health risk screenings for: (i) new members, within 90 days of enrollment for the purpose of assessing need for any special health care or care coordination services; (ii) members who have not been enrolled in the prior twelve (12) months; and (iii) members for whom there is a reasonable belief they are pregnant. During the initial health risk screening process, we will offer members assistance in arranging an initial visit with their PCP (as applicable) for a baseline medical assessment and other preventive services, including an assessment or screening of the member’s potential risk, if any, for specific diseases or conditions.
New Member Health Risk Screening
An initial health risk screen within the first 90 days of enrollment is the most effective and timely way of identifying newly enrolled members who may need care coordination, behavioral health services, or any other health or community services.  WellCare’s plan for conducting the initial health risk assessment will begin immediately upon enrollment.
 All members will receive a hard copy of the written survey in their new member welcome kit which is mailed directly to the member within 10 days of enrollment. The material the member will receive will instruct the member on how to complete and return the written survey to the health plan.  The materials will also inform the members that they may complete the survey via the telephone or web and will provide easy-to-follow instructions for how to do so.  Members will also receive information about the Healthy Rewards program and the reward the member can earn in return for completing the initial health risk screening.
If the HRS is completed telephonically the member is asked to verify his or her identify. Identity verification includes date of birth, member ID if available, and address verification. If the member does not have a member ID card, a request is made for one. After verifying the identity of the member, the member’s PCP is confirmed.  If they do not have a PCP or wish to change their PCP, the member is assisted in that request. 
Once the member’s identify is verified, the call continues with specific questions about health conditions and members are prompted to respond yes or no if they have been diagnosed with certain conditions including diabetes, cancer, depression, alcohol and drug use, AIDS, heart failure, and mental health issues.  Members are also asked about other services they receive including physical therapy, hospice, home health and supplies and equipment such as oxygen or a hospital bed.  If the member is a female they are asked about pregnancies and whether or not they are currently pregnant.  The final section of the assessment focuses on lifestyle choices such as healthy weight, diet, stress management and overall health. 
WellCare can also conduct the HRS during a Welcome Call conducted by a member service representative (MSR). The MSR can ask the member five questions to determine whether they are eligible for case management. If the member’s responses indicate more complex needs, the CSR warm transfers the member to the appropriate Case Manager. 
All members identified in the 834 enrollment file as having special needs will be referred to case management for outreach and completion of the initial health risk assessment. Case managers will make three call attempts to reach the member to complete the initial screening via telephone or schedule an appointment to meet in person.  If the member cannot be reached, a letter will be mailed letting the member know that a WellCare Case Manager is attempting to reach them and asking them to call us as soon as possible.  
Concurrently, the case manager will contact the primary care provider of record or any other providers that may be caring for the member in an attempt to get more accurate contact information. WellCare will make up to three attempts over different days of the week and different times of day.
Initial Health Risk Screening of Members Who May Be Pregnant
Recognizing the importance of early identification and management of risk factors in pregnancy, we offer a prenatal program which includes risk assessment (to identify pregnant women at risk for complications), education, high risk pregnancy case management services and obstetrical homecare services for high-risk pregnancies.  Pregnant women are connected with a flexible assortment of programs designed to promote knowledge, self-empowerment and healthy choices.  By guiding women to make smarter health care choices for themselves and their babies, positive program outcomes are achieved including pregnancy prolongation, higher birth weights and a shorter NICU length of stay.
Identifying Existing Members Who Become Pregnant
Early identification is the most important factor in the success of a prenatal intervention to impact pregnancy health outcomes. The prenatal program uses a multifaceted approach to identify existing members who become pregnant, including provider notifications; self- referrals enhanced by increased member awareness of the program through communication campaigns and early identification of pregnant members via:  claims-based identification; health risk assessments; and state-based referral files (when available).  The member will be followed through pregnancy and delivery by our pregnancy program with care coordination contacts based on risk status.
2.	Submit a proposed initial health risk screening tool. Exhibits and attachments may be included
The following HRS tool is used in our Kentucky program and is reflective of the HRS tool that may be used in Iowa with DHS approval.  
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3.	Describe the methods that you will use to determine whether changes in member health status warrant subsequent screening.
Health status is dynamic. Therefore, it is important to have a screening program that accounts for the dynamic nature of health and triggers subsequent screening and interventions to determine if these changes warrant enrollment in case or disease management or additional coordination for health service needs.  There are several circumstances that can trigger the need for reassessment including:
State provided special needs codes on the  834 enrollment file
State provided reports
Hospital admission: Beginning discharge planning, including reassessment, ensures appropriate services are provided to facilitate a safe discharge or placement in the appropriate lower level of care upon discharge
Identification of under or over utilization of services: Concurrent and retrospective reviews, claims review and monitoring, identify patterns of under, over, and inappropriate utilization that may indicate a change in member condition
Discharge from a hospital/referral from retrospective review: when members are discharged from a hospital, a reassessment is done as part of discharge planning to ensure that appropriate services and supports are available upon discharge
PCP/provider request: A PCP/provider may discover a change in a member’s condition.  When this occurs, the PCP may request that the ICT reassess the member’s needs and update the care plan and care plan to reflect additional needs
Member or caregiver request: periodically a member may identify a concern and ask for updates to their Care Plan. Such a request would trigger a reassessment and care planning
Change in members functional, medical, social or behavioral health status
Community program referrals (No wrong door e.g. AAA, ARC, day care centers) 
Referrals stemming from our  Nurse Line, Crisis Line, or Community Assistance Line
Our partnership with UnityPoint Health will be able to identify members for care coordination before a traditional program would.  UnityPoint Health already has a team of people evaluating their clients for higher level care management.  They can utilize data not traditionally seen in a Managed Medicaid program such as information in their comprehensive electronic medical record (EHR) system.  WellCare of Iowa will collaborate with UnityPoint Health on provider training and communication so both organizations are clear on how we can support each other to identify and manage members with higher level needs.  For example, when UnityPoint Health providers see a change in condition necessitating a reassessment, they will have communication channels directly to WellCare care management to expedite the reassessment process before claims and other triggers are processed.
Through the Comprehensive Health Risk Assessment and reassessments, claim reviews, provider notification, member requests and ongoing monitoring, our Case managers will conduct subsequent screenings to ensure that the member’s health and safety are established.
4.	Describe methods that you will use to maximize contacts with members in order to complete the initial screening requirements.
Our 20 years of experience serving Medicaid beneficiaries throughout the country has allowed us to develop valuable insights into health risk screenings including member preferences, challenges, and best practices. These insights will be applied to our Iowa program in order to maximize our contacts and complete the initial screening requirements.

	WellCare’s Initial Health Risk Screening

	Insight
	WellCare’s Informed Approach

	Members prefer engaging with risk screenings in different ways.
	WellCare’s health risk screening program respects member preferences for communications and assessments. Our health risk screening program will feature a variety of administration methods allowing members to choose the approach with which they are most familiar and comfortable.  
For members who prefer digital, online communications, WellCare will offer the screening via the web through our web-based instrument.  The web-based method, emulates an interaction with a health professional, providing real-time feedback as the member moves through questions. Its responsive design allows the question sets to dynamically change based on a member’s responses to previous questions. Following completion of the web-based screening, members will immediately receive a comprehensive, individually-tailored action plan focused on their health risks.
For members who prefer more traditional communication, WellCare will offer the screening in writing.  A copy of the risk screening survey will be included in each new member kit mailed upon enrollment.
For members who prefer telephonic communications, WellCare will offer the screening assessment over the phone. 

	When calling members, you may not reach them on the first attempt.
	WellCare will make 3 attempts to call members to complete the survey telephonically.  Call attempts will be made over the course of different days and different times of the day. 

	Members identified with special needs upon enrollment need to be triaged to be assessed for case management quickly.
	Members identified with special needs codes in the enrollment file will be sent directly to case management as a case management referral.  A case manager will attempt to contact the member via the telephone to schedule time to complete the screening assessment over the phone or in person.  
If the case manager is unable to contact the member, WellCare of Iowa will mail a letter to the member advising that we are trying to reach the member and ask them to contact us as soon as possible.  
At the same time, the case manager or care coordinator will outreach to the member’s primary care provider of record or other providers, if known, in attempt to identify alternative contact information.

	Member engagement may improve when there is an incentive for doing so.
	As part of our Healthy Rewards program, members who complete their initial risk screening within their first 90 days of enrollment will receive a reloadable debit card with a nominal fee loaded to their Healthy Rewards account. This program encourages healthy behaviors and empowers members to take responsibility for their health and health care.

	Members may be difficult to contact or unable to be reached.
	WellCare will use LexisNexis and Equifax data to identify missing telephone numbers or to update incorrect telephone numbers. In addition, research has demonstrated that community health workers (CHWs) are effective “connectors” to the community because they live in the communities in which they work and understand the social context and barriers that prevent members from accessing care.  
We have validated the effectiveness of CHWs in other states in which we operate Medicaid health plans.  These associates work with schools, state agencies, community centers, and other community-based organizations to locate members.  We will explore the ability to replicate this model in Iowa.  




9.1.2  Comprehensive Health Risk Assessment
1.	Submit a proposed validated comprehensive health risk assessment tool. Exhibits and attachments may be included
A copy of our proposed comprehensive health risk assessment tool is included as Attachment 9.1.2-Comprehensive Health Risk Assessment.  
2.	Propose the timeframe in which all comprehensive health risk assessments shall be completed after initial member enrollment.
WellCare understands the importance of health risk screenings and assessments to care coordination. As such we are committed to timely completion of screenings and assessments. WellCare’s case management program description and associated policies and procedures establish that comprehensive assessments will be completed within 30 business days of referral to case management. The risk stratification of the member’s response for specific conditions will triage the referral to a field or telephonic case manager, complex case manager or Disease Manager to meet the immediacy of the members need. This standard applies whether the case management referral stems from the results of the initial screening assessment or the referral originated through any of the other identification methods.
3.	Describe how the assessment process will incorporate contact with the member and his/her family, caregivers or representative, healthcare providers and claims history.
The Health Risk Assessment will serve as a trigger to stratify members for active or passive outreach for health education, guidance and support to meet the member with assistance for their self-identified physical and behavioral health conditions.  After identification of health concerns from the HRA, the case manager engages the member, caregiver, and other associated health care providers to address the prioritized health issues after review of all available health claims data.  
WellCare offers a complement of short and complex Case Management along with targeted Disease Management support for common chronic conditions including but not limited to Asthma, Chronic Obstructive Pulmonary Disease, Coronary Artery Disease, Congestive Heart Failure and Diabetes.  These specialty- trained case managers offer motivational interviewing, guidance and education to enable members to advocate for their health and wellness activities when navigating the health care system to address their unique needs. A diagram of the process follows the response for Section 9.1.3.
9.1.3 Care Coordination
1.	Describe in detail your proposed care coordination program including selection criteria and proposed strategies.
WellCare understands the challenges facing our potential members in the Iowa High Quality Healthcare Initiative.  Care of members with complex medical, behavioral health and other special needs conditions is often fragmented and duplicated as a result of poor coordination, communication among providers and other service and care givers.  Our Case Managers work closely with the member’s PCP, specialists, counselors, community advocates, family and natural supports to ensure the member’s needs are addressed across the full spectrum of medical, behavioral health, and long term services and supports. 
WellCare’s Care Coordination Program is a constant process of Stratification, Assessment, Development of individualized care plan, Implementation and Monitoring.  

Stratify
Once a member is enrolled in WellCare, we use a proprietary scoring algorithm on all active members to identify Care Coordination needs. Each member is assigned a score based on several components. In addition to being assigned a score, the members are also flagged when specific conditions exist that are likely to be positively impacted by Care Coordination.  The scoring of members is based on three primary drivers: clinical severity, utilization, and cost described below. Each driver is a separate process that is performed on each member based on a rolling 12-months of medical and pharmacy claim history.
Clinical severity: This portion is based on the Chronic Illness and Disability Payment System (CDPS) Model, a diagnostic classification system developed by the University of California, San Diego. This SAS model classifies every diagnosis code on a claim and assigns a score based on the severity of the diagnosis. The CDPS model also examines pharmacy utilization as a component of risk scoring. We use this model as a way to classify members by risk of current as well as future expense.
Utilization: This portion of the model uses a number of utilization indicators and applies a weighted count based on input from the clinical services team. The metrics tracked are hospital admissions, emergency room visits, PCP visits, specialty visits, acute admissions, home health visits, and rehab visits.
Cost: The cost portion scores each member based on their relative, normalized $PMPM as compared to the other members within their program. The cost component looks at inpatient, outpatient, and professional costs.
In addition to the components mentioned above, algorithms are used to identify specific high- impact conditions and 1915 (c) waiver members. Some of these models are disease-specific. Our clinical and informatics teams identify key conditions with the greatest incidence and prevalence among our membership. The conditions include depression, asthma, coronary artery disease, congestive heart failure, chronic obstructive pulmonary disorder, diabetes, hypertension, AIDS/HIV and children with special needs.  The condition-specific model stratifies the results for each member into a clinical risk group based on diagnosis, procedures, and pharmacy claims information. Those in the higher clinical risk groups are referred to case management for further evaluation.  Members are stratified into 4 levels, with Level 4 being those members at the highest risk.  Each Level is described below:
Case Management Acuity Level 4: This member is our highest acuity and complexity. This member is often catastrophic, high-risk, high-cost and requires special assistance to negotiate health and social services systems. This member requires the highest level of case management intensity. Case management is often face to face and supplemented with telephonic outreach. Case managers assess their health and develop a care plan aimed at stabilizing the member. The case manager contacts the member frequently, at least once a week, and actively assists with transition of care, appointments, referrals, transportation, forms, paperwork and engaging various health and social service providers. Because of the clinical profile, the case manager reviews and revises the member’s care plan at least every two weeks or more frequently as needed.
Case Management Acuity Level 3: This member is moderately high acuity or complexity. Case managers assess their health and develop a care plan aimed at reducing acuity level. Case management is often telephonic but face-to-face interactions also occur. The case manager contacts the member at least once every two weeks and assists with referrals, transportation, and community-based services. The case manager reviews and revises the member’s care plan at least every three weeks or as their health status changes.
Case Management Acuity Level 2: This member is moderately acute and complex. The member needs a moderately low level of interventions. Case management outreach is telephonic. Case managers assess the member’s health and develops a care plan aimed at maintaining or reducing acuity level. The case manager assists with referrals, transportation and community-based services. The case manager reviews and revises the care plan at least once a month or as their health status changes or goals change.
Case Management Acuity Level 1: This is our lowest acuity member. He or she is stable and has only a few interventions on their care plan. He or she requires only periodic support and monitoring. Case management outreach is telephonic. Case managers assess his or her health and develop a care plan in concert with the member, his or her providers, and care givers. The case manager ensures that the member has information about public assistance programs for health and social services which would benefit him or her and to which the member may be entitled. The case manager contacts the member at least once a month to assess status and progress against goals. The case manager updates the member’s care plan monthly or as his or her health status or circumstances change.
Assess
Once stratified, members are assigned to a telephonic Case Manager, a Field Case Manager, a Community Based Case Manager (CBCM) or a Behavioral Health Case Manager (BHCM) depending on their risk stratification and primary diagnosis.  The member can go in and out of the levels as health status changes. All member case notes are documented in the member record in our Medical Management Platform (MMP) allowing for the transparency in the coordination of the members’ care.
Case Managers meet with the member to complete a Comprehensive HRA of the member’s medical, behavioral, social economic, psychological, and functional needs within 30 days of assignment. The assessment is critical for the Case Manager to assess and gather information related to the current or proposed care plan.  Additionally the plan is used to identify potential barriers, to clarify or determine realistic goals and objectives and to seek alternative options for the member. The Case Manager understands that the member’s involvement is crucial for a successful assessment process.
During the Comprehensive HRA and care plan development with the member, the Case Manager promotes a person-centered care coordination team approach among cross-functional teams, (e.g. utilization management, behavioral health, disease management, medical management. The Case Manager will collaborate with the member in developing their care plan.  Members will also be encouraged to include family, PCP, specialists in care plan development.  As the single point of contact for the plan, the case manager will collaborate and coordinate with team members to provide high quality care coordination; assess and monitor member’s adherence with the care plan; and update and adjust the plan over time.   The Case manager is responsible for all communication to members of the ICT, including updating any changes in member health status via care plan. WellCare of Iowa will promote a person-centered, integrated, coordinated and comprehensive approach to care and will work with the member and his or her family or caregivers, providers, ICT, and other resources and community partners to achieve our goals.

Program goals are to optimize health and well-being for each member by:
Assessing the member’s total functional capacity, health status and behavioral health over time through the Comprehensive Health Risk Assessment
Developing a Care Plan
Supporting informed health care consumerism and member’s ability to self-manage
Providing individualized health education to assist the member set and meet health and personal goals
Evaluating the members’ environment and natural support network
Coordinating care and adherence to care plans 
Connecting the member to available support and resources
Coordinating with Advocacy groups as applicable
Identifying social barriers and linking members to corresponding social safety net services .
Authorizing and monitoring services
Discharge Planning
To reach this goal, WellCare will work with:
Member and Family/Caregivers
Member’s providers
Interdisciplinary Care Team
Other resources and community partners
Develop
Based on the comprehensive assessment, the Case Manager will develop an individualized care plan and facilitate and coordinate the care of each member according to his or her needs. With input from the member or caregiver and the Interdisciplinary Care Team (ICT), an individualized care plan will be developed with prioritized goals and actionable intervention.
The care plan is designed to be culturally appropriate and consistent with the abilities and desires of the member or caregiver. The Care Plan is personalized and includes the following:
Timeframe for re-evaluation
Resources to be utilized, including the appropriate level of care
Planning for continuity of care, including transition of care and transfers
Collaborative approaches to be used, including family participation
Self-Management Plan
Development of a schedule for follow-up and communication with members
WellCare collaborates with the member, providers, parent/guardian if necessary, and any health care providers to develop the care plan.  The care plan process is conducted in plain English, is accessible to members who have disabilities or have limited English proficiency, and reflects the cultural preferences of the member. The care plan is developed in accordance with applicable quality measures and utilization review standards. WellCare provides a copy of the care plan to the member’s PCP (if applicable) or other significant providers and gives the member an opportunity to review the care plan if requested.
WellCare requires that case managers review care plans as frequently as needed based on the member’s clinical conditions, but not less than monthly.  The case manager reviews the plan to determine the status of all existing activities/interventions and to ensure actions are completed by the established time frames. The case manager working with the member also evaluates the need for new goals or activities. 
All of the activities and resulting interventions are documented in the care plan.  The Plan is revised and reviewed with the member and all other members of the team. WellCare’s care coordination activities and communications related to the development and maintenance of care plans are clearly documented in our MMP with care plan-related policies and procedures and are evaluated through the quality audits.
Implement
Care coordination provides an integrated care continuum to meet the changing needs of our members. WellCare’s case management program is designed to facilitate prevention, early identification and treatment of disease, identify new medical and social service needs, and to promote healthy behaviors and improved health outcomes.
Through monthly telephonic contacts, in-person assessments, care planning and educational support, WellCare Case managers build and maintain relationships with members- all while assessing the needs, safety and well-being of the member.  The goal of WellCare’s programs is to stay ahead of the functional deficit, illness or mental health trajectory, to identify issues that can be prevented and improved, to initiate appropriate interventions, and to eliminate or mitigate complications, including the need for preventable emergent care and unnecessary hospitalizations.
Medical, behavioral health, custodial and social service resources are optimized to better facilitate care gap closure by accessing local services.  Case managers are administratively supported by a centralized unit, including but not limited to:  administrative support tasks such as phone intake functions, service coordination, appointment scheduling, back-up plan enactment, claims processing, appeals and grievances, and IT system support.
Monitor
WellCare of Iowa has an independent Clinical Service Compliance (CSC) unit within Quality Management. The CSC monitors UM staff performance in meeting contractual requirements and member needs in medical necessity reviews. Each month the our team of licensed clinical staff (i.e., registered nurses, licensed practical nurses, licensed clinical social workers) review a random sample of medical and behavioral health utilization and case management files. The reviewer evaluates compliance with applicable contractual standards such as turnaround times, member and provider notification of determinations and notification letter content. In addition, the review assesses member experience and outcomes within our system of care by evaluating important elements of needs assessment, discharge planning, member engagement, care coordination and follow-up for goal achievement. Summaries are reported to the appropriate UM teams who are responsible for identifying opportunities for improvement and taking action including staff training and coaching.
The clinical oversight is provided by the Care Coordination Managers. They use a variety of strategies to monitor the performance and effectiveness of the Care Coordination program including the following:
Quarterly chart reviews 
Monthly and quarterly reports generated from our MMP 
Member and Provider satisfaction
Our MMP allows for real-time reporting. In addition to the ongoing chart audits, Case Management Managers monitor clinical performance through regular one-on-one supervision. Throughout the year, the Manager does “ride alongs” with Field Case Managers to monitor not only the assessment process but also the softer skills of interacting positively with our membership. On an ongoing basis, clinical leadership reviews utilization, quality, customer satisfaction and financial reports to identify gaps in care, systemic performance issues, noncompliance and member dissatisfaction. Using the information gleaned from these reports WellCare develops strategies to remediate issues and improve the quality of care for our members.
2.	Provide data on outcomes achieved in your care coordination programs operated in other states, if applicable.
Member satisfaction is measured annually.  For 2014, the following two questions provide an overview of key customer satisfaction results for member and program satisfaction:
Question 1: Overall, were you satisfied with Well Care’s Case Management services you received?
Question 2: Were you satisfied with the services that your Case Manager gave you?
	WellCare’s Member Satisfaction Results

	2014
	Q1
	Q2
	Q3
	Q4

	Question 1
	Total Surveyed
	1,138
	2,833
	4,402
	3,830

	
	% satisfied
	97%
	97%
	97%
	97%

	Question 2
	Total Surveyed
	1,128
	2,825
	4,381
	3,797

	
	% satisfied
	98%
	98%
	98%
	98%


Survey responses remained consistent at 97 percent and 98 percent throughout all quarters. The sample size surveyed was significantly large.
9.1.4  Risk Stratification
1.	Describe your proposed risk stratification methodology.
Those members identified in the risk modeling as well as those referred or identified through event triggers will be referred to care coordination for a comprehensive assessment. This assessment will be vital to confirm the member’s acuity level and identify their needs. This stage of leveling or stratification is necessary because individual needs vary from member to member and over time. 
Our care coordination program design contemplates these differences, matching the intensity of services we provide to our members’ clinical profiles and health needs, which vary member to member and, for a given member, varies over time. This level of stratification corresponds to the type and intensity of interventions (i.e., frequency, duration, scope) to be offered to help members manage chronic or acute conditions. This stratification allows WellCare to deploy critical case management resources to where member needs and opportunities to impact health outcomes are greatest.
Once the case manager completes the comprehensive assessment and has a full understanding of the member’s clinical profile and needs, the case manager will stratify them into one of four levels based on their clinical acuity, complexity of their circumstances, and needs identified in the care plan – both the types and numbers of interventions.
2.	Describe your proposed risk stratification levels.
WellCare’s stratification levels range from one to four with one signifying the most highly acute and complex patients and four signifying the lowest acuity and need level. WellCare acknowledges that our use of these risk levels must be reviewed and approved by DHS.
The WellCare risk stratification levels are similar to those that UnityPoint Health uses to stratify their high needs clients.  Our organizations will collaborate to ensure our members are assigned properly to the right risk stratification.  This will result in the right members receiving the right level of support the first time they enter into the care management program, dramatically reducing any margin of error.


	WellCare’s Care Coordination Program

	Risk Stratification Levels
	Stratification Level Description

	Case Management Acuity Level 1
	This level will be for our highest acuity and complexity members.  These members have catastrophic, high-risk, high-cost needs, and require special assistance negotiating health and social services systems. Level 1 members will include those with intensive special health care needs, complex discharge needs, high risk pregnancy, multiple emergency room visits or frequent hospitalizations or readmissions, catastrophic conditions, and members who are medically fragile including those LTSS members in the community, nursing facility, and ICF/ID. Members stratified as Level 1 will require the highest level of case management intensity.

	Case Management Acuity Level 2
	This level denotes our moderately high acuity or complex members. They may include, without limitation, children with special health care needs, members with chronic conditions, members with frequent emergency room visits or hospitalizations. Members who may have a combination of medical, social, and mental health needs, will be assigned a primary case manager who is supported by an interdisciplinary team. 

	Case Management Acuity Level 3
	This level denotes members with moderately acute and complex needs. These members may require disease management for conditions including but not limited to asthma, controlled diabetes, and hypertension.

	Case Management Acuity Level 4
	This level denotes our lowest acuity member. They will are stable and have only a few interventions on their care plan. They will require only periodic support and monitoring.



3.	Describe how care would be managed for members in each risk stratification level.
As noted above, cur care coordination program design contemplates differences between members and member needs over time.  Our program matches the intensity of services we provide to our members’ clinical profiles and health needs, which vary member to member and, for a given member, varies over time. This level of stratification corresponds to the type and intensity of interventions (i.e., frequency, duration, scope) to be offered to help members manage chronic or acute conditions. This stratification allows WellCare to deploy critical case management resources to where member needs and opportunities to impact health outcomes are greatest.
	WellCare’s Care Coordination Program

	Risk Stratification Levels
	Description of How Care Will be Managed

	Case Management Acuity Level 1
	Each Level 1 member will be assigned a case manager who is a registered nurse, licensed clinical social worker, or mental health specialist depending on the member’s most significant needs. Case management will be primarily in-person/face to face and supplemented with telephonic outreach. Case managers will assess their health and develop a care plan aimed at stabilizing the member. The case manager will contact the member frequently, at least once a week, and actively assists with transition of care, appointments, referrals, transportation, forms, paperwork, and marshaling various health and social service providers. Because of the clinical profile, the case manager will review and revise the member’s care plan at least every two weeks or more frequently as needed.

	Case Management Acuity Level 2
	Each Level 2 member will be assigned a case manager who is a registered nurse, licensed clinical social worker, or mental health specialist depending on the member’s most significant needs. Members, who may have a combination of medical, social, and mental health needs, will be assigned a primary case manager who is supported by an interdisciplinary team.  Case managers will assess their health and develop a care plan aimed at reducing acuity level. 
Case management will be primarily telephonic but face to face interactions will occur. The case manager will contact the member at least once every two weeks and assist with referrals, transportation, and community-based services. The case manager will review and revise the member’s care plan at least every three weeks or as their health status changes.

	Case Management Acuity Level 3
	Each of these members is assigned to a primary health coach who will provide telephonic outreach and personalized education and link members to community-based programs (i.e., such as smoking cessation).  Health coaches have experience as a health coach, are appropriately trained for the scope of their roles and have clinical registered nurse oversight for issues escalation if a member has an acute health need that needs to be addressed.  Some health coaches have specialized training as diabetes educators, exercise physiologists or nutritionists. 
Case management outreach will be telephonic. Case managers will assess their health and develop a care plan aimed at maintaining or reducing acuity level. Their case manager will assists with referrals, transportation, and community-based services. Their case manager will review and revise the care plan at least once a month or as their health status changes or goals change.

	Case Management Acuity Level 4
	Case management outreach will be telephonic. Case managers will assess their health and develop a care plan in concert with the member, his or her providers, and care givers. The case manager will ensure that the member has information about public assistance programs for health and social services which would benefit them and to which they may be entitled. The case manager will contact them at least once a month to assess their status and progress against goals. The case manager will update the member’s care plan monthly or as their health status or circumstances change.


9.1.5  Member Identification
1.	Describe how you will identify members eligible for care coordination programs, including how the following strategies will be utilized:
       a.	Predictive modeling;
       b.	Claims review; 
       c.	Member and caregiver requests; and
       d.	Physician referrals.
WellCare’s Approach to Identify Members Eligible for Care Coordination Programs
Deployment of clinically-beneficial care coordination interventions requires effective methods of identifying at risk populations and individuals with impactable conditions. WellCare employs a robust, multi-dimensional, clinically-sound detection strategy to effectively identify members potentially eligible for care coordination. Our blended detection strategy, which leverages traditional administrative claims data mining methodologies with non-claims based identification methods, is well-suited to provide early identification of members who have or may potentially have special needs and may benefit from care coordination.
WellCare’s partnership with UnityPoint Health will provide additional insight into nuances like defining ‘impactable conditions’. Many times, this determination needs to be made through a person with clinical knowledge and a personal relationship with the member. By collaborating with WellCare, UnityPoint Health can help define members who fall into this category to maximize our focus on those who can be impacted by care coordination.  This will result in more rapid results for Iowa, demonstrating the success of this provider-payer partnership.
Identifying Members Eligible for Care Coordination Programs Through Predictive Modeling and Claims Review
WellCare has made significant investments in the development of our data-mining and predictive analytics model. Our innovative model uses sophisticated algorithms and comprehensive administrative claims data registries to prospectively and objectively identify members who have or may potentially have special needs. Our model considers a number of factors to identify the members at greatest risk and in need of case management. These factors include health risk, health care utilization, health care related costs, and impactability as well as age and physical and behavioral health factors. 
WellCare’s established process for identifying members potentially in need of care coordination assesses all active members using a scoring algorithm. The scoring is based on three primary drivers: clinical severity, utilization, and cost. On each member, each driver is processed separately based on a rolling 12-months of medical and pharmacy claim history. In addition to being assigned a score, members are flagged when specific conditions exist that are likely to be positively impacted through case management intervention. 
Our model leverages:
The nationally-recognized Chronic Illness and Disability Payment System (CDPS) model developed by the University of California, San Diego
A proprietary utilization and cost component model
Disease-specific identification algorithms
The data mining model we will deploy is population-based and integrates multiple sources of administrative data including medical, behavioral health, and pharmacy claims to identify members potentially in need of care coordination services. Because health risk is dynamic, WellCare will execute the model on a monthly basis, examining each claim from a rolling 12-month period. This Statistical Analysis System (SAS) model will classify every diagnosis code on a claim and assign a score based on the severity of the diagnosis. The diagnosis groupings are hierarchal so in circumstances where multiple conditions exist, the most severe grouping will be selected. The CDPS model also examines pharmacy utilization as a component of risk scoring. In addition to the diagnosis grouping, each member will be scored based on age and gender. A CDPS score will then be derived by summing the scores. 
In addition to the clinical severity portion of the model, WellCare also factors health care utilization and health care-related costs.
Utilization: This portion of the model will use a number of utilization indicators and apply a weighted count based on input from the clinical services team. The metrics to be tracked are hospital admissions, emergency room visits, PCP visits, specialty visits, acute admissions, home health visits, and rehab visits.
Cost: The cost portion will score each member based on their relative, normalized $PMPM as compared to the other members within their program. The cost component will evaluate inpatient, outpatient, and professional costs.
[image: ]
The three scoring components of clinical severity, utilization, and cost will each generate a score from 0 to 100; therefore, the maximum score a member could receive is 300. The scores from each model will then be normalized to a relative range from 0 to 100 to allow the scores from each component to be compared across models and combined for an overall score that is meaningful. The normalization process sets all outliers to a score of 100 and then sets all non-outlier data to a relative score between 0-100. 
WellCare will identify the physical and behavioral health conditions to be considered in identifying WellCare members for care coordination.  Initially, we will target conditions we know to be prevalent in the general population and aligned with the contract.  Over time, WellCare will modify the targeted conditions to reflect actual prevalence data among our population.  Examples of highly-prevalent, impactable conditions may include:
Physical Health Conditions 
AIDS/HIV
Asthma
Cerebrovascular Disease
Coronary Artery Disease
Congestive Heart Failure
Chronic Obstructive Pulmonary Disease
Diabetes
Gestational Diabetes
Hypertension
Specific Cancers
Epilepsy
Premature Births
Chronic Pain
Sickle Cell
Behavioral Health Conditions
Pervasive Developmental Disorder
Schizophrenia
Bipolar/Depression
Children with Special Health Care Needs
Once members are scored and flagged based on the condition-specific algorithm, they will be grouped based on their individual relative risk score, the higher the cumulative score the greater the health risk. This process of risk stratification allows us to effectively and efficiently identify at-risk members, those who have the greatest need for care coordination. This practice of identification and stratification allows us to prioritize the needs of our members against time and resources allowing us to coordinate care for the most complex members who are often missed or overlooked in uncoordinated health care delivery systems. 
Members whose scores are greater than 150 will be referred to case management where we complete a comprehensive assessment to confirm their health issues and then match the intensity of their needs with the intensity of case management services to develop a care plan with targeted interventions to mitigate their health impact.
We acknowledge that the aforementioned data mining and administrative data-based methods may provide low yield in Iowa initially given the lack of utilization and claims history, but we are confident the power of this tool will grow over time. Given this reality, however, WellCare will rely heavily on non-claims–based methods initially. These methods are described in the section that follows.
Identifying Members Eligible for Care Coordination Programs Through Other Channels
Data mining and risk stratification will be an effective way to identify members with the greatest need for care coordination. We will also rely on non-claims-based data identification methods including referrals and event-triggers (i.e., transitioning into a new care management organization, discharge from an inpatient facility, crisis call). These non-claims-based methods include:
	Non-Claims Based Identification Sources

	Referral Sources

	State-provided special needs codes on the 834 enrollment file

	State-provided reports (i.e., lead file, special health care needs file)

	Member or caregiver requests

	Providers

	Prior authorization

	Discharge and retrospective review

	Disease management

	Community program referrals (No wrong door e.g. AAA, ARC, day care centers) 

	Nurse Line and Crisis Line

	CommUnity Assistance Line

	Event Triggers

	Transition of care initiated by another care management organization

	Member completion of health risk screening – initially or annually (results from survey)

	Other

	WellCare reports (i.e., frequent emergency room utilizers, pharmacy usage)


Member and Care Giver Requests for Care Monitoring
Members, and their caregivers will be able to request care monitoring at any time. We will implement various channels for members and caregivers requests including:
Request through Member Services
Requesting through the 24-hour nurse advice line
Calling case management directly using a dedicated, confidential toll-free telephone number
Submitting a request through the member portal
Upon receipt of these referrals, our dedicated staff will outreach to the member to conduct a screening assessment.  Based on the findings for the screening assessment, the member will then be referred on to the appropriate team for disease management, care monitoring, or case management.
Initial and ongoing member education will be critical for ensuring members understand and avail themselves of the services.  Information about care coordination services, including an overview, how to use the services, eligibility, and how to request or opt out, will be prominently featured in our member handbook, in our quarterly member newsletters, and on our member portal.
Provider Referrals for Care Monitoring
To enable provider referrals, WellCare will establish a dedicated electronic mail address and toll-free telephone number.  These channels will enable easy, timely, hassle-free ways for providers to refer members for care monitoring.   Upon receipt of these referrals, our dedicated staff will again outreach to the member to conduct a screening assessment and then based on the findings of the assessment refer accordingly.
Based on our experience implementing Medicaid managed care in other markets, initial and ongoing provider education will be needed.  Upon implementation all providers will receive formal training about the various programs and services offered including care monitoring and the process of referring a member.  Additional information will be offered in the provider handbook, in the provider Quick Reference Guide, and on the provider portal. Ongoing education will be provided through the quarterly provider newsletter and specific communication campaigns. Going forward, newly contracted providers will receive the provider materials as well as new provider orientation training.  This valuable training program will educate them about the plan and its various programs including care monitoring.
When we receive a referral from a UnityPoint Health provider, we will have an augmented collaborative process to establish the need for care management and what resources our organizations can use to assist the member. For example, we will have already engaged in collaborative provider education and training programs with UnityPoint Health to define the types of members we can assist through this process.  Once a new referral is identified, we will begin by discussing the case with the appropriate UnityPoint Health primary care provider and establishing a process where both organizations optimize our resources to assist that member.  This collaboration and partnership will more rapidly identify members for referral to case management and bring an additional level of support and resources to assist them in successfully managing their health care.
Improving How We Identify Members For Care Monitoring
WellCare is continuously investing in our clinical services program including our medical management platform and predictive models. We have a number of significant enhancements planned in the future, which would be introduced in Iowa. Collectively, these enhancements will improve the speed at which we identify members for care coordination, 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. With respect to our data analytics and predictive modeling, we are planning to increase the frequency by which the predictive model is run to weekly to identify higher risk members more quickly.
We will implement Cave predictive models to identify members based on current needs and predictive likelihood of future hospitalizations or emergency room visits.  We will also implement use of lifestyle data, such as Experian, to increase sensitivity and specificity of predictive model and risk stratification.  We believe use of lifestyle data will also be a differentiator for our model.  In addition, we are implementing a number of automated business rules including rules to generate case management referrals from pre-determined procedure codes captured at the time of authorization to enable immediate identification of members potentially in need of case management.
UnityPoint Health also brings a series of predictive models that can enhance our identification of members for referral to care management.  WellCare of Iowa and UnityPoint Health will establish ongoing monitoring and collaborative sessions to constantly improve our identification protocols in line with new information, best practices, and experience from both a managed care and provider point of view.
9.1.6  Care Plan Development
1.	Describe in detail how person-centered care plans will be developed for each member.
WellCare will ensure each member eligible for the care coordination program has a person-centered care plan. Our approach to developing person-centered care plans will begin with the case manager reviewing administrative data (i.e., medical, behavioral, pharmacy data) as well as any previously completed screenings or assessments.  Once the case manager has established a baseline understanding of the member given available information, he or she will outreach to the member to complete a comprehensive assessment. 
For those members currently being served by UnityPoint Health providers, we will also leverage the relationship and information those providers bring to better understand the member’s needs before our initial contact.  This scenario will provide the most comprehensive view of the individuals needs and allow for a truly patient-centered care plan.
Care Plan Developmet Begins with Assessment
We believe the member’s, provider’s and family’s voice are essential to understanding the full clinical “picture” and creating engagement and an effective care plan. WellCare has adopted a ]variety of assessment instruments that allow us to capture these essential voices. We have general medical, obstetrical, and behavioral health instruments.  In addition, we have a supplemental pediatric instrument that is used in concert with appropriate comprehensive assessment instruments. 
WellCare will conduct comprehensive assessments in person or telephonically depending on the severity of the member’s condition and the member’s preference. Our assessments will address current clinical status including recent admissions and emergency room visits, a general body systems assessment (i.e., neurological, gastrointestinal, cardiovascular, urological, gynecological, obstetrical, dermatological, respiratory, orthopedics, endocrine, and sensory), medication use, clinical history, social determinants of health (i.e., language, literacy, living arrangements, support system, access to food and utilities), activities of daily living, nutrition, medical team, medical and social services provided, a condition-specific assessment for those with asthma, diabetes, HIV/AIDS, or sexual transmitted diseases, depression, mental health and substance use, to define the specific risk factors, member’s health care-related goals and readiness to change.
Engaging Members, Providers and CareGivers in Development of Individualized Care Plans
During the assessment with the member, the case manager will identify the providers and individuals in the member’s support system including family, friends, and community workers that should be consulted with the member’s permission in the development of the care plan. WellCare’s case manager will then facilitate completion of the care plan collaboratively with the member and his or her caregivers and in consultation with the member’s providers.  
Establishment of Care Plan Objectives
The member’s care plan will serve to document and communicate the goals and objectives of the member’s care plan while organizing clinical interventions and activities in a way that is easy for members, providers, and caregivers to understand. The care plan will also facilitate seamless transitions between care settings, create a communication plan with members and providers, and allow for monitoring to ensure the member is receiving recommended care.  The case manager will use the care plan to document the member’s personalized and prioritized health-related goals along with the related diagnosis or problems and barriers or contributing factors the member and others have identified. The case manager will also use the care plan to document actions or interventions needed to address the member’s medical, behavioral health, functional, and support needs as well as target dates. These actions and target dates will be defined by the member and those consulting in the development of the care plan. The member’s care plan will allow the case manager to identify resources to be utilized and appropriate levels of care, planning for coordination of care including transitions and transfers, and collaborative approaches to be used. 
In accordance with state requirements and policies and procedures, our case managers will facilitate identification and documentation of objectives and actions that are based on evidenced-based clinical practice guidelines and criteria and emphasize prevention, continuity of care, and coordination of care. They will include specialized provider care and member education. Objectives and interventions will be measurable, achievable, and prioritized based on the individual member’s needs. Case managers will ensure member-specific care plans include the following:
Use of clinical practice guidelines
Use of transportation, community resources, and natural supports (e.g. friends, family, neighbors, acquaintances, co-workers, volunteers, peers, church members)
Specialized physician and other practitioner care targeted to meet member’s needs
Member education on accessing services and assistance in making informed decisions about care
Priorities based on the assessment of the member’s needs that are measurable and achievable
Emphasis on prevention, continuity of care, and coordination of care advocating for and linking members to services as necessary across providers and settings
Reviews to promote achievement of case management goals and use of the information for quality management assessments
Once documentation of the member’s care plan is complete, the case manager will share it along with the case management introduction letter with the member and all providers involved in the member’s care. The member will be encouraged to review the care plan and will be informed that the care plan is available for their review any time upon request. Care plans will also be made available electronically through the member and provider portal as well as My WellCare the WellCare mobile application for Smart devices.
2.	Describe how the care plan development process will be individualized and person-centered.
An individualized care plan is developed in collaboration with the member based on information gathered through assessment of the member’s status to address medical, behavioral, socio-economic, and functional needs of the member.  The member or legal guardian, authorized representative, caregiver, and PCP is consulted in the development of the care plan.  
The care plan includes information on actions or interventions.  The Case Manager develops a care plan for each member which includes: 
Prioritized goals that reflect member’s or caregiver’s preferences and involvement
Self-management plan
Schedule for follow-up
Identification of barriers
Process to assess member progress
Based on the member’s specific needs the care plan also identifies resources to be utilized and the appropriate level of care. Team members of the ICT often facilitate referrals to other providers as part of member’s benefits for care coordination. Planning for coordination of care including transitions and transfers are also important aspects of service delivery. The individualized care plan identifies how and when ICTs follow up with a member after referral to a health resource or community service provider.
Members’ health statuses may fluctuate moving between levels of care as new situations arise, such as hospitalizations, catastrophic events, changes in caregiver support or housing. Each significant event impacting member’s health and quality of life triggers reassessment and care plan updates. Thus, the care planning process is continuous and involves ongoing monitoring of member’s needs. The efficacy of care plan’s interventions is evaluated as part of member’s assessment and care planning processes.
Case Managers participate in ongoing training programs that include an emphasis on person-centered care planning to ensure that the care plan is inclusive of all member’s care needs and goals and that it is developed in collaboration with the member.
3.	Describe how the care plan development process will incorporate findings of the initial health risk screening, comprehensive health risk assessment, medical records and other sources.
Case Managers through review of the initial HRS identify health diagnosis, member concerns or need for additional assistance/referral.  The Case Manager uses this information along with the Comprehensive HRA to begin the process of developing the care plan. Medical records from the PCP or specialist, care plans (PT, OT, and BH) can identify additional areas of need for the member. 
Together with the member, individuals are identified that will be part of the ICT.  The ICT can include the PCP/specialist, Behavioral health specialists, advocates, family, caregivers, schools and social workers who will assist the member and Case Manager. Through information obtained from the ICT,  the initial HRA, Comprehensive HRA, medical records, claims history and state data, the Case Manager shall ensure a complete care plan of the member’s medical, behavioral, social and functional needs.

4.	Submit a sample care plan for each proposed risk stratification level.
A sample care plan for each proposed risk stratification level is included as: 
Attachment 9.1.6 Sample Care Plan Level 1
Attachment 9.1.6 Sample Care Plan Level 2
Attachment 9.1.6 Sample Care Plan Level 3
Attachment 9.1.6 Sample Care Plan Level 4
5.	Describe how you will ensure that there is a mechanism for members, their families and/or advocates and caregivers, or others chosen by the member, to be actively involved in the care plan development process.
WellCare Case Managers are responsible for promoting the coordination and continuity of care by serving as a common link between the member, member’s family, PCP/other providers, community organizations and other departments in the development of a holistic care plan.  The Case Manager is also responsible for ensuring the member/member’s family is fully informed and engaged throughout the process.  
WellCare encourages members to involve family members and other advocates or supports to participate in their care planning activities by inviting family members, advocates and supports to ICT meetings.  The member may prefer that the Case Manager extend the invitation to participate and in such cases, the Case Manager, with the permission of the member, will reach out to the family, advocates and other supports to include them in the ICT. 
If the family members and advocates are not available to engage in the care planning process, the Care Manager will periodically make contact with them with the member’s permission to update them about the member’s care plan and to identify any additional needs.
WellCare of Iowa also advocates for assigning members to Primary Care Medical Homes (PCMH) if possible.  The partnership with UnityPoint Health brings a comprehensive PCMH network and experience in successfully implementing these programs in Iowa.  There are certain requirements already enforced for care plans associated with members assigned to a PCMH.  We will continue to abide by those requirements for those members assigned to a PCMH through the partnership between UnityPoint Health and WellCare of Iowa.
6.	Describe how you will identify other caseworkers to be included in the care plan process and how services will be coordinated to avoid duplication and/or fragmentation of services.
During the Comprehensive HRA, the Case Manager, with the member’s input, outreaches to individuals that will become the member’s person-centered ICT.  The ICT may include but is not limited to the following care team members:  member or caregiver, PCP/specialists, case manager, case manager supervisor, social worker, medical director, community advocates and those identified by the member to participate.  
During each assessment, reassessment and care plan updates, the Case Manager will interact with the ICT to ensure a complete and comprehensive care plan that avoids duplication and fragmentation of services. 
The Case Manager acts as the primary point of contact for the ICT and is responsible for all communications to members of the ICT, including updating any changes in member health status via the care plan.  The ICT works together to meet goals directed by the member and established with the member’s Care Plan.  Below is an example of a successful ICT intervention from our Staywell Plan in Florida.
The goal of care coordination is to decrease fragmentation of health care service delivery, facilitate appropriate utilization of available resources, and optimize member outcomes through education, care coordination and advocacy services for the medical or behavioral health compromised populations served. We will accomplish this by:
Maximizing the identification of members that can benefit from the Care Coordination Program services and further maximize the number of these members managed in the program.A 13-year old Staywell member was recently diagnosed with scoliosis and had been scheduled for surgery.  Her surgeon told the member’s mother that she would need at least a week in the hospital to recover. A Staywell community health worker contacted the member’s mother and found that she was worried because the surgery had to be performed at a children’s hospital located about an hour and a half from their home.  She did not have reliable transportation or the financial means to afford food and lodging during her daughter’s recovery.
The Staywell community health worker secured transportation for the member and her mother through the health plan’s transportation vendor and connected the member’s mother with the local chapter of Ronald McDonald House.  The Ronald McDonald House provided a private bedroom and meals during the recovery at no cost to the member.  The Staywell community health worker also contacted the hospital and secured food vouchers for the mother to use at the hospital cafeteria while she was visiting with her daughter.

Enhancing member safety, productivity, satisfaction and quality of life
Developing a person-centered Interdisciplinary Care Team, led by the Case Manager that engages all member care planning and assessment activities
Coordinating care services utilizing evidence based clinical practice guidelines
Identifying and eliminating barriers to care and wellness
Ensuring and facilitating access to quality health care
Offering education and information on available resources, clinical topics and access to services and qualified health care professionals
Empowering informed members to be independent advocates for self-management of care needs
Maintaining cost effectiveness in the provision of health services
Improving quality HEDIS® measures and reduce care gaps 
Recognizing diversity of our population and provide care  in a culturally sensitive manner
Improving access to affordable care
Improving access to preventative health services
7.	Indicate how you will ensure that clinical information and the care plan is shared with the member’s PCP (if applicable) or other significant providers.
During the comprehensive assessment with the member, the case manager will identify and document the member’s primary care providers as well as any other significant providers supporting the member’s care. Once documentation of the member’s care plan is complete, the case manager will fax it along with the case management introduction letter with the member and all providers involved in the member’s care. Care plans will also be made available electronically through the member and portal as well as MyWellCare, the WellCare mobile application for Smart devices.
WellCare will be deploying enhancements to our medical management platform in the future.  One of the most significant enhancements in development pertains to the care plan and provider engagement. Care plans, will be integrated into the member’s record in the medical management platform.  WellCare will send the members of the integrated care team an electronic notice which includes a single use URL which will enable the ICT team members, including the PCP or other significant providers, to access the member’s care plan directly in the medical management platform.  This feature will then allow the provider to review, update, and sign the member’s care plan.
8.	Describe how cultural considerations of the member would be accounted for in the care planning process and how the process will be conducted in plain language and accessible to members with disabilities or limited English proficiency.
WellCare understands the importance of cultural competency and its potential for enhancing quality of care, member satisfaction and health outcomes. Cultural competency’s reach extends beyond sensitivity to country or origin, race, religion and ethnicity to including protecting the rights and dignity of persons with disabilities and other special health care needs. Cultural competency also extends beyond specific programs and policies, it is an integral feature of how WellCare does business on a daily basis. 
UnityPoint Health also has a comprehensive training and education program for providers and staff related to cultural competency. This program helps providers and staff understand how social determinants of care can impact their success as health care practitioners and provides them with tools on how to uncover those social issues. Through the UnityPoint Health and WellCare of Iowa partnership, we can identify and address those issues sooner so we more rapidly achieve improved health outcomes.  
We know that from direct experience that:
Some of our members have limited proficiency with the English language.  This includes member whose native language is English but who are not fully literate
We have members with disabilities or cognitive impairments that impede their communication with  WellCare and using health care services
Some of our members come from other cultures that view health-related behaviors and health care differently
We have members from ethnically, racially and economically disadvantaged segments of society that have faced longstanding barriers to good health and thus exhibit disproportionately high rates of certain diseases
WellCare is committed to ensuring that its staff and its provider partners, as well as its policies and infrastructure, are attuned to meeting the diverse needs of all members, especially those who face these challenges. Cultural competency is a key component of WellCare’s continuous quality improvement efforts. We expect to realize tangible gains in member satisfaction and health outcomes.  
Throughout the care planning process, the Case manager and members of the Care Coordination Team will identify members that may have cultural, linguistic or disability-related barriers from which alternative communication methods are needed.  They will utilize culturally sensitive and appropriate educational materials based on the member’s race, ethnicity, and condition of disability or primary language spoken. The Care Coordination team will ensure that resources are available to overcome the language and communication barriers that exist in the member population and make certain that providers care for and recognize the culturally diverse needs of the population. 
Diversity and Inclusion
In addition, WellCare maintains a comprehensive Diversity & Inclusion program. 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
Program Elements
In support of a broader D&I program, WellCare embarked on a workforce innovation initiative in 2013. WellCare’s 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 Programs – 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 Results
Based on the assessment date, WellCare created 4 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, etc.
Started with 6 associates in 2014.
Four of the original 6 promoted to full time within six months.
Total CommUnity Liaison team grew to 32 people with four team leads hired in 2014 all of whom have advanced degrees.
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 11,000+ people.
Social Service Database
Researched and Catalogued 65,000 community-based resources (programs and services) including 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.
9.	Describe how the proposed care plan process will include a system to monitor whether the member is receiving the recommended care.
Monitoring Care Plan Activity and OutcomesCare plans are dynamic and change as members’ goals and health status change.

Once the case manager has documented the care plan, the case manager will facilitate regular discussions with the member, authorized caregivers, and providers to monitor care plan activity and outcomes. During these reviews, the case manager will ensure the timely provision of services, facilitate referrals and appointments to specialists, and actively link the member to providers, medical services, residential, social and other support services or resources appropriate to the needs and goals identified in the care plan. The case manager will review the member’s care plan as frequently as indicated by the target dates to ensure activities/interventions are completed by the established time frames and the member is making progress in the achievement of goals. The case manager and member will also evaluate the need for new goals or activities. In addition, the case manager will engage in interdisciplinary “rounds” where members’ care plans will be discussed among WellCare’s clinical team which will include a cross-section of physicians, nurses, and social workers. 
The rounds will provide an opportunity for case managers to share care plan activities and outcomes with other clinicians, including those outside of their core of practice.  Doing so will ensure a comprehensive, balanced, effective care plan and include linkages to appropriate services.  All of the activities and resulting interventions will be documented in the care plan and as they are revised they will be redistributed to the member, caregiver, and providers. All case management activities and communications related to the development and maintenance of the member’s care plans will also be clearly documented in our medical management platform.
UnityPoint Health also engages in active monitoring of the success of their care plan execution.  Through this partnership, WellCare of Iowa and UnityPoint Health will engage in a short-term process that eliminates duplication in monitoring success while making sure all members of the care team have the data they need to monitor success.  In the long-term, we are examining more technological integration between our IT Platforms so we can share care plans and outcomes on a more real time basis so our follow up with members is more proactive leading to more rapid and dramatic goal achievement.
Ensuring Care Plans Are Revised
Because individual health is dynamic, care plans must be dynamic as well. WellCare will require that case managers review care plans with members and providers at least monthly, more frequently if warranted based on the member’s clinical condition. If the member’s clinical status or circumstances change, the case manager will be required to collaborate with the member, his or her caregivers, and the integrated care team, if applicable, to modify or update goals, objectives, problems, actions, and target completion dates. All changes will be documented through our medical management platform and then distributed to the member and associated providers promptly.
9.1.7  Tracking and Reporting
1.	Describe how you propose to track and report on care coordination programs and share care coordination information with the member, authorized representative and treatment providers.
The WellCare clinical documentation is utilized to assess, screen and coordinate care for the members managed.  The assessment tools used collect and assist in identifying the medical history, medical conditions along with the medications and treatments the member is receiving.  The screening tools used identify psychosocial and behavioral needs along with ability of the member to manage their care needs in their home.  The collection of the assessment and screening data enables the Care Coordinator to develop a member centered care plan.  The care plan will serve as the primary tool for all care coordination efforts with and on behalf of the member.  The member or member’s caregiver is asked if they would like a copy of the Care Plan to be mailed to their home and notified that the care plan will be shared with their providers.   The provider is faxed a copy and requested to review the care plan and offer any input for enhancements with the care plan.
Throughout the care coordination program the care plan serves as the tool to track the updates for the progress and completion of care goals.  Additionally, the Interdisciplinary Care Team (ICT) is the primary means of collaboration between both the members and providers.  The discussion of the care plan occurs with the ICT team meeting which consists of communication with a Primary Care Provider, specialist, additional providers and member. The tracking of care coordination programs such as LTSS may be done using the Care plan. 
The audit for compliance with NCQA documentation standards are conducted for each Care Coordinator monthly with a sample size of three or more records to ensure the member’s care needs are identified and addressed with review of the member call, assessments, screenings and care plan or care plan.  The audit of records verifies the completion of the sharing of the care plan with the member and the providers and documentation of all ICT meetings.
2.	Describe the system that you will use to integrate and share information about members in order to facilitate effective care coordination
WellCare offers an integrated MMP to provide a comprehensive view of member management between the Care Coordination Team and Utilization management Team.   A clinical entry may be written, viewed and shared by the Care Coordinator to communicate directly with the utilization department. The utilization department uses clinical notes to communicate directly with the Care Coordinator managing the case.  The Information shared includes but is not limited to authorizations, admissions, social situations, community resources involved and member preferences. Information may also be presented to the plan medical director if assistance is needed.
Beginning in July 2015, WellCare will implement web portal enhancements including the use of the Johnson & Johnson “Healthy Lifestyles Screening.”  This screening tool is interactive and shares data and educational information in response to the answers to the screening questions.  An example, might include the response to a question of a member’s level of exercise and the benefits of various types of exercise to improve conditions of Arthritis, Diabetes or Coronary Artery Heart Disease. Additionally, this enhancement will utilize the Johnson & Johnson Healthy Lifestyles Screening tool to meet the new Member 8 NCQA standards.
9.1.8  Monitoring
1.	Describe your care coordination monitoring strategies.
WellCare is focused on continuous quality improvement for our Care Coordination Programs which is demonstrated by monthly audits, analysis of results and staff refresher training for findings which address known opportunities for improvement.  The audit procedure focuses on a comprehensive clinical chart review and review of the recorded member call to validate the adherence to meeting member’s needs and NCQA audit tool criteria.  The target score for all Care Coordinators is a monthly average score of 90 percent and above for these audited charts.  
Additionally, the review of the Care Coordinator Team performance in program metrics will include but is not limited to referrals, members enrolled in program, volume of calls and coordination efforts for the member, and key utilization metrics to improve the member’s visits to a primary care provider, pharmacy adherence and completion of preventive care measures appropriate for the member. 
2.	Describe how case specific findings will be remediated.
Results of internal and external audits are reviewed with care coordinators in regularly scheduled one on one meeting held with their Supervisors.  The case specific findings are discussed to identify strengths, successful interactions with members, challenges faced by their members and opportunities for improvements in performance. At a minimum, the team is evaluated quarterly with individual and program-wide findings.  Then, the audit findings are used to address staff learning needs with focused training to ameliorate the gaps.  The refresher classes are provided quarterly to address program-wide training needs.
9.1.9  Reassessments
1.	Describe in detail your process for reviewing and updating care plans.
The care plan is reviewed and updated with each member interaction at a minimum of every 30 days.   The care plan updates are intended to capture any changes in condition, discussions which occur at each ICT meeting and upon discussions with the member or the member’s physician regarding care.   
The use of the care plan or care plan is to employ a dynamic document to review the member-focused goals, interventions, barriers and outcomes measured to the goals with adjustments to the care plan as needed.  A team approach will be employed to manage or co-manage the member when appropriate with Behavioral Health, Waivers or LTSS needs.  The care plan is shared upon updates with the provider for comments and adjustments as deemed necessary.  
Finally, at the conclusion of a call, the Care Coordinator will discuss the interval for a next call with the best date and time to contact the member.  Our members will be provided with up to 3 call attempts to reach the member and upon contact with the member, the care plan will be used to direct the call to assess the progress and barriers present with the necessary updates provided to the care plan documentation.   
2.	Describe the protocol that you will use for re-evaluating members to determine if their present care levels are adequate.
Upon each interaction with a member, caregiver, or provider, the capture of new or revised findings will prompt updates to assessments, screening or the care plan.  The review of the member’s current health status does create changes to documentation of relevant assessment and screening tools and requisite changes made to the care plan is used in evaluating members to determine if present care levels are adequate.   Members are routinely re-evaluated to determine their current level of care by reviewing these findings of changes in condition, and the current need for transition of care, re-admission risks, and services needs for Outpatient home health, Durable medical equipment or changes in medications.
The contact frequency for a member is based upon the member’s needs, condition or unique contractual requirements to meet the care needs of the member.  Additionally, members are offered assistance to make appointments with health care providers, how to use our HealthConnections program for community resources, transportation, access to the 24/7 nurse line along with the contact information for their assigned Care Coordinator to call at their convenience.  
3.	Indicate the triggers which would immediately move the member to a more assistive level of service.
A sample of manual to automated triggers which would move a member to a higher level of service would include but not be limited to admissions, emergency room visits, admission to a sub-acute facility, a change in condition resulting in a reduced capacity to self-manage activities of daily living, and interruption in community services.
The complex member including a LTSS member would be assessed at each interaction to screen for risks of falls, ER, physical or mental abuse, Behavioral Health issues, i.e. Alcohol abuse, change in care levels from home to a Skilled NF or any change in physical address.  The Care Coordinator would review any automated record updates to indicate changes in health needs including: Hospital admission, readmission, ER visits, new or change in diagnosis, i.e. Diabetic changes in medication, and Lab values including an elevated lead level.



SECTION 10 – QUALITY MANAGEMENT AND IMPROVEMENT STRATEGIES
Please explain how you propose to execute Section 10 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.  
WellCare is committed to ensuring that our members have access to quality care and services. We continuously monitor our provider network, member and provider satisfaction and program and plan operations to identify opportunities for improvement. Our Quality Improvement Program is the responsibility of every associate on our team and reflects our total commitment to improving the health and well-being of our members.  
The Institute of Medicine (IOM) defines quality in health care as a direct correlation between the level of improved health services and the desired health outcomes of individuals and populations.[footnoteRef:1]   With consumers demanding greater accountability in service delivery and the cost of care continuing to rise, it is imperative that health care organizations review how they deliver care or how their systems work together to ensure a positive experience for patients.  Quality improvement can be viewed from four perspectives: [1: The Institute of Medicine of the National Academics.] 


From this perspective it is clear that quality improvement requires an examination of every system or process that touches, directly or indirectly, the patient.
10.1  Contractor Quality Management/Quality Improvement Program
1.	Describe your Quality Management and Improvement Program, addressing all elements outlined in Section 10.1.2. Include how you will monitor, evaluate and take effective action to identify and address any needed improvements in the quality of care delivered to members.
WellCare’s mission is to enhance our member’s health and quality of life. We will partner with providers, the Iowa Medicaid Enterprise and community health organizations to provide quality, cost-effective health care. One of the ways we do this is through our comprehensive, systematic and continuous Quality Improvement Program (QI Program).  
The purpose of WellCare’s QI Program is to:
Monitor and evaluate the quality, appropriateness, accessibility, and availability of safe and equitable  medical, behavioral health care, LTSS, health home and social services
Identify and implement strategies to improve the quality, appropriateness and accessibility of member health care 
Facilitate organization-wide integration of quality management principles
Our QI Program applies to all member demographic groups, care settings, and types of services – clinical and non-clinical. The QI Program reflects a continuous quality improvement (CQI) philosophy and mode of action. Through our annual QI Work Plan, we identify specific activities and projects to undertake and develop specific performance measures to evaluate the projects. The annual QI evaluation describes the effectiveness of the projects by using a defined set of clinical and service performance goals both quantitative and qualitative analysis and prior years trending as appropriate. The evaluation process includes monitoring of quality of care interventions and outcomes through HEDIS® measure reviews, external quality review studies, and periodic medical record reviews for chart maintenance, documentation legibility, disease management compliance, continuity and coordination of care and information security. The annual evaluation describes the overall effectiveness of the QI Program.
WellCare of Iowa’s mission is to 1) enhance our members’ health and quality of life; 2) partner with providers and the state to provide quality, cost-effective health care solutions; 3) create a rewarding and  enriching environment for our associates; and, 4) coordinate Managed Long Term Services and Supports and Behavioral Health to eligible members.  
Authority
WellCare of Iowa’s Board of Directors (the “Plan Board”) is the governing body of the health plan and is responsible for the general oversight and strategic direction of the Quality Improvement (QI) Program.  The Plan Board has ultimate accountability and responsibility for the quality of health care and other services rendered to WellCare of Iowa members. In association with oversight responsibilities, the QI Program Description is reviewed by, and subject to the approval of WellCare’s Board.   The Plan Board provides strategic direction, ensures that the program is incorporated into all operational aspects of the health plan and delegates activities as appropriate.  The Plan Board meets not less than quarterly to, among other things, evaluate and provide feedback on the activities of the QI program.  On an annual basis, the Plan Board reviews and  approves the QI program description, work plan and annual evaluation as part of its role overseeing the effectiveness of QI processes and to help validate that members are receiving appropriate, cost-effective, high quality care. The Board generally delegates the following responsibilities:    
Overall oversight of the day-to-day operations of the QI Program to the director of quality improvement, with support from the corporate vice president, population outcomes, and the WellCare of Iowa medical director
Authority to approve specific plan QI activities, (including monitoring and evaluating outcomes, overall effectiveness of the QI Program, and initiating corrective action plans when appropriate) to the Quality Improvement Committee (the QIC) 
Implementation of the plan’s utilization management program (the UM Program) to the Utilization Management Medical Advisory Committee (UMAC), a sub-committee of the QIC
Review and comment on the plan’s quality improvement activities, policy and operations changes; Member Handbook, member educational materials, recommendation of community outreach activities, and Plan policies that affect members to the Quality Improvement Committee (the QIC)  
The Quality Improvement Program Committee Organization Chart is shown in response to Question 5 that follows.

Quality Improvement Committee (QIC)
The Quality Improvement Committee (QIC) is the centralized body responsible for integrating QI throughout the organization and overseeing the QI program. The QIC reports directly to WellCare’s Board of Directors. The QIC chairperson is WellCare’s full-time Medical Director. The QIC confirms that both clinical and non-clinical quality improvement processes are in place and works effectively to improve quality; provides recommendations for improvement; and oversees the design, study questions, implementation, and evaluation of all performance improvement projects. The QIC meets at least four times per year and is tasked, in part, with: 
Demonstrating corporate commitment to quality care and ongoing QI activities
Ensuring that QI measures are integrated throughout the QI program
Providing a forum for the review, revision, and approval of quality-related policies and procedures, guidelines and standards
Publicizing findings to appropriate staff and departments within WellCare
In our experience, having representation from all operating divisions is essential to incorporating quality throughout the organization. To ensure the QI program is integrated into all departments, QIC committee members include representatives from the market and corporate departments listed:
Chief Executive Officer or Chief Operating Officer for market
Medical Director for market (chair)
Health Services  
Quality Improvement 
Product Operations
Regulatory Affairs
Market Compliance
Network Management
Grievance & Appeals
Member Services
provider Services
provider Operations
Claims
Human Resources
Behavioral Health
Utilization Management
Case Management
Long Term Services and Support
Pharmacy
Scope
The QI Program is comprehensive, systematic and continuous, and provides a review of the entire range of clinical and non-clinical care and services provided by WellCare of Iowa and its network of providers. Our program includes all demographic groups, care settings, and types of services afforded to Medicaid members, including those with special health care needs, behavioral health and Long Term Services and Supports (LTSS). Our successful quality program activities have a beneficial impact on health outcomes, member satisfaction, and member choice in determining health care settings. Key areas of focus include, but are not limited to the following:
Quality of Care and program services
Member access to care including provider network adequacy and availability
Integration of physical, behavioral and LTSS services
Member and provider satisfaction including grievances and appeals
Monitoring, tracking, and reporting performance
Care coordination, care or case management and disease management
Utilization management 
Each QI process is continually improved by analyzing and deploying strategies to ensure consistency across the enterprise, thus becoming more efficient and effective. The Plan-Do-Check-Act (PDCA) method of Continuous Quality Improvement (CQI) is utilized throughout the organization. Under the PDCA approach multiple indicators of quality of care and service are reviewed and analyzed against benchmarks of quality clinical care and service delivery. When variations are noted, root cause analysis, action plans and re-measurement occur to ensure progress toward established goals.
The QI Program reflects a CQI philosophy and mode of action.  Continuous quality improvement processes identified in the QI Program Description, Work Plan and Annual Evaluation are approved by the applicable Committees and conducted to accomplish identified goals. The QI Program Description defines program structure, accountabilities, scope, responsibilities, and available resources.  
See Attachment 10.1-Draft Iowa Quality Improvement Program Description for 2016.
QM/QI Program Resources
WellCare has long understood that quality improvement is a continuous process that must pervade all levels of our organization to be successful. WellCare’s top organizational leaders, including the Board of Directors (the “WellCare Board”) and CEO of WellCare Health Plans, Inc., address quality improvement at a macro level setting direction and goals for the organization as a whole.  At the same time, WellCare’s state plans, including WellCare of Iowa, maintain active oversight of regional and local level efforts targeted toward improving quality at product, contract, and enrollee levels. The WellCare Board has clear oversight of all quality improvement activities within our company, working in partnership with our CEO and our state plans to review monthly reports and obtain updates on QI goal achievement. WellCare’s CEO is accountable for ensuring that that our corporate and health plan level QI programs have the resources, equipment and personnel required to maintain and support our enterprise-wide QI programs.
Quality Program Leadership
The Medical Director for Iowa will support and oversee the development, implementation, and evaluation of all clinical aspects of the QI Program as outlined in this document. The Medical Director serves as the clinical leader, guiding activities and consultatively engaging providers in the QI program, provides clinical oversight of accreditation efforts and compliance with state and federal regulations. Additionally, the Medical Director chairs the WellCare of Iowa’s UMAC, QIC, and Credentialing Committees. The Medical Director will report to the WellCare of Iowa President and is responsible for:
Overseeing the implementation of the clinical aspects of the QI Program
Continuously acting to improve the overall effectiveness of the QI Program
Overseeing appropriateness and effectiveness of clinical care provided by the Plan
Providing final approval or denial of specific health care services to members
Overseeing the development of medical policies relative to necessity, access, and availability of service
Actively participating in clinical quality improvement committees and reviewing findings
The Director of QI has overall accountability for the day-to-day operations of the QI Program, including acting as primary liaison with the state client in the deployment of various contract-required quality initiatives. The Director of QI integrates, coordinates, and manages the overall QI operations of the Plan incorporating enterprise-wide initiatives as appropriate. In addition, the Director of QI promotes consistency in the Plan’s QI activities and serves as the resource person for quality issues, clinical indicators and other quality related actions. The Plan’s QI Department may consist of QI Manager(s), QI Coordinator(s), QI Analyst(s), QI Project Manager(s), QI Behavioral Health Project Manager(s), QI LTSS Project Manager(s), QI Specialist(s) who are Registered Nurses and Clinical HEDIS® Practice Advisors.  These personnel collaborate with associates in each clinical and administrative department to evaluate quality of care and identify opportunities to implement interventions which improve the health care services delivered to our members. Functions of the QI Department staff include, but are not limited to, prioritizing problem areas for resolution, designing strategies for change, implementing improvement activities and measuring the success of interventions. 
The Vice President of Population Outcomes is responsible for the development, coordination and implementation of operational quality strategies and initiatives that are relevant and meaningful indicators for monitoring and evaluating the quality and appropriateness of care/service across the continuum of care. He/she provides leadership and direction to the quality management teams in each Medicaid state to ensure that the organization’s strategic plan is translated into realistic and cost-effective tactical goals and that plans for action  guarantee clinical and operational performance objectives are met or exceeded. Organization-wide understanding, communication, and coordination are promoted to produce alignment in the centralized and decentralized quality improvement processes. The Vice President of  Population Outcomes works to improve organizational quality scores by leveraging knowledge of best practice interventions, developing pilot programs and modeling successful programs for application in all Plan markets. This individual also deploys sound data collection techniques and establishes reporting systems and controls to ensure compliance with company, regulatory and state contract requirements. The Vice President of Population Outcomes reports to the Chief Medical Officer.
Compliance with 42 CFR 438 Subpart D
WellCare’s QI program is in full compliance with 42 CFR 438 Subpart D. At a minimum, our comprehensive program:
Provides an annual work plan that identifies the strategies we will use to assess and improve the quality of services and appropriateness of care to our members including members with special health care needs
Obtains input from members and providers in developing strategies and evaluating the quality of care
Includes plans for periodic reviews—external and internal—of our services and programs 
Includes policies and procedures that sets time frames for authorization decisions and guides our decisions for service limits including authorizations and service denials
Establishes standards for assessing member and provider relationships, care planning, access to care including access to specialists, adequacy of provider networks , service availability, grievance and appeals systems and care coordination
Conducts performance improvement projects that focus on clinical and non-clinical areas and measure plan performance, implements system interventions, and evaluates the effectiveness of the interventions
Creating an Annual and Prospective Five Year Wrok Plan 
WellCare of Iowa will create an annual and prospective five year QM/QI work plan that sets measurable goals, establishes specific objectives, and identifies the strategies and activities to be undertaken, monitors results and assesses progress toward the goals.
WellCare quality improvement activities and performance measures will be reviewed, evaluated, and revised as outlined in the QI Program Description. This evaluation includes trended data (where available) and analyses of impact on clinical care and service delivery. Strengths, weaknesses, barriers and opportunities for improvement will be considered during the process to assess the overall effectiveness of the Quality program in improving care and services provided to WellCare members.
The QI Work Plan (annual and prospective 5 [five] year plan) will identify specific activities and projects to be undertaken by the Plan and the performance measures to be evaluated throughout the year and trended over the 5 (five) year plan. Work plan activities align with contractual, accreditation or regulatory requirements and identify measurements to accomplish goals. Examples that would be able to be trended over the 5-year prospective plan would be:
HEDIS® data and rates specific to the Iowa Healthiest State and Wellness Program initiatives and inclusive of performance measures required,
CAHPS data and rates specific to Iowa members experience with the plan,
Results of the Iowa Participant Experience Survey for members receiving HCBS service,
EPSDT trending over time – specific to the measures included as part of the program:
Medical History
Developmental Assessments
Physical Assessments
Diagnostic Assessments to include at a minimum; Vision, Hearing and Dental (for non- carve out) screenings
Preventive Care and follow up treatment;
Nutritional Assessment
Lead Risk Assessment
Immunizations
Medical Record Review requirements are performed annually and coincide with the recommendations on standard documentation for all WellCare providers.  The review is state specific, by market and line of business, and includes items such as: HIPAA form requirements; advance directives/living wills; domestic violence screenings; EPSDT screening requirements; Adult preventive screenings; immunizations; and state specific contract required documentation    
Metrics aligned with Iowa’s State Innovation Model (SIM), including but not limited to primary care provider performance metrics  from the 3M Treo Solutions Value Index Score (VIS) measures consistent with the CMS and the State of Iowa’s Triple Aim of: 1)  improving population health; 2) enhancing  the patient care experience; and 3) reducing the per capita cost of care. 
WellCare monitors the progress on meeting the benchmarks and goals in the Annual QI Evaluation and makes adjustments and revisions as needed based on the results. The annual QI evaluation describes the level of success achieved in realizing set clinical and service performance goals through quantitative and qualitative analysis and prior years trending as appropriate. The annual evaluation describes the overall effectiveness of the QI Program by including:
A description of ongoing and completed QI activities and projects
Trended clinical care and service performance measures as well as the desired outcomes and progress toward achieving goals
An analysis of accomplishments in the quality of clinical care and service
Current opportunities for improvement with recommendations for interventions
Each QI process is continually improved by analyzing and acting to ensure consistency across the enterprise, thus becoming more efficient and effective.  The Plan-Do-Study-Act (PDSA) method of CQI is utilized throughout the organization.  Under the PDSA approach multiple indicators of quality of care and service are reviewed and analyzed against benchmarks of quality clinical care and service delivery.  When variations are noted, root cause analysis, action plans and re-measurement occur to ensure progress toward established goals.
Physical Health, Behavioral Health and LTSS Integration
WellCare has an integrated model of care incorporating physical health, behavioral health and Long Term Services and Support to create a “whole person” view of our members. The QI program is comprehensive, continuous and provides for the review of the entire range of services including those provided to members with Behavioral Health and Long Term Services and Support needs. Our program addresses the quality of clinical care and non-clinical aspects of service, including LTSS and behavioral health that can be expected to have a beneficial impact on health outcomes, member satisfaction, and member choice in determining health care settings. For members with LTSS needs, particular focus is given to self-direction, ability to choose care settings, and to maximize independence and support for caregivers.  
Utilization Measures
Monitoring, detecting, evaluating, and acting upon potential over, under, and inappropriate utilization is both individualized at the member and provider level and population-based. Utilization measures capture the frequency of services provided by the organization and are used to monitor for over- and under-utilization.  Utilization measures may be included in HEDIS® data.  Our utilization measures may include but are not limited to:
Ongoing prenatal care
High-risk pregnancy metrics
Well child and adolescent visits
Outpatient procedures and services
Inpatient admissions
Length of stay
Readmissions
Mental health services (inpatient, intensive outpatient and partial hospitalization, outpatient or emergency)
Appropriate antibiotics use
Skilled nursing facility admissions and length of stay
Enrollees with common chronic conditions such as asthma/COPD, diabetes mellitus and hypertension
High volume procedures such as cardiac catheterization and tonsillectomies
Behavioral Health inpatient 
Readmission rates 
Emergency room utilization data
ER Department Diversion
Long Term Supports and Services metrics, measures and data 
Nursing facilities rates 
Days of care
Self-direction
Critical Incident Reporting We performed a review of pain medication usage looking for potential over-utilization. As a result of the analysis, we identified a specific rural health clinic (RHC) with a very high usage of suboxone. The RHC was targeted for specific prescriber education.

Ambulatory Medical Record Review 
Utilization measures are tracked and trended quarterly in the market’s QI Work Plan and reported to the Utilization Review Advisory Committees and the Quality Improvement Committees at the market level for input, outreach, initiatives and actionable items
A sample QI Work Plan is included as Attachment 14.5.1_Draft Quality Management and Improvement Work Plan.
Individualized
WellCare’s enterprise medical management application’s algorithm that executes business rules across health care transactional data automatically identifies utilization patterns that require intervention. These analytic identifiers are used along with other business rules within the clinical platform to drive member outreach and care management workflows. For example, we can identify over-utilization by specific members or providers and, based on that identification, the system triggers an assessment by a case manager. Information gathered through the assessment coupled with the original analytics data is then combined within a specific care plan to appropriately manage utilization at the individual member and provider level. 
In addition to the clinical platform, WellCare employs a number of additional activities aimed at identifying and preventing over, under or inappropriate utilization of services at the individual level. In addition to supporting medical necessity review and discharge planning, our monitoring of the inpatient census report on a daily basis allows us to identify readmissions, potential quality of care issues, unexpected complications, or unexpected deaths. Similarly, concurrent and retrospective reviews identify patterns of under, over, and inappropriate utilization including insufficient generic use, clinical abuse/misuse, drug-disease contraindications, drug-drug interactions, inappropriate duration of treatment, incorrect drug dosage, adherence to medication regimens and potential abuse of medication; and therapeutic appropriateness or duplication.
Population Based
For medical, behavioral services and LTSS, our health analytics team develops, produces, and analyzes a variety of standard trend reports on a regular basis (i.e., weekly, monthly or quarterly). These trend reports are based on authorization, claim, and encounter data and allow us to systematically identify and address patterns of over and under-utilization. These reports include admits per thousand by type (medical/surgical, deliveries, NICU, psychiatric), days per thousand by type, C-section rate, NICU average length of stay (ALOS), mid-rate, catastrophic rate, readmit rate, emergency room usage (by provider, member, hospital and diagnosis), and membership comparison. Actual results are compared to goals/targets as well as trends over time.
Addressing Potential Problems Identified as a Result of Analysis of Under- Utilization, Over-Utilization and Inappropriate Utilization of Services
Once procedures for identifying patterns of over and under-utilization or inappropriate utilization have identified a potential issue based on performance against process controls or targets, the health analytics team and other key stakeholders will develop a solution strategy during a joint meeting with the Iowa and Corporate teams. If further drill down analysis is necessary to determine the proper course of action, health analytics will provide the necessary ad hoc reporting. Following a detailed review and discussion of the trends, drivers and opportunities, the team will select a course of action, with priority based on quality of care, under- and over-utilization considerations, and cost efficiencies. Actions may include development of clinical coverage guidelines, evaluation of review criteria, individual provider or facility intervention, individual member intervention, and contracting-related activities (i.e., adds, terms, changes). Action plans are developed and monitored monthly, with appropriate modifications to the tactical interventions as necessary. 
Utilization management data are reported to the UMAC and the QIC for review and discussion. Both the UMAC and QIC recommend interventions and monitor the efficacy of intervention taken in order to support appropriate utilization. As interventions yield favorable outcomes, we develop or revise utilization management processes. 
Monitoring Variation in Practice Patterns: Identifying OutliersS
WellCare’s Quality Improvement organization has processes in place to monitor variation in practice patterns and identifying outliers therein.  
HEDIS® Care Gaps and Segmentation reports are generated monthly using available claims and encounter data to monitor provider performance and identify areas of improvement.  The reports identify members in specific provider Groups, Independent Practice Association’s (IPA’s) and by individual physician level that have gaps in preventive or chronic condition care. provider Care Gaps Reports are an internal web based tool that can be used by associates to help identify member gaps in care. CHPA (Clinical HEDIS® Practice Advisors) and provider relations (PR) representatives in WellCare markets use the care gap reports to help provide education and outreach to provider offices in order to ensure members are receiving the preventive and chronic care services they need. Care Gaps Reports have been in use in different formats at WellCare since 2007 for provider educational purposes. Providers can use the care gap reports shared with them by WellCare associates in conjunction with the Interactive HEDIS® Online Portal (iHOP) Portal to identify and close individual member care gaps.  
iHOP is a web based tool on the WellCare provider portal. Practices can view patient care gaps in the member eligibility screen and scan and upload medical records that contain supporting documentation to close the care gap. This application went live in October, 2013.  A random sample of 25 percent of records uploaded daily is selected for audit.  The audit process is conducted by a seasoned HEDIS® clinician, who is a registered nurse.  Providers can view the results of their audits on line. 
The CHPA (Clinical HEDIS® Practice Advisor) position was created for the CSO (Clinical Services Organization) in 2013 as a pilot in the Florida market and rolled out enterprise wide in 2014.  The role of the CHPA is to provide education and consultation to providers and their staff on National Committee for Quality Assurance (NCQA) HEDIS® measures. The CHPA shares care gap reports and assists in the development of outreach strategies; serves as the market clinical subject matter expert for HEDIS® measures, appropriate medical record documentation and appropriate coding. The CHPA supports the development and implementation of quality improvement interventions and audits in relation to plan providers; and assists in resolving deficiencies impacting plan compliance to meeting State and Federal standards for HEDIS®. CHPAs meet with high volume providers that care for 80 percent of the plan membership at a minimum on a quarterly basis and more often as needed.  Given the importance of HEDIS® performance to providers, we continue to align our Clinical Practice Guidelines (CPGs) with HEDIS® performance measures.

In order to provide consistent quality of care to members, WellCare conducts a review of contracted practitioner office medical records utilizing criteria based upon government sponsored contractual requirements and federal and state regulations. The criteria is reviewed annually to determine if modifications are needed to reflect contractual and regulatory changes, as well as current changes in knowledge and experience in the management of medical records. The review identifies areas of medical record documentation and management that may be improved, provides feedback to the practitioner, and identifies areas of practice that require practitioner peer review.  The medical record review is conducted to assess the quality of care delivered and documented. The process includes, but may not be limited to, evaluation of adherence to Early Periodic Screening, Diagnostic and Treatment (EPSDT) or Child Health Check-up Visits (CHCUP) requirements,  provisions for continuity of care, adult preventive care rendered, identification of quality of care events, treatment for members with special health care needs, compliance with regulatory reporting requirements, and compliance with coding practices. The Annual Medical Record Review is performed by WellCare Quality Improvement Clinical staff or contractors who are Registered Nurses.  
In addition to the Medical Records Reviews that are conducted by the QI staff, WellCare also uses Clinical Practice Guidelines to monitor variations in patterns of clinical practice. Evidence-based Clinical Practice Guidelines (CPGs) are an important element of continuous quality improvement.  Clinical Practice Guidelines help providers identify the most appropriate care based on the best available scientific evidence.  Use of CPGs helps to reduce variation in the delivery of health care services, promotes the efficient use of resources and leads to improved health outcomes for our members. Our Provider Relations team notifies providers about the CPGs and tells them where the CPGs are located on our provider portal. Providers are also made aware of CPGs via the Provider Handbook. Both our Provider Handbook and Provider Newsletter contain information about the importance of CPGs and the WellCare of Iowa’s commitment to CPGs.  In addition to disseminating the CPGs to providers, our provider relations representatives and CHPA staff conduct provider education on the importance of CPGs and audits/re-audits primary care provider compliance on a regular basis. The WellCare CHPA staff reviews care gap lists with our providers. These lists include information on members whose care is not consistent with our CPGs – both for preventive and chronic condition services. Our CHPA staff monitors care gap lists for closure of care gaps that are consistent with our CPGs. If the providers do not address these CPG driven care gaps within a reasonable period of time, they are contacted by the Medical Director. Discussions are held to determine the reasons for CPG non-compliance and provider education and monitoring occurs. We continually monitor best practices and improvements and regularly modify our criteria and guidelines to reflect these best practices.
Promoting Practice patterns Consistent with Evidence-Based Guidelines
Our quality program includes auditing of high-volume providers to assess provider fidelity to treatment protocols. We have a system-wide audit tool that allows us to compare conformity across all the states that we serve. When we identify outliers that suggest over- or under-utilization, we request records and do a medical record review.  If during the audit at least 80 percent of medical records reviewed are not in compliance with the Clinical Practice Guideline, the reviewer notifies the provider that they have failed. At the time of the audit, the reviewer provides the CPG to the provider and educates the provider on the CPG and its appropriate use.
Because there are times when following the CPG is not appropriate, the reviewer also educates the provider on the importance of noting when and why it is necessary to deviate from the CPG. This deviation reference is taken into consideration by the reviewer during the medical record review. If the deviation does not align with the CPG, the reviewer educates the provider on which deviations are acceptable under the CPG. Additionally, the reviewer is able to identify trends in deviations and summarize them for the committee responsible for CPGs. When appropriate, the CPGs are modified to reflect the change in best practice. The provider is required to develop and implement a corrective action plan (CAP) over the next 90-day period. The reviewer provides the provider with sample corrective action plans, depending on the CPG, that the provider can use to develop its own CAP. During this 90-day period, WellCare will provide coaching to providers to help them develop and comply with the CAP. The coaching can be done via monthly letter, phone call, or face-to-face visits with the provider. When appropriate, we also provide tools to help providers appropriately document compliance with the CPG.
A follow-up audit is conducted within 90 calendar days to determine if the CAP has been implemented and ensure that the provider meets or exceeds the threshold. If the provider still does not meet the threshold, the provider will receive one-on-one education from WellCare of Iowa’s Senior Medical Director.  The provider continues to be monitored through the audit process and is re-audited until the provider meets or exceeds the CPG compliance standards.
If compliance continues to be a problem, the matter is referred to the Credentialing Committee. A Peer Review committee meeting is conducted by the Senior Medical Director at which information regarding the CPG and the provider’s continued non-compliance is presented. If the provider has a history of poor performance or is not following the Corrective Action Plan, WellCare may choose to terminate the provider to assure that all providers in the network are high-quality providers. WellCare only terminates providers as a last resort preferring to take every opportunity to work with the provider to improve compliance and performance, including ongoing peer-to-peer counseling and coaching. We also educate providers on the importance of using CPGs at the time they are implemented and on an ongoing basis. 
When noncompliance for a particular CPG is identified, we engage in a targeted education campaign. For example, in 2014 in our Georgia market, we identified that compliance with the Diabetes CPG was continuously low. In response, we engaged in widespread education of primary care providers and pediatricians on diabetes management, since these providers were most likely to have CPG adherence problems.  During our 12 month look back period, we expect to see improvement in adherence to the Diabetes CPG for these providers. Audits of the CPGs and all medical record reviews are managed by Quality Improvement Project Managers and are performed by full-time or contracted Quality Improvement staff, who are licensed Registered Nurses. We will follow similar guidelines in Iowa.
Provider Training on Evidence Bassed Practices (EBPS)
Initial and ongoing provider training and support is fundamental to our network development and management plan. Our provider training includes a module on “Applying Clinical Practice Guidelines and Evidence-Based Practices.”  To accommodate the schedules and best meet the needs of our providers, we offer training and provider education through a blended training delivery model that includes in-person visits to a provider’s office, web courses and real-time interactive web meetings. Trainings are supplemented by written materials such as newsletters and our integrated provider manual. We also post our clinical practice guidelines on our website so it is available to all providers.  In addition, providers are notified of these postings in the provider manual and newsletters.
Determining Effectiveness of Treatmet Services
WellCare works to improve quality for our members in meaningful ways that are aligned with the unique and complex populations we serve. Our quality measurement and improvement efforts work in concert with customer service strategies, care management models, and an integrated management information systems suite, all of which are tailored to meet the unique needs of our members. As we work to improve quality for our Iowa Medicaid members, we leverage extensive quality experience and knowledge from all of our Medicaid, Medicare, and CHIP program operations throughout the country. 
Identification of Quality Improvement Opportunities
a) Benchmarking for HEDIS® and “HEDIS®-like” Measures
For all of our markets, we establish objective numerical targets for key measures, which are typically calibrated against either national indicators (e.g., NCQA 75th percentile), or other more specific state targets. Regularly re-measuring our results and comparing them to our goals enables us to quantitatively measure results against our goals and prioritize areas for improvement. We use a NCQA HEDIS®-certified software product to support HEDIS® reporting. We have the capability to calculate and report on all Medicaid, Medicare, D-SNP and long-term care HEDIS® measures, as well as other more customized “HEDIS®-like” measures to meet the measurement needs of Iowa. 
We generate reports of our HEDIS® and HEDIS®-like rates on a monthly basis, using available administrative data from claims and encounters to assess performance and identify opportunities for improvement. These reports identify members in need of specific preventive care screenings or are in need of chronic condition monitoring to address care gaps. Outreach efforts are then implemented to engage members and providers in ensuring these needed services are obtained. We routinely monitor our providers, and provide technical assistance and support. To further improve upon our scores and the quality of care we provide, we work to identify and implement system changes that align with our QI efforts; such as, including providing more real-time data and utilizing HEDIS® nurses to build relationships with our providers as described later in this response. 
We have provided an example of our HEDIS® benchmarking measures on Behavioral Health for 2015 below.
Adherence to Antipsychotic Medications for Individuals with Schizophrenia (SAA): The percentage of members 19–64 years of age during the measurement year with schizophrenia who were dispensed and remained on an antipsychotic medication for at least 80 percent of their treatment period.
Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic (SSD): The percentage of members 18–64 years of age with schizophrenia or bipolar disorder, who were dispensed an antipsychotic medication and had a diabetes screening test during the measurement year. 
Diabetes Monitoring for People With Diabetes and Schizophrenia (SMD): The percentage of members 18–64 years of age with schizophrenia and diabetes who had both an LDL-C test and an HbA1c test during the measurement year.
Cardiovascular Monitoring for People With Cardiovascular Disease and Schizophrenia (SMC):The percentage of members 18–64 years of age with schizophrenia and cardiovascular disease, who had an LDL-C test during the measurement year.
Use of Multiple Concurrent Antipsychotics in Children and Adolescents (APC): The percentage of children and adolescents ages 1- 17 who were on 2 or more concurrent antipsychotics in the measurement year. (Note: A lower rate indicates better performance)
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM): The percentage of children and adolescents 1 -17 years of age who had 2 or more antipsychotic prescriptions and had metabolic testing during the measurement year.
Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP): The percentage of children and adolescents 1 -17 years of age who had a new prescription for an antipsychotic medication and had documentation of psychosocial care as first-line treatment.  
b) Medicaid Loyalty Study 
As a demonstration of our commitment to learning more about our performance and quality and assessing how our members experience our health plan, we conducted a Medicaid Loyalty Study in November 2012. This study was designed using insights gleaned from the CAHPS survey conducted earlier in the year. The Medicaid Loyalty study sought to further identify areas for improvement related to access, care, service, and benefits. Through this confidential survey, WellCare members in five states were asked for their thoughts on how to improve delivery and service, their overall level of satisfaction, and their willingness to recommend the plan to a friend or colleague. WellCare has analyzed these results. Through this analysis we have validated a number of activities previously underway (i.e., alerting members when needed services are to be obtained in order to help them stay well) and identified additional opportunities for improvement (e.g., enhancing printed and online provider directories to index or make searchable providers who offer evening and weekend hours). Survey findings and the related activities are being communicated throughout the organization. 
c) Care Gap Alert System
By analyzing our inbound call volume, we identified a unique opportunity to address a member’s known need (i.e., the issue they are contacting us about) while maximizing the encounter to address a potential unknown need they may have. This method is a cost-effective and efficient way to educate and inform members about potential care gaps and provide additional support. Therefore we developed a “Care Gap Alert” system using our Enrollee Service platform, CareConnects. This approach to supporting members has been externally validated through our Medicaid Loyalty study where over 80 percent of members reported they would appreciate Member Service’s help scheduling medical appointments and over 80 percent reported they wanted WellCare to remind them of care and services that will keep them healthy. In our Florida market this approach has resulted in 3,799 appointments scheduled, further validating WellCare’s ability to improve quality in a meaningful way and to successfully eliminate barriers. 
Monitoring Prescribing Patterns of Network Prescirbers
WellCare uses 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 stimulate prescribers to change their prescribing habits in an effort to improve care and control costs. For example, 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 appropriate prescribing, formulary compliance, and guideline compliance. The DUR process has resulted in an increase in the generic drug prescription rate from 80.3% to 86.8%.  

For one of our plans, we analyzed pharmacy claims data  and identified underutilization of chronic inhaled corticosteroid (ICS) inhalers among members using short-action beta agonist (SABA) inhalers. Based on this analysis, the pharmacy team implemented a plan to target the 466 members who were using the short-action beta agonist inhalers, and to increase their use of ICS. These members had no claims for ICS inhalers in this time frame. The pharmacy team then notified the prescriber via letter encouraging the prescriber to add an inhaled corticosteroid (ICS) inhaler or increase the member’s chronic therapy to better manage the member’s asthma. Following the intervention, the pharmacy team evaluated ICS claims and found that over 8 percent of the members identified in the initial intervention had a claim for an ICS inhaler suggesting the intervention was effective. As a result, the pharmacy team will continue with the SABA over-utilization campaign. 
Quality Improvement (QI) Policies and Procedures
WellCare maintains policies and procedures for each functional area of the organization.  The development and review of these policies and procedures are part of the compliance program.  These policies and procedures exist both online in WellCare’s Compliance 360º and in written form and are accessible to all associates of the organization.  All medical and quality management policies shall be reviewed and approved by the WellCare of Iowa’s Medical Director.
WellCare’s policies and procedures:
Identify guidelines and criteria that WellCare has adopted for use in the QI program
Facilitate adherence to standards
Standardizes member and provider outreach across quality markets
Reduces variation in practice between markets QI departments 
Provides guidance and serves as a resource for QI staff and contractors
Reduces errors caused by inconsistent or misunderstood practices and activities
WellCare’s QI Program has policies that include but are not limited to the following:
Customer Satisfaction Surveys
Periodicity Letters
Peer Review
Accreditation
Medical Record Review 
Quality Improvement Activities and provider Involvement 
Medicaid Training
Clinical Practice Guidelines
Internal Databases
Early, Periodic, Diagnosis, Screening and Treatment (EPSDT)
Performance Measures
HEDIS®
Quality of Care/Critical Incidents Reporting
Health Outcomes Surveys
Provider Education 
Monitoring Program Services: Quality Improvement Interventions
Our Quality Improvement program is designed to identify and assess care provided to our members. The interventions are focused on identifying care gaps, reaching and engaging our members, assessing their needs, providing education, and helping them by removing barriers to care. When implementing these initiatives, we seek to identify and prioritize the members or providers who would benefit the most from our proactive engagement, as well as the optimal forum and timing to engage them. In addition, our approach is uniquely focused on public health as a result of our dedication to meeting the needs of members with complex needs in government-sponsored programs. 
Member and provider involvement is essential to improving our HEDIS® performance and care delivery for our members. Our continuous quality improvement efforts begin with identifying barriers and then targeting interventions to address those barriers, and thereby maximizing our results. The vast majority of our interventions can be classified into one of three categories: (a) member engagement strategies, (b) provider engagement strategies, and (c) system strategies.
Member Engagement Strategies
At WellCare, we employ a range of member outreach, education, and engagement strategies to improve our member’s health outcomes and drive improved performance on HEDIS® and other state-specific measures. These strategies are based upon the premise that communicating appropriate and timely information to our members is fundamental to helping them change their behaviors. This includes outreach calls to new members as an essential tool to ensure members are engaged in their health planning and free from any initial barriers to accessing care. We also work to deliver member information in new ways that align with our member’s preferred methods of communication. We believe members often lack the information and resources necessary to improve health, and it is our obligation to empower our members to make informed decisions. As a result, we develop proactive engagement strategies aligned with our mission to improve the quality of life of our members. We are continuously seeking to identify new and enhanced methods for communicating information and providing resources that can help our members improve their own individual health. Our member engagement strategies include:
Outreach calls and appointment assistance to members using field-based and telephonic case managers and coordinators. In many markets we use HEDIS® review nurses to contact our members who are non-compliant with prescribed screenings or other care related to certain key chronic condition HEDIS® measures. We also use non-clinical QI care gap coordinators to reach out to members who are missing preventive services. On the phone, our nurses and coordinators provide members with education regarding the preventive service(s) needed or care related to their chronic disease management and give them tips for self-management of their conditions. These nurses and coordinators also identify barriers to care (e.g., transportation) and assist members with scheduling appointments with providers via a three-way phone call. We then conduct outbound calls to remind the members of the date and time of the appointment.
Inbound calls and other interactions as opportunities to educate and inform members about care gaps and opportunities for additional support. Inbound calls from members represent a significant opportunity for member engagement; therefore, we developed a “Care Gap Alert” system, using our Enrollee Service platform, CareConnects. Through our CareConnects program, we can identify members with specific gaps in care in real time when those members call Member Services. The system flags these member’s records so that the customer service representative (CSR) taking a call from one of these members is made aware of the gap. The CSR, using a prescribed script, educates the member about the gap in care and offers assistance with appointment scheduling and transportation coordination. The CSR makes a referral if the care gap is more complex or requires a clinical staff member. In addition to outbound and inbound member contacts, we employ the following innovative member engagement strategies:
Encouraging the use of the “Text4baby” program. This program sends health-related text messages to pregnant and new mothers throughout their prenatal and postnatal period.
Rewarding members who have had the appropriate prenatal visits by giving them a stroller. 
Sending appointment reminders to non-compliant members reminding them to make an appointment with their provider.
Conducting community education events for targeted groups, for example, meeting with expectant mothers to discuss the importance of prenatal and postpartum care.
Providing mobile mammography and mobile eye exam opportunities for members.
Broad-based campaigns that involve placing information in member handbooks and newsletters which are provided to all of our members. As an example, during flu season we include information about the importance of these immunizations.
Attending health fairs to distribute health related information and conduct appropriate screenings.  
Population-based outreach strategies such as mailing brochures to women to address cancer screening facts and myths.
Sending periodicity schedule reminder letters during members' birthday month.
Using member incentives such as gift cards or distributing other low-dollar items.
Distributing magnets and other items (within the State-contracted dollar limit), that include pertinent information such as the periodicity schedule or immunizations.
Our centralized telephonic outreach to members has been very successful. The following table shows the numbers of members contacted in each market and the number of appointments scheduled as a result of the outreach.
Centralized Telephonic Outreach Metrics 2014
Goal: To increase member compliance with preventive care screenings and improve HEDIS® scores.
Process: Identify non-compliant members, contact member telephonically and provide education about preventive care and assist in scheduling a doctor appointment via a 3-way call with the member and their PCP. Members also receive appointment reminder calls.  
Measures targeted: 
Adult Access
Adolescent Well Care
Breast Cancer Screening
Cervical Cancer Screening
Childhood Immunizations
Chlamydia Screening
Controlling High Blood Pressure
Lead Screening
Well Child 0-15 months
Well Child 3-6 years   
	Centralized Telephonic Outreach Metrics 2014

	Market
	FL
	GA
	HI
	IL
	KY
	MO
	NY
	NJ
	SC
	

	Members Outreached
	37,627
	58,630
	4,368
	28,129
	47,807
	13,576
	11,998
	140
	12,050

	Members Educated 
	6,654
	14,143
	787
	3,921
	10,016
	2,312
	2,350
	45
	1,714

	Appointments Scheduled 
	2,787
	5,261
	254
	2,046
	3,336
	881
	995
	19
	741

	% Scheduled
	42%
	38%
	32%
	52%
	33%
	38%
	42%
	42%
	43%


Provider Engagement Strategies 
WellCare’s providers are our partners in all facets of managing and delivering care to our members. Through a range of engagement strategies we strive to support and empower our providers to achieve quality standards and improve member health and education. Our provider strategies include:
Use of Provider Pay-for-Performance Quality Incentive (P4Q) Programs to align incentives with our provider partners. Providers who demonstrate continued significant performance improvements are recognized though our pay-for-performance quality incentive (P4Q) program. WellCare’s plans have experience operating P4Q programs in both Medicaid and Medicare. Our Medicare program, for example, aligns provider bonuses with HEDIS® measures and set the targets for payout at levels consistent with CMS STARs measures. In Medicaid markets, Providers are encouraged to contact their non-compliant members and WellCare offered financial incentives for those providers reaching the 75th NCQA percentile. 
Conducting on-site medical record reviews to identify quality improvement opportunities and ensure provider compliance with guidelines.
Enhancing provider web portal functionality to provide easy access to member history and related program materials.
Providing information regarding member care gaps through the provider portal when a provider checks a member’s eligibility – the provider side of our “Care Gap Alert” program.
Conducting face-to-face provider office visits. These visits focus on topics such as correct HEDIS® coding, practice patterns that align with requirements for HEDIS® measures. Providers are encouraged and incented to contact their non-compliant members. Assistance may be offered for outbound calls and scheduling. 
Preparing and distributing HEDIS® Profile Reports, which benchmark the provider’s HEDIS® rates against the NCQA or STAR thresholds, allowing comparisons to peers and P4Q targets.
Preparing routine "Overdue for Visit" reports and distributing them to providers. These reports are produced at the PCP-level and identify members in the patient panel who are not compliant with the requirements associated with specific HEDIS® measures. Follow up on overdue visit reports by WellCare representatives occurs via telephone or in-person through visits that may be conducted by our medical director, quality director, pharmacists, or provider relations representatives.
Sending targeted mailings containing educational material such as clinical practice guidelines to primary care providers. 
Using the provider manual, the provider portal and provider newsletters to communicate information about specific performance and quality indicators, including clinical information, coding and other technical assistance.
System Strategies 
In addition to the member and provider engagement strategies, WellCare addresses broader system and operations issues, including:
Increasing the reimbursement for specific preventive, well-child and annual check-up visits with the goal of ensuring more accurate coding and record-keeping to capture the visits that are occurring but not being counted. 
In states in which we auto-assign our members to a PCP, we use HEDIS® quality scores in the assignment algorithm, to ensure the highest quality PCPs are caring for our members. 
Using electronic health record data transfers. WellCare has enhanced our ability to receive EHR data electronically and incorporate these data into our HEDIS® reports, allowing for more accurate data for providers.
Remediating Failures and Course Correcting
WellCare’s top organizational leaders, including our Board of Directors and chief executive officer, address quality improvement and goals for the organization as a whole, while at the same time maintaining active oversight of regional and local level quality results that impact the product, contract, and member levels. Based on community and population needs assessments as well as quality standards established by our state and federal customers, we develop market specific plans for quality improvement. 
By adapting our overarching QI goals to the market, product, and contract, we are well positioned to correct course if needed. In developing our Iowa specific QI plans we incorporate input from our advocates, members, and providers to solicit meaningful contributions to our goal setting, and when needed, course correction. We use a number of valuable inputs to obtain this type of feedback including provider and member survey initiatives, inclusion of providers and members on quality focused committees, and capturing observed feedback from case managers, customer service representatives, and provider relations staff – all of which inform the Plan-Do-Check-Act (PDCA) engine that we use to drive our continuous quality improvement cycle.
We highlight our achievements when we meet or exceed quality goals and demonstrate year-over-year performance measure improvement. At the same time, we also highlight and examine our results when they demonstrate that we have not yet achieved a goal which is a continuous quality improvement approach that is critically important to our ability to improve quality. We do this by conducting root cause analysis of any barriers to improvement, designing and implementing new interventions or enhancements, and continuing to incorporate valuable provider and member feedback into our QI process. We also leverage our multi-state experience to support each health plan market by doing comprehensive analysis of quality data across our markets. 
For example in our Florida market, we wanted to improve our HEDIS® scores. To address this, we developed a HEDIS® clinical review nurse program in which HEDIS® nurses visit provider offices with the sole purpose of providing technical assistance and guidance to providers on how to improve their performance and quality scores. The HEDIS® nurses educate providers (and their staff as appropriate) on correct coding and point out missed opportunities to provide comprehensive care to a patient. For example, administering an immunization that was due when the individual came in for another reason. 
WellCare subscribes to the PDCA method of Continuous Quality Improvement (CQI), and we employ it in addressing areas where we are working to make improvements. Under the PDCA approach, multiple indicators of quality of care and service are reviewed and analyzed against benchmarks of quality clinical care and service delivery. The activities are evaluated quarterly and variance or opportunities are identified for improvement. Root cause analysis is conducted to identify barriers and interventions are developed, modified or enhanced to remediate and improve the variance ascertained. The selected intervention is then implemented to achieve desired outcomes. Re-measurement occurs to identify improvement – or the need to adjust strategy to achieve desired results. 
We have a demonstrated commitment to making changes that will positively impact our performance even when the change in approach might be more costly in the short term. This process can be seen in our health information exchange operability solution, our pay for quality programs, and our extensive member telephone outreach program. As technology allows for access to real-time, easily-usable data and direct connection to our members, WellCare is actively pursuing these and new opportunities to further improve quality.
Future Enhancements and Initiatives to Improve Performance
WellCare continues to refine and improve our approach to performance improvement. Based on root cause analysis and assessment of on-going barriers to improving our performance and empowering our members to obtain the care and services they need, we have developed and implemented several new approaches and interventions as described earlier in this response. We have designed operational solutions specifically aligned to our quality improvement goals that increase support to both members and providers ensuring they each have information and tools needed to improve their quality results for members regardless of their health care diagnosis or needs. This approach is particularly important for ensuring success of our integrated model of care for our members with complex needs including behavioral health and LTSS.  
Below are some of the key interventions we believe will be most effective and central to our approach to improving quality of care for our members in Iowa. 
a) HIE/provider Portal and Patient Portal/Personal Health Record
WellCare will be implementing key system improvements over the next two years that will empower both members and providers by providing them with information that is real-time, easily usable, and aligned with improved quality results. 
We are encouraging providers, through multi-faceted efforts, to implement and use electronic health records (EHRs). Our provider relations teams are pursuing EHR and HIE adoption in the context of their direct working relationships with local providers incorporating the expansion strategy into our provider recruitment, credentialing and performance management operations. Through strategic partnerships, we are offering our providers access to a range of affordable technical solutions and technical assistance for making choices among EHR products.  
Additionally, we are building a patient portal/personal health record that will empower members to take control of their health and health care utilization. The portal will facilitate member/provider engagement to better manage their care. Through the patient portal, WellCare members will be able to send and receive secure emails with their providers, schedule appointments, fill prescriptions, and follow-up on referrals. The Patient Portal also provides tools that encourage healthy behaviors and provide evidence-based alerts (for conditions they might have). 
b) Patient Care Advocacy Program
Our WellCare of Florida Health Plan created a Patient Care Advocacy Program to improve the health and wellbeing of members, to help close care gaps and to improve their HEDIS® scores. members that were patients of a large Independent Physician Association (IPA) or group practice and who had a care gap or were identified as needing additional follow-up appointments were eligible to participate. In this program, a Patient Care Advocate (PCA), who is a WellCare employee, is co-located in a large IPA or group practice where a substantial number of members obtain health care services. The PCA attempts to meet with members prior to their appointments with their PCP to identify if they have care gaps. If they do, the PCA ensures a Care Gap Form (which outlines the member's care gaps) is attached to the member intake form or paper medical record.
Following the PCP visit, the PCA attempts to meet with the member to ensure care gaps were addressed and assesses whether the member needs an additional appointment. If so, the PCA schedules the follow-up appointment and assists with any barriers (i.e. transportation). Just prior to the follow-up appointment, the PCA will call the member to remind him or her of the appointment and determine if any barriers exist. Within 30 days, the PCA will access our Medical Management Platform (MMP) to determine if the care gap was closed.  The PCA would also follow-up with the member to ensure services were received. 
If care has not been received, the PCA will work with the member to determine any barriers and assist with appointment scheduling. The PCA will meet weekly with the PCPs and the administrator of the IPA or group practice to discuss relationship and advocacy objectives ensuring their needs are being met. To assess the efficacy of the program, WellCare tracks the monthly HEDIS® rates for the IPA or group practice; the monthly care gaps closed for the IPA or group practice; annual final HEDIS® rates for the IPA or group practice; and annual final CAHPS rates for the health plan. We will collaborate with appropriate, qualifying practices in Iowa to implement this program in Iowa.



	HEDIS® Rates Pediatric Associates Pre – and Post - PCA program

	Findings for 2013 and 2014

	Measure
	2013 Pre-PCA Program
	2014 Post-PCA Program
	2013-2014 Trend

	ADHD Initiation Phase – visit
	37.80%
	54.08%
	Significant Improvement

	Adolescent Immunizations
	85.59%
	85.82%
	Improvement

	Asthma Controller Medication
	91.53%
	98.51%
	Improvement

	Chlamydia Testing
	33.70%
	46.98%
	Significant Improvement

	Child/Adolescent Access 25 m – 6 years
	78.10%
	79.30%
	Significant Improvement

	Well Child Visit 3-6 years
	39.88%
	43.15%
	Improvement


c) Effective Telephone Outreach to Enrollees 
Another of the core components of our strategy to improve our quality performance is telephonic outreach to members. The goal is to remind members of the need for their child health check-up screening and to assist members in making PCP appointments, including transportation arrangements if needed. This intervention, an ongoing protocol within the QI department, was designed to increase member awareness of required screenings. WellCare has implemented a national, well known telephonic outreach program to promote maternal and child health called Text4baby. The program is presented below.
TEXT4baby
Text4baby is a free mobile information service designed to promote maternal and child health. An educational program of the National Healthy Mothers, Healthy Babies Coalition (HMHB), Text4baby provides pregnant women and new moms with information regarding their health and health of their babies in order to give their babies the best possible start in life. Women who sign up for the service by texting BABY to 511411 (or BEBE in Spanish) will receive free SMS text messages three times each week, timed to their due date or baby’s date of birth. There are two sets of messaging: (1) Text4baby Pregnancy Messages that beginning with Starter Messages upon enrollment and week by week messages through the three trimesters of pregnancy and (2) Text4baby First Year Messages, starting at birth and weekly through 12 months. The messages focus on a variety of critical maternal and child health topics, including fetal development, birth defects prevention, immunizations, pregnancy symptoms, nutrition, breast-feeding, alcohol, drugs and smoking use, mental health as well as various Hotline numbers to seek additional help and guidance. Pregnant women or new moms who are enrolled can text STOP at any time to cancel the weekly messages. We are closely monitoring the impact of this program and will be quantify its impact as soon as results are available.
Specific Instances of Failure and Approach to Improvement
New York Quality Medicaid Improvement	
The State of New York evaluates Medicaid Health Plans based upon its Quality Health Plan (QHP) Incentive scoring system. This system scores plans in 4 basic categories – Quality measures, CAHPS Survey results, Preventive Quality Indicators (PQI) and Compliance. In Calendar years 2008, 2009 & 2010, the WellCare Health Plans, Inc. of New York failed to make QHP status. As a result of these failures and under new leadership, the New York Plan developed a new Quality Improvement vison which has made rapid, dramatic improvements and continues to evolve over time. 
In 2010, the WellCare of New York Quality Team hired 2 QI Specialists to begin direct provider education on Quality metrics and the importance of HEDIS®. In addition, contract nurses were hired to conduct targeted medical record reviews. The Director of Quality began to work closely with the Director of Provider Relations to develop a unified approach to Quality Improvement. This included the training of the provider relations representatives (PR Rep) to gain better understanding of HEDIS® and appropriate coding for data capture for quality measures. Both the PR Reps and QI specialists worked together to educate providers on the importance of Quality Improvement. In 2011, an additional five QI specialist nurses were hired. At present, the New York QI team employs 10 QI specialists who are now referred to as Clinical HEDIS® Practice Advisors (CHPAs). These CHPAs work with PR Reps on provider education and chart review.  Every PR Rep is trained to understand HEDIS®/QARR and to identify opportunities on Care Gap Reports.
In 2013, the New York team created a more integrated approach to Quality Improvement and began to work closely with the Field Care Management (FCM) staff to improve Quality. This change yielded a more integrated approach.  The graphic below shows the team approach.

[image: ]
Each team member had a clear role and specific responsibilities were delineated to avoid duplication and fragmentation of effort. The roles are listed below.
Provider Relations team: 
Support Quality Team to Improve Overall HEDIS® results 
Influence provider behavior and results through direct engagement and interactions.
Encourage providers to increase submission in encounters, specific HEDIS® coding and RAPS
Educate providers on current year initiatives including STARS, HEDIS®, QARR, Care Gaps, ICD9/10 coding and documentation, P4Q, iHOP, and EMR exchange 
Distribute Care Gap Reports monthly and prepare talking points regarding areas of opportunity
Assist with achieving Quality Health Plan Status and 3.5 Stars for Medicare
Conduct monthly meetings with hospitals, IPA leadership and FQHCs to engage them in our initiatives
Assist QI in all medical record collection provider challenges during HEDIS® season
Collaborate with QI on Focused Clinical provider HEDIS® visit action plans where applicable
Annual network review to ensure cultural diversity statewide, including language and nationality to encourage member utilization
Quality Improvement team:
Improve Overall HEDIS® and QARR Results
Schedule Focused Clinical provider HEDIS® visits with key providers 
Providers who have 80 percent of membership
STAR rating < 3.0
Evaluate providers’ HEDIS® rates, and identify areas for opportunity 
Advise and educate provider practices in appropriate HEDIS® measures and medical record documentation guidelines 
Collect, summarize and trend provider performance data to identify and strategize opportunities for provider improvement
Support quality improvement program studies and HEDIS®  as needed, request records from providers, maintain databases, and research to identify members' provider encounter history
Participate in and represent WellCare at community, health department, collaborative and other organizational meetings focusing on quality improvement, member education, and disparity programs as needed The net results of WellCare of New York’s efforts were that 70% of the practices were at or above the 75th percentile and 35% of the practices were at the 90th percentile for the HEDIS® Prevention Scores.  Additionally, 71% of the practices were at or above the 75th percentile and 42% of the practices were at the 90th percentile for the HEDIS® Treatment Scores.  

Distribute Care Gap Reports
Schedule Targeted Medical Record Review and Annual Medical Record Review visits with key providers
Field Care Management (FCM) team:
Improve Overall HEDIS® results and Reduce Re-admission Rates
Influence member behavior and results through direct engagement and interactions
Encourage members with chronic conditions to engage with providers on preventive care as well as seek specialist assistance with disease management
In calendar year 2012, 72 percent of the New York Medicaid QHP HEDIS® measures were at or below the 50th percentile.  A Root Cause Barriers Analysis, focused on measure and county specific intervention activities, was conducted to identify key barriers at the member and provider levels. An integrated team approach was developed and care gap closure targets in areas with a higher volume of open care gaps were prioritized. 
Expansion of the roles of PR Reps, QI, FCM & Pharmacist occurred using a joint team approach. The teams met with IPAs and individual PCPs to review member frequent flyer emergency room and hospital admission reports and care gap reports. The QI & Pharmacist met with PCPs to review CPGs and formulary options with PCPs for members with care gaps in the disease management program with Asthma/COPD, CAD & CHF. PCPs were given direct access to the FCM team for their “difficult to manage” members focusing on IPAs & PCPs with high admissions & re-admission rates. These activities were designed to reduce inpatient admissions – particularly for members with chronic conditions and large care gaps and improve HEDIS® Scores, STAR and QARR ratings. 
Member outreach was conducted by the field based case management team focusing first on members with high hospital admission and re-admission rates. The field based case management team reached out to the PCP just before or shortly after making the calls to the members. Topics to discuss with members during outreach calls included:
Review of disease specific services needed based on member’s status & issues
Diabetes – Need for A1C & LDL control based on CPG & HEDIS®
Asthma & COPD – Need for medications as per CPG & HEDIS®
CAD – Need for LDL control as per CPG & HEDIS®
Review importance of medication adherence
Review medication list in our database vs. what member is currently taking
Reconcile lists as needed through communications with PCPs
Reinforce need for medication adherence
Identify & track barriers to medication adherence
The field based Quality and Provider Relations team focused collaboration drove change by engaging, educating and influencing providers through a collaborative, face-to-face and telephonic outreach. The QI team collaborated with Provider Relations to improve provider performance in areas of quality, risk adjustment, operations (claims and encounters). These teams collected, summarized and trended provider performance data to identify and strategize opportunities for provider improvement. The integration of the quality and field case management influenced member behavior and results through direct member engagement and interactions. This joint effort encouraged members with chronic conditions to engage with providers on preventive care as well as seek assistance from appropriate specialists with the management of their chronic condition. Dedicated FCM teams, using pre-natal/post-partum RNs, chronic condition coordinators & discharge planning RNs were created to improve quality measures in these areas. Working together, the QI/PR teams focused on better provider coding, better acquisition of lab data & better vendor management (Block Vision).
These integrated efforts led to several HEDIS® measures improving by >5 percent. These include:
Prevention Measures
Childhood Immunization (2)
Well-Child Visits – 1st 15 months
Weight, Nutrition, Physical Activity: BMI Total
Weight, Nutrition, Physical Activity: Nutrition Total
Weight, Nutrition, Physical Activity: Physical Activity
Treatment Measures
Avoidance of Antibiotics for Bronchitis
CDC: BP Control < 140/80
CDC: BP Control < 140/90
CDC: HbA1C Control < 8 percent
CDC: LDL-C Control < 100
CDC: Eye Exams
Cholesterol Management: LDL-C < 100
COPD Use of Systemic Corticosteroids
Based on these improved results, WellCare of New York qualified for the New York State Quality Incentive for QARR 2014 resulting in a premium increase as well as increased auto-assignments. In 2014 WellCare of New York was ranked 4th out of 16 Plans; up from 11th the previous year. The New York Plan Scored 95 out of 150 points, with our PQI scores being the highest statewide. 
Overall NY QHP scoring results as follows: 
QARR Scores (New York version of HEDIS®) 68.9 points out of 100
32 Measures – WellCare of New York scored at the 50th percentile or higher in 16
CAHPS Survey 15 Points out of 30
Prevention Quality Indicators - 17.5 points out of 20 – highest in the state
Adult Composite
Adult Respiratory
Pediatric Composite
Pediatric Respiratory
Compliance – possible loss of up to 20 points: -6 points
WellCare of New York’s focus on combining the efforts of Quality, Provider Relations, Field Care Management and Pharmacy has proven to be effective in driving quality within the provider community, re-ignited the passion for excellence in the WellCare staff and improved the quality of services for our members.
Clinical Studies
WellCare regularly conducts process improvement studies to test how effective we are in meeting our operational goals and providing care to our members. These studies may examine clinical and non-clinical areas of our operations, but ultimately help us compare our operations against best practices.  Some of the studies we have conducted recently in WellCare’s ‘OHana Health Plan in Hawaii are highlighted below.
Weight Assessment, Nutrition Counseling and Physical Activity for Children  
Children and adolescents who had evidence of a BMI measurement documentation and counseling for nutrition
Follow-up Activities for Weight Assessment and Counseling:
	Clinical Studies

	Time Period
Measurement Covers
	Baseline Project Indicator Measurement
	Rate or Results

	01/01/2011 – 12/31/2011
	Baseline: BMI – Members 3 – 17 year of age
	48.18%

	01/01/2012  – 12/31/2012
	Remeasurement 1
	33.58%

	01/01/2013  – 12/31/2013
	Remeasurement 2
	56.71%

	BMI percentile documentation for ages 3-17, showed a significant increase from 2011 to 2013.  WellCare’s Hawaii plan (’Ohana) improved in receiving EPSDT forms from Providers. A Provider barrier was identified in which Providers are not aware that BMI percentiles are required for ages 3-17.  Provider visits by QI staff consisted mainly of Primary Care Provider (PCP) for adult members, which possibly contributed to why measure #3 (BMI for ages 18-74) improved and measure #1 (BMI for ages 3-17) did not. Clinical HEDIS® Practice Advisor (CHPA) roles were created in 2014 with the aim to improve Provider education regarding HEDIS® measures.  The CHPAs visit high volume providers that care for 80 percent of member market membership at least 4 times a year.  


In 2014, PR and QI staff visits continued with emphasis on HEDIS® measures education and closing care gaps.  
Top pediatric providers, (according to member panel size), were identified for HEDIS® focused educational visits from QI staff where the importance of the need to assess BMI and to provide nutritional counseling during well child visits was stressed.  
Getting the member scheduled with their PCP for a well-child visit gives the PCP an opportunity to assess BMI and provide nutritional counseling.    
The Centralized Telephonic Outreach (CTO) program for non-complaint members includes reminders for well-child visits.  
Member care gap reports were delivered by the Clinical HEDIS® Practice Advisors during their quarterly visits to high volume providers.  Providers were also educated on use of the iHOP portal to upload documentation to close care gaps. 
Comprehensive Diabetes Care 
Members ages 18-75 who were continuously enrolled during the measurement year with a diagnosis of diabetes who had at least one HbA1c and one LDL-C screening during the measurement year and a dilated retinal exam during the measurement year or a negative exam for retinopathy the year prior to the measurement year.  
	Clinical Studies

	Time Period
Measurement Covers
	Baseline Project Indicator Measurement
	Rate or Results

	2/1/2009 – 12/31/2009
	Baseline: HbA1c Screening 
	83.21%

	1/1/2010 – 12/31/2010
	Remeasurement 1
	82.12%

	1/1/2011 – 12/31/2011
	Remeasurement 2
	81.39%

	1/1/2012 – 12/31/2012
	Remeasurement 3
	84.23%

	1/1/2013 – 12/31/2013
	Remeasurement 4 
	88.11%

	
	
	

	2/1/2009 – 12/31/2009
	Baseline: LDL-C Screening 
	79.01%

	1/1/2010 – 12/31/2010
	Remeasurement 1
	74.82%

	1/1/2011 – 12/31/2011
	Remeasurement 2
	75.91%

	1/1/2012 – 12/31/2012
	Remeasurement 3
	80.07%

	1/1/2013 – 12/31/2013
	Remeasurement 4 
	83.32%

	
	
	

	2/1/2009 – 12/31/2009
	Baseline: Dilated Eye Exam 
	43.43%

	1/1/2010 – 12/31/2010
	Remeasurement 1
	54.01%

	1/1/2011 – 12/31/2011
	Remeasurement 2
	57.66%

	1/1/2012 – 12/31/2012
	Remeasurement 3
	57.70%

	1/1/2013 – 12/31/2013
	Remeasurement 4 
	63.54%


‘Ohana Health Plan showed a slight increase in all three-study indicators, HbA1C testing, LDL-C screening, and retinal or dilated eye exam from remeasurement 2 to remeasurement 3. For study indicator, HbA1c testing, there was a decrease in rate for the first three years of the study; however, this year there was a slight increase. A major contributing factor for this improvement in rates is that ‘Ohana’s Pay-for-Performance program included this measure and the program was offered to all PCPs (not just ones with >100 panel size).  In addition, provider visits by both PR and QI staff was a new intervention in 2012, and visits focused on care gap and P4Q education. HEDIS® toolkits were distributed by both PR and QI staff. These tool kits included measure descriptions and reference guide on how to code to capture HEDIS® measures for services rendered. The major contributing factors for these improvements in rates are the increase of outreach calls to members to assist with scheduling appointments with their provider and QI HEDIS® focused provider visits.  
Iowa Participant Experience Study for Members’ Receiving HCBS Services
State Medicaid programs have found it challenging to measure the quality of services provided to members who are elderly or who have disabilities that make them eligible for Home and Community Based Services.  Additionally, because these services are provided in the home, it is often difficult to determine whether the services were provided and if provided were the services provided according to standards and in methods that were satisfactory to the member.  Iowa is one of several states that choose to participate in the Experience Study for Members receiving HCBS.  
WellCare has tools in place to support and supplement this Iowa initiative to identify any quality issues with HCBS services.  Over the past year, we met with many of the AAAs in Iowa and have gained a tremendous amount of knowledge about how services are provided to this complex population. Our approach will include:
Satisfaction Surveys: We routinely survey our members to determine their level of satisfaction with the care provider.  For this population we can include the caregivers in the survey process so that we capture perspective from both members who are able to respond for themselves and from caregivers for members who are communication challenged.  
Provider Training and Education: Our Quality Improvement and Provider Relations teams are adept at identifying gaps in care and when additional training and education is needed.   We identify training topics and develop trainings that specifically address any gaps or deficiencies in care that have been identified.
Electronic Visit Verification: We contract with First Data, an industry leader in Electronic Visit Verification (EVV) technology, to implement their AuthentiCare Solution. AuthentiCare verifies the visit of a caregiver at the recipient’s home or in an institutional setting. An interactive voice response (IVR) telephone system or mobile phone application is used to track the time and location of caregivers during service delivery. Voice biometrics are used by having the member provide a voice print during implementation that is then used for comparison on subsequent visits. A match indicates that the service is serving the correct member. Data gathered provide information for electronic billing and claim submission in a HIPAA compliant EDI 837 file so that time spent in the home by the caregiver is accurately tracked and recorded. In addition, the services provided are verified as authorized prior to reimbursement, if the service requires authorization, and caregiver can receive remittance information in an EDI 835. With AuthentiCare’s EVV, we can be assured that all visits will be electronically verified and that members and caregivers will be identified. 
CMS Reporting
WellCare is committed to the accuracy and completeness of all required reports. In order to ensure our deliverables and reports are accurate, complete, timely and compliant, we have developed several policies and procedures to guide report production, verification and dissemination.  We have also developed an internal form that we use to certify data before submitting to regulatory authorities.  Our Reporting and Analytics team is responsible for making sure that all reports are accurate.  WellCare of Iowa will report any performance measures required by CMS.  
Using and Reporting on Quality Measures Required by DHS
The Quality applications are typically data and analytics driven solutions that meet formal regulatory reporting needs but are also primary examples of how WellCare leverages data sources to integrate information about our daily operations and specifically to initiate and support effective Case Management processes.  A brief explanation of our applications that support using and reporting on Quality measures as required by DHS follows:
HEDIS®: WellCare uses information from all available sources to generate data- including non- operational sources to compile complete sets of data extracts to load into our HEDIS® application (Inovalon) to ensure that HEDIS® scores are both accurate and comprehensive.
EPSDT: We use member demographic information, claims, encounter and other utilization to match against EPSDT and Periodicity schedules to determine which members are eligible for or in need of services and initiate notifications.IPA Service Funds: WellCare of Florida has built performance incentives into their contracts with select IPAs. If certain IPAs meet outlined financial requirements and maintain a 4-star rating, calculated based on HEDIS measures, they will receive an annual incentive-based bonus of an additional percent of the net monthly payment. One of these groups has received an incentive that amounts to more than $1.7 million annually.

Care Gaps: WellCare extracts data from multiple sources and leverages results from internal processes to identify Care Gaps. This Care Gap information is available to Care Managers, providers and members. Perhaps as well as any other area, this example demonstrates the use of all data sources to integrate into daily applications: Care Gaps based on information submitted to us as an Encounter by a delegated vendor will be accessible to members on the mobile applications. 
Provider Profiles: WellCare is completing our implementation of a provider profiling solution. This solution extracts multiple types and sources of data from our data sources and loads that information into the profiling application.  The output of the application is a Data Mart that is accessible for reporting, analysis, and display on the provider Web portal.
Value Index Score:  WellCare of Iowa understands and will comply with any and all requirements related to reporting on the Value Index Score.  We understand the 6 domains of care that will be collected. We will create the capacity within our MMP to facilitate reporting to DHS on these critical measures.
Assuring Accuracy, Validity and Reliability of Performance Outcome Rates
WellCare has policies and procedures in place that are used to carefully prepare, review, and certify the accuracy and completeness of all deliverables or reports prior to submission to DHS. Our policies and procedures prohibit the creation or submission of business records or reports that have the effect of misleading or concealing violations. Our policies and procedures encompass everything ranging from submission of data and reports, timeliness of the submissions to attestation and validation of the correctness of data and integrity of the overall process. An Oversight staff member from our Corporate Compliance Department’s Internal Audit team is dedicated to Regulatory Reporting oversight. Dashboards are reviewed daily to ensure the reports are submitted timely. Audits will be performed on a quarterly basis or more frequently, as needed, beginning in Q2 2015 by the Oversight staff. Market Compliance Liaisons and Compliance Oversight monitor ICF disclosures and work with business owners to create internal action plans to address deficiencies reported. The findings are sent to the Corporate Compliance Committee, the Regulatory Compliance Committee of the Board of Directors or the Audit Committee of the Board of Directors. As necessary, legal counsel and outside auditors are engaged for assistance with these audits.
NCQA Partnership in Quality Discount
We will continue to invest in our providers and practices to help them become recognized PCMHs. In so doing, we will continue to build a solid foundation of primary care, where the focus is on the whole person and not just their behaviors or symptoms. 
WellCare of Iowa, like our plan in Georgia, will offer providers and Practices in our network a 20 percent discount on the per-clinician NCQA application submission fee. PCMH recognition is a financially intensive process. Through this discount, we are able to help alleviate some of the financial burden. In our Georgia plan, since July 2014, we have had two practices with a total of 10 providers use the discount with estimated savings of $1,100. We will educate Iowa providers about the availability of this discount and encourage them to take advantage of it.
WellCare of Iowa will strive to provide a holistic, person-centered approach to care. We will do so in a number of ways, including significant investments in Patient Centered Medical Homes. 
Monitoring Sub-Contractors’ Performance  
WellCare contracts with a variety of entities to provide services to our members (e.g., vision plans) as well as for specific components of provider network management (e.g., credentialing and re-credentialing). Our provider network also includes delegated subcontractors. For each subcontractor, there is a WellCare staff member responsible for the contract and for monitoring the subcontractor’s performance closely, regardless of the type of services they provide. Monitoring activities include the following: conducting readiness reviews, providing delegation oversight, conducting annual site visits and (as necessary) focused reviews, requiring CAPs to address identified deficiencies, and requiring reporting of performance metrics as part of our contracts. In addition, members and other providers may use the grievance process to alert us to issues with one of our subcontractors. 
Member Engagement Programs
WellCare has extensive experience with measuring and reporting HEDIS® rates, customized “HEDIS®-like” measures, and CAHPS measures for our Medicaid populations, as well as developing strategies and interventions to improve these measures. HEDIS® measures include both process and outcomes care and provide a proxy for how care is being delivered. They help us evaluate the care rendered and the members’ understanding of the care they are receiving.  We are also aware that member incentives can provide the needed push for member compliance.  As such we have developed a number of member incentives in our plans nationally that encourage member participation and ultimately improve our “HEDIS®”, HEDIS®-LKE and CAHPS rates.  
As discussed earlier, the vast majority of our interventions can be classified into one of two categories – member engagement strategies or provider engagement strategies – with some interventions encompassing both categories. The interventions are focused on providing education and encouraging behavior change that is aligned with removing barriers to care needed to achieve targets for identified performance measures. When implementing these initiatives, we seek to identify the members or providers who would benefit the most from our proactive engagement, as well as the optimal forum and timing to engage them. WellCare employs a range of member outreach, education, and engagement strategies to improve access to and use of appropriate health care services including:
Placing information in member handbooks and newsletters
Sending targeted mailings
Offering member incentives
Conducting outreach calls
Providing case and disease management support
WellCare has implemented three key member engagement strategies:
Outbound Telephonic Outreach on Gaps in Care: This program was developed in 2012 to reach out to Medicaid members with outstanding care gaps. The telephonic team is a subset of the member services organization and identifies WellCare members with gaps in care and provides them with educational information, assists in scheduling the doctor appointments via a 3-way call, and reminds them of their upcoming doctor appointments. In addition, members who have been identified as having a live birth are contacted before discharge for timely postpartum care. The members are also educated on well child care, childhood immunizations lead screening. Health outcomes are improved for members when the services have been completed and the member’s care gap is closed.
HEDIS® Education and Screening Program (ESP): Telephonic outreach to members identified by WellCare as having a care gap identified by one of the following HEDIS® measures Comprehensive Diabetes Care, or Appropriate Asthma Medication Management. HEDIS® Disease Management (DM) Nurses contact members identified with a care gap and provide education regarding the care gap and the disease process. The nurses screen the member for case management, and identify for additional disease management as needed. The nurse assists the member with scheduling an appointment with the provider via a three-way phone call to obtain the screening or evaluate for medication needs. The goal of the HEDIS® ESP is to improve compliance with screenings and a corresponding improvement in HEDIS® rates. The purpose of the HEDIS® ESP is to contact members identified by WellCare as having a care gap related to the HEDIS® measures for clinical education on the importance of screenings. The goal of this outreach is to encourage certain self-management behaviors in order to close known care gaps of WellCare members and improve compliance with these HEDIS® measures, resulting in improved quality of care and improvement in HEDIS® rates. Health outcomes are improved for members when the services have been completed and the member’s care gap is closed.
HEDIS® Inbound Care Gap Call Program: The HEDIS® Inbound Care Gap Call Program enhances WellCare’s ability to provide timely and consistent assistance to our members. Customer service representatives are alerted automatically to any HEDIS® care gaps for members who have called in for any reason. The program focuses on mainstream HEDIS® measures for preventive services, which includes all HEDIS® well-child visits, a large component of EPSDT. If a HEDIS® care gap exists, such as an overdue preventive care visit, the customer service representative provides education about the needed services as well as assists the member with scheduling an appointment and transportation before the call is ended, if needed. Health outcomes are improved for members when the services have been completed and the member’s care gap is closed. 

Member Satitisfaction 
Through our experience, we understand the importance of member satisfaction in improving health outcomes. We use several strategies to monitor the ongoing satisfaction of our members including CAHPS survey results, member committee feedback and member grievance data. WellCare members are surveyed bi-annually to assess their experiences with appointment availability. Survey selection is based on claims data received from providers. The claims are sorted by the type of service such as the following: 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. Because data is based on member recollection of past events, there is the potential for inaccurate assessment and recall of appointment timeliness by the member. We continually work with our member Retention team to educate members on timely access standards and what is considered acceptable for each appointment type (for instance, the difference between a pediatric sick visit and an urgent care visit). We are also working to develop additional talking points to define a sick visit appointment type compared to an urgent care type of appointment.
We also analyze the findings of our CAHPS scores and implement solutions that will improve member satisfaction.  Specifically, we initiated a workgroup to identify key drivers of member dissatisfaction and to implement activities to improve the overall member experience with their health plan and health care. Key driver analysis was performed for overall rating of health plan, health care and personal physician; actions/planned actions have been taken to address the identified barriers. The initial meeting of the workgroup took place in September 2014, with monthly meetings thereafter. A Key Driver sub-workgroup was formed with representatives from various markets to discuss the key drivers identified and recommend interventions that could be presented to the larger Workgroup.
One way that we monitor member satisfaction is through an automated, voluntary post- call (CSAT) survey. An outbound CSAT survey call is made within 24 hours of a member contacting member services. The survey seeks to assess the member’s experience with his or her most recent member service encounter. Members are asked to evaluate a variety of factors including overall satisfaction with the Member Service encounter and the member service representative’s knowledge and courteousness. For members who express dissatisfaction with the encounter, the survey collects valuable information about the drivers (i.e., language, hold time, member services representative’s behavior) so the member service leadership team can address the matter accordingly.
WellCare also uses grievances and requests for Administrative Reviews to evaluate trends and develop insights that can be applied to operational improvement efforts (or to measure the effectiveness of improvement activities that have been implemented). Our internal, proprietary application supports the grievance and appeals process by tracking member grievances and appeals from inception to resolution. This process affords us the means to address not only issues impacting individual member satisfaction, but potential trends in the delivery system as a whole, permitting WellCare staff to take prompt, corrective steps to minimize risks to performance standards.
2.	Describe how you will utilize program data to support the development of the Quality Management and Improvement Work Plan.
Quality Management/Improvement will utilize program data to support the development of the QI Work Plan by using the Plan-Do-Check-Act (PDCA) method of Continuous Quality Improvement (CQI), which is utilized throughout the organization. Under the PDCA approach multiple indicators of quality of care and service are reviewed and analyzed against benchmarks of quality clinical care and service delivery. When variations are noted, root cause analysis, action plans and re-measurement occur to ensure progress toward established goals.  This strategy incorporates the continuous tracking and trending of quality indicators to ensure outcomes are being measured and goals are attained. Monitoring of quality of care interventions and outcomes through HEDIS® measure reviews, external quality review studies, periodic medical record reviews (for chart maintenance, documentation legibility, disease management compliance; continuity of care coordination, information security) and as required by the Centers for Medicare & Medicaid Services (CMS) is part of the CQI strategy.
WellCare analyzes HEDIS® rates ad hoc, monthly, quarterly and annually through the use of the Quality Spectrum Insight (QSI), Inovalon Quality Spectrum Hybrid Reporter (QSHR) HEDIS® certified software, and Medical Informatics team reports.  Once the year is completed, an evaluation is composed with results from the QI Work Plan focusing on assessment, barriers, interventions and plans for the following year. An Annual Quality Evaluation and Barrier Assessment are completed in the first quarter of the following year based on QI Work Plan metrics and indicators.  
Example 1: HEDIS®
In Kentucky, Childhood immunizations and the Children’s Weight Assessment measures are being monitored as part of the contract and NCQA accreditation requirements. The Kentucky Quality market staff analyzes each measure in the QI Work Plan and at the end of the year an evaluation and assessment include the measure, performance comparison from current and previous years, an assessment, barriers and any plans or interventions.  
Measure:  Childhood Immunizations – Combo 2:  
	HEDIS®
	2013
	63.11%
	Increase

	
	2014
	71.99%
	


Assessment:  Despite a 14 percent increase from last year, KY did not meet the goal of the 50th percentile, with 22 compliant members needed to reach the mark.  The majority of members in the noncompliant population were missing only one immunization type. There were 18 members who only needed 1 additional Hep B vaccine to be compliant; 17 of the 18 members were missing the 1st Hep B vaccine, which is done at birth while in the hospital. WellCare does not receive this claim as it is included in the hospital’s DRG payment. There were 25 members who were missing one dose of DTaP to be compliant; 14 members adhered to the dose schedule for the first three doses but did not return for the 4th. The remaining 11 members had late immunizations for the first three doses. There has to be a 6 month gap between the 3rd and 4th doses and members who have the 3rd dose after 18 months the 4th dose will be given after their 2nd birthday. Medical record review had a significant impact on rates for HepB, IPV, DTaP, and HiB this year.
Barriers:  
Timely completion of the full series of immunizations
Gathering the medical record documentation of the first HepB dose given in the hospital at birth
2014 Interventions & Plan:
Submit data request to Medical Informatics to identify members who are 1 year, 2 year, and turning 2 by year end 
Reach out to the delivering hospitals to obtain the medical record documentation of the HepB dose
Ask Altegra to request a print out from the immunization registry when requesting records next year 
Continue market focused review to obtain medical records during HEDIS®
Weight Assessment, BMI, Nutritional and Physical Activity Counseling:
BMI:
	HEDIS®
	2013
	25%
	Increase

	
	2014
	33.33%
	



Physical Activity Counseling:
	HEDIS®
	2013
	29.40%
	Increase

	
	2014
	41.44%
	


Nutrition Counseling:
	HEDIS®
	2013
	31.02%
	Increase

	
	2014
	43.29%
	


Assessment:  
BMI: Despite a 33 percent increase in the rate from last year, we were 18.98 percentage points away from the 50th percentile. There were 287 noncompliant members for BMI and 258 of them were under 16 years of age and had a BMI value documented in the medical record. If percentiles had been calculated for these members our rate would have been 93.06 percent, and exceeded the 90th percentile. The remaining 29 members had no BMI documented at all.
Physical Activity Counseling: Despite a 41 percent increase in the rate from last year, we were 4.79 percentage points away from the 50th percentile.   
Nutrition Counseling: Despite a 40 percent increase in the rate from last year, we were 15.82 percentage points away from the 50th percentile. 
Barriers:  
Providers are not calculating BMI percentiles for members under the age of 16 years 
Poor documentation of nutrition and physical activity counseling
The majority of EMRs are set up to automatically calculate a BMI value from the member’s height and weight but not a percentile
2014 Interventions & Plan:
Conduct EMR education with providers on BMI percentile is needed for members less than 16 years of age. (HEDIS® Advisors) 
Conduct targeted assessment and education from HEDIS® Advisors. (HEDIS® Advisors)
Example 2: Network Adequacy:
Network adequacy is monitored via the QI Work Plan quarterly and evaluated on an annual basis in order to ensure members have adequate access to needed providers in urban and rural areas as per the contract requirements for each market. The goals are set by the Market or Corporate Network Development and Provider Relations departments to meet or exceed the GEO Access standards set for each provider type in conjunction with the state agencies’ contract requirements; reports are monitored by the department at least monthly.  GEO Access reports are provided quarterly to the Market Quality Improvement Committees (QIC) for reporting, monitoring, reviewing and addressing any specific provider barriers or access issues noted.  Intervention plans are reported quarterly for any deficiencies or issues noted.  providers monitored include; Behavioral Health Network providers (ER, Urgent, Routine, Substance Use), Long Term Care Network providers, Long Term Care access, Specialists and Specialty Care, Pharmacy Network, Hospital/ER, Vision Care, and Lab/Radiology Services.  
Access and Availability surveys are conducted quarterly, semi-annually or annually (per contract) to determine the following Quality standards: PCP Urgent; PCP Emergency; PCP Sick Care; PCP Routine; PCP Wait Times; PEDS Urgent; PEDS Emergency; PEDS Sick Care; PEDS Routine; PEDS Wait Times; Specialists Emergency; Specialists Persistent; Specialists Routine; and Specialists Wait Times After-Hours.  Results are entered into the QI Work Plan, reported to the QIC’s in the markets and evaluated annually in the QI Evaluations.  
Example 3:  Performance Improvement Projects:
Performance improvement projects (PIPs) are developed in collaboration with the EQRO and State agency partners. Performance improvement projects can be subjects such as EPSDT, Behavioral health measures, special populations, utilization measures (ER diversion) and long term care services or supports.  State specific PIPs are tracked for progress, status and updates on the QI Work Plan quarterly and reported annually to the state agency’s External Quality Review Organization (EQRO).  The results or scoring of these projects will be reported to the QIC and, if indicated by topic, the Utilization Review Medical Advisory Committee (UMAC). Draft and Final reports are received back from the EQRO’s and results are incorporated into the annual QI evaluations.  Findings, Barrier analysis, and recommendations for the upcoming year are included and reported to the UMAC/QIC.  As an example, Kentucky currently has the following PIP’s reported on the market QI Work Plan:
Inappropriate Emergency Room Use PIP
Behavioral Health Medication in Children PIP
3.	Detail your experience in and strategies for improving quality indicators, including HEDIS measures, CAHPS measures and satisfaction surveys.  Describe how you will apply that experience in Iowa.
All of our health plans are NCQA accredited or in the process of obtaining such accreditation. In 2013, NCQA recalibrated accreditation status for all health plans based on HEDIS® and CAHPS scores. To improve HEDIS® and CAHPS scores across all lines of business, WellCare has made considerable investments in standardized processes and innovative technologies, as well as implanted targeted interventions for members and providers. These initiatives, all of which are informing our Iowa program as they are fully integrated into WellCare’s national model of care, include:
Interactive HEDIS® Online Portal (iHOP): A web based tool on the WellCare provider portal where practices can view patient care gap reports. providers are able to scan and upload medical records that contain supporting documentation to close the care gap. This application went live in October, 2013.  A random sample of 25 percent of records uploaded daily is selected for audit. The audit process is conducted by a seasoned HEDIS® clinician. Providers can view the results of their audits online. If needed, providers receive education around measure intent and how to improve performance.  Provider Care Gaps Reports are part of the web based tool and can be used as a tool in conjunction with the iHOP to identify and close care gaps.
Clinical HEDIS® Practice Advisor (CHPA): Originally piloted in Florida, this new position was rolled out enterprise-wide in 2014. The role of the CHPA is to provide education and consultation to providers’ and provider practice sites on the National Committee for Quality Assurance (NCQA) HEDIS® measures. The CHPA shares care gap reports and assists in the development of outreach strategies; serves as the subject matter expert in the field for HEDIS® measures, appropriate medical record documentation and appropriate coding; supports the development and implementation of quality improvement interventions and audits in relation to plan providers; and assists in resolving deficiencies impacting plan compliance in meeting State and Federal standards for HEDIS®. CHPAs also meet with high volume providers that care for 80 percent of the plan membership at a minimum on a quarterly basis and more often as needed. HEDIS® toolkits are utilized by both the CHPAs and provider relations representatives in their educational visits to physician offices. 
HEDIS® Toolkits - The HEDIS® toolkits were developed in 2013 to provide practitioner education on the intent of the HEDIS® measures as well as CAHPS.  The toolkits address both adult and pediatric measure requirements and state specific measures by market.  A Behavioral Health toolkit has been developed for use in 2015.  The toolkits are utilized by both the CHPAs and provider relations representatives in their educational visits to physician offices.
Centralized Telephonic Outreach (CTO): Through this program, WellCare reaches out to Medicaid members with outstanding care gaps. The team provides members with care gaps with educational information about the importance of obtaining the identified screenings or care, assists in scheduling the doctor appointments via a three-way call, and reminds them of their upcoming doctor appointments. Measures targeted include, among others, adult access to primary care, adolescent well care, childhood immunizations, and lead screening. In addition, members who have been identified as having a live birth are contacted before discharge for timely postpartum care. The members are also educated on well child care, childhood immunizations, and lead screening.
HEDIS Education and Screening Program (HEDIS® ESP):  Members identified as having a care gap based on the Comprehensive Diabetes Care and Appropriate Asthma Medication Management HEDIS® measures, are contact by telephone by a Disease Management (DM) Nurse to provide education regarding the care gap and the disease process. The nurses screen the member for case management and identify any needs for additional disease management. The nurse assists the member with scheduling an appointment with the provider via a three- way phone call to obtain the screening or evaluate for medication needs. The goal of this outreach is to encourage certain self-management behaviors in order to close known care gaps of WellCare members and improve compliance with these HEDIS® measures, resulting in improved quality of care and improvement in HEDIS® rates.
CAHPS/HOS Improvement Workgroup: The purpose of this workgroup is to identify key drivers of member dissatisfaction and to implement activities to improve the overall member experience with their health plan and health care. Key driver analysis was performed for overall rating of health plan, health care and personal physician; actions/planned actions have been taken to address the identified barriers. The initial meeting of the workgroup took place in September 2014, with monthly meetings thereafter. A Key Driver sub-workgroup was formed with representatives from various markets to discuss the key drivers identified and recommend interventions that could be presented to the larger Workgroup.
4.	Describe your experience and strategies in working with network providers to improve outcomes.
Providing data and conducting data analytics is critical to improving quality, however, a key component to our quality initiatives is collaboration – between the different departments within WellCare, (corporate and market) and with our providers. We recognize that our provider network is the key to success for improving our member’s health and we continually work to provide them with the tools they need to provide high quality care to our members. While qualitative data are important for establishing the context for our activities, quantitative data are essential to measuring activities and performance. WellCare uses performance measures that are quantifiable and measurable to improve care. WellCare actively engages in a multi- systemic and proactive approach to monitoring our provider partners that engages both members and providers. To monitor providers across our network, we collect and analyze information including HEDIS®, medical record reviews, provider input through our formal committee structure and through informal meetings and analyzing member grievance data and survey results. Our provider engagement strategies include:
Face-to-face provider office visits by our Medical Director, Quality Director, pharmacists, or provider relations representatives. These visits focus on topics such as correct HEDIS® coding, practice patterns that align with requirements for HEDIS® measures, and “Overdue for Visit” reports
Providing reports on members with gaps in care
Providing access to member’s gaps in care through the provider portal accessible when a provider checks a member’s eligibility with the health plan
Sending targeted mailings containing educational material such as clinical practice guidelines;
Aligning financial incentives with improved HEDIS® scores
Disseminating additional HEDIS® educational information through our provider handbooks, newsletters, and websites
Provider Resources and Supports
WellCare makes available to providers a number of reports and tools that are useful for improving outcomes. These resources and tools include:
HEDIS® Provider Care Gaps Reports: provider Care Gaps Reports are an internal web based tool that can be used by associates to help identify member gaps in care. CHPA (Clinical HEDIS® Practice Advisors) and provider relations (PR) Representatives use the care gap reports to help provide education and outreach to provider offices in an effort to ensure members are receiving the preventive services they need. Provider Care Gaps Reports have been in use in different formats at WellCare since 2007 for provider educational purposes. Providers can use the care gap reports shared with them by WellCare associates in conjunction with the iHOP Portal to identify and close individual member care gaps. 
Interactive HEDIS® Online Portal: iHOP is a web based tool on the WellCare provider portal. Practices can view an individual patient’s care gaps in the member eligibility screen and scan and upload medical records that contain supporting documentation to close the care gap. This application went live on October, 2013. A random sample of 25 percent of records uploaded daily is selected for audit. The audit over read process is conducted by a seasoned HEDIS® clinician. Providers can view the results of their audits on line. Provider education around measure intent, if needed, is conducted by market Quality Improvement. . 
Clinical HEDIS® Practice Advisor: This position was created for the CSO (Clinical Services Organization) in 2013 as a pilot in the Florida market and rolled out enterprise wide in 2014. The role of the CHPA is to provide education and consultation to providers’ and provider practice sites in regards to the National Committee for Quality Assurance (NCQA) HEDIS® measures. The CHPA shares care gap reports and assist in the development of outreach strategies.  The CHPA also serves as the market clinical subject matter, expert in the field, for HEDIS® measures, appropriate medical record documentation and appropriate coding, supports the development and implementation of quality improvement interventions and audits in relation to plan providers and  assists in resolving deficiencies impacting plan compliance to meeting State and Federal standards for HEDIS®. CHPAs meet at a minimum on a quarterly basis and more often as needed with providers that have the potential to impact care for 80 percent of the plan membership. 
HEDIS® Toolkits: The HEDIS® toolkits were developed in 2013 to provider practitioner education on the intent of the HEDIS® measures as well as CAHPS. The toolkits address both adult and pediatric measure requirements and state specific measures by market.  A Behavioral Health toolkit has been developed for use in 2015.  The toolkits are utilized by both the CHPAs and provider relations representatives in their educational visits to physician offices.
Our Health Services and Provider Relations teams educate providers on the importance of quality care and the use quality data at the provider level to monitor care gaps for members. Provider relations representatives foster relationships with the PCP and coordinate with CHPAs to monitor and promote provider compliance in areas of quality and operations. Our CHPAs integrate with high volume network providers and their office teams to achieve improvement in HEDIS® ratings through the use of information, specifically designed tools, and educational materials. One such tool, the Care Gap report includes the PCP’s compliance rate for each HEDIS® measure and by measure identifies members with a gap in care. The CHPA provides regular onsite assistance to providers, as well as ad hoc assistance via email or conference calls, to strategize around complex clinical issues and work towards resolution of HEDIS® deficiencies. 
Additionally, we have introduced a patient centered medical home incentive, a shared savings performance incentive, and a pay for performance quality incentive program.  These programs will be discussed more fully in response to question 10.3 Incentive Program.  
5.	Outline the proposed composition of your Quality Management and Improvement Committee, and demonstrate how the composition is interdisciplinary and appropriately represented to support the goals and objectives of the Quality Management and Improvement Committee.
WellCare of Iowa’s quality management oversight committee will be the Quality Improvement Committee (QIC). The QIC promotes the goals and objectives of the QI Program through oversight and approval of QI activities. The QIC will meet at least quarterly and will provide teleconferencing capabilities so that Committee members who cannot join in-person are able to participate. The QIC reports directly to WellCare of Iowa’s Board of Directors and is chaired by WellCare of Iowa’s Medical Director and includes cross-department representation at the plan and corporate level. Primary responsibilities of the QIC include:
Assures QI activities are completed in a manner that promotes patient safety, cultural competency, and confidentiality
Fosters integration of the QI program with  organizational strategic initiatives for synergy, assuring that quality improvement measures and processes are working effectively throughout
Reviews, revises, recommends, and approves plan policies, procedures and standards based on subcommittee recommendations
Monitors, assesses, evaluates and analyzes progress toward QI goals, requiring that objective measures be used to evaluate the quality of care and service
Assures provider participation in the QI program by engaging in activities related to planning, design, implementation and review
Provides general direction and oversight of program functions, providing, recommendation for improvement, requesting corrective action, and providing approval where appropriate
Ensures appropriate follow-up action as necessary to complete planned program initiatives
Monitor and assure compliance of QI program activities with regulatory, contractual, and accreditation standards
Provides guidance to the development of content and assure the dissemination of information regarding QI activities and outcomes to plan staff, members and providers
The composition of the Committee follows:
Chief Executive Officer or Chief Operating Officer for WellCare of Iowa
Medical Director for WellCare of Iowa (chair)
Health Services  - WellCare of Iowa and corporate
Quality Improvement – WellCare of Iowa 
Quality Improvement - Corporate
Product Operations
Regulatory Affairs
Market Compliance
Network Management
Grievance & Appeals
Member Services
Provider Services
Provider Operations
Claims
Human Resources
Behavioral Health
Utilization Management
Case Management
Long Term Services and Support
Pharmacy
The Quality Improvement Program Committee Organization Chart is below.
[image: ]
10.2  State Quality Initiatives
1.	Describe how you propose to work with the Healthiest State Initiative.
WellCare of Iowa supports the state of Iowa’s goal to become the healthiest state in the nation. WellCare’s advantage is that we focus on serving Medicaid and Medicare members with the most complex health and social needs. We understand their special needs and the specific challenges of this population.
Low income, low education, high unemployment and other challenging circumstances impact the availability and accessibility of health care and influence lifestyle choices that impact health outcomes. WellCare created 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 access the social safety net within the community.  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 our populations and link our members to these services.  
Healthiest State Initiative and HealthConnections
One of the primary goals of the HealthConnections Model is to improve the health and vitality of our members and communities by accessing and supporting 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 identifying the breadth and scope of the available social safety net and assisting in creative and innovative ways to support 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.
[image: C:\Users\JSmith14\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\KBVJN79W\Councils - Corrected (2).png]CommUnity Health Investment Program: Strategic philanthropic granting program to support community-based innovation and to pilot potential social service payment models.
Because of our focus on a population with complex 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 access 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: 1) decreasing the number of Iowans who smoke; 2) increasing the consumption of fruits/vegetables; 3) Increasing the number of Iowans who are learning or doing something interesting daily; 4) Increasing the number of Iowans who visited a dentist in the last year and 5) Increasing the number of Iowans who feel their boss treats them like a partner at work. 
Increasing the Consumption of Fruits and Vegetables
The United State Department of Agriculture (2014) estimates that 1 in 9 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).  
Decreasing the Number of Iowans Who Smoke
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 success. WellCare also offers a Stop Smoking personal action guide that provides useful information on triggers for smoking, managing withdrawal, planning to 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.
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 7 healthy food access programs in 3 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 market now participate with benefits for both the SNAP recipients and to the farmer’s market vendors. According to Experimental Station, every $1 of SNAP money spent creates $1.73 for local economies.  In total, the program generated nearly $215,000 in increased sales of locally grown, farm fresh foods with fruits and vegetables representing more than half of the total purchases. 
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.  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.  WellCare employees are involved in their communities from volunteering at food banks or repairing an elderly persons’ roof, thousands of volunteer hours have been clocked by WellCare employees across the country.
Member-Innovation
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 benefit 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 sometime 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 in 9 states, 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, we look forward to working with Iowa’s dental vendor to coordinate outreach efforts and ensure a smooth transition and access to dental services for our Iowa members.  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
Referred more than 175 people to more than 339 local, community-based oral health services for children and families who did not have dental benefits or who exhausted their benefits
Bridged more than 43 gaps in needed free or reduced dental/oral health support
CommUnity Health Investment Program
Launched 1 community-based mobile dental clinic in rural Georgia called Help a Child Smile 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 four key complementary elements:
Job Description: identifying opportunities to employ individuals with needs for special accommodations enhancing their ability to participate in workforce incentive programs
Incentive Programs: participating in programs like Ticket to Work, Welfare to Work and others 
Recruiting: evaluating all recruiting methods and creating opportunities to recruit a more diverse pool of candidates
Onboarding: incorporating D&I principles and communications methods into onboarding for new associates including diverse employees.
To achieve the overarching goal, WellCare embarked in late 2013 with a goal to fully integrate D&I principles into all parts of the organization. Using a four-phased approach, WellCare researched, developed, deployed and evaluated the use of D&I in its HealthConnections Model using both qualitative and quantitative methods and created a roadmap to full integration: 
Level I: Compliance
Level II: Beyond Compliance
Level III: The Business Case
Level IV: Integrated Diversity
Level V: Employer of Choice
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 4 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 6 associates in 2014. Five of the original 6 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 72,000 community-based resources (programs and services) including 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.
2.	Describe how you propose to work with the Mental Health and Disability Services Redesign.
WellCare has a long history of providing members with services, programs and supports that improve the lives of our members.  WellCare is fully committed to the integration of physical and behavioral health.  We have been successful in ensuring that our members receive the comprehensive benefits to which they are entitled and have been very successful in removing barriers that may have prevented members from having accessible care.  We are equally committed to the holistic view of health care – physical, behavioral health and other needs.  We embrace the bold move by the Governor, legislators, stakeholders and citizens who worked together to require locally-delivered and regionally administered services.  We understand the requirement of the Mental Health and Disability Redesign and commit to offering the full array of mental health and disability services for our members and ensuring that these services are combined with other services to fully wrap around the member. 
Over the past year, we have met with mental health stakeholders across Iowa and understand the importance of making these services accessible for our members and delivering the proper continuity of care.  As such, our provider network will be comprised of providers who provide outpatient treatment, inpatient treatment and medication management.  We will have crisis management services as well as providers who offer community based services including respite services.  
We believe that geography should not be a barrier to members having the care they need.  As such, we will make use of current technology such as telemedicine to serve members.  We are eager to build on our early meetings with the mental health stakeholders in Iowa as we work with them to continue improving the system of care for our members.
3.	Propose strategies to incorporate the Value Index Score (VIS) as a tool to drive system transformation, and other strategies to support the State Innovation Model (SIM).
WellCare proposes to align with Iowa’s State Innovation Model (SIM) by tracking performance measures and metrics within the six domains of care in the Value Index Score (VIS) Core attributes to include:
member Experience
Primary & Secondary Prevention (Well Child Exams, Adult Screening)
Tertiary Prevention (Ambulatory Care Sensitive Acute and ER Rates)
Disease Progression (Panel Chronic Disease Status and Severity Shifts)
Chronic & Follow up (30 day post D/C, Readmission Rates, Chronic Care Visits)
Continuity of Care (COC, PCP visit, Any MD Visits)
Efficiency (Generic Rx, Potentially Preventable Ancillaries)
All metrics within the VIS domains will have identified objectives, goals, and activities-with timelines for monitoring, reporting to work groups and committees with target dates, and actions taken for improvement.  The program will also include VIS measures and metrics consistent with the CMS and the State of Iowa’s Triple Aim of: 1) improving population health; 2) enhancing the patient care experience; and 3) reducing the per capita cost of care which is the basis of Value Based Purchasing requirements.  
WellCare strives to contract with 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.  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.  

4.	Describe your experience in supporting a State authority in meeting the requirements of the Department of Health and Human Services Substance Abuse and Mental Health Services Administration Substance Abuse Prevention and Treatment Block Grant.
WellCare understands that certain services provided by the IDPH substance abuse providers will continue to be regulated and funded by IDPH.   Block grant funding generally allows a certain amount of funding to be available for services provided during the year. Under the historic model of block grant funding when funding is exhausted, services are significantly curtailed until new funding is available.  As we understand it, for the Iowa High Quality Healthcare Initiative, funding will come through the health plan as a pass through for services provided.   Through integrating the funding of IDPH services into the managed care program, Iowa DHS wants to ensure the provision of IDPH services, enforce standards and the use of treatment guidelines and criteria (ASAM) and to maximize available funding to provide the most services possible using managed care strategies and techniques. 
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 uses the same ASAM level of care criteria to determine medical necessity on substance abuse 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.  
WellCare has begun to reach out directly to the substance abuse 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.  Because our program design includes a whole person treatment strategy we need to have a system that is designed to break down the traditional silos that exist between mental health, substance abuse and medical providers.  We believe that working closely with IDPH and their providers to achieve this goal will be very important.  
WellCare looks forward to meeting with IDPH staff to collaborate and discuss our specific role in meeting the needs of our members who classified as IDPH.  
5.	Submit a project plan describing your specific approach and timetable for addressing this section.
The project plan is Attachment 10.2.5 IA_Project Plan_State QI Initiatives.  
10.3  Incentive Programs
1.	Describe your proposed provider incentive programs.
WellCare recognizes and understands the importance of providers in improving health outcomes and improving member satisfaction.  As such, we view providers as partners in providing care to our members cost efficiency as well as member care and service. WellCare believes that our work with our Network providers is a partnership where each brings its expertise to bear and the result is improved health for the community and for our members.  We work to provide tools, resources and incentives to enable our providers to achieve that high quality standard.  These provider incentive programs are described below.  
Shared Savings Performance Incentives: WellCare provides shared-savings (upside only) and shared- risk (upside and downside) opportunities to large primary care groups. WellCare utilizes these risk based reimbursement programs as a means to support our efforts to align physician reimbursement and improved quality, and we use shared savings under this program to reinvest in technology, data sharing and care management programs. WellCare’s physician incentive plans provide a framework to encourage physicians to manage the care of their member panels so that the total medical costs divided by the total premium do not exceed a targeted Medical Loss Ratio (MLR). This reimbursement model motivates providers to effectively manage the continuum of care provided to members including key performance measures such as hospital readmissions rates and member emergency room visits. Lesson learned/modifications: In 2014 our shared savings and shared risk templates were updated to include the addition of quality metrics and a target quality score. The provider’s performance on the quality metrics has a direct impact on the incentives paid through this type of agreement, including a “quality floor,” below which shared savings achieved through a low MLR will not be paid out. 
WellCare’s current provider Pay for Performance Quality Incentive (P4Q) program: Our P4Q Program is designed to align incentives with our provider partners around quality performance. This incentive reinforces our high standards for care rendered to our members and complements other key provider quality management activities to ensure compliance with evidence-based practice protocols and clinical practice guidelines, such as regular quality improvement audits, office visits, and outreach and training.  Providers who demonstrate high levels of performance or continued significant performance improvements are recognized though our P4Q program. We have considerable experience operating our P4Q program in both Medicaid and Medicare and offer it on an enterprise-wide basis. It is a core component of how we do business. Our Medicare program aligns provider bonuses with HEDIS® and Medication Adherence measures and sees that the targets are designed to align incentives with our provider partners. Providers who demonstrate continued significant performance improvements are recognized though our P4Q program. We have considerable experience operating P4Q programs in both Medicaid and Medicare. Our Medicare program, for example, aligns provider bonuses with HEDIS® measures and sets the targets for payout at levels consistent with CMS STARs measures. In Medicaid markets, provider offices are encouraged to contact their non-compliant members (using their "Overdue for Visit" reports) and offered financial incentives for strong or improved HEDIS® results based on the National Committee for Quality Assurance’s (NCQA) national percentile rankings for HEDIS® measures for Medicaid health plans.  
Our P4Q Program is designed to promote the timely completion of health care and preventive services and improve the quality of care for our members.  WellCare pays qualified providers a bonus for ensuring eligible members have received the applicable HEDIS® Program Measure services and the Plan has received claims/encounters or medical records documenting these services. For services provided during calendar year 2014, WellCare presently anticipates a retrospective payout of nearly $15 million in physician incentives. WellCare will not make specific payment, directly or indirectly under a physician incentive plan, to a provider as an inducement to reduce or limit medically necessary services to an enrollee, and this P4Q Program will not contain provisions that provide incentives, monetary or otherwise, for withholding medically necessary care.
Medicaid versions of our P4Q Program are typically geared around key HEDIS® measures that are aligned with the priorities of our State partners and our most critical areas for performance improvement in population health outcomes. Under the terms of the WellCare of Iowa P4Q Program, a participating network provider will have the opportunity in Year One of plan operations to earn incentives based on the delivery of specific services in support of increasing compliance with HEDIS® measures.
We typically include approximately 10 measures in our Program each year in order to drive focused improvement. Experience has taught us that having too many measures dilutes physician focus and understanding of the opportunity. In 2015, we made changes to our enterprise P4Q Program to reward both performance or improvement.  In the past, we have set targets based on absolute NCQA thresholds (e.g., 50th/75th percentile).  However, experience has also taught us that, while we aspire to these highest levels of performance, there are large numbers of providers – particularly in rural and inner city areas – that are not yet operating at these levels. Therefore, we intend to offer a more broad incentive opportunity that will reward providers at lower levels of absolute performance who have demonstrated year-over-year improvement in their measures.
Guiding Principles of the Proposed WellCare of Iowa P4Q Program
As WellCare of Iowa will be a new market for us, we are adapting our P4Q model to accommodate Year One considerations.  
We will ease the provider community’s transition into integrated managed care by ensuring physicians are incentivized to see their newly assigned members as quickly as possible and assess their health care needs.
We will establish initial goodwill towards the Iowa High Quality Healthcare Initiative by offering early, out-of-the-gate incentives above and beyond contractual reimbursement for participating providers delivering quality care.
We will align the proposed incentives with the State of Iowa’s designated withhold measures, which will result in enhanced provider focus on the state’s managed Medicaid objectives.
We will establish baseline performance across our participating provider network. 
Operational Aspects of the Proposed WellCare of Iowa P4Q Program (Year 1)
The P4Q Program will be open to all participating WellCare of Iowa providers
P4Q incentive payment will be driven by key CPT codes that are aligned wherever possible to the withhold measures
Incentive payment will take the form of enhanced fees for these specific codes and will be paid out during standard claims processing as opposed to retrospective calculation. 
We will establish a set threshold percentage of members that must be seen in a given time frame in order to qualify for ongoing participation;  otherwise providers may be subject to removal from the enhanced fee schedule
Providers will receive extensive education and communication around their respective P4Q payment so that they have a precise understanding of what is being rewarded and why.
Operational Aspects of the Proposed WellCare of Iowa P4Q Program (Year 2)
In Years Two and beyond, having established baseline performance data, we envision moving beyond this transactional model to incentives geared toward provider-specific performance on the State’s withhold measures.
Incentive payments would be calculated based on increased performance above the baseline, not just billing codes.  That said, and in alignment with the rest of our enterprise, we will reward performance or improvement. 
Over time, we see our P4Q program evolving into true value-based purchasing (VBP).  As we move to value-based contracting tied to both quality improvement and cost efficiency, we will more heavily leverage our shared risk and corresponding surplus to reward providers.  We anticipate phasing out P4Q in favor of VBP.
2.	Describe your proposed member incentive programs.
WellCare Health Plans, Inc. (WellCare) is dedicated to enhancing the quality of health care services provided to its members enrolled in its Medicaid plans (Medicaid members).  In furtherance of this, WellCare developed a Member Incentive Program (MIP).  We present a description of our member incentive programs targeting improved HEDIS® rates for preventive services and health screenings. Additionally, we present the Maternity Education and Reward Program, targeting pregnant women and promoting positive pregnancy outcomes.  

Member Incentive Programs
Maternity Education and Reward Program
One of the most successful member incentive programs we offer members is our Maternity Education and Reward Program (MERP), which identifies pregnant WellCare members and provides them with educational information, including helpful tips to assist them in having a healthy pregnancy. 
The Program’s Maternity Educational Booklet, “Mommy and Baby Matters, Taking Care of Yourself and Your Baby”, provides basic information related to the prenatal and postnatal (postpartum) process in order  to increase pregnant members’ awareness regarding the importance of taking good care of themselves and their unborn babies during their pregnancy. This material also emphasizes the importance of prenatal and postnatal post-partum appointments and encourages these pregnant WellCare members to schedule and attend all appointments.   
Goals 
The goals of the Program are to: 
Engage pregnant members in managing, maintaining or improving their current state of health
Improve pregnant member’s compliance with timely scheduling and attendance of their prenatal care visits and postpartum care visit
Decrease probability of negative consequences associated with a pregnant member or baby not achieving a healthy outcome
Program Enrollment/Eligibility 
The MERP is incorporated into the Quality Improvement Program to support quality of care, service and continuous quality improvement for WellCare members The Program includes the Prenatal Rewards Program, which rewards (provides an incentive to) pregnant members for receiving certain, specified, appropriate prenatal and postpartum care, when the specific criteria are met.  All WellCare members who are pregnant are eligible for the Prenatal Reward if enrolled in a WellCare Health Plan. 
Requirements to receive the Prenatal Reward are as follows:
The following list of requirements represents what members must achieve or comply with to be eligible to receive rewards.  The requirements may vary by state Medicaid market.  
Member must be enrolled in a WellCare Health Plan, for prenatal visits, when she delivers the baby, during the post-partum period and at the time of the mailing of the incentive reward.  
Member must attend at least six prenatal visits before the birth of the baby with an OB/Family Practice or Prenatal Care. 
Member must attend one (1) postpartum visit between 21–56 days after the birth of the baby with an OB/Family Practice or Prenatal Care Provider.
OB/Family Practice or Prenatal Care Provider must complete the Prenatal Reward Visits Log with the dates of the prenatal visits and his/her signature.
OB/Family Practice or Prenatal Care Provider must fax completed form from his/her office to WellCare no later than 30 days after the birth of the baby.
If the above criteria are met, the member will receive a new stroller, or a new stroller or pack n play from WellCare’s procurement vendor or a gift card to Babies R Us.
HEDIS® Maternity and Education Reward Program (MERP)
The goal of the Maternity and Education Reward Program (MERP) is to improve compliance with prenatal and post-partum care and improve birth outcomes. The program provides prenatal and post-partum education to members that have been identified to the plan as being pregnant.  Educational material is sent to the members identified for the program regarding the importance of prenatal and postpartum care as well as well child care. Additionally the program incentivizes members to complete 6 prenatal visits and timely postpartum care within 21 – 56 days after delivery. The program also educates members on newborn preventive care.  
Measures targeted: 
Prenatal Care
Post-Partum Care 
Ongoing frequency of prenatal care
2014 REWARD RESULTS
	WellCare’s  Maternity Education and Reward Program

	Strollers
	FL
	GA
	IL
	KY
	Total

	# of Single Strollers Fulfilled
	107
	1114
	61
	359
	1641

	# of Double Strollers Fulfilled
	4
	86
	9
	13
	112

	# of Triple Strollers Fulfilled
	0
	1
	0
	0
	1

	Total
	111
	1,201
	70
	372
	1,754



	WellCare’s  Maternity Education and Reward Program

	
	GA
	HI
	IL
	KY
	MO
	NY
	SC
	Total

	Education Packets Mailed
	34,067
	513
	3,441
	11,442
	3,787
	1,728
	1,947
	56,925



	WellCare’s  Maternity Education and Reward Program

	
	GA
	IL
	Total

	# of Playyards Fulfilled
	376
	57
	433



	WellCare’s  Maternity Education and Reward Program

	
	IL
	MO
	SC
	Total

	# of Diapers Fulfilled
	235
	212
	204
	651


Process and Outcomes Measures
WellCare monitors the success of the Maternity Education and Member Incentive Program (MIP) monthly and evaluates the program annually. The measures selected are both internal operations process measures and quality of care measures established by accreditation and governmental organizations.
Process Measures:
Total number of Members identified as pregnant 
Total number of Maternity Education Booklets sent
Total number of returned Prenatal Reward Visits Log forms
Total number of strollers or gift cards sent
HEDIS® measures –
Timeliness of Prenatal Care – the percentage of deliveries that received a prenatal care visit as a member of the organization in the first trimester or within 42 days of enrollment
Timeliness of Postpartum Care – the percentage of deliveries that had a postpartum visit on or between 21 and 56 days after delivery
Frequency of Prenatal Care – the percentage of deliveries that received at least 81 percent of expected prenatal visits
Outcome Measures:
Total number of preterm admits
Total number of preterm deliveries
HEDIS® Improvement 
The Member Incentive Program (MIP) is designed to promote the timely completion of health screenings and preventive services by non-compliant Healthcare Effectiveness Date and Information Set (HEDIS®) Medicaid Members (Eligible Medicaid Members) by offering these members gift cards (Incentives) from approved vendors. The MIP is also intended to positively affect WellCare’s HEDIS® rates. Eligible Medicaid members are members who meet the age, sex or disease specific criteria, and the enrollment and other technical criteria, set forth in the HEDIS® standards and are noncompliant because they have not had a certain specified service that is measured by a HEDIS® standard. The HEDIS® services eligible for an Incentive under this program may include, but are not limited to, any or all of the following (collectively, the MIP Services): 
Childhood immunizations required by age 2
Well-Child Visits
Prenatal Visits 
Postpartum Visits
Cervical Cancer Screening
Chlamydia Screening 
Annual Dental Screenings
Comprehensive Diabetes: HbA1c Testing, LDL-C Screening, Eye Exams, Nephropathy Testing 
To ensure compliance with Medicaid program limitations, we carefully review our contract with each Medicaid state agency to determine what incentives are allowed.  We also submit the MIP program description and all member letters, brochures and other documents related to the program to the state agency for approval prior to the WellCare plan offering this program to any members.
WellCare will monitor the success of this MIP no less than quarterly and evaluate the program annually. The MIP Services selected reflect both internal operations (process) measures and preventive care delivery (outcome) measures, including those established by accreditation or governmental organizations.
WellCare will collect the following process measures for HEDIS®:
Total number of Eligible Medicaid members identified for the MIP
Total number of MIP Announcements mailed to Eligible Medicaid members
Total number of Incentives sent to identified Compliant members 
Total number of pieces of returned mail of MIP Announcements 
Total number of eligible Medicaid members returning the BRC and number of claims/encounters received for these MIP Services
We will also look at the following outcome measures.
Total number of valid claims or encounters for services received by Eligible Medicaid members who were sent a MIP Announcement
Percentage of Eligible Medicaid members who received the specified MIP Service
Percentage of Eligible Medicaid members and Compliant members who received and activated the gift card  
Incentives provided to each member will be recorded and tracked in a WellCare database to ensure that no member receives more than the amount permitted.  The database will be consulted prior to WellCare transmitting data on eligible Medicaid members who have earned an incentive to the MIP fulfillment vendor.
WellCare looks forward to working closely with DHS and receiving DHS approval before implementing our member incentive programs in Iowa. Additionally we acknowledge and will comply with all marketing provisions in 42 CFR 438.104. The table below shows our current incentive programs used in other markets that could be available to Iowans.  
	2015 Member Incentive Examples 

	Market
	Measure
	Incentive
	gift card

	IL
	Prenatal/Post-Partum  Care
	Diapers
	$15.00

	KY
	Annual Dental Visit
	
	$10.00

	MO
	Prenatal/Post-Partum  Care
	
	$25.00

	MO
	Follow Up after Hospitalization (Mental Health)
	
	$25.00

	MO
	Adolescent Immunizations
	
	$15.00

	MO
	Adolescent Well Child
	
	$15.00 

	MO
	Diabetic Retinal Exam
	
	$30.00 

	MO
	HbA1C (blood sugar)
	
	$30.00 

	MO
	Childhood Immunizations
	
	$30.00

	MO
	Well Child 0-15
	
	$30.00 

	MO
	Well Child 3-6 Years
	
	$30.00

	NJ
	Prenatal/Post-Partum Care
	Single Stroller
	$0.00

	NJ
	Prenatal/Post-Partum Care
	Double Stroller
	$0.00

	NY
	Cervical Cancer Screening
	
	$75.00

	NY
	Annual Dental Visit
	
	$25.00

	NY
	Diabetic Retinal Exam
	
	$75.00

	NY
	Breast Cancer Screening
	
	$50.00

	NY
	Childhood Immunizations
	
	$125.00

	NY
	Prenatal/Post-Partum Care
	
	$50.00

	NY
	Prenatal/Post-Partum Care
	
	$25.00

	NY
	Well Child 0-15
	
	$20.00

	NY
	Prenatal/Post-Partum Care
	
	$25.00

	SC
	Prenatal/Post-Partum Care
	Diapers
	$15.00

	SC
	Prenatal/Post-Partum Care
	Diapers
	$15.00


10.4  Critical Incidents
1.	Describe your critical incident reporting and management system.
WellCare’s Quality Management team is responsible for responding to any critical incidents that occur.  Critical or adverse incidents are any events that negatively impact the health, safety and welfare of our members including abuse, neglect, exploitation, major illness or injury, involvement with law enforcement, elopement/missing, major medication incidents and unexpected deaths.  
All WellCare staff and providers receive training on identifying critical incidents and standards for reporting these incidents.  Our standards require network providers to report critical incidents to the Plan immediately but not more than 24 -48 hours of the occurrence.  WellCare will report to DHS immediately but no more than 24-48 hours; or within the contract required timeframes of the incident.  WellCare acknowledges our responsibility to report suspected abuse, neglect and exploitation of members immediately, in accordance with s.30.201 and Chapter 415, F.S. We acknowledge our responsibility to maintain documentation on the suspected abuse neglect, or exploitation including the reporting of such, must be kept in a file, separate from the member’s case file that is designated as confidential. We will make such files available to DHS upon request.  
When we are notified that there has been a critical incident involving a member, our team will initiate an investigation. Depending on the nature of the incident the investigation may be completed telephonically.  However, our team will also conduct investigations on site when appropriate.  
Our Management Information System is fully capable of complying with any critical incident reporting requirements. WellCare has policies and will implement procedures for Critical Incident (CI) reporting and management for incidents that occur in a NF/SCNF or home and community-based long-term care service delivery setting, including: community alternative residential settings, adult day care centers, other HCBS provider sites, and a member’s home.  WellCare’s policy and procedures address the process to report potential violations of criminal law to local law enforcement authorities.
WellCare will submit for review and approval our Critical Incident policies and procedures prior to implementation.  The policies will address the requirements for providers and staff to report critical incidents, respond to critical incidents, document critical incidents and cooperate with any investigation conducted by WellCare or an outside agency.
2.	Describe strategies for training staff and network providers on critical incident policies and procedures.
WellCare mandates training for all staff on Critical Incidents and offers periodic updates to training to ensure that our staff is fully aware of how they should respond to these occurrences.  We also provide training to our provider network either during scheduled provider meetings or one-on-one with our provider representatives. The training includes:
Identification of types of critical incidents
Reporting of critical incidents
Corrective action planning process 
Disciplinary options for non-performance
3.	Describe processes for implementing corrective action when a provider is out of compliance with critical incident reporting.
When we identify that a provider has violated the policy for critical incident reporting, we will initiate a corrective action plan.   The implementation of the plan will be monitored to ensure that the provider is following the plan and making the necessary corrections as required.  Any actions taken will be documented in the provider’s record.  In the event of repeat violations after an initial corrective action plan, the provider may be terminated. The Credentialing/Recredentialing Committee is the peer review body responsible for making the decision and taking any necessary action.
4.	Describe how critical incidents will be identified, tracked and reviewed and how data gathered will be used to reduce the occurrence of critical incidents and improve the quality of care delivered to members.
WellCare identifies, tracks, and analyzes critical incidents to address potential and actual quality of care or health and safety issues. The Quality Improvement Department maintains a database for documenting and tracking adverse events, quality of care issues and critical incidents reported.  It is the responsibility of the Quality Improvement associate assigned to follow the caseload and maintain accuracy of the cases in the data base for tracking, trending and reporting cases.  When a case notification is received, the nurse reviewer will enter details into the QOC database.  Databases are located in a secure folder on the QI-Corporate drive.  Access to the folder and database is restricted to the market resources. 
We regularly review the number and type of incidents (including, for example, the number and type of incidents across settings, providers, and provider types) and findings from investigations.  We also identify trends and patterns, identify opportunities for improvement, and develop and implement strategies to reduce the occurrence of incidents and improve the quality of care delivery in all delivery settings.  
When we identify a critical incident, we will contact the provider and initiate an investigation.  We will provide training for the provider and staff and continue to monitor the provider until we are comfortable that the provider is in compliance with reporting requirements. We will also make sure that all of our providers have the information needed to report critical incidents including:
Types of incidents that are mandatory to report
Abuse/neglect/exploitation of persons with a mental illness, a developmental or physical disability 
Elder Abuse for elders and adults and people with disabilities between the ages of 18-59 living in the community not residing in a nursing home
Abuse/neglect for those in Hospitals or Nursing Homes
Abuse of persons in Supportive Living Facilities (SLF)
Abuse or neglect of a children
Telephone numbers to report incidents
Report submission requirements for critical incidents
10.5  Provider Preventable Conditions
1.	Describe how you will ensure payment is not made for provider preventable conditions.
The first step in ensuring payment for provider preventable conditions is to identify those conditions which fall into the “never event” categories. WellCare identifies codes via the Core Processing System that match the conditions for which there will be no payment made to providers. The codes are set to “auto-deny” by system adjudication and configuration set up in the claims system.
Our providers, provider representatives, finance staff, UM nurses, quality staff, and providers are trained on the meaning and identification of the conditions for which payment will be denied.  
CMS requires a “present on admission form” to document the presence of anything that could become confused with a provider preventable conditions.  For example, if a member comes into the hospital with a UTI, the “present on admission” form would be used to capture that diagnosis at the time of admission so that upon discharge the hospital would not be held responsible for the UTI. WellCare will ensure that providers understand the “present on admission form” requirement and complete that form for each WellCare member that is admitted.  
The most effective way to prevent errors that lead to the conditions identified above is to have a robust training and quality improvement program.  Using the tools available to us, we will do everything in our power to ensure a safe experience to avoid these preventable conditions from occurring, however, we also will ensure that no payment will be made when these unfortunate events occur.  


SECTION 11 – UTILIZATION MANAGEMENT
11.1  Utilization Management Programs
Please explain how you propose to execute Section 11 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.  
WellCare of Iowa’s goal across all of our program and service lines is to achieve the Triple Aim – improve the health care experience for our members, improve health outcomes and reduce costs. These goals can be achieved in many ways including appropriate utilization management.  Our utilization management (UM) programs are designed to ensure that members receive the “right care at the right time and in the right place”. Ultimately our goal is to improve the health status (clinical outcomes) of our members while lowering costs. These twin goals can be achieved without compromising the quality of care and without uninformed or arbitrary denials of care. A key component of WellCare’s care model is our Utilization Management Program (UM). 
Health care experts and researchers have recognized the value of UM in addressing critical care issues caused not only by overutilization of care but also underutilization of heath care services.  The Institute of Medicine (IOM) and other experts have identified the potential risks associated with too much or too little care.  WellCare uses evidence-based treatment guidelines, and standardized clinical care guidelines to objectively and systematically monitor and evaluate the medical necessity, appropriateness, efficiency, timeliness and cost-effectiveness of care and services provided to members.
WellCare of Iowa will combine proven UM strategies, collaborative and innovative programs, services and partnerships and state of the art technological solutions to achieve our goal of improving outcomes and lowering costs without compromising the quality of care for our members.  We believe we are unmatched in our ability to achieve these goals and objectives and will use approaches including but not limited to:
Local staffing resources that know and understand Iowa based care needs and concerns
Partnerships with local providers, including ongoing education and training, to reduce denials and enhance a provider’s ability to coordinate care
State of the art technology to support, data collection, claims adjudication and payment, reporting and quality improvement activities
Collaboration with internal partners (Quality, Care Coordination, Member Services, Provider Services, Outreach and Marketing) and external partners such as FQHC’s, AAA’s and Community Action Agencies
Any changes to the UM program will be approved by the State with a 30 day notification to providers
WellCare of Iowa is also engaging in a unique partnership with UnityPoint Health.  This provider-payer partnership will create a collaborative experience assisting members, and ultimately the state of Iowa in achieving the triple aim.  An important part of this collaboration is utilization management.  For example, UnityPoint Health already has a “Emergency Room Consistent Care” program focused on reducing emergency room utilization by very high utilizers (e.g. someone who has used the emergency room more than 12 times in the past 6 months).  Similar to the way WellCare approaches these high utilizers, UnityPoint Health creates an individualized care plan for these members and examines their physical, behavioral, and social health care needs.  Through our partnership, WellCare and UnityPoint Health can improve upon this programs success and look to duplicate these lessons learned across a broader Medicaid population.


1.	Describe in detail your utilization management program, including how you will operate and maintain the program.
Utilization Management is the ongoing process of assessing, planning, coordinating, and monitoring utilization of health care services.  For each health plan WellCare implements a UM program that addresses the unique needs of the members.  WellCare has 19 years of utilization management (UM) experience and offers an UM program which is highly integrated with our quality improvement program.  WellCare’s UM program  is designed to meet or exceed the standards and requirements established by the Centers for Medicare and Medicaid Services as well as Medicaid requirements, state contract requirements, as well as accreditation standards. 
Based on our experience serving Medicaid enrollees, we understand their highly complex and diverse needs. In addition to medical and behavioral health needs, enrollees have a number of socio- economic needs. Our experience has shown that in order to achieve desired health outcomes, basic needs such as food, shelter and security must be addressed. The health status of Medicaid members is highly inter-related and dependent on these very needs. As a result, our approach to care and how we apply the UM protocols and achieve our UM goals, transcends traditional medical and behavioral health managed care techniques. Rather, our model of care seeks to fulfill the enrollees’ collection of complex needs in order to attain the desired health outcome by continuously assessing, planning, organizing, coordinating, and evaluating care.  In practical terms, we constantly   measure the effectiveness of services provided to our members and assist them in making choices that yield the most positive experiences and offer the most positive health outcomes for members and their families.
WellCare of Iowa will implement a comprehensive UM program that covers all members regardless of category of assistance, age, diagnosis or place of service.  Our program goal will be “the right care, at the right time, and the right place” accomplished through the review of medical necessity, evaluation of the appropriateness of care, and the efficient use of medical, Long Term Supports and Services (LTSS), pharmacy, and behavioral health services. WellCare’s UM program:
Uses evidence based care standards and clinical care guidelines to ensure the delivery of culturally sensitive services that are medically necessary, appropriate, and are consistent with the member's diagnosis and level of care required
Monitors, tracks and trends care rendered to WellCare of Iowa members to ensure that quality health care is provided in the most appropriate and cost efficient manner possible
Facilitates communication and partnerships among participants, physician providers, facility providers, delegated entities, and the Health Plan in an effort to enhance cooperation and appropriate utilization of health care services
Works collaboratively with the Case Management, Disease Management, and Quality Improvement Departments by identifying and referring potential quality of care issues for review and resolution as indicated
Monitors equally over- and under-utilization, continuity and coordination of care and implements corrective action intervention plans, as needed
Works collaboratively with the Customer Services Department and the Appeals and Grievance Committees with timely review and response to member or provider grievances/appeals relating to utilization management decisions
Monitors, implements and maintains systems to enable compliance with government and legislative requirements of utilization management processes
UnityPoint Health has operated a UM program for Behavioral Health for several years.  This program, developed in cooperation with providers, has achieved successful outcomes, reduced costs, and done so at a high level of satisfaction.  This experience will be leveraged through the partnership of UnityPoint Health and WellCare of Iowa in which both organizations can demonstrate the significant role that an integrated, community based Behavioral Health UM can have on the Iowa Medicaid program.  
Utilization Management Policies and Procedures
WellCare’s UM program practices are documented by comprehensive policies and procedures that are reviewed annually and revised or approved by the UM (Utilization Management Advisory Committee) committee.  WellCare’s policies and procedures:
Identify clinical care guidelines and criteria that WellCare has adopted for use in the UM program
Facilitate adherence to protocols and standards
Standardizes practices across multiple health plans
Reduces variation in practices
Provides guidance and serves as a resource for staff and contractors
Reduces errors caused by inconsistent or misunderstood practices and activities
Program Elements
WellCare’s UM program provides methods for assuring the appropriateness of inpatient care, analyzing emergency room utilization and  diversion efforts, monitoring patient data related to length of stay and readmissions related to hospitalizations and surgeries, and monitoring utilization practices and trends for any providers who appear to be operating outside of peer norms.  Upon request by DHS, WellCare will demonstrate the data selection criteria, algorithms, and any additional elements used within the program.   In addition, WellCare’s UM program shall include distinct policies and procedures regarding long-term services and supports.
Work Plan
WellCare’s UM program is guided by an annual UM work plan that provides a framework for UM practices and services as a guide to UM program activities.  While we learn from our experiences in other markets/states, WellCare’s UM work plan is distinct and specific to the Market to be served. As such, in Iowa we will provide a work plan that is exclusive to Iowa and does not contain documentation from other state Medicaid programs or product lines operated by WellCare.  The WellCare of Iowa annual work plan will contain a schedule of activities and events for the coming year with specific goals and objectives of the program, timelines by when goals and objectives will be accomplished, and assignment of responsibility for who will complete the goal.  
This work plan, specific to Iowa, will be provided to DHS. WellCare will adhere to and provide the services set forth in the plan approved by DHS.  Any changes to the plan will be submitted to DHS for prior approval before implementing such changes.   
UM Subcontractors and Staff
WellCare Staff
WellCare recruits highly qualified individuals with experience and expertise in UM or applicable related experience. Qualification and educational requirements are delineated in the position descriptions for each respective position. Each new UM staff member is provided a minimum of two weeks intensive hands-on orientation and training with a staff preceptor. WellCare supports continuing education and training for UM staff to maintain and increase skills and competency in performing UM functions. WellCare provides formal training, including seminars and workshops, to all UM staff on an annual basis which covers topics that include, but are not limited to, diagnosis and CPT coding, UM criteria application, and UM updates. WellCare monitors the appropriate application of UM criteria/guidelines, processing authorizations, and concurrent review and discharge planning documentation on an ongoing basis. If a UM staff member falls below the established performance standards, WellCare provides coaching, additional tools and training to assist the person achieve the desired performance expectations.  Each position is described below.
The Vice President of Field Health Services, Corporate Medical Directors, and Director of Utilization Management manage the Utilization Management Department.   The Utilization Management Program and policies are implemented under the leadership of the Vice President, Field Health Services in collaboration with the Medical Director(s).  The Corporate Medical Director(s) complete clinical reviews in which medical necessity is not met according to UM criteria and may discuss with the ordering or attending physicians in order to ensure the appropriate utilization decision is made. The Corporate Medical Director(s) have the authority to make all medical necessity denial determinations. The WellCare of Iowa Medical Director will  work in collaboration with the Corporate Utilization management staff by providing leadership and overseeing implementation and operational aspects of the UM Program.
Registered Nurses (RNs) or Licensed Practical Nurses (LPNs), and Licensed Behavioral Health Professionals are responsible for inpatient concurrent review and discharge planning, medical or behavioral case management and outpatient authorizations of medically necessary services. Licensed staff has the authority to approve services that meet medical necessity criteria. However, when medical necessity cannot be established per criteria, the licensed nurse/behavioral health care professional will refer the review to a Medical Director for final review and determination. 
The Director and Manager of Pharmacy work collaboratively with the UM Department to ensure appropriate pharmacy utilization by providing prior authorization decision making and assessing formulary exceptions.
Outlined below is a brief overview of the functions and responsibilities of the UM Department staff, reporting structure, and qualifications:
Corporate Medical Director(s)
The Medical Director(s) are board certified, licensed and credentialed physicians who assist the Vice President of Health Services in the development and implementation of Utilization Management Programs. The Medical Director(s) have responsibility for:
Participating in the implementation of the UM Program
Providing oversight for all programs related to authorization (pre-certification) and appeals, ancillary and inpatient services, including hospitals and skilled nursing facilities
Participating on the Utilization Medical Advisory Committee, Quality Improvement Committee, Pharmacy and Therapeutics Committee, and Appeals Committee
Conducting UM reviews, including appeals, and arranging for clinical discussion with physicians.
Participating in credentialing and peer review activities 
Having the authority, accountability and responsibility for denial determinations for lack of medical necessity
Consulting with the board certified specialists of the specialty panel for review of complex utilization issues, as appropriate
Manager Behavioral Health Care
The Behavioral Health Medical Director(s) are board certified, licensed and credentialed practitioners who assist the Vice President of Health Services in the development and implementation of the Behavioral Health aspects of the Utilization Management Program. The Behavioral Health Medical Director(s) have responsibility for, without limitation:
Participating in the implementation of the Behavioral Health aspects of the UM Program
Providing oversight for all Behavioral Health Programs related to authorization  ( pre-certification) of ancillary services and inpatient services, including hospitals and outpatient treatment facilities
Participating on the Utilization Management Medical Advisory Committee, Quality Improvement Committee and Pharmacy and Therapeutics Committee.
Conducting Behavioral Health UM reviews and arranging for clinical discussion with physicians
Participating in credentialing and peer review activities.
Having the authority, accountability and responsibility for Behavioral Health denial determinations for lack of medical necessity.
Consulting with the board certified specialists of the specialty panel for review of complex utilization issues, as appropriate.
Senior Manager Long Term Care
The Senior Manager of Long Term Care reports to the Vice President, Field Health Services.  Primary responsibilities of this position include but are not limited to:
Conducts home/facility visit(s) for comprehensive health re-assessments regarding clinical, behavioral and home safety requirements on existing members.
Identifies applicant's health needs and completes medical assessment of applicant. 
Tracks assessment schedule and updates assessments in a timely manner. 
Initiates direct communication with health care providers involved in care of the applicant to obtain complete and accurate information as needed. 
Collects information concerning ongoing eligibility.
Coordinates with Care Management team and provides updates regarding member health status.
Inputs visit and assessment data into systems 
Adheres to all HIPPA standards and confidentiality requirements.
Performs other duties as assigned.
Vice President, Health Services 
The Vice President, Health Services has responsibilities that include, but are not limited to:
Development and operational execution of the UM Program in collaboration with the Medical Directors.
Providing efficient, effective leadership and direction to the UM Department with emphasis on appropriate health care utilization and resources use in the most cost-effective manner.
Being a member of the Utilization Medical Advisory Committee, Customer Service Quality Improvement Workgroup and Delegation Oversight Committee.
Working collaboratively with internal departments as it relates to utilization management and health care services.
Coordinating the annual delegation oversight audits and monitors the delegated activities ensure compliance with the Health Plan’s UM standards and delegation standards
Director/Senior Manager/Manager of Utilization Management Departments
The Director of Utilization Management Health Services reports to the Vice President, Health Services; Managers of  UM departments (Inpatient Care Management and Outpatient Clinical Authorization Department) report to the Director of UM, with responsibilities that include, but are not limited to:
Overseeing the daily operations of the UM Department which include prior authorization/pre-certification, discharge planning, and concurrent reviews.
Supporting in the execution and assessment of the efficacy of the UM Program. 
Being a member of the Utilization Medical Advisory Committee.
Monitoring Utilization Management data reports.
Supervising prior authorization or inpatient concurrent review team functions and operations.
Utilization Management Teams (Inpatient/Outpatient Department)
The Utilization Management Department teams are licensed, qualified health care professionals that report to the Director of the Utilization Management Department, with responsibilities that include, but are not limited to:
Supervising the coordination of day-to-day operations of care management, intake, and DME coordinators.
Supporting the execution and assessment of the efficacy of the UM Program. 
Monitoring utilization management data reports.
Supervising authorization coordinators of intake and outpatient authorization review team functions and operations.
Inpatient Care Management, Inpatient Care Nurse (Telephonic)
The Inpatient Care Nurse is a licensed nurse with an unrestricted license who reports to a Manager of Utilization Management with responsibilities that include, but are not limited to:
Daily review and oversight of inpatient admissions using InterQual® criteria to assure appropriateness of admission, level of care and length of stay taking into consideration, the individual medical/social needs, medical necessity of admission.
Discharge planning at the time of admission to ensure appropriate services is provided to facilitate a safe discharge or placement in the appropriate lower level of care.  
Providing support in the execution and assessment of the efficacy of the UM Program.
Inpatient Care Management, Behavioral Care Manager (Telephonic)
Daily review and oversight of inpatient behavioral health admissions using InterQual® criteria to assure appropriateness of admission, level of care and length of stay taking into consideration, the individual medical/social needs, medical necessity of admission.
Discharge planning at the time of admission to ensure appropriate services are provided to facilitate a safe discharge or placement in the appropriate lower level of care.  
Providing support in the execution and assessment of the efficacy of the UM Program.
Inpatient Care Management, Onsite Inpatient Care Manager (facility-based) 
The Inpatient Care Manager, will be located in Iowa and will be an Iowa registered nurse with an unrestricted license, with responsibilities that include, but are not limited to:
Travel to assigned facilities to work with hospital staff, members and their authorized representative(s) to facilitate discharge planning and short-term case management and to conduct inpatient review activities as required. 
Contacts or meets with targeted high-risk members and families to assess needs and facilitate access to health care services after discharge.
Refers members to special programs offered by the Health Plan and other community based resources and service agencies.
Outpatient Care Nurse
The Outpatient Care Nurse is a licensed nurse with unrestricted license, who reports to the Manager/Supervisor of Utilization Management with responsibilities that include, but are not limited to:
Performing review of requested elective admissions, outpatient services for medical necessity, appropriate delivery setting, and in accordance to existing benefits.
Generating authorizations for services meeting medical necessity and existing benefits.
Identifying and referring members with chronic conditions or frequent outpatient services to the Case and Disease Management Programs, as appropriate.
Outpatient Care Management, Behavioral Care Manager
Outpatient Care Management, Behavioral Care Manager reports to the Manager/Supervisor of Utilization Management with responsibilities that include, but are not limited to:
Performing review of requested elective admissions, outpatient behavioral health services for medical necessity, appropriate delivery setting, and in accordance to existing benefits.
Generating authorizations for services meeting behavioral health medical necessity and existing benefits.
Identifying and referring members with chronic conditions or frequent outpatient behavioral health services to the Case and Disease Management Programs, as appropriate.
Intake Coordinator, Care Management Coordinator, and DME Coordinator 
The Care Management Coordinator/ DME Coordinator is a non-licensed health care administrative support worker who reports to the department manager/supervisor with responsibilities that include, but are not limited to:
Reviewing authorizations and provide authorization number for authorizations that meet the UM approved decision criteria/tool for appropriateness. 
Forwarding authorizations that need medical record review for medical necessity to the Prior Authorization Nurses or Licensed Behavioral Health Professionals for review and determination. 
Obtaining the appropriate UM decision information to make a utilization decision based on UM decision criteria/tools that includes, but is not limited to CPT and diagnosis codes, and if appropriate clinical documentation to forward to the Prior Authorization Review Nurse or Licensed Behavioral Health Professionals to support medical necessity of requested service.
Maintaining the authorization turn-around-time standards.
Providing non-clinical support to the licensed staff.
Completing the appropriate data entry according to UM policies and procedures. 
Supporting the execution and assessment of the efficacy of the UM Program.
Subcontractors
WellCare may elect to use subcontractors and health plan partners to perform selected utilization management activities.  Although we may subcontract or delegate these functions to another entity, WellCare retains accountability for utilization management activities. In order to receive a delegation status for utilization management activities, the delegated entity must demonstrate that systems are in place and meet the required utilization management standards. There must be a mutually agreed upon written delegation agreement describing the responsibilities of WellCare and the delegated entities. Delegation of selected functions may occur only after an initial audit of the utilization activities has been completed and there is evidence that WellCare’s delegation requirements are met. These requirements include a written description of the specific delegated activities, monthly/quarterly reporting requirements, evaluation mechanisms, and remedies available to WellCare if the delegated entity does not fulfill its obligations. 
Prior to initiating any contract with a delegated entity, WellCare of Iowa will prospectively evaluate the subcontractor’s ability to perform the work Delegates are required to submit their UM Program and review criteria, work plan and annual evaluation before WellCare contracts with them and on an annual basis. In addition to any metrics reviewed prior to delegation, WellCare’s Corporate Audit & Oversight - Delegation Oversight (Delegation Oversight) department performs a pre-delegation audit with every entity requesting delegation of services.  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 the 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
Appropriate remedial action rights exist for non-performance or non-compliance, including termination of services
An extensive policy and procedures review for the respective services to be delegated, including a review of HIPAA, Fraud, Waste & Abuse, Business Continuity, and Compliance Program policies and procedures
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
Remediation of egregious findings prior to formal delegation of services
At least annually or more frequently, audits of the delegated entity are performed to ensure compliance with WellCare’s delegation requirements. 
The Delegation Oversight Committee receives reports of the performance of any vendor that WellCare has delegated UM activities.  If the performance of a delegated vendor is less than required, the findings are presented to WellCare’s corporate Delegation Oversight Committee (DOC) for review of granting, continuation or revocation of the delegation status. On at least a quarterly basis, the DOC reports its findings and recommendations related to delegation status to the Quality Improvement Committee.  Any entity requiring a Corrective Action Plan (CAP), will be monitored more closely until the CAP is completed and the entity is found to be compliant with the UM Program.
Compliance
In accordance with 42 CFR 438.6(h), 42 CFR 422.204 and 422.210, WellCare does not compensate or reward practitioners, providers or associates who perform utilization reviews, including those of the delegated entities, for denials, limitations, or discontinuance of care.  We also contractually prohibit delegated UM subcontractors from providing incentives or rewards to their staff for denials, limitations WellCare’s Delegation and Oversight team will conduct annual audits and ongoing monitoring to ensure that subcontractor’s performance complies with the Contract, our policies and procedures, Iowa state law and Federal law, and NCQA requirements.
Practice Guidelines
WellCare has established practice guidelines that are based on valid and reliable clinical evidence or a consensus of health care professionals in the industry.  Our guidelines consider the needs of our members and are reviewed and updated periodically.  We provide guidelines to all of our network providers and upon request to members, caregivers and potential members.  All of our UM decisions, member education, and coverage of services are guided by and applied consistent with our adopted guidelines.  We use practice guidelines from recognized sources including American Congress of Obstetricians and Gynecologists (ACOG), American Academy of Pediatrics. American Society of Addiction Medicine (ASAM), and ADA.    We will provide copies of our guidelines to DHS and will have the guidelines approved by DHS.  We will also share guidelines with providers at least 30 days prior to the implementation of the guidelines and provide a forum to receive suggestions for UM guideline revisions at least annually.  

UM Care Coordination
WellCare of Iowa’s UM program interfaces with other programs, including care coordination and quality improvement (QI). Through UM we identify members who would benefit from services provided through  care coordination or disease management and facilitate engagement in those programs by sending referrals (through the WellCare’s medical management platform) to care coordination or disease management. In addition, concurrent review nurses/licensed behavioral health professionals and LTSS specialists identify members who would benefit from care coordination, talk with them face-to-face, collect contact and other information, and provide that information to the care coordinator who follows-up with the member. 
UM is also integrated with quality improvement. If UM staff identifies any potential quality of care issues (e.g., surgery performed on wrong side of patient’s body, unanticipated readmission, hospital acquired conditions/ infection or wound infection resulting in increased length of stay), UM staff documents the issue in WellCare’s medical management system and QI staff is notified of the issue. QI staff then investigates the issue and takes appropriate action to resolve any quality of care issues. UM also supports activities related to clinical studies and HEDIS®. 
It is vital to the success of WellCare’s health services program to have proactive interdepartmental communication regarding utilization issues. Ongoing and active communication is maintained through informal processes as well as through the following activities:
Management meetings
Staff meetings
In-Service training
Continuous Quality Improvement teams
Committees or other process improvement teams
Member Services
UM may also engage with Member Services in cases where additional support or services to members are required. Member Services are best equipped to answer member questions regarding demographic changes, benefit coverage, PCP change requests, how to access value-added benefits (Silver Sneakers, gym membership, smoking cessation), questions on deductibles and co-pays and other questions. If there are patterns of care that may indicate a need for additional support to the member, UM will engage Member Services to outreach to the Member and determine the appropriate level of assistance.  
Provider Services
WellCare is committed to reducing the administrative burden on our providers.  Periodically UM may identify repeated denials or aberrant patterns of care that indicate the need for additional provider training and education or changes in our UM process.  UM may contact Provider Services to contact the provider and identify services and supports that the provider may need. UM may also reach out to provider or Network Services to assist in finding accepting providers in member’s location or services with minimal local in-network providers.
Human Resources
WellCare’s UM staff also interfaces with Human Resources on a regular basis to ensure that all staff consistently follow UM policies and procedures.  Whether it is the initial training or ongoing staff training, any training activities regarding application of UM criteria and use of clinical guidelines is coordinated with or performed by UM staff.  On a regular basis UM staff review training UM curriculum for appropriateness. 

2.	Describe your policies, procedures and systems to:
       a.	Assist utilization management staff to identify instances of over- and under-utilization of 
             emergency room services and other health care services;
       b.	Analyze emergency department utilization and diversion efforts;
       c.	Identify aberrant provider practice patterns;
       d.	Monitor patient data related to length of stay and re-admissions related to hospitalizations and surgeries; 
       e.	Assure the appropriateness of inpatient care;
       f.	Ensure active participation of a utilization review committee;
       g.	Evaluate efficiency and appropriateness of service delivery;
       h.	Incorporate subcontractor’s performance data;
       i.	Facilitate program management and long-term quality; and
       j.	Identify critical quality of care issues.
WellCare’s UM program practices are documented by comprehensive policies and procedures that are reviewed annually and revised or approved by the UM committee.
Assist Utilization Management Staff to Identify Instances of Over- and Under-Utilization of Emergeny Room Services and Other Heatlh Care Services
Managing Under- and-Over Utilization
One of WellCare’s primary goals is to ensure the highest quality of care by ensuring that members receive the right care, at the right time and in the right place.  One area of significant focus is on the appropriateness of emergency room utilization.  Research has shown that the inappropriate use of emergency room services compromises health outcomes for members and increases the cost of care at the right time and in the right place.  One area of significant focus is on the appropriateness of emergency room utilization.  Research has shown that the inappropriate use of emergency room services compromises health outcomes for members and increases the cost of care.  
WellCare’s clinical services goals are to improve member access to care and clinical outcomes. The underlying principles are to inform clinical care, inform clinicians and their practice, support and engage members and their providers, without compromising care.  The final elements of our well-structured clinical services program involve our quality based monitoring, evaluation and continuous improvement activities.  WellCare uses several tools in monitoring the under- and over- utilization of services including:We performed a review of hospitals with high levels of inpatient readmissions as an indication of over- or inappropriate utilization. Through the analysis we identified providers requiring education/in-servicing as well as enrollees potentially in need of care management. Among 32 enrollees evaluated, all of whom were admitted to the same facility with the same diagnosis, nearly 60 percent were enrolled in care management.

Inpatient Daily Census
COGNOS data
Monthly Inpatient Utilization Reports
Pharmacy Reports
Physician Profiling
Medical Record Review
Physician Risk Group Reports
Nationally recognized benchmarks and historical data of the Plan are utilized for comparative data evaluation
WellCare has a rigorous process to monitor, detect, and evaluate inappropriate utilization of services including over- and under-utilization for individual providers, members, and all other covered population, as well as across all disciplines including medical, LTSS, behavioral, and pharmacy services.  We have a multi-faceted approach to identify and address opportunities for improvement within clinical services. Our work plan outlines each initiative planned for the calendar year including measurable objectives; inclusive of all clinical care and service indicators, benchmarks, performance goals and previous results.  Lastly, the work plan includes schedules of reports to the Quality Improvement Committee (QIC), schedules of reporting to outside regulatory agencies, initiation date, time frame, monthly updates and the targeted completion date for each activity included in the plan.  Through pharmacy claims data analysis, our pharmacy team identified under-utilization of chronic inhaled corticosteroid (ICS) inhalers among members using short-acting beta agonist inhalers. Based on this analysis, the pharmacy team implemented a plan to increase the use of ICS inhalers among these members. Using the pharmacy claims data, the pharmacy team identified 466 members over-utilizing short-acting β-agonist inhalers (SABA) inhalers (those with more than three refills for an SABA inhaler over a 90-day period. These members had no claims for ICS inhalers in this time frame. The pharmacy team then notified the prescriber via letter encouraging the prescriber to add an inhaled corticosteroid (ICS) inhaler or increase the member’s chronic therapy to better manage the member’s asthma.  Following the intervention, the pharmacy team re -measured ICS claims and found that over 8% of the members identified in the initial intervention had a claim for an ICS inhaler suggesting the intervention was effective. As a result, the pharmacy team will continue with the SABA over-utilization campaign.

To complement the development of the work plan, WellCare also conducts a formal clinical services program evaluation annually.  The evaluation includes an assessment of performance against the defined clinical and service indicators as well as performance of the key initiatives identified in the work plan.  Included in the evaluation are quantitative and qualitative analyses, trending of metrics, barrier analysis, and evaluation of effectiveness.  This evaluation process includes an internal assessment of processes and operations as well as provider and member assessment collected through surveys, feedback and complaints. Both the work plan and annual evaluation are subject to QIC review and approval.  
Procedures for Identifying Patterns of Over and Under Utilization of Covered Services
WellCare’s medical management platform analytics engine, that executes business rules across health care transactional data, automatically identifies utilization patterns that require intervention.  These analytic identifiers are used along with other business rules within the clinical platform to drive member outreach and care management referrals.  We are able to identify targeted overutilization and, based on that identification, trigger completion of an assessment by a WellCare care manager.  Information gathered through the assessment coupled with the original analytics data, is then combined within a specific care plan to appropriately manage utilization at the individual member and provider level. 
In addition to WellCare’s clinical platform, WellCare employs a number of additional activities aimed at identifying and preventing over-, under-, or inappropriate-utilization of services at the individual level. In addition to supporting medical necessity review and discharge planning, our monitoring of the inpatient census report on a daily basis allows us to identify readmissions, potential quality of care issues, unexpected complications, or unexpected deaths. Similarly, Pharmacy concurrent and retrospective reviews identify patterns of under-, over-, and inappropriate utilization including insufficient generic use, clinical abuse/misuse, drug-disease contraindications, drug-drug interactions, inappropriate duration of treatment, incorrect drug dosage, adherence to medication and potential abuse of medication; and therapeutic appropriateness or duplication.
WellCare also has a formal process for regularly evaluating compliance with recommended preventive services, chronic disease management, and acute care. We regularly and systematically data mine membership data to identify individuals in specific segments (i.e., children who may be in need of immunizations, individuals with diabetes who may be in need of tests). This membership data is then cross tabulated with claims and encounter data to identify individuals who are in need of specific services. Care gaps are identified and then communicated to members and their providers through a variety of mechanisms including phone calls, face-to-face visits, and mailed information. The purpose of this outreach is to ensure that the members receive the necessary care at the right time. We will also distribute information on care gaps in a summary report to providers and members. We will also provide provider performance reporting and provider profiling reports via the online portal.
For medical and behavioral services, WellCare develops, produces, and analyzes a variety of standard trend reports on a regular basis (i.e., weekly, monthly, and quarterly). These trend reports are based on authorization, claim, and encounter data and allow us to systematically identify and address patterns of over- and under-utilization. These reports include: 
Admits per thousand by type (medical/surgical, deliveries, NICU, psychiatric)
Days per thousand by type
C-section rate
NICU Average Length of Stay (ALOS)
Mid-rate, catastrophic rate, readmit rate
ER usage (by provider, member, hospital and diagnosis)
Membership comparison
WellCare uses Drug Utilization Review (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 benchmarking generated by the drug utilization review to stimulate prescribers to change their prescribing habits in an effort to improve care and control costs. DUR is used 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.
Once we have identified patterns of over- and under-utilization or inappropriate care the Health Analytics team meets to discuss possible courses of action. If further analysis is necessary to determine the proper course of action, Health Analytics will provide the necessary ad hoc reporting. Following a detail review and discussion of the trends, drivers and opportunities, the team, led by the WellCare of Iowa Medical Director will select a course of action. Actions may include development of clinical coverage guidelines, evaluation of review criteria, individual provider or facility intervention, individual member intervention, and contracting-related activities (i.e., adds, terms, changes).
In addition to these meetings, utilization management data is reported to WellCare’s UMAC comprised of Iowa-based independent licensed practitioners and QIC for review and discussion. When the UM team identifies a trend that suggest inappropriate utilization of services, both the UMAC and QIC recommend interventions to achieve appropriate utilization. As interventions yield favorable outcomes, we develop or revise utilization management processes.  A few examples of how monitoring for potential over, under or inappropriate utilization result in action are described below. 
Our UM work plan outlines dates for completion of activities as well as scheduled dates for report reviews and submissions. WellCare’s Health Analytics team develops, produces, and analyzes a variety of standard trend reports on a regular basis (i.e., weekly, monthly, and quarterly). These trend reports are based on authorization, claim, and encounter data and allow us to systematically identify and address emerging trends or changes in utilization. These reports include admits per thousand by type (medical/surgical, deliveries, NICU, psychiatric), days per thousand by type, C-section rate, NICU Average Length of Stay (ALOS), mid-rate, catastrophic rate, readmit rate, ER usage (by provider, member, hospital and diagnosis), and membership comparison. Actual results are compared to Our UM work plan outlines dates for completion of activities as well as scheduled dates for report reviews and submissions. WellCare’s Health Analytics team, formally support ongoing monitoring, detecting, evaluating, and acting upon potential over-, under-, and inappropriate utilization. 
	Common Reasons Members Visited The ED

	Children
	Adults

	Ear-aches 
	Lower back pain

	Sore throats
	Medication refills

	Cold symptoms
	Urinary tract infections

	Tetanus shots
	Sore throats

	Flu shots
	Rashes

	Pink eye
	Colds

	Skin scrapes
	Minor burns

	Minor burns
	Tetanus shots


Analyze Emergency Room Utilization and Diversion Effort
Utilizing the emergency room for primary care services is a growing concern of all in the health care field.  WellCare’s UM program analyzes care delivered in the emergency room and develops programs designed to divert users to more appropriate places of care. To better understand the problem, WellCare tracked Emergency Room (ER) use and identified the most common reasons members visited the ED.  
Once WellCare identified most frequent reasons for ER visits, they surveyed members to identify why members chose the ED.  Metrics were developed for each measure and the UM staff (primarily the UM Manager/Director) along with the provider relations representatives actively monitor the metrics below:
	Metrics

	Measure
	Metric

	PCP panels are not accurate
	Monthly number of members who convert from “blank to Y” in PCP seen column

	PCPs do not know which members are high users
	ER utilization/1000 for the PCP after provider Relations rep visits the PCP

	PCPs not promoting alternative site of care
	Monthly number of provider Relations rep visits to PCPs

	Members not aware of alternative sites of care
	ER utilization /1000 members targeted before and after mailings

	EDs not aware of WellCare’s services
	ER utilization/1000 before and after WellCare associates educate the ER staff

	Case managers are ineffective in changing behaviors
	ER utilization/1000 members managed

	Identify the correct members to manage
	Number of ER visits/1000 in cohort identified for case management

	Members do not know alternative level of care
	Number of ER visits/1000 before and after mailings
Number of ER visits/1000 before and after managed by case manager


WellCare has implemented several strategies aimed at reducing inappropriate ER use. Our comprehensive, multi-dimensional strategy includes the use of evidence based criteria, national clinical guidelines, technologically based tracking tool, provider and member profiling, use of urgent care centers, and maintaining ER metrics. 
WellCare supports the Primary Care Provider serving as a patient’s medical home. The medical literature clearly demonstrates appropriate utilization of care when a medical home is established for a patient. WellCare promotes the use of our 24 hour Nurseline as a strategy to reduce inappropriate ER use.

WellCare promotes the use of our 24 hour Nurseline as a strategy to reduce inappropriate ER use.

WellCare offers intensive Case Management for patients with multiple ER visits. This effectively decreases the burden of non-emergent patients seen in the ER.  Our case managers assist patients’ access to community resources such as shelters, utilities, transportation, and support groups.  Case management improves member adherence with the primary care provider’s care plan and improves quality outcomes.  Case managers are able to assist with substance abuse disorders and behavioral health issues.  
WellCare’s provider relations representatives are able to assist providers who identify patients with excessive ER utilization. Lists of provider-specific super-utilizers are available upon request. 
WellCare provides a telephone number for access to our Member Engagement Unit and referral to the care coordination program. 
WellCare makes every effort to collect and correct demographic information from members and emphasis the availability of the Care Coordinator to assist member with needs
Providers are most able to identify which patients need additional social support and assistance, especially for those members who initially decline case management services.   WellCare routinely works with providers to get updated information and provide assistance is meeting the needs of members.  
WellCare offers a toll free 24 hour nurse line to answer member concerns. 
WellCare reminds members about the availability of weekend and evening clinics, urgent care centers, and covering physicians when the patient’s doctor is not available.
The UnityPoint Health-WellCare of Iowa partnership also wants to further examine the unique challenges of over-utilization of emergency rooms in rural areas.  This tends to be caused by multiple factors.  One area of improvement is access to specialists.  Another problem is the lack of access to traditional pharmacies outside of day-time hours.  WellCare and UnityPoint Health will examine these issues unique to Iowa and implement solutions such as telemedicine or alternative pharmacy access programs to eliminate this issue.
Identify Aberrant Provider Practice Patterns
Evidence-based Clinical Practice Guidelines (CPGs) are an important element of continuous quality improvement.  Clinical Practice Guidelines help providers identify the most appropriate care based on the best available scientific evidence.  Use of CPGs helps to reduce variation in the delivery of health care services, promotes the efficient use of resources and leads to improved health outcomes for patients.  
In order to assure consistent provider implementation and compliance with CPGs WellCare disseminates the CPGS to providers, conducts provider education on the importance of CPGs, and audits and re-audits Primary Care Provider compliance on a regular basis.  Our Provider Relations team notifies providers about the CPGs and tells them where the CPGs are located on our provider portal.  Both our Provider Handbook and Provider Newsletter contain information about the importance of CPGs and the Plan’s commitment to CPGs.  
WellCare has significant experience in monitoring provider practice patterns and places high priority on making sure that providers comply with the CPGs that we have adopted.  For example in one of our current plans, we have adopted 29 CPGs in the areas of behavioral, preventive health, and general clinical practice, and regularly audit compliance with our high priority CPGS.  We plan to conduct at least quarterly reviews of provider compliance through medical records reviews.  
Monitor Patient Data Related to Length of Stay and Re-Admission Related to Hospitaizations and Surgeries
WellCare’s family of health plans has developed unique and innovative programs designed to appropriately reduce the length of stay and hospital readmissions.  A few of them are described in the paragraphs that follow.
The Hawaii Market implemented a new program called After Hospital Outreach Programs (AHOP). This program is based on a partnership between WellCare and several high volume hospitals, to develop the After Hospital Outreach Program (AHOP), which focuses on decreasing hospital readmissions. The first diagnosis piloted for this program was Congestive Heart Failure (CHF) one of the most common diagnosis for readmission with our membership. In order to strengthen our ability to reach our members, WellCare also partnered with the Office of Aging (OOA) to offer a similar support program. The OOA team provided outreach to a member for up to six months to ensure a safe discharge and prevent readmissions. We alert the OOA of any high-risk pending discharges so they may include our membership in their program. In these cases WellCare is able to use a health coach to perform an in-hospital visit to introduce the program and perform a home visit within three-to-five days of discharge from the hospital and follow-up calls. Preliminary first data for the program shows 47 referrals for CHF, Diabetes, Asthma and CAD with 28 enrolled in the program. Of these members, only 3 had a readmission. The team expects the program to continue to make positive impacts on the readmission rates as it becomes completely implemented. This program will be primarily managed by the Disease Management team. 
HURRT Program: In 2012, The Hawaii market began our Hospital Utilization Readmission Review Team (HURRT), comprised of our two medical directors, service managers, behavioral health director and senior manager of UM. The main objective of HURRT is to minimize seven-day and 30-day readmissions, enhance our processes and assist members with frequent readmissions. HURRT identifies and tracks readmission trends and strives to identify barriers. HURRT reviews quarterly readmissions claims data from all facilities to identify the top one percent of members with seven-day and 30-day readmissions on a monthly basis. UM staff review members’ cases to identify root causes and present their findings to HURRT. The HURRT team meets and reviews the individual cases, documents and communicates specific recommendations to services coordinators for action. WellCare’s ER diversion programs have resulted in a 3.5-8% reduction in ER utilization, also contributing to a reduction in hospital admissions.
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One example of HURRT’s initiatives is a process that involves flagging “unable to contact” (UTC) members upon admission. When a UTC member is admitted to a hospital, we flag their file in our Medical Management Platform (MMP) alerting the member’s service coordinator to go to the hospital to meet with the member to conduct an assessment and to update our files with current contact information. Often, UTC members have behavioral health issues in addition to their medical issues. Addressing behavioral health may enable them to take care of their chronic medical condition. For these members, an interdisciplinary team takes a holistic approach to meeting the member’s needs. Our behavioral health medical director and behavioral health director make recommendations to address the member’s behavioral health issues; the medical director and nurse managers address the member’s medical issues; and the service coordinator director and managers, who are social workers, address the member’s social issues. This approach to meeting the members’ needs as a whole increases members’ chances of achieving optimal overall health and decreases the need for readmissions to emergency rooms. In an effort to reduce hospital readmissions, UM staff pull and review hospital readmissions data quarterly to identify the top two percent of members for intensive review and service coordination. Service coordinators present members’ histories, current assessments and care plans to our Hospital Utilization Readmission Review Team (HURRT), which consists of medical directors (i.e., both medical and behavioral), our Health Services management team, UM staff, pharmacy representatives and other clinical staff. The team brainstorms creative ways to assist members and prevent further readmissions. Service coordinators take the HURRT recommendations and transform them into action items in members’ care plans. 
Preliminary data from HURRT reviews shows that for members reviewed at this forum, there was an overall 3.5 percent reduction in emergency room (ER) utilization, which historically often results in hospital admissions. On a follow-up review of specific members presented to the HURRT we have seen a decrease in readmissions to the hospital.
WellCare identifies members who frequent ERs each quarter to determine the reason for frequent visits. For trends found to be non-life threatening, we provide members 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. We provide member level ER utilization data to PCPs in order to assist the PCP in identifying their members that may need additional support. Specifically, for our high-risk members, such as behavioral health and adult foster home residents, we have established scorecards for the community providers and hold them accountable for ER utilization. The combination of these efforts is currently reflecting a 3.5 percent decrease in ER utilization since the beginning of 2012. Overall, from 2009 to 2013, we have seen a reduction of ER utilization by 8 percent.
Lowering Readmission Rates for Mental Health and Substance Abuse Disorder providers: WellCare employs a multi-pronged approach to lowering readmission rates for mental health and substance abuse disorder providers. We require our inpatient providers to participate in concurrent discharge planning efforts to identify the services and referrals required to facilitate appropriate care following discharge. We track hospital readmission rates by providers and share with them their results.  We incentivize our hospital providers by offering a “gold card” status to providers who’s HEDIS® scores on readmission rates meet or exceed the 50th percentile and whose average length of stay is within our benchmark standards.  In addition, we track readmission rates of members who receive outpatient services at our large outpatient provider agencies and offer similar incentives such as pay for performance payments and no prior authorization requirements while in gold card status.
WellCare behavioral health care coordination staff is assigned to members who are admitted to a behavioral health inpatient facility at admission.  The behavioral health care coordinators are responsible for establishing ongoing relationships with the hospital discharge planning staff and get involved in the hospital interdisciplinary care team meeting and discharge planning activities.  They reach out directly to members or their designated family members while they are still in the hospital to discuss and prepare the members for discharge and follow up care.  They review with members all the potential barriers to treatment such as transportation and work to eliminate those barriers.  Care coordinators follow a members’ care using the MMP to ensure appropriately planned discharges. Our care coordinators ensure all discharge plans are in place and all appointments are scheduled.  They continue to follow the member to assure that follow-up appointments occur within 7 days of discharge and the member is engaged with their community treatment providers and after care plans are being followed.  The care coordinators also review medication list with members and assure that members have filled their prescriptions upon discharge.  If needed, the member may then be referred to a behavioral health case manager for continued monitoring and follow up. 
WellCare care coordination staff is engaged at the time of an acute care admission and at discharge.  Care coordinators follow a members’ care using the MMP to ensure appropriately planned discharges. As needed, care coordinators are involved in hospital interdisciplinary care team (ICT) meetings and discharge planning, or may have cases warm-transferred back to them when discharges back to the community setting involve no significant change in level of care or services. Our care coordinators ensure all discharge plans impacting LTSS or other home care services are in place and meeting the goals of discharge plans. In complicated cases, service coordinators and ICTs work collaboratively during acute stays to ensure discharge planning is complete and includes pharmaceutical review.
Assure the Appropriateness of Inpatient Care 
WellCare of Iowa uses UM criteria that are objective, nationally recognized, and based on sound scientific, medical or behavioral health evidence. Network physicians as well as other licensed professionals with knowledge or clinical expertise in the area actively participate in the development and review of all UM criteria. UM’s primary decision support tool is InterQual™ clinical guidelines for inpatient and outpatient medical and behavioral health services. 
In addition to InterQual™ guidelines, UM uses proprietary Clinical Coverage Guidelines (CCGs) developed internally to provide more detailed guidance on services that may be unique to our members or a new/emerging technology or service. CCGs are evidence-based documents detailing the medical necessity of given procedures or technologies for both medical and behavioral health services. The guidelines set consistent criteria for utilization of a procedure or technology, leading to greater consistency and efficiency in clinical decision-making and enhanced quality of care. 
Our Medical Directors or designee use the following information sources in the development of a CCG: medical textbooks, evidence-based and peer-reviewed medical literature, physicians and other medical experts, Hayes, Inc. Online™ (medical technology), state-specific Medicaid provider handbooks, and federal and state requirements. Once a draft CCG is developed, it is subjected to a series of oversight and approval steps before it is adopted, including our Utilization Medical Advisory Committee (UMAC) and Quality Improvement Committee (QIC). CCGs are reviewed at least annually and revised as necessary.  Iowa network providers are included in the CCG development and review process.
WellCare of Iowa’s nurses/licensed behavioral health professionals and physicians incorporate the appropriate use of UM criteria in all phases of the clinical review and decision-making process. Our nurses/licensed behavioral health professionals, licensed psychologists, and physicians document the UM criteria used to assist with each UM decision and apply the UM criteria based on a member’s needs, cultural considerations, age, co-morbidities, complications, progress of treatment, psychosocial situation, home environment, and assessment of the local delivery system.
When the established UM criteria are not appropriate to determine coverage or medical necessity, our nurses/licensed behavioral health professionals consult a Medical Director or licensed psychologist, if applicable, for consideration of the application of additional utilization criteria. The Medical Director/licensed psychologist may confer with other medical directors, board certified specialists, or other outside resources, as necessary. The McKesson InterQual® clinical guidelines are our primary decision support tool for evaluating medical necessity.
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Our primary decision support tools for medical necessity review is the InterQual® clinical guidelines for inpatient and outpatient medical services for level of service, length of service, discharge planning readiness and level of care needed. McKesson’s InterQual Review Manager is a leading evidence-based clinical decision tool. It is nationally recognized and based on sound scientific, medical, or behavioral health evidence. Through InterQual criteria, WellCare of Iowa delivers medically necessary services in a high-quality and efficient manner by:
Reducing over- and underutilization through same source, rules-based, patient-specific, evidence-based medicine decision support
Validating appropriate care with quality indicators, checklists, and reporting
Identifying practice trends and areas for quality improvement
Reducing costs by decreasing readmissions, length of stays, and unnecessary services for members who are clinically complex with co-morbidities
With sound clinical guidelines and criteria as the cornerstone of our UM program, WellCare of Iowa employs experienced, highly-trained staff to oversee the evaluation of service requests, which includes the application of the clinical criteria to confirm that services provided are medically necessary and appropriate. WellCare of Iowa’s UM program description, which is reviewed, updated and approved annually, describes staff qualifications, reporting relationships, responsibilities and authority. As noted within the program description, WellCare of Iowa does not reward practitioners, providers or associates who perform utilization reviews, including those of the delegated entities, for denials. No one who is accountable for or oversees UM is compensated or otherwise given incentives to encourage denials. Utilization denials (adverse determinations) are based on lack of medical necessity or lack of covered benefits.  UM staff and Medical Directors are available Monday-Friday, 8:00 am to 6:00 pm. After hours, the health services intake team answers calls 24 hours-a-day, seven days-a-week and can transfer any caller to the on-call nurse manager or Medical Director to respond to utilization review inquiries. 
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Concurrent Review
Concurrent review is the oversight and evaluation of members who are admitted to hospitals, psychiatric facilities, psychiatric residential treatment facilities, rehabilitation centers, and nursing facilities. A concurrent review nurse/licensed behavioral health professional follows the clinical status of the member through onsite, telephonic, or faxed chart review and communication with the attending physician, facility clinical staff, care coordinator, and any other health care professionals involved in the member’s care. Concurrent review is initiated upon notification that a WellCare of Iowa member is admitted and we receive supporting clinical information (which is required by the next day following admission). Subsequent reviews are based on the severity of the member’s illness, intensity of service rendered, complexity of the member’s care plan and discharge planning activity. In general, we make concurrent review decisions within one day from receipt of request. 
The concurrent review process incorporates the use of InterQual® criteria, American Society of Addiction Medicine (ASAM) criteria, and evidence-based clinical guidelines to assess quality of care and the appropriate level of care for continued stay. The concurrent review nurse/licensed behavioral health professional completes an initial assessment of the reported clinical findings taking into consideration the individual needs of the member.  An InterQual® criterion is applied to assess the appropriateness of the admission and to provide an authorization. 
If the concurrent review nurse/licensed behavioral health professional determines, based on the information received from the facility or attending physician, that the inpatient stay is medically necessary, UM notifies the facility of the authorization number along with the date of admission/onset of services, next anticipated review date, and total number of days approved.  If however, the concurrent review nurse or licensed behavioral health professional cannot approve the inpatient services requested based on the information received from the facility or attending physician and applicable InterQual® criteria, the case and supporting documentation is forward to a Medical Director for review. If the Medical Director approves the request, it is returned to the concurrent review nurse/licensed behavioral health professional who notifies the facility as described in the paragraph above. If the Medical Director does not approve the request, the concurrent review nurse/licensed behavioral health professional informs the facility and the attending physician of the decision verbally or by fax and written notification (notice of action) is sent to the member and provider by mail. WellCare of Iowa also provides the attending physician with the opportunity for a peer-to-peer conversation.
If the attending physician requests the peer-to-peer conversation and that conversation results in the request being approved, UM notifies the facility as described in the previous paragraph. If the peer-to-peer conversation does not change the adverse determination, we inform the attending provider of the right to initiate an appeal and of the procedure for filing an appeal.  
Discharge Planning
Discharge planning begins on admission, and is designed for early identification of medical/behavioral/psychosocial issues that may require post-inpatient intervention. The goal of discharge planning is to facilitate the delivery of the most appropriate services for the member and includes efforts to ensure the member has the choice in where and how they receive their post-discharge services.  This effort enables WellCare to develop a care plan that, where possible, enables the member to stay in the community post-discharge. 
Discharge planning is a collaborative and cooperative effort between the attending physician, facility discharge planner, and WellCare’s concurrent review nurse/licensed behavioral health professional, the member, ancillary providers and community resources in the coordinating of care and services.
The discharge plan includes a comprehensive evaluation of the member’s health needs and identification of the services and supplies required to facilitate appropriate care following discharge from an institutional setting. This is based on the information received from the institution or provider caring for the member and from the member. If a member has a care coordinator, the care coordinator will be responsible for ensuring that an appropriate discharge plan is developed and implemented. This will include ensuring that any follow-up services are provided, including coordination of transportation. 
Retrospective Reviews
Retrospective review is performed when a service has been provided and no authorization has been given. Post-service authorization requests are reviewed to determine if any of the following circumstances exist:
The provider was not able to determine the member’s eligibility
The service was urgent in nature and there was not time to submit a request prior to service delivery
The service is part of an ongoing plan of treatment for a newly eligible member. 
Extenuating circumstances existed that precluded the provider from submitting a timely pre-service or concurrent review  authorization request
Providers are expected to adhere to the business rules for submission of service authorization requests; Post-service requests that do not meet one of the above conditions may be administratively denied. Exceptions may be granted if specifically addressed through contract language. Post-service authorization decisions will be made within 30 calendar days of receipt of the post-service request.WellCare has a standard and expedited appeal process allowing for appropriate evaluation of medical necessity review decisions.  
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Appeals Process
WellCare of Iowa provides an appeal process that includes both standard and expedited review processes that provides objective resolution for members who submit a request for review of an adverse determination.
WellCare of Iowa’s Appeals Committee monitors appeal trends and denial overturn rates as part of the ongoing monitoring activities through a review of management reports. All appeals activities are reported to the Medical Advisory and Quality Improvement Committees. If a trend is identified of overturned denial relating to medical necessity or benefit coverage, an in-depth review of the utilization decision process will be undertaken with the implementation of an intervention plan, as appropriate.
Standard Appeals Process
All written adverse determination notifications include member, practitioner, and provider appeal rights, timeframe, and instructions on how to file an appeal. The member, or the member’s authorized representative, is encouraged to submit written comments or present in person documents, records, allegations of fact or law, and other information relevant to the member’s appeal.
The member, authorized representative, or the provider acting on behalf of the member with the member’s written consent, may file an appeal either orally or in writing.
The member or his/her authorized representative will be given an opportunity to present evidence and evidence of allegations of fact or law, in person as well as in writing. Our Medical Director or designated Specialty Physician will conduct a review of an  appeal of a clinical nature, which may include information previously unavailable for the initial consideration of the utilization decision or evidence presented by the member, provider or authorized representative, in order to make the determination as to the outcome of the appeal.  No physician reviewer or member of the Utilization Medical Advisory Committee who previously rendered a denial decision in the case can decide the appeal reconsideration. No subordinate of the person who rendered the initial decision will be involved in the appeal decision.  
For appeals involving clinical issues, including appeals with regard to whether a particular treatment, drug or other item is experimental, investigational or not medically necessary or appropriate, a health care practitioner of same-or-similar-specialty who has appropriate training and experience in the field of medicine involved in the medical judgment will review the appeal.
Expedited Appeal
A member, a member’s authorized representative, or any physician may request an appeal to be reviewed under an expedited review timeframe. Expedited appeals are resolved as soon as possible in accordance with the medical urgency of the case, and accepted if applying the standard review timeframe would seriously jeopardize the member’s life or health or the member’s ability to regain maximum function. Expedited appeal reviews will be processed within the state required timeframes. The member will be notified of the review decision initially orally and followed up with a notice in writing. Written notice of the determination will be provided the member or provider acting on behalf of the member with the member’s consent within two business days of the decision.
Upon request, the member/provider acting on behalf of the member with the member’s consent will be provided with the clinical criteria relied upon to make the determination.
Ensure Active Participation of a Utilization Review Committee
WellCare has a well-organized and structured UMAC, with the state’s senior Medical Director as the Chair of the committee.  The Chair appoints the other members and includes several physicians representing a diverse group of primary and specialty care providers.  Only physicians are able to vote and at least 3 voting members must be present to have a quorum.  The very structure of the committee will assist in ensuring active participation. Researchers have identified that the best way to keep physicians engaged is to put them on the committee and to focus the committee on issues that are of concern to them.  These same researchers suggest that the best way to ensure active participation in the UMAC is by structuring the committee as almost a peer review committee.  
WellCare’s UMAC focuses its attention on clinical care matters including practice patterns, clinical practice guidelines, care trends, models and the cost of care.  It is believed that while physicians are interested in hospital patterns of care, a better use of committee is to look at hospital systems and how they might impact physicians and their ability to deliver care.  While the committee does not focus on individual physicians, the focus on clinical care and practice patterns is close enough to peer review that it has held the interest and commitment of committee members.  
We have also set a minimum membership level of one year.  In that way, providers can gauge their interest in the committee and its work and fully commit to participate for the minimum term of one year.  Of course, those who are interested and fully engaged are able to serve additional terms at the pleasure of the Chair.  
Evaluate Efficiency and Appropriateness of Service Delivery 
WellCare of Iowa monitors and evaluates the UM program on an ongoing basis to identify opportunities for improvement. We use performance metrics to monitor several measures:
Over, under, and inappropriate utilization
Inter-rater reliability
Data and reports
Member and provider satisfaction
Member and provider grievances related to UM processes, and appeals
Highlight, trend, and verify activities at various stages of the UM process
Metrics are provided on a daily, weekly, and monthly schedule and distributed to UM staff and senior management. The most common metrics include inventory and aging of prior authorizations, daily census volume and activity, turnaround time for standard and expedited requests, and telephone statistics for our UM phone line.
UM conducts ongoing auditing of clinical documentation and review decisions to ensure accurate and consistent application of applicable criteria according to established policies and procedures. WellCare currently provides monthly inter-rater reliability (IRR) testing for Medical Directors and all clinical review staff involved in utilization decisions using a commercially available IRR program product from McKesson. An associate scoring less than 85 percent is counseled and audited by supervisor/ manager for a period of up to six months. Retesting for compliance with established policy can be completed at any time during the six months. The associate is limited to two complete assessment attempts to show comprehension and correct application of the established criteria within the six month time frame. 
The UM and care coordination information system is used for the maintenance and tracking of utilization management activities. It contains an extensive database of supporting information and the ability to provide tracking and reporting of various utilization management functions. Our UM staff use the system to verify a member’s eligibility and covered services; view a member’s demographic information, clinical data, and utilization history; determine the status of authorizations; and identify network providers. In addition, it also assists our UM staff to flag cases for scheduled review, care coordination cases, and cases that require Medical Director review. 
Our information system and our core processing system (CPS) generate various reports of UM activities, e.g., authorizations by type of service, adverse determinations by type of service, length of stay (LOS) vs. average length of stay (ALOS), and bed day utilization. Our Medical Directors and UM managers review these reports monthly. Our Medical Directors also review member and provider survey findings regarding satisfaction with UM processes, reports on member and provider grievances related to utilization management processes, and information on appeals to identify opportunities for improvement. 
Incorporate Subcontractor’s Performance Data 
The Delegation Oversight Department is a key participant in the process of disseminating changes in regulatory requirements to delegated vendors.  The regulatory director notifies the delegation oversight department of contract and or regulatory changes and serves on the Delegation Oversight Committee (DOC). Business owners, required actions and timelines are identified and implemented. The delegation oversight department issues notice of changes to delegated vendors as needed. Delegation auditors update the audit tool to reflect changes and submit to the DOC for final approval. A vendor focus desktop audit will be conducted by the delegation auditor on elements that were added/changed within 180 days of entity notice, to verify regulatory compliance by the vendor and ensure that the findings are presented to the DOC.
Once an agreement, or contract, has been implemented between WellCare of Iowa and the Delegated Entity, the contract owner is responsible for reviewing and preparing quarterly reports for each assigned delegated entity and each delegated service. The reports will describe the ongoing monitoring being performed related to the delegated entity and the delegated services. It is the responsibility of the functional business owner to collect and report utilization management data and other relevant key performance metrics to the Utilization Medical Advisory Committees (UMAC) and the Quality Improvement Committees (QIC), as appropriate. 
At least annually, delegation auditors schedule a delegation audit with each vendor.  All delegation materials must be submitted to the delegation oversight department within 30 days of the audit date. Onsite audits are conducted on all pre-delegated vendors prior to contracting and once every three years thereafter (or sooner if dictated by performance or business needs). For delegates with consistent performance issues or egregious complaints, a focused audit is conducted monthly until three consecutive months of compliance have been achieved. If the vendor receives a score of less than 100 percent in any element of the delegation standards, the delegation auditor, the Delegated entity, along with the contract owner develop a corrective action plan (CAP). The contract owner has ultimate responsibility for CAP remediation. The contract owner and delegation auditor are responsible for monitoring the corrective action plan and reporting to the DOC. The delegation auditor reports the findings of the annual assessment to the DOC, along with CAPs (if there are any) and the step action plan for successful and timely completion of the CAP. The contract owner works with the vendor to resolve the CAP and if it is not resolved in a timely manner, the executive escalation process is implemented to assist with vendor resolution of corrective action. If poor performance is not resolved, the DOC reviews the entity for termination of Delegation.
In addition to the delegation oversight process, each business owner monitors and manages the subcontractors for whom they are responsible. For example, the Member Service team assigns a vendor relations manager to each subcontractor that they manage. They conduct daily meetings to discuss issues, announcements, and review the prior day’s metric performance.  They also conduct a weekly meeting to discuss future call volume forecasts and staffing requirements. Quarterly Business Review meetings are conducted between WellCare of Iowa’s senior management team and the vendor’s senior management team, reviewing the following key areas: action plans for continued progress, the results of enrollee satisfaction survey results, and performance against key metric targets. Key metrics include average handle time, call answer time service levels, first call resolution rates, and quality evaluation scores. Vendor relations managers visit the delegated partner sites monthly at a minimum. During their on-site visits, they meet with the various levels of management and supervisory staff, training and quality staff members, and directly with some customer service representatives. They also execute PHI audits to validate that desks and work areas are clean and compliant from a HIPAA perspective. 
Our national vendor management team is responsible for day to day management of many of our subcontractors. They track and trend any member or provider grievances regarding the subcontracted entities, and take action on any identified trends. They collect metrics for the various delegated functions, and these are reviewed by assigned subject matter experts in claims, member service, encounters or other relevant functional teams. The network integrity team monitors network compliance for any vendors who are delegated for network management. At any time, a subject matter expert or vendor management associate can initiate a focused audit if performance metrics or trends indicate a potential problem. The national vendor management team conducts monthly operational review meetings with each vendor, reviewing the key metrics and grievance trends. If deficiencies are identified, they are addressed quickly and a Corrective Action Plan may be initiated to track remediation efforts and successful completion of the project. Based on trending data, broader process improvement projects may be deployed.   
There are some additional metrics that are tracked for specific business functions. For electronic visit verification, we will track missed visit alerts, percent of visits verified successfully, metrics on technical support calls, and percent of claims successfully verified. For transportation, grievance data is monitored very closely, and we also monitor average handle time of inbound calls, call answer time service levels, and claims/encounter submission timeliness and accuracy. Claims processing performance is monitored through the ongoing management of turnaround time, percent of rejections and denials, and claims audit results.
WellCare of Iowa’s use of select subcontractors to support service delivery is a strategy that allows us to leverage the ‘best in class’ qualifications of key partners. Through our strict selection criteria and robust oversight model, we ensure that all subcontractors comply with contract requirements and provide quality service delivery to all of our enrollees and providers. 
Facilitate Program Management and Long-Term Quality 
WellCare’s family of health plans has a longstanding commitment to quality improvement that is infused throughout all levels of the organization.  This commitment has resulted in attaining the highest levels of certification by NCQA, AAAHC and URAC by our well- established programs for service and clinical quality that meet the rigorous requirements for consumer protection and quality improvement.  
WellCare has long understood that quality improvement is a continuous process that must pervade all levels of our organization to be successful. Our top organizational leaders, including our Board of Directors and CEO, address quality improvement at a macro level setting direction and goals for the organization as a whole, while at the same time maintaining active oversight of regional and local level efforts targeted toward improving quality at product, contract, and enrollee levels. The Board of Directors itself has clear oversight of all quality improvement activities within our company, working in partnership with our CEO to review monthly reports and obtain updates on QI goal achievement. WellCare’s CEO is accountable for ensuring that that our corporate and health plan level QI programs have the resources, equipment and personnel required for enterprise-wide maintenance and support.
WellCare has a robust and comprehensive QI program that addresses the quality of clinical care including coordination and continuity of care, preventive health, and non-clinical aspects of service operations.   The QI program applies to all enrollee demographic groups, care settings, and types of services, including those with special health care needs, clinically related groups, and service settings for clinical and non-clinical measures. We develop specific interventions tailored to the populations we serve, based on analysis of community and population needs assessments. We work to meet the quality improvement objectives of our state customers, while also paying attention to the public health needs in our markets down to the local level. 
The Committee was created due to Board recognition that the quality of the services our health plans provide, and access to those services, is impacted by all aspects of our operations. Both the CEO and WellCare’s Chief Administrative Officer are responsible for advising, reporting to and supporting this Board Committee, ensuring that the quality strategy direction from the Health Care Quality and Access Committee has the support needed to fulfill its mission, to ensure the provision of high quality health care and access for all enrollees.
Our structure and commitment to quality and the focus on quality from the Board of Directors throughout the entire organization supports the long term quality of our services and programs. Through clearly defined QI committees and quality incentive payment structures, each of WellCare’s health plans is in alignment with and works toward our quality improvement goals. WellCare’s key executive level governance body for quality improvement is our Quality Council which is comprised of senior leadership from all corporate operational functions, including our corporate medical director and our Vice President of Quality Management, as well as each health plan President and key leaders within each health plan. 

To support continuous quality improvement efforts, the Quality Council meets bi-weekly and focuses on the quality operations component to provide oversight and drive strategy related to quality performance. Specific objectives include, but are not limited to: (1) identifying root causes of poor quality performance, (2) overseeing solutions designed to improve quality ratings, and (3) providing guidance/approval on workgroup plans and progress. Two key governance teams, one focused on enrollee experience and another on provider experience (both of which are further described below), regularly update the Quality Council on their activities to improve desired outcomes for both enrollees and providers. 
Identify Critical Quality of Care Issues
When there are critical quality of care issues identified, WellCare of Iowa’s quality team works swiftly to address the issue and require corrective action plans. Corrective action plans and internal action plans are designed to address underlying problems that lead to in deficiencies or compliance violations. They are also intended to prevent defects or misconduct from recurring in the future. WellCare of Iowa identifies the need for a CAP through multiple channels, which include:
Quality of care and quality of service review
Results from our annual ambulatory medical record review process
Data and metrics monitored and tracked through our QI work plan against goals/benchmarks within the QI work plan, as well as audits and scorecards
All CAPs are brought forth and monitored through the appropriate Quality committees (Peer Review Committee, UMAC, or QIC) for monitoring. When a reassessment illustrates that the CAP deficiency or violation has been remediated, the department or provider is notified of CAP satisfaction and informed that it is closed. If the CAP is not satisfied, depending on the deficiency or violation, it may be extended to provide additional time for remediation; if extension is not a feasible option, the failure of CAP satisfaction is brought forth to the appropriate Quality committee for review and determination of next steps. Providers who fail to satisfy a CAP are brought forth to the Credentialing and Peer Review Committee for review and may face possible termination. Persons or entities subject to CAPs are required to adhere to the remedial measures to ensure that the deficiencies identified are eliminated. Periodic monitoring of future performance measures seeks to ensure that remedial steps have been taken to correct deficiencies.
3.	Provide a sample UM Work Plan.
WellCare of Iowa will develop a UM work plan that is unique to Iowa and the needs of our members there. A sample work plan is attached for your review. See Attachment 11.1.3 UM Sample Workplan.
4.	Describe if any UM functions will be delegated. If any functions will be delegated, describe proposed ongoing monitoring strategies of the delegated entity.
WellCare of Iowa retains accountability for utilization management activities that are delegated to the subcontracted providers and health plan partners. In order to receive a delegation status for utilization management activities, the delegated entity must demonstrate that ongoing, functioning systems are in place and meet the required utilization management standards. There must be a mutually agreed upon written delegation agreement describing the responsibilities of WellCare of Iowa and the delegated entity. Delegation of selected functions may occur only after an initial audit of the utilization activities has been completed and there is evidence that WellCare of Iowa’s delegation requirements are met. These requirements include a written description of the specific utilization delegated activities, monthly/quarterly reporting requirements, evaluation mechanisms, and remedies available to the WellCare of Iowa if the delegated entity does not fulfill its obligations. The Delegation Oversight findings are presented to corporate Delegation Oversight Committee (DOC) for approval of granting, continuation or revocation of the delegation status. On at least a quarterly basis, the DOC reports its findings and recommendations related to delegation status to the Quality Improvement Committee.  
Delegates are required to submit their UM Program and review criteria, Work Plan and annual evaluation on an annual basis. At least annually or more frequently, audits of the delegated entity are performed to ensure compliance with WellCare of Iowa’s delegation requirements. Any entity requiring a Corrective Action Plan (CAP), will be monitored until the CAP is completed and the entity found to be compliant with the UM Program.
5.	Describe the process for developing and updating practice guidelines.
The UMAC is responsible for developing and updating practice guidelines.  If the guidelines are commercially available, the Medical Policy Committee (MPC) of the UMAC which includes community physicians, receives annual updates and any revisions, and presents the changes to the full UMAC.  The UMAC approves the new guidelines prior to use.  
All guidelines developed and approved meet the requirements of 42 CFR 438.236, and take into consideration the needs of the member population. Guidelines are developed in accordance to NCQA standards and all regulatory agencies. All guidelines developed, adopted, updated or changed will be approved by the State of Iowa and disseminated to providers at least 30 days prior to implementation. All guidelines are available to providers on the provider website at www.wellcare.com. The member may also request access to the guidelines. 
If the guidelines are WellCare of Iowa proprietary guidelines, the Medical Policy Committee and the UMAC reevaluate them at least annually. The MPC approves the guidelines for review while the UMAC has ultimate authority over approval or modification. WellCare of Iowa may also review criteria more frequently as new technologies arise or benefits change. The schedule for updating is as follows:
	Schedule for Updating Guidelines

	Criteria
	Updated

	InterQual Criteria
	Annually

	Hayes, Inc. Online ( Medical Technology)
	Ongoing

	State Medicaid Provider Handbooks
	As Necessary

	State Statutes, Laws and Regulations
	Ongoing

	Federal, Statutes, Laws and Regulations
	Ongoing

	WellCare of Iowa  Clinical Coverage Guidelines 
	Annually

	CareCore National Guidelines
	Annually

	Pharmacy Guidelines
	Annually

	Clinical Practice Guidelines
	Annually

	ASAM Criteria
	Annually


WellCare also responds to all provider suggestions and requests to revisions.
6.	Describe how your UM program will integrate with other functional units as appropriate and support the Quality Management and Improvement Program.
It is vital to the success of the Health Services Program to have proactive interdepartmental communication regarding utilization issues. Ongoing and active communication is maintained through informal processes as well as through the following activities:
Management meetings
Staff meetings
In-Service training
Continuous Quality Improvement teams
Committees
In addition to the activities described above, there are ongoing interdepartmental collaborations that occur.  
WellCare of Iowa’s UM program interfaces with other programs, including care coordination, special populations and quality improvement (QI). Through UM we identify members who would benefit by enrollment in care coordination or disease management and facilitate engagement in those programs by sending referrals (through the WellCare of Iowa’s medical management platform to care coordination or disease management. In addition, concurrent review nurses/licensed behavioral health professionals and LTSS specialists identify members who should be receiving care coordination, talk with them face-to-face, collect contact and other information, and provide that information to the care coordinator who follows-up with the member. UM staff will also refer any member who appears to be needing preventive care or health education to case management to assist with facilitating routine PCP visits or any need health education. In addition, staff will refer members to Behavioral Health if those interventions or services needed.
UM is also integrated with quality improvement. If UM staff identifies any potential quality of care issues (e.g., surgery performed on wrong side of patient’s body, unanticipated readmission, or wound infection resulting in increased length of stay), UM staff documents the issue in the Company’s medical management system and QI staff is notified of the issue. QI staff then investigates the issue and takes appropriate action to resolve any quality of care issues. 
Member Services
UM may also engage with member Services in cases where additional support or services to members are required. Member Services are best equipped to answer member questions regarding demographic changes, PCP change requests, how to access value-added benefits (Silver Sneakers, gym membership, smoking cessation), questions on deductibles and co-pays and other questions. If there are patterns of care that may indicate a need for additional support to the member, UM will engage member Services to outreach to the member and determine the appropriate level of assistance needed.  
Provider Services
WellCare of Iowa is committed to relieving the administrative burden for our providers.  Periodically UM may identify repeated denials or aberrant patterns of care that indicate the need for additional provider training and education.  They may also identify administrative processes with which a provider is struggling. In these cases, UM may contact Provider Services to outreach to the provider and identify services and supports that the provider may need.   
Wellcare Training
WellCare of Iowa’s UM staff also interfaces with internal training staff on a regular basis to ensure that all staff consistently follow UM policies and procedures.  Whether it is the initial training or ongoing staff training, any training activities regarding application of UM criteria and use of clinical guidelines is coordinated with or performed by UM staff.  On a regular basis UM staff review training curriculum to make sure that training plans and curricula are regularly updated as new UM practices, policies and procedures are put in place.  
In addition to specific training on criteria and clinical guidelines, the training department may rely on UM staff to contribute to training curricula designed to enhance WellCare of Iowa’s ability to provide training on culturally appropriate and sensitive care, incorporating unique local cultural beliefs and needs identified through working with members and their families.  

Information Technology
WellCare of Iowa’s staff relies on state of the art technology to support all of its UM data needs, including managing referrals, processing authorization requests, performing data analysis, storing claims and encounter data and facilitating ad-hoc and routine reporting.  Additionally, member and provider databases stores information that allows for quick access to member and provider data.  
7.	Describe how the UM program will encourage health literacy and informed healthcare decision-making
WellCare Health Plans face the challenges of low health literacy within its membership every day.  Since entering the Medicaid market, WellCare Health Plans has become attuned to the undeniable relationship between health literacy and health outcomes.  While low health literacy is a problem across America, the greatest impact is of low health literacy is on racial and ethnic minorities and their ability to navigate the health care system.  Health literacy is necessary to avoid poor continuity and coordination of care, increase emergency room utilization and hospital admissions, poorer health and health outcomes, and poor morbidity and mortality.  The figure below taken from AHRQ report illustrates the problem of health literacy in America.
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Health literacy by race and ethnicity. Below basic is the lowest level of performance and includes tasks such as signing a form or adding the amounts on a bank deposit slip. Basic means that a person can perform simple, everyday literacy tasks such as understanding a pamphlet describing how a person gets chosen for jury duty. Intermediate means that a person can do moderately challenging tasks such as identifying a specific location on a map. Proficient means that a person can perform complex activities such as interpreting a table about blood pressure and physical activity (NCES, 2005). SOURCE: AHRQ, 2008b.)
As WellCare Health Plans prepares to enter the Iowa market, it is important that we understand the demographic distribution that could contribute to low health literacy.  The following table informs our demographic understanding of Iowa.  These statistics are taken from Spotlight Poverty and shows poverty and racial distribution.
[image: ]
The data presented in this chart shows that all populations in the State are impacted by poverty with American Indian/Alaska Natives, African Americans, Latinos, citizens of two or more races have the highest poverty rates. WellCare of Iowa will take a number of steps to breakdown the gaps in care related to health illiteracy.  While we use these in other markets, we will modify them to recognize the racial and ethnic diversity of Iowa. Some of these strategies are listed here:
Implementing standards of care: WellCare of Iowa uses evidence based guidelines to ensure that members receive the right care, in the right place and the right time.  WellCare uses evidence-based guidelines to standardize care and reduce the variations in care that may cause confusion for members.  They also help to ensure that the same quality of care is available to all members.  These standards of care will be customized to meet the culture and preferences of the Iowa populations as appropriate.
Specific goals for health literacy: WellCare of Iowa will identify specific goals for improving health literacy for its membership in Iowa. The goal development process will be a collaborative process and include goals for member Services, Social Services, Provider Services, Care Coordination, UM and Quality.  
WellCare of Iowa will create innovative interventions targeting reductions in health disparity.  Research documents the relationship between poor health literacy and health disparity.  Research also has shown that health disparity continues to exist for racial and ethnic minorities.  One can infer that by improving health literacy improvements may also be seen in health disparities.  
WellCare of Iowa will identify performance measures targeting specific improvement by racial or ethnic group including incentives for improvement.
WellCare of Iowa will collaborate with the Iowa communities and community based organizations that regularly interact with our members to identify strategies to improve health literacy.  
WellCare of Iowa is committed to ensuring that our members are well informed about their health care conditions and treatment options. As such, we will offer extensive health education materials to members about various health conditions, their health plan benefits, community-based services available to them and their rights and responsibilities as a health plan member. 
Utilize the UnityPoint Health literacy program through the UnityPoint Health-WellCare partnership to continue the program’s success, combine it with WellCare’s health literacy program, and redeploy those lessons learned across additional regions within Iowa to optimize member engagement resulting in improved outcomes.
WellCare of Iowa will also work with our providers and train them on strategies that have proven successful in working with members who have low literacy.  
8.	Describe strategies to monitor member access to preventive care and strategies to increase member compliance with preventive care standards.  Describe how you will identify and address barriers which may inhibit a member’s ability to obtain preventive care.
WellCare Health Plans is committed to ensuring that members have access to preventive care.  We have implemented strategies that monitor member access to care and strategies to increase member compliance with preventive care standards.  Through our UM review activity, claims reviews, medical record audits, and QI program activity we identify trends that suggest that members may not have adequate access to preventive care or may be out of compliance with preventive care standards.  
In addition to the reviews identified above, we also seek input from members and family members and caregivers to identify any challenges they may have faced in accessing preventive care.  members are queried through satisfaction surveys and through case managers about their ability to get appointments within required time frames.  We also provide education material and member newsletters so that members are informed about the importance of preventive care and their right to receive preventive care.  We assist members with transportation, setting appointments, filing complaints or other assistance required to facilitate their getting the necessary preventative services.  
If we identify that providers are out of compliance, we contact the provider to determine what challenges the provider may be facing. We work with providers to facilitate members getting appointments for preventive care.  If providers fail to come into compliance, we will ask for a corrective action plan or take other steps including freezing the provider’s panel until they come into compliance.    
9.	Describe your UM Committee, including proposed committee composition and tasks.
The Utilization Management Medical Advisory Committee (UMAC) is a subcommittee of the Quality Improvement Committee and is responsible for promoting the delivery of quality health care services for WellCare of Iowa members and assuring efficient and appropriate utilization of health care services. The UMAC is a vital avenue through which network providers can offer recommendations regarding Plan practices as well as QI and UM activities, including performance improvement projects (PIPs) and other quality improvement projects. 
Utilization Management Subcommittee – Meets Quarterly
WellCare of Iowa’s UMAC is responsible for the day-to-day operation and organization of the UM function.  The WellCare of Iowa Medical Director will be the chair of the UM Committee.  
Membership (all from WellCare of Iowa) may be composed of representatives from the following areas:
	Utilization Management Committee

	Senior Medical Director  (Chairperson of UMAC) 
Network Physicians  (Family Practitioner, OBGYN, Pediatrician) 
Provider Relations 
Disease Management 
Utilization Management
	Specialty Provider Review Panel (General Surgery, Cardiology, Pulmonary, Endocrinology, Orthopedics, Otolaryngology, Neonatology)
Pharmacy Services
Member Services
Provider Services
	Care Coordination
Quality Improvement
Claims 
Health Services
Administrative Assistant  (Secretary)

	Activities and Functions

	Annually reviews and evaluates the performance of the UM program
Facilitates communication with network providers regarding the UM program and Utilization Management issues via email, monthly newsletters, fax, web broadcasting, memoranda, and periodic provider meetings.  
Oversight of the Appeals Committee and its processes
Annually reviews and approves implementation of objective review criteria and guidelines that are based on sound reasonable medical evidence and utilized by the Um staff to assist with authorization determinations.
Annual review and approval of the UM work plan and submission of same to the QIC
Monitor provider requests for services for members
Monitor medical appropriateness and medical necessity of services provided to members
Review effectiveness of Utilization Management review process and make changes to process as needed
Write policies and procedures for UM that conform to industry standards to include methods, timelines and individual responsibility for each task
Confirm effective mechanism in place for provider or representative to respond within 1 hour to all emergency room providers 24 hours/day, 7 days/week



10.	Describe any benefits which are proposed to require PCP referral and what services would be available on a self-referral process.
WellCare of Iowa will not require PCP referral for any services.  However, members will be encouraged to discuss their service needs with PCPs.  
11.2  Prior Authorization
1.	Describe policies and procedures for processing authorization requests including when consultation with the requesting provider will be utilized.
Prior authorization is the process of obtaining approval from WellCare in advance of providing a covered service.  UM uses prior authorization to help ensure: 1) the efficient use of covered services; 2) that members receive the most appropriate level of care; and 3) that care is delivered within the most appropriate setting. UM does not require prior authorization for emergency services and urgent care center services.  Authorizations are required for services including but not limited to the following:  
Inpatient Confinements:
Elective Inpatient
Acute Inpatient
Skilled Nursing
Behavioral  Health
Rehabilitation/Residential 
Long term/Sub Acute Care
Select Outpatient surgical/diagnostic/therapeutic procedures
Select durable medical equipment (DME)
Skilled Therapy Services
Occupational Therapy
Physical Therapy
Speech Therapy
Home Health Care
Transplant Services
Select Pharmaceuticals
Non-Participating Providers 
Electroconvulsive Therapy (ECT)
Psychological/Neuropsychological Testing
Partial Hospitalization Program (PHP)Intensive Outpatient Program (IOP)
Advanced radiological, diagnostic cardiac, musculoskeletal (pain) management, and diagnostic sleep services.
WellCare of Iowa will make an authorization decision based on the clinical information provided in the request and may request additional information that could include a medical record review. Prior authorization is required for elective and non-urgent services as designated by WellCare of Iowa.  For elective and non-urgent services, authorization requests are received via fax, Web, or phone.  For all expedited/urgent services, authorization requests should be received telephonically and are considered an urgent pre-service or urgent concurrent review request.  All authorization requests are reviewed within the appropriate time frames as per the request type: urgent pre-service, pre-service, urgent concurrent, or post service request.      
In order to obtain authorization to provide a covered service that requires prior authorization, the provider completes an Authorization Request Form and submits to the Plan.  The form includes the following information: 
Member demographic information
Physicianprovider demographic information (requesting and referring to)
Requested service/procedure, including specific CPT/HCPCS Codes
Member diagnosis (diagnosis Code and description)
Location of where the service will be performed
Clinical indications necessitating service or referral 
Pertinent clinical and laboratory information supporting the medical necessity of the referral
The Utilization Management staff is responsible for obtaining the above information in order to make the appropriate utilization decision and ensure that the appropriate diagnosis and procedure codes are entered into the data system. Various sources to obtain all necessary clinical information are used to include physicians and ancillary provider's clinical notes, referral/ authorization history, facility utilization information.  
Prior Authorization Request Processing
Prior authorization requests will be processed in accordance with 42 CFR 438.210(d) and related rules and regulations which include, but are not limited to, provisions regarding decisions, notices, medical contraindications, and failure to act timely upon a request. WellCare of Iowa has in place mechanisms to ensure that all prior authorization requests are processed within appropriate timeframes (as set forth in Section 11.2.7.2) for: 
Completing initial requests for prior authorization of services
Completing initial determinations of medical necessity and psychosocial necessity
Completing provider and member appeals and expedited appeals for prior authorization of service requests or determinations of medical necessity and psychosocial necessity, in accordance with Law
Notifying providers and members in writing of the our decisions on initial prior authorization requests and determinations of medical necessity and psychosocial necessity
Notifying providers and members of the decisions on appeals and expedited appeals of prior authorization requests and determinations of medical necessity and psychosocial necessity. Instances in which a member’s health condition shall be deemed to require an expedited authorization decision shall include requests for home health services for members being discharged from a hospital or other inpatient setting when such home health services are needed to begin upon discharge
When WellCare of Iowa receives a request for prior authorization, our UM staff reviews it for completeness and contacts the requesting provider if the form is not complete. Each completed prior authorization request is entered into WellCare of Iowa’s MMP and processed according to UM’s protocols. Some requests may be approved by non-licensed, trained review staff, based on approved guidelines when clinical judgment is not required. Examples of authorizations, which may be approved by non-licensed staff, are routine DME and initial evaluation visits by a clinical provider. All other requests are reviewed by a prior authorization nurse or licensed behavioral health professional. 
The prior authorization nurse/licensed behavioral health professional makes an authorization decision based on the clinical information provided in the request and may request additional information, which could include a medical record review. The prior authorization nurse/licensed behavioral health professional applies established UM criteria/guidelines (see “UM Criteria” below) based on the member’s needs, cultural considerations, age, co-morbidities, complications, progress of treatment, psychosocial situation, home environment (when applicable), and assessment of the local delivery system. Each decision is member-specific. The nurse/ licensed behavioral health professional authorizes the requested service if it is covered under the applicable contract, medically necessary, and provided at the appropriate level of care without compromising the quality of care.
If the prior authorization nurse/licensed behavioral health professional determines that the clinicals received for the requested service do not clearly meet the requirements of the criteria used, the case is referred to a Medical Director, who makes the final determination. To ensure appropriate denial decisions, the Medical Director may collaborate with the member’s PCP or attending physician. The Medical Director may also confer with board certified specialists and other outside resources (e.g., the Medical Review Institute of America) in determining medical necessity. All denials will be completed by a health care provider (physician) with clinical experience in treating the enrollee’s condition or disease.
If the Medical Director determines that the requested service is medically necessary, the request is sent to the nurse/licensed behavioral health professional who processes the approval and notifies the provider and member.   If the Medical Director determines that the requested service is not medically necessary, verbal notice or written fax notification is given to the provider and a notice of action is mailed to the provider(s) and the affected member.
If the provider believes that the time allowed for a standard determination will jeopardize the member’s health or ability to function, the provider may request an expedited service authorization decision. A provider may request an expedited determination by including “stat” on the request or by calling WellCare of Iowa. members may also request an expedited determination. UM provides an expedited determination for any request made or supported by a provider. 
For both standard and expedited determinations, UM will make a final determination and notify the provider or member as expeditiously as the member’s health condition requires and within the regulatory/state established time frame following receipt of the request for service.  For standard requests, WellCare will meet the 7 day requirement for processing. Expedited requests will be completed within 3 business days of receipt of request of service. However, if the member or provider requests an extension, or the Health Plan feels the extension is in the member’s best interest, an extension of up to 14 calendar days is permitted to allow for complete review of the service request. Upon request, WellCare will provide justification of the extension to the state of Iowa. 
If WellCare of Iowa approves the request, the prior authorization nurse/licensed behavioral health professional notifies the provider via telephone or fax.  If UM denies, reduces, suspends, or terminates a service authorization request, the requesting provider is notified via telephone or fax, and written notification (notice of action) is sent to the member and requesting provider by mail. The notice of action complies with all state and federal requirements and includes the information specified information on the appeals process. 
The Plan offers requesting providers the opportunity to request a peer-to-peer conversation with a Medical Director. Based on this peer-to-peer conversation, the Medical Director may change the decision and authorize the service.Currently, we manage over 200,000 pharmacy prior authorizations annually and resolve most authorization requests within 24 hours.  

Currently we manage over 200,000 pharmacy prior authorizations annually and resolve most authorization request within 24 hours.  

Pharmacy Prior Authorization Process
WellCare of Iowa will implement a Pharmacy Preferred Drug List (PDL) for the Iowa High Quality Healthcare Initiative, consistent with the Iowa Medicaid FFS Pharmacy benefit.  The PDL will include criteria for prior authorization, quantity limits and days’ supply limitations.  Consistent with Iowa program requirements we will give providers 30 days’ notice before implementing any changes to the PDL and any changes to the PA process.  
We are confident that our PA program will meet the standards set by the Iowa High Quality Healthcare Initiative.  Currently we manage over 200,000 pharmacy prior authorizations annually and resolve most authorization request within 24 hours.  Additionally, we will provide for the dispensing and reimbursement of at least a 72-hour supply of covered outpatient prescription drugs in an emergency.  
WellCare of Iowa implements a Preferred Drug List (PDL) consistent with local requirements in each of its health plans.  As such, we are very comfortable with the requirements to implement a preferred drug list.  Our pharmacy PA program will also include the implementation of a Recommended Drug List (RDL), of drugs recommended to DHS by the Iowa Medicaid P&T committee, but for which PA is not required.  The PDL will include an appropriate selection of drugs from therapeutic drug classes sufficient in amount, duration, and scope to meet members’ medical needs. The PDL includes limits, coverage details (i.e., age limits, quantity limits, and step therapy) and prior authorization requirements. WellCare of Iowa’s PDL will be easily accessible to members and providers on our member and provider Portals and hard copies will be provided upon request. Updates to the PDL will be made available on our Portals.
As outlined in WellCare of Iowa’s Drug Evaluation Review (DER) policy all prior authorizations, formulary exceptions, tiering exceptions, utilization management exceptions, and coverage determination requests are referred to as DERs. This includes case exceptions and requests that a drug be covered.
[bookmark: _GoBack]WellCare of Iowa has made significant investments in pharmacy prior authorization technology and processes, including our proprietary, role- and task-based DER workflow system.  These systems and processes allow us to track and process DER requests, including prior authorizations and formulary exceptions, in a timely manner and in accordance with contract requirements. The DER workflow system features built-in self-checking and process steps to support immediate detection and prevent issues and delays.
Second Opinions
A second medical opinion may be requested in any situation where there is a question related to surgical procedures or diagnosis and treatment of complex or chronic conditions. A second opinion may be requested by any member of the health care team, the enrollee, parent(s) or guardian(s) or a social worker exercising a custodial responsibility. 
Enrollees and their parents/guardians are informed that the second opinion will be provided at no cost to them by a qualified health care professional within the network, or a non-participating provider if there is not a participating provider with the expertise required for the condition. The enrollee also may elect to have a second opinion provided by an out-of-network provider located in the same geographical service area. 
Our customer service representatives and case managers (for enrollees in case management) are available to assist in identifying a second opinion provider and scheduling an appointment. Subject to the enrollee’s consent, the customer service representative or case manager also will contact the enrollee’s PCP regarding the scheduled appointment.
It is the responsibility of the PCP to coordinate tests ordered because of a second opinion with participating providers and to develop a care plan for the enrollee after review of the second medical opinion. The PCP’s professional judgment concerning the treatment of the enrollee after review of all documentation will be controlling as to the treatment requirements. PCPs are educated about second opinions and their responsibilities during initial orientation and through the Provider Manual.
Special Needs
In accordance with 42 CFR 438.208(c), WellCare of Iowa will allow members with special needs, who are determined to need a course of treatment or regular care monitoring, to directly access a specialist for treatment via standing referral protocols from the member’s PCP or an approved number of visits. Treatment provided by the specialist must be appropriate for the member’s condition and identified needs.
Women’s Health
WellCare of Iowa provides female members with direct access to a women’s health specialist within the network for covered care necessary to provide women’s routine and preventive health care services. This is in addition to the female member’s designated source of primary care if that source is not a woman’s health specialist. We have established mechanisms to permit a female member direct access such as a standing referral from the member’s PCP (if applicable) or an approved number of visits. WellCare of Iowa may also establish claims processing procedures that allow payment for certain women’s health codes without prior authorization or referral.
Newborn and Mother’s Health Protection
The Contractor shall meet the requirements of the Newborn and Mothers Health Protection Act (NMHPA) of 1996. The Contractor shall not limit benefits for postpartum hospital stays to less than 48 hours following a normal vaginal delivery or 96 hours following a cesarean section, unless the attending provider, in consultation with the mother makes the decision to discharge the mother or the newborn child before that time. The Contractor shall not require a provider to obtain prior authorization for stays up to the 48 or 96 hour periods.
EPSDT 
WellCare of Iowa does not require any referrals for members accessing EPSDT screening services. WellCare of Iowa’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. . We believe this medical policy enables provides to adhere to EPSDT requirements.
The strategies we employ to support EPSDT:
Adopt the Advisory Committee on Immunization Practices (ACIP) guidelines for vaccines and immunizations: As previously noted, WellCare of Iowa adopted the AAP/Bright Futures Recommendations for Preventive Pediatric Health Care Schedules. These guidelines are the cornerstone of all EPSDT- related initiatives and are published to providers through a number of different channels. The guidelines and their recommendations are also integrated into our provider programs and campaigns.
Establish clear accountability and expectations for providers: WellCare of Iowa’s provider contracts stipulate that providers, including hospitals and birthing centers, must comply with applicable state and federal laws, which includes EPSDT. Additionally, WellCare of Iowa’s provider handbook, an extension of their contract with WellCare of Iowa, clearly communicates provider accountability and responsibilities with regard to the EPSDT benefit and program. 
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 scheduling 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.
Encourage EPSDT screenings and services among providers: WellCare of Iowa leverages a variety of materials and communication channels to educate, inform, and motivate providers. Materials and communications include, but are not limited to, provider handbooks, field-based new provider orientations, HEDIS® Tool Kits, targeted mail campaigns which include lists of members in need of services, quarterly newsletters, and TidBits email campaigns.
Implement medical policy and reimbursement changes to enable timely, hassle-free access to services: WellCare of will leverage reimbursement strategies to drive desired provider behavior. In 2014, WellCare launched a dental reimbursement pilot among six participating pediatric groups and six children’s dentists. For the pediatricians, WellCare implemented “a bill above” or additional payment of $25.00 for providers to perform an oral health assessment and refer patients to children’s dentists. Among the children’s dentists, those who perform and bill for a comprehensive pediatric exam, bitewing x-rays, if applicable, primary prophylaxis, fluoride varnish, and nutritional counseling will be reimbursed $99.04. Similarly, in 2014, we changed our provider reimbursement for vaccine administration. 
Behavioral Health Services 
WellCare is committed to fully integrating physical and behavioral health in all of our policies.  Members may be referred to behavioral health services by their PCPs. A PCP referral is not required for the payment of behavioral health services, but in order to ensure close coordination between PCPs and behavioral health providers we encourage PCPs to and will be required to provide members with a referral that identifies the need for the referral and expected consultation outcomes. In return, Behavioral Health providers are required by contract to send PCPs an initial report with quarterly updates outlining the member’s diagnosis, medications and care plan when admitted into care.
Transition of New Members 
The Patient/provider relationship is one of the most important relationships for improving health outcomes.  Patients are more likely to follow preventive care and treatment protocols if the patient likes and trusts their provider.  WellCare of Iowa recognizes that some individuals who will enroll in our plan, will have existing relationships with providers and may be in some form of treatment.  While most members will transition into WellCare of Iowa without any concerns, WellCare of Iowa will permit a new member with an existing relationship with a provider who is not in our network to continue an ongoing course of treatment by the non-participating provider during a transitional period. This period will be a minimum of 90 days.  For members in the course of treatment, WellCare will take the following steps to appropriately transition new members in an active course of treatment of an acute medical condition or an acute phase of a chronic condition:
Members in case management will be transitioned by their case managers
WellCare will outreach to members in an active course of treatment to transition care.
Members with procedures authorized by a WellCare of Iowa provider or facility can proceed with and complete the authorized course of treatment
WellCare of Iowa also ensures care coordination for its members with all systems of care:
With all divisions within the DHS, as well as with other State agencies, and with other Plans operating within the same service region;
With local education agencies in the referral and provision of children’s intervention services provided through the school to ensure Medical Necessity and prevent duplication of services;
The services furnished to its members with the service the member receives outside the Plan, including services received through any other managed care entity	
Generally the transition period lasts no less than 90 days.   
Tracking and Reporting
PA Tracking Requirements
WellCare of Iowa acknowledges and will comply with the requirement to track all prior authorization requests in its information system. All notes in the Contractor’s prior authorization tracking system must be signed by clinical staff and include the appropriate suffix (e.g., RN, MD, RPh, etc.). For prior authorization approvals, the Contractor shall provide a prior authorization number to the requesting provider and maintain a record of the following information, at a minimum, in the Contractor’s information system: (i) name and title of caller, (ii) date and time of call, fax or online submission, (iii) prior authorization number, (iv) time to determination, from receipt and (v) approval/denial count. The required tracking data as listed is included the Medical Management Platform (MMP).
PA Denials
WellCare of Iowa will provide written notice to the member and the provider when prior authorization results in a denial, or authorization of a service in an amount, duration, or scope that is less than requested.  At a minimum, the notice will contain 1) name and title of the requestor, 2) date and time of call, 3) clinical synopsis inclusive of timeframe of illness or condition, diagnosis, and care plan, and 4) clinical guidelines or other rational supporting the denial (insufficient documentation).  The notice meets the requirements of 42 CFR 438.404 and all requirements on the member communications materials for accessibility and readability as delineated in Section 8.2 of the Iowa High Quality Healthcare Initiative RFP. 
11.2.7 Notice of Actions
In accordance with 42 CFR 438.210, WellCare of Iowa will provide written notice to the member and the provider who initiated the request for any service authorization denial, or authorization of a service in an amount, duration or scope that is less than requested. The notice must meet the requirements of 42 CFR 438.404 and all requirements on member communication materials for accessibility and readability as delineated in Section 8.2. The notice must be given within the timeframes described in 42 CFR 438.404(c) and as outlined here:
11.2.7.1 Notification Letters
The notification letters used by the Contractor must be approved by DHS prior to use and clearly explain the following: (i) the action the Contractor or its subcontractor has taken or intends to take; (ii) the reasons for the action; (iii) the member’s right to file an appeal with the Contractor and the process for doing so; (iv) after the member has exhausted the Contractor’s appeal process, the notice must contain the member’s right to request an external review or State Fair Hearing and the process for doing so; (v) circumstances under which expedited resolution is available and how to request it; and (vi) the member’s right to have benefits continue pending the resolution of the appeal, how to request continued benefits and the circumstances under which the member may have to pay the costs of these services.
Time Requirements for Notices
Standard Timeframes
Managing expedited and standard PAs is the responsibility of the UM team; the MMP is utilized to support this activity. Standard requests will be processed no later than 7 days after request of service receive (phone, fax, or web)and  are reviewed by UM team of nurses who review clinical records of members condition. 
Expedited Timeframes
The expedited PAs, which must be turned around in 24 hours or less (phone, fax, or web) are reviewed by UM team of nurses who review clinical records of members condition We also offer expedited Administrative Reviews or grievances. When WellCare of Iowa receives an expedited grievance or request for Administrative review, 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, WellCare of Iowa provides verbal notification within 24 hours of receipt of the request. Written notification is then mailed within two calendar days of the denial of expedited request advising that the review is being processed under the standard time frame as outlined above and that he or she has the right to request an expedited grievance.
Notice of PA Changes
WellCare of Iowa’s UM team notifies members in writing of decisions to terminate, suspend or reduce previously authorized covered services at least 10 calendar days before the date of action.  If we suspect fraud, the notice period will be shortened to 5 days advance notice.  We acknowledge that the notice may occur no later than the date of the action under any of the exceptions from advance notice detailed at 42 CFR 431.213.
Objection on Moral or Religious Grounds 
WellCare of Iowa does not object to provide, reimburse or provide coverage of a counseling or referral service because of an objection on moral or religious ground.
2.	Describe mechanisms to ensure consistent application of review criteria for prior authorization decisions.
Hiring experienced, qualified staff and providing necessary new hiring and continuing education are important to ensuring consistent application of the review criteria for authorization decisions.   Additionally, ongoing monitoring and oversight allows WellCare of Iowa to measure the extent to which evaluations are being done correctly and consistently.
For newly hired associates, those with less than three months in the job, WellCare of Iowa conducts compliance assessments. These quality checks confirm that the new hires are appropriately completing their reviews. The scope of this assessment includes timeliness of the reviews, documentation of case notes and evaluation criteria, and proper notifications. Beyond the focused oversight of new hires, WellCare of Iowa performs ongoing audits of clinical documentation and review decisions to confirm accurate and consistent application of applicable criteria according to established policies and procedures. As well as providing continuing one on one training if issues are identified or further coaching is needed based on audit results.
WellCare of Iowa validates medical necessity review consistency through periodic inter-rater reliability (IRR) testing for all clinical review staff involved in utilization decisions. IRR is used to assess the degree to which different reviewers give consistent/repeated answers for the same scenarios. IRR testing is conducted at least annually using a commercially available IRR program product from McKesson. All clinical staff must complete the online, inter-active assessment which involves case review. Staff are presented with a variety of clinical case scenarios, behavioral health staff are presented with behavioral health cases, and must assess if the services are to be approved or not. The evaluation assesses a number of staff competencies and behaviors including ability to evaluate complete and accurate clinical information, ability to apply appropriate evaluation criteria to make a determination, and ability to identify follow up and/or additional information needed. 
All WellCare of Iowa clinical staff involved in utilization management decisions must achieve 85 percent or better on their IRR assessment. Associates who score less than 85 percent undergo additional training, coaching, and oversight until they achieve desired performance expectations. Listed below are WellCare IRR results for 2014:
	2014 WellCare IRR results 

	IRR – Medical
	# Associates
	Average Score
	Pass
	Pass Rate

	Acute Adult
	94
	96.6
	90
	96%

	Acute Pediatrics
	95
	96.1
	94
	99%

	DME
	93
	97.7
	92
	99%

	Home Care
	143
	97.5
	143
	100%

	Outpatient RC
	62
	97.6
	59
	95%

	Procedures
	68
	97.8
	68
	100%

	SNF
	82
	97
	77
	94%

	IRR – Behavioral Health
	# Associates
	Average Score
	Pass
	Pass Rate

	Adult
	51
	92.9
	46
	90%

	Child/Adolescent
	50
	96
	50
	100%

	Geriatric
	51
	95.7
	50
	98%

	Residential
	41
	89.1
	38
	93%

	Substance
	36
	92
	35
	97%

	IRR – Appeals
	# Associates
	Average Score
	Pass
	Pass Rate

	Appeals 1
	8
	94.6
	6
	75%

	Appeals 2
	6
	91.3
	5
	83%

	Appeals 3
	5
	95.5
	2
	40%

	Medical Director  
	# Associates
	Average Score
	Pass
	Pass Rate

	Comprehensive IRR
	8
	96.3
	7
	88%

	HI - OHANA
	# Associates
	Average Score
	Pass
	Pass Rate

	Rehabilitation
	10
	97.8
	10
	100%

	Imaging
	6
	97.7
	6
	100%

	MO - Missouri Care
	# Associates
	Average Score
	Pass
	Pass Rate

	Acute Adult
	7
	99.1
	7
	100%

	Acute Pediatrics
	7
	99.7
	7
	100%

	DME
	12
	100
	12
	100%

	Home Care
	13
	99.4
	13
	100%

	Procedures
	6
	100
	6
	100%


Any person scoring less than 85 percent received remedial training and then retested at a pass rate of 100 percent. Our health analytics team monitors utilization by way of authorizations and denials and looks for opportunities to reeducate and train physicians and their office staff on what services require authorizations, what supporting documentation is required, and how to facilitate an efficient response from the health plan to expedite service delivery. WellCare of Iowa’s provider relations representatives and medical director support this effort through provider onboarding, quarterly visits, web courses, and real-time interactive web meetings. Tools such as the Quick Reference Guide and Provider Manual serve as ongoing reference tools for provider practices.
3.	Describe processes for retrospective utilization monitoring for IDPH population services.
All requests for service for the IDPH population are paid prospectively, and all reviews are done retrospectively. Post-service authorization requests for the IDPH population, as well as for all service requests are reviewed for compliance with CCGs, InterQual™ criteria, American Society of Addiction Medicine (ASAM) criteria or other criteria to determine if any of the following circumstances exist:
The provider was not able to determine the member eligibility
The service was urgent in nature and there was not time to submit a request prior to service delivery
The service is part of an ongoing plan to treatment for a newly eligible member
Extenuating circumstances existed that precluded the provider from submitting a timely prior authorization or concurrent review authorization request
Retrospective requests that do not meet one of the above conditions may be administratively denied. Exceptions may be granted if specifically addressed through contract language. Retrospective authorization decisions are made within 30 calendar days of receipt of the clinical information.
Our information system and our core processing system (CPS) generate various reports of UM activities, e.g., authorizations by type of service, adverse determinations by type of service, length of stay (LOS) vs. average length of stay (ALOS), and bed day utilization for our Medical Directors and UM managers to review monthly to identify opportunities for improvement.
4.	Describe required staff qualifications for UM staff.
WellCare of Iowa recruits highly qualified individuals with experience and expertise in UM or related experience. Qualification and educational requirements are delineated in the position descriptions for each respective position. Each new UM staff member is provided a minimum of two weeks intensive hands-on orientation and training with a staff preceptor. WellCare of Iowa supports continuing education and training for UM staff to maintain and increase skills and competency in performing UM functions. WellCare of Iowa provides formal training, including seminars and workshops, to all UM staff on an annual basis to cover topics that include, but are not limited to, diagnosis and CPT coding, UM criteria application, and UM updates. WellCare of Iowa monitors the appropriate application of UM criteria/guidelines, processing authorizations, and concurrent review and discharge planning documentation on an ongoing basis. If a UM staff member falls below the established performance standards, WellCare of Iowa  provides coaching and additional tools and training to assist the person achieve the desired performance expectations.
	Staff Qualifications

	Position
	Minimum Education 
	Minimum Work Experience
	Licenses

	Medical Director
	MD or DO
	7+ years direct patient care and knowledge of managed health care. Experience in development of medical policies, procedures, and programs. Demonstrated success implementing utilization and QI strategies. Qualifications to perform clinical oversight for the services provided by the health plan. Past participation in hospital managed care or medical practice UM committee.
	Iowa License
Board Certification

	Manager Behavioral Clinical Care
	A Bachelor's Degree in Nursing or Healthcare field Preferred
	5+ years of experience in an acute clinical/surgical setting, current experience in utilization management to include pre-authorization, utilization review, concurrent review, discharge planning, or skilled nursing facility reviews. Required.
1+ year experience in leading/supervising others a managed health care setting Required
	Iowa License
Licensed Registered Nurse (RN) Required
Licensed Clinical Social Worker (LCSW) Required
Licensed Mental Health Counselor
(LMHC) Required

	Behavioral Care Manager
	An Associate’s Degree in nursing (if RN) Required
A Bachelor’s Degree in clinical social work, psychology, counseling, rehabilitation etc. (if LSCW) Required
	2+ years of experience in a clinical/hospital setting using stated criteria Required
1+ year of experience in clinical behavioral health experience providing direct patient care services Required
Experience providing care management or utilization management services in a managed behavioral health organization, community mental health center, health plan or hospital
Knowledgeable of and comply with state and federal statutes, rules and policies that affect the members Required
	None

	Behavioral Care Manager-Psychologist
	A Doctor of Philosophy (PhD) in in clinical psychology
	3+ years of experience in the provision or monitoring of psychological/neuropsychological testing Required
	Licensed Psychologist

	Senior Care Coordinator
	A High School Diploma or GED Required
An Associate's Degree in a related field Preferred
	4+ years of experience in a managed care setting, medical office or facility setting with demonstration of medical administration duties Required
	None

	Care Coordinator
	A High School Diploma or GED Required
An Associate's Degree in a related field Preferred
	3+ years of experience in a managed care setting, medical office or facility setting with demonstration of medical administration duties Required
	None

	Clinical Services Specialist
	A High School Diploma or GED Required.  

A Bachelor's Degree in nursing or related field Preferred

Formal training in adult learning principles preferred (college level classes, or advanced certification training Preferred
	2+ years of experience in clinical practice in a hospital, clinic or other provider setting Required
	1+ year of experience in managed care or case management role.   Required
1+ year of experience in making presentations to groups of 5 or more Required
Experience with Government Programs, Medicare and
Medicaid Preferred
Direct training experience Preferred

	Director, Utilization Management
	A Bachelor's Degree in Nursing (BSN), Health Administration, Nutrition or business related field required or equivalent work experience Required
A Master's Degree in Business, Public Health or Healthcare administration Preferred
	7+ years of experience in acute clinical/surgical experience or behavioral health clinical setting Required
3+ years of management experience in a managed health care setting required
Current experience in utilization management to include pre-authorization, utilization review, concurrent review, discharge planning, or skilled nursing facility reviews.  
	Iowa License
Licensed Registered Nurse (RN) Required
Utilization review/management certification, or equivalent professional certification Preferred

	DME Coordinator
	A High School Diploma or GED Required
An Associate's Degree in a related field Preferred
	3+ years of experience in a managed care setting, medical office or facility setting with demonstration of medical administration duties Required
Knowledge of medical terminology or experience with CPT and ICD-9 coding; interpersonal, verbal and written communication skills; ability to effectively present information, to multi-task and to work effectively within group
	None


	Inpatient Care Nurse
	A High School Diploma or GED Required
An Associate’s Degree in Nursing for the Registered Nurse 
Practical Nurse Certification for the Licensed Practical Nurse
	4+ years of experience in a clinical setting with general nursing exposure in utilization management to include pre-authorization, utilization review, concurrent review, discharge planning, or skilled nursing facility reviews.  Required.
Care management experience in a managed health care setting. Required.
	Registered Nurse or Licensed Practical Nurse (LPN) Required

	Manager Clinical Care
	A High School Diploma or GED Required
A Bachelor's Degree in Nursing or Healthcare field Preferred
	5+ years of experience in an acute clinical/surgical setting, current experience in utilization management to include pre-authorization, utilization review, concurrent review, discharge planning, or skilled nursing facility reviews.  Required
1+ year experience in leading/supervising others a managed health care setting required.
	Iowa License
Licensed Registered Nurse (RN) Required

	On-site Inpatient Care Manager
	A High School Diploma or GED
An Associate’s Degree in Nursing or Health Services field 
	3+ years of experience in a clinical setting with general nursing exposure in the following: E/R critical care, discharge planning, bedside care, or acute care facility. Required
3+ years of experience in applying nursing judgment to make clinical decisions with minimal supervisory or oversight Required
1+ year of experience in Managed Care Preferred
	Iowa License
Licensed Registered Nurse (RN) Required
Acute Care Nurse Practitioner (APRN) (ACNP-BC)

	Outpatient Care Manager
	An Associate’s Degree in nursing (if RN) Required
A Bachelor’s Degree in clinical social work, psychology, counseling, rehabilitation etc. (if LSCW) Required
	4+ years of experience in an acute clinical/surgical position(s), current experience in utilization management to include pre-authorization, utilization review, concurrent review, discharge planning, or skilled nursing facility reviews.  Required
Care management experience in a managed health care setting. Preferred
	Iowa License
Licensed Practical Nurse (LPN) Required

	Outpatient Care Nurse
	A High School Diploma or GED Required
	2+ years of experience in an acute clinical/surgical position(s), current experience in utilization management to include pre-authorization, utilization review, concurrent review, discharge planning, or skilled nursing facility reviews.  Required
Care management experience in a managed health care setting. Preferred
	Licensed Practical Nurse (LPN) Required

	Senior Manager Clinical Care
	A High School Diploma or GED Required
A Bachelor's Degree in Nursing or Health Services field Preferred
	7+ years of experience in an acute clinical/surgical setting, current experience in utilization management to include pre-authorization, utilization review, concurrent review, discharge planning, or skilled nursing facility reviews.  Required
3+ years of management experience a managed health care setting. Required
	Iowa License
Licensed Registered Nurse (RN) Required

	Supervisor,  Behavioral Clinical Care
	A High School Diploma or GED Required
A Bachelor's Degree in a related field Preferred
	4+ years of experience in a clinical or utilization management, concurrent review, or discharge planning.  Required 
1+ year experience in leading/supervising others in a clinical care setting where you functioned in a team lead or senior capacity,  providing mentoring, training, support, and guidance and functioned as a subject matter expert (SME).
Required
	Licensed Registered Nurse (RN) Required
Licensed Certified Social Worker (LCSW) Required
Licensed Mental Health Counselor
(LMHC) Required
Licensed Professional Counselor (LPC) Required
Licensed Marital and Family Therapist

	Supervisor Clinical Care
	A High School Diploma or GED Required
A Bachelor's Degree in a related field Preferred
	4+ years of experience in
A clinical or utilization management setting with exposure to pre-authorization, utilization review, concurrent review, or discharge planning.  Required
	1+ year experience in leading and supervising others in a clinical or managed care setting where you functioned in a team lead or senior capacity, providing, mentoring, training, support, and guidance and functioned as a subject matter expert (SME).
Required



5.	Describe proposed utilization management clinical standards, including the use of any nationally recognized evidence based practices.
WellCare of Iowa is committed to ensuring that care provided to our members is based on science.  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 are vitally important decision support tools which ensure medical necessity decisions are based on sound clinical evidence. They also enable fair, impartial and consistent decision-making. By evaluating requests against nationally accepted, evidence-based guidelines, WellCare assists providers in determining the most appropriate treatment and services for our members, avoids unnecessary duplication of services, and appropriately manages utilization to mitigate both under-utilization and over-utilization of services. These actions result in optimal health outcomes for our members in a quality, cost-effective, efficient manner. Our guidelines and criteria include:
	InterQual® Clinical Guidelines
	Clinical Coverage Guidelines

	InterQual® Behavioral Health Guidelines
	Hayes Health Technology

	CareCore® National Guidelines
	Clinical Practice Guidelines

	Pharmacy Guidelines
	Preventive Health Guidelines

	Iowa Medicaid Enterprise - Operational Procedures
	Iowa Medicaid Enterprise – Provider Manuals 


All decision support tools are applied in a manner that is customized for the complexities of the local 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. 
An overview of our guidelines and criteria follows:
	WellCare’s medical necessity guidelines and criteria 

	Overview of Our Written, Evidence-Based Guidelines and Criteria

	Guideline/
Criteria
	Description

	InterQual®  Clinical Guidelines
	InterQual® is our primary decision support tool for medical necessity review for inpatient and outpatient medical services for level of service, length of service, discharge planning readiness and level of care needed. WellCare uses InterQual® Behavioral Health criteria to determine medical necessity for Inpatient, Crisis Stabilization, Partial Hospital and Psychiatric Intensive Outpatient Programs. McKesson’s InterQual® Review Manager is a leading, evidence-based clinical decision tool. It is nationally recognized and based on sound scientific, medical or behavioral health evidence. 

	InterQual® Behavioral Health Guidelines
	WellCare has adopted LOCUS criteria for adults and CASII (formerly CALOCUS) for children/adolescents for outpatient services. These guidelines and criteria are used exclusively for outpatient service requests. We have also adopted behavioral health guidelines developed by organizations such as the American Psychiatric Association, the Academy of Child and Adolescent Psychiatry, the American Society of Addiction Medicine, and Substance Abuse and Mental Health Services Administration to make medical necessity decisions regarding behavioral health and substance use disorders.

	CareCore® National Guidelines

	Based on our review of utilization data, WellCare adopted a number of more extensive guidelines for advanced radiology services, cardiology, radiation therapy management, pain management, sleep management and molecular and genetic laboratory tests. 
Radiology guidelines address all outpatient diagnostic imaging with a focus on advanced imaging technologies including MR, CT, PET, nuclear medicine and, occasionally, obstetric ultrasound.
Cardiac management guidelines are designed and managed by board-certified cardiologists and licensed health care professionals who guide all facets of program development and implementation. Using evidence-based criteria, we ensure requests for advanced cardiac imaging and implantable devices meet quality standards.
Radiation therapy management guidelines involve comparing the member-specific medical care plan to nationally accepted clinical guidelines for appropriate treatment modality, level of management intensity, phases, fields, fractionation, frequency, and intensity of professional services. The process also involves collecting historical records of members’ radiation treatment exposure. Radiation treatment episodes of care are amenable to prospective analysis and pre-determined reimbursement based on credible pathways.
Pain management guidelines support patients in resolution and long-term management of acute and chronic painful conditions. Too often, a patient’s care will be managed by multiple provider practices, resulting in episodic care and increased prescribing of medications. Our goal is to support resolution of painful conditions, if possible. This begins by working with the member and medical provider to establish a cause for the pain, define therapeutic goals and to educate and engage the member in their care.
Sleep management guidelines review home sleep tests (HST) and polysomnography (PSG) requests for medical necessity, offering an HST where appropriate. Following an HST, the member’s provider is supported to order an auto-titrating PAP device (APAP) for home titration where appropriate. The purpose of this program is to enhance the management of sleep disordered breathing by ensuring the clinically appropriate, cost-effective use of diagnostic and therapeutic modalities for sleep apnea.

	Pharmacy Guidelines

	WellCare’s Pharmacy program seeks to steward pharmacy resources without delaying care, improve member outcomes, improve access and support and engage members and providers. Its goals are safety, efficacy and efficiency. In order to inform clinical care as well as inform clinicians and their practices, our Pharmacy program adopts pharmacy evaluation criteria. Our pharmacy evaluation criteria are evidence-based, using FDA product information governing how each drug is used, First Databank Compendia, Medi-Span Drug Database and the Clinical Pharmacology Drug Database, all of which are industry standards. All prospective and concurrent point-of-sale edits are based on FDA product information for such measures as maximum dosage and maximum and minimum member ages. 

	Clinical Coverage Guidelines

	To complement the guidelines noted above, WellCare uses proprietary clinical coverage guidelines (CCGs) to provide more detailed guidance on medical and behavioral health services that may be unique to our members or a new/emerging technology or service. CCGs are evidence-based documents detailing the medical necessity of given procedures or technologies for both medical and behavioral health services. The guidelines set consistent criteria for utilization of a procedure or technology, leading to greater consistency and efficiency in clinical decision-making and enhanced quality of care. There are nearly 200 active CCGs ranging from Ambulatory and Video Electroencephalography EEG for Epilepsy to Reduction Mammoplasty to Vagus Nerve Stimulation for Treatment Resistant Depression.

	Hayes Health Technology
	WellCare uses Hayes’ Health Technology Assessment (HTA) criteria when evaluating specific health care technology requests (i.e., new or experimental). Hayes criteria are evidenced-based appraisals of specific health care technology (i.e., medical device, pharmaceutical or therapeutic intervention, diagnostic or screening test or preventive strategy) that consider the technology’s safety, effectiveness and clinical impact. The criteria provide decision-making support of the technology relative to conventional care or other alternate or competing technologies.

	Clinical Practice Guidelines
	Evidence-based clinical practice guidelines (CPGs) are an integral part of our Care Management program. CPGs help providers and our clinical staff provides the most appropriate care based on the best available scientific evidence. Through our application of CPGs, WellCare reduces variation in the delivery of health care services, promotes the efficient use of resources and drives improved health outcomes for our members. Given the considerable benefits of CPGs, WellCare has adopted 41 CPGs in the areas of behavioral health, preventive health and general clinical practice. Our CPGs: 
Are based on health needs and opportunities for improvement identified as part of our Quality Improvement Program
Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field
Consider the needs of our members

	Preventive Health Guidelines
	WellCare has adopted and applies preventive health guidelines to make evidence-based decisions about clinical preventive services such as screenings, counseling services or preventive medications.



6.	Describe how you will identify those services that will be reviewed for medical necessity determination.  Provide a list of services for which prior authorization would be required.
As a health plan, we frequently review our prior authorization rules to ensure that we are best serving our members and providers. We compare our prior authorization requirements against state and federal requirements, market fee schedules, and requirements for emerging technologies and medications.  Based on this research, we craft our rules to ensure we meet the requirements for referral tracking and medical necessity review as required by our state or federal partners.
Our providers can determine if a service requires prior authorization by several methods. The provider can call WellCare of Iowa and speak to an Intake associate who will look up the services being requested and compare to the Authorization Look Up tool based on the provider’s PAR status and the POS.  The provider can also utilize the WellCare website to review the authorization look up tool which will provide this information as well. Of note, the link to the authorization look up tool is available to anyone with access to the web.
Our clinical team follows several steps during the prior authorization process. They will review several resources that will lead them to whether or not the request is a covered benefit or meets medical necessity:
The first step will be the member Benefit Master List (BML). This list indicates whether the requested service is covered.  The BML is updated annually or as benefits change.  The nurse would select the state, Medicaid and then the individual plan as this is customized for each plan that WellCare Health Plans, Inc. offers to our membership.
Once the BML is open, the nurse would search for the request to determine coverage/non-coverage.
If the service is covered, the nurse would then review the Quick Reference Guide (QRG) which is for each state and Medicaid or Medicare. The grid on the QRG will give a “quick check” as to whether or not an authorization is required or reviewed. There are also hyperlinks that will take the user to the authorization lookup tool or to the vendor.  The QRG is also available to anyone with access to the internet via www.wellcare.com
The nurse would then use the Authorization Lookup Tool, input the CPT code and the tool will give the setting and whether or not review or authorization is required.  Again, this is available to our providers and members via www.wellcare.com.
7.	Describe your prior authorization request tracking system
WellCare of Iowa’s Medical Management Platform (MMP) is a fully integrated resource supporting the evaluation of service requests to ensure they are both appropriate and medically necessary. This highly capable system enables WellCare of Iowa to:
Maintain a health record that includes all medical, behavioral and pharmacy claims
Create and maintain a comprehensive care plan consisting of problems, goals, interventions and measures for enrollees in a care management program
Extend the care plan to the medical home and other providers and enable feedback on the plan from providers
Manage authorizations and utilization
Support transitional care management as enrollees transition across levels of care (e.g., from a hospital to the home)  
Our MMP supports WellCare of Iowa’s assessment, planning and coordination functions. The platform provides the foundation for the development of a customized care management plan and care coordination system to provide patient-centered care management and care coordination services to our enrollees. It is an enrollee-centric platform that will enable care integration and continuity of care among all places of service and levels of care. The platform gives us the agility to adjust in the marketplace and support all populations and programs.
Enrollee and provider information and claims data are provided to our MMP via interfaces with our core processing system (CPS). WellCare of Iowa accepts authorization requests through our HIPAA X12 compliant electronic data interchange, self-service provider Web application, fax, telephone, or mail. The MMP sends service authorizations to CPS via the interface between the two systems. Data collected by the clinical platform is applied to automated, predictive algorithms that identify problems including gaps in care, establish goals and support interventions. These algorithms support the care planning process by identifying the optimal level of services to improve outcomes.
Our MMP extends the reach of our clinicians into the field. The system supports both on-line (connected) and off-line modes. This means that when our clinicians and case managers are in the field, they have access to our MMP functionality to support our enrollees. This connectivity enables our clinicians to access exceptional management tools, which provide real-time insight into workflow and enrollee service. The MMP is flexible enough to enable managers to route enrollee service requirements to available case managers. This means that our enrollees do not have to wait when they need assistance. 
MMP supports our patient-centered focus. We have built MMP to support our program and to enable our case managers to provide individualized services to our enrollees in need. A unique feature of MMP is its ability to manage an individual with multiple benefits (e.g., a dually eligible enrollee with Medicaid and Medicare benefits) as a single individual. We create a single care plan that complies with both programs and provides a comprehensive plan for goals, interventions, and measures. The integrated care plan can be easily shared with the enrollee in an easy to read format empowering the enrollee to be a full partner in improving their health.
8.	Provide sample notices of action as described in Section 11.2.7.
WellCare of Iowa provides written notice to the member and the provider when prior authorization request results in a denial, or authorization of a service in an amount, duration, or scope that is less than requested.  At a minimum, the notice contains 1) name and title of the caller, 2) date and time of call, 3) clinical synopsis inclusive of timeframe of illness or condition, diagnosis, and care plan, and 4) clinical guidelines or other rational supporting the denial (i.e. insufficient documentation).  The notice meets the requirements of 42 CFR 438.404 and all requirements on the member communications materials for accessibility and readability as delineated in Section 8.2 of the Iowa High Quality Healthcare Initiative RFP.
See Attachment 11.2.8 Sample Notice Of Action Letter
9.	Indicate if your organization elects not to provide, reimburse for or provide coverage of a counseling or referral service because of an objection on moral or religious grounds.
WellCare of Iowa does not object to provide, reimburse or provide coverage of a counseling or referral service because of an objection on moral or religious ground. 
10.	Describe your program for ongoing training regarding interpretation and application of the utilization management guidelines.
All new UM staff must complete a minimum of two weeks intensive hands-on orientation and training with a staff preceptor. Orientation and training includes an overview of: 
Managed Medicaid programs
The organization and department overview 
Education on UM terminology
Specific training on development and application of the varying clinical coverage guidelines;
Benefit coverage
Modules on care management resources and processes
Grievance and appeal training
HEDIS® care gap education; and all of the WellCare of Iowa management information systems that they will leverage, including the enterprise medical management application, and the authorization process, both expedited and standard 
InterQual initial training and testing
Clinical Coverage Guidelines training/testing
Training and practice on the Medical Management Platform, the review process and documentation
Discharge planning
New staff will receive at least 2 weeks of one-to-one training on processes and reviews following the initial 2 weeks of classroom training. The associate will receive the amount of training/support necessary to allow the associate to be successful in his/her position.
WellCare University
Ongoing education is provided regularly to maintain and improve skills and competency in performing his/her job. WellCare has invested in the ongoing education for the associate by ensuring a robust on-line WellCare University education platform with hundreds of modules for the associate to choose to complete from professional, skills development, leadership development and required trainings. All staff also have unlimited access to CEDirect, an on-line company offering modules and in-services granting continuing education credits, including classes that can be applicable to certifications, should the associate choose to pursue the credential. 
UM Functions 
WellCare will be providing monthly trainings on criteria and other topics. WellCare of Iowa provides formal training to all UM staff on an annual basis. Training includes, without limitation, ICD-9 and CPT coding, UM criteria application, and UM updates. Along with mandatory trainings, in-services are provided prior to implementation of new processes, changes in process, annual update on InterQual, refreshers as needed, specific areas needing reinforcement when trends noted. Some examples of those offered since May of 2014 include: InterQual update 2014; InterQual condition specific subset review; Discharge Planning; Continued stay reviews; Heart Failure; NICU (Neonatal Intensive Care) training; SNF (skilled nursing facility)/INR (Inpatient Rehabilitation)/LTAC (Long-Term Acute Care) reviews; and all of the Outpatient Nurses are presently going through a total refresher of their reviews and documentation processes. 
In addition, Supervisory and Leadership Associates also receive Leadership training, be it via WellCare University Modules, Lunch and Learn workshops, or formal 4 hour leadership trainings provided by St Petersburg College instructors. A New Leadership “Boot-Camp” of trainings began in April 2014. 
Compliance Training 
WellCare is also committed to Compliance Training, and has instituted a Compliance training program for all Associates at no charge, meeting the requirements to lead to the ability to sit for the Certification in Healthcare Compliance. The first year it was offered, 2014, 160 associates completed the course. In 2015, over 300 associates are attending the course, with several sitting for the national exam.
Iowa Department of Public Health (IDPH)
All reviews are done retrospectively using the American Society of Addiction Medicine (ASAM) criteria. No additional training needs are identified for this specific population.

SECTION 12 – PROGRAM INTEGRITY 
12.1 PROGRAM INTEGRITY
Please explain how you propose to execute Section 12 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.   
Integrity and accountability are key values for the WellCare Health Plans, Inc. family of companies.  From the Corporate Board to each of the local plans, it is clear that only the highest level of integrity will be accepted.  Through the use of the website, written materials, policies and procedures and the Code of Conduct, employees, providers, business partners and members are informed of WellCare’s commitment to and their individual obligation to assure the integrity of the WellCare programs. Over the past year, we have met with key individuals in the Office of the Ombudsman and the Division and Inspection and Appeals, among others to fully understand the compliance environment in Iowa.  WellCare begins this process by providing a strong and continuous education program related to fraud, waste and abuse (FWA). We partner these extensive educational efforts with state-of-the art front-end technology to prevent, identify and correct instances of FWA.Components of WellCare’s FWA program
 Special Investigation Unit and Senior 
    Compliance Officer
 Advanced Data Mining and Predictive 
    Modelling Technologies
 Effective training and education on FWA
 Internal Auditing and Monitoring
 Quick response to identified issues, including
    swift education or disciplinary action

WellCare’s leadership stresses the importance of being vigilant in identifying possible fraud, waste and abuse, and reinforces each individual’s obligation to report suspected cases of FWA immediately.  Additionally, WellCare has established a toll-free TRUST hotline to facilitate confidential reporting of suspected FWA.  Employees are also made aware of the federal prohibition against retaliation for anyone who reports a possible violation of the Federal Code, Federal or State law, rule or regulation.  
Core Program SafeGuards
WellCare has taken extraordinary steps to refine its FWA programs.  Regardless of the market, there are some core program safeguards that are critical to all of our Plans.  In addition, we have identified key responsibilities for each participant in the Plan.  We recognize that FWA is not the responsibility of any one participant but is only fully realized if each participant plays his or her part.
	FWA Program Core Elements
	

	WellCare Leadership and Staff  Responsibilities
	WellCare Claims 
Staff Responsibilities
	Provider Responsibilities
	Member Focused

	Establish Special Investigations Unit (SIU)
Chief Compliance Officer
Mandatory training on FWA upon hire and annually
Emphasis on confidential nature of the program and obligation to report
Identification of Federal and State agencies for reporting purposes
Providing FWA education to all health plan staff.
Require and conduct credentialing and re-credentialing in accordance with State and national standards.
Provide FWA education for providers.
	Correct Coding Initiative edits in claims system.
Integrate claims edits into adjudication system from AHCCCS Encounters and Reference tables.
Medical review before claims are paid for possible FWA.
Recovery efforts, including recoupments for incorrect payments.
Education of plan and provider billing staff. Verify paid claims.
Monthly review of provider billing profiles (including E&M code Stratification)
	Acceptance of rules for network participation 
Adherence to prior authorization rules for non-contracted provider claims.
Verify member identification for each visit
Participate in FWA training offered by WellCare
Require providers to perform (FWA) staff training.
Provide medically necessary services
	Present member picture ID on visits with any provider 
Read FWA sections or view FWA rules in member portal 



Special Investigation Unit
WellCare is committed to complying with all federal and state laws, rules, and regulations regarding Fraud, Waste and Abuse (FWA) and has formed a Special Investigations Unit (SIU) responsible for the detection, prevention, investigation, reporting, correction and deterrence of FWA.  The SIU maintains written policies and procedures, and adheres to standards of conduct that articulate WellCare’s commitment to comply with all federal and state laws. The SIU maintains training and education materials specific to FWA, in support of the WellCare Compliance Program, and assists in providing training to employees, business partners, and downstream entities.  
WellCare utilizes a multifaceted collaborative approach to detect, prevent and remedy FWA. The WellCare business units that collaborate in this process include, but are not limited to:
	Claims Department
	Legal Department
	Pharmacy Department

	Quality of Care Department
	Recovery Department
	Enrollment Department 

	Grievance Department
	
	


The SIU is a component of the Compliance Department, led by a Senior Director, who reports to the Vice President, Corporate Compliance Investigations, who in turn reports to the Chief Compliance Officer (CCO). The CCO reports to both the Company’s Chief Executive Officer and to the Board of Directors. Among other duties, the CCO is responsible for the development and implementation of policies, procedures, and practices designed to ensure adherence to the compliance program requirements made applicable by federal and state laws, regulations and contracts. Among other duties, as noted in our compliance policies, the Vice President, Corporate Compliance Investigations, serves as the CCO’s designee to help implement and promote an effective FWA program that works seamlessly with the local plans’ executive and on-site compliance leadership.
The SIU employs a team of knowledgeable professionals dedicated to detecting, investigating, preventing and remedying FWA. The SIU team includes investigators who collaborate with medical coding auditors and a clinical nurse in order to resolve allegations of FWA on the part of providers or members. The SIU’s senior analyst proactively identifies possible cases of FWA utilizing statistical analysis software (SAS). The SIU also employs a Business Analyst, a Case and Information Coordinator and a Regulatory Reporting Administrator, all of whom assist with case referrals, the case management system, the SIU anti-fraud hotline, respond to requests for information from government partners, and support the SIU’s regulatory reporting responsibilities.  In addition to the SIU staff, medical directors and other subject matter experts throughout the Company are available for consultation on investigations. Moreover, WellCare’s Regulatory Affairs team works with the SIU to meet anti-fraud regulatory and contractual requirements, including reporting and referring to state government partners. WellCare of Iowa, Inc.’s team will include an on-site Program Integrity Manager.
The SIU uses a multi-faceted approach to combat suspected or potential FWA. This includes a combination of analytic tools, clinical expertise, investigative knowledge, internal and external referrals, and an education and awareness training program to maximize referrals. Our SIU currently uses no dollar amount thresholds when initiating FWA reviews. The SIU receives referrals from internal business partners such as grievances, health services, and member service departments, and from external partners. In Iowa, these partners will include DHS, IDPH, the Office of the Ombudsman, the Department of Inspections and Appeals and other Iowa state and county agencies. WellCare’s partnerships with state, county and federal agencies provide assistance to WellCare, which enhances FWA prevention and detection capability. As a member of the National Healthcare Anti-Fraud Association® (NHCAA), WellCare has access to SIRIS, the NHCAA information-sharing website that includes regular postings of information by more than 100 insurance companies nationwide about potential provider FWA activities. SIU investigators use SIRIS as part of the due diligence they perform during their investigations.
	Due Diligence Process

	Reciprocal Billing 
	Billing Non-Covered or Non-Chargeable Services

	Improper Billing Practices
	Patterns of Waiving member Cost-Share

	Quality of Care
	Billing for Medically Unnecessary Services

	Prescription Drug Shorting
	Failure to Maintain Adequate Medical or Financial Records

	Prescription Stockpiling
	Cover-Ups in Coordination of Benefits

	Member ID Card Sharing
	Questionable member Eligibility


Additional efforts include an education and awareness training program to maximize employee, business partner, and downstream entity referrals; investigating referrals from anyone, including employees, business partners, law enforcement agencies members and providers; utilizing a combination of analytical tools, clinical expertise; and establishing baseline data to enhance efforts to recognize unusual trends or changes in utilization patterns.
The SIU conducts targeted claims queries, leveraging the SAS data network, to identify members and providers with suspicious activity or unusual patterns of behavior that might indicate FWA. Additionally, our analytics library is used to produce ad hoc reports for the identification and investigation of FWA. These reports include visit-trend analysis, provider up-code checker, hospital stay with no professional services, bell curve analysis and abnormal provider utilization.  Our SIU also utilizes COGNOS® business intelligence software to produce a Physician Trend Report by specialty, which enables the SIU to identify spikes or trends that appear to be aberrant. If this analysis identifies a provider with suspicious activity, a more detailed set of reports is generated, allowing investigators to view the entire billing and claims history for that provider.  Through these efforts, the SIU can identify suspicious activity, which may lead to an expanded investigation with multiple lines of inquiry. WellCare routinely looks for opportunities to improve our ability to identify FWA and regularly reviews the latest fraud detection analytics tools that support the SIU’s proactive investigative efforts as they become available.

Program Integrity Plan
WellCare of Iowa has developed a Draft Program Integrity Plan (See Attachment 12.1_Iowa Program Integrity Plan_2015). This plan articulates WellCare of Iowa’s commitment to comply with all applicable state and federal standards and it incorporates the 2008 “CMS Performance Standards for Referrals of Suspected Fraud from a Single State Agency to a Medicaid Fraud Control Unit.” The plan, which will be finalized and presented to DHS within 30 days of contract execution, also details the manner in which incidents of FWA are detected including specific steps taken to combat fraud, waste and abuse and timelines for identifying, acting upon and reporting FWA. WellCare of Iowa acknowledges and will incorporate any changes or revisions requested by DHS into the plan and a final plan will be submitted to DHS within 30 days after first submission of the plan. WellCare of Iowa also understands and acknowledges that any changes to the plan must receive prior approval from DHS. 
WellCare of Iowa acknowledges and will comply with the requirement to submit a Program Integrity activity report that outlines WellCare of Iowa’s program integrity-related activities and findings, and identifies progress in meeting program integrity-related goals and objectives.  The monthly activity report will identify recoupment totals for each month. 
As outlined in the Scope of Work, the monthly activity report will include, at a minimum, the following elements: 
The name and NPI of provider reviewed
The reason for the review – data source or referral
Review outcome
Provider referrals to MFCU
Providers suspended – reason for suspension
Providers terminated – reason for suspension
Provider recoupment amount – reason for recoupment
Provider payment reductions – reason for payment reduction.
Providers who were denied enrollment or reenrollment pursuant to 42 CFR 455 – including:
Provider Name, NPI and reason for denial
State fiscal year to date summary information of Contractor Program Integrity activity.
1.	Describe your procedures for avoiding, detecting, and reporting suspected fraud and abuse to the State.
All Fraud, Waste and Abuse referrals are entered into WellCare of Iowa’s secure Compliance 360 enterprise compliance management system.  The referral will be assessed by the intake team to confirm that the matter concerns potential FWA. Thereafter, the matter is assigned to an investigator for further research.WellCare Tools to Prevent & Detect FWA 
  Data Mining
  Claims Systems Edits
  Medical Management Activities
  Provider Services and Quality Improvement
  Provider Credentialing
  Random Statistically Valid Audits
  Electronic Visit Verification 

Compliance 360 is used to support the following:
An education and awareness training program to maximize employee, business partner, and downstream entity referrals to develop tips regarding possible FWA
Investigating referrals from anyone, including employees, members, business partners, law enforcement agencies and providers
Utilizing a combination of analytical tools, clinical expertise, and investigative knowledge to identify potential FWA
Establishing baseline data to enhance efforts to recognize unusual trends or changes in utilization patterns
The SIU promotes the immediate reporting of suspected incidents of FWA by maintaining lines of communication to enable employees, members, providers, business associates and other downstream entities to report FWA. WellCare of Iowa’s Code of Conduct requires employees to immediately report any potential FWA concerns to the Compliance Department. WellCare of Iowa’s website also contains information informing members and the public how to report potential FWA.
Avoiding and Detecting Fraud and Abuse 
WellCare of Iowa has implemented several strategies for preventing and detecting FWA.  Some of these strategies are discussed in the paragraphs that follow.  
Data Mining is a technical methodology the SIU uses to proactively identify potential FWA. The SIU conducts targeted claims queries and leverages the SAS data network to identify members and providers with suspicious activity or unusual patterns of behavior that might indicate FWA. Additionally, our FWA predictive analytics library is used to produce ad hoc reports for the identification and investigation of FWA. These reports include visit trend analysis, provider up-code checker, hospital stay with no professional services, bell curve analysis and abnormal provider utilization. Our SIU also utilizes business intelligence software to produce a Physician Trend Report by specialty, which enables the SIU to identify spikes or trends that appear to be aberrant. If this analysis identifies a provider with suspicious activity, a more detailed set of reports is generated, allowing investigators to view the entire billing and claims history for that provider.  Through such efforts, the SIU can identify suspicious activity, which may lead to an expanded investigation with multiple lines of inquiry.  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 July 2015. This tool will provide more powerful analytic capabilities for our FWA efforts. 
Claims system edits are designed to detect and prevent potential FWA and include incorporation of the Correct Coding Initiative in the claims adjudication process.  These edits along with various internal controls include, but are not limited to:
	Member eligibility
	Medically unlikely services based on gender or age

	Non-Covered services
	Invalid procedure codes

	Duplication of services
	Unbundling of services

	Claims denied through our automated editing process that are identified as fraudulent 


Medical management activities (e.g., prior authorization, concurrent review, discharge planning, retrospective review and provider profiling) include: 1) verifying member eligibility; 2) reviewing the medical necessity of the service; 3) determining the appropriateness of the service being authorized; 4) verifying that the service is covered; and 5) referring members to appropriate providers. Should the prior authorization process indicate fraud, waste, or abuse the prior authorization will be denied.  A Notice of Action will be sent the provider and member, and a report will be sent to the Compliance Officer. Our Compliance Officer reviews trends, and reports findings to DHS as required. In addition, medical management reports allow the Department to have multiple points of data to review and verify unusual patterns that may indicate potential fraud, waste, and abuse. Any unusual incident is documented and reported immediately as required by our policies and procedures.
Provider Services and Quality Improvement personnel are trained to be aware of probable indicators of fraud, waste, and abuse so that issues may be identified during routine office visits or medical record reviews. 
Provider Credentialing is conducted to prevent contracting with providers previously convicted of fraud, waste or abuse. WellCare of Iowa will validate the credentials of all in-network providers at initial application and during re-credentialing in accordance with NCQA criteria, as well as state and federal regulations. As part of this process, we collect and evaluate information about providers from a variety of sources (e.g., National Practitioners Data bank, OIG list of Excluded Individuals or Entities, and applicable state professional licensure boards).
Random Statistically Valid (RSV) Audits are conducted on a routine and periodic basis. These audits identify and detect inappropriate claims and potential fraudulent billing. Audit findings are provided to the Compliance Officer for review and action. At a minimum, the audit examines if:
The provider was contractually allowed to provide the service being billed
The service provided is covered for the member
The appropriate level of care was used for the presenting condition
The provider billed correctly for the services rendered
The charges for services are reasonable
There was no evidence of excessive testing or referrals
Electronic Visit Verification: In addition to the existing processes we have for detecting, monitoring and evaluating potential under, over or inappropriate utilization, we will use advanced technological solutions to electronically verify the rendering and receipt of home-based visits and services, including assisted living services.
Investigative Actions
The SIU will pursue reactive and proactive investigations to determine whether the allegations are valid or not valid. The investigative actions may include data analysis, public record reviews, provider onsite audits, interviews and clinical reviews.  
If the potential FWA concerns a member, the inquiry may initially focus on pulling claims data and reviewing it to identify potential FWA, such as inappropriate utilization or card sharing. Following this preliminary analysis, additional investigative steps will be taken which may include obtaining provider records that will be reviewed to identify additional indications of FWA, consulting with experts regarding medical necessity, and interviewing the subjects of the investigation.
The SIU timely reports suspected FWA. Once a determination has been made that FWA has occurred, appropriate remedial action will be pursued. For example, if the FWA concerns a member’s drug abuse or doctor/pharmacy shopping, the member may be placed in an approved “lock-in program,” which monitors the member’s access to narcotics more closely to help the member in addressing his or her narcotics dependency.
If the potential FWA involves a provider, the inquiry may initially focus on pulling claims data and reviewing it to identify potential FWA.  The provider’s records will be requested and obtained for analysis. WellCare of Iowa’s provider agreements contain language requiring providers to comply with record requests. The review may include engaging medical experts and clinicians to assess medical necessity and review of claims to identify up-coding. These investigative efforts are supplemented by interviews, public records reviews and similar investigative efforts to get as complete and accurate understanding of the issue as possible. Once a determination has been made that a provider has engaged in FWA, remedial actions will be identified, which may include recovery of an overpayment, termination of the provider and referral to law enforcement for prosecution.

Reactive Investigations
By establishing clear lines of communication with employees, business associates and downstream entities, the Compliance Department encourages the immediate reporting of compliance concerns and suspected incidents of FWA. WellCare’s Code of Conduct requires employees to immediately report any potential FWA concerns to the Compliance Department. All associates receive initial and periodic training for detecting and reporting any suspected FWA. Through various policy statements and other communications, employees are informed of their rights and protections as whistleblowers under both federal and Iowa state laws. WellCare of Iowa’s website also contains detailed information to inform members and anyone who visits the site how to report potential FWA.
FWA can be reported anonymously and confidentially by anyone through multiple channels, including:
Referral mailbox: SIU@wellcare.com
SIU Hotline: (A secure voicemail line. Calls to this line will be returned the next business day)
FWA Hotline: (Hotline staffed 24 hours per day/7 days per week)
Direct contact to the Chief Compliance Officer
All referrals are logged into the SIU secure data base, Compliance 360, and the referral is reviewed, triaged and, as necessary, assigned to an SIU investigator
WellCare of Iowa’s intranet site provides detailed information regarding where to externally report potential FWA. Thus, anyone can also report fraud directly to the federal or state government agencies.  
Where an inquiry is triggered by a referral (i.e., a reactive inquiry), the initial investigative action includes obtaining a sample of the relevant records. The list below identifies some of the files that may be reviewed. 
Provider top CPT/ICD 9 (10) codes
Charts, trending analysis or graphs, drug profiles, medical records and prescriptions
Payment records
Provider ID, vendor ID, credentialing, member ID along with address and contact information, eligibility span, PBM prescription data
Copy of provider’s license of state of issue, registered disciplinary actions, NPI (National Provider ID)
NHCAA/SIRIS search and reporting
Division of Corporation listing
Provider and vendor contracts
Proactive SIU Inquiries
In addition to investigating referrals, the SIU uses a variety of proactive investigative measures to identify and pursue potential FWA. If this analysis identifies a provider with suspicious activity, a more detailed set of reports is generated, allowing investigators to view the entire billing and claims history for that provider.
Through such efforts, the SIU can identify suspicious activity, which may lead to an expanded investigation, with multiple lines of inquiry.  WellCare of Iowa recently purchased the General Dynamics STARS® SOLUTIONS. This tool will provide more powerful analytic capabilities for our FWA efforts.
Our partnerships with both state and federal agencies also yield information to enhance our FWA prevention and detection capability. As a member of the National Health Care Anti-Fraud Association (NHCAA), the SIU has access to the information sharing website hosted by NHCAA, which includes input from more than 100 insurance companies, and the regular posting of current activities nationwide, ranging from indictments to provider convictions. The SIU also participates in other NHCAA information-sharing activities. All of these above described activities enable the SIU to proactively target and remedy FWA.
Pharmacy Related FWA Inquiries 
WellCare of Iowa conducts pharmacy related FWA inquiries focused on identifying, preventing and remedying FWA related to pharmacy service. WellCare of Iowa derives investigative leads from several sources, including internal and external sources. For example, WellCare of Iowa’s SIU and Pharmacy Department will have monthly workgroup meetings. These meetings promote coordination of administrative activity and appropriate FWA referrals, information exchange, and provide a forum to discuss systemic FWA related issues. Pharmacy claims are administered primarily through a Pharmacy Benefits Manager, who also conducts desktop audits. The PBM utilizes data analytics, Explanation of Benefits (EOBs), and targeted audits to detect billing issues.
Internal Fraud Prevention and Financial Reporting Integrity
WellCare also maintains a Compliance Investigations Unit (CIU) that investigates potential FWA by employees. The Company’s Code of Conduct and Business Ethics (Code of Conduct) requires all employees to immediately report suspected violations of the Code, law or company policy. The CIU's cases are initiated based on a variety of internal and external referrals and sources, including, through reports to the FWA Hotline or the compliance web portal. The CIU team is separate and distinct from the SIU team. Depending upon the nature of the allegation, the CIU utilizes a variety of methodologies, including forensic email review, business records analysis and interviews to investigate employee misconduct.  The Company's Internal Audit Department conducts periodic reviews of the organization’s activities.  If any deficiencies are identified regarding the SIU or CIU processes, or internal controls, SIU and CIU Management is required to formulate an action plan to address these issues and report, as appropriate, the same to the Audit and Finance Committee of the Company’s Board of Directors. These activities, and other analysis conducted by other departments, including, Claims, Quality of Care, Recovery all serve to mitigate the risk of FWA occurring.
Subcontractor Oversight
WellCare of Iowa takes full accountability for the actions of all subcontractors. We ensure our core principles of Integrity and Accountability are part of any subcontracted work by providing education, standardized agreements, and periodic oversight of all subcontractors. WellCare of Iowa and the Corporate Audit & Oversight - Delegation Oversight (“Delegation Oversight”) Department partner to perform a pre-delegation assessment of all potential delegates prior to the effective date of any services performed. This review includes an assessment of the subcontractor’s FWA compliance protocols. Delegation Oversight requests all pertinent FWA related policies and procedures and training documents, including training rosters, associate roster, and evidence of associate training. Where a subcontractor’s FWA training does not adequately match WellCare of Iowa’s FWA training, the subcontractor is required to complete WellCare of Iowa’s FWA training module. Subcontractors who satisfy FWA certification requirements through Medicare Program enrollment, or accreditation as a Durable Medical Equipment, Prosthetics, Orthotics, and supplies (DMEPOS), are deemed by federal regulation to satisfy the training and educational requirements for FWA compliance. The subcontractor assessment process is repeated on an annual basis and includes a FWA attestation to be signed by the entity’s executive responsible for the entity’s Compliance Program.
More details of Delegation Oversight for all aspects of carrying out the Iowa High Quality Healthcare Initiative, including FWA activities and audit tools used can be found in section 2.2 of this proposal.

Reporting Fraud, Waste and Abuse 
Because of WellCare’s extensive experience with and singular focus on government-funded health care programs, we are keenly aware of the critical importance of transparency with our government partners when it comes to FWA referrals, investigations, findings, follow-up and reporting. 
The SIU is responsible for completing all reporting requirements as required by state contract or laws and will work with WellCare of Iowa leadership to ensure reports meet the needs of DHS.  WellCare of Iowa will deliver to DHS any documentation of investigatory findings of suspected FWA within two days of the identification of such FWA.  All submitted reports require the completion and submission of an approved attestation form, with certifications and sub-certifications as specified.  The individuals signing this report are responsible for the accuracy and completeness of the information.  
Coordination of Program Integrity Efforts 
In addition to reporting to and working with DHS on FWA referrals and case, WellCare of Iowa understands and will comply with the requirement to coordinate any and all program integrity efforts with IME personnel, DPH personnel and Iowa’s Medicaid Fraud Control Unit located within the Iowa Department of Inspections and Appeals.  Our SIU has significant experience working closely with State Medicaid Fraud Control Units.  We acknowledge and will comply with the following requirements:  
Meet monthly with DHS Program Integrity Unit, DPH staff and MFCU staff
Provide any and all documentation or information  about FWA activities , including policies and procedures, Program Integrity Plan, encounter data, provider records, claims data and reports on recoupment actions and receivables to DHS and all other regulatory agencies or units as requested
Report within 2 days to DHS and the MFCU and legal authorities any evidence indicating possible fraud and abuse by any member of the provider network
Provide an annual Program Integrity Plan update detailing investigative activity including corrective actions taken.
Hire and maintain, in the WellCare of Iowa offices, a Program Integrity Manager whose duties shall be composed, at least 99 percent of the time, of the oversight and management of the program integrity efforts required under the contract.  The Program Integrity Manager will have open access to claims, claims processing data, and all other information sufficient to meet the requirements of DHS.   Additionally, the Program Manager shall act as liaison with the IME, MFCU, or the Attorney General’s office and have oversight of the program integrity functions, develop and operate the fraud control program within WellCare of Iowa’s claims payment system, and assure coordination  of efforts with DHS and other agencies with regards to program integrity issues
Coordinate Program Integrity activities with other contractors as directed by DHS.
2.	Provide examples of outcomes achieved in other states regarding program integrity efforts.
WellCare has created a Special Investigations Unit (“SIU”) responsible for the detection, prevention, investigation, reporting, correction and deterrence of FWA. The SIU will pursue reactive and proactive investigations to either corroborate the allegations or determine them unfounded. Once a determination has been made that the target party has engaged in FWA, appropriate remedial action will be pursued, which depends upon the misconduct at issue. The following examples show how we actively engage in detecting and resolving FWA cases.
Georgia 
WellCare’s SIU received and investigated 96 Georgia Medicaid cases in 2014.  The total recoveries reported in 2014 exceeded $596,500. (Note: For the recovery amount, the cases may have been initiated prior to 2014 but the recovery was collected in 2014.) Two case successes are detailed below: 
Georgia Physician
Physician identified from proactive data mining as billing excessively for balloon sinus dilation; he routinely billed the procedure for all three sinus regions. The physician billed these procedures on 35 patients in the past year compared to only about six patients for the next highest provider in the claims data.  This focus of the investigation involved CPT codes 31295, 31296, and 31297 which were the high volume outliers.  A statistically valid random sample was pulled and we requested medical records.  Upon receipt, the records were reviewed by clinical staff in which none of the balloon sinuplasty procedures reviewed by WellCare’s Medical Director or an outside specialist were determined to be medically necessary.  The identified extrapolated overpayment was $297,665.91.  The provider retained an attorney.  WellCare Legal Department and the provider's attorney agreed that the physician would repay $170,000 and be placed on a corrective action plan.  
GA Behavior Health Provider
An allegation was received that the provider was providing tutoring related services and billing it as counseling.  The provider's website was researched as part of the investigation and it indicated that they offer free tutoring, homeowner assistance, counseling services, scholarships/grants, translation services, and utility assistance. The investigator conducted patient interviews with some of the members who WellCare had been billed for services and all four stated the provider gave assistance with school work and denied their children received counseling.  A payment suspension was implemented until the investigation could be completed.  A statistically valid random sample was pulled and medical records requested.  The review of the medical records identified the following: 
Some records were missing signatures
The record did not identify the provider who rendered the service
Some providers who rendered the service were non-credentialed with WellCare or were not licensed to provider services;
Some of the records had been cloned—records were the same but for a different date of service
The extrapolated overpayment was $256,959.00.  SIUs Legal Department and the provider agreed to accept a total settlement of $141,946.50 and be terminated from the network.  
New York
New York is another market that WellCare’s SIU received and investigated 73 Medicaid cases in 2014.  The total recoveries reported in 2014 exceeded $314,500.  (Note: For the recovery amount, the cases may have been initiated prior to 2014 but the recovery was collected in 2014.)
New York Radiology Providers
WellCare’s SIU proactively identified two New York radiology providers as top outliers for billing vascular statues.  Medical records were requested and reviewed. The reviews resulted in:
Provider #1: Outlier CPT codes 93975 and 93978. The radiology company billed duplex scans when they were not rendered or not necessary. The provider repaid $250,000.00. 
Provider #2: Outlier CPT codes 93975 and 93976. The review findings found billing for unnecessary services and billing two procedures on the same day when only one was allowable. The provider repaid $200,000.00.
3.	Describe methods for educating employees, network providers and members on fraud and abuse identification and reporting.
Educating Employees
WellCare of Iowa promotes a corporate culture of ethical conduct that seeks to deter FWA. This effort begins with hiring people committed to ethical business conduct and ensuring that new associates have successfully passed a background check verifying that an associate does not have a criminal history related to health care. This culture is reinforced by, among other things, training, and periodic communications informing staff of their responsibilities regarding FWA detection, prevention and reporting.
WellCare of Iowa provides mandatory compliance training, including FWA training, to all associates, Officers and Directors. This training must be completed within 30 days of hire and annually. Associates in reimbursement-related functions also receive supplemental FWA specific training, which must be completed within 30 days of hire and annually. The SIU helps develop and maintain WellCare of Iowa’s FWA training materials that is designed to create awareness of FWA, and to convey a full understanding of associates’ rights and responsibilities when encountering or identifying potential FWA:
Pharmacy Related Abuse Red Flags Training
Does the prescription look altered or possibly forged?
Have you filled numerous identical prescriptions for this beneficiary, possibly from different doctors?
Is the person receiving the service/picking up the prescription the actual beneficiary (identity theft)?
Is the prescription appropriate based on beneficiary’s other prescriptions?
Are drugs being diverted (drugs meant for nursing homes, hospice, etc. being sent elsewhere)?
Provider Related Abuse Red Flags Training
Does the provider write for diverse drugs or primarily only for controlled substances?
Is the provider’s treatment appropriate for the member’s health condition (medically necessary)?
Is the provider writing for a higher quantity than medically necessary for the condition?
Is the provider performing unnecessary services for the member?
Does the provider bill the sponsor for services not provided?
Additional red flags identified through various sources, including the Medicare Parts C and D FWA training developed by the Centers for Medicare & Medicaid Services are also incorporated in WellCare of Iowa’s FWA training. Additional topics covered by WellCare of Iowa’s FWA training include:
State and federal laws and regulations related to FWA
The definitions of FWA
The federal Anti-Kickback Act, False Claims Act and Civil Monetary Penalties Law
An associate’s affirmative duty to report suspected FWA
The Deficit Reduction Act requirements, which are included in the FWA sections of the General Compliance Training, and also covered in the FWA Policy
Federal and state laws and the Company’s policy prohibiting retaliation against an associate who in good faith reports a compliance or FWA-related concern
The means of reporting suspected or actual FWA
Associates responsible for specific functions or services regarding Medicare Advantage and Part D business areas, also receive specialized training on issues that may pose unique compliance risks. The SIU provides additional FWA training, on an as needed basis, specific to job functions and departments.
To deliver training and track training completion, WellCare of Iowa uses an electronic Learning Management System (LMS) called WellCare University. Mandatory trainings are assigned through WellCare University. Progress, due dates and activity are managed and tracked within WellCare University, with monitoring and oversight provided in addition to ongoing reviews and validation efforts to verify assignment and completion of training. The LMS maintains an archive of training completion records.
The main page of WellCare’s intranet site includes a link to the numerous Corporate Compliance resources, including training that is readily accessible by staff. These resources include links to all Company compliance policies, the Code of Conduct and training, including FWA training.
Educating Providers on their Responsibilities Regarding Fraud and Abuse
[image: ]WellCare of Iowa’s Provider Services personnel, Provider Manual, and website educate providers on WellCare of Iowa’s FWA Plan including providers’ respective responsibilities, the responsibilities of others, the definition of fraud and abuse, and how and where to report suspected or known fraud and abuse.
Within 30 days of contracting with a provider, WellCare of Iowa’s Provider Services personnel schedule an orientation with each contracted provider to review contract requirements.  This orientation includes an overview of FWA and specific examples of provider fraud, such as upcoding, billing for services not provided, and submitting false encounter data. Ongoing communications with providers include information on appropriate claims submission requirements, coding updates, electronic claims transactions and electronic fund transfers. WellCare of Iowa network providers can view or download the most up-to-date version of the Provider Manual and information on how to locate regular fraud and abuse updates on our website.
Periodic articles on fraud and abuse are published in quarterly provider newsletters, providing additional examples of behaviors to watch for and emphasizing the responsibility of providers in preventing, detecting, and reporting potential suspected and known fraud and abuse. 
Member Education
We have learned through the years of working with Medicaid and Medicare enrollees that some of the best referrals come from members who are often the first ones to become aware of fraudulent, wasteful or abusive behaviors. And, while estimates say that less than 25 percent of health care fraud is committed by members, we also know that members need to be reminded of the importance of not sharing cards or participating in other FWA activities. 
To that end, WellCare if Iowa uses several tools to continue to educate members about FWA – both how to recognize and report FWA, as well as reminders of what constitutes FWA activities by members. This is done from the very beginning in the member welcome packet, through the member handbook and member website. Members also receive ongoing education through Member Services, Community Outreach and our quarterly newsletter. Our member handbook, which is provided in printed format at enrollment, annually thereafter and is available 24/7 on our website, describes the definition of fraud, waste, and abuse and gives clear examples and explanations on how this is tracked and monitored by WellCare. See Section 8 for a complete description of our member onboarding and education activities.
Finally, members are involved in FWA detection and prevention through random service verification that occurs monthly. These notices, detailed below in the answer to Question 5 of this section, provide members information on contacting our SIU as well as information on recognizing FWA.
4.	Describe internal controls to ensure claims are submitted and payments are made properly.
WellCare of Iowa has multiple channels of internal control to help us prevent improper payments to providers. These controls begin at the very front-end before providers are even allowed into the WellCare of Iowa network and continue through education of new providers into claims edits and audits and on-going education of existing providers. 
Providr Level Controls
Practitioners or other providers who are not eligible to participate in Medicare or Medicaid are also not eligible to be providers of health care or other services to WellCare of Iowa members.  If a practitioner or other provider has been sanctioned, such practitioner or provider shall not be permitted to provide services to any member covered by the Plan.
Identification of State and Federal Sanctions
At the time of initial credentialing, WellCare of Iowa will verify whether a provider has been sanctioned by querying the National Practitioner Data Bank (“NPDB”).  For non-individual providers, WellCare will review the System for Award Management (SAM).  The HHS Office of Inspector General Cumulative Sanctions Report may also be accessed.  For States where a list of state Medicaid sanctioned providers is made available, such as the New York HPN list of excluded providers, that listing is also queried.  
In the event a new applicant is identified as having Medicare or Medicaid sanctions, or evidence of a conviction for defrauding Medicare or Medicaid, the applicant shall be advised in writing that the Plan does not accept any applicant with current Medicare/Medicaid sanctions or violations.  The application will be discontinued, and Provider Relations will be advised.
On a monthly basis, WellCare of Iowa checks current staff, subcontractors and providers against the federal List of Excluded Individuals and Entities (LEIE) and the federal System for Award Management (SAM) (includes the former Excluded Parties List System (EPLS)) or their equivalent, to identify excluded parties. We also conduct these checks during the process of engaging the services of new employees, subcontractors and providers and during renewal of agreements and re-credentialing. We will not engage the services of an entity that is in nonpayment status or is excluded from participation in federal health care programs under §1128 and §1128A of the Social Security Act.
Claims from Non-Participating Providers
WellCare of Iowa takes the same level of concern even for out-of-network providers to mitigate the risk of claims from sanctioned providers slipping through. We use a screening process to establish the authenticity of the provider and confirm that they are in good standing for providers that submit claims who have not gone through WellCare of Iowa’s credentialing process. 
All claims received go through more than 120 business “pick” rules to determine if WellCare of Iowa has the billing provider already loaded into our core processing system.  If WellCare of Iowa has not loaded this particular provider, the claim is not allowed to adjudicate and falls into a work queue to be reviewed. 
Prior to loading a non-participating provider, our staff validates that both the billing provider and the rendering provider are valid on the National Plan & Provider Enumeration System (NPPES).  We will also validate against Iowa’s website to ensure licensure and specialty can be established. Lastly, the OIG excluded providers’ website is searched to ensure there are no sanctions against the provider. 
If the provider passes all of these validation checks, a new provider record will be established and the claim is allowed to adjudicate. If the provider fails any of these checks, the claim will be rejected and returned to the provider.  Additionally on a monthly basis, providers are validated against the OIG list as well as the Death Master List to ensure WellCare has not received claims for deceased providers. 
Provider Claims Training and Education
WellCare of Iowa works with our providers to assure they understand how to submit claims appropriately through a combination of training, education, audits and call campaigns. 
Training begins with the provider orientation program, which is administered 60 days prior to the start of services and includes training on claim and service submission requirements. This training is supplemented with quick reference guides, claims submission guidelines, and job aids for provider office staff. Training materials also include the provider manual that has detailed instructions and specifies the data elements required for the submission of claims and encounter data. As part of training the entire network, provider relations representatives devote particular time and attention to any provider types that historically may have had difficulty complying with fee-for-service program claims submission requirements. This training is critical to preventing irregular claims submissions that could easily flag for FWA, particular when it is unintentional. It also provides us opportunities to remind providers about FWA rules and protocols.
Provider training continues after the initial network development period through required semi-annual provider education sessions, as well as targeted in-service education for providers who fail to meet standards. As part of the ongoing training, providers are updated on changes in policies, coding and regulatory requirements, and also communicate these changes through a combination of newsletters, fax blasts, ad hoc provider mailings and web portal postings.
Audits: WellCare performs periodic audits of the network providers to compare the accuracy and completeness of submitted claims/encounters to documentation contained in members’ medical records. If the submitted service information does not align with the information contained in the medical records, WellCare works with the provider to rectify the problem and perform a follow-up audit to ensure that the identified problem has been resolved and that claims accurately reflect the service provided.
Call Campaign: Our Electronic Data Interchange (EDI) team conducts regular call campaigns to educate providers on how to overcome the most common issues with claims submissions. Additionally, town hall meetings, conference calls and in-office meetings are often held when providers have been identified as either having submission issues or during new market implementations (i.e., expansion or implementation of new edits/business rules) portal enhancements, or as requested by the provider.
Claims Edits
As detailed in the Claims and Encounter Processing section of Section 13.1, WellCare of Iowa puts every claim submitted through an array of internal controls and edits to prevent improper provider payments or payments for services that fall outside of allowed federal and state guidelines. Some of these processes are outlined here:
Intake and Validation: all inbound claims and delegated vendor encounter submissions are brought in 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 Encounters that fail these edits are rejected for resubmission by the provider or delegated vendor.
Adjudication and Clinical Edits:  Claims are further reviewed and edited throughout the claims workflow to ensure compliance with coding/billing, acceptable clinical practices and reimbursement.  The stages of the editing along with the corresponding vendor sources are listed below: 
Pre-adjudication process (Claims Edit System)
Adjudication process (Optum)
Post adjudication, prior to accounts payable cycle (iHealth)
These applications compare the claim components (e.g. service codes, place of service) to industry standard coding criteria that incorporate guidelines established by CMS such as, the National Correct Coding Initiative (NCCI) and the National Physician Fee Schedule Database, the AMA and Specialty Society correct coding guidelines, and State specific regulations.  Results of the claims review are received from the vendor applications and batch files and submitted to the core processing system where the adjudication process is completed.
5.	Describe methods for verifying whether services reimbursed were actually furnished to members as billed by providers.
WellCare designs its Verification of Service (VOS) efforts to verify whether services billed by providers were the services received by the members. To verify the delivery of service as billed WellCare sends VOS letters and notices to a sample of members monthly. The paragraphs below describe additional verification efforts.
Electronic Visit Verification System
WellCare of Iowa proposes using an Electronic Visit Verification (EVV) system as referenced in section 13.1.2 of the SOW. We are currently contracted with First Data, an industry leader in Electronic Visit Verification (EVV) technology, to implement their AuthentiCare Solution in other states so extending to Iowa will be a seamless exercise. Following execution of the contract, we will obtain DHS approval of our proposed EVV approach. We will then implement and adhere to the DHS-approved approach. WellCare of Iowa will obtain DHS’s prior approval for any changes to this approach. 
In addition to the existing processes we have for detecting, monitoring and evaluating potential under-utilization, over-utilization or inappropriate utilization, we will use advanced technological solutions to electronically verify the receipt of home-based visits and services, including assisted living services. Our EVV system verifies the visit of a caregiver at the recipient’s home or in an institutional setting. An IVR telephone system or mobile phone application is used to track the time and location of caregivers during service delivery. Voice biometrics are used by having the member provide a voice print during implementation which is then used for comparison on subsequent visits. A match indicates that the service is being provided to the correct member. Data gathered provides information for electronic billing and claim submission in a HIPAA compliant EDI 837 file so that time spent in the home by the caregiver is accurately tracked and recorded. 
Our EVV system already has a proven, robust process for monitoring, detecting, evaluating, and acting upon potential under-utilization, over-utilization and inappropriate utilization at an individual and population-based level, and we continue to make investments and enhancements. We will use the EVV system to monitor and collect real-time information regarding caregivers’ provision of in-home services. EVV matches all encounters against scheduled visits and authorized services, and flags any deviation. We will have actionable information on the number and types of exceptions to planned visits and the adequacy of caregiver provider staffing to support the assigned caseload. EVV also ensures that all claims submitted for payment are accurate and supported by electronic visit documentation. In addition we will use an EVV tool for service utilization benchmarking and to review trends by member and service type to look for outliers in care delivery. These outliers can be part of the larger process to identify areas for further audit and investigation.
Technology to Verify Home Based Visits and Services
Our electronic visit verification (EVV) system will function in partnership with WellCare of Iowa’s Medical Management Platform (MMP), which is our core care management system. Subsequent to utilization management personnel authorizing home and community based services in the MMP, authorizations will be transferred to our EVV System for eligible members who are authorized to receive services in the home or community setting. Specifically, service start and end times, service types, identity of the servicing provider, and other items relating to service scheduling will be incorporated into the EVV system.  At the point of care, the EVV system will verify the identity of member, confirm the member’s eligibility, and validate the accurate provision in services using the authorizations as the basis for comparison.  
In addition to validating if the services provided were accurate and provided by the appropriately authorized provider, the EVV system will also allow us to understand when service gaps occur, and provide a near immediate remediation opportunity to resolve that gap.  Specifically, the EVV system will generate missed service alerts when a provider does not present at the home to provide a scheduled service. The alert will also trigger when the provider is late to the appointment. The alert to the member’s case manager will be near real-time and will appear on the MMP, where prompt remediation of the service gap will be initiated. Reports of missed services or variances to service times will be available for analysis, and providers will be identified for coaching, corrective action or potential termination, particularly where quality of care issues arise.
This comprehensive approach to deploying advanced technology to manage the delivery of home-based care is designed to enhance members’ access to quality care while also preventing and detecting potential fraud or abuse in the home care setting.
Notices Mailed to Members
After enrollment, WellCare’s verification of services reporting consists of sending a notice to a statistically significant sample of members who have received services each month. The sample size for a given month is statistically dependent upon total claim dollar amount for that month, and will include a mix of professional and institutional services. The notice will include a cover letter providing an explanation of the document, required actions for the member, and a summary of the services to be verified. The notice also informs the enrollee that he or she should contact customer service or the Special Investigations Unit (SIU) if they have any questions. In addition, members are provided information on the SIU-managed telephone hotline that members can call if they have identified services that were not actually received. The SIU will investigate member reports, and will report the information received from the enrollee to the appropriate State or Federal agency.
SOW 12.7  Obligation to Suspend Payments to Providers
WellCare of Iowa acknowledges and will comply with the requirement to suspend all payments to a provider after DHS determines that there is a credible allegation of fraud for which an investigation is pending under the Medicaid program unless the Agency or law enforcement (included but not limited to the MFCU) has identified in writing good cause for not suspending payments or to suspend payments only in part.  WellCare of Iowa will issue a notice of payment suspension that complies with the obligations set forth in 42 CFR 455.23(b) and maintain the suspension for the duration set forth in 42 CFR 455.23(c).    WellCare of Iowa will not suspend payments until consulting first with the MFCU and secondly DHS, as instructed. WellCare of Iowa will maintain all materials related to payment suspensions for a minimum of five years in compliance with the obligations set forth in 42 CFR 455.23(g).  Further, we acknowledge and will comply with the requirement to:
Afford a grievance process to providers for whom payments have been suspended 
Maintain policies and procedures to ensure that providers comply with Iowa Code 249A Subchapter II – Program Integrity including but not limited to application of interest related to provider overpayments.
Develop of process for referral of providers to DHS for Sanction under 441 IAC 79.2
WellCare of Iowa also understands and acknowledges the prohibition against taking any actions to recoup or withhold improperly paid funds already paid or potentially due to a provider when the issues, services or claim upon which the withhold or recoupment is based meet one or more of the following criteria:
The improperly paid funds have already been recovered by the state of Iowa directly or through resolution of a state or federal investigation, or lawsuit, including but not limited to False Claims Act cases;
The funds have already been recovered by the Recovery Audit Contractor (RAC);
When the issues, services or claims that are the basis of the recoupment or withhold are currently being investigated by the state of Iowa, are the subject of pending federal or state litigation or investigation, or are being audited by the Iowa RAC.
WellCare of Iowa acknowledges and understands that the prohibitions shall be limited to a specific provider(s), for specific dates, and for specific issues, services or claims. WellCare of Iowa agrees to work with the IME Program Integrity Unit before initiating any recoupment or withhold of any program integrity related funds to ensure that the recoupment or withhold is permissible. In the event that the WellCare of Iowa obtains funds in cases where recoupment or withhold is prohibited under this section, WellCare of Iowa will return the funds to the provider.
SOW 12.8  Required Provider Ownership and Control Disclosures
WellCare of Iowa acknowledges and will comply with ownership and control disclosures found in 42 CFR   455.104. 105, 106 as required by federal law, this includes ensuring full disclosures of ownership and control for providers and subcontractors as well as for WellCare of Iowa as applicable under the federal guidelines.
SOW 12.9  Contractor Reporting Obligations for Adverse Actions Taken on Provider Application for Program Integrity Reasons 42 CFR §455.1002.3
As detailed in the answer for Question No. 4 of this section related to internal controls, WellCare of Iowa takes multiple steps to ensure that we do not allow any provider into the provider network if it is determined that any person who has ownership or control interest in the provider, or who is an agent or managing employee of the provider, has been convicted of a criminal offense related to that person’s involvement in any program established under Medicare, Medicaid or CHIP, or if we find that the provider did not fully and accurately make any disclosure required pursuant to 42 CFR 1001.1001 (a)(1).
SOW 12.10  Termination of Providers
WellCare of Iowa acknowledges and shall comply with the requirements for provider disenrollment and termination as required by 42 CFR  455.416.
SOW 12.11  Enforcement of Iowa Medicaid Program Rules
WellCare of Iowa acknowledges and will comply with the requirement to vigorously pursue fraud, waste and abuse in the Medicaid program and notify DHS PI of any provider activity which would incur a sanction under 442 IAC 79.2 (249A)































SECTION 13 – INFORMATION TECHNOLOGY
13.1  Information Services & System
Please explain how you propose to execute Section 13 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.
WellCare Health Plans, Inc. (WellCare) has an Integrated Management Information System (IMIS) application suite that supports our existing Medicare and Medicaid program for approximately 4.1 million members in 49 states and the District of Columbia. WellCare of Iowa, Inc. will use this IMIS application suite to support all aspects of the Iowa High Quality Healthcare Initiative, including but not limited to: (i) care coordination management functions; (ii) utilization management; (iii) claims payment; (iv) service authorization; (v) provider network management; (vi) credentialing; (vii) grievance and appeals processing; (viii) quality management; and (ix) encounter data.
We continually re-invest in our information technology (IT) applications and infrastructure to enhance our ability to deliver efficient, cost effective services to our members, providers and government partners including the Iowa Department of Human Services (DHS).  
1.	Provide a general systems description and a systems diagram that describes how each component of your information system will support and interface to support program requirements.
Integrated Management Information System Overview
Our systems suite is designed to support all of the demands of WellCare of Iowa’s operations, including those requirements and expectations outlined in Section 13 of the SOW. This suite:  
Is built on a stable, secure and standard technical architecture
Focuses on the care, needs and preferences of the individual members
Supports the establishment of an available, accessible and adequate provider network
Is built on a base platform that efficiently completes routine functions such as enrollment maintenance, claims and encounter processing, and financial management
Is built on a data management strategy that collects, assembles, and makes available in meaningful ways the information needed to support regulatory submissions, internal reporting, analytics and data exploration
Our applications support accessibility by separating the user interface, process workflow, application functionality and data management into clear, distinct layers that allow for the delivery of functionality to members, providers and internal users through multiple channels. The IMIS suite of applications interact with one another through defined functional enterprise services while implementing “publish and subscribe” methods to ensure updates and changes in data or activities are known to all applications.  Our system is scalable and easily supports the addition of new lines of business. The following system diagram details the general structure and components of this architecture.  [image: ]
Our comprehensive IMIS currently supports 4.1 million members and has demonstrated capacity to scale beyond current demands. We continually evaluate and make changes to infrastructure and application architecture to achieve twice the capacity of the current membership. Our application organization, depicted in the following diagram, identifies the structuring of the application suite. This high level view illustrates the focus of application efforts targeted to interacting effectively with members and providers through their channels of preferences, allocating a significant focus on the individual care of members and support of providers, while meeting the basic demands of our operations.
[image: ]
The flexibility, structure, and focus of our application environment aligns with the focus we place on the holistic management, delivery and support of individual, personalized care.  Following is a more detailed description of these 11 core application areas.
1. Digital Solutions: Web/Mobile/Interactive Voice Response Applications
Our Integrated Management Information Systems Suite uses web, mobile, and interactive voice response (IVR) channels to support integration into the interactions with our members, providers, government partners and other participants.
Members
Our member website and secure member portal is designed to enable interactions with members, provide access to information and complete routine transactions. The functionality currently includes identification (ID) card, over-the-counter (OTC) order submission, provider search functions (updated nightly), member handbook, evidence of coverage, formulary lookup, health and wellness functionality, and member messaging (including Contact Us). Where possible, we also integrate the capability to complete transactions on line – such as allowing primary care provider (PCP) selection and changes to be made. 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 available for Apple and Android devices.
Providers
Our secure provider portal provides access to authorization or authorization request services, which includes the ability for providers to enter prior authorizations requests for medical and pharmacy services. Prior authorization requests from the secure provider portal are directly captured into the authorization review applications and routed for review. Providers are able to access claims functionality (submit claim, submit corrected claim, claim status, claim inquiry), membership functions (eligibility and copayment verification, member roster) reports, provider manual (including appeals and grievances processes) and other functions. We have piloted access to member care gaps and will be making this functionality available to all providers.
Many of the informational and transactional services available via the web are also made accessible to members, providers and other participants through the IVR.
Government Partners
WellCare of Iowa will provide a dedicated DHS Portal for the placement of required and ad hoc reports submitted to DHS.  We will partner with DHS on additional self-service capabilities DHS would find useful and beneficial. We currently use government partner portals in other Medicaid states. Reports available on the DHS portal will include weekly, monthly, quarterly and annual reports, Optum GeoAccess® reports and other reports requested by DHS. Iowa officials will be provided a custodial login to access the site through our secure portal.
2. Enrollment and Eligibility Applications (Member Database)
Our Enrollment and Eligibility System (EES), is used to receive, process and update enrollment data daily using the information transmitted by DHS through 834 files delivered on the frequency specified by DHS, including monthly roster and termination files. The EES application tracks and reconciles each individual transaction from receipt through membership update. Our member eligibility processes recognize DHS as the source of truth for member eligibility history (with begin and end dates) and demographic data, such as name and date of birth, including storing and tracking all data by the state Medicaid ID and county. As a result, each transaction received on the 834 file is compared to our Core Processing System (CPS) member tables. Updated transactions needed to align our member tables with the information provided from DHS are generated and executed, ensuring that member information accurately reflects active membership. Member eligibility information is maintained using effective and termination dates and a complete history of eligibility information is maintained for each member. Our membership system of record includes the ability to capture member email addresses.In 2014, for one Medicaid plan, we processed 8.2 million transactions within 
72 hours or less of receipt.   

We use our enrollment system 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 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 or Provider Services.
We encourage members to select physicians based on their individual preferences. 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 Federally Qualified Health Center or Rural Health Clinic 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 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 or online via the secure member portal. 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, check the IVR, or check the secure provider portal for verification of PCP assignment. 
3. Correspondence Applications
Our Fulfillment and Correspondence System (FCS) serves as a communications hub for the effective distribution of communications to members and providers. This platform will be used to meet current DHS requirements for member material distribution, including distribution of materials according to the member’s language preference. Additionally, the platform will support all delivery channels, including mail, email, web posts and notices and provide WellCare of Iowa with a status of material distribution including undeliverable mail, offering an integrated, well-coordinated system to manage correspondence.  The FCS application registers all communication requests (including automated notifications for ID Cards, welcome kits, and other enrollment notifications), validates all outbound data, formats the correspondence and tracks the delivery of the correspondence, including the processing of any return mail events. In addition to being able to trace the history and timeline of any correspondence activity, the FCS captures correspondence and makes it available for viewing by individuals with appropriate access, such as Member Services, Provider Services and Care Management staff.
4. Care Management Applications (Medical Management Platform (MMP)
Our Medical Management Platform (MMP) supports our assessment, stratification, planning and care coordination functions. MMP provides the foundation for the development of a customized case management and care coordination system to provide person-centered case management and care coordination services to our members. This person-centered platform enhances care integration among all places and levels of care, and optimizes continuity of care. Our state of the art MMP supports all service types including physical, behavioral, LTSS and pharmacy reflecting our commitment to a single fully integrated system of care.   The MMP also captures and tracks data on service referrals and services requested, authorized, provided and denied.
5. Provider Applications
Our provider management applications support the crucial need to identify, contract with, and maintain healthy and productive relationships with providers and community agencies.  These applications enable several key operations including; network adequacy, credentialing and provider support and communications each is which is described below.
Network Adequacy
WellCare of Iowa will monitor geographical access for members on a monthly, quarterly and ad hoc basis using Optum GeoAccess® GeoNetworks® software and ongoing monitoring and trending of providers’ member panel capacity. Geo Networks Geo-Access software is the industry standard to analyze and monitor potential provider network gaps and prioritize recruitment efforts.  This software allows us to comprehensively provide ongoing monitoring and development of our network to maintain and exceed the time and distance standards. 
We will use reports from this system 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 PCPs with open member panels by geographic location.
Credentialing
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 will also use a proprietary workflow management system to facilitate the transfer of credentialing documentation between Provider Relations and Credentialing. Provider Relations uses this platform to continually be aware of a provider’s status throughout the loading and credentialing process, allowing for effective communication with the provider community about their credentialing status.
Provider Support and Communications
WellCare of Iowa’s website will include key reference information to aid providers, including the provider manual; information on claims and appeals processes; various forms and documents; a prior authorization lookup tool; a searchable provider directory; provider newsletters and clinical practice guidelines.
We will also have a secure web portal that, after registration and secure login, gives providers access to various easy-to-use tools to obtain information and perform day-to-day tasks such as:
Member information:
Eligibility verification
Copayment amounts
Care gaps open
Report of assigned member panel
Claims support:
Free electronic claims submission
Check status of a claim
Authorizations support:
Prior authorization submission
Check status of prior authorization
Training:
Complete assigned training modules
Contact form for additional information
6. Claims and Encounter Processing Applications
Our Claims and Encounter processing applications have the demonstrated ability to meet the requirements outlined by DHS. We actively encourage the use of electronic transactions wherever possible, supporting all industry standard transactions and formats. For those providers submitting paper claims, we have a dedicated team of individuals to assist providers with the implementation of electronic transactions. WellCare of Iowa 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.  WellCare of Iowa’s claims and encounter processing applications, from intake and validation through provider payment and encounter submissions are covered in additional detail in Question 13.4.In 2014, WellCare processed 37 million claims, 89% of which were submitted electronically. 

7. Data Management and Reporting Applications
Our Data Management Solution is depicted in the following diagram that shows key components and concepts.
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Our Data Management Solution ensures that all data collected from external sources, all data generated internally from systems and applications, and all data exported to external parties is captured and able to be made available in a useful manner across the enterprise. Data collected is unrestricted in scope and includes administrative, membership, provider, utilization, clinical, and all interactions with members, providers, and government partners. The service data captured includes behavioral health services, LTSS, pharmacy, dental, inpatient services and outpatient services. 
We ensure data is accurate by applying a set of validations, cleansing, and aggregation activities to provide useful information in the form of functionally targeted data marts. Data marts are inclusive of all types of data and are able to combine data from multiple sources to meet the specific need of the users or applications. Data marts are typically constructed based on the intended use, which can generally be classified as an application support, reporting, or analytic data mart.
Application data marts are a key method of integrating data from all sources into our applications. Just as the application data stores (such as claims, enrollment, and provider transactions themselves), these data marts are accessed by applications through the data services layers.
Reporting and analysis data marts are often generated from the same sources of data but are structured to be utilized by reporting tools, analytics tools and visualization tools we make available to users.
8. Quality Applications
Our quality applications are typically data and analytics driven solutions that meet formal regulatory reporting needs but are also primary examples of how we leverage data sources to integrate information from our daily operations, and specifically to initiate and support effective case management processes.
HEDIS®: We use data from all available sources to generate data and information including non- operational sources to compile complete sets of data extracts to load into our HEDIS® application to ensure that HEDIS® scores are accurate and consider the comprehensive set of information available.
EPSDT: We use member demographic information, claims, encounter, and other utilization to match against EPSDT and periodicity schedules to determine which members are eligible for or in need of services and initiate notifications.
Care Gaps: We extract data from multiple sources and leverages results and internal processes to identify care gaps, defined as the absence of preventive care or health screening in accordance with HEDIS® measures and periodicity best practices. This care gap information is available to case managers, providers and members. Perhaps as well as any other area, this example demonstrates the use of all data sources to integrate into daily applications: Care gaps identified based on information submitted to us as an encounter by a delegated vendor will be accessible to members on the mobile applications.
Provider Profiles: We are completing our implementation of a new provider profiling solution. This solution extracts multiples types and sources of data from the Data Management Solution and loads that information into the provider profiling application. The output of the application is a data mart that is accessible for reporting, analysis, and display on the secure provider portal.  This enhanced solution is expected to be in place prior to program go-live.
9. Financial Applications
The basic financial management of accounts payable, accounts receivable and general ledger activity is supported through our 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: 1) the creation of a Revenue Reconciliation Data Mart to validate WellCare of Iowa membership information against DHS capitation payment information, 2) the use of all provider reimbursement data to determine WellCare of Iowa’s medical loss ratio, determination of claims IBNR (Incurred But Not Reported) and; 3) key process indicators (KPIs) to monitor corporate performance.
10. Customer Service Applications
CAREConnects is the single user interface and navigation tool utilized by Member and Provider Services. The application implements scripted scenarios that are developed and maintained by the helpline staff. This flexibility allows call center management to quickly analyze and develop call script resolution scenarios to new, often situation-based, concerns and issues such as the initial transition to managed care programs. In 2014, call center processes were found to be 100% compliant with NCQA standards.

CAREConnects integrates with our IVR application specifically to guide call center representatives through the process of promptly and accurately providing information and services to both members and providers.
IVR: member and provider calls are all routed through our IVR solution. This solution frequently enables members and providers to gain access to the information they seek and perform routine transactions. The provision of claim status information, requesting an ID card, and even ordering OTC supplies are frequently used services provided through the IVR.
CAREConnects: Our member and provider service solution is a rules-based contact management system. Service representatives are efficiently guided through scripting, workflows and actions based on the callers’ individual needs. All calls are handled, documented and routed through CAREConnects. The use of the CAREConnects solution improves the quality of call handling, ensures consistency of service and facilitates first call resolution, allowing us to more effectively assist members and providers. It also helps to identify training needs, increases the effectiveness of training and the quality of newly hired associates. CAREConnects also supports analytics and reporting allowing us to identify repeat callers, the reasons for their calls, trends and opportunities for continuous quality improvement.
With the capture of information at each step, scripts quickly guide helpline agents through the most efficient and effective path to address requests. Just as through the IVR, helpline agents are able to address routine communication requests such as a replacement ID card, or perform transactions such as changing PCP assignment. Since these functions integrate to our IMIS application suite, all appropriate rules are applied, so we avoid up front potential issues such as assigning a member to a closed provider panel. For scenarios where the requests are not routine or predictable, the CAREConnects application equips  call center agents with quick, rapid access to all information including membership, claims, providers and authorizations, navigating entirely within the CAREConnects application.
11. Complaints, Disputes, Appeals and Grievances Applications
While we strive to eliminate the issues that might create, complaints, grievances and appeals, our applications are built to acknowledge that these scenarios are also critical interactions with members and providers that must be responded to promptly and accurately.
We use a single application dedicated to processing both grievances and appeals. This single solution assists coordinators in capturing all data and information necessary to ensure prompt review and follow up of grievance and appeal submissions, notice of action and expedited resolution processes.  Although a single system is used, separate rules and management of grievances and appeals ensures unique handling and treatment consistent with unique state requirements for each.  The application also facilitates the generation of case- appropriate notifications, communications, and documentation of the entire case.


Support of All Required Data Elements
WellCare of Iowa’s IMIS applications, as outlined above, capture all data available in order to support operational, ad hoc, and regulatory reporting needs. The IMIS supports all required data elements outlined in section 13.1.1 as follows:
Member Database: 
Our Enrollment and Eligibility system maintains a member database that tracks members uniquely, using Medicaid state ID numbers, on a county-by-county basis. A complete Eligibility history, with each eligibility period identified by unique begin and end dates
County of Legal Residency 
County of legal residency for members is maintained within WellCare’s Enrollment and Eligibility system
Clinical Information
All clinical information, which includes required clinical information described in Section 13.1.13 and that is capture from multiple sources is made accessible through our enterprise Data Management Solution and is available for analytics, reporting, and application access
Our Quality Applications, Medical Management Platform, Secure Web Portals and Customer Service applications all have access to appropriate clinical information for use in meeting member and provider needs.
Reporting
Our enterprise Data Management Solution captures all incoming data sources, all data generated or maintained through internal applications, and all outbound data extracts for use in analytics, reporting, and application access.  Maintenance of this comprehensive data set will allow us to report all required performance indicators.
Claims Processing
Our Claim and Encounter processing applications receive and validate all utilization and expenditure information from receipt to provider payment and submission to the state. Additionally, all service utilization information is tracked and reportable from our enterprise Data Management Solution.
Medication Management
Medication errors continue to be responsible for millions of dollars in avoidable health care costs.  The ability to adequately support the prescribing, dispensing, and monitoring of medications will result in significant savings.  WellCare of Iowa’s information technology solution will include robust support for medication management.  Specifically our MMP will: 
Collect, process and exchange health information
Support integrated medical records
Provide advice to providers 
Capitation Payment  
Our Financial Applications support the receipt of capitation payment information via 820 or 835 data and fully reconcile capitation receipts to membership data on a monthly basis 
Our enterprise Data Management Solution captures all incoming data sources, all data generated or maintained through internal applications, and all outbound data extracts for use in analytics, reporting, and application access, providing the source for all other financial and regulatory reporting including the distribution of Capitation Payments
Incurred Claims
Our Claims and Encounter application tracks the full status of claims received through final determination, including claims received (incurred) but not yet reimbursed
Our Finance department utilizes historical claims information from the enterprise Data Management Solution to determine claims incurred but not yet submitted
Third Party Liability
Our Enrollment and Eligibility application supports the identification, validation, and maintenance of other carrier information to support our Coordination of Benefits (COB) and third party liability (TPL) activities
Our Claims and Encounter processing application utilize TPL and COB data from membership and claims submission to ensure proper coordination and financial responsibility for all claim submissions
Claims Processing Timeliness
Our Claims and Encounter processing application maintains complete processing status and timeline information for each unique submission from time of receipt through encounter submission to the state.  This allows us to report on time required to process and mail claims payments
Critical Incident Data
Our MMP captures and stores information on all critical incidents  
Clinical Data  
All clinical information from all sources is captured and made accessible through our enterprise Data Management Solution and is available for analytics, reporting, and application access relating to clinical, functional outcomes and support for quality activities
Grievance and Appeals
Our Issue Management application supports the receipt, routing, tracking and resolution of member submitted issues, member complaints, provider disputes, appeals and grievances 
Utilization Management
Our Medical Management Platform supports the full range of utilization management activities concurrent, prospective and retrospective review.  Discharge planning is also fully supported by the MMP  
Ad Hoc Reporting
Our enterprise Data Management Solution captures all incoming data sources, all data generated or maintained through internal applications, and all outbound data extracts for use in analytics, reporting, and application access, providing the capacity to perform ad hoc reporting on an “as needed” basis 
We maintain a dedicated Regulatory Reporting team of 13 staff with experience averaging approximately 12 years each to support recurring and ad hoc data and reporting requests
Service Referrals
Our Medical Management Platform supports the full range of Care Management and Utilization Management activities including data on all service referrals
Service Specific Information
Our enterprise Data Management Solution captures all incoming data sources, all data generated or maintained through internal applications, and all outbound data extracts for use in analytics, reporting, and application access. This data includes all information specific to service type, including but not limited to: (i) behavioral health services; (ii) LTSS; (iii) pharmacy; (iv) inpatient services; and (v) outpatient services
Age Specific Information
Our Enrollment and Eligibility system maintains a member database that tracks members uniquely, using Medicaid state ID numbers, on a county-by-county basis. Demographic data captured includes member date of birth, which is accessible to all applications in order to generate information on members by age
Encounter Data
Our Claims and Encounter processing application maintains complete processing status and timeline information for each unique submission from time of receipt through encounter submission to the state.
General Systems Requirements 
Our Information  Systems (IS) , IT Operations, and IT policies conform to DHS’s general system requirements including: (i) online access; (ii) online access to all major files and data elements within the IS; (iii) timely processing; (iv) daily file updates of member, provider, prior authorization and claims to be processed; (v) weekly file updates of reference files and claim payments. 
Edits, Audits, and Error Tracking & System Controls and Balancing (13.1.2.1-2)
Our application architecture builds into the base applications comprehensive, automated edits and audits to ensure that all data is valid, whether received from external sources or entered directly into our applications. All processes that integrate data from external sources create a unique tracking number for each incoming transaction to support end-to-end balancing and reconciliation. All errors are tracked (and reportable by type, frequency, source and other critical factors) and audit trails are maintained throughout the process to allow for the reconstruction of processing events. Applications that support direct data entry validate the information as it is input. 
As an example of our applications support of the receipt, validation, and auditing of data from external sources, the Enrollment and Eligibility System (EES) is depicted in the following diagram:
[image: ]
This application tracks and reconciles each individual transaction from receipt, through membership update.  Enrollment is validated through a series of edits to confirm the completeness and accuracy of enrollment records.  Edits include (1) confirmation of permissible values within each field (including null) and (2) comparison of identifying and demographic data to previously-loaded member records (e.g., birth date, address).  Reporting is available to identify any exceptions.  Our EES application processes more than 10,000 member transactions each hour.  EES includes the following functions:
Electronic receipt of enrollment rosters	
Validation and reconciliation of enrollment records	  
Generation of error reports	  
Automated initiation of fulfillment materials	  
Maintenance of all current and historical data	  
Updates to the master enrollment data
Provider selection and assignment
Processing of Iowa data
Automated initiation of enrollment updates to delegated vendors
This architecture and design pattern is used in all WellCare of Iowa applications to support and comply with auditing and balancing requirements.
2.	Describe data back-up processing plans including how data is stored at an off-site location.
Back-Up of Processing and Transaction Files (13.1.2.3)
WellCare of Iowa will follow WellCare’s existing policies which meet or exceed the following back-up timelines (i) 24 hour back-up of eligibility verification, enrollment/eligibility update process, and prior authorization processing; (ii) 72 hour back-up of claims processing; and (iii) 2 week back-up of all other processes.  We are confident of our ability to meet these timelines and are proud of our 100 percent adherence rates in other markets.  We will bring this same commitment to adhering to timeline requirements to Iowa.
Our Information Technology Disaster Recovery Plan (DRP) outlines the procedures to be executed in the event the Corporate Data Center is non-functional and information or telecommunications processing capabilities are not available. We implement, as part of our IT Policies and Recovery Policies, multiple methods for ensuring the accessibility and recovery of all data. We currently replicate critical system data to a recovery site, including enrollment and eligibility, medical management (inclusive of medical and pharmacy prior authorizations), and claims processing and payment transactions. 
The DRP includes procedures to restore IT managed services and information processing infrastructure. Additionally, the DRP contains procedures to manage activities in preparation of a pre-announced event that will have significant impact to the Corporate Data Center and affecting information or telecommunications processing. The plan addresses events including, but not limited to the following:
Extended power outageIn 2014, we were 100% compliant in meeting all back-up timeliness standards in our nine Medicaid states. 

Extended network outage (LAN/WAN) 
Severe data corruption
Security threats
Environmental disruptions
Localized disasters
Additionally, we routinely complete incremental backups and weekly full backups of applications and systems. These tape backups are stored at a secure off-site vendor location external to any WellCare data center or office location. As needed, these backups are available for targeted data recovery or larger system recovery needs, in either WellCare’s operational data center or recovery sites. 
We have a contract with AT&T to provide remote recovery of the WellCare corporate data center and critical business systems at SunGard. 
The IT DRP is activated per the direction and authority of the WellCare Corporate Emergency Preparedness Committee (EPC) in cooperation with the WellCare IT Chief Information Officer. 
The disaster preparation procedures are executed in their entirety or parts depending on the available amount of time leading up to the event. A preparation timeline is provided to show the various steps to be taken prior to the event.
The disaster recovery procedures are executed after the event to restore IT services and information processing infrastructure at a remote data center if the Corporate Data Center is not available. The same steps and procedures are followed regardless of the type of event or if preparation procedures were executed. The recovery procedures identify restoration decision points, criteria, actions, contacts and responsible individuals. These procedures are to be executed by qualified personnel with experience in the respective technology. Detailed restoration procedures specific to each technology are not contained in this document but are stored at the remote data facility. 
The IT Disaster Recovery Plan can and will change as the technology and environment changes. This plan and the procedures contained within will be updated as necessary to reflect environment and business needs. 
The following table details the goals of our disaster recovery and business continuity plans to minimize the effect on business when a disaster occurs.
	Maintaining Operations in Emergency Situations

	Minimize Business Disruption: To minimize operational interruption in the event of a disaster, we strive for business as usual during a disaster even if that means implementing a contingency plan.

	Ensure Employee Safety: Our disaster recovery plan ensures the safety of our associates and outline actions for our associates before, during and after an emergency event. All associates are required to attend emergency training on an annual basis.

	Establish Responsibilities During Disaster: Our plans describe what our associates need to do to in order to maintain business continuity. Activities such as alerts to customers, the public, other business locations and vendors are well documented and practiced on an annual basis.

	Safeguard Data and Systems: All system backups are kept off-site and we have secure out-of-state data center for disaster recovery. We conduct a disaster recovery test on an annual basis.

	Provider Training: Providing emergency response information and training to network providers through our provider manual, direct mailings, newsletters and web based training and in-person Provider Relations.



3.	Describe how clinical data received will be used to manage providers, assess care being provided to members, identify new services and implement evidence-based practices.
WellCare of Iowa will collect clinical data using:
Data files from DHS that include clinical information
Clinical data collected through the screening and assessment processes, utilization management reviews, providers, care coordinators and other internal sources 
Following we describe how we use this clinical data to manage providers, assess care being delivered to members, identify new services and implement evidence-based practices.
Clinical Data Used to Manage Providers
Clinical data collected by WellCare of Iowa will be used to assess whether our providers are meeting care standards, adhering to clinical guidelines and protocols, and complying with accessibility standards. For example, we will review pediatric records to identify whether members are up to date with EPSDT screenings and immunizations.  We will also examine claims data for persons with certain diagnoses to identify adherence to treatment protocols such as HgbA1c testing for person with diabetes, or routine screening mammography and cervical pap smears for women.  Excessive emergency room (ER) visits for routine complaints will be evaluated to determine if provider availability standards are being met.  
When we identify issues like those identified above, we will follow up with the provider and the member to determine whether there are barriers to care that should be addressed.  Where indicated we will offer the provider and, when appropriate, the member training. We will also reinforce with the providers their obligation to adhere to our accessibility standards and if required place providers on a corrective action plan.  Additionally, the patterns identified may indicate a need to increase the provider network.  Our provider relations team works continuously to ensure the adequacy of the provider network and will identify providers to fulfill our need to expand the network. 
Examples of existing tools we have in place include the ER frequent flyer reporting that is produced on a monthly basis. This report provides detailed review of ER visits by member and provider panels and facilitates targeting members that may require case management or behavioral health interventions. Additionally this tool will used to facilitate discussions with providers whose panels have excessive ER use.
Clinical Data Used to Assess Care to Members
Clinical data will also be used to identify additional services that may be needed by our members.  WellCare of Iowa will implement a comprehensive care management program to ensure that members have access to the array of medical, behavioral, social and functional support and services needed.  When members have a change in status or condition, our case managers will conduct an assessment to identify if the member requires additional services. For example, if a member is hospitalized, the Discharge Planning nurse may identify certain needs that will enable the member to go home.  
Perhaps there is a member with a behavioral health condition that seems to be escalating.  A provider or family member may identify that the member is having some difficulty and ask for a new assessment and possible care plan.   The member’s integrated care team will meet and with the member to develop a care plan that is best suited for the member’s changing needs. The availability of good clinical data is crucial to assessing the member’s needs and also to developing or revising the care plan.  
Each month we run the entire membership through a stratification process to identify those members that may benefit from case or disease management. This stratification process considers a number of factors for each member and is used to assign the appropriate members to a queue for outreach. The members are stratified based on a claims based algorithm score that factors in a combination of utilization, expense, and CDPS risk score. The algorithm score along with other factors, such as excessive ER utilization, direct referrals and identified chronic conditions, determines the member’s risk stratification.
Claims files provided by DHS will be used to run the stratification process on members new to WellCare of Iowa. This allows an earlier identification of those members that otherwise would not be identified until sufficient claims were received.
Clinical Data Used To Identify New Services 
Good clinical data is also helpful in identifying services that are needed by our members but not currently available in our network.  When we repeatedly see that we are sending members to out-of-network providers we will assess the feasibility of offering that service ourselves.  
We also use clinical data to identify enhancements to services that we currently offer.  For example perhaps we see an increased number of claims for injuries in the baby boomer age group. We know that, although they are aging, baby boomers are more active than generations that preceded them. We explore and determine that there is a new exercise kick that is leading to injuries.   Knowing their desire to remain active and continue to face physically challenging experiences, we could decide to develop an interactive program designed to prevent recurring injury or identify services in the community that could meet the need we identify.  
Clinical Data Used to Implement Evidence-Based Practices
WellCare of Iowa is committed to ensuring that care provided to our members is based on science.  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 are vitally important decision support tools which ensure medical necessity decisions are based on sound clinical evidence. They also enable fair, impartial and consistent decision-making. By evaluating requests against nationally accepted, evidence-based guidelines, WellCare assists providers in determining the most appropriate treatment and services for our members, avoids unnecessary duplication of services, and appropriately manages utilization to mitigate both under-utilization and over-utilization of services. These actions result in optimal health outcomes for our members in a quality, cost-effective, efficient manner. Our guidelines and criteria include:
	InterQual® Clinical Guidelines
	Clinical Coverage Guidelines

	InterQual® Behavioral Health Guidelines
	Hayes Health Technology

	CareCore® National Guidelines
	Clinical Practice Guidelines

	Pharmacy Guidelines
	Preventive Health Guidelines

	Iowa Medicaid Enterprise - Operational Procedures
	Iowa Medicaid Enterprise – Provider Manuals 


All decision support tools are applied in a manner that is customized for the complexities of the local 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. 
An overview of our guidelines and criteria follows.
	WellCare’s medical necessity guidelines and criteria 

	Overview of Our Written, Evidence-Based Guidelines and Criteria

	Guideline/Criteria
	Description

	InterQual®  Clinical Guidelines
	InterQual® is our primary decision support tool for medical necessity review for inpatient and outpatient medical services for level of service, length of service, discharge planning readiness and level of care needed. WellCare uses InterQual® Behavioral Health criteria to determine medical necessity for Inpatient, Crisis Stabilization, Partial Hospital and Psychiatric Intensive Outpatient Programs. McKesson’s InterQual® Review Manager is a leading, evidence-based clinical decision tool. It is nationally recognized and based on sound scientific, medical or behavioral health evidence. 

	InterQual® Behavioral Health Guidelines
	WellCare has adopted LOCUS criteria for adults and CASII (formerly CALOCUS) for children/adolescents for outpatient services. These guidelines and criteria are used exclusively for outpatient service requests. We have also adopted behavioral health guidelines developed by organizations such as the American Psychiatric Association, the Academy of Child and Adolescent Psychiatry, the American Society of Addiction Medicine, and Substance Abuse and Mental Health Services Administration to make medical necessity decisions regarding behavioral health and substance use disorders.

	CareCore® National Guidelines

	Based on our review of utilization data, WellCare adopted a number of more extensive guidelines for advanced radiology services, cardiology, radiation therapy management, pain management, sleep management and molecular and genetic laboratory tests. 
Radiology guidelines address all outpatient diagnostic imaging with a focus on advanced imaging technologies including MR, CT, PET, nuclear medicine and, occasionally, obstetric ultrasound.
Cardiac management guidelines are designed and managed by board-certified cardiologists and licensed health care professionals who guide all facets of program development and implementation. Using evidence-based criteria, we ensure requests for advanced cardiac imaging and implantable devices meet quality standards.
Radiation therapy management guidelines involve comparing the member-specific medical care plan to nationally accepted clinical guidelines for appropriate treatment modality, level of management intensity, phases, fields, fractionation, frequency, and intensity of professional services. The process also involves collecting historical records of members’ radiation treatment exposure. Radiation treatment episodes of care are amenable to prospective analysis and pre-determined reimbursement based on credible pathways.
Pain management guidelines support patients in resolution and long-term management of acute and chronic painful conditions. Too often, a patient’s care will be managed by multiple Provider practices, resulting in episodic care and increased prescribing of medications. Our goal is to support resolution of painful conditions, if possible. This begins by working with the member and medical provider to establish a cause for the pain, define therapeutic goals and to educate and engage the member in their care.
Sleep management guidelines review home sleep tests (HST) and polysomnography (PSG) requests for medical necessity, offering an HST where appropriate. Following an HST, the member’s provider is supported to order an auto-titrating PAP device (APAP) for home titration where appropriate. The purpose of this program is to enhance the management of sleep disordered breathing by ensuring the clinically appropriate, cost-effective use of diagnostic and therapeutic modalities for sleep apnea.

	Pharmacy Guidelines

	WellCare’s Pharmacy program seeks to steward pharmacy resources without delaying care, improve member outcomes, improve access and support and engage members and providers. Its goals are safety, efficacy and efficiency. In order to inform clinical care as well as inform clinicians and their practices, our Pharmacy program adopts pharmacy evaluation criteria. Our pharmacy evaluation criteria are evidence-based, using FDA product information governing how each drug is used, First Databank Compendia, Medi-Span Drug Database and the Clinical Pharmacology Drug Database, all of which are industry standards. All prospective and concurrent point-of-sale edits are based on FDA product information for such measures as maximum dosage and maximum and minimum member ages. 

	Clinical Coverage Guidelines

	To complement the guidelines noted above, WellCare uses proprietary clinical coverage guidelines (CCGs) to provide more detailed guidance on medical and behavioral health services that may be unique to our members or a new/emerging technology or service. CCGs are evidence-based documents detailing the medical necessity of given procedures or technologies for both medical and behavioral health services. The guidelines set consistent criteria for utilization of a procedure or technology, leading to greater consistency and efficiency in clinical decision-making and enhanced quality of care. There are nearly 200 active CCGs ranging from Ambulatory and Video Electroencephalography EEG for Epilepsy to Reduction Mammoplasty to Vagus Nerve Stimulation for Treatment Resistant Depression.

	Hayes Health Technology
	WellCare uses Hayes’ Health Technology Assessment (HTA) criteria when evaluating specific health care technology requests (i.e., new or experimental). Hayes criteria are evidenced-based appraisals of specific health care technology (i.e., medical device, pharmaceutical or therapeutic intervention, diagnostic or screening test or preventive strategy) that consider the technology’s safety, effectiveness and clinical impact. The criteria provide decision-making support of the technology relative to conventional care or other alternate or competing technologies.

	Clinical Practice Guidelines
	Evidence-based clinical practice guidelines (CPGs) are an integral part of our Care Management program. CPGs help providers and our clinical staff provides the most appropriate care based on the best available scientific evidence. Through our application of CPGs, WellCare reduces variation in the delivery of health care services, promotes the efficient use of resources and drives improved health outcomes for our members. Given the considerable benefits of CPGs, WellCare has adopted 41 CPGs in the areas of behavioral health, preventive health and general clinical practice. Our CPGs: 
Are based on health needs and opportunities for improvement identified as part of our Quality Improvement Program
Are based on valid and reliable clinical evidence or a consensus of health care professionals in the particular field
Consider the needs of our members

	Preventive Health Guidelines
	WellCare has adopted and applies preventive health guidelines to make evidence-based decisions about clinical preventive services such as screenings, counseling services or preventive medications.


Predictive Modeling and Analytics 
We are extending our current capabilities in managing providers, assessing care, identifying new services and implementing evidence-based practices by implementing the Cave Consulting Group Market Basket System™ Product Line.  These tools provide sophisticated analytics allowing us to profile physicians and evaluate the clinical treatment and protocols provided to our members.
The software groups over 15,000 diagnosis codes into 535 meaningful medical conditions based on clinical similarity with respect to generating a similar clinical response from physicians treating a patient.  The 535 medical conditions account for 100 percent of all medical conditions and expenditures as identified by medical condition diagnostic codes.  In addition, the software builds episodes of care, linking all services associated with that patient’s medical condition within a specified time period. The software measures the prevalence and cost of care of all medical conditions within our membership. 
The output from the software will be used by WellCare of Iowa to compare a physician’s practice pattern to determine if their efficiency is above or below their like specialty peers.  The software uses a defined set of the most common medical conditions managed by that specialty type to evaluate the efficiency of that provider or provider practice. 
We will also review services that are most associated with Physician Efficiency Scores.  The system identifies the CPT-4 and HCPCS codes that are most associated with physician efficiency scores by specialty type.  Specific services that drive inefficiency are identified so that we can improve performance of these providers and practices. 
Focusing on the effectiveness of physicians is critical to ensuring high quality health care for our members.  As a final step, the software takes the output from the above processes to develop medical condition-specific member gaps-in-care results.  Specialty-specific physician effectiveness scores are developed that compare individual physician effectiveness against the effectiveness of a peer group or best practice clinical guideline. There are 152 quantifiable, claims based quality metrics that are used for physician and member gaps-in-care.  These quality metrics are based on national quality standards such as NCQA and HEDIS®.  We also have the ability to add new measures or customize existing measures to meet state-specific requirements or business needs.
Finally, the software develops accurate and reliable scores for predicting the chance of a higher cost of care the next year.  Predictive analytics allow us to flag members with indicators who may become severely ill and require intensive services.  A predictive risk score will be created for each member.  This predictive score is tied directly to expenditures in the near future.  In addition, we will create a member care need index that identifies and prioritizes high-risk, high-cost members based on the opportunity to impact care and reduce costs.  The care need index is comprised of five components: predictive score, effectiveness gaps-in-care, significant medical conditions, recent admissions/ER visits and clinical lab results.  By combining the predictive score and the care need index WellCare of Iowa will be able to identify members who are the highest risk and develop an action plan to impact their outcomes.
4.	Submit a draft Information Systems Plan as described in Section 13.1.5.
WellCare is currently compliant with the requirements of receiving, creating, accessing, storing and transmitting health information data in a manner that is compliant with HIPAA in our nine Medicaid states and Medicare. This includes compliance with the standards for electronic exchange, privacy and security requirements (45 CFR 160, 162 and 164 and the HIPAA Security Rule at 45 CFR 164.308) outlined in Section 13.1.5. 
Our experience and operations in support of multiple Medicaid plans allows us to leverage our existing capabilities and infrastructure to meet the requirements outlined in Section 13.1.5 to rapidly and securely install electronic exchange activities including:
Concurrent versions of standards requirements established at the beginning of the development process. As an example, we have already deployed systems that support both ICD-9 and ICD-10 transactions and code sets and support ongoing trading partner testing.
Compliant companion guides for all transactions for use by providers and delegated 
Existing trading partners (including clearinghouses and delegated vendors) supported through configuration changes without system modifications
Established policies and standard file transfer sites and protocols.
Electronic Data Interchange (EDI) operations teams established and in place, to monitor data exchange activities, coordinate corrective actions for failed records or transactions, and support trading partners and business associates .
Corporate Compliance, Regulatory, Information Security and IT departments maintain up-to-date knowledge of HIPAA related mandates and defined or expected future compliance deadlines.
We will re-use all common components of our security, application, and infrastructure systems as we develop and execute our plan to support Iowa High Quality Healthcare Initiative requirements. 
A draft of our Information Systems Plan is included as an attachment and addresses both implementation and ongoing activities. We will submit an official draft within 15 days of contract execution. Upon review by the state, any changes requested by the DHS will be incorporated and the revised plan will be resubmitted within 30 days after the official submission of the plan. With final approval, WellCare of Iowa will execute, adhere to and provide the services set forth in the DHS approved plan.  Any subsequent changes to the plan will be subject to DHS approval. Once approved, they will be incorporated into the plan so that an up-to-date plan is maintained.  See Attachment 13.1.4 Draft Information Systems Plan.
5.	Describe your proposed information systems staffing model.
We will use our current IT staff of over 400 direct employees, with decades of WellCare service in Government Program development, to support all technology and application solutions utilized in support of this contract. This staff is periodically supplemented by external contractor staff as needed. Our IT staff develops and maintains all WellCare applications, provides IT Services Desk and Operations support, provides solutions for regulatory requirements such as encounter submission and reporting, and supports internal operations such as release planning and change management.
Our IT department is organized by function with a dedicated leader assigned to manage and oversee the area. Key segments include: 
Data Management and Reporting
Application Development and Support
Infrastructure and Operations
Enterprise Architecture
The IT organizational chart below represents the functional IT staffing model for Iowa and depicts the number of associates in each functional area.  The Director of IT in Iowa will serve as a point of contact for DHS.
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We use a combination of automated monitoring and operations tools as well as Infrastructure and IT Operations staff to support a dedicated help desk accountable for the continuous monitoring system performance, identification and troubleshooting of system issues, monitoring data exchange activities, coordinating corrective actions for failed records or transactions and support trading partners and business associates. 
Specifically with respect to system performance, trouble shooting and operational issues, we have implemented a formal Incident Response practice. Upon discovery of any issue a service desk ticket is initiated and the severity of the issue assessed. Level 1 (outage) and Level 2 (significant business impact) tickets immediately initiate a response and resolution process, utilizing conference bridges and access to any appropriate personnel, to continuously work the issue until resolution. Level 1 and Level 2 tickets also require a root cause analysis review to define the reason for the incident and methods of preventing any reoccurrence. Level 3 (Defect) and Level 4 (Enhancement) tickets are reviewed and prioritized based on impact.  We also support trading partners directly through our EDI department using this same Incident Response process.
In an effort to encourage and actively support provider trading partners, our provider operations area has created a team specifically targeted to assisting providers with all EDI and transaction activities, including establishment of a trading partner agreement through education and working with providers to resolve formatting or other compliance issues they may be experiencing.
Our Change Management processes support the resolution, testing, and deployment, and verification of any Infrastructure or Application Changes.
6.	Describe your plan for creating, accessing, transmitting, and storing health information data files and records in accordance with the Health Insurance Portability and Accountability Act’s mandates.
WellCare of Iowa understands and acknowledges the requirements of the 1996 Health Insurance Portability and Accountability Act (HIPAA) Title II Act-Administrative Simplification Standards related to information exchange and implementing controls to ensure adequate system access management and information accessibility guidelines as outlined in Sections 13.1.5, 13.1.7 and 13.1.8. We are currently in compliance with these requirements and proactively monitor these standards to ensure timely implementation of any changes.  The cost and implementation of any changes required to remain in compliance are the sole responsibility of WellCare of Iowa. 
WellCare of Iowa will make data available to DHS and, upon request, to CMS. In accordance with 42 CFR 438, subpart H, we will submit all data, including encounter claims, under the signatures of our Financial Officer or Executive leadership (as specified in 13.1.3.2) certifying the accuracy, truthfulness and completeness of the data.  We will submit this attestation in the manner and timeframe prescribed by DHS.
The Chief Compliance Officer, oversees the implementation and compliance with all current and future HIPAA standards and monitors the Corporate Compliance department, which is responsible for our privacy, information security, records management and information management programs. We actively promote compliance with the requirements of this section through multiple ongoing activities that include:
Maintaining policies and procedures describing the types of information to be safeguarded and the proper release of protected health information (PHI). These policies, including HIPAA Privacy, HIPAA Transactions and Information Security Policies, define and document our commitment to understanding and enforcing these standards.
Creating and requiring the completion of annual training on Security, Privacy, Fraud Waste and Abuse, and HIPAA Compliance by all associates and subcontractors is a condition of continued employment. All new hires are also required to complete this training within their first 30 days of hire. The administration and completion compliance of this training is independently executed by  our corporate training department
Associates also attend mandatory general compliance training designed to instill our core values and ethics. We maintain corporate policies that address system access management and information accessibility at the corporate level. In addition to the aforementioned programs, our Information Security Council meets regularly with key leaders to communicate and govern the information security risks throughout the organization.
Our electronic email encryption software for HIPAA security purposes will be compatible with that used by the state of Iowa. 
HIPAA Standards for Information Exchange (Transactions)
WellCare of Iowa is currently in compliance with the transaction standards rule 45 CFR Part 162 [CMS-0009-F] published on January 16, 2009 which mandates the use of the Accredited Standards Committee X12 (X12) version 5010 for health care, supporting the following X12 version 5010 for health care transaction standards:
Claims & Encounters
837P – Professional
837I – Institutional
837D – Dental
NCPDP D.0
NCPDP 2.2
Remittance Advice
835 Remittance
Eligibility Inquiry and Response
270 – Eligibility Inquiry
271 – Eligibility Response
Claims Status
276 – Claims Status Inquiry
277 – Claims Status Response
277U – Unsolicited Claims Status
277CA – Claims Acknowledgement
Premium
820 – Premium Payment
Enrollment
834 Benefit Enrollment and Maintenance
Transaction
997 – Functional Acknowledgement
999 – Implementation Acknowledgement
824 Application Advice
We use the Edifecs Xengine application to apply the appropriate 5010 Workgroup for Electronic Data Interchange (WEDI) Strategic National Implementation Process (SNIP) edits, inclusive of Level 1 through Level 7 edits, to all inbound and outbound transactions utilizing any of the above formats. We will adhere to the Implementation and Companion Guides published by DHS and its agencies for HIPAA transactions used to support the obligations of this contract.
HIPAA Standards for Information Exchange (Code Sets)
Our systems adhere to the standard code sets using a documented set of policies and procedures. Through a coordinated effort across our Compliance, Regulatory Affairs, Operations and IT organizations, updates to the standard code sets are identified in a timely manner and loaded into our systems. Our systems then use these standard code sets for operational processing as outlined in the chart below.
	Standard Code Sets

	Logical Observation Identifier Names & Codes (LOINC)
	National Drug Code (NDC)

	Health Care Financing Administration Common Procedural Coding System (HCPCS)
	National Council for Prescription Drug Programs (NCPDP)

	Current Procedural Terminology (CPT) Codes
	International Classification of Diseases (ICD-9. ICD-10)

	Diagnosis Related Group (DRG)
	American Dental Association Current Dental Terminology (CDT-4)

	Claim Adjustment Reason Codes
	CMS HIPAA Remittance Remarks Codes

	Home Infusion EDI Coalition (HEIC) Product Codes
	National Correct Coding Initiative (NCCI) Codes



System Access Management 
The security of members’ confidential information is of the utmost importance. Our sophisticated, multi-layered approach to access and security utilizes administrative, physical, and technical safeguards to provide a safe environment for members’ PHI and ensure the stability of the network and systems.
Our Information Security Policy (C13IS.01.011) establishes that all information systems must be designed and operated within the bounds of the legal, contractual, and regulatory requirements that affect WellCare of Iowa, including but not limited to HIPAA, HITECH, Sarbanes Oxley, Payment Card Industry Data Security Standard (PCI-DSS), and the various state security and privacy requirements.
All system and application access is controlled via role-based security. Management determines authority levels for each role. The use of role-based security restricts access to information on a "need to know" basis based on the individual user’s profile. These roles limit user inquiry privileges only for all functions and activities where their role does not include the management, maintenance, or recording of transactions and data. Our firewall processes are illustrated by the diagram below.
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Website Management
Our externally accessible websites and context are developed and designed with the needs of the target populations in mind. The layout and other applicable characteristics of the pages of the websites are independently tested and validated to ensure they are compliant with Federal Section 508 standards. 
File Transfer Encryption 
We ensure that any data which may include PHI “in transit” (as defined by HIPAA) is encrypted. Our file transfers are required to be completed, in accordance with corporate policies, using one or more of the following solutions:
SFTP using SSH certification or username/password
SSL transfer
PGP encryption

Electroinic Mail Encryption
Our corporate policy also ensures that all email interactions are encrypted. This policy is enforced through automated processing scans of emails exchanges with external parties. Additionally, any user can force email encryption of any communication by including the phrase [Secure] anywhere in the subject line. In both scenarios, our email systems will encrypt the message before outbound delivery. We are able to support multiple electronic mail encryption software solutions and will ensure compatibility with the state’s encryption process.
7.	Describe your proposed electronic case management system and all information which is tracked in such system.
Medical Management Platform
Our Medical Management Platform (MMP) provides the functionality to ensure compliance with Iowa’s 1915 (c) waiver programs and the requirements of the Iowa High Quality Healthcare Initiative. Our Medical Management Platform integrates and supports all aspects of WellCare of Iowa’s Medical Management including Utilization Management (UM), Case Management (CM), and Disease Management (DM).  The MMP also supports assessment, stratification, planning and care coordination functions.  
Data and Activities
Our MMP captures all data and activities related to Utilization, Case Management and Disease Management.  Data captured within the MMP includes all data elements identified in Section 13.1.11 as well as additional categories and elements of information. 
Assessment and Stratification information (MMP) Our Medical Management Platform supports:
Person-Centered Care
Integration of Care
Accountability

Date for each assessment and re-assessment
Responses and data for each response to the assessment questions
Date and results of each level of care assessment and reassessment
Care Plan (MMP)
Goals
Objectives
Individual needs, steps and interactions (including dates)
Dates of creation, change, or update to the care plan and individual performing updates
Date of care plan acceptance by all participants (member, plan, provider)
Case management notes
Referrals and Authorizations (MMP, Claims Processing)
Approved and denied service requests for medical and pharmacy services
Dates of request submission, review, and decision
Individual accountable for each decision
Notes associated with the review process, including date and person making the notes
Communications (MMP, Correspondence)
Each communication related to the care plan and coordination is tracked for phone calls and correspondences, including date of the communication, appropriate notes
Communication history is maintained and available for review (as appropriate) by customer service and care management personnel
Service delivery against authorized services and providers (Claims and Encounter Processing)
Each individual service, whether related to a care plan or care gap, is tracked by date of receipt, date of service, provider, and member
Payment status and outcome, including member cost sharing, is tracked for each service
Association of a service to an authorization, referral, and care gap 
MMP provides the foundation for the development of a customized case management and care coordination system to support person-centered case management and care coordination services to our members. MMP enhances care integration among all places, service types and levels of care, as well as optimizes continuity of care. MMP directly interfaces with the member, provider and claims applications to ensure all relevant information is available to Care Coordinators.
Utilization management for referral and authorization requests are initiated within the application by Care Management associates or by providers submitting a request through our secure provider portal, fax, telephone, electronic submission (278)  or mail. The UM module supports automated validations of member benefits and eligibility, provides access to clinical guidelines, and supports the routing of requests to clinical and medical staff as appropriate. Automated guidelines, such as requirement of Medical Director review and confirmation for any service denial, are built into the application. Automatic triggering and generation of member and provider correspondence is also integrated within the application.
Any clinical data collected through the assessment process is applied to the automated predictive algorithms that stratify members based on risk. These algorithms support the care planning process by identifying the optimal level of services to improve outcomes, taking into account the member’s individual health and personal circumstances.
MMP extends the reach of our clinicians into the field. The system supports both on-line (connected) and off-line modes. This means that when our clinicians and case managers are in the field, they have access to MMP functionality in support of our members.
The MMP provides exceptional management tools that enable managers to get real-time insight into workflow and member service. Our MMP is flexible enough to enable managers to route member service requirements to available case managers. This means that our members do not have to wait when they need assistance.
With our MMP, our focus is on the member, enabling our case managers to provide individualized services to our members in need. 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 that complies with both programs and provides a comprehensive plan to goals, interventions, and measures. The integrated care plan can be easily shared with the member in an easy to read format empowering the member to be a full partner in improving their health.
Member 360
As part of our ongoing investment in serving the needs of our members, providers and government partners, we initiated an initiative focused on further enabling our Care Management staff to provide person-centered services. Key features of these enhancements include even greater visibility into an individual’s virtual health record, automated integration with clinical guidelines, and enhanced capabilities to integrate community providers and services into the care plans through a member “360 degree view” (Member 360) which incorporates key clinical, financial, legal, and lifestyle data that are unique to the individual member. 
In the future, the Member 360 will be made available to all WellCare of Iowa case managers for use as they engage with members to help them manage their individual health needs. The Member 360 will be populated with the most recent member information so that the case managers can quickly identify any member needs and address them in real time. As new information becomes available the Member 360 will be refreshed and case managers will be automatically alerted so that they can take the appropriate action. Arming the case manager with all relevant information in a single view, will have many benefits including:  improved member health outcomes, improved member satisfaction, enhanced provider engagement and more efficient and effective use of the member’s time.
8.	Indicate if an Electronic Visit Verification (EVV) System is proposed and what methodologies will be utilized to monitor member receipt and utilization of HCBS.
Electronic Visit Verification System
WellCare of Iowa proposes using an Electronic Visit Verification (EVV) system as referenced in section 13.1.2 of the SOW. We are currently contracted with First Data, an industry leader in EVV technology, to implement their AuthentiCare Solution in other states so extending to Iowa will be a seamless exercise. Following execution of the contract, we will obtain DHS approval of our proposed EVV approach. We will then implement and adhere to the DHS-approved approach. WellCare of Iowa will obtain DHS’s prior approval for any changes to this approach. 
In addition to the existing processes we have for detecting, monitoring and evaluating potential under-utilization, over-utilization, or inappropriate utilization, we will use advanced technological solutions to electronically verify the rendering and receipt of home-based visits and services, including assisted living services. Our EVV system verifies the visit of a caregiver at the recipient’s home or in an institutional setting. An IVR telephone system or mobile phone application is used to track the time and location of caregivers during service delivery. Voice biometrics are used by having the member provide a voice print during implementation which is then used for comparison on subsequent visits. A match indicates that the service is serving the correct member. Data gathered provides information for electronic billing and claim submission in a HIPAA compliant EDI 837 file so that time spent in the home by the caregiver is accurately tracked and recorded. 
Our EVV system already has a proven, robust process for monitoring, detecting, evaluating, and acting upon potential under-utilization, over-utilization and inappropriate utilization at an individual and population-based level, and we continue to make investments and enhancements. We will use the EVV system to monitor and collect real-time information regarding caregivers’ provision of in-home services. EVV matches all encounters against scheduled visits and authorized services, and flags any deviation. We will have actionable information on the number and types of exceptions to planned visits and the adequacy of caregiver provider staffing to support the assigned caseload. EVV also ensures that all claims submitted for payment are accurate and supported by electronic visit documentation. In addition we will use an EVV tool for service utilization benchmarking and to review trends by member and service type to look for outliers in care delivery. These outliers can be part of the larger process to identify areas for further audit and investigation.
Technology to Verify Home-Based Visits and Services
Our EVV system will function in partnership with WellCare of Iowa’s MMP. Subsequent to utilization management personnel authorizing home and community based services in the MMP, authorizations will be transferred to our EVV System for eligible members who are authorized to receive services in the home or community setting. Specifically, service start and end times, service types, identity of the servicing provider, and other items relating to service scheduling will be incorporated into the EVV system. At the point of care, the EVV system will verify the identity of member, confirm the member’s eligibility, and validate the accurate provision in services using the authorizations as the basis for comparison.  
In addition to validating if the services provided were accurate and provided by the appropriately authorized provider, the EVV system will also allow us to understand when service gaps occur, and provide a near immediate remediation opportunity to resolve that gap.  Specifically, the EVV system will generate missed service alerts when a provider does not present at the home to provide a scheduled service. The alert will also trigger when the provider is late to the appointment. The alert to the member’s case manager will be near real-time and will appear on the MMP, where prompt remediation of the service gap will be initiated. Reports of missed services or variances to service times will be available for analysis, and providers will be identified for coaching, corrective action or potential termination, particularly where quality of care issues arise.
This comprehensive approach to deploying advanced technology to manage the delivery of home-based care is designed to enhance members’ access to quality care while also preventing and detecting potential fraud or abuse in the home care setting.
9.	Describe in detail how clinical records, as described in Section 13.1.13 will be maintained in your information system.
Our Integrated Management Information System (IMIS) applications maintain all information necessary to assist in authorizing and monitoring services as well as providing data necessary for quality assessment and other evaluative activities.  We acknowledge that at the conclusion of the contract, all clinical records generated during the course of the contract will become the property of DHS.  We also acknowledge our responsibility to transfer records to DHS at no cost to DHS.  We are permitted to keep copies of clinical records to the extent necessary to verify the accuracy of claims submitted or to comply with legal timeframes.  Our clinical record functionality includes the ability to maintain required information including:
Medical Management: WellCare of Iowa’s MMP will be the primary application and data store for all assessments and related information, the utilization review process data, care management activities, disease management activities and discharge planning activities. This data includes the original assessments, clinical criteria (such as Interqual) that was used to evaluate a request.
Service Authorizations and Service Denials: These are recorded in the Core Processing System (CPS) application to facilitate claims payments. 
Other Records: Any other medical record and service data (including pharmacy and visit information) are included in the Data Management Solution (DMS) where it is available for use, documentation, and analysis.  Additionally, all data from the MMP and the CPS are exported to the DMS, allowing for comprehensive medical records and Member 360 views to be created and made available to case managers.  
The following diagram provides an overview of the systems and data flows associated with clinical records:
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Specifically with respect to the data and documentation identified in Section 13.1.13, the data elements are able to be mapped to the systems and diagram above as follows:
Documentation of the diagnosis and functional assessment score are maintained in the DMS
Level of functioning supporting information (documenting the determination process and results) is stored in the DMS, with the actual score and outcome being maintained in the MMP for case manager access
Clinical services requests including all review notes and all clinical guidelines and criteria are captured in the MMP. All decisions including services authorized and services substituted are recording in the CPS. All services provided and matched against authorizations and stored in the CPS.
Documentation of services not authorized, reasons for the non-authorization and any substitutions offered are captured in the MMP during the review process.
Missed appointments information and follow up attempts to contact the member are maintained in the MMP. 
Emergency room claims are processed in the CPS. Whenever made available, additional census reports from hospitals (including emergency rooms) are captured in the DMS and made available to case managers in the MMP. All interaction and plans including treatment or observation plans are captured in the MMP.
Care planning and all associated interactions with members, their representatives, and any provider (medical or home and community based services), are captured in the MMP. 
Medication management done by the clinical staff is recorded in the MMP
Joint care planning along with all data about that plan including the name(s) of persons key to the care planning of members who access multiple services
Discharge planning along with all documentation of the discharge plan
10.	Submit system problem resolution plans and escalation procedures.
Our formal System Problem Resolution Plan and Escalation Procedure applies to all IT systems and services and meets the obligations outlined in SOW sections 13.1.14 and 13.1.15. This procedure applies to all production incidents other than disaster scenarios (outlined in Question 13.2.1) and includes proper escalation steps should an incident evolve into a disaster scenario. 
Upon discovery of a system issue, a service desk ticket is initiated and the severity of the issue immediately assessed. Level 1 (outage) and Level 2 (significant business impact) tickets immediately initiate a response and resolution process using conference bridges and access to any appropriate personnel to continuously work the issue until resolution.  Level 1 and Level 2 tickets require a complete a root cause analysis review to define the reason for the incident and methods of preventing any reoccurrence. The definitions of Level 1 and Level 2 issues encompass non-disaster outages, network hardware or software failures and sub-standard performance. 
Included as part of the System Problem Resolution Plan and Escalation Procedure is the Service Interruption Notification Procedure. This procedures identifies the Iowa Director, IT, as the accountable individual for communication to DHS and coordination of any concerns, changes to severity or escalations. The notification procedure also outlines the nature, frequency and content of communications to be provided.  
Our system problem resolution plan and escalation procedures are included as attachments to the RFP. Following execution of the contract, WellCare of Iowa will obtain DHS approval of the proposed plans. We will then implement and adhere to the DHS-approved plans. Changes in these plans will be submitted for DHS’s prior approval.  We will notify DHS immediately upon identification of network hardware or software failures and sub-standard performance and will conduct triage with DHS to determine severity level or deficiencies or defects and determine timelines for fixes. 
Attachment 13.1.10-a System Problem Resolution Plan and Escalation Procedure
Attachment 13.1.10-b Service Interruption Notification Procedure
11.	Submit sample release management plans.
WellCare of Iowa has implemented formal processes for development, testing, and promotion of system changes and maintenance as required in Section 13.16.  The release management process is designed to ensure stability in the production environment while enabling timely delivery of needed functionality into production.
We acknowledge our responsibility to notify DHS at least 30 calendar days prior to the installation or implementation of minor software and hardware upgrades, modifications, or replacements and 90 calendar days prior to the installation or implementation of major software and hardware upgrades, modifications or upgrades.  Our practice is to publish the release schedule for a calendar year in advance of the start of the year. WellCare of Iowa’s 2016 release schedule will be published in December 2015. 
Each upgrade or system change will be documented in a release plan that includes a timeline, milestones, and adequate testing to be completed before implementation.  We acknowledge our responsibility to provide such plans to DHS in the timeframe and manner specified by the state.  WellCare of Iowa has submitted a sample release management plan as an attachment to this RFP. Official draft plans will be submitted to DHS within 15 days of contract execution. A final plan, incorporating any changes requested by DHS, will be submitted to DHS within 30 days after the official submission of the plan. We will execute, adhere to and provide the services set forth in the DHS-approved plan. Changes to the plan will be submitted to DHS for prior approval and we will make any updates to maintain a current version of the plan. 
All changes deployed require reviews and approvals as part of our Change Management process. The Change Management process ensures that all phases of the lifecycle, including quality assurance and user acceptance testing have been completed.
We ensure that each release is developed and validated in a separate, designated environment. All development and testing environments are separate and distinct from the production environment. Access to production is managed through a separate validation process, and we do not promote security credentials as part of the implementation process. Our approach to environment management meets and exceeds the requirements outlined in Section 13.1.17 Environment Management.
Our release planning activities support the following types of changes as governed by the release planning and change management activities:
Operational Change Process (OCP): Operational changes are allowed weekly on Thursdays. These changes are configuration or other limited scope changes to address operational issues such as call script or web article updates which do risk impacts to availability. No outages or code deployments are included or allowed in OCP changes.
Monthly Releases: Application changes and enhancements that can be staged and deployed without an outage are scheduled for the last calendar day of each month.  No outages are included or allowed in monthly releases.
Major Releases: Application and infrastructure changes, including any changes which require an outage to one or more applications, are deployed during these windows from Saturday evening through Sunday morning. The majority of projects and significant functionality are deployed in these windows.
Our sample standard release plan is included in the attachment.
See Attachment 13.1.11 Sample Release Management Plan and Schedule
SOW 13.1.4  System Adaptability
WellCare of Iowa welcomes the opportunity to participate in joint discussions regarding changes in technical requirements and enhancements. Our experiences in other states has been that changes are most effectively implemented when all managed care organizations (MCOs) participate in the discussions together, ensuring consistency in understanding, timing and expectations. 
We use IT Management processes including Intake, Release Management, and Change Management to ensure that all the necessary changes needed to meet contractual requirements are accommodated in the allotted time frames, accurately support the state’s expectations, and are deployed in a quality manner without disruption to the production environment. 
Our Intake process is initiated upon the issuance of new or revised requirements from the state, CMS, or other regulatory agencies as well as during the annual planning process. An Intake Request is generated and used to track any change request throughout the entire life cycle. Intake Requests are routed to the appropriate WellCare of Iowa or corporate executive for review, clarification, and prioritization. Regulatory and contractual changes receive the highest priority.  WellCare of Iowa will agree in writing to new technical requirements as established by DHS.  For internally initiated changes that impact or effect state requirements, we will seek DHS approval and recognize that costs incurred by DHS as a result of these changes may need to be paid by WellCare of Iowa. 
Once changes are approved, the request is initially scoped and sized. As appropriate, architectural impact, business requirements, and functional specification documents are created for the request. The Intake Request is then scheduled through the release planning process. The release planning process assigns target release dates, ensures related changes are coordinated, and establishes the lifecycle delivery dates for each stage of development. The release management process also includes bi-monthly capacity planning reviews with all IT areas represented. This ongoing review of capacity allows IT to rapidly adjust resource capacity and timelines to meet Compliance deadlines.
All changes go through the WellCare Change Management process. The Change Management process establishes uniform practices to ensure all development standards were adhered to, all quality reviews successfully completed, and all deployment instructions and changes to production hardware are documented accurately prior to deployment during a scheduled release. Our published release cycle allows for changes on a monthly basis and accommodates accelerated changes as needed to ensure adherence to compliance dates.
SOW 13.1.9  Interface with State Systems
WellCare of Iowa understands, acknowledges and will support the obligations to interfaces with the DHS MMIS, DHS Title XIX Eligibility System, and I-SMART as a commitment made in responding to this RFP.
We have leveraged our experience in supporting complex Medicaid plans to develop a robust encounter submission process. Key features and highlights of the encounter submission process include:
Collection and reconciliation of all encounter service types including inpatient, outpatient, dental, pharmacy, and vision
Enforcement of state format and content rules at the time of receipt from external parties
Validation and balancing of all information prior to submission
Submission of encounters in state-defined formats
Complete tracking and reconciliation from receipt of encounter to DHS acceptance
Our robust Eligibility and Enrollment System (EES) was referenced in response to Question 13.1 as part of our demonstration of applications that perform full reconciliations.
Our EES application is developed specifically to support interactions with DHS and other state agencies for the processing of enrollment data. Key features and highlights of the encounter submission process include:
Recognition of DHS as the source of truth for demographic and eligibility data, ensuring WellCare of Iowa systems are updated to match DHS supplied data
Automated processing, minimizing the duration between receipt from DHS and update of WellCare of Iowa systems
Validation and balancing of all information prior to updating WellCare of Iowa systems
Receipt and processing of enrollment information in accordance with DHS defined companion guides
Complete tracking and reconciliation from receipt of enrollment file to update of WellCare of Iowa systems
WellCare of Iowa understands the IDPH substance use disorder data system will be used for all members who receive substance use disorder treatment services. We will have the capacity to receive data from IDPH in the manner determined by IDPH, including the use of FTP, SQL and Access Databases. Substance use disorder network providers will be required to report data to IDPH on all persons receiving substance use disorder services, regardless of source of payment.  We will assure that substance use disorder treatment services are accurately documented and reported.



SOW 13.1.10  Use of Common Identifier
WellCare of Iowa will use a common identifier to identify a member uniquely based on the information provided by DHS. Typically, we will utilize the state Medicaid ID as the identifier to ensure uniqueness. However, we always use the same key as DHS to ensure uniqueness.
Upon loading a unique record, we generate a sequential and unique number to assign to a member and it is this number that is used to communicate and uniquely identify eligibility on all correspondences, communications and published information. This approach, among other advantages, ensures that we never distribute, publish, or otherwise disclose a member’s social security number.
SOW 13.1.12  Electronic Visit Verification System
Please refer to Question 13.1.8 for our Electronic Visit Verification System response.
SOW 13.1.17  Environment Management
Please refer to Question 13.1.11 for our Environment Management response.
13.2  Contingency and Continuity Planning
1.	Provide a detailed disaster recovery plan and contingency and continuity planning documents.
Our IT infrastructure and processes are designed to keep critical system functions available to members and providers (such as secure member and provider portals) 24/7, except during periods of scheduled system unavailability agreed upon with DHS including the published annual release schedule. We provide this schedule to DHS at the end of each calendar year in December and for the subsequent calendar year. We maintain a business continuity plan and a disaster recovery plan that addresses events outside of our span of control.
Our Emergency Preparedness Plan (EPP) provides the strategic Corporate Business Continuity Plan (BCP) and Disaster Recovery Plan (DRP). The BCP facets of our plan identify our strategic capabilities for ensuring the continuity of member, provider and vendor services in response to man-made or natural disasters and other emergency situations. The DRP portion of our plan is designed to provide immediate emergency response and subsequent recovery and resumed operations from an unplanned business interruption within our organization, such as loss of utility service, building evacuation or a catastrophic event such as a major fire.
Our plans’ priorities and primary objectives are:
People: Ensure our associates are trained on the proper responses to emergency situations and are out of harm’s way in the event of an emergency.
PHI (Protected Health Information): Ensure we have appropriate measures in place to protect PHI during emergency situations.
Production: Ensure we have steps in place to prioritize and continue production activities to ensure members continue to receive services with minimal disruption
WellCare of Iowa believes that the priorities above are embodied within the Corporate EPP which is appropriate to provide safety and well-being of our associates while still providing a prompt and appropriate response to both anticipated and unanticipated emergency events. To continually confirm the effectiveness of our plans, we perform a full disaster recovery test annually in February and smaller tests are performed quarterly.
Our Emergency Preparedness Committee (EPC) is the governing body responsible for maintaining our Corporate EPP. The mission of our EPC is to provide the guidance and support that facilitates the development and implementation of all area EPPs.
WellCare of Iowa will notify DHS of any disruptions in normal business operations with a plan for resuming normal operations.  We will also conduct an annual exercise to test current versions of information system contingency and continuity plans. The scope of the annual exercise will be approved by DHS. We will provide a report of activities performed, the results of the activity, corrective actions identified and modifications to the plan based on the exercise. 
As outlined in the response to Question 13.1.2, we routinely complete incremental backups and weekly full backups of applications and systems. These tape backups are stored at a secure off-site vendor location external to any WellCare data center or office location, contracted through Iron Mountain. As needed, these backups are available for targeted data recovery or larger system recovery needs, in either WellCare’s operational data center or recovery sites. WellCare maintains and will share with DHS as requested copies of the appropriate backup tape logs.
We have included attachments, which describe our Business Continuity and Disaster Recovery Planning approach and show how we will meet the requirements of Section 13.2.1 through 13.2.4. We will execute all activities needed to recover and restore operation of information systems, data and software at an existing or alternate location under emergency conditions within 24 hours of identification or a declaration of a disaster.  
We understand that we are responsible for on-going maintenance and execution of DHS accepted contingency and continuity plans. In accordance with Section 13.2.2, our contingency and continuity planning documents are included as Attachment 13.2.1-a. Following execution of the contract, within 60 days we will provide for DHS approval contingency planning documents  that are compliant with 45 CFR 164.308, include: (i) Data Backup plans; (ii) Disaster Recovery plans; and (iii) Emergency Mode of Operation plans, Application and Data Criticality Analysis and Testing, and Revisions procedures. We will execute, adhere to and provide the services set forth in the DHS approved plans. We will submit changes to DHS for prior approval and will make any updates to maintain a current version of the plan.  
In accordance with Section 13.2.3, our IT Contingency Plan is included as Attachments 13.2.1-b through 13.2.1-d.  Our official draft IT Contingency plan will be submitted within 30 days of contract execution. A final work plan, incorporating any changes required by DHS, will be submitted to DHS within 60 days after the official submission of the plan. 
Attachment 13.2.1-a Corporate Emergency Preparedness Plan (Section 13.2.2)
Attachment 13.2.1-b IT Data Backup Plan (Section 13.2.3)
Attachment 13.2.1-c IT Disaster Recovery Plan (Section 13.2.3)
Attachment 13.2.1-d IT Emergency Preparedness Plan (Section 13.2.3)
13.3  Data Exchange
1.	Describe your process for verifying member eligibility data and reconciling capitation payments for each eligible member.
Member Eligibility File Reconciliation
WellCare of Iowa’s HIPAA compliant Enrollment and Eligibility System (EES) will be used to receive, process, and update enrollment data daily utilizing the information transmitted by DHS through 834 files delivered on the frequency specified by DHS, including monthly roster and termination files. The EES application tracks and reconciles each individual transaction from receipt through membership update. Our member eligibility processes recognizes DHS as the source of truth for member eligibility and demographic data. As a result, each transaction received on the 834 files is compared to our Core Processing System (CPS) member tables. Updated transactions needed to align our member tables with the information provided from DHS are generated and executed, ensuring that our member information accurately reflects active membership.
Our member data is also reconciled on a monthly basis with capitation payment reports to ensure that payments (by rate cell) received from DHS tie to our membership records. Using our membership records, WellCare creates an anticipated payment amount for all active members. This predicted payment is compared to the actual payment received from DHS. Any variance between the two amounts is researched and resolved by our Finance Department. Variances identified that are not due to the timing of transactions will be reported.
WellCare of Iowa will designate Iowa market resources to coordinate with DHS to communicate all membership discrepancy types (including name, out of service area address, date of birth, category of eligibility, capitation payments, etc.). The Iowa lead will coordinate through secure email transmittal all identified discrepancies to DHS to assist with research and resolution of all discrepancies. We will report our inability to retrieve or load eligibility data for any reason to the sending trading partner and DHS on the same business day as transmission.  
WellCare of Iowa will notify DHS within 30 calendar days of discovering any discrepancy in eligibility or capitation and no more than 90 days after DHS delivers the eligibility records. We will return any capitation or overpayments to DHS within 45 calendar days of discovering the discrepancy through procedures determined by the state.  We acknowledge that we are financially responsible for any member for whom we receive capitation payments.
13.4  Claims Processing
1.	Describe your capability to process and pay provider claims as described in the RFP in compliance with State and Federal regulations.
WellCare of Iowa’s Claims and Encounter processing applications have the demonstrated capabilities to meet the requirements outlined by DHS. These capabilities include identified requirements such as compliance with DHS companion guides for encounter submissions, reconciliation of submissions to the Cash Disbursements Journals, timeliness and accuracy of FFS claims processing, and procedural guidance for interest, adjustments, payment and remittance processing. We actively encourage the use of electronic transactions whenever possible, supporting all industry standard transactions and formats.  We have established a dedicated team of individuals to assist providers with the implementation of electronic transactions. We 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.In 2014, our adjudication and clinical edits saved over $135 million for our Florida, Georgia and Kentucky Medicaid plans.

Key Components of our Claims and Encounter Processing solution, which apply to all service types including participating and non-participating providers (inpatient, outpatient, dental, 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 such as NPI validation. Claims and encounters that fail these edits are rejected for resubmission by the provider or delegated vendor. Participating and non-participating providers are not required to apply for a WellCare specific provider identification number.
Adjudication and Clinical Edits: Claims are further reviewed and edited throughout the claims workflow to ensure compliance with coding/billing, acceptable clinical practices and reimbursement. The stages of the editing along with the corresponding vendor sources are listed below: 
Pre-adjudication process (Claims Edit System)
Adjudication process (Optum)
Post adjudication, prior to accounts payable cycle (iHealth)
These applications compare the claim components (e.g. service codes, place of service) to industry standard coding criteria that incorporate guidelines established by CMS such as, the National Correct Coding Initiative (NCCI) and the National Physician Fee Schedule Database, the AMA and Specialty Society correct coding guidelines, and State specific regulations.  Results of the claims review are received from the vendor applications and batch files and submitted to the core processing system where the adjudication process is completed.
Provider Payment: We generate all payments (using electronic funds transfer) and remittances (using the 835) electronically. These transactions are submitted to Pay Span for execution. Transaction completion transactions are returned for tracking, reconciliation and final payment verification. Providers unable or unwilling to utilize electronic formats are accommodated by Pay Span 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 will track submissions to DHS, reconcile acceptance and rejection responses, and include an independent reconciliation to cash disbursement journals.
Daily Report of Pre-adjudicated Shadow Claims: WellCare of Iowa will work collaboratively with DHS and the other MCOs on the file exchange layout and format for the daily submission of this claim file as required by Section 13.4.1 in the RFP. 
Provider Filing Limit: WellCare of Iowa will allow out-of network providers to submit claims up to 12 months from the date of service.  The in-network provider filing limit is established in our provider agreements as 90 days from the date of service.
Claims operations metrics are reported and reviewed by management on a daily basis to include payment accuracy, prompt pay results, auto-adjudication percentage and EDI rate.   The Claims Payment Timeliness Summary is used to monitor and evaluate our performance in comparison to contractual prompt pay requirements.  The report is produced directly from our claims adjudication system and is updated after each check run cycle (check run cycles are conducted Monday thru Saturday). 
WellCare of Iowa will measure and utilize existing performance guarantees in accordance with the Iowa RFP; 90 percent of all clean claims within 14 calendar days of receipt, 99.5 percent of all clean claims within 21 calendar days of receipt and 100 percent of all claims within 90 calendar days of receipt.  The prevailing state interest penalty will be applied to all clean claims not processed within this timeframe.  Our staffing model takes into consideration all metrics so that all state requirements are satisfied.  Year to date in 2015, we processed 96.75 percent of all clean claims within 14 calendar days of receipt.2015 to date, WellCare processed 96.75% of all clean claims within 14 calendar days of receipt.

WellCare of Iowa develops and maintains policies and procedures for claims and encounter processing, including monitoring claims adjudication accuracy, and will submit these policies and procedures to DHS for review and approval, at the request of DHS.
2.	Describe your plan to monitor claims adjudication accuracy.
WellCare of Iowa understands the importance of accurate claims adjudication and shows our commitment as a responsible steward of Medicaid funds.  We validate that all services are paid in accordance with Medicaid Coverage and Limitations and the State Plan. We also confirm that services are paid at the correct fee schedules and contracted rates for services provided by Medicaid-eligible providers to Medicaid-eligible enrollees.  2015 to date, our financial accuracy rates have been 99.38% based on audits and analysis results.

We track on a monthly basis summary and detailed metrics related to financial accuracy. For 2015 to date, our Sarbanes-Oxley Financial Accuracy rates have been 99.38 percent based on audits and analysis results. We will submit our written Iowa-specific policy and procedure for monitoring claims adjudication accuracy to DHS for review and approval and implement our process in accordance with that policy. 
The response to #4 below describes the claims audit process in explicit detail. 
3.	Describe your provider claims submission process, including provider communications addressing the provider claims process.
Providers receive claim and encounter submission technical guidance via quick reference guides, on-line provider companion guides and email support from EDI-Operations as part of our initial and ongoing training process. We have extensive experience in multiple states, including Florida, Georgia and Kentucky, helping providers transition from FFS to managed care processes with a specific emphasis on encounter reporting. 
We identify the high volume submitters of paper claims on a monthly basis.   Proactive outreach to providers is performed by the EDI-Operations Department and RelayHealth (our preferred clearinghouse vendor) to help these providers convert to free electronic submissions. 
Our secure provider portal supports an easy to use, no cost, direct data entry (DDE) claim submission tool. This service is also available through AdminisTEP.com and MD-Online.  All tools are currently being used to successfully transition providers that traditionally have submitted paper claims to electronic submissions. We assist all providers, including atypical providers in the use of the DDE tools for claims. DDE collects the required information from the provider to create an electronic claim or encounter that complies with the EDI 837 format and meets DHS’s encounter submission requirements. 
Highly trained and local field based provider relations representatives target providers unfamiliar with managed care for in-person instruction through a combination of group and one-on-one training. Additional training is available on line and through presentations that include screen shots and detailed information on entering data in each field. WellCare of Iowa will support providers who continue to submit paper claims but will advise them of the benefits of using the secure provider portal, which will help reduce costs and facilitate quicker payment. 
In addition, we have an Operations Account Management team to support providers with claim filing and payment resolution. This support model connects providers with a dedicated resource to ensure access to helpful, knowledgeable representatives for first contact issue resolution. This team engages in ongoing communication with the provider to keep them informed of status through full resolution and satisfaction. The Operations Account Management team is experienced in working with all provider types, including atypical and sub-capitated providers.
As an example of our success, one of our provider partners that submit large volumes of claims was having difficulty getting claims past their clearinghouse as their incomplete paper submissions were being rejected. Our EDI Operations set up a call with the provider’s submitter and their EDI personnel and walked through the instructions to submit to their preferred path and facilitate arrival at WellCare electronically.  EDI Operations tracked some “test” claims for the submitter to confirm the solution was successful, allowing the provider’s claims to arrive directly at WellCare within 24 to 48 hours, a significant improvement over processes the provider was using. 
The following graphic illustrates the claims workflow.  
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4.	Describe policies and procedures for monitoring and auditing provider claim submissions, including strategies for addressing provider noncompliance; include any internal checks and balances, edits or audits you will conduct to verify and improve the timeliness, accuracy, and completeness of data submitted by providers.
We use a number of proven approaches and methodologies to monitor claims processing throughout the entire life cycle.  Testing claims performance starts with a comprehensive, diligent pre-production testing plan.  A fully configured test environment is used to conduct end-to-end testing.  Specifically, testing environments exist for benefit set up, provider contracting, EDI and claims adjudication.  Test cases are developed, implemented and results reviewed.  Errors are identified and corrected.  Our specific testing process for each phase from configuration to final adjudication is outlined below.  
Auditing of Claims Processing
A critical component to continuous claims process improvement is our auditing function. We perform claims audits in accordance with all applicable rules and regulations. The audit program is designed to minimize risk by increasing the accuracy of claims processing through performance feedback and root cause analysis. This program identifies deficiencies and works to resolve them for improved claims processing and payment. A dedicated claims audit team is responsible for reporting the financial accuracy for medical claim payments. This internal control activity supports early detection and corrective action of potential financial risk.  Our independent registered accounting firm, internal audit team, senior management and the Audit and Finance Committees of the Board of Directors of WellCare monitor the findings. The objectives of the audit team are to minimize financial impact, provide reports that assist in effectively trending payment accuracy, identify payment and financial accuracy measures for root cause analysis, and to request and monitor corrective actions. The following activities are performed by the WellCare Audit Team:
Sarbanes-Oxley Compliance Audit (SCA): The SCA process is designed to ensure the system logic complies with state and federal guidelines, designated contracts, approved management changes (in the form of business decisions), department processes and procedures, and decisions documents are approved within our compliance guidelines and that all items are implemented appropriately.
User Compliance Audit (UCA): UCA’s are conducted to identify opportunities to improve financial accuracy through the clarification of training and desk procedures and staff training as well as associate performance management.
Targeted Compliance Audit (TCA): TCA’s are performed on new operating activities or areas of concern. 
High Dollar: The audit is a pre-payment review on claims with a net paid amount of over $50,000 and is performed to minimize the financial risk on high dollar claims, validating the payment amount before the claim adjudicates.
Delegated Entity (DE): The DE audit works directly with the delegation and oversight team to ensure payment accuracy for our delegated vendors. We monitor compliance with applicable standards in accordance with federal and state requirements and have established the Delegation Oversight Committee (DOC).  The DOC is responsible for all functions that we delegate to third parties.  The DOC must ensure appropriate performance measurements are in place to accurately assess delegated entities are in compliance with federal and state requirements.
As stated in section 13.4.10, WellCare acknowledges that DHS reserves the right to perform a random sample audit of all claims, and expects the Contractor to fully comply with the requirements of the audit and provide all requested documentation, including provider claims and encounter submissions in the form, manner and timeframe requested by the State.

5.	Describe your claims dispute procedures.
We have implemented policies and procedures that allow providers to submit a request for adjustment to previously denied or underpaid claims. We will submit our written Iowa-specific policy and procedure for registering and responding to claims disputes, including a process for out-of-network providers, to DHS for review and approval. We will implement our process in accordance with that policy. In 2014, WellCare efficiently processed over 520,000 claim payment disputes in our nine Medicaid states.

The claims payment dispute process is designed to address claim denials/payments for issues related to a claim denial for timely filing, coding or billing related issue, and to dispute the amount paid on a claim.  WellCare of Iowa will have defined policy, procedure and payment guidelines that call for and ensure adjudication of one hundred percent (100 percent) of all clean provider-initiated adjustment requests within ten (10) business days of receipt. Further, WellCare of Iowa shall also reprocess all claims processed in error within ten (10) business days of identification of the error or upon a scheduled approved by the State. We currently monitor and report inventory and turnaround times related to disputes by state.
6.	Describe proposed processes for collaborating with other program contracts to simplify claims submission and ease administrative burdens for providers.
As in other Medicaid states, we will collaborate with other awarded MCOs to work to establish consistent practices to simplify claims submission and ease administrative burdens for providers in working with multiple providers. An online billing tool is currently available on our secure provider portal to simplify claims submission.
7.	Propose ideas for handling Medicare crossover claims which reduce the administrative burden on providers.
Our experience working with other Medicaid programs is that the most cost effective method for providers is for WellCare of Iowa to receive the secondary claims directly from COBC, or the Medicare contractor. This reduces the cost to the provider as they only need to submit the claim to Medicare (under most circumstances) who will forward the claim to WellCare of Iowa for secondary consideration.  We can also accept secondary claims in both paper and EDI submission formats. 
In states where we support both Medicare Advantage and Medicaid we are able to support the COB process by generating the secondary claim internally to coordinate the benefits. In those cases where we only hold the secondary benefit contract, we encourage providers to submit the primary payer’s payment via electronic COB fields within the 837 claim files. WellCare of Iowa will collaborate with other plans and providers to identify options for addressing crossover claims in a consistent and efficient manner.
8.	Describe processes for notifying providers of a member’s financial participation or cost sharing requirements.
Our comprehensive provider training program includes initial orientation and ongoing training about all program topics including financial participation and cost share. This training is reinforced through subsequent visits from Provider Relations, our provider manual, newsletters and the provider website. All provider training material is also found on our website. Financial participation and cost share will be included in the Provider Visit Planning Checklist material to ensure the topic is covered during Provider Relations visits.Financial participation amount and cost share 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.  Financial participation and cost share 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 financial participation and cost share amount, the appropriate patient liability and copayment will be provided based on real-time data when a provider verifies eligibility through our systems. 
Our claims system automatically pays the provider net of financial liability and cost share. Member financial liability and cost share will be reflected on the payment remittance (either an 835 transaction or the paper explanation of payment depending on the provider’s preference).
9.	Describe processes for providing monthly prospective reimbursement to providers of IDPH funded services.
WellCare of Iowa will implement a monthly prospective reimbursement system to pay providers of IDPH funded services.  The monthly payment will be one twelfth of the provider’s total annual funding. This payment will be automatically generated by our system to arrive before the beginning of the month.  Our contracts with providers of IDPH services will reflect the monthly payment amount for these services.
13.5  Encounter Claims Submission
1.	Describe your policies and procedures for supporting the encounter data reporting process, including:
      a.	A workflow of your encounter data submission process proposed, beginning with the delivery of services by the provider to the submission of encounter data to the State. If you will subcontract with multiple vendors or provider organizations for claims processing management, workflows should incorporate all such vendors, including vendor’s names and the approximate volume of claims per vendor identified.
      b.	Your operational plan to transmit encounter data to the State, indicating any internal checks and balances, edits or audits you will use to verify and improve the timeliness, completeness and accuracy of encounter data submitted to the State.
WellCare of Iowa will build on our 20 year history of submitting encounter data in nine Medicaid states as well as Medicare to implement encounter data processes for Iowa.  We will submit an encounter claim to DHS, or its designee, for every service rendered to the member for which we either pay or deny reimbursement.  We understand that DHS will use encounter claims to make programmatic decisions and to monitor our compliance and quality.  
Encounter Data Submission Process
A workflow of our encounter data submission process follows. The workflow incorporates delegated vendors for claim processing management along with their approximate volume of claims. 
As demonstrated, we employ a comprehensive and robust end-to-end encounter management solution from receipt of claim or encounter, adjudication of unpaid claims, encounters processing, submission to state entities and reconciliation of response file.

[image: ]
Claim Intake and Processing
For our fee-for-service (FFS) providers, our process starts with ensuring we get timely, accurate and complete submission of claims. This process includes a variety of administrative and technical safeguards. The administrative safeguards include the comprehensive training of providers on claims filing as part of our initial and ongoing provider education. We also identify and reach out to providers with high rejection rates to help them remediate problems. Technical safeguards include edits and audits applied to claims during intake of the claim, and through validation and inbound reconciliation. Any identified errors cause a claim to reject back to the provider. Only claims that are complete and accurate proceed to adjudication in the Core Processing System (CPS).
Encounter Intake
Our delegated vendors submit 837 encounter files to our CPS.  Our contracts establish full accountability for the submission of accurate, timely and complete claim and encounter data. We do not adjudicate encounters from our delegated vendors in the CPS since they have already been adjudicated and paid by the delegate. Delegated vendor 837 files are loaded and proceed directly to encounter processing. Our delegated vendor contract includes service level agreements (SLAs) for encounter quality and associated financial penalties for failure to meet those SLAs. We also require our delegated vendors to reconcile the encounters submitted to us with their check run summary file prior to submission.
Encounter Processing 
Encounter processing is conducted in the CPS where post-adjudication processing applies additional editing to ensure that encounter data is complete and accurate prior to submission to the state. The encounter processing logic includes editing that replicates logic applied by the state. Any errors identified during encounter processing are resolved in the CPS so the encounter can be included in the submission to the state within specified time frames. 
To meet our submission time frames, we require our delegated vendors to submit their 837 encounter files on a weekly basis. We also require them to submit their 835 files and their check run summary to us. We validate the completeness of the encounters against the vendors’ remittance advice and the check run summary file. We also validate the completeness of encounters from our FFS claims by reconciling the value of encounters with the FFS check run summary produced by our Finance team. 
Encounter Submissions
Encounter claims will be submitted in an electronic format that adheres to the data specifications set forth by DHS and any state or federally mandated electronic claims submission standards. Pharmacy encounter data will be submitted for adjudicated claims weekly in support of the IME’s pharmacy drug rebate invoicing. Encounter data will be submitted by the 20th of the month subsequent to the month for which data is reflected. All corrections to the monthly encounter data submissions will be finalized within 45 days from the date the initial error report for the month was sent to WellCare of Iowa or 59 days from the date the initial encounter data were due. The error rate for encounter data will not exceed one percent.  
Encounter Error Resolution
Following the initial submission of encounters to the state, any identified errors are returned to us via several electronic data interchange file transmittals (i.e., an 824, 999 or 277U file) which we load into the CPS. We review the original submitted claim or encounter and compare the data to the identified exception.  Anomalies are noted and researched.  Our tools enable us to do an analysis of source record to a destination record and test for unexpected results.  By deploying this toolset, we quickly identify the step in the process where an anomaly was introduced, correct the reason for the error and re-process the encounter. All claim and encounter corrections are made in a time frame to meet state requirements.
Operational Plan
WellCare of Iowa will maintain written policies and procedures to address our submission of encounter claims to DHS and to ensure accuracy.  A draft encounter claims work plan is included as Attachment 13.5.1. An official draft will be submitted within 30 days of contract execution. A final work plan, incorporating any changes requested by DHS, will be submitted to DHS within 60 days of the official submission of the plan. We will resubmit a work plan annually that addresses our strategy for monitoring and improving encounter claims submission.  We understand that DHS will regularly monitor our accuracy by reviewing our compliance with internal policies and procedures for accurate encounter claims submissions and by random sample audits of claims. We will fully comply with requirements of these audits and provide all requested documentation including, but not limited to, applicable medical records and prior authorizations. Should any issues be identified, we will promptly submit a corrective action plan.
We have extensive experience with launching new encounter data submissions as a result of expansion into new markets.  As we implement the Iowa High Quality Healthcare initiative, we will build on best practices and lessons learned to ensure accurate and timely encounter data submissions.  This includes:  In 2014, WellCare timely and accurately submitted over 62 million encounters to our government and state partners.   

Encounter Operations Team: WellCare of Iowa is already equipped with an experienced encounter data team who will be responsible for setting up the submission and reconciliation processes. These individuals will be dedicated to the project through go-live. Upon contract award, WellCare of Iowa will also begin to source for personnel who support the submission and reconciliation process. These individuals will be responsible for providing business and functional requirements to our IT department. They will also work closely with counterparts within DHS to answer questions and perform testing during the pre-go live phase.  Responsibilities will include post go-live submissions and remediation of any issues that may arise.  We will create the proper policies, procedures, and step actions to support accurate and timely data submissions.  
Aligning Claims and Inbound Encounter Data Edits with Iowa Edits:  WellCare of Iowa will apply a set of standard edits to our inbound claims and encounter data.  In addition, we will request a list of edits from DHS and configure our editing tools to ensure proper alignment.  We will publish an 837 claims companion guide and communicate necessary edits to our provider community.  All editing and communication will take place prior to our go-live date.  
Testing Encounter Data with Delegated Vendors: We will use vendors for vision and other ancillary benefits.  Delegated vendors are required to submit encounter data in the 837 format.  We will perform onboarding, training, and data testing with each vendor. We will also configure reporting to show compliance with our quality and timeliness standards.  WellCare of Iowa will receive this data from each vendor in compliance with Iowa data requirements.  We will complete all onboarding and testing prior to go-live.
Developing Encounter Data Submissions: WellCare of Iowa will review all Iowa specific companion guides, memorandums and other materials regarding submission requirements.  We will actively participate in state hosted calls to answer questions and get feedback on specific files and claim level structure.  During the encounter data testing period and we will work to create test data, submit test files, and resolve issues during the testing period.  This includes developing duplicate, void and replace, and other logic in order to be compliant with our submissions.  We will complete all submission requirements in time for go-live.  
Creating Data Reconciliation Processes: WellCare of Iowa will review all encounter data response file specifications to create our automated reconciliation processes.  We will work internally to load response files into our Data Management Solution and reconcile the responses with our encounter data submissions.  We will tag each encounter as “accepted” or “rejected” in order to build reporting and remediation plans.  We will complete all reconciliation processes after we complete the submission but in time for go-live of encounter data processing.
Collaborating with Iowa DHS management and Technical Staff:  WellCare of Iowa is committed to partnership as we will work through a variety of policy and operational issues.  This extends to encounter data collection and validation; we must create a shared understanding of data quality standards and reporting on our service level agreements.  We also believe having a forum for resolving problems will create shared goals, clear and open lines of communication.  We welcome both formal and information communication paths in individual plan meetings and joint meetings with all plans.  Weekly meetings will be important in the beginning in order to share policy, data submission requirements, file submission and reporting schedules, and data rejections.  
Validation and Inbound Reconciliation
Operationally, we implement various quality edits and controls to ensure best in class performance related to encounter timeliness and completeness including:
SNIP quality edits implemented at the WellCare of Iowa front door to guarantee adequate data is received for adjudication at WellCare of Iowa as well as encounter submission acceptance by DHS.
SNIP quality edits implemented at the end of encounter processing at WellCare of Iowa just prior to submission to DHS to guarantee encounters will meet all DHS defined requirements. This was most successful in past implementations where the partnering state is able to provide a SNIP edit guide to ensure alignment.
Provider validation edits implemented during internal processing to verify various providers populated on the outbound encounter match to the DHS provided roster or matching logic. This was most successful in past implementations where the partnering state provides well defined provider matching logic to ensure alignment.
Member eligibility edits implemented during internal processing to verify services provided are aligned with member eligibility prior to submission to DHS.
State defined exclusion edits implemented during internal processing to guarantee processed encounters are populated based on state provided logic and requirements.  This is rules based logic allowing us to dynamically apply or remove validation edits based on DHS guidance.
Our Claims to Encounters End-to-End Steering Committee, made up of senior management across operations and clinical services, oversees encounter data.  This committee reviews potential edits that are requested and advises the organization on the best and appropriate place to edit.  Provider communication plans are then developed ensuring a shared knowledge of our corporate editing practices.  
Encounter Processing Oversight
We have also built comprehensive end-to-end reporting to provide immediate visibility to system, data and provider issues allowing the appropriate department to remediate timely and guarantee successful submission to DHS.  There are multiple reports created to provide a holistic accounting of each and every encounter received, processed, submitted and reconciled from DHS including:
Cash Disbursement Journal (CDJ) Reconciliation: The CDJ reconciliation is a measure of completeness which compares paid encounters accepted by the Medicaid agency as a percentage of total dollars paid by WellCare for FFS and pharmacy providers on a rolling 12 month period.  It is created monthly and reviewed by Encounters and Finance leadership as a critical reporting tool.  Goals are established to achieve improvements year over year and variances require explanation.
Global Remediate Report (GRR): The GRR is a measure of completeness to monitor encounters processing and to identify potential issues requiring further research and corrective action.  GRR displays a rolling 18 months of encounter counts and dollars and includes a week over week change report.  
Provider Scorecard: The Provider Scorecard tracks compliance and accuracy of provider submissions.  It reports the number of encounters submitted by providers by month, the number passing our front end quality edits, and the number accepted by the Medicaid agency.  These counts are reported by state and by provider and are used by management, the ancillary department and the market to manage vendor activity and to target provider visits and education. This Provider Scorecard is utilized to help ensure completeness of claim and encounter submissions from providers. 
Standardized Work Plan Remediation: We have implemented a standardized remediation process which includes regular reporting which feeds automatically into a standard work plan used as the primary driver for encounter remediation.  The standard work plan provides visibility to all open items across claim types based on total encounter inventory.  Items are prioritized based on overall impact and risk to meeting state SLAs.  The work plan also provides tracking for all open items within cross-functional areas outside encounters including open questions with the state where there is a response dependency to move forward on remediation steps.  Finally, it provides a summary level of our current submission status and any gaps that may exist between it and the defined state SLAs.  The work plan provides a holistic view of all open items, issues and challenges end-to-end for a particular state enabling the encounters team to remediate timely and meet the state defined SLAs.  These work plans are refreshed weekly to ensure current and accurate reporting is available to management and leadership team.
Quarterly State Communications: A quarterly state communication will be developed to highlight current accomplishments and issues with encounter data submission.  These notifications summarize key items that are currently being worked and provide the level of transparency needed to make our data submission successful.  
Monitoring and Reporting Completeness
WellCare has systems in place for monitoring and reporting the completeness of claims and encounter data received from providers.  Our internal standards for measuring completeness include:
Corporate Compliance Audits: Internal audit conducted every two years on encounter processing to ensure the appropriate controls are in place to:
Protect sensitive member data
Ensure continuity of processing between systems guaranteeing encounter data is not lost from entry into the system to submission and reconciliation 
Ensure the appropriate procedures are in place for every Medicaid and Medicare processes defining claim types, frequency of submissions, step by step processing steps, documented encounter penalties and state provided reference material
Reconcile encounter submitted data to inbound claims and encounters received by WellCare from providers
Encounter Operations Controls: Documentation of monthly submissions through an Internal Control Form (ICF) process.  Each form documents submission details as well as open issues and volumes which is reviewed and signed off at the management and director level.
Encounter Operations Review Process: Review process to ensure all policy and procedure documentation is reviewed and updated on an annual basis to ensure accuracy.
Provider Audits: To verify and ensure that providers are not submitting claims or encounter data for services that were not provided. 
WellCare of Iowa will maintain results of our completeness studies and any corrective action plans developed to address areas of non-compliance. Upon request, we will share the results of our monitoring actions with DHS. 
Attachment 13.5.1 Draft Encounter Claims Work Plan 
2.	Describe your experience and outcomes in submitting encounter data in other states.
We currently successfully submit encounter data to our nine Medicaid partner states and Medicare. We have continuously improved performance relative to the timeliness, accuracy and completion of encounter receipt and submission.  Reporting encounters can be a challenging function if not considered at every step of health care administration, especially as it relates to the lines of communication between the state and the payer. Given the pace of change in health care, we value partnerships we have with our state agency counterparts as a key tenant of a quality encounter data submission process.  We strive to actively engage with each agency (and their third party administrators) to collaborate on upcoming technical changes, work through requirement updates and resolve data quality issues.  Critical elements to these relationships include regular meetings with all MCOs, periodic one-on-one touch points, newsletters, and other communication channels. Communication is especially important during implementations as both the state agencies and MCOs are heavily reliant on information systems working in concert to ensure successful submission and acceptance at the Medicaid agency as well as reconciliation of response files received by WellCare.In Georgia we are exceeding a 99% encounter acceptance rate based on a rolling 24 month aggregate.   

Our Encounter’s Operations department is made up of close to 50 associates dedicated to specific functional areas including Operations, Reporting, Vendor/Provider Management, Financial Reconciliation and an Operational Support area focused on technical support and project management activities. We have built a robust encounter processing system which currently processes greater than 5 million encounters in a given month.  We have the capability and are currently supporting multiple X12 submission transactions including 837I, 837P, 837D, NCPDP D.0, NCPDP 2.2 as well as X12 response transactions including 999, 835, 277U, 277CA, and proprietary files for each. 
A forthcoming enhancement will create significant efficiencies with parallel application of encounter processing logic creating efficiencies in the encounters processing logic by increasing automation without sacrificing our ability to produce clean encounter records to DHS.   
13.6  TPL Processing
1.	Describe your plans for coordinating benefits in order to maximize cost avoidance through the utilization of third-party coverage.
We currently perform cost avoidance and third party liability (TPL) identification activities under well-defined policies and procedures that conform to all federal and state requirements.   Our coordination of benefits policies and procedures ensure that we are the payer of last resort in situations where members have other commercial, Medicare or liability insurance coverage that may be responsible for claim payment.  We also have established policies and procedures for processing claims where third party liability coverage exists to ensure that claim payment does not exceed allowed amount less the other carrier payment amount.  Upon contract award, WellCare of Iowa will submit our Iowa specific policies and procedures to DHS for review and approval. These policies and procedures will be compliant with all Section 13.6 requirements and will follow all activities laid out in the DHS Medicaid TPL Action Plan, revised December 23, 2011.  Our policies and procedures will include our obligations regarding third party liability when the third party pays a cash benefit to the member.
In calendar year 2014, we cost avoided a total of $459 million in claim payments and recovered over $43 million in overpayments, for our Medicaid membership, due to the existence of third party coverage.   This equated to $20.16 in per member per month (PMPM) savings.   WellCare of Iowa will utilize the coordination of benefits process defined below for the Iowa Medicaid membership.
Identifying Sources of of TPL: Health Insurance Including Medicare
The coordination of benefits (COB) process, also known as cost avoidance process, begins by adding other primary health insurance (such as Medicare and commercial group health plan) coverage information to the member’s record in the Core Processing System (CPS).  The other coverage details include: carrier name, policy number, group number, subscriber name, subscriber identification number, effective dates and termination dates. In 2014, we recovered $43 million in TPL overpayments and cost avoided an additional $459 million through the COB process. This equated to $20.16 PMPM savings.

Other health insurance information is collected through a variety of sources including state eligibility files (834 HIPAA transactions), state TPL files, provider claims with an explanation of payment (EOP) attachment, the member himself or herself as part of initial enrollment activities and as a routine follow-up question during member telephone contacts.  
We systematically upload Medicare coverage details from state 834 files to the member’s COB history tables in our claim system without additional validation.   All other sources of COB information mentioned above are validated via 270 electronic eligibility inquiry transaction or outbound phone call to the other insurance carrier.  
In addition to extensive internal efforts, we partner with outside vendors Health Management Systems (HMS) and the Council for Affordable Quality Healthcare (CAQH) to help identify other medical coverage and Syrtis Solutions (Syrtis) to identify members with other pharmacy and medical coverage.
HMS: HMS is a national vendor that specializes in coordination of benefits and TPL collections for Medicaid and other government-sponsored health plans. Through its data sharing agreements with commercial insurers, HMS helps to identify Medicaid members with other coverage. We send monthly HIPAA-compliant claims and eligibility data feeds from all of our programs to HMS to evaluate and determine if any members have other coverage through a commercial source. Once the evaluation is completed, HMS sends a return feed containing other insurance information, in a date-sensitive and HIPAA-compliant format, for use in updating our member eligibility files. 
In addition to TPL identification, HMS also provides carrier billing services.  In situations where state statutes limit or prevent us from recovering from the provider of service, HMS identifies claims that were not previously coordinated and pursues refunds directly from the commercial insurer.
CAQH: CAQH offers a TPL identification product referred to as “COB Smart”.   Commercial, Medicaid and Medicare health plans across the United States directly contribute to a registry of coverage information that helps all participating health plans and providers correctly identify which members have benefits that should be coordinated in order for corresponding claims to be processed correctly the first time.
Each week, participating health plans supply coverage information to the CAQH COB Smart registry, where it is compared with information from other participating health plans to identify members with more than one form of coverage. Standard primacy rules are then applied to determine the correct order of benefits and the information is returned to the applicable health plans. CAQH is also working with leading clearinghouses and other solution partners to integrate COB Smart into the provider workflow.
The CAQH COB Smart solution is HIPAA-compliant with strong administrative, technical and physical safeguards to maintain patient privacy.
Syrtis: We use Syrtis to identify members with other pharmacy coverage.  We send daily HIPAA-compliant claims data feeds from all of our programs to Syrtis who then sends batch files to SureScripts (e-prescribing vendor) who houses real-time eligibility information for almost all pharmacy benefit managers and carriers within the United States to search for members who have other primary pharmacy coverage.  Once the identification of other pharmacy coverage is complete, Syrtis sends a return feed containing the other pharmacy insurance coverage information for TPL coordination of the approved and future pharmacy claims. Syrtis will also take the pharmacy other coverage information and make an outbound call to the primary pharmacy carrier to inquire about any corresponding medical coverage for the member. If medical other insurance coverage is found, Syrtis will send a return feed of other medical insurance information for use in updating our member eligibility files.
Identifying Sources of TPL: Liability Insurance (Worker’s Compensation, Homeowner’s, Automobile, Liability)
We have contracted with a subrogation vendor, First Recovery Group (FRG), to identify claims with accident related diagnoses for the purpose of investigating potential third party liability. Typical accident related treatments are sprains, fractures, head and back injuries. FRG attempts to identify treatment for incidents such as car accidents, injuries on someone else’s property, injuries while working, dog bites and other accidents.
We send monthly medical and pharmacy claims and eligibility data feeds to the subrogation vendor for members in all of our programs.  We also send referrals involving paid claims when they believe the member may have been involved in an accident.  FRG identifies and investigates claims that have been paid by sending a state-approved letter and questionnaire to our members. The member is given the option to complete and return the form using a postage-paid envelope or call FRG directly at a toll-free number listed in the questionnaire.
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Storing & Sharing TPL Data
We maintain a robust database of TPL information directly within our CPS. The TPL database stores the following information which can be used for claims processing and state reporting purposes:  other insurance name, other insurance policy number, other insurance group number, policy holder first and last name, policy holder social security number (when available), policy holder date of birth, relationship to policy holder, other insurance carrier ID, other insurance plan type, name of other insurance employer (if known) and other insurance coverage type.  We also maintain a database to track all claims identified for TPL recovery and subrogation recovery, including recoveries from direct billing, disallowance projects and yield management activities.   The recovery database is utilized to track recovery efforts from providers, other commercial carriers and other liability carriers and is also used to track any claims closed for non-pursuit.  We are capable of meeting all reporting requirements in the state’s specified format and timeframe.
Performing Cost Avoidance
If the date of service on the claim falls within the coverage period of the other primary insurance policy and no primary EOP is attached, and it has been determined that the primary payer would be responsible for payment, a denial letter will be sent to the provider.  The denial letter will advise the provider that other primary insurance exists and should be billed first.   The denial letter contains the necessary other insurance information required (i.e., carrier name, policy number, group number, subscriber name) for the provider to submit the claim for payment.
If the date of service on the claims falls within the coverage period of the other primary insurance policy and a primary EOP was attached, the claim will be processed by considering the primary payment & paying the remaining coinsurance, deductibles, etc.
Provider Education on TPL Processes
We consistently identify opportunities for education and training for our providers.  Providers are educated on the TPL process through all available channels including initial orientation, Provider Relations site visits, provider manual, provider newsletters, on-going education and our provider website. Our training includes specific instructions on any requirements related to the inclusion of an EOP from the primary insurer for paper claims or any applicable requirements surrounding HIPAA Remittance Advice Remark Codes.   
Cost Avoidance Requirements
When other coverage information is unknown or when non-group health plan TPL is identified, such as auto insurance coverage, we first pay the related claims in accordance with the contracted rate and pursue recovery afterwards from the responsible party.  This ensures that there is no interruption in care for members enrolled in our program and is consistent with state laws and regulations.  
Cost Avoidance Exceptions—Pay and Chase Activities 
We will process claims in accordance with any and all cost avoidance exceptions.   If a cost avoidance exception exists on a claim or if other primary insurance information is loaded into the claim system after claim payment, then previously paid claims will be reviewed systematically for overpayments.  We use two methods for recouping erroneous overpaid claims: Direct Provider Recovery and Carrier Billing.
Direct Provider Recovery: If the member’s state allows for direct provider recovery, then identified overpaid medical claim(s) that have a date of service within the last 10 months will be marked for internal recovery efforts.   Internal recovery efforts begin with a letter to the provider advising them that a primary insurer was responsible for the claim payment and that a refund or recoupment (where contractually allowed) is necessary to satisfy the overpayment.  The letter will provide the necessary other insurance information required for the provider to re-bill the claim to the primary insurer.   
Carrier Billing: We utilize an outside vendor to submit bills to health insurance carriers when commercial, Medicare Advantage or Tricare coverage is primary.  This method is used if an identified overpaid claim falls into one of these categories:
State does not allow for direct provider recovery
Claim was paid due to cost avoidance exception rule 
Date of service  on the claim is greater than 10 months from overpayment identification date
Paid amount on the claim is lower than the internal recovery effort threshold
The recovery vendor receives monthly HIPAA-compliant claim data feeds to evaluate for overpayment recovery. Recoveries from primary carriers are refunded to us on a monthly basis and posted to the member’s claim history.
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2.	Describe your process for identifying, collecting, and reporting third-party liability coverage.
Collection and Reporting of TPL Data
We maintain a robust database of TPL information directly within the CPS.   Valid TPL coverages are updated on the members’ eligibility records in the CPS, making them accessible for claims processing and viewable by Care Management, Member and Provider Services associates.  Providers and members can contact Member or Provider Services to provide new TPL information or to request an update to existing TPL information.
We track cost avoidance dollars via the CPS by isolating claims with EOB attachments, other payer paid amounts as well as COB denial reason codes.   We apply all subrogation and TPL overpayment recoveries directly to the original claims in the system so that it flows through to the state via our Encounter data.   We do not accept a recovery amount greater than the paid amount for our member claim.
WellCare of Iowa will generate TPL avoidance and collections reports in any format and timeframe designated by the state of Iowa.   Our robust TPL and recovery databases allow us to report on a variety of TPL avoidance and recoveries at any frequency desired by DHS. These include, but not limited to:
Monthly amounts billed and collected, current and year to date
Quarterly recoveries and unrecoverable amounts by carrier, type of coverage and reason
Quarterly TPL activity reports
Internal reports used to investigate possible TPL liability when paid claims contain a TPL amount and no resource information is on file
Monthly TPL Audit (Quality Assurance) samples 
Monthly pay and chase carrier billed and collected
Member TPL activity
TPL validation reports for any members referred to Coordination of Benefits team by internal departments including Claims and Member Services
Currently, we generate the following control reports for our state partners in other Medicaid markets:
Other Insurance Report: Our IT department creates data files that contain the other medical insurance information for our Medicaid membership and securely exchanges the data with the state Medicaid agencies.   Files are created in the state’s specific format and timeframe.   
If a member’s primary commercial other medical insurance coverage is inserted or updated in our claim system during the prior reporting period, it is selected for the Other Insurance Report. This report contains the following data elements: Medicaid ID number, member name, member date of birth, other carrier name, other carrier policy number, other carrier effective date, other carrier term date update date.  The selected members are placed on a text file and uploaded to the state agencies’ SFTP site for download and review.   
Some states will reply with an acceptance report or error report which our IT team will download from SFTP site and share with the Coordination of Benefits team for further review.
TPL/COB Recovery Report: Our IT department creates monthly reports that contain claim recovery information for any member where a primary payer was responsible for claim payment and WellCare received a refund.  
Reports are created in the state’s specific file format and timeframe.  Typically, reports are sent to the state by the 15th of each month and contain all claims recovered due to TPL/COB by WellCare in the prior calendar month.
If a refund is received internally or by one of our overpayment recovery vendors for a member who has other primary insurance coverage, it is selected for the Recovery Report.   The Recovery Report contains the following data elements: recovery month, Medicaid ID number, member name, claim date of service, claim number, claim allowed amount, claim recovered amount, other carrier name.
Finalized reports are sent to Regulatory Affairs department for submission to the appropriate state agency.
Subrogation Report: We partner with our subrogation vendor to create monthly reports that contain subrogation case details.   Reports are created in the state’s specific file format and timeframe.   Typically, reports are sent to the state by the 15th of each month and contain all subrogation cases identified and worked by our subrogation vendor in the prior calendar month.
Subrogation reports typically contain the following data elements: member name, Medicaid ID number, date of injury, subrogation/liable party indicator, member letter sent date, lien letter sent date, attorney/liable party name, lien amount, recovered amount, case status, date closed.
Finalized reports are sent to Regulatory Affairs department for submission to the appropriate state agency.
COB Cost Avoidance Report: Our IT department creates monthly reports that contain claim avoidance information for any member where a primary payer is responsible.  We report COB savings/avoidance for claims falling in two categories: 1) claim is denied payment by WellCare for primary insurance carrier EOP or 2) claim is paid as secondary by WellCare as primary insurance carrier EOP was attached by provider.      
Reports are created in the state’s specific file format and timeframe.   Typically, reports are sent to the state by the 15th of each month and contain all claims cost avoided by us in the prior calendar month.
If a claim is denied for COB or is processed for secondary payment (EOP attached) during the prior calendar month, it is selected for the Cost Avoidance Report.   Report contains the following data elements: avoidance month, Medicaid ID number, member name, claim date of service, claim number, avoided amount, other carrier name.
Finalized reports are sent to the Regulatory Affairs department for submission to the appropriate state agency.
Other Insurance for IDPH Participants
We are adept at cost avoidance and third party liability activity and will employ our routine strategies to identify resources available for members who are IDPH participants.
3.	Describe your process to identify members with third party coverage who may be appropriate for enrollment in the Health Insurance Premium Payment (HIPP) program.
WellCare of Iowa is prepared to mirror the state of Iowa's process for identifying potentially eligible HIPP members through the use of a national vendor (HMS) that administers the program for other MCOs and state agencies.
HMS’ HIPP Solution leverages available employer benefits by:
Developing protocols based on state specific policies, financing, thresholds and priorities
Identifying recipients with access to employer sponsored insurance coverage
Making determinations on HIPP cost-effectiveness at the individual member level
Assisting in the coordination of program enrollment and premium payment
Ongoing monitoring of savings and cost effectiveness
WellCare of Iowa will report members identified as potentially eligible for HIPP to DHS in the timeframe and manner determined by DHS.  We understand that DHS maintains full and final authority for determining if an individual is eligible for HIPP.
13.7  Health Information Technology
1.	Describe your proposed healthcare information technology (HIT) and data sharing initiatives.
We have established and are currently developing data collection and HIT solutions that leverage industry standards to exchange and utilize health record information. Our Clinical Data Aggregation project implements support for interactions using the HL7 standards to collect admit/discharge/transfer (ADT) records, lab records and continuity of care documents (CCD) to enable WellCare of Iowa to receive and submit to qualified recipients comprehensive patient information. 
This information, along with claims, encounters, and other administrative transactions will be aggregated into a comprehensive, member-focused 360 degree Electronic Medical Record (EMR). This EMR will be available to Care Management associates to ensure they have a full understanding of an individual member’s experience, conditions, and needs for care. 
As part of our Data Management Program, this data will also be aggregated into analysis data marts in order to support population and quality analytics, enabling WellCare of Iowa to further understand our membership and their health needs, monitor the progress and effectiveness of initiatives, and utilize predictive modeling solutions to identify additional health and quality initiatives.
2.	Describe how you propose to interface with the Iowa Health Information Exchange.
WellCare of Iowa proposes to interface with the Iowa Health Information Exchange (IHIN) in two primary manners.  We appreciate that the Iowa Health Information Exchange can be established as a central collection point for both providers and health plans, allowing WellCare of Iowa to be both a consumer of and a contributor to the IHIN.
As a contributor, we propose to submit, using the defined transaction formats, medical and clinical information that we collect or generate to the IHIN. This may include submission of assessment data, medical and administrative information, and clinical data such as lab tests and results. Participation as a contributor would improve the utility and effectiveness of the IHIN as a reference source for physicians and other plans, as well as allow for the smooth transition of members from one plan to another without loss of medical history.
As a consumer, we propose to access and retrieve data from the IHIN for its assigned members, both upon initial enrollment as well as for any changes and updates. This approach allows WellCare of Iowa to gather a complete member health overview upon enrollment, proactively addressing any transition challenges. It also allows us to be more effective in the management of member conditions and operate with the most effective set of medical information available when performing utilization management, care management, disease management, and discharge planning.
We propose, as a consumer, to leverage IHIN transactions as a means of identifying and initiating medical management activities. As an example, WellCare of Iowa would propose to consume ADT transactions from the IHIN and automatically initiate a discharge planning process in coordination with the hospital to ease the member’s transition back to their community.  We would also utilize this information to notify the member’s PCP automatically to begin engaging them in the member’s care planning as well.
3.	Describe HIT initiatives you have implemented in other states.
WellCare is currently implementing integration with the Florida Health Information Exchange (FHIE) as part of their support of Medicaid populations in that state. In particular, we are currently implementing a pilot to receive ADT transactions initiated in the FHIE and trigger the appropriate care and discharge planning activities.
WellCare has recently been awarded a contract to provide Medicaid services to populations in the state of Missouri. WellCare has initiated contract with MedSolutions, who develops and maintains the Missouri HIE (CyberAccess). While no health plans have yet implemented electronic integration with the Missouri HIE, WellCare has found MedSolutions and the state of Missouri to be interested in and excited about our integration approach. 
WellCare has submitted an application to the state of Georgia’s Department of Community Health (DCH) to participate in their state HIE (GaHIN) as a Qualified Entity.  The implementation details and contracting activities are currently in process. DCH did, however, engage an independent firm (GrantThornton) to evaluate WellCare’s readiness to participate in the GaHIN. This independent assessment concluded with the finding that: “WellCare is well positioned to participate in the Georgia HIN; key policies and reporting suggest maturity related to both technology and governance.”































SECTION 14 – PERFORMANCE TARGETS AND REPORTING REQUIREMENTS
Please explain how you propose to execute Section 14 in its entirety, including but not limited to the specific elements highlighted below, and describe all relevant experience.   
Overview and ExperienceWellCare
 Is experienced in submitting compliant and 
    accurate reports for 49 states and the District of 
   Columbia
 Has a Data Management Solution   aggregating 
   all information into the comprehensive data 
   source
 Has an industry leading process to ensure 
    accuracy and compliance
 Has the flexibility to provide reports on demand


WellCare of Iowa, Inc. is committed to the accuracy and completeness of all reports and ad hoc data submissions related to this contract. Our enterprise Data Management Solution (DMS) provides the Information Technology (IT) infrastructure to support our integrated system of care and gives Iowa a central repository of all WellCare data to help Iowa make better health care decisions. This centralized platform provides a one-stop shop to help maintain compliance while providing near real-time information to Case Managers so Iowans benefit from better information exchange. 
A central concept in the DMS is the Data Lake. The Data Lake is a collection point for all information received by WellCare of Iowa, generated by our applications, or exported by us to other organizations. Because of this, the DMS is able to provide access to any and all relevant information about the member including assessments, physical health, behavioral health, long term services and supports (LTSS), pharmacy, lab/imaging test results, care management activities, integrated care plans and care plans. 
We assemble this information into purpose-built reporting databases to ensure the ability to meet any required regulatory or operational reporting needs and to support continuous program monitoring and effectiveness evaluations. The information is also assembled into person-centered, holistic views of our members to provide Care Management associates full visibility and access to our member’s current status and care needs. Our Data Management Solution is depicted in the graphic on the following page.
[image: ]
Data Marts
We employ a set of validations, cleansing, and aggregation activities to provide useful information in the form of functionally targeted data marts. Data marts are inclusive of all data types and are able to combine data from multiple sources to meet the specific need of the users or applications. Data marts are typically constructed based on the intended use, which can generally be classified as an application support, reporting, or analytic data mart. These data marts take data from multiple sources and create unparalleled visibility into the needs of a member, a population of members or the overall program. This visibility creates opportunities to improve members’ lives, proactively identifies problem areas and better informs Iowa about the overall Medicaid system.
Application data marts are a key method of integrating data from all sources into our applications. These data marts store application data such as claims, enrollment and provider transactions.    
Reporting and analysis data marts are often generated from the same sources of data but are structured to be utilized by reporting tools, analytics tools and visualization tools that we make available to users.
Usage, Access and Training
Our parent company, WellCare Health Plans, Inc. (WellCare), currently supports over 300 trained, active users external to the IT department. These users are provided access to information appropriate to their job functions. Each department area provides training on data sources and tools based on the accountabilities of each individual. Additionally, recruitment of these individuals includes an assessment of their knowledge and understanding of the tools utilized and of the health care industry. Training on tools and new opportunities is provided by the IT department, frequently in conjunction with the Corporate Training department, as part of each project initiative that delivers new capabilities. WellCare currently manages over 20,000 compliant reports that are automatically generated every day.

WellCare currently manages over 20,000 compliant reports that are automatically generated every day.

A key factor in our decision to leverage concepts such as the provision of data marts, star schema solutions and intuitive access tools is to eliminate the need for end users to be experts in the mechanics of assembling and joining data sources, allowing them to focus instead on making meaningful use of the Information provided through these tools. 
Our Successful Record
WellCare of Iowa will build on our successful record of complying with the reporting requirements of governmental agencies in 49 states and the District of Columbia.  These reports are developed in accordance with contract requirements and state and federal reporting guidelines and are automated to ensure accuracy. 
We use a formal compliance tracking tool to specify all reporting requirements and track completion. This tool sends automated messages to alert report preparers prior to report due dates and records submission for reporting of timeliness metrics. This compliance process is currently used across all of WellCare to manage the 20,000 reports that are automatically generated each day.
14 .1  General
1.	Describe your plan to provide the reports described in the RFP, in the format required, and using templates that may be specified in the Reporting Manual and updated from time to time.
Providing Reports
WellCare of Iowa will apply our corporate experience, demonstrated ability to manage data, and strong data-analytic capabilities to this program for effective performance measurement and compliance with Section 14.1.1 of the Statement of Work (SOW). Performance monitoring and data analysis are critical components in assessing the quality of care delivered to Iowans and are part of our core culture to monitor and improve our own performance. We understand and support the Iowa Department of Human Services’ (DHS) intended use of performance outcomes as a factor for auto-assignments and member choice of contractor at enrollment.
We have a long history of successfully preparing and submitting reports to regulatory agencies using specified formats and templates and are confident we can do so for this program.  We also have experience working with third-party data warehouse or analytic vendors and are prepared to do so if requested by Iowa. Vendors we currently work with include Inovalon (HEDIS® vendor), Cave Consulting Group (provider profiling and care gaps), and General Dynamics (fraud, waste and abuse). 
We will maintain an Iowa-specific reporting policy to submit required reports and submissions timely and in the appropriate format as prescribed by Iowa. The policy will be overseen by our Iowa Regulatory Affairs leadership who will work closely with the report preparers responsible for the accuracy, completeness, timely submission, and retention of reports. All data will be certified by our Chief Executive Officer, Chief Financial Officer, or an individual who has delegated authority to sign for, and who reports directly to one of these employees. This certification will attest, based on the best knowledge and information available, to the completeness and truthfulness of the data and the documents submitted to DHS. The certification will be submitted concurrently with the certified data.  Our Iowa-specific reporting policy will govern the submission of reports to assure compliance.

Our Iowa-specific reporting policy will govern the submission of reports to assure compliance.


Implementation Reporting
We understand the need to require more frequent reporting at program implementation and can readily adapt to changes in frequency or ad hoc report requests. 
Other Reporting and Changes
We understand that DHS may change the frequency of reports or require additional reports at any time. We have the people and the systems in place to quickly respond to changes or additional reports requested by DHS. 
Report Production
WellCare will leverage our 20 years of experience supporting government programs to support the Iowa High Quality Healthcare Initiative predefined and ad hoc requests for regulatory, compliance, and oversight reports. We currently produce 769 reports for nine Medicaid states in addition to full compliance with all Medicare and All Payer All Claim (APAC) program reporting requirements. Our draft implementation plan reserves reporting development time that will ensure our ability to provide all requested reports.
We have demonstrated experience working with states that are migrating from traditional Medicaid programs to managed Medicaid programs including Florida, Georgia, Hawaii, and Kentucky.  As part of these experiences, we are aware of and sensitive to the challenges of ensuring that states are provided transparency into the operations of the managed care organization and our obligation to provide the information needed to fulfill oversight obligations. As requested, WellCare of Iowa will embrace the opportunity to provide feedback on reporting content, methods and templates that would assist DHS in finalizing reporting commitments. In all cases, we will ensure compliance with formal and informal reporting guidance.
Our experience in managing government health care programs has highlighted the need to ensure that robust capabilities are in place for the collection, management, and creation of regulatory and compliance reports. The comprehensive report development, compliance, and attestation process and formal reporting systems we have developed and referenced are specifically designed to ensure our ability to deliver on our reporting obligations.
Specifically, with respect to the reporting obligations outlined in the SOW, we have completed a preliminary review of the information available for the reports specifically outlined in the Sections 14.2 through 14.11 and determined the information requested and required for each of these reports is supported as requested. We understand and are aware of the fact that the Reporting Manual will define the final requirements and formats and will be distributed by DHS after contract award. 
We maintain accurate records in all areas including financial, member, provider, quality, LTSS and claims and make this information available to all regulatory agencies, including the reports and information requests listed below. WellCare of Iowa will use existing data collection, internal review and report submission mechanisms to meet the reporting obligations outlined below.
Financial Reports and Performance Targets
	SOW 14.2.1  Third Party Liability Collections
	SOW 14.2.2  Iowa Insurance Division Reporting
	SOW 14.2.3  Annual Independent Audit

	SOW 14.2.4  Physician Incentive Plan Disclosure
	SOW 14.2.5  Insurance Premium Notice
	SOW 14.2.6  Reinsurance

	SOW 14.2.7  Medical Loss Ratio
	
	



Member Services Reports and Performance Targets
	SOW 14.3.1  Completion of Initial Health Risk Screening
	SOW 14.3.2  Completion of Comprehensive Health Risk Assessment
	SOW 14.3.3  Care Plan Development

	SOW 14.3.4  Member Helpline Performance Report
	SOW 14.3.5  Member Enrollment and Disenrollment
	SOW 14.3.6  Member Grievances Report

	SOW  14.3.7  Member Hearing and Appeals Report
	SOW 14.3.8  Summary of Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey
	SOW 14.3.9  Member Website Utilization Report

	SOW 14.3.10  Member PCP Assignment Report
	
	


Provider Network Reports and Performance Targets
	SOW 14.4.1  Network Geographic Access Reports for Providers
	SOW 14.4.2  Twenty four  Hour Availability Audit
	SOW 14.4.3  Provider Credentialing Report

	SOW 14.4.4  Subcontractor Compliance Summary Report
	SOW 14.4.5  Provider Helpline Performance Report
	


We will also identify current enrollment, gaps in network services, and the corrective actions we are taking to resolve any potential problems relating to network access and capacity. We have established policies and procedures to meet this requirement. 
Quality Management Reports & Performance Targets
	SOW 14.5.1  Quality Management and Improvement Program Work Plan
	SOW 14.5.2  Quality Management Committee Meeting Minutes
	SOW 14.5.3  Care Coordination Report

	SOW 14.5.4  HEDIS® Report
	SOW 14.5.5  Quarterly Health Outcomes and Clinical Reports
	


Our initial draft Quality Management and Improvement Program work plan is included as Attachment 14.5.1 and includes our proposal to align with the SIM project, including specific detail for the value based purchasing requirements described in Section 10.2.5.
LTSS Reports and Performance Targets
	SOW 14.6.1  Nursing Facilities Admission Rates
	SOW 14.6.2  Nursing Facility Days of Care
	SOW 14.6.3  Return to Community

	SOW 14.6.4  ICF/ID and PMIC Report
	SOW 14.6.5  Fall Risk Management
	SOW 14.6.6  Hospital Admission after Nursing Facility Discharge

	SOW 14.6.7  Self-Direction
	SOW 14.6.8  Timeliness of Level of Care
	SOW 14.6.9  Timeliness of Needs Assessment and Reassessments

	SOW 14.6.10  Care Plan and Case Notes Audit
	SOW 14.6.11  Critical Incident Reporting
	SOW 14.6.12  Out of State Placements


Quality of Life Reports and Performance Targets
We understand that DHS intends to develop reports, baseline data and performance targets surrounding quality of life outcomes for members and that DHS may require us to conduct a member survey to measure key experience and quality of life indicators using best practices for reaching populations with special health care needs. We will comply with these requirements and use best practices identified in other markets.
Utilization of Reports and Performance Targets
	SOW 14.8.1  Program Integrity Plan
	SOW 14.8.2  Prior Authorization Report
	SOW 14.8.3  Pharmacy Rebate Reporting

	SOW 14.8.4  Pharmacy Reporting
	
	


Claims Reports and Performance Targets
	SOW 14.9.1  Adjudicated Claims Summary, Claims Aging Summary, and Claims Lag Report
	SOW 14.9.2  Claims Denials Reasons
	


We will also identify specific cases and trends to prevent and respond to any potential problems relating to timely and appropriate claims processing.  We have established policies and procedures to meet this requirement.
CMS Reporting
We will submit data necessary to support and report on federal waiver requirements and as requested by CMS in the manner and timeframe required by DHS and CMS.  We currently submit data to CMS for 49 states and the District of Columbia and to each individual state to meet their regulatory requirements. We also support “All Payer All Claims” initiatives in four states.
Iowa Department of Public Health (IDPH) Reporting
We will submit reports to IDPH that are necessary to support the Substance Abuse Prevention and Treatment Block Grant and other reporting requirements as determined by IDPH.  
Report Methodology
WellCare follows the software development life cycle for report development.[image: ]
Planning Phase: During the planning phase, IT report preparers conduct data collection sessions with different Functional Area Owners within the organization to map the data elements in our systems to the data that is required in the reports.  IT also documents the business process and the data transformation process that is needed to fulfill the reporting needs. The functional areas may include, but are not limited to: Enrollment, Claims, Encounters, Grievances, and Appeals. The requirements are approved by the data source providers prior to starting the design.
Requirement Phase: During the requirement phase, the IT Report Preparer with the assistance of a cross-functional team that consists of the business report owner, functional process owners and other IT system owners, completes the Business Requirement Document. 
Design Phase: During the design phase, the IT Report Preparer designs the report structure and the processes associated with the report with assistance from the WellCare IT- Architecture center of excellence. Based on the report needs, the technology platform for the report is also finalized during the design phase. 
Construct Phase: During the construct phase, the reports are developed based on the approved requirements and design. Developers review and validate the report is functional through the unit testing of the code. Unit test results are documented before the reports are handed over to the Quality Assurance (QA) team. 
Scheduling and Review: During the scheduling and review phase, the report creation process is automated and reports are scheduled to run for review and approval by the functional area owners before they are due for submission. We have the capability to submit the reports either through a secure FTP or secure email or any other process as defined by Iowa.
Regulatory: As part of our planning process, we gather and document all specifications and instructions for each regulatory reporting submission, including the identification of the inter-disciplinary team responsible for the implementation of the infrastructure to facilitate the generation and submission of any deliverables. These planning efforts are documented in the Legal Integrated Online Network Solution (LIONS) which is detailed below in Question 3.
Automated Reporting
WellCare of Iowa will review all the reporting needs for the Iowa High Quality Health Care Initiative and categorize them into: 1) reports that are developed using our regulatory reporting process and fully automated; and 2) reports that are produced as ad hoc reports from our transaction systems and operational data stores. We have successfully automated 65 percent of the reports currently required across our Medicaid contracts.
We recently upgraded our automated report scheduling program to expand capacity, stay current with technological advantages, and make it even easier for its report developers to automate reports. Our automated scheduling tool is managed by a separate team in IT Operations to maintain the integrity of the reporting, track all automated jobs throughout each day, and report on all job failures. We currently run more than 20,000 reports daily. Every morning at 7:30 a.m., the IT Operations lead and the Chief Information Officer (CIO) are briefed on the number of reports run in the previous 24 hours, the number of successfully run reports, the number that failed but succeeded after a restart, and the number that failed, even upon re-start. For any failed job, a notification is sent to the report preparer. The report preparer confirms the need for the report and submits a formal request for root cause analysis and remediation. The request remains open until the required report is remediated, re-run, and produced.
See Attachment 14.1_Draft Quality Management and Improvement Work Plan
2.	Describe additional data/reports you are capable of providing that can help the State evaluate the success of the program.
Additional Data and Report Capabilities
Ad Hoc Reporting
We are able to accommodate the entire spectrum of ad hoc financial, medical informatics, quality, and operational reporting that might be requested by Iowa to evaluate the success of the program. 
For WellCare, there are four critical success factors for ad hoc reporting:
Effective Data Management: We maintain a strong data governance and management program that assigns business owners the responsibility for maintaining the integrity of data from the moment received to the moment recorded in our Data Management Solution including inbound integrity validation and balancing.
Tooling: We use industry leading tools such a SAS and Cognos. Through the use of these tools, we can quickly obtain data from the DMS and produce reports.
Team Member Skills: We maintain the staffing levels, skills and team structure required for effective data collection, reporting, analysis, and application of problem solving and process improvement.
Production: When the same report is requested by a state agency on more than one occasion, the reporting team configures the system to run the report on an on-demand basis. Therefore, when the agency requests the same report in the future, regulatory affairs simply has to submit a service request to IT, and that report is generated. The submission of ad hoc reports will also be  handled through our report certification and attestation process.
Quality Applications
Our quality applications are typically data and analytics driven solutions that meet formal regulatory reporting needs but are also primary examples of how we leverage data sources to integrate information our daily operations, and specifically to initiate and support effective Care Management processes. 
HEDIS®: We utilize data from all available sources, including non-operational sources, to generate information to compile complete sets of data extracts to load into our HEDIS® application, ensuring our HEDIS® scores are accurate and consider the comprehensive set of information available.
EPSDT: We utilize member demographic information, claims, encounter, and other utilization to match against EPSDT and periodicity schedules to determine which members are eligible for or in need of services to initiate notifications.
Care Gaps: We extract data from multiple sources to identify care gaps. This care gap information is available to Case Managers, providers and members. Perhaps as well as any other area, this example demonstrates the use of all data sources to integrate into daily applications. Identified care gaps will be accessible to members on the mobile applications. 
Provider Profiles: We are completing our implementation of a provider profiling solution. This solution extracts multiples types and sources of data and loads that information into the profiling application. The output of the application is a data mart that is accessible for reporting and analysis.   This information will be displayed on the secure provider portal. 
Other Capabilities
We are able to provide Iowa the following additional data and reports to help evaluate the success of the program:
Predictive modeling, retrospective analysis and trend analysisWellCare will provide DHS a dedicated web portal providing ubiquitous access to all reporting

WellCare will provide DHS a dedicated web portal providing ubiquitous access to all reporting

CPT, diagnosis, DRG, specialty and provider type analysis
Utilization rates such as number of days, admissions, visits and length of stay
Unit cost including cost per visit and day
Per member per month costs by cost category
Claim payments against state Medicaid and Medicare rates
Efficacy of population-specific quality improvement initiatives
Provider quality reporting
Specific outcomes based on population demographics
Government Partner Portal
WellCare of Iowa will provide a dedicated DHS portal for the placement of required and ad hoc reports submitted to DHS.  We will partner with DHS on additional self-service capabilities they would find useful and beneficial. We currently use government partner portals in other Medicaid states. Reports available on the DHS portal will include weekly, monthly, quarterly, annual, GeoAccess and other reports requested by DHS. Iowa officials will be provided a custodial login to access the site through our secure portal.
3.	Describe your internal operational structure that will support the compilation of the performance data and reporting processes of the programs, including:
      a.	The qualifications and experience of the staff responsible for the production and delivery of performance data to the State.
      b.	The process for internal review and validation of data prior to submission to the State.
Internal Operational Structure
We have a demonstrated ability to manage data and maintain strong data-analytic capabilities that are critical to effective care management. Our policy is to carefully prepare, review, and certify the accuracy and completeness of all contractually required reports prior to submission. Falsifying or altering business records is prohibited. This policy also prohibits the creation or submission of business records or reports that have the effect of misleading or concealing violations of state or federal law or any other improprieties. 
 To comply with this policy, we have established a team structure to support data collection, data analysis and reporting functions. The team is composed of analysts, developers, data administrators, and informatics subject matter experts who know our systems, understand the data within the systems, and have the experience to report the data in a manner that meets requirements and, more importantly, supports the analytics required to effectively manage care.WellCare has the demonstrated ability to produce all performance data and regulatory reports.
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Our IT department includes a dedicated team of approximately 15 individuals specifically allocated to recurring regulatory report submissions and ad hoc requests. Our Regulatory Reporting team is responsible for ensuring that any report submitted to government partners, specifically including DHS, is developed in a manner that ensures the highest quality. This team is supported by corporate resources including business analysts and quality assurance staff. 
Qualifications and Experience of Staff 
Our Regulatory Reporting team has more than 152 years of health care analytics and reporting experience including data retrieval, management, mining, report writing, graphics and statistical analysis. 
Qualifications and experience include:
Bachelor’s degree in a related field with Master’s degree preferred
Two to four years in relevant programing
Three to five years in business analysis
Two to three years in the full software development life-cycle
Experience in Cognos, SAS and other reporting solutions
Health care and project management experience
Our dedicated Regulatory Reporting team is supported by functional experts who participate in all phases of report development. 
Our staffing model is flexible and we are fully prepared to achieve the staffing levels required to support the Iowa High Quality Healthcare Initiative. A key to our ramp up ability is a training program in which new associates are teamed with a mentor to learn our data sources, our development practices, and our policies and procedures. In this manner, we can quickly hire and train staff to address increased demands.
Process for Internal Review and Validation
Legal Integrated Online Network Solution
We use the Legal Integrated Online Network Solutions (LIONS) to manage internal review of reports. LIONS is an internally-developed web-based application designed to effectively control, track and monitory regulatory reports, ad hoc submissions, and other deliverables. Regulatory Affairs, in conjunction with Corporate Compliance, keeps and maintains this application. The LIONS application stores all report deliverables including the report type, frequency, requirements, specifications, regulatory agency, due dates, reminder features, responsible parties, submission method, and associated fines or liquidated damages.
Concurrently with the configuration of LIONS, the management team within Regulatory Affairs assembles a regulatory reporting work group that works on the individual planning and implementation of each regulatory report. This work group is comprised of professionals from the IT Department, subject matter experts from business units and other interested parties.
Roles and Definitions for Regulatory Reporting Process 
Our reporting policy defines specific roles and includes an attestation process for all required reports.  
Regulatory Owner: We identify and assign an independent individual as the Regulatory Affairs owner. In addition to serving as the liaison with state of Iowa officials for all regulatory and compliance activities, this individual is accountable for ensuring internal awareness and compliance with all reporting requirements and has oversight accountabilities for ensuring timely and accurate report submissions. 
Functional Area Owner: Each regulatory submission includes a primary oversight topic, such as claims processing, enrollment, care management, financial and quality. Functional area owners are accountable for the approval of requirements as well as an internal attestation to the report accuracy. 
IT: Each regulatory submission fully adheres to requirements, development and quality life cycles. IT individuals are accountable for ensuring development, delivery and execution of all reporting processes in accordance with the defined requirements and state specifications.
Executive Approver: We identify and assign an accountable executive for the contractual relationship with the state. This individual is accountable for final review and attestation to the regulatory and compliance submissions made to the state.
LIONS Deliverables: LIONS is the internal application where all reporting expectations are loaded, tracked, and monitored for timeliness as well as assurance that all appropriate reviews and attestations are completed each time a regulatory report is submitted.
Corporate Compliance: Individuals in Corporate Compliance are specifically accountable for independent review, monitoring and auditing of the process to ensure individual participants have adhered to the process and corporate policies.


Report Certification and Attestation Process
Our business activities are subject to a broad array of state and federal statutes and regulations.  Our Code of Conduct and Business Ethics reflects our commitment to the accuracy and completeness of all reports and submissions to state and federal agencies. To this end, the regulatory owner verifies all information and reports sent are properly validated and certified by the appropriate staffing level using the Internal Certification Form (ICF). Our Chief Compliance Officer has approved corporate-wide policies and mandated processes that verify:
All submissions are appropriately reviewed, validated, certified and approved prior to their submission to any federal or state agency
All submissions are accurate, complete, timely submitted, compliant and in accordance with all governing contractual provisions and the underlying state and federal laws, requirements and guidelines
All business requirement documents are prepared to support how unresolved warning edits or non-reconciling items are deemed not to be errors
All retention protocols are satisfied
Associates receive regular training on their duties and responsibilities under this policy and its associated procedures, and any questions or issues regarding such duties or the appropriate use of the attestation forms are promptly resolved.
Procedures used to prepare the report data are documented and retained as part of the report file and related report preparation procedures align with specific reporting instructions provided by the regulator. Each report is supported by internal certifications completed by IT and the functional area owner. In addition to the internal certification forms required, and as required by the contract, reports are accompanied with an attestation letter signed by an appropriate executive level employee, or an individual with a written delegated authority to certify the report.
The regulatory owner and Corporate Compliance sign an internal certification form before obtaining the external attestation letter from the executive approver. The external attestation letter is modified to disclose any potential data exceptions to regulatory agencies. The exception disclosure process also triggers our problem solving and process improvement processes.
Report Submission and Record Retention
Reports are submitted in accordance with federal and state guidelines. Regulatory Affairs enters the submission information into LIONS deliverables. This also includes loading the actual file or report submitted to the regulatory agency. In accordance with our policy, all federal and state mandated reports and responses to record requests will be retained in accordance with corporate retention policy or as mandated by applicable state and federal laws, whichever is longer.
Problem Solving
As part of the report certification and attestation process, if known issues, concerns, qualifications, or exceptions exist regarding the accuracy or completeness of a report, the IT staff and functional areas owners disclose the nature of the issue in writing using the ICF. The IT preparer, in conjunction with the functional area owner, conducts a root cause analysis and testing to determine the causes that led to the inaccuracy or incompleteness of the data. The results of the root cause analysis are documented in the ICF, including a disclosure of the nature and extent of the data exception.



Process Improvement
All data disclosures and qualifications are forwarded to Corporate Compliance. Corporate Compliance reviews the nature of the issue and develops an appropriate corrective or improvement plan. Based on the root cause analysis, the IT Department and the functional area owner determine if the reporting process needs to be reinitiated. In cases where results of the analysis indicate an internal control deficiency, the regulatory owner refers the issue to the Internal Audit Department and to the Quality Improvement Committee. Any corrective action is documented and tracked until resolution.
A representative from Corporate Compliance and the regulatory owner must co-sign the ICF before presenting it and the report to the executive approver. The executive approver completes an external attestation letter in accordance with contract requirements. In the spirit of transparency, the data qualification and disclosure is included in the attestation letter that is eventually submitted to the Regulatory Agency as part of the report submission process.
Under no circumstances, is a report submitted to a Regulatory Agency without a full execution of the certification and attestation process. All reports submitted to regulatory agencies are also loaded into LIONS as evidence of submission and in accordance with document retention protocols.
Routine audits to monitor and evaluate the efficacy of the procedures related to this policy are conducted by Corporate Compliance or Internal Audit. Findings are reported to the Corporate Compliance Committee, the Regulatory Compliance Committee of the Board of Directors or the Audit Committee of the Board of Directors.  
4.	Please provide any available Medicaid HEDIS scores in states in which you operate.
See Attachment 14.4 for a 2014 HEDIS® Medicaid statistical comparison for the states of Florida, Georgia, Hawaii, Illinois, Kentucky, Missouri, New York and South Carolina. 
See Tab 6 Section 3.2.7.5 for Attachment 14.4 2014 HEDIS® Medicaid Statistical Comparison Report 
We are committed to providing quality care and access to members for services and preventive health screenings to help encourage healthy behaviors.  Our corporate mission is to enhance our members’ health and quality of life and to partner with providers and government agencies to provide quality health care solutions.  The Quality Improvement (QI) Program is comprehensive, systematic and continuous.  It applies to all member demographic groups, care settings, and types of services afforded to our membership. 
We recognize the need for members to adopt healthy behaviors and are continuously monitoring performance and HEDIS® metrics for opportunities for improvement, education and initiatives.  With the help of our government partners we participate and collaborate on performance improvement projects, quality studies, initiatives and incentives to encourage preventive screenings, healthy pregnancies and behaviors.  
The following indicators are examples of some of the performance indicators, outcomes and interventions with two year comparisons that align with the Iowa High Quality Healthcare Initiative.







Healthy Behavior:  Wellness Exam, Healthy Eating, Preventive Screenings 
HEDIS® Measure:  Adult BMI (ABA) 
	FL
	2013
	72.02%
	

	
	2014
	85.67%
	

	GA
	2013
	67.88%
	

	
	2014
	75.78%
	

	HI
	2013
	18.18%
	

	
	2014
	80.00%
	

	IL
	2013
	3.63%
	

	
	2014
	71.69%
	

	KY
	2013
	NA
	 

	
	2014
	85.65%
	

	MO
	2013
	78.14%
	↓

	
	2014
	76.08%
	

	GA
	2013
	67.88%
	

	
	2014
	75.78%
	

	NY
	2013
	75.93%
	

	
	2014
	78.70%
	


Healthy Behavior:  Wellness Exam, Healthy Eating, Preventive Screenings 
HEDIS® Measure:  Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
	 
	Counseling on Nutrition
	BMI Screening

	FL
	2013
	60.58%
	
	2013
	38.69%
	

	
	2014
	69.34%
	
	2014
	55.72%
	

	GA
	2013
	55.47%
	
	2013
	38.69%
	

	
	2014
	61.11%
	
	2014
	49.07%
	

	HI
	2013
	16.67%
	
	2013
	16.67%
	

	
	2014
	54.50%
	
	2014
	57.42%
	

	IL
	2013
	47.69%
	
	2013
	39.66%
	↓

	
	2014
	59.49%
	
	2014
	38.19%
	

	KY
	2013
	31.02%
	
	2013
	25.00%
	

	
	2014
	43.29%
	
	2014
	33.56%
	

	MO
	2013
	39.58%
	
	2013
	46.99%
	↓

	
	2014
	50.00%
	
	2014
	34.72%
	

	NY
	2013
	14.71%
	
	2013
	21.32%
	

	
	2014
	69.44%
	
	2014
	69.91%
	



Healthy Behavior:  Wellness Exam, Continuation of Care
HEDIS® Measure:  Follow-up after Hospitalization for Mental Illness 7 Day and 30 Day
	
	7 Day Follow-Up
	30 Day Follow-Up

	FL
	2013
	48.17%
	↓
	2013
	62.80%
	↓

	
	2014
	33.14%
	
	2014
	51.02%
	

	GA
	2013
	60.37%
	↓
	2013
	77.16%
	↓

	
	2014
	52.39%
	
	2014
	72.63%
	

	HI
	2013
	18.75%
	
	2013
	37.50%
	

	
	2014
	31.11%
	
	2014
	50.00%
	

	IL
	2013
	50.44%
	
	2013
	64.37%
	

	
	2014
	61.68%
	
	2014
	69.80%
	

	KY
	2013
	35.92%
	
	2013
	61.74%
	

	
	2014
	36.07%
	
	2014
	61.79%
	

	MO
	2013
	37.04%
	
	2013
	61.41%
	

	
	2014
	39.36%
	
	2014
	61.56%
	

	NY
	2013
	61.06%
	↓
	2013
	73.56%
	↓

	
	2014
	57.21%
	
	2014
	67.91%
	


Healthy Behavior:  Healthy Pregnancy
HEDIS® Measure:  Prenatal and Postpartum Care
	
	Postpartum Care
	Timeliness of Prenatal Care

	FL
	2013
	51.82%
	
	2013
	73.24%
	

	
	2014
	54.01%
	
	2014
	74.70%
	

	GA
	2013
	62.53%
	
	2013
	84.18%
	↓

	
	2014
	63.24%
	
	2014
	84.07%
	

	HI
	2013
	17.39%
	
	2013
	43.48%
	

	
	2014
	46.05%
	
	2014
	70.39%
	

	IL
	2013
	49.39%
	
	2013
	74.45%
	↓

	
	2014
	49.53%
	
	2014
	70.47%
	

	KY
	2013
	56.61%
	↓
	2013
	89.10%
	↓

	
	2014
	52.44%
	
	2014
	86.54%
	

	MO
	2013
	65.89%
	↓
	2013
	86.08%
	↓

	
	2014
	61.25%
	
	2014
	78.42%
	

	NY
	2013
	61.67%
	↓
	2013
	82.62%
	

	
	2014
	61.57%
	
	2014
	83.80%
	





Healthy Behavior:  Well Baby Education, Wellness Exam and Preventive Screenings
HEDIS® Measure:  Well Child 0-15 Months; Well Child 3-6 Years 
	
	15 Months (6 or more visits)
	3 to 6 Years

	FL
	2013
	53.53%
	
	2013
	71.25%
	

	
	2014
	54.63%
	
	2014
	74.85%
	

	GA
	2013
	66.58%
	↓
	2013
	68.46%
	↓

	
	2014
	68.46%
	
	2014
	68.25%
	

	HI
	2013
	NA
	
	2013
	NA
	

	
	2014
	47.46%
	
	2014
	59.58%
	

	IL
	2013
	56.20%
	
	2013
	71.54%
	↓

	
	2014
	57.04%
	
	2014
	68.06%
	

	KY
	2013
	42.59%
	
	2013
	61.81%
	↓

	
	2014
	61.81%
	
	2014
	56.31%
	

	NY
	2013
	57.33%
	
	2013
	80.36%
	

	
	2014
	NA
	
	2014
	NA
	



Healthy Behavior:  Wellness Exam and Preventive Screenings
HEDIS® Measure:  Adolescent Well Care
	FL
	2013
	48.18%
	

	
	2014
	48.42%
	

	GA
	2013
	51.58%
	↓

	
	2014
	43.75%
	

	HI
	2013
	NA
	

	
	2014
	27.01%
	

	IL
	2013
	46.47%
	

	
	2014
	49.77%
	

	KY
	2013
	38.89%
	

	
	2014
	43.75%
	

	NY
	2013
	60.98%
	↓

	
	2014
	48.18%
	


Member Outreach and Interventions
There are many efforts that are initiated and executed in order to help members receive their preventive screenings and wellness exams such as:
Developing community based interventions to reach members
Partnering  with community outreach programs
Making outbound educational care gap calls to members and assisting them  to schedule provider visits if needed for preventive screenings and well visits
Sending postcard reminders to members for annual preventive care visits
Member education in the form of newsletters in regards to healthy weight, eating habits, nutrition etc. 
Mailing new member welcome packets to members explaining benefits and including contact information
Mailing periodicity reminder letters to members who have upcoming preventive visits or screenings due or past due 
Offering rewards or incentivizing healthy behaviors, including preventive visits, immunizations, preventive cancer screenings, well-child checkups, etc.
HEDIS® Inbound Care Gap program: This intervention involves members who call inbound to Member Service and are identified as having a HEDIS® Care Gap.  Member Service educates the member on the importance of scheduling and receiving preventive care services and offers to assist them in scheduling their doctor appointment via a three-way phone call to the member’s provider office.  
Teen General Health flyer mailed to some market members on how to keep healthy
“Is your child due for a well-child checkup?”  flyer posted on member website
Work with Case Management Department to establish goals, and outreach to members and providers
Inpatient care nurse notification to of behavioral health discharges so that associates can continue outreach to the member to ensure an appointment is scheduled with a behavioral health provider and also to remind them of appointments
Behavioral and medical case managers to assist high risk members 
Field clinicians monitoring inpatient admissions and discharges to do immediate follow-up with members 
Continue to engage with home health agencies who outreach members while in the hospital and then do a follow-up home visit within seven days of discharge 
Continue to closely monitor mental health disorders and consistently follow up with member symptoms, behaviors and progress through a case managed care plan
Provide prenatal and postpartum care case management services to all pregnant members for follow up and coaching 
Provide member trainings that connect providers and mothers to community services
Improve early identification of pregnant members for prenatal care, outreach and education
Enlist member or case manager to track pregnant members for member outreach education
Distribute maternity booklet: Mommy & Baby Matters to all known pregnant members 
Educate member about pre-conceptual care and inter-conceptual care
Two weeks postpartum follow up for a postpartum depression screen and confirmation of postpartum evaluation
Prenatal and postpartum flyers posted on website
Pregnancy Checklist Letter mailed to member 
Postpartum Outreach Initiative Calls
Alert case managers and member service representatives of those members they are working with or call in who are in need of prenatal and postpartum visits so that they may educate the member on the importance and assist with making an appointment and transportation if needed 
Enhanced maternity discharge planning calls with the component of assisting with the scheduling of a newborn well-care visit 
Send all new members a preventive care booklet which lists the recommended well-child visit schedule, and highlights the importance of preventive services 
Provide pediatric preventive health information through the Maternity Education and Reward Program 
Provider Outreach and Interventions
There are many efforts that are initiated after barrier analysis in order to help our provider partners such as: 
Clinical HEDIS® Practice Advisor (CHPA)  nurses performing  provider education visits emphasizing the importance of BMI documentation
Offering pay for performance guidelines to reinforce the PCP efforts on achieving the measure
Continued distribution of HEDIS® toolkits to providers with  education in regards to contents and use
Use of pseudo claims databases to help capture all members’ completed preventive services 
Develop HEDIS® Care Gap Reports on a secure provider portal
Continue provider and biller education regarding BMI and the diagnosis codes to be used to submit data administratively 
Continue giving providers the Adult Quick Tips guide 
Educate providers on this measure during focused clinical provider visits
Provide education to pediatricians regarding anticipatory guidance 
Provide templates by age and gender for providers not using EMR 
Data pulled in order to collect pseudo claims for non-compliant members who actually did have a follow-up appointment. 
Communication with facilities and providers instructing them that a member must have a set appointment (not open access) when discharging from inpatient
Articles for provider newsletter referencing behavioral health resources 
Pursuing contracts with community-based providers such as Article 31 and Article 32 facilities which use peers and peer supports to assist with follow-up care 
Continued provider education visits emphasizing the importance of documentation of prenatal and postpartum care
Work with OB/GYN Society to educate providers - timeframes for PPC measure; researching the use of home health care and nurse practitioner for PPC visits
Clinical HEDIS® nurses, PR, and Pediatric Society to encourage providers to do Well Visits with sick visits
Continue Provider Relations and Quality visits for providers to include education of EPSDT form completion and enhanced reimbursement.
5.	Provide a copy of your most recent external quality review report for the Medicaid contract that had the largest number of enrollees as of the RFP release date.
Florida is the Medicaid contract with the largest number of enrollees as of the RFP release date however they only conduct performance improvement project reviews for their MCOs. Georgia is the Medicaid contract with the second largest number of enrollees as of the RFP release date. They conduct a full external quality review for their MCOs. As such we are including the Georgia 2014 External Quality Review Report.
See Tab 6 Section 3.2.7.5 for Attachment 14.5 2014 Georgia External Quality Review Report


SOW 14.1.2  Audit Rights and Remedies
Audit Rights and Remedies
WellCare of Iowa understands and supports the provisions in Section 14.1.2 related to DHS audit and corrective action rights or other remedies as specified in Exhibit E for contractor non-compliance with these and other subsequent reporting requirements and performance standards.  Our formal compliance tracking tool LIONS has comprehensive processes to assure the accuracy of self-reported data. LIONS will be used to manage all report development and production for this contract.  We consistently work with auditors in all our Medicaid and Medicare markets and are confident of our ability to do so for this program.  
SOW 14.1.3  Meeting with Agency
Meetings with DHS
WellCare of Iowa understands and supports the provisions in Section 14.1.3 as to scheduled meetings or conference calls with DHS. In many markets we meet with state leaders once a month to build relationships and incorporate any identified needs. We will respond in writing to any issues identified within the timeframe required by DHS. 

SECTION 15 – Termination
15.1  Termination
1.	Describe your plan to complete the duties outlined in Section 15 in the event of contract termination or expiration.
WellCare of Iowa, Inc. is committed to partnering with Iowa during all stages of the contract. This includes the planning and execution of an effective transition plan in the unfortunate event of a termination or expiration of the current contract. Our focus during that process will continue to be the support of the state of Iowa and the effective management of Iowan’s health care.WellCare of Iowa will:
 Partner with the state and other 
    stakeholders in the event of a   
    termination to ensure continuity of 
    care for Iowans
 Create a transition plan in partnership 
    with the state and execute it 
    collaboratively with all parties
    involved
 Focus on the continuity of services for 
    Iowans in all phases of transition

Overview
WellCare of Iowa understands that termination or expiration of this contract will not discharge our obligations with respect to services or items furnished before termination or expiration. We will comply with all provisions of Section 15.1 to minimize the disruption of services to members and providers.  
We acknowledge the following provisions of contract termination or expiration:
Such action will not discharge the state’s payment obligations to WellCare of Iowa or WellCare of Iowa’s payment obligations to our subcontractors and providers. 
Iowa Department of Human Services (DHS) has the right to require we continue to serve or arrange for the provision of services to members for up to 45 calendar days from the contract termination date or until the members can be transferred to another program contractor, whichever is longer.  
DHS has the right to withhold some or all retroactive capitation adjustment payments due and owed in the event we fail to comply with Section 15.1 responsibilities.    
We will submit a written Transition Plan to DHS for approval within 60 days of contract execution. We will update and resubmit the plan to DHS in the event of a termination.   
In the event of contract expiration or termination, we will leverage our business turnover methodology to facilitate continuity of operations and ensure seamless, uninterrupted service to members and our provider network. Only three times over our 30-year history have we been required to support a transition. In all three cases, we successfully transitioned operations using our standard turnover plan as a basis to coordinate tasks and promote transparency among transition stakeholders including the state, the successor managed care organizations (MCO), beneficiaries, health care providers and sub-contractors.  The scope of our turnover plan includes, but is not limited to functions such as network relations, claim processing, care management, member services and revenue reconciliation. 
Turnover Plan Approach
Throughout the turnover phase, we use the same project management methodology used during the implementation phase of the contract.  This includes a standard three-phase approach for activities related to the turnover of operations to a successor MCO.
[image: ]
WellCare of Iowa will work hand-in-hand with the state, successor MCO and sub-contractors throughout all phases of the transition, to ensure agreement on scope, planning and roles and responsibilities throughout the turnover effort. We will provide the necessary resources to ensure a smooth turnover while continuing to meet contractual obligations through contract close-out. We will maintain adequate staffing levels to serve members through contract termination.
Turnover Planning and Readiness Phase
During the planning phase, WellCare of Iowa will designate a Regulatory Affairs (RA) Officer who will be the State’s Single Point of Contact (SPOC) and will have accountability for all project matters.  We will designate a Turnover Manager to facilitate day-to-day turnover activities who will report to the RA Officer and will create turnover leads for Member Services, Provider Services, Transition of Care, Claims and Financial Accounting. The successor MCO should also appoint a designee who will serve as the SPOC for the Turnover Manager.  
WellCare of Iowa will submit a written transition plan to DHS for approval within 60 days of contract execution. We will revise the plan as necessary to obtain approval by DHS. For contract expirations, this will be submitted at least 180 calendar days before the expiration of the contract. For contract terminations, it will be submitted in the timeframe set forth by DHS in the Notice of Termination from the state.  Upon approval by DHS, we will execute, adhere to and provide the services set forth in the transition plan. Any changes in the plan will be submitted to DHS for prior approval. Once the changes are approved by DHS we will make updates to our plan. 
Our transition plan will include a schedule of the steps necessary to:
Identify and submit all records, files, methodologies, data and supplemental documentation that DHS would require to continue the program 
Identify and train resources that would be required by DHS or another contractor to assume program operations
Identify all members, providers and sub-contractors impacted by the turnover, create communication strategies and collateral to notify them of contract termination, as permitted by DHS
Modify member and provider portals to reflect contract termination
Provide new helpline scripts to reflect contract termination
Modify enrollment and claims systems to reflect contract end date and claims run-out period
Perform financial accounting and reconciliation tasks
Ensure HIPAA-compliance throughout all phases of the transition
Ensure continuity of care for our members in accordance with WellCare of Iowa policies and procedures and Section 3.3
WellCare of Iowa will work closely with the state and the successor MCO to develop the turnover plan, determine turnover stakeholder roles and responsibilities and construct an organization chart.  We will also develop and gain agreement on a Turnover Results Report that documents and allows sign off on all tasks associated with each step of the turnover plan.  Finally, all stakeholders will agree upon a regularly scheduled day and time for a weekly cross-functional meeting.
Turnover Plan Execution and Knowledge Transfer Phase
Once the state approves the turnover scope, approach and project plan, we will execute the plan, including the transfer of relevant assets and knowledge necessary to smoothly transition members and providers to the successor plan.  We will also assist the transition of sub-contractor collateral, contacts and processes to the successor.  
During this phase, WellCare of Iowa will provide a team of resources who will flesh out the details of the knowledge transfer plan, develop a schedule and provide the information to the state and successors. The scheduled end date for knowledge transfer is no later than 15 days before the contract end date.  
Post-Turnover Monitoring and Support Phase
During this phase of the transition, our staff is available to the state and the successor MCO to answer questions and troubleshoot unanticipated issues associated with the turnover.  DHS related data will be transferred to the state and run-out claims, grievances, appeals processing, and reporting will continue. 
External Stakeholder Communications
members, providers and sub-contractors are all impacted by a contract turnover.  An integral part of the turnover plan is the communication components to the three entities. We will send notification of contract expiration to all network providers and sub-contractors. As permitted by DHS, we will also send members notice of contract termination and instructions on how to obtain information on enrollment options and request a change in MCOs.  Finally, we will provide members assurance that we will do everything in our power to prevent any disruptions to their current service levels.
Transition of Care
Our transition of care policies and procedures demonstrate our commitment and intent to ensure the member’s comprehensive needs are met through a sustained good-faith effort during contract terminations. We include as part of our plan the collection and transfer of member data necessary to allow for a seamless transition of care from WellCare of Iowa to the successor MCO.  
We have prepared data files for successor MCOs in the past for such categories as:
Case management
Prior authorizations
Inpatient facility stays
PCP assignments
Pregnant members

Run-Out Processing
We will use existing policies and procedures to continue to receive and process 834 files for retroactive transactions. We will also continue to receive and pay claims and process grievances and appeals for the duration of the timely filing and run-out period. We will ensure that all necessary operations, including the provider portal remain in place during this time. 
Financial Reconciliation
The Finance Department will use existing policies and procedures to reconcile amounts received and payments made, accurately record all transactions and report financial results both internally and externally including required state reporting. Reconciliations include all bank accounts, premium payment discrepancies and receivables through the coverage periods ending on the market exit date. We will continue the procedures after contract termination for coverage periods up to the market exit date ensuring that all transactions are appropriately reconciled, recorded and reported until such time as there is an agreement with the state that all amounts are final.
2.	Provide a general end-of-contract transition plan which addresses the key components outlined in Section 15.
Our End-of-Contract Transition Plan addresses our typical transition process including the key components outlined in Section 15 and, in the event of contract termination or expiration, would be fine-tuned as appropriate before submitting to the state for approval to implement. 
See Attachment 15.2 End-of-Contract Transition Plan
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Health Risk Screening

Please complete and return to WellCare of lowa in the enclosed envelope.

Name (last, first, middle):

Street Address: ...
1 State! oo ZIP Code! i PRONE: otrtermrssnmesstmsrsssc
Date Of BIrth: oo scssnsssssessssssiosns MEMBDET IDF: .ot ssssstsss oo ssssssss o

PHIMErY Care PrOVIAEI'S (PCP) NAIMIE wcvererrsnsmesstmssssetss sttt et s

1. What is the main language spoken in your home?

3. If English is not the main language spoken and/or read in your home, is there a family member who speaks
and reads English to help you interpret? [ Yes [ No

4. When did you last see adoctor? [ Never [ In the past 6 months [ More than 6 months ago
5. What was the reason for your [ast Visit 10 the dOCTOr ...t

6. Are you currently receiving treatment for any medical, mental health, alcohol or substance abuse
conditions? [dYes INo

7. If you answered “yes” to the last question, who was the treating Provider?. ..
8. Are you pregnant? [dYes [dNo

9. If you answered “yes” to the last question, are you receiving prenatal care? If so, from whom?
PIENATAL CArE PrOVIAET: ..ottt st sttt st s et s et s s

10.1f you're a female age 40 or over, have you had a mammography in the last 2 years? dYes [dNo
1. Do you smoke? Yes [No

12.Have you ever been a member of a managed care plan before? [ Yes [ No

13. Has a doctor ever diagnosed or have you experienced any of the following? (Please check all that apply.)

(1 Heart problems [ Arthritis (1 Cancer

(1 High cholesterol [ Seizures (1 Bowel problems

[ Kidney failure [ Urinary problems [ Anxiety/stress

U Thyroid problems (1 Developmental disability (1 High blood pressure
(1 Pain (1 Ankle or leg swelling [ Tuberculosis

(1 Breathing problems (1 Diabetes/high blood sugar (1 Depression

dHV [ Blood disease




image3.jpg
14. Are any of these conditions getting worse? [ Yes [ No
15. Do you have any questions about these conditions? [ Yes [ No

16. How many times have you been hospitalized in the past year? (Check one box.)
O X 20 more For What? e

17. How many times were you seen in a hospital emergency room in the last 6 months? (Check one box))
L0 71 L1200 MOME  FOr WHATT .ttt tesse ettt o

18. How many prescription medicines do you take? (Check one box.)
O X A20Fmore For Whatlowememms s s

19. Do you have any questions about the medications you take? [ Yes [ No

20. Have you made formal written arrangements for another person to act as your health care agent and
make medical decisions for you if you become unable to doso? W Yes I No

21. How would you rate your health? (Check one box.)
[ Excellent 1 Good M Fair [ Poor

22. Are you currently being treated for any psychiatric illness? [ Yes [ No

23. How would you rate your state of emotional well-being? (Check one box.)
U Excellent W Good QFair [ Poor

24. Have you scheduled a visit with your WellCare primary care provider (PCP)? [ Yes 1 No

25. Do you have any problem getting around? [ Yes [ No
If yes, do you use any assistive devices such as a cane or a wheelchair?
PLEBSE SPECITY: coverrrcnreressssssssisess oo sss oo s e

26. Do you have a hearing impairment? [ Yes 1 No
If yes, do you use any assistive devices such as a hearing aid?

27. Have you ever been told by a doctor or nurse that you have vision problems? [ Yes [ No
If yes, do you require special assistance to help you see?
PLEBSE SPECITY. vcrvrirevcsessmscnsssssss ot ssess s et oo s s oo

28. Are you or is anyone in your family going to have an operation or special test in the next month?
UYes No
PLEBSE SPECITY. worrerrrsneveesssessssssss ottt et o st st

29. Will anyone need to have a prescription filled or refilled in the next month? W Yes W No
Pleaserspeeiiymmm s i s R R R S R

30. When was your last dental visit? (Check one box))
[ In the past 6 months [ More than 6 months ago [ Never

3. Do you have a dentist that you see regularly? [ Yes [ No
32. Do you need to see a dentist? [ Yes [ No

Please return this survey in the postage-paid envelope we've provided.

Thank you!
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