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Request for Proposals for:

Systems and Professional Services for the

Iowa Medicaid Enterprise

RFP#: MED-04-015

Issue Date: December 9, 2003

Bid Proposal Due Date: March 9, 2003
December 9, 2003

Dear Bidders:

Thank you for your interest in the Iowa Medicaid Enterprise Procurement.  You are invited to submit Bid Proposals in accordance with the attached Request for Proposals, RFP# MED-04-015.  DHS will select contractors to provide a set of integrated Medicaid systems and professional services, as described in this RFP.

Bidders may offer Bid Proposals on any or all components, but each individual component proposal must be self-sufficient and submitted separately according to the submittal requirements described by this RFP.

A Bidders’ Conference will be held in relation to this RFP on December 18, 2003 at 8:00 a.m., Central Time at the Wallace Building Auditorium in Des Moines, Iowa.  For the purpose of clarifying the RFP’s contents, written questions may be submitted by bidders.  Bidder questions should be submitted via e-mail to: medicaidrfp@dhs.state.ia.us .

All Bid Proposals must be submitted by Tuesday, March 9, 2004, at or before 3:00 PM to:

Mary Tavegia

Issuing Officer, RFP# MED-04-015

Iowa Department of Human Services

5th Floor, Hoover State Office Building

1305 East Walnut Street

Des Moines, Iowa  50319-0114
Regardless of the reason, late responses will not be considered and will be disqualified.

Responses must be signed by an official authorized to bind the bidder to the Scope of Work for the RFP Component Bid under consideration.  Also, please include your Federal Identification number on the cover sheet of your response.  Evaluation of Bid Proposals and selection of bidders will be completed as quickly as possible after receipt of responses.

DHS looks forward to receiving your Bid Proposals.

Regards,

Mary Tavegia

Issuing Officer, RFP# MED-04-015

Iowa Department of Human Services
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2575.3.2.5.4.1
Federally Required Drug Rebates


2595.3.2.5.4.2
Supplemental Drug Rebates


2605.3.2.5.5
Inputs


2615.3.2.5.6
Outputs


2615.3.2.5.7
Performance Standards


2625.4
Data Warehouse / Decision Support Component


2635.4.1
Contractor Start-Up Activities


2635.4.1.1
Planning Task


2645.4.1.1.1
Planning Task Activity


2655.4.1.1.1.1
State Responsibilities


2655.4.1.1.1.2
Contractor Responsibilities


2665.4.1.1.1.3
Deliverables


2665.4.1.2
Development Task


2675.4.1.2.1
Requirements Analysis Activity


2675.4.1.2.1.1
State Responsibilities


2675.4.1.2.1.2
Contractor Responsibilities


2685.4.1.2.1.3
Deliverables


2685.4.1.2.2
Systems Design Activity


2685.4.1.2.2.1
State Responsibilities:


2695.4.1.2.2.2
Contractor Responsibilities


2695.4.1.2.2.3
Deliverables


2695.4.1.2.3
System Development and Testing Activity


2705.4.1.2.3.1
State Responsibilities


2705.4.1.2.3.2
Contractor Responsibilities


2715.4.1.2.3.3
Deliverables


2715.4.1.3
Conversion Task


2715.4.1.3.1
Data Conversion Activity


2725.4.1.3.1.1
State Responsibilities


2725.4.1.3.1.2
Contractor Responsibilities


2725.4.1.3.1.3
Deliverables


2735.4.1.4
Acceptance Test Task


2735.4.1.4.1
Structured Systems Test Activity


2735.4.1.4.1.1
State Responsibilities


2745.4.1.4.1.2
Contractor Responsibilities


2745.4.1.4.1.3
Deliverables


2755.4.1.4.2
Operational Readiness and Operability Testing Activity


2765.4.1.4.2.1
State Responsibilities


2765.4.1.4.2.2
Contractor Responsibilities


2765.4.1.4.2.3
Deliverables


2775.4.1.5
Implementation Task


2775.4.1.5.1
State Responsibilities


2785.4.1.5.2
Contractor Responsibilities


2785.4.1.5.3
Deliverables


2795.4.1.6
Operations Task


2795.4.2
Operational Requirements


2795.4.2.1
Objectives


2805.4.2.2
Interfaces


2805.4.2.2.1
Interfaces With Other MMIS Components


2805.4.2.2.2
Interfaces With External Entities


2805.4.2.3
State Responsibilities


2835.4.2.3.1
Enhancements to Current Functionality


2855.4.2.4
Contractor Responsibilities


2875.4.2.4.1
Enhancements to Current Functionality


2895.4.2.5
Inputs


2895.4.2.6
Outputs


2905.4.2.7
Performance Standards


2916
Professional Services Components and Operational Requirements


2916.1
General Requirements For All Professional Services Components


2926.1.1
Staffing Requirements


2926.1.1.1
Key Personnel To Be Named


2956.1.1.2
Special Staffing Needs


2956.1.1.2.1
Professional Staff Requirements


2956.1.1.2.2
Bonding


2956.1.1.2.3
Job Rotation


2956.1.1.2.4
Coverage During Vacations for Sensitive Positions


2956.1.1.3
DHS Approval of Key Personnel


2966.1.1.4
Changes to Contractor’s Key Staff


2966.1.2
Facility Requirements


2966.1.2.1
Temporary Offices during Implementation Phase


2966.1.2.2
Permanent Facilities


2966.1.2.2.1
State Responsibilities


2976.1.2.3
Courier Service


2986.1.2.3.1
Contractor Responsibilities


2986.1.2.4
Contingency Plan


2986.1.3
Onsite and Offsite Expectations


2986.1.3.1
Onsite Expectations


2986.1.4
General Start-Up Activities for Professional Services Contractors


2986.1.4.1
Planning Task


2996.1.4.1.1
Planning Task Activities


2996.1.4.1.2
State Responsibilities


2996.1.4.1.3
Contractor Responsibilities


3006.1.4.1.4
Deliverables


3006.1.4.2
Development Task


3006.1.4.2.1
System Requirements Confirmation Activity


3006.1.4.2.1.1
State Responsibilities


3016.1.4.2.1.2
Contractor Responsibilities


3016.1.4.2.1.3
Deliverables


3026.1.4.2.2
System Design Activity


3026.1.4.2.2.1
State Responsibilities


3026.1.4.2.2.2
Contractor Responsibilities


3036.1.4.2.2.3
Deliverables


3036.1.4.3
Acceptance Test Task


3046.1.4.3.1
Operational Readiness and Operability Testing Activity


3056.1.4.3.1.1
State Responsibilities


3056.1.4.3.1.2
Contractor Responsibilities


3066.1.4.3.1.3
Deliverables


3066.1.4.3.2
Pilot Test Activity


3076.1.4.3.2.1
State Responsibilities


3076.1.4.3.2.2
Contractor Responsibilities


3076.1.4.3.2.3
Deliverables


3086.1.4.4
Implementation Task


3086.1.4.4.1
State Responsibilities


3086.1.4.4.2
Contractor Responsibilities


3096.1.4.4.3
Deliverables


3096.1.4.5
Operations Task


3096.1.5
Contract Management


3096.1.5.1
State Responsibilities


3106.1.5.2
Contractor Responsibilities


3116.1.5.3
Performance Standards


3116.1.6
Performance-Based Contracts and Damages for Professional Services Contractors


3126.1.6.1
Approach to Performance Standards and Damages


3126.1.6.2
Right to Assess Damages


3126.1.6.3
Dispute Resolution Process for Damages Assessment


3136.1.6.4
Actual Damages


3136.1.6.4.1
Systems Certification


3136.1.6.4.2
Operations Start Date


3146.1.6.4.3
Erroneous Payments


3146.1.6.5
Liquidated Damages


3146.1.6.6
The Report Card


3156.1.7
Internal Quality Assurance


3156.1.7.1
State Responsibilities


3156.1.7.2
Contractor Responsibilities


3166.1.7.3
Performance Standards


3176.1.8
Training


3176.1.9
Documentation


3176.1.10
Security and Confidentiality Requirements


3186.1.11
Accounting Requirements


3196.1.12
Audit Requirements


3196.1.12.1
Retention of Records


3196.1.12.2
Access to Records


3196.1.13
Transfer of Work Responsibilities


3216.2
Medical Services Component


3216.2.1
Contractor Start-Up Activities


3216.2.1.1
Planning Task


3226.2.1.2
Development Task


3226.2.1.3
Acceptance Test Task


3226.2.1.4
Implementation Task


3226.2.1.5
Operations Task


3226.2.2
Operational Requirements


3236.2.2.1
General Requirements


3236.2.2.2
Medical Support


3236.2.2.2.1
Objectives


3236.2.2.2.2
Interfaces


3246.2.2.2.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3246.2.2.2.2.2
Interfaces With External Entities


3246.2.2.2.3
State Responsibilities


3246.2.2.2.4
Contractor Responsibilities


3246.2.2.2.4.1
General Medical Support


3276.2.2.2.4.2
Preferred Drug List (PDL) Maintenance


3296.2.2.2.5
Data Sources


3306.2.2.2.6
Required Reports


3306.2.2.2.7
Performance Standards


3306.2.2.3
Disease Management


3316.2.2.3.1
Objectives


3316.2.2.3.2
Interfaces


3316.2.2.3.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3326.2.2.3.2.2
Interfaces With External Entities


3326.2.2.3.3
State Responsibilities


3326.2.2.3.4
Contractor Responsibilities


3336.2.2.3.5
Data Sources


3346.2.2.3.6
Required Reports


3346.2.2.3.7
Performance Standards


3346.2.2.4
Retrospective Drug Utilization Review (RetroDUR)


3356.2.2.4.1
Objectives


3356.2.2.4.2
Interfaces


3356.2.2.4.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3356.2.2.4.2.2
Interfaces With External Entities


3366.2.2.4.3
State Responsibilities


3366.2.2.4.4
Contractor Responsibilities


3366.2.2.4.5
Data Sources


3376.2.2.4.6
Required Reports


3376.2.2.4.7
Performance Standards


3376.2.2.5
Enhanced Primary Care Case Management


3376.2.2.5.1
Objectives


3376.2.2.5.2
Interfaces


3386.2.2.5.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3386.2.2.5.2.2
Interfaces With External Entities


3386.2.2.5.3
State Responsibilities


3386.2.2.5.4
Contractor Responsibilities


3396.2.2.5.5
Data Sources


3396.2.2.5.6
Required Reports


3406.2.2.5.7
Performance Standards


3406.2.2.6
Prevention Promotion (EPSDT)


3406.2.2.6.1
Objectives


3416.2.2.6.2
Interfaces


3416.2.2.6.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3416.2.2.6.2.2
Interfaces With External Entities


3426.2.2.6.3
State Responsibilities


3436.2.2.6.4
Contractor Responsibilities


3436.2.2.6.4.1
EPSDT Care Coordination


3446.2.2.6.4.2
EPSDT Tracking and Reporting


3446.2.2.6.5
Data Sources


3446.2.2.6.6
Required Reports


3456.2.2.6.7
Performance Standards


3456.2.2.7
Prior Authorization


3466.2.2.7.1
Objectives


3476.2.2.7.2
Interfaces


3476.2.2.7.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3476.2.2.7.2.2
Interfaces With External Entities


3476.2.2.7.3
State Responsibilities


3486.2.2.7.4
Contractor Responsibilities


3496.2.2.7.4.1
Prior Authorization Processing


3506.2.2.7.4.2
Prior Authorization File Maintenance


3526.2.2.7.4.3
Prior Authorization for PDL


3536.2.2.7.5
Data Sources


3536.2.2.7.6
Required Reports


3546.2.2.7.7
Performance Standards


3556.2.2.7.7.1
Pharmacy Prior Authorization


3556.2.2.8
Quality of Care


3556.2.2.8.1
Objectives


3556.2.2.8.2
Interfaces


3566.2.2.8.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3566.2.2.8.2.2
Interfaces With External Entities


3566.2.2.8.3
State Responsibilities


3576.2.2.8.4
Contractor Responsibilities


3586.2.2.8.5
Data Sources


3596.2.2.8.6
Required Reports


3596.2.2.8.7
Performance Standards


3596.2.2.9
Long Term Care Assessment


3596.2.2.9.1
Objectives


3606.2.2.9.2
Interfaces


3606.2.2.9.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3606.2.2.9.2.2
Interfaces With External Entities


3606.2.2.9.3
State Responsibilities


3616.2.2.9.4
Contractor Responsibilities


3626.2.2.9.5
Data Sources


3626.2.2.9.6
Required Reports


3636.2.2.9.7
Performance Standards


3636.2.2.10
Case Mix Audits


3646.2.2.10.1
Objectives


3646.2.2.10.2
Interfaces


3646.2.2.10.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3646.2.2.10.2.2
Interfaces With External Entities


3646.2.2.10.3
State Responsibilities


3656.2.2.10.4
Contractor Responsibilities


3656.2.2.10.5
Data Sources


3666.2.2.10.6
Required Reports


3666.2.2.10.7
Performance Standards


3686.3
Provider Services Component


3686.3.1
Contractor Start-Up Activities


3686.3.1.1
Planning Task


3696.3.1.2
Development Task


3696.3.1.3
Acceptance Test Task


3706.3.1.4
Implementation Task


3706.3.1.5
Operations Task


3706.3.2
Operational Requirements


3716.3.2.1
General Requirements


3716.3.2.2
Provider Enrollment


3716.3.2.2.1
Objectives


3716.3.2.2.2
Interfaces


3726.3.2.2.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3726.3.2.2.2.2
Interfaces With External Entities


3726.3.2.2.3
State Responsibilities


3736.3.2.2.4
Contractor Responsibilities


3776.3.2.2.4.1
Enhancements to Current Functionality


3776.3.2.2.5
Data Sources


3786.3.2.2.6
Required Reports


3786.3.2.2.7
Performance Standards


3796.3.2.3
Provider Inquiry/Provider Relations


3796.3.2.3.1
Objectives


3806.3.2.3.2
Interfaces


3806.3.2.3.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3806.3.2.3.2.2
Interfaces With External Entities


3806.3.2.3.3
State Responsibilities


3816.3.2.3.4
Contractor Responsibilities


3826.3.2.3.4.1
Enhancements to Current Functionality


3826.3.2.3.5
Data Sources


3826.3.2.3.6
Required Reports


3836.3.2.3.7
Performance Standards


3836.3.2.4
Provider Publications


3836.3.2.4.1
Objectives


3846.3.2.4.2
Interfaces


3846.3.2.4.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3846.3.2.4.2.2
Interfaces With External Entities


3846.3.2.4.3
State Responsibilities


3856.3.2.4.4
Contractor Responsibilities


3876.3.2.4.4.1
Enhancements to Current Functionality


3876.3.2.4.5
Data Sources


3876.3.2.4.6
Required Reports


3886.3.2.4.7
Performance Standards


3886.3.2.5
Provider Training


3896.3.2.5.1
Objectives


3896.3.2.5.2
Interfaces


3896.3.2.5.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3896.3.2.5.2.2
Interfaces With External Entities


3906.3.2.5.3
State Responsibilities


3906.3.2.5.4
Contractor Responsibilities


3926.3.2.5.5
Data Sources


3926.3.2.5.6
Required Reports


3926.3.2.5.7
Performance Standards


3936.3.2.6
Managed Care Function


3936.3.2.6.1
Objectives


3936.3.2.6.2
Interfaces


3936.3.2.6.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


3946.3.2.6.2.2
Interfaces With External Entities


3946.3.2.6.3
State Responsibilities


3946.3.2.6.4
Contractor Responsibilities


3966.3.2.6.5
Data Sources


3966.3.2.6.6
Required Reports


3966.3.2.6.7
Performance Standards


3976.4
Member Services Component


3976.4.1
Contractor Start-Up Activities


3976.4.1.1
Planning Task


3986.4.1.2
Development Task


3986.4.1.3
Acceptance Test Task


3986.4.1.4
Implementation Task


3996.4.1.5
Operations Task


3996.4.2
Operational Requirements


3996.4.2.1
General Requirements


3996.4.2.2
MHC Enrollment Broker


4006.4.2.2.1
Objectives


4006.4.2.2.2
Interfaces


4006.4.2.2.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4016.4.2.2.2.2
Interfaces With External Entities


4016.4.2.2.3
State Responsibilities


4016.4.2.2.4
Contractor Responsibilities


4036.4.2.2.5
Data Sources


4036.4.2.2.6
Required Reports


4046.4.2.2.7
Performance Standards


4046.4.2.3
Member Inquiry / Member Relations


4056.4.2.3.1
Objectives


4056.4.2.3.2
Interfaces


4056.4.2.3.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4056.4.2.3.2.2
Interfaces With External Entities


4066.4.2.3.3
State Responsibilities


4066.4.2.3.4
Contractor Responsibilities


4086.4.2.3.5
Data Sources


4086.4.2.3.6
Required Reports


4086.4.2.3.7
Performance Standards


4096.4.2.4
Member Publications and Education


4096.4.2.4.1
Objectives


4106.4.2.4.2
Interfaces


4106.4.2.4.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4106.4.2.4.2.2
Interfaces With External Entities


4106.4.2.4.3
State Responsibilities


4116.4.2.4.4
Contractor Responsibilities


4126.4.2.4.5
Data Sources


4126.4.2.4.6
Required Reports


4136.4.2.4.7
Performance Standards


4136.4.2.5
Member Complaints


4136.4.2.5.1
Objectives


4136.4.2.5.2
Interfaces


4136.4.2.5.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4146.4.2.5.2.2
Interfaces With External Entities


4146.4.2.5.3
State Responsibilities


4146.4.2.5.4
Contractor Responsibilities


4156.4.2.5.5
Data Sources


4156.4.2.5.6
Required Reports


4156.4.2.5.7
Performance Standards


4166.4.2.6
Member Quality Assurance


4166.4.2.6.1
Objectives


4166.4.2.6.2
Interfaces


4166.4.2.6.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4176.4.2.6.2.2
Interfaces With External Entities


4176.4.2.6.3
State Responsibilities


4176.4.2.6.4
Contractor Responsibilities


4196.4.2.6.5
Data Sources


4196.4.2.6.6
Required Reports


4196.4.2.6.7
Performance Standards


4216.5
Revenue Collection Component


4216.5.1
Contractor Start-Up Activities


4216.5.1.1
Planning Task


4236.5.1.2
Development Task


4236.5.1.3
Acceptance Test Task


4236.5.1.4
Implementation Task


4246.5.1.5
Operations Task


4246.5.2
Operational Requirements


4246.5.2.1
General Requirements


4246.5.2.1.1
Banking Policies


4246.5.2.2
Third Party Liability


4256.5.2.2.1
Objectives


4256.5.2.2.2
Interfaces


4256.5.2.2.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4256.5.2.2.2.2
Interfaces With External Entities


4256.5.2.2.3
State Responsibilities


4266.5.2.2.4
Contractor Responsibilities


4276.5.2.2.4.1
Enhancements to Current Functionality


4276.5.2.2.5
Data Sources


4286.5.2.2.6
Required Reports


4296.5.2.2.7
Performance Standards


4296.5.2.3
Estate Recovery


4316.5.2.3.1
Objectives


4326.5.2.3.2
Interfaces


4326.5.2.3.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4326.5.2.3.2.2
Interfaces With External Entities


4326.5.2.3.3
State Responsibilities


4336.5.2.3.4
Contractor Responsibilities


4386.5.2.3.5
Data Sources


4386.5.2.3.6
Required Reports


4406.5.2.3.7
Performance Standards


4416.5.2.4
Lien Recovery


4416.5.2.4.1
Objectives


4416.5.2.4.2
Interfaces


4416.5.2.4.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4416.5.2.4.2.2
Interfaces With External Entities


4416.5.2.4.3
State Responsibilities


4426.5.2.4.4
Contractor Responsibilities


4426.5.2.4.5
Data Sources


4426.5.2.4.6
Required Reports


4436.5.2.4.7
Performance Standards


4436.5.2.5
Provider Overpayment


4436.5.2.5.1
Objectives


4446.5.2.5.2
Interfaces


4446.5.2.5.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4446.5.2.5.2.2
Interfaces With External Entities


4446.5.2.5.3
State Responsibilities


4446.5.2.5.4
Contractor Responsibilities


4466.5.2.5.5
Data Sources


4466.5.2.5.6
Required Reports


4466.5.2.5.7
Performance Standards


4476.5.2.6
Interface With DAS (Tax Offset)


4476.5.2.6.1
Objectives


4476.5.2.6.2
Interfaces


4476.5.2.6.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4486.5.2.6.2.2
Interfaces With External Entities


4486.5.2.6.3
State Responsibilities


4486.5.2.6.4
Contractor Responsibilities


4486.5.2.6.5
Data Sources


4496.5.2.6.6
Required Reports


4496.5.2.6.7
Performance Standards


4496.5.2.7
Miller Trust and Special Needs Trust Recovery


4496.5.2.7.1
Objectives


4506.5.2.7.2
Interfaces


4506.5.2.7.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4506.5.2.7.2.2
Interfaces With External Entities


4506.5.2.7.3
State Responsibilities


4506.5.2.7.4
Contractor Responsibilities


4516.5.2.7.5
Data Sources


4516.5.2.7.6
Required Reports


4526.5.2.7.7
Performance Standards


4536.6
SURS Analysis and Provider Audits Component


4536.6.1
Contractor Start-Up Activities


4536.6.1.1
Planning Task


4546.6.1.2
Development Task


4546.6.1.3
Acceptance Test Task


4546.6.1.4
Implementation Task


4546.6.1.5
Operations Task


4556.6.2
Operational Requirements


4556.6.2.1
General Requirements


4556.6.2.2
SURS Analysis and Provider Audits


4556.6.2.2.1
Objectives


4566.6.2.2.2
Interfaces


4566.6.2.2.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4576.6.2.2.2.2
Interfaces With External Entities


4576.6.2.2.3
State Responsibilities


4586.6.2.2.4
Contractor Responsibilities


4606.6.2.2.5
Data Sources


4606.6.2.2.6
Required Reports


4616.6.2.2.7
Performance Standards


4626.7
Provider Cost Audits and Rate Setting Component


4626.7.1
Contractor Start-Up Activities


4626.7.1.1
Planning Task


4636.7.1.2
Development Task


4636.7.1.3
Acceptance Test Task


4636.7.1.4
Implementation Task


4646.7.1.5
Operations Task


4646.7.2
Operational Requirements


4646.7.2.1
General Requirements


4656.7.2.2
Rate Setting, Cost Settlements, and Cost Audits


4656.7.2.2.1
Objectives


4656.7.2.2.2
Interfaces


4656.7.2.2.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4666.7.2.2.2.2
Interfaces With External Entities


4666.7.2.2.3
State Responsibilities


4676.7.2.2.4
Contractor Responsibilities


4706.7.2.2.5
Data Sources


4706.7.2.2.6
Required Reports


4706.7.2.2.7
Performance Standards


4706.7.2.3
Rebasing and DRG and APG Recalibration


4716.7.2.3.1
Objectives


4716.7.2.3.2
Interfaces


4716.7.2.3.2.1
Interfaces With Other Iowa Medicaid Enterprise Components


4716.7.2.3.2.2
Interfaces With External Entities


4716.7.2.3.3
State Responsibilities


4726.7.2.3.4
Contractor Responsibilities


4726.7.2.3.5
Data Sources


4726.7.2.3.6
Required Reports


4736.7.2.3.7
Performance Standards


4757
Format and Content of Bid Proposals
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1 Procurement Overview

1.1 Background of this Procurement

The Iowa Department of Human Services (DHS or Department) is the single state agency responsible for administering the Medicaid program in Iowa.  The Iowa Medicaid Program provides medical services to eligible Medicaid recipients under Title XIX (Medicaid) of the Social Security Act through enrolled providers and health plans.

The Federal Government amended Title XIX of the Social Security Act in 1972 to allow States to receive 90 percent Federal financial participation (FFP) for all expenditures attributable to the design, development, and installation of mechanized claims processing and information retrieval systems. The legislation also allows States to claim 75 percent FFP for the operation of such systems.

To receive the 75 percent FFP, the developed system must be certified by the Secretary of the Department of Health and Human Services (HHS).  An absolute priority of the Iowa Department of Human Services is the continuance of certification status for the Iowa MMIS.

The Iowa MMIS has been in continuous operation since October 1979. It has evolved continuously since its inception as a result of phased-in developments and enhancements. The Iowa MMIS is certified and eligible for 75 percent Federal financial participation (FFP) under 42 CFR, Part 433, Sub-Part 3 and Section 1903 (a) (4) of the Social Security Act. 

Prior to this procurement, DHS has contracted the operations management responsibility for the Iowa MMIS to companies who provide a broad range of “Fiscal Agent Services”.  These Fiscal Agent Services have traditionally included, but have not been limited to:

· Management, Maintenance, and Enhancement of MMIS Subsystems

· Medicaid Claims Processing, Adjudication, and Payment

· Pharmacy Point-Of-Sale (POS) Claims Processing, Adjudication, and Payment

· Mail Room Management and Operations (Paper Claims, Enrollment, Correspondence, and Similar Paper Transactions)

· Data Entry

· Claims Dispute Resolution

· Medical Policy and Medical Review

· Third-Party Liability

· Member Services

· Provider Services

· Drug Rebate

· Pharmacy Help Desk Functions

· Prospective Drug Utilization Review (ProDUR)

The final option year of the contract with the current Fiscal Agent Services contractor [ACS, Inc. (formerly Consultec)] expires on June 30, 2005.

1.2 Purpose of this RFP

The State's primary objective in this procurement is to promote fair, impartial, and open competition among all prospective bidders.  The Iowa Department of Human Services (DHS) – the single state agency responsible for the administration of the State Medicaid program –expects this procurement to redefine systems and business processes for the Iowa Medicaid Program.  With this document, DHS presents a multi-component RFP with both Systems components and Professional Services components.  Vendors may offer Bid Proposals on any or all components, but each individual component proposal must be self contained and self-sufficient.  The resultant winners of the nine (9) contract awards are expected to perform all contractor responsibilities of the respective RFP components, as defined by this RFP and its supporting documentation, throughout the duration of the contract terms that are specified by Section 9.4 below.

1.3 Authority

This RFP is issued under the authority of Title XIX of the Social Security Act (as amended), the regulations issued under the authority thereof, and the provisions of the Code of Iowa and rules of the Iowa Department of Administrative Services. All bidders are charged with presumptive knowledge of all requirements of the cited authorities, as well as any systems and professional services performance review standards. The submission of a valid Bid Proposal by any bidder will constitute admission of such knowledge on the part of the bidder.

1.4 Summary of this RFP

DHS’ objective for this procurement is to develop a contract environment where Iowa Medicaid is a cohesive Iowa Medicaid Enterprise, with “Best of Breed” contractors co-located with State staff at a common Iowa Medicaid facility.  The State’s vision for the Iowa Medicaid Enterprise is not unlike the conceptual view of the operation of a Managed Care Organization (MCO) or Health Maintenance Organization (HMO).  While the State currently contracts with three HMOs for managed health care for some of its members, a substantial portion of the State’s Medicaid expenditures remain appropriated to non-HMO service provision [e.g., the State’s Primary Care Case Management program (MediPASS) and the Iowa Plan].  DHS is proposing to bring the “managed care” operational approach to an integrated Iowa Medicaid Enterprise operation at a single State facility.  This strategy will allow the State to assume a greater responsibility for the operation and direction of healthcare delivery to Medicaid members in Iowa.  

All contractors operating within the Iowa Medicaid Enterprise will utilize two common managerial tools as part of their operation.  The first tool is the enterprise-wide State SQL Data Warehouse and the Decision Support Tools built therein.  These Decision Support tools are to be developed by the Data Warehouse / Decision Support contractor, as described below, and are subject to approval by DHS and its Implementation and Support Services (I&SS) contractor.  The second tool is an enterprise-wide Workflow Process Management system.  This tool is to be implemented by the Core MMIS contractor, as described below, and is subject to approval by DHS and its I&SS contractor.

DHS plans to use an I&SS contractor to lead the coordination effort between all successful bidders.  This includes both systems integration considerations and development of the operational logic for the Workflow Process Management system.

With regard to the systems components involved in this procurement, DHS seeks technical solutions which not only achieve and maintain certification status for the Iowa MMIS, but also are compliant with Federal mandates under the Health Insurance Portability and Accountability Act (HIPAA) of 1996.  

· Core MMIS Component: In the Core MMIS Component of this RFP, DHS is soliciting bids on the operational takeover, enhancement, and continued operations management of the existing Iowa MMIS, which will be transferred to State-owned hardware at the State Data Center prior to the Implementation Phase of the impending Core MMIS contract.  

In addition to the enhancements on the existing Iowa MMIS, the Core MMIS contractor will also implement an Imaging system and a Workflow Process Management system for the Iowa Medicaid Enterprise.  As mentioned above, all contractors and State staff in the Iowa Medicaid Enterprise will use the Workflow Process Management system.

The Current Fiscal Agent Contractor (ACS) and State staff from the Information Technology Enterprise (ITE) will be responsible for transferring the existing Iowa MMIS system (excluding the existing Pharmacy POS and STARS DSS) to the State Data Center.

· Pharmacy POS Component: The Pharmacy POS Component of this RFP is soliciting bids on a replacement system to the current POS system.  The new POS does not have to reside on State-owned hardware.  

· Data Warehouse / Decision Support Component: In the Data Warehouse / Decision Support Component of this RFP, DHS is soliciting bids for technical development staff to provide replacement functionality to the current STARS DSS system.  State staff from the Information Technology Enterprise (ITE) will be responsible  the migration and integration of Medicaid data from the current MMIS to the State SQL Data Warehouse.  The Data Warehouse / Decision Support Component will be responsible for the development and implementation of Decision Support tools and reports for DHS.  As mentioned above, all contractors and State staff in the Iowa Medicaid Enterprise will use the Data Warehouse and Decision Support tools developed by the Data Warehouse / Decision Support contractor.

The Professional Services components being sought by this RFP are to be awarded individually for the purposes of obtaining “Best of Breed” services from vendors with specializations and staff expertise in the designated medical and administrative management areas.  The intent of the Professional Services components is to purchase the “managerial skills and knowledge” that are specific to each Professional Service functional area.  The Professional Services components are expected to support the Federally-certified MMIS and comply with relevant mandates under HIPAA legislation.  It is anticipated that the co-location with State staff and staff from other component contractors will establish a significant level of efficiencies for the Iowa Medicaid Enterprise, allowing the State to provide a highly effective level of service for both members and providers alike.

Some components represent a takeover of existing system hardware and software programs, while others require new applications to meet specific requirements for a component.  Bidders are expected to describe a complete solution for each component that they bid on, including a work plan.  Work plans should contain tasks and subtasks, duration, resources, milestones and deliverables, and target dates for the milestones and deliverables.  All dates are subject to change, as they will be reviewed and integrated into the overall Iowa Medicaid Enterprise implementation work plan.  Since this procurement has the potential of resulting in contracts for up to 9 vendors, the identification and explanation of all interfaces and inputs that the bidder’s solution requires from other components is an important evaluation criterion.  As such, the work plan for each component must also identify the required interfaces to other key data sources. During the implementation Phase, it is essential that each contractor specify any “contractor interface-related” decision support requirements or capabilities that the Data Warehouse / Decision Support Contractor can develop to streamline business processes for the Iowa Medicaid Enterprise.

Bidders who have been awarded components other than the Core MMIS contract (the lead contractor) will be required to work with the lead contractor (Core MMIS) and State technical staff to support integration of the respective work plans into the overall Implementation and Operations project plans for the Iowa Medicaid Enterprise Project.  Bidders who have been awarded components will have one (1) year (i.e., 12 calendar months) from the time of contract award in which to complete all implementation-related tasks.

1.5 Organization of this RFP

This RFP is organized into nine (9) primary sections plus an Attachments section.  The Sections of this RFP, with brief title, are as follows:

· Section 1:
Procurement Overview

· Section 2:
Procurement Process

· Section 3:
Program Description

· Section 4:
Scope of Work

· Section 5:
Systems Components and Operational Requirements

· Section 6:
Professional Services Components and Operational Requirements

· Section 7:
Format and Content of Bid Proposals

· Section 8:
Evaluation of Bid Proposals

· Section 9:
Contract Terms and Conditions

· Section 10:
Attachments

1.6 Glossary of Terms and Acronyms

DHS has prepared a Glossary of Terms and Acronyms to familiarize bidders with any Iowa-specific terms or acronyms that are contained within this RFP.  This Glossary is presented as Attachment A to this document.
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Procurement Process

2.1 Issuing Officer  

The Issuing Officer, identified below, is the sole point of contact regarding the RFP from the date of issuance until selection of the successful bidder.

Mary Tavegia, Issuing Officer

Iowa Department of Human Services

5th Floor, Hoover State Office Building

1305 East Walnut Street

Des Moines, Iowa  50319-0114

2.2 Restrictions on Communications Between Bidder and DHS

From the issue date of this RFP until announcement of the successful bidder, bidders may contact only the Issuing Officer.  The Issuing Officer will respond only to questions regarding the procurement process or interpretation of the RFP.  Questions related to the procurement process must be submitted in writing (by mail or electronic mail) to the Issuing Officer by 3:00 p.m., Central Time on January 8, 2004, or they may be submitted in writing at the Bidders' Conference.  Questions related to the interpretation of the RFP follow the protocol set forth by Section 2.9 below.  Verbal questions related to the procurement process will not be accepted.  All procurement process questions submitted via electronic mail should be sent to the following email address:
medicaidrfp@dhs.state.ia.us 

Bidders may be disqualified if they contact any State employee other than the Issuing Officer regarding this RFP.
DHS requests that bidders submit their point of contact for any required bidder follow-up by the DHS Issuing Officer.

2.3 Downloading the RFP from the Internet

All amendments will be posted on the Department’s homepage at www.dhs.state.ia.us.  The bidder is advised to check the Department’s homepage periodically for any amendments to this RFP, particularly if the bidder originally downloaded the RFP from the Internet.  Bidders downloading the RFP from the Internet may not automatically receive amendments.  If the bidder received this RFP as a result of a written request to the Department, the bidder will automatically receive all amendments.

Bidders will be required to acknowledge receipt of subsequent amendments within their proposals.

2.4 Intent of the RFP Process

This RFP is designed to provide bidders with the information necessary to prepare a competitive Bid Proposal.  This RFP process is for the Department's benefit and is intended to provide the Department with competitive information to assist in the selection of bidders to provide the desired services.  It is not intended to be comprehensive and each bidder is responsible for determining all factors necessary for submission of a comprehensive Bid Proposal.

2.5 Procurement Timetable

The following dates are set forth for informational and planning purposes.  However, the Department reserves the right to change the dates.

Table 1: Procurement Timetable

	Task
	Key Procurement Task
	Date

	A
	Notice of Intent to Issue RFP
	November 12, 2003

	B
	Issue RFP
	December 9, 2003

	C
	Resource Room / Bidder's Library Available
	Tuesdays, Wednesdays, and Thursdays from 

December 16, 2003 through

February 12, 2004 (excluding holidays)

	D
	Bidders’ Conference
	December 18, 2003

	E
	Bidders’ Questions Due
	January 8, 2004

	F
	Letters of Intent to Bid Due
	January 15, 2004

	G
	Written Responses to Bidders’ Questions Issued
	February 4, 2004

	H
	Closing Date for Receipt of Bid Proposals and Amendments to Bid Proposals
	March 9, 2004

	I
	Oral Presentations
	March 22 - 26, 2004 and

March 29 – April 2, 2004 (if Necessary)

	J
	Best and Final Offers Due (As Requested)
	April 5, 2004

	K
	Notice of Intent to Award to Successful Bidders
	April 28, 2004

	L
	Completion of Contract Negotiations and Execution of the Contract
	May 28, 2004

	M
	Begin Implementation Phase of Contracts
	June 30, 2005

	N
	Begin Operations Phase of Contracts
	June 30, 2005


2.6 Resource Room / Bidders’ Library

A Resource Room / Bidders’ Library will be available onsite at the DHS offices (Hoover Building  - Des Moines, Iowa), by appointment only, for potential bidders to review material relevant to the RFP.  The Resource Room / Bidders’ Library will be available on Tuesdays, Wednesdays, and Thursdays (between the hours of 8:00 a.m. to 4:00 p.m., Central Time) from December 16, 2003 through February 12, 2004, excluding holidays.  Bidders should contact the Issuing Officer (Mary Tavegia) or her designee(s) by phone at (515) 281-8283 or by e-mail at medicaidrfp@dhs.state.ia.us to schedule an appointment.  See Attachment B for a list of materials that will be provided in the Resource Room / Bidders’ Library.

Materials provided for the Bidders’ Library cannot be removed from the Bidders’ Library.  DHS will arrange for select materials to be available at a local copy center.  Bidders’ Library items available both onsite and at the copy center will be numbered alike in order to ease the process of ordering copies.  Bidders assume all costs associated with the copying of Bidders’ Library materials.

2.7 Bidders’ Conference

A Bidders’ Conference will be held on December 18, 2003 at 8:00 a.m., Central Time at the Wallace Building Auditorium.  The Wallace Building is located at:

Wallace State Office Building

502 E. 9th Street

Des Moines, Iowa 50319

Attachment C is a map showing the location of the building and parking availability.  The purpose of the Bidders’ Conference is to discuss with prospective bidders the work to be performed and to allow prospective bidders an opportunity to ask questions regarding the RFP.  Verbal discussions at the Bidders’ Conference shall not be considered part of the RFP unless confirmed in writing by the Department and incorporated into this RFP.  The conference will be recorded.  Questions asked at the conference that cannot be adequately answered during the conference may be deferred.  A copy of the questions and answers will be sent to bidders who submit a Letter of Intent to Bid and will also be available on the DHS website at www.dhs.state.ia.us.

Although attendance at the Bidders’ Conference is not a mandatory requirement for submission of a proposal, DHS strongly encourages bidders to attend. 

2.8 Bidders’ Questions and Requests for Clarification

Bidders are invited to submit written questions and requests for clarifications regarding the RFP.  The questions or requests for clarifications must be in writing and received by the Issuing Officer before 3:00 p.m., Central Time on January 8, 2004.  Verbal questions will not be permitted.  If the question or request for clarification pertains to a specific section of the RFP, then the page and section number(s) must be referenced.  Questions and comments must be submitted to the Issuing Officer by mail or electronic mail and will not be accepted via fax.  All questions submitted via electronic mail should be sent to the following email address:
medicaidrfp@dhs.state.ia.us 

Written responses to bidders’ questions and responses to requests for clarifications will be sent on or before February 4, 2004 to bidders who have submitted a Letter of Intent to Bid.  Responses to questions will also be available on the DHS website at www.dhs.state.ia.us   

The Department’s written responses will be considered part of the RFP.  If the Department modifies the RFP, the Department will issue an appropriate amendment to the RFP.

The Department assumes no responsibility for verbal representations made by its officers or employees unless such representations are confirmed in writing and incorporated into the RFP.

2.9 Letters of Intent to Bid

A Letter of Intent to Bid must be mailed, sent via delivery service, or hand delivered by the bidder or the bidder’s representative to the Issuing Officer and the Letter of Intent to Bid must be received by 3:00 p.m., Central Time, on January 15, 2004.  The Letter of Intent to Bid must include:

· The bidder’s name and mailing address, 

· Name and E-mail address for designated contact person, 

· Telephone and Fax numbers for designated contact person,

· A statement of intent to bid for the contract, and 

· An authorizing signature

Electronic mail and faxed Letters of Intent to Bid will not be accepted.  Bidders who plan to submit Bid Proposals for multiple RFP components are expected to submit separate Letters of Intent to Bid for each component for which they intend to bid.

Submitting a Letter of Intent to Bid is a mandatory condition to submitting a Bid Proposal and also ensures receipt of written responses to bidders’ questions, comments, and any amendments to the RFP.  Failure to submit a Letter of Intent to Bid by the deadline specified will result in the rejection of the bidder's Bid Proposal.

2.10 Amendments to the RFP, Amendments to Bid Proposals, and Withdrawal of Bid Proposals

The Department reserves the right to amend the RFP at any time.  If the amendment occurs after the closing date for receipt of Bid Proposals, the Department may, in its sole discretion, allow bidders to amend their Bid Proposals in response to the Department's amendment if necessary.

The bidder may also amend its Bid Proposal prior to the proposal due date specified in this RFP.  The amendment must be in writing, signed by the bidder, and mailed to the Issuing Officer before the time that is set for the final receipt of proposals (unless this date is extended by the Department).  Electronic mail and faxed Bid Proposal amendments will not be accepted.

Bidders who submit Bid Proposals in advance of the deadline may withdraw, modify, and resubmit proposals at any time prior to the deadline for submitting proposals.  Bidders that modify a Bid Proposal that has already been submitted must submit modified Sections along with specific instructions identifying the pages or sections being replaced.  Modifications are only accepted if they are submitted prior to the deadline for final receipt of proposals.  Bidders must notify the Issuing Officer in writing if they wish to withdraw their Bid Proposal(s).  Electronic mail and faxed requests to withdraw will not be accepted.

2.11 Submission of Bid Proposals

The Department must receive the Bid Proposal, addressed as identified below, before 3:00pm, Central Time on March 9, 2004.  

Mary Tavegia, Issuing Officer

Iowa Department of Human Services

1st Floor, Hoover State Office Building

1305 East Walnut Street

Des Moines, Iowa  50319-0114
This is a mandatory requirement and will not be waived by the Department.  Any Bid Proposal received after this deadline will be rejected and returned unopened to the bidder.  Bidders mailing Bid Proposals must allow ample mail delivery time to ensure timely receipt of their Bid Proposals.  It is the bidder’s responsibility to ensure that the Bid Proposal is received prior to the deadline.  Postmarking by the due date will not substitute for actual receipt of the Bid Proposal by the Department.  Electronic mail and faxed Bid Proposals will not be accepted.

Bidders must furnish all information necessary to evaluate the Bid Proposal.  Bid Proposals that fail to meet the mandatory requirements of the RFP will be disqualified.  Verbal information provided by the bidder shall not be considered part of the bidder's Bid Proposal.
2.12 Bid Proposal Opening

The Department will open Bid Proposals at 8:00 a.m., Central Time, on March 10, 2004.  While Bid Proposal opening by the Issuing Officer is an informal process, the Bid Proposals will remain confidential until the Evaluation Committee has reviewed all of the Bid Proposals submitted in response to this RFP and the Department has announced a Notice of Intent to Award a contract.

Upon request, DHS may disclose the identity of bidders who have submitted Letters of Intent to Bid or Bid Proposals.

2.13 Costs of Preparing the Bid Proposal

The costs of preparation and delivery of the Bid Proposal are solely the responsibility of the bidder.

2.14 Rejection of Bid Proposals

The Department reserves the right to reject any or all Bid Proposals in response to this RFP, in whole or in part, and to cancel this RFP at any time prior to the execution of a written contract.  Issuance of this RFP in no way constitutes a commitment by the Department to award a contract.  

2.15 Disqualification

The Department reserves the right to eliminate from the evaluation process any bidder not fulfilling all mandatory requirements of this RFP.  Failure to meet a mandatory requirement shall be established by any of the following, as well the specifics outlined by the Bid Proposal Mandatory Requirements Checklist provided as Attachment D:

a) The bidder fails to deliver the Bid Proposal by the due date and time.

b) The bidder fails to deliver the Cost Proposal in a separate, sealed envelope in the same box(es) with Technical Proposals.

c) The bidder states that a service requirement cannot be met.

d) The bidder's response materially changes a service requirement.

e) The bidder’s response limits the rights of the Department.

f) The bidder fails to include information necessary to substantiate that it will be able to meet a service requirement.  A response of "will comply" or merely repeating the requirement is not sufficient.

g) The bidder fails to respond to the Department's request for information, documents, or references. 

h) The bidder fails to include a Bid Proposal Security in its Cost Proposal.

i) The bidder fails to include any signature, certification, authorization, stipulation, disclosure, or guarantee requested in Section 7 of this RFP.

j) The bidder fails to comply with other mandatory requirements of this RFP.

k) The bidder presents the information requested by this RFP in a format inconsistent with the instructions of the RFP.

l) The bidder initiates unauthorized contact regarding the RFP with State employees.

m) The bidder provides misleading or inaccurate responses.

2.16 Nonmaterial and Material Variances

The Department reserves the right to waive or permit cure of nonmaterial variances in the Bid Proposal if, in the judgment of the Department, it is in the Department's best interest to do so.  Nonmaterial variances include minor informalities that do not affect responsiveness; that are merely a matter of form or format; that do not change the relative standing or otherwise prejudice other bidders; that do not change the meaning or scope of the RFP; or that do not reflect a material change in the services.  In the event the Department waives or permits cure of nonmaterial variances, such waiver or cure will not modify the RFP requirements or excuse the bidder from full compliance with RFP specifications or other contract requirements if the bidder is awarded the contract.  The determination of materiality is in the sole discretion of the Department.

2.17 Reference Checks

The Department reserves the right to contact any reference provided in the bidder’s response as a means to assist in the evaluation of the Bid Proposal, to verify information contained in the bid proposal, and to discuss the bidder’s qualifications and the qualifications of any key personnel or subcontractor(s) identified in the Bid Proposal.

2.18 Information From Other Sources

The Department reserves the right to obtain and consider information from other sources concerning a bidder, such as the bidder’s capability and performance under other contracts. 

2.19 Verification of Bid Proposal Contents

The content of a Bid Proposal submitted by a bidder is subject to verification.  Misleading or inaccurate responses shall result in disqualification.

2.20 Bid Proposal Clarification Process

The Department reserves the right to contact a bidder after the submission of Bid Proposals for the purpose of clarifying a Bid Proposal to ensure mutual understanding.  This contact may include written questions, interviews, site visits, a review of past performance if the bidder has provided goods or services to the Department or any other political subdivision wherever located, or requests for corrective pages in the bidder's Bid Proposal.  The Department will not consider information received if the information materially alters the content of the Bid Proposal or alters the services the bidder is offering to the Department.  An individual authorized to legally bind the bidder shall sign responses to any request for clarification.  Responses shall be submitted to the Department within the time specified in the Department's request.

2.21 Disposition of Bid Proposals

All Bid Proposals become the property of the Department and shall not be returned to the bidder unless all Bid Proposals are rejected or the RFP is cancelled.  In either event, bidders will be asked to send prepaid shipping instruments to the Department for return of the Bid Proposals submitted.  In the event the Department does not receive shipping instruments, the Department will destroy the Bid Proposals.  Otherwise, at the conclusion of the selection process, the contents of all Bid Proposals will be in the public domain and be open to inspection by interested parties subject to exceptions provided in Iowa Code Chapter 22 or other applicable law.  

2.22 Public Records and Requests for Confidential Treatment

The Department may treat all information submitted by a bidder as public information following the conclusion of the selection process unless the bidder properly requests that information be treated as confidential at the time of submitting the Bid Proposal.  Iowa Code Chapter 22 governs the Department's release of information.  Bidders are encouraged to familiarize themselves with Chapter 22 before submitting a proposal.  The Department will copy public records as required to comply with the public records laws.

Any request for confidential treatment of information must be included in the Transmittal Letter with the bidder’s Bid Proposal.  In addition, the bidder must enumerate the specific grounds in Iowa Code Chapter 22 that support treatment of the material as confidential and explain why disclosure is not in the best interest of the public.  The request for confidential treatment of information must also include the name, address, and telephone number of the person authorized by the bidder to respond to any inquiries by DHS concerning the confidential status of the materials.  This request and other Transmittal Letter requirements are described further in Section 7.

Any Bid Proposal submitted which contains confidential information must be conspicuously marked on the cover sheet as containing confidential information, all pages with confidential material will be itemized under the above-referenced “request for confidential treatment of information” section of the Transmittal Letter, and each page upon which confidential information appears must be conspicuously marked (e.g., in the Footer) as containing confidential information. Identification of the entire Bid Proposal as confidential will be deemed non-responsive and disqualify the bidder.  

If the bidder designates any portion of the bidder’s Bid Proposal as confidential, the bidder will submit a “sanitized” copy of the Bid Proposal from which the confidential information had been excised.  The excised copy is in addition to the number of copies requested in Section 7 of this RFP.  The confidential material must be excised in such a way as to allow the public to determine the general nature of the material removed and to retain as much of the Bid Proposal as possible.  Instructions for the “sanitized copy” are provided in detail in Section 7.

The Department will treat the information marked confidential as confidential information to the extent that such information is determined confidential under Iowa Code Chapter 22 or other applicable law by a court of competent jurisdiction.

In the event the Department receives a request for information marked confidential, written notice shall be given to the bidder at least seven (7) calendar days prior to the release of the information to allow the bidder to seek injunctive relief pursuant to Section 22.8 of the Iowa Code.

The bidder’s failure to request confidential treatment of material will be deemed by the Department as a waiver of any right to confidentiality that the bidder may have had.

2.23 Copyrights

By submitting a Bid Proposal, the bidder agrees that the Department may copy the Bid Proposal for purposes of facilitating the evaluation of the Bid Proposal or to respond to requests for public records.  The bidder consents to such copying by submitting a Bid Proposal and represents / warrants that such copying will not violate the rights of any third party.  The Department shall have the right to use ideas or adaptations of ideas that are presented in the Bid Proposals.

2.24 Release of Claims

By submitting a Bid Proposal, the bidder agrees that it will not bring any claim or cause of action against the Department based on any misunderstanding concerning the information provided herein or concerning the Department's failure, negligent or otherwise, to provide the bidder with pertinent information as intended by this RFP.

2.25 Oral Presentations

Bidder finalists will be requested to make an oral presentation of the Bid Proposal.  The presentation will occur at a State office location in Des Moines, Iowa.  The determination of participants, location, order, and schedule for the presentations is at the sole discretion of the Department and will be provided during the Evaluation process.  The presentation will include slides, graphics and other media selected by the bidder to illustrate the bidder’s Bid Proposal.  The presentation shall not materially change the information contained in the Bid Proposal.  Additional information on the Oral Presentations process and the subsequent Best and Final Offer process can be found in Section 8.7.

Bidders that are finalists for more than one RFP component will be asked to present all component presentations together.

2.26 Evaluation of Bid Proposals Submitted

Bid Proposals that are submitted in a timely manner and meet the mandatory submittal requirements of this RFP will be reviewed in accordance with Section 8 of this RFP.  The Department will not necessarily award any contract resulting from this RFP to the bidder offering the lowest cost to the Department.  Instead, the Department will award each individual contract to the compliant bidder whose Bid Proposal receives the most points in accordance with the evaluation criteria set forth in Section 8 of this RFP.  The recommendations for award of contracts presented by the Evaluation Committees are subject to final approval and sign-off by the State Medicaid Director.

2.27 Review for Financial Viability

For each of the nine components, the compliant bidder whose Bid Proposal receives the most points in accordance with the evaluation criteria is subject to a review for financial viability.  DHS may designate a third-party agency to conduct a review of financial statements, financial references, etc. that are provided in the Company Financial Information section of the Bid Proposal.

2.28 Notice of Intent to Award

A Notice of Intent to Award for each contract will be sent by mail to all bidders who have submitted a timely Bid Proposal.  The Notice of Intent to Award is subject to execution of a written contract and, as a result, the notice does not constitute the formation of a contract between the Department and the apparent successful bidder.

2.29 Acceptance Period

Negotiation and execution of the contract shall be completed no later than May 28, 2004.  If the apparent successful bidder fails to negotiate and execute a contract, the Department (in its sole discretion) may revoke the award and award the contract to the next highest ranked bidder or withdraw the RFP.

The Department further reserves the right to cancel the award at any time prior to the execution of a written contract.

2.30 Review of Award Decision 

Bidders may request review of the award decision by filing a written appeal to the District Court.

The request to review the award decision must be in writing and must clearly and fully identify all issues being contested by reference to the page, section, paragraph, and line number(s) of the RFP.  The District Court shall review the award decision based on the same information that was before the Evaluation Committee.  An evidentiary hearing will not be conducted.  The decision of the District Court shall be final.  An appeal to District Court or request to review the award decision shall not stay negotiations with the apparent successful bidder.

2.31 Definition of Contract

The full execution of a written contract shall constitute the making of a contract for services and no bidder shall acquire any legal or equitable rights relative to the contract services until the contract has been fully executed by the apparent successful bidders and the Department.

2.32 Choice of Law and Forum

This RFP and the resulting contract are to be governed by the laws of the State of Iowa.  Changes in applicable laws and rules may affect the award process or the resulting contract.  Bidders are responsible for ascertaining pertinent legal requirements and restrictions.  Any and all litigation or actions commenced in connection with this RFP shall be brought in the appropriate Iowa forum.

2.33 Restrictions on Gifts and Activities

Iowa Code Chapter 68B restricts gifts which may be given or received by State employees and requires certain individuals to disclose information concerning their activities with State government.  Bidders are responsible to determine the applicability of this Chapter to their activities and to comply with the requirements.  In addition, pursuant to Iowa Code Section 722.1, it is a felony offense to bribe or attempt to bribe a public official.

2.34 No Minimum Guaranteed

The Department anticipates that the selected bidder will provide services as requested by the Department.  The Department will not guarantee any minimum compensation to be paid to the bidder or any minimum usage of the bidder's services.
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3 Program Description

3.1 Organizational Structure

Figure 1, found below, illustrates the DHS Organizational Structure.  A description of this organizational structure follows in Section 3.2.1.

Figure 1: DHS Organizational Chart
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3.2 Medicaid Program Administration

3.2.1 Iowa Department of Human Services

The Iowa Department of Human Services (DHS) is the single State agency responsible for the administration of the Iowa Medicaid program.

DHS underwent an extensive reorganization in 2000 and now has seven (7) Divisions, eight (8) Field Services Area Offices, and nine (9) State facilities that serve the developmentally disabled, mentally ill or juvenile clients.  All of these are illustrated in the Organization Chart provided in Section 3.1.1 above.  The seven Divisions of the Department of Human Services include:
· The Division of Fiscal Management

· The Division of Data Management

· The Division of Results Based Accountability

· The Division of Child Support Recovery, Case Management and Refugee Services

· The Division of Financial, Health and Work Supports

· The Division of Behavioral, Development and Protective Services for Families, Adults, and Children

· The Division of Medical Services

The responsibilities for the Medicaid program have been dispersed within the Division of Behavioral, Development and Protective Services, the Division of Financial, Health and Work Supports, the Division of Data Management, and the Division of Medical Services (led by the State Medicaid Director), all reporting to a Deputy Director for Policy.  As shown above, the Division of Medical Services governs the Bureau of Long Term Care and the Bureau of Managed Care and Clinical Services.  The work of both Bureaus has significant impact on the Medicaid policy.

Primary responsibility for the MMIS, as well as two key MMIS interfaces (the Title XIX System and ISIS), rests with the Division of Data Management.

3.2.2 U.S. Department of Health and Human Services

Three agencies within the U.S. Department of Health and Human Services (HHS) have important roles relative to the Iowa Medicaid program.

The Centers for Medicare and Medicaid Services (CMS), formerly the Health Care Financing Administration (HCFA), is responsible for promulgating Title XIX regulations and determining State compliance with regulations. CMS is responsible for certifying and recertifying the States' MMIS.

The Office of Inspector General (OIG) is responsible for identifying and investigating instances of fraud and abuse in the States' Medicaid programs. The Inspector General's office also performs audits of the States' Medicaid programs.

The Social Security Administration (SSA) is responsible for Supplemental Security Income (SSI) eligibility determination.  SSA transmits this information via a State Data Exchange (SDX) tape to the State for updating the eligibility system.  Information is also provided on Medicare eligibility through Beneficiary Data Exchange (BENDEX) and Buy-In tapes.  

SSI and Medicare eligibility information is provided to the Fiscal Agent by DHS as part of the eligibility file update process.
3.3 Overview of Present Operation

3.3.1 Medicaid Management Information System (MMIS)

The Iowa MMIS is a mainframe application with primarily batch processing for claims and file updates.  ACS (the current Fiscal Agent contractor) has upgraded the system, their Advanced MMIS based on the original Wyoming model, with a prescription drug point-of-sale system (POS) that provides real time processing for pharmacy claims as well as a separate decision support system (DSS).  The DSS runs on proprietary software from ViPS.  ACS operates all applications of the Iowa MMIS on vendor hardware out of their data center in Pittsburgh, Pennsylvania.  The Iowa MMIS, as is the case with virtually all of the systems in operation today, is built around subsystems that organize and control the data files used to process claims and provide reports.  The Advanced MMIS contains the six standard subsystems: recipient, provider, claims, reference, MARS and SURS, as well as supporting Medically Needy, TPL, managed care and EPSDT subsystems. 

ACS transferred the basic configuration for the Iowa MMIS from their Wyoming account and upgraded the managed care capability to provide enrollment and premium processing for MCO enrollment, as well as encounter capture and editing.  The Advanced MMIS is also operating in Wyoming, Montana, West Virginia and Washington, D.C.

The MMIS supports both paper and Electronic Media Claims (EMC).  Currently, eighty percent (80%) of claims are submitted electronically. This percentage is skewed by the pharmacy POS system, which processes at least ninety-eight percent (98%) of pharmacy claims.  The Claims Processing Subsystem supports a new electronic format for accepting Nursing Home claims directly from providers, using proprietary PC software called WIN-ASAP.  This allows providers to electronically manage and bill for their client base.  

*Bidder Note: WIN-ASAP will need to be replaced by the new Core MMIS contractor in the event that the current Fiscal Agent is not awarded the Core MMIS contract as a result of this procurement.
Automated MMIS support functions provided under the current contract include an automated recipient eligibility verification system (REVS) which allows providers to query the recipient eligibility file by telephone, and an electronic interface for verification of eligibility for pharmacy POS transactions (MEVS).

Hard-copy claims are currently key entered using the Fiscal Agent's data entry equipment then microfilmed for storage. ACS has recently implemented a COLD storage technology for reports and is making MARS reports available onlineonline for State users. 

The current Medicaid Fiscal Agent (ACS) has extensive responsibilities under their contract with DHS. In addition to routine claims processing and information management activities required for federal certification, ACS performs prior authorization and medical review, including the SURS Analysis and Provider Audits requirements, for the Medicaid program.  They are also responsible for TPL activities along with drug rebate functions. Finally, they administer the enrollment and premium payment functions as well as encounter collection and processing for the Medicaid managed care process.

Claim volume statistics are provided in Attachment M.

3.3.2 Current MMIS Interfaces with Other Systems

A number of file interfaces exist between the MMIS and other computerized systems. The following systems interface with the Iowa MMIS:

· Title XIX system – DHS provides recipient eligibility updates daily to the Fiscal Agent with full file replacement provided monthly.  Title XIX also provides managed health care notices of eligibility with these update files.

· Individualized Services Information System (ISIS) – DHS provides facility and waiver eligibility and services data daily to the Fiscal Agent, with a monthly occurrence file of eligibility.

· The Fiscal Agent provides managed health care enrollment information to DHS daily. 

· The Fiscal Agent provides a complete provider file to DHS daily.

· The Fiscal Agent provides paid claims file twice monthly to DHS Division of Fiscal Management 

· Electronic media claim (EMC) submission – Selected providers submit claims to the Fiscal Agent via various EMC formats.

· HMOs and the Iowa Plan contractor provide encounter data to the Fiscal Agent monthly.

· Medicare Crossover Claims – Medicare intermediaries and carriers submit Medicare Parts A and B crossover claims to the Fiscal Agent via magnetic tape.  (Medicare intermediaries for other States also send crossover claims to Iowa’s Medicaid Fiscal Agent.)

· CIGNA – CIGNA is the present intermediary for durable medical equipment (DME)

· Medically Needy Spenddown – The Fiscal Agent accumulates claim information on potential Medically Needy participants and notifies the IABC system when the person has met their spenddown requirement.

· Medicare Provider Number File – On request, the Medicare intermediary furnishes to the Fiscal Agent a file containing Medicare provider numbers. This file is used by the Fiscal Agent to verify Medicare provider numbers during the Medicaid enrollment process. The file is also used to investigate crossover claim cross-referencing problems.

· Iowa Foundation for Medical Care – IFMC provides a file containing inpatient hospital admission records to the Fiscal Agent daily.  Fiscal Agent provides a monthly paid claims file to IFMC.

· The Fiscal Agent provides a monthly paid claims file to other contractors, including but not limited to:

· Myers and Stauffer

· Medicaid Provider Fraud Control Unit (MPFCU) of the Department of Inspections and Appeals

· Ryun, Givens, Wenthe, and Co.

· Health Management Associates

· Iowa Pharmacy Association – Magnetic tape input of pharmacy claims is provided to support the Association in its retrospective drug utilization review process.

· Iowa Department of Public Health – EPSDT eligibility data, except pharmacy.
3.3.3 Eligibility

DHS, through its field offices, determines eligibility for persons in all eligibility categories except Supplemental Security Income (SSI). The Social Security Administration determines eligibility for the SSI recipients. DHS produces and distributes all Medicaid eligibility cards.  

The Iowa Medicaid program provided service to an average of 269,060 eligible members per month during 2002. The average number of Title XIX eligible members by fiscal year is shown in Attachment M. 

Iowa Medicaid recognizes both mandatory and optional eligibility groups, as described below.

3.3.3.1 Mandatory Title XIX Eligible Groups

The following are covered under the mandatory eligibility category:

· Supplemental Security Income recipients

· Mandatory State Supplementary Assistance recipients

· Former SSI or SSA recipients who are ineligible for SSI or SSA due to widow/widower Social Security benefits and who do not have Medicare Part A benefits

· Disabled adult children ineligible for SSI or SSA due to the parent's Social Security benefits

· Persons ineligible for FMAP (Federal Medical Assistance Percentages) or SSI because of requirements that do not apply to Medicaid

· Qualified Medicare Beneficiaries; payment of Medicare premiums, deductible and coinsurance only

· Specified Low-Income Medicare Beneficiaries (or SLIMB); payment of Medicare Part B premium

· Qualifying Individual 1 (also known as Expanded Specified Low-Income Medicare Beneficiaries or E-SLIMB); payment of Medicare Part B premium only

· FMAP recipients

· Transitional Medicaid for 12 months for former FMAP recipients who lost eligibility due to earned income

· Extended Medicaid for four months for former FMAP recipients who became ineligible due to recipient of child or spousal support

· Newborn children of Medicaid-eligible mothers

· Postpartum eligibility for pregnant women; eligibility continues for 60 days following delivery

· Qualified FMAP-related children under seven years of age, eligible for the Children's Medical Assistance Program (CMAP)

· Foster care Medicaid under Title IV-E

· Qualified Disabled and Working Persons (QDWP); payment of Medicaid Part A premium

· Pregnant women and infants (under one year of age) whose family income does not exceed 200% of the Federal poverty level

· Children ages 1 through 18, whose family income does not exceed 133% of the Federal poverty level

· Continuous eligibility for pregnant women. Once eligibility is established, it continues throughout the pregnancy, regardless of change in income

3.3.3.2 Optional Title XIX Eligible Groups

Iowa Medicaid elects to extend its services to individuals in the following categories:

· 300% group‑Individuals in medical institutions who meet all eligibility criteria for SSI except for income, which cannot exceed 300% of the SSI standard ($1,656 as of 1/1/03)

· Those eligible for SSI, SSA, or FMAP except for residents in a medical institution

· Home and Community-Based Services (HCBS) waivers for persons living at home that would otherwise be eligible for Title XIX in a medical institution.  This includes waiver groups for: AIDS, Ill and handicapped, elderly, mentally retarded, physical disabilities, and brain injury.

· Needy persons in a psychiatric facility under age 21 or age 65 or over

· State Supplementary Assistance optional recipients who reside in residential care facility, reside in a family life home, receive in-home health-related care, have dependent persons, or are blind persons

· Persons who are income- and resource-eligible for cash assistance but are not receiving cash assistance (SSI, FMAP, or SSA)

· Qualified FMAP-related children over age 7 but under 21 are eligible for CMAP

· Pregnant women with presumptive Medicaid eligibility. Authorized providers determine limited eligibility based on countable income not exceeding 185 percent of poverty

· Women with presumptive Medicaid eligibility who have been diagnosed with breast or cervical cancer, as a result of a screen under Department of Public Health Breast and Cervical screening program.  Authorized providers determine eligibility for the full range of Medicaid-covered services.  Eligibility is time-limited, usually not longer than three months.  Women can be "presumed" eligible only once in a twelve month period.

· Medically Needy Program - FMAP/SSI-related groups who meet all eligibility requirements of the cash assistance programs except for resources and income and those who spend down their income to not more than 133% of the FMAP payment

· Medicaid for Employed People with Disabilities (MEPD)

· Non IV-E foster care Medicaid

· Non IV-E subsidized adoption Medicaid

3.3.3.3 State Children’s Health Insurance Program (SCHIP)

Iowa has elected to participate in the State Children’s Health Insurance Program (SCHIP) by a combination of Medicaid expansion and a separate program called “hawk-i" (healthy and well kids in Iowa).  The hawk-i program is administered independently from Medicaid, with eligibility determination, health plan enrollment, premium payment and encounter collection performed by a separate contractor. There are currently no interfaces between the hawk-i program and the MMIS.  Medicaid data and hawk-i data will interact through the Data Warehouse that is further developed under the Data Warehouse / Decision Support contract that results from this RFP.
3.3.4 Providers

The Iowa Medicaid program provides direct reimbursement to enrolled providers who have rendered services to eligible members. Providers may be reimbursed for covered services following application, enrollment, and completion of a provider agreement.  The Iowa Medicaid program currently recognizes the following provider types (MMIS Valid Value listed in parentheses):

· General hospital – (01)

· Physician, M.D. – (02)

· Physician, D.O. – (03)

· Dentist – (04)

· Podiatrist – (05)

· Optometrist – (06)

· Optician – (07)

· Pharmacy – (08)

· Home health agency – (09)

· Independent laboratory – (10)

· Ambulance – (11)

· Medical supplies – (12)

· Rural Health Clinic – (13)

· Clinic – (14)

· Physical therapist – (15)

· Chiropractor – (16)

· Audiologist – (17)

· Skilled nursing facility, including swing bed – (18)

· Rehabilitation agency – (19)

· Nursing facility (20)

· Community Mental Health Center – (21)

· Family planning clinic – (22)

· Health maintenance organization – (24)

· State-operated ICF/MR Facility – (25)

· Mental Hospital – (26)

· Community-based ICF/MR – (27)

· Para Professional – (28)

· Independently practicing psychologist – (29)

· Screening center – (30)

· Hearing aid dealer – (31)

· Tape Intermediary – (33)

· Orthopedic shoe dealer – (34)
· Maternal Health Center – (35)
· Ambulatory surgical center – (36)

· Genetic Consultation Clinic – (37)

· Certified nurse-midwife – (38)

· Birthing center – (39)

· Area education agency – (40)

· Psychiatric Medical Institution for Children (PMIC) – (41)

· Case Manager – (42)
· Adult Rehabilitation – (43)
· Certified Registered Nurse Anesthetist (CRNA) – (44)

· Hospice – (45)

· Prepaid Health Plan – (46); *NOT USED

· Health Insurance Premium Provider (HIPP) – (47)

· Clinical Social Worker, *Crossovers Only – (48)

· Federally Qualified Health Center (FQHC) – (49)

· Family and pediatric nurse practitioner – (50)

· Rehabilitative treatment services provider; Management and Administrative Reporting System (MARS) reporting only, not for MMIS Payment – (51)

· Nursing facility for the mentally ill – (52)

· Mental health & substance abuse care plan – (53)

· County Relief – (54)

· Primary care case manager (MediPASS gatekeeper)

· Lead Investigation Agency – (55)

· Local Education Agency – (56)

· Early Access Service Coordinator – (57)

· Indian Health Services – (59)

· Medically Needy, *NOT FOR PAYMENT – (83)

· Non-Provider, *Correspondence Only – (86)

· Lien Holder – (98)

· Waiver – (99)

Additionally, non-Medicaid providers that are recognized include Residential Care Facilities (23) and RCF guardians (97).

The average number of active providers during fiscal year (FY)

2002 is shown in Attachment M.

3.3.5 Services Covered

The Iowa Medicaid program covers all federally mandated services as well as a number of optional services. The following services are currently covered under the program:

· Inpatient hospital services

· Outpatient hospital services

· Physician services

· Non-Inpatient Services (NIPS)

· Clinic services

· Psychiatric services

· Nursing facility services

· Intermediate Care Facility/Mentally Retarded (ICF/MR)

· Nursing facility for the mentally ill
· Laboratory and X-ray

· Home health care

· Early and Periodic Screening, Diagnosis, and Treatment

· Family planning services

· Prescribed drugs

· Dental services

· Chiropractic services

· Podiatric services

· Optometric services

· Optician services (for eyeglasses)

· Ambulance services

· Other Practitioner services

· Lead Investigation services

· Prosthetic devices

· Orthopedic shoes

· Durable medical equipment and supplies

· Hearing aids

· Inpatient hospital services for persons aged 65 and over in institutions for mental disease

· Inpatient psychiatric services for individuals under 21

· Mental health and substance abuse services

· Independent psychologist services

· Maternal Health Center services

· Ambulatory Surgical Center services

· Certified nurse-midwife services

· HCBS waiver services

· HCBS: Mentally Retarded

· HCBS: AIDS/HIV

· HCBS: Elderly 

· HCBS: Ill and Handicapped

· HCBS: Physical Disabilities

· HCBS: Brain Injury

· Hospice

· Family-Centered Program

· Family preservation

· Group treatment

· Case management

· Treatment Foster Family Care

· Patient management

· Health maintenance organization

· Health Insurance Premium Payment (HIPP) Program

3.3.6 Provider Reimbursement

3.3.6.1 Institutional

Providers are reimbursed on the basis of prospective and retrospective reimbursement based on reasonable and recognized costs of operation.  Some providers receive retroactive adjustments based on submission of fiscal and statistical reports by the provider. The retroactive adjustment represents the difference between the amount received by the provider during the year for covered services and the amount determined in accordance with an accepted method of cost apportionment to be the actual cost of services rendered to medical assistance recipients.

3.3.6.2 Non-institutional

Providers are reimbursed on the basis of a fixed fee for a given service. If product cost is involved in addition to service, reimbursement is based on the actual acquisition cost of the product to the provider or the product cost is included as part of the fee. Increases in fixed fees may be made periodically, if funding is made available to do so.

3.3.6.3 Specific Provider Categories and Basis of Reimbursement

	Institutional
	Basis of Reimbursement

	Inpatient

	Inpatient Hospital (General Hospital)
	Prospective reimbursement system for inpatient hospital services based on diagnosis-related groups (DRGs)

	Critical Access Hospital
	Cost-based w/ cost settlement (in-state and out-of-state)

	Psychiatric Medical Institution for Children (PMIC)
	Cost-based per diem rate to a maximum established by the Iowa Legislature

	State Mental Health Institution
	Cost-based w/ cost settlement

	Mental Hospital
	Cost-based w/ cost settlement

	Rehabilitation Hospital
	Per diem rate

	Psychiatric Hospital
	Cost-based w/ cost settlement (in-state); Percentage of charges interim rate (out-of-state)

	Outpatient

	Outpatient Hospital (General Hospital; Both in-state and out-of-state)
	APG-based



	Critical Access Hospital
	Cost-based w/ cost settlement (in-state and out-of-state)

	Laboratory Only
	Fee schedule

	Non-inpatient Programs (NIPS)
	Fee schedule

	Nursing Facilities

	Skilled Nursing Facility (SNF)
	Modified price-based case-mix adjusted per diem

	Specialty Skilled Nursing Facility (Specialty SNF)
	Cost-based per diem without case-mix factor; Without cap for State-owned

	Nursing Facility (NF)
	Modified price-based case-mix adjusted per diem

	Nursing Facility for the Mentally Ill (NF-MI)
	Modified price-based case-mix adjusted per diem; With cap for non-State owned, without cap for State-owned

	Specialty Nursing Facility for the Mentally Ill (Specialty NF-MI)
	Cost-based per diem without case-mix factor; Without cap for State-owned

	ICF/MR
	Per diem rate, capped at 80th percentile, except for State Resource Centers (Woodward and Glenwood)

	Other Institutional Reimbursements

	Home Health Agency
	Currently cost-based with cost settlement; Will be changed to Fee Schedule on 7/1/04

	Family Planning Clinic
	Fee schedule

	Rural Health Clinic (RHC)
	Cost-based w/cost settlement

	Federally Qualified Health Center (FQHC)
	Cost-based w/cost settlement

	Partial Hospitalization
	APG or fee schedule

	Rehabilitation Agency
	Medicare fee schedule

	Acute Rehab Hospital
	Per Diem developed by submitted cost reports


	Non-Institutional
	Basis of Reimbursement

	Practitioners

	Physician (Doctor of Medicine or Osteopathy)
	Fee schedule (RBRVS)

	Dentist
	Fee schedule

	Chiropractor
	Fee schedule (RBRVS)

	Physical Therapist
	Fee schedule (RBRVS)

	Audiologist
	Fee schedule (RBRVS) for professional services, plus product acquisition cost and dispensing fee

	Psychiatrist
	Fee schedule (RBRVS, to the extent rendered/billed by psychiatrist or psychologist and then only for CPT coded services)

	Podiatrist
	Fee schedule (RBRVS)

	Psychologist
	Fee schedule (RBRVS)

	CRNA
	Fee schedule (RBRVS)

	Nurse Practitioner
	Fee schedule (RBRVS)

	Certified Nurse-midwife
	Fee schedule (RBRVS)

	Patient Manager (Primary Care Physician)
	Capitated administrative fee

	Optician
	Fee schedule (RBRVS); Fixed fee for lenses.  Frames and other optical materials at product acquisition cost.

	Optometrist
	Fee schedule (RBRVS); Fixed fee for lenses.  Frames and other optical materials at product acquisition cost 

	Clinical Social Worker
	Medicare deductibles / coinsurance

	Services / Supplies

	Hospice
	Medicare-based prospective rates, based on level of care provided

	Clinics
	Fee schedule

	Ambulance Service
	Fee schedule (Cost-based for critical access hospital-based ambulance)

	Independent Laboratory
	Fee schedule

	X-Ray
	Fee schedule (paid under either a Physician or Clinic billing)

	Pharmacy / Drugs
	Lower of: AWP minus 12%, usual and customary, or the MAC price (state or federal), plus dispensing fee

	Lead Investigations
	Fee schedule

	Hearing Aid Dealer
	Fee schedule for professional services, plus product acquisition cost and dispensing fee

	Orthopedic Shoe Dealer
	Fee schedule

	Medical Equipment and Prosthetic Devices Provider
	Fee schedule

	Supplies
	Fee schedule

	Other Agency / Organization Reimbursements

	Ambulatory Surgical Center
	Fee schedule

	Birthing Center
	Fee schedule

	Community Mental Health Center
	Fee schedule

	EPSDT Screening Center
	Fee schedule

	Maternal Health Center
	Fee schedule

	Area Education Agency
	Fee schedule

	Local Education Agency
	Fee schedule

	Targeted Case Management
	Cost-based w/cost settlement

	Health Maintenance Organization
	Predetermined capitation rate

	Managed Mental Health and Substance Abuse
	Predetermined capitation rate

	HCBS Waiver Service Provider
	Negotiated rates

	Adult Rehabilitation Option
	Cost-based with cost settlement (100% of non-federal share paid by Counties, except for State cases for whom the State pays non-federal share


The Iowa Medicaid program pays deductibles and coinsurance for services covered by Title XVIII (Medicare) of the Social Security Act. The program also pays the monthly premium for supplemental medical insurance (Medicare Part B) for most assistance members of age 65 or older and for certain blind or disabled persons. Additionally, the Medicare Part A premium will be covered for members who qualify under the QMB Program.

3.3.7 Restrictions on Reimbursement

In an effort to control the escalating costs of the Iowa Medicaid program, the following restrictions or limitations on reimbursement have been implemented:

3.3.7.1 Co-payments

Co-payments are applicable to certain optional services provided to all members, with the exception of the following:

· Services provided to members under age 21

· Family planning services or supplies
· Services provided to members in a hospital, nursing facility, state mental health institution, or other medical institution if the person is required, as a condition of receiving services in the institution, to spend for costs of necessary medical care all but a minimal amount of income for personal needs.

· Services provided to pregnant women

· Services provided by an HMO

· Emergency services (as determined by the Department)

3.3.7.2 Preadmission Review

Some inpatient hospitalization admissions are subject to preadmission review by the Iowa Foundation for Medical Care (IFMC), which is Iowa’s Quality Improvement Organization (QIO) [formerly referred to as Iowa’s Peer Review Organization (PRO)]. Payment is contingent upon the IFMC approval of the stay.

3.3.7.3 Transplant and Pre-procedure Review

The IFMC conducts a pre-procedure review of certain frequently performed surgical procedures to determine medical necessity. They also review all request for transplant services. Payment is contingent upon approval of the procedure by the IFMC.

3.3.7.4 Prior Authorization Requirements

The Iowa Medicaid program requires prior authorization for certain dental services, some durable medical equipment, eyeglass replacement, if less than two years, hearing aids, if over a certain price, various prescription drugs, and certain transplants.  The Medicaid Fiscal Agent performs many prior authorizations.

3.4 Summary of Program Responsibilities

The following sections provide details of the present Iowa Medicaid program responsibilities.

3.4.1 Eligibility

DHS field offices determine Medicaid eligibility. The DHS furnishes the Fiscal Agent with a computer file from the Title XIX System of Medicaid eligibility on a monthly basis, with daily update transactions. Recipients of SSI are automatically eligible for Medicaid, and the Social Security Administration provides DHS with a computer file of SSI Medicaid eligibles on a periodic basis. DHS produces and mails paper identification cards to eligible members.

3.4.2 Provider Relations

The current Fiscal Agent provides training and technical assistance to all participating providers. Such assistance includes claims submission and resolution of claims problems, the dissemination of State policy and billing instructions and statewide provider training. The provider relations staff responds to both written and telephone inquiries and provides on-site and telephone-based training for providers in billing procedures. The provider relations staff is charged with the identification and reduction of problems in billing for all providers and with encouraging participation in the program.

3.4.2.1 Provider Enrollment

The current Fiscal Agent performs all of the administrative functions related to provider enrollment. These functions include obtaining written provider agreements for all providers enrolling in the program, screening providers to ensure that State licensing and certifications requirements are met, approving applications and loading the information on the provider file. DHS provides oversight of the responsibility for receiving and monitoring provider agreements and also determines legal status of certain providers to participate in the program.

3.4.3 Surveillance and Utilization Review

The Fiscal Agent is responsible for Surveillance and Utilization Review Subsystem (SURS Analysis and Provider Audits) functions, including report production, analysis of exceptions and on-site provider audits and referrals of suspected fraudulent activities to DHS. The DHS specifies the parameters and criteria the Fiscal Agent uses to develop exception, profile, and informational reports and acts as liaison with the Medicaid Provider Fraud Control Unit in the Department of Inspections and Appeals.

The Fiscal Agent provides a magnetic tape and microfiche to the Iowa Foundation for Medical Care, which is currently responsible for the review and investigation of member over-utilization.

3.4.4 Member Communications

The Fiscal Agent maintains and operates a toll-free telephone line(s) for member inquiries regarding bills received from medical care providers for services that may be eligible for Medicaid reimbursement. The Fiscal Agent records the details, researches the claims in question, and forwards the information to DHS for a ruling and forwards the response to the member.

The Fiscal Agent also prepares Notices of Decision (NOD), on:

· Denials of ambulance services claims

· Prior Authorization Denials

· Denials of physical therapy claims

The Fiscal Agent mails these letters to the affected members.  Members may request a hearing before DHS on the denial.

3.4.4.1 Recipient Explanation of Medical Benefits

The Fiscal Agent sends a Recipient Explanation of Medicaid Benefits (REOMB) each month to a statistically valid sample of members who received Medicaid benefits. The Fiscal Agent selects a random sample of members on a monthly basis using a State-approved sampling methodology and mails out the REOMB to each appropriate member.

The REOMB lists all the Medicaid services the member received the previous month, including date of service, provider, procedure, and amount paid. The REOMB instructs the member to inform the Department if any services listed were not received or if the member was billed for any services on the REOMB.  Any problems reported by members are investigated by DHS.  If the DHS determines a problem exists, an integrity review case is opened and appropriate action taken to resolve the problem.
3.4.5 Third-Party Liability

The State is required to take reasonable measures to identify legally liable third parties, to treat verified third-party liability as a resource of the Medicaid applicant or member, and to have procedures for securing reimbursement from liable third parties. Claims submitted by providers that indicate the service could have been paid by a third party but do not reflect third-party payment are either denied or paid and pursued for the insurance settlement. All ongoing third-party liability functions are performed by the Fiscal Agent, including "pay and chase" and review of claims with trauma indications.  All retroactive recovery from third parties is currently performed under a separate contract with Health Management Systems, Inc (HMS).

*Bidder’s Note: The contract with HMS will be discontinued as a result of the service responsibilities awarded by this procurement.

The Fiscal Agent presently tracks recoveries, receives payments, and produces reports on recovery activities.

3.4.6 Prior Authorization

3.4.6.1 Medical Services Prior Authorization

Prior authorizations are required for specific services before any payment is allowed for these services.  The current Fiscal Agent’s Medical Review staff issues written prior authorization upon receipt of a request from the member's attending physician or other provider of care.  The request must be in writing and contain the diagnosis, prognosis, and sufficient clinical data to demonstrate medical necessity.

3.4.6.2 Pharmacy Services Prior Authorization

The current process for prior authorization requests from pharmacy providers for the POS system is submission to the Fiscal Agent by telephone, facsimile, or in writing.  Approved requests are posted online to the automated prior authorization file, which is used to edit incoming claims for an approved authorization.

The prior authorization process will be changing and the Contractor must make changes in accordance with the specifications described by the Department.  See Section 6.2.2.7 for the pharmacy prior authorization requirements under the new Iowa Medicaid Enterprise.

3.4.7 Medicaid Eligibility Quality Control

The Medicaid Eligibility Quality Control (MEQC) program is a Federal requirement designed to monitor and improve the administration of the Medicaid program. Current MQC activities include conducting “pilot projects” each year that are approved by the Federal government.  Eligibility related “negative action” quality control reviews are conducted, but the current business model for the MQC program has minimal impact on the existing Fiscal Agent contractor. 

3.4.8 Member Lock-In Program

DHS, through the IFMC, administers a Lock-In program for members who have been determined to have over-utilized Medicaid services by obtaining medical services or prescription drugs that are not medically necessary. Members who have been determined to be over-utilizing services are issued special Medicaid identification cards that contain the names of the providers with whom they are "locked in" to.  Other providers may not provide services to these patients, except under emergency conditions or referrals from their designated Lock-In provider.  

*Bidder’s Note: An RFP is currently issued to procure services to revise the Lock-In program.  The successful bidder of that RFP is referred to as the “Lock-In contractor” in this RFP.

3.4.9 Medicare Crossover / Buy-In

DHS purchases Medicare Part A and B coverage for certain Medicaid members who are also eligible for Medicare benefits. The Buy-In system is a two-way exchange of information between DHS and the Centers for Medicare and Medicaid Services (CMS). DHS creates a magnetic tape containing member eligibility data to send to the CMS.  The CMS, after processing the information, sends back a magnetic tape to DHS containing the records of all transactions during the month.

The information received from the CMS is used to update eligibility files at DHS and the current Fiscal Agent.

3.4.10 Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

The Medicaid Program provides for Early and Periodic Screening, Diagnosis, and Treatment services for Medicaid members under the age of 21. The services consist of three activities: outreach, screening, and treatment. The Fiscal Agent, in conjunction with the Iowa Department of Public Health, identifies potential EPSDT members by reviewing the eligibility and history files according to the parameters defined by DHS, and the Department of Public Health sends notification letters to the members.

Providers perform specialized physical examinations to identify any medical conditions requiring treatment and provide treatment or referral to a specialist. Providers then bill Medicaid for the screens and/or any follow up treatment.  The Fiscal Agent’s EPSDT subsystem tracks referable conditions and matches claims for treatment with the original referred condition.  The Fiscal Agent also produces the CMS 416 Report (Annual EPSDT Participation Report).
3.4.11 Home and Community-Based Services Waivers

Six HCBS waivers, Ill and Handicapped, Elderly, AIDS/HIV, Mental Retardation, Physical Disabilities, and Brain Injury, provide services to maintain individuals in their own homes or communities who would otherwise require care in medical institutions. Examples of services reimbursed under the waivers are: adult day care, homemaker services, personal care services, residential treatment and residential care services, home health aid, nursing services, and respite care.  All HCBS Waiver services are incorporated into care plans, which are approved by DHS long term care staff and submitted to the Fiscal Agent via the individualized services information system (ISIS).
3.4.12 Medically Needy Program

The Medically Needy Program provides medical assistance to individuals who meet the categorical but not the financial criteria for Medicaid eligibility.  Medically Needy eligibles may be responsible for a portion of their medical expenses. This is referred to as "spenddown".  DHS field staff determines initial eligibility and the spenddown obligation for these members.  The Title XIX system sends a record to the Fiscal Agent identifying these potential Medically Needy eligibles, which allows the Fiscal Agent to accumulate claims toward their spenddown amount. 

When individuals become eligible for Medicaid by meeting their spenddown obligation, the Fiscal Agent notifies the IABC system, which in turn produces an eligibility record for the individual. For "split claims" the MMIS determines the portion of the claim that is payable by Title XIX (i.e., the portion of the charges not used to meet the spenddown obligation).

3.4.13 Managed Care Programs

Managed care programs include a Primary Care Case Management (PCCM) program (MediPASS), an HMO-based capitated managed care program, and a separately contracted program for mental health and substance abuse services, called the Iowa Plan. 

3.4.13.1 MediPASS

Currently there are approximately 95,000 enrollees in MediPASS, which is the Department's PCCM physician gatekeeper program.  Currently, only the TANF population (Family Investment Program) is eligible for MediPASS.  In most counties, members have a choice of joining an HMO, or signing up for the MediPASS plan.  If they do not choose an option, they will be assigned to either the HMO or a MediPASS provider.  The Fiscal Agent manages MediPASS plan enrollment and administrative functions, including preparing the provider rosters and issuing the monthly administrative payments. 

3.4.13.2 Health Maintenance Organizations

Iowa has over 50,000 enrollees in its fully capitated HMO managed care program. There are currently three HMO providers in the State: John Deere Health Plan, Coventry HealthCare of Iowa and Iowa Health Solutions.  Like MediPASS, the TANF (Family Investment Program) population is eligible for HMO membership.  Women, Infants, and Children (WIC) program eligibles may also be included if the aid type and County of Residence fit the program.  HMOs are reimbursed by the Medicaid Program on a prepaid capitation basis.  The capitation fee is paid on a monthly basis to the HMO, regardless of whether a member actually receives covered HMO services during that month.  The current Fiscal Agent is responsible for enrolling members in HMOs, paying the monthly capitation payment and collecting encounter information.  DHS sends out the monthly enrollment rosters.

The Department in return provides the Fiscal Agent the information to maintain the HMO enrollment data on the MMIS provider file and pays them a fee for making the monthly capitation payments to the HMOs.

3.4.13.3 Iowa Plan

The Iowa Plan evolved from the consolidation of the Iowa Mental Health Access Plan and the Managed Substance Abuse Care Program.  The Iowa Plan is a capitated program providing mental health and substance abuse services for all Medicaid members, except for:

· Beneficiaries age 65 or older
· Persons eligible for Medicaid as a result of spenddown of excess income (Medically needy with cash spenddown)
· Those residing in the State Resource Centers (Glenwood State Hospital School or Woodward State Hospital School)
· Persons whose Medicaid benefit package is limited, such as:
· Qualified Medicare Beneficiaries (QMB)
· Specified Low-Income Medicare Beneficiaries (SLMB)
· Home Health SLMB
· Qualified Disabled Working Person (QDWP)
· Presumptive Eligibles
· Illegal Aliens
· Others not entitled to the full range of mental health and substance abuse treatment included in the Iowa Medicaid fee-for-service program
DHS automatically enrolls all Medicaid beneficiaries in the Iowa Plan, except those exclusions listed above. The DHS Title XIX System issues enrollment rosters to Iowa Plan providers.

The current Fiscal Agent is responsible for:

· Processing capitation payments

· Receiving, processing, and maintaining encounter data in the MMIS and DSS

· Editing fee-for-service payment to avoid duplication of payment for services covered by the Iowa Plan

· Responding to provider and member questions

· Announcing Iowa Plan coverage on the Automated Voice Response System (AVRS)

· Running administrative and federal reports

· Preparing and issuing enrollment rosters

Approximately 230,000 people are enrolled in the Iowa Plan.  Iowa Plan services are available to persons residing in PMICs and care is managed for persons in substance abuse PMICs.

The Department pays the current Fiscal Agent a fee for making the monthly capitation payments to the Iowa Plan contractor.

3.4.14 Managed Care Rate Setting Contract

The Department has contracted with Milliman USA to provide services related to managed care rate setting.  Milliman USA will be responsible for the following tasks in support of all managed health care programs:

· Research, review, and analyze rate-setting methodologies

· Develop and demonstrate the flexibility of Iowa Medicaid managed healthcare rate-setting methodologies

· Train the Department in the rate-setting methodologies and calculate rates

· Present the rates and methodologies to interested parties, such as managed healthcare contractors, and CMS

3.4.15 Managed Health Care Administration 

The Fiscal Agent is responsible for most managed care functions under the Iowa Medicaid program.  They provide support for managed care options, including the MediPASS clients and HMO members.  For Iowa Plan participants, activity is limited to capitation payment.  Current managed care administrative responsibilities conducted by ACS include:

· Member education and enrollment processing (enrollment packets, notices, member hotline, and enrollment system)

· Recruiting and educating MediPASS providers and maintaining agreements, the provider hotline, and HMO contract support

· Processing capitation payments to contractors 

· Issuing the enrollment rosters for MediPASS providers

· Participating in Federal reviews of managed health care

· Monitoring the HMO provider panels

· Utilization review

· Quality assurance

· Grievance resolution

· Data collection

· Technical analysis

· Reporting

These administrative services are provided in support of DHS.  DHS provides HMO enrollment data to the Medicaid Fiscal Agent for maintenance in the MMIS Provider and Eligibility files.

3.4.16 Other Medicaid-Related Contracts

Other Medicaid-related contracts maintained by DHS are discussed in the following sections.

3.4.16.1 Iowa Foundation for Medical Care

The Iowa Foundation for Medical Care (IFMC), the State of Iowa’s Quality Improvement Organization (QIO), currently provides services to manage the Recipient Health Education Program, to provide medical review or prior authorization for transplantation and other medical procedures, to conduct long-term care facility utilization and quality reviews, and to support the SURS member analysis functions, including investigation of potential member overuse or misuse of services. The Fiscal Agent provides IFMC with a monthly paid claims file to support its research and analysis.

3.4.16.2 Long-Term Care Audit / Re-basing

The Department contracts with Ryun, Givens, Wenthe, and Co. (a certified public accounting firm) for the provision of audit, desk review, rate setting, and re-basing activities for its long-term care programs.

3.4.16.3 Retrospective Drug Utilization Review (RetroDUR)

The Department contracts with IFMC, who then sub-contracts with the Iowa Pharmacy Association, to provide retrospective drug utilization review (RetroDUR) of pharmacy claims.  The Fiscal Agent provides magnetic tapes of pharmacy claims to the Iowa Pharmacy Association on a schedule negotiated between the two parties.

3.4.16.4 Retroactive Identification of Third-Party Liability

The Department contracts with Health Management Systems, Inc. (HMS) to perform retroactive data matches to facilitate the recovery of funds from third parties.  As noted above, this contract will be discontinued because of services rendered under contracts awarded by this RFP.
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4 Scope of Work

4.1 Procurement Approach to Contractor Service Requirements

Iowa is interested in obtaining all the functionality encompassed by this RFP by making several awards, one for each respective component.  The RFP provides a complete description of each requested component, in Sections 5 and 6, below.  Bidders may offer proposals on any, or all components. Each individual component proposal submitted by the bidder must be self contained and self sufficient, providing all necessary information to allow for a complete evaluation of that specific component’s proposal. Bidders that are bidding on more than one component must have a separate Company Financial Information section for each component bid.  For additional information on the format and content of Bid Proposals, please see Section 7 of this RFP.

The Core MMIS component will represent a takeover of existing system software that will be newly installed on State hardware.  However, other components require new applications to meet specific requirements for a component.  Bidders are expected to describe a complete solution for each component, including a detailed work plan.  Because this procurement has the potential of resulting in contracts for up to 9 vendors, the identification and explanation of all interfaces and inputs that the bidder’s solution requires from other components is an important evaluation criterion.  The work plan for each component must identify the required interfaces to other key data sources.  The work plan must also identify tasks and subtasks, task durations, resources, milestones / deliverables, and target dates for milestones / deliverables.

Each component must be capable of standalone operation, on either the vendor’s hardware or at the State Data Center.  The description of the bidder’s approach to specific requirements in the component must explain how that component will help support the total Iowa Medicaid Enterprise operation. It also needs to identify those key requirements that must be met by outside vendors in order for the total Iowa Medicaid Enterprise to function.  

4.2 Proposed Operational Environment

Iowa DHS is proposing to bring substantial change to the present concept of Fiscal Agent services for the Iowa Medicaid program.  DHS is proposing to move from a single, all encompassing contract for a wide array of activities that are presently incorporated under the concept of a Medicaid Fiscal Agent, to a group of component contracts covering existing and newly contracted key Medicaid functions. In addition, DHS wants to establish more State control of these functions by requiring that the bidders operate certain systems on State hardware.  

DHS’ intent in this fundamental realignment of responsibilities is to improve the competitive environment in the State for support of health care functions, and ultimately position the State to assume a greater responsibility for the operation and direction of public health care delivery in Iowa. 

Tables 2 and 3, below, identify all 9 RFP components and identify the key responsibilities (by component part) for the expected awards under this procurement.  Please note that this scope of work includes responsibilities of the current Medicaid Fiscal Agent, responsibilities presently with other contractors, and some current DHS responsibilities.  Each component piece will be awarded separately.  The sum of all the pieces will become the new Iowa Medicaid Enterprise.

Table 2: Key Responsibilities for Systems Components

	RFP Component
	Key Responsibilities

	Component 1: 

Core MMIS
	Claims Processing Subsystem (except pharmacy claims)

Prior Authorization Subsystem

TPL Subsystem

Provider Subsystem

Reference Subsystem

MARS Subsystem

SURS Subsystem

EPSDT Subsystem

Medically Needy Subsystem

Recipient Subsystem (Maintained by the State)

Imaging System functionality for received paper documents (e.g., paper claims, prior authorizations, claims & prior authorization attachments, etc.)

Lead contractor responsibility for interfaces and technical integration with all other components

Workflow Process Management system

	Component 2: 

Pharmacy POS
	Point-of-Sale (POS) Processing

Prospective DUR (ProDUR)

Pharmacy reference file maintenance, including drug pricing file and PDL

Drug Rebate and Supplemental Drug Rebate processing

	Component 3: 

Data Warehouse / Decision Support 
	Query Tool Development and Support

Training of users from State staff and other component Contractor staff

Capability to upgrade to include MAR and SUR Subsystems


Table 3: Key Responsibilities for Professional Services Components

	RFP Component
	Key Responsibilities

	Component 4: 

Medical Services
	Medical Support

Disease Management
Retrospective DUR (RetroDUR)
Enhanced Primary Care Case Management (for high cost / high risk members)
Prevention Promotion (EPSDT)
Prior Authorization, including Pharmacy Prior Authorization
Quality of Care
Long term care assessment

Case-mix audits

	Component 5: 

Provider Services
	Provider Enrollment and Data Maintenance, including Provider File updates

Provider Inquiry / Provider Relations including the Provider Call Center Function

Provider Publications

Provider Training

Provider Subsystem File Updates

Managed Care Provider Recruitment and Support

	Component 6: 

Member Services
	Enrollment Broker for Managed Health Care (MHC)

Member Inquiry / Member Relations including the Member Services Call Center Function

Member Publications and Education (Eligibility & Coverage Information)

Complaints process

Member Quality Assurance

	Component 7:

Revenue Collection


	TPL Recovery and Pay & Chase (recoveries)

Estate Recovery

Lien Recovery 

Overpayments to Providers

Interface with DAS (Tax Offset)

Miller Trust and Special Needs Trust Recovery

	Component 8: 

SURS Analysis and Provider Audits
	Claims Analysis

Provider Profiling

Desk Review of Cases

Provider Field Audits

	Component 9: 

Provider Cost Audits and Rate Setting:
	Hospital Cost Settlements

Inpatient and Outpatient Rate Determinations

DRG and APG Re-basing

Provider Rate Appeals


4.3 System Integration

The lead contractor for the new Iowa Medicaid Enterprise is the successful bidder for Component 1 (Core MMIS Contractor). The lead contractor will have primary responsibility for system integration, with technical oversight from State of Iowa technical staff.  The current Fiscal Agent Contractor (ACS) and State staff from the Information Technology Enterprise (ITE) will be responsible for transferring the existing Iowa MMIS operation (excluding the existing Pharmacy POS and STARS DSS) to the State Data Center. The successful bidder for Component 1 (Core MMIS) will operate the component-based MMIS for up to eight (8) years.   

Bidders who are successful in receiving awards for one or more of the other component pieces will be responsible for taking over existing software applications and interfaces (as specified) and will upgrade them to meet requirements in this RFP. If applicable, the bidders will propose new solutions that will meet the RFP requirements for individual components. Each bidder will be required to work with the lead contractor and State technical staff to support integration of the respective work plans into the overall Implementation and Operations project plans for the Iowa Medicaid Enterprise Project.  During the implementation Phase, it is essential that each contractor specify any “contractor interface-related” decision support requirements or capabilities that the Data Warehouse / Decision Support Contractor can develop to streamline business processes for the Iowa Medicaid Enterprise.

DHS plans to use an Implementation and Support Services (I&SS) contractor to lead the coordination effort between all successful bidders. 

4.4 System Architecture

The Iowa MMIS currently operates as a mainframe application with a flat file structure.  The MMIS presently resides on vendor hardware, but will be transferred to State hardware prior to the award of contracts from this RFP.  The State IT environment includes an IBM Z800 used for hosting the core claims processing applications.  The Data Warehouse / Decision Support Component would reside on a separate State server, operating in a relational database environment. The proposed State server for the Medicaid Data Warehouse / Decision Support application is SQL-based.  The stand-alone pharmacy POS could be installed on State hardware, along with the Core MMIS component and the Data Warehouse / Decision Support tools, or on vendor hardware external to the State’s technical environment.  Other applications proposed by bidders may be run on smaller state servers, or on vendor hardware, depending upon requirements and cost.  Refer to Attachment L for additional information on State hardware and technical environment specifications.

4.5 Provisions for HIPAA Compliance

All system components acquired through this procurement are expected to be fully compliant with HIPAA requirements in effect as of the date of release for the RFP and with any changes that subsequently occur, unless otherwise noted.  Specific HIPAA requirements have been provided in the Start-Up and Operational Requirements subsections of Sections 5 and 6, but bidders are ultimately responsible for describing how their proposed solution meets and will maintain HIPAA requirements for Transactions and Code Sets, Privacy, and Security.  Other future requirements of HIPAA such as National Identifiers may impact system and policy operations for the Iowa Medicaid Enterprise.  Depending on the nature of the requirement, these regulations may also be considered within the contractor’s scope of work.

The Core MMIS contractor will be required to build a Web portal or connect to the Iowa Portal as part of their solution for allowing providers to submit HIPAA-compliant X12 health care transactions.  The successful Core MMIS contractor will also be required to provide a billing software solution for existing provider billing arrangements that currently utilize the WIN-ASAP for HIPAA compliance.

4.6 Schedule

Considering the complex nature of this procurement, contract award, implementation, and operational takeover, there are various uncertainties that may cause significant differences in the target dates for implementation milestones.  DHS plans to stage the implementation of the components, to assure the most effective use of State resources and avoid the potential for system-wide failure.  

DHS has prepared a proposed schedule for implementation and takeover of the component-based Iowa Medicaid Enterprise.  Bidders are likely to propose alterations to this multi-component implementation schedule in their work plans for the specific component under consideration.  As such, all contractors will collaboratively develop an integrated master project work plan for the Iowa Medicaid Enterprise project in the first weeks of the DDI Phase.  Adherence to the final integrated Iowa Medicaid Enterprise project work plan’s schedule (along with any amendments that may result from the contract negotiation process) will be essential to the success of the project.  The proposed implementation sequence is as follows:  

Figure 2: Proposed Implementation Schedule for New Iowa Medicaid Enterprise Contracts
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Bidders may propose alternative strategies for system-wide implementation.  

*DW/DS Bidder’s Note: In the event of data integration delays, DHS reserves the right to negotiate a later DDI start date for the Data Warehouse / Decision Support Component. DHS estimates that the start date can be adjusted up to 3 months without jeopardizing the overall implementation timeline.

4.7 Contract Phases

The activities resulting from the contract awards under this procurement will fall into three phases: 

· Design, Development and Implementation (DDI), 

· Operations, and 

· Turnover

Each phase has specific objectives, tasks and deliverables, which are all directed toward continuation of the required MMIS activities described in this RFP (irrespective of changes in systems or contractors).  Because of the disparity in complexity for the respective components, the task details in the components will vary considerably.  

Although each component contractor will proceed with different activities to meet their individual requirements for each contract phase, these activities all fit into the generic categories, as described below. Detailed tasks for the designated phases for each RFP Component area are contained in the RFP section related to that Component. 

4.7.1 DDI Phase

This phase includes all activities required to define the system(s) requirements for the agreed to responsibilities, develop the applications, and successfully implement the system(s) that meet the RFP requirements.  Tasks for the DDI Phase include the following:

4.7.1.1 Planning Task

Each contractor will develop a detailed project management plan for the takeover, or transfer, of the specific software components to support their respective component and will conduct installation of these components on State servers, or vendor hardware, as appropriate. The Planning Task includes preparation of the detailed work plan, which is usually based on the proposed work plan sent in response to the RFP, acquiring necessary resources and facilities and coordinating schedules with the State. Because this procurement will contain multiple awards, each individual contractor must incorporate any coordination efforts with separate contractors for the other Iowa Medicaid Enterprise components into their planning. Planning the implementation of the separate components in order to achieve minimal duplication in conversion to new vendors or new systems will be key to a successful implementation.  

DHS will use a combined Project Plan to coordinate the respective responsibilities of the component vendors during the DDI phase. This project plan will incorporate key interfaces between the component vendors and determine the sequence of development for the components. Representatives from each of the separate contractors will participate with the State to coordinate the implementation of the entire system.  

4.7.1.2 Takeover Task

This task incorporates the assumption of responsibility for operation and maintenance of MMIS software applications that now reside on State hardware. Obviously, if the incumbent MMIS contractor retains the contract for operation of any component part, the system familiarization that is often inherent in this function is largely reduced and the incumbent MMIS contract would focus Takeover Task efforts toward coordinating any transfer of responsibilities that now fall outside the new description of the Core MMIS component.  The Takeover Task must be detailed in the bidder’s work plan, to include at a minimum: resources, schedule, requirements for support from the existing MMIS contractor, and new required interfaces.  

The Takeover Task will not be applicable for those components (e.g., the POS Component) that are awarded as a transfer of a replacement system to meet the system requirements.  However, the Takeover Task is applicable for any software or hardware that is either non-proprietary or where the State is assuming the incumbent Fiscal Agent’s first-party or third-party software license.

4.7.1.3 Transfer Task

DHS is asking that requirements for some components be met by a replacement of the current application with a vendor model transferred from another public, or private sector program.  While the bidder would still be required to provide a detailed work plan identifying resources, schedules, interfaces and support requirements, much of the emphasis moves to the transfer of the appropriate system or application.  The State will set the record retention period for each component, usually a minimum of 10 years or to the extent of available history.

The Core MMIS Contractor that receives award from this procurement must realize that, at the time of award, the State will have two operational versions of the Iowa MMIS existing in parallel: 

1.) The “Live MMIS” that is operating on the incumbent MMIS contractor’s hardware and servicing Iowa Medicaid

2.) The “Test MMIS” that has been implemented on State hardware and will become the operational version for the awarded Core MMIS Contractor

Any Change Service Requests that are processed under the current Fiscal Agent contract will first be implemented and tested on the “Test MMIS”, followed by implementation and testing on the “Live MMIS”.

4.7.1.4 Acceptance Testing Task

Acceptance Testing allows the State users to confirm that the system meets all requirements and performs functions pursuant to State policy.  Vendors will be required to designate adequate time and resources for this task and coordinate the schedule with State management. The State staff will verify that all interfaces to other MMIS components are functional. 

4.7.1.5 Implementation Task

Implementation includes making all final corrections, upgrades and changes to the system to meet deficiencies identified in the testing process.  For the required MMIS components, it includes preparing the system components to collectively meet CMS certification requirements. The individual contractors will have to coordinate their activities through each other and the State to demonstrate all certification requirements can be met. 

4.7.2 Operations Phase

The Operations Phase begins when the State has authorized the new contractor(s) to begin operation of their component(s) and shut down operations for the replaced system / contractor.  The operational responsibilities will involve meeting performance standards set by DHS for the various functions performed by the contractor.  Specific activities and accompanying performance standards are different for each component, as detailed in the Sections 5 and 6 of this RFP.

4.7.3 Turnover Phase

The Turnover Phase is activated when the State contractually transfers responsibility for the operations function to a new entity (i.e., the newly awarded Contractor).  Here, the Turnover Phase refers to the time period after the end of the Operations Phase of the contracts awarded by this RFP. All bidders will be required to provide a commitment for full cooperation during the turnover responsibility that comes at the end of the contract term awarded by this RFP, including preparation of a turnover plan, when requested by the State. 
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5 Systems Components and Operational Requirements

The System components in this RFP include the claims processing and data retrieval system components. The System components include the Core MMIS, Pharmacy Point-of-Sale, and Data Warehouse / Decision Support. This section provides the general requirements for all of the system components followed by detail requirements for each of the System components.
5.1 General Requirements For All System Components

As reiterated throughout this RFP, Iowa’s intent in this procurement is to move the State toward a seamless delivery of services for members under the Medicaid program.  To that extent, all contractors, and the responsible DHS administrators, will be housed at a common State location as part of the overall Medicaid Iowa Medicaid Enterprise administration.  The potential for up to nine (9) separate awards from this procurement will place a premium on coordination of efforts. No single contractor, unless they were awarded all the RFP Components, can perform their required responsibilities without coordination and cooperation with the other contractors.  DHS will assume the role of contract monitor for all RFP Component contractors. Contractors that have demonstrated success in cooperative environments will be favored in this procurement. 

Interfaces from the respective System contractors’ data systems (MMIS, POS, and Data Warehouse) to the Professional Services components may be in the form of onlineonline updates or other file transfers. Pursuant to this concept, a Professional Services contractor will likely have onlineonline access and authority to update files on the MMIS and/or POS. Obviously, such updates require good communication between the respective contractors and DHS to assure that the maintenance is timely and transparent to the host system.  All System contractors must have the capability to meet the interface requirements for data transfer as described in the individual RFP component descriptions below and in the Professional Services component descriptions in Section 6 of the RFP.    
The following sections contain requirements to be met by all System component contractors. These requirements are in addition to the requirements specified later in this section for each System component.
5.1.1 Staffing Requirements

The State will require minimum standards for essential named staff for the Iowa Medicaid Enterprise. Iowa is only requiring a few key positions to be named for each component, consistent with the belief that the bidder should be in the best position to define the project staffing for the contractor’s approach to the procurement requirements. The staffing requirements for the Iowa Medicaid Enterprise Systems Contractors are discussed below.
General requirements for key personnel are as follows.

· The Account Manager must be employed by the bidder when the proposal is submitted.
· All key personnel must be employed by or committed to join the bidder's organization by the beginning of the contract start date. 
· Key personnel named in the proposal must be committed to the project from the start date identified in the table below through at least the first six months of operation. Key personnel may not be reassigned during this period. 

· Key personnel may not be replaced during this period except in cases of resignation or termination from the contractor’s organization, or in the case of the death of the named individual.
5.1.1.1 Key Personnel To Be Named

Bidders are expected to propose sufficient staff, with the requisite skills, to meet all requirements in this RFP, and make a satisfactory showing on the Performance Report Card. The State has listed a limited number of key positions for which bidders must identify personnel and provide resumes. In addition bidders must provide representative job descriptions for other positions identified in the bidder’s organization for the Iowa contract. The named positions for the Systems Components contractors, which require identified personnel and current resumes, include the following:

· Account Manager
· Implementation Manager 
· System Manager, Operations Phase (may be the same as Implementation Manager)
· Operations Managers (Minimum of two key positions)
Resumes must show employment history for all relevant and related experience and all education and degrees, including specific dates, names of employers for the past five (5) years, and educational institutions attended. For any individual for whom a resume is submitted, the percent of time to be dedicated to the Iowa MMIS must be indicated.
References for these persons, and for professional experience within the last five (5) years, must be included within the resume and must include the following:
· For each named key person, a minimum of three (3) professional references outside the employee’s organization.   References need to be relevant to the assigned duties of the key person in relation to the project
· For each client project listed as a reference, the client's or customer's full name and street address and the current telephone and e-mail address of the client's responsible project administrator or a service official of the customer who is directly familiar with the key person's performance and who may be contacted by DHS during the proposal evaluation process.
DHS reserves the right to check additional personnel references, at its option. 
The following chart illustrates the qualifications, start date, and any special requirements for key personnel who must be named for the MMIS System Components:
	KEY PERSONNEL

	Key Person
	Qualifications
	Start Date
	Special Requirements

	Account Manager
	Required: Three years of account management or major supervisory role for government or private sector healthcare payer; Bachelor's degree

Desired: Previous management experience with Medicaid, MMIS, POS or DSS / Data Warehouse system development and operations; knowledge of HIPAA rules and requirements; Master's degree in Business Administration, Healthcare Delivery Systems, Computer Science, or related field
	Contract signing date 
	May not serve in any other position. Must be 100 percent dedicated to the Iowa Medicaid project.

	Implementation Manager
	Required:  Five years experience in overall management or major supervisory role in implementation of MMIS, POS, DSS or comparable health care claims management system. Bachelor’s degree

Desired:  MMIS implementation manager in comparable sized account
	Contract signing date 
	Must be 100 percent dedicated to Iowa Medicaid project until start of operations phase.  

	System Manager (Operations)
	Required: Four years of MMIS, POS, DSS or major health insurance system operation experience as manager or in lead role in a program of equivalent scope to Iowa.  Bachelor’s degree in Computer Science or related field or four additional years experience in lieu of degree 

Desired: Project manager for MMIS component in comparable sized state.
	Six months prior to start of operations phase.
	May not serve in any other capacity

	Operations Manager
	Required: Minimum four years experience managing a major component of a public or private health care claims processing operation in an environment similar in scope and volume to the Iowa Medicaid program.  The experience could be in claims management, eligibility, financial controls, utilization review, managed care enrollment or provider services.

Desired: Bachelor's degree and four years' experience in managing health care operations.
	Six months prior to start of operations phase
	May not serve in any other capacity 


5.1.1.2 DHS Approval of Key Personnel

DHS reserves the right of prior approval for all named key personnel in the bidder’s proposal. DHS also reserves the right of prior approval for any replacement of key personnel. DHS will provide the selected contractor thirty- (30) days to find a satisfactory replacement for the position except in cases of flagrant violation of state or federal law or contractual terms. DHS reserves the right to interview any and all candidates for named key positions prior to approving the personnel.  
5.1.1.3 Changes to Contractor’s Key Staff

The contractor may not replace, or alter the number and distribution of Key Personnel as bid in its proposal without the prior written approval of the DHS Contract Manager, which shall not be unreasonably withheld. Replacement staff will have comparable training, experience and ability to the person originally offered for the position. If the Project Director gives written approval of the termination, transfer, or reassignment of key personnel, such personnel will remain assigned to the performance of duties under this contract until replacement personnel approved by the Project Director are in place performing the key personnel functions. The Project Director may waive this requirement upon presentation of good cause by the contractor. 

The contractor will provide the Project Director with fifteen (15) days notice prior to any proposed transfer or replacement of any contractor’s key personnel. At the time of providing such notice, the contractor will also provide the Project Director with the resume(s) and references of the proposed replacement key personnel. The Project Director will accept or reject the proposed replacement key personnel within ten (10) days of receipt of notice. Upon request, the Project Director will be afforded an opportunity to meet the proposed replacement key personnel in Iowa within the ten (10) day period. The Project Director will not reject proposed replacement key personnel without reasonable cause. The Project Director may waive the 15-day notice requirement when replacement is due to the death or resignation of a key employee.

5.1.1.4 Special Staffing Needs

5.1.1.4.1 Bonding

The Core MMIS and POS contractors must be bonded against loss or theft for all staff who handle or have access to checks in the contractor’s performance of its functions. 

5.1.1.4.2 Job Rotation

The contractor will be required to develop and maintain a plan for job rotation and cross-training of staff to ensure that all functions can be adequately performed during the absence of staff for vacation and other absences.

5.1.1.4.3 Coverage During Vacations for Sensitive Positions

The Contractor will be required to designate staff that is trained and able to perform the functions of sensitive positions when the primary staff member is absent on consecutive days of vacation.

5.1.2 Facility Requirements

5.1.2.1 Temporary Offices during Implementation Phase

After successful negotiation of contracts, all contractors are expected to establish temporary office in the Des Moines, Iowa metropolitan area.  Temporary office space will be needed between July 1, 2004 and January 1, 2005 while permanent facilities are being secured by DHS.  All costs associated with the temporary offices should be figured into the bidder’s Cost Proposal as part of the bidder’s overall fixed implementation price.  Cost overruns will not be billable to the State.  

5.1.2.2 Permanent Facilities

5.1.2.2.1 State Responsibilities

On or about January 1, 2005, DHS expects to have the permanent facilities for Iowa Medicaid Enterprise staff ready to be occupied.  At no cost to the vendor, DHS will provide the following:

· Office space for all Iowa Medicaid Enterprise contractors

· Desks, chairs, and cubicles

· Network infrastructure and network connections

· Personal Computers

· Software Licenses for commercially-available packages

· Phones and Fax machines

· Photocopiers and Paper

· Office Supplies

· Network Printers

· Licenses for Standard Microsoft Office packages

· Licenses for other non- Microsoft Office standard software, as necessary (e.g., Visio, MS Project)

Within the General Requirements section of the Technical Proposal, the bidder will provide DHS with the following information:

· Approximate square footage that is necessary to conduct each individual business function required for the RFP component that is under consideration

· Anticipated needs for the following:

· Manager’s Offices

· Cubicles

· Desks

· Chairs

· Phones

· Photocopiers

· Fax Machines

· Approximate number of computers that need to be connected to the network

· Estimated total number of staff including Key Personnel

· Anticipated Personal Computer needs (e.g., Processor speed, RAM, hard drive memory, monitor size, number of staff needing dual-screen monitor, CD burning capability, etc.)

The State will provide conference rooms at the Iowa Medicaid Enterprise offices that are available for meetings between/among contractor personnel, State staff, providers, and other stakeholders.  DHS will also provide some additional workspace, desks, PCs, and telephones for State, Federal, or contracted consultant staff who are conducting reviews and assessments.

5.1.2.3 Contingency Plan

In the event that the Iowa Medicaid Enterprise facility is not available for full occupation, all affected Iowa Medicaid Enterprise contractors will maintain their temporary local offsite office space.  DHS will make every effort to identify any delays as early as possible.  If the contingency plan for office space is activated, Iowa DHS will reimburse applicable leasing fees upon invoice by the contractor.

5.1.3 Location of Activities

DHS expects all staff directly associated with the provision of contract services to the Iowa Medicaid Enterprise will be located at the Iowa Medicaid Enterprise facilities. The Pharmacy Point-of-Sale (POS) system may be operated at an off-site location approved by DHS, but the Iowa contract staff associated with the POS functions will be located at the Iowa Medicaid Enterprise facilities.  

5.1.4 Contract Management
The contract management function encompasses both automated and manual functions necessary to manage the component contractors operation and to report to DHS on the status of operational activities. These functions are primarily the responsibility of the contractor, following approval of the procedures from DHS.
5.1.4.1 State Responsibilities
The DHS Project Director is the principal contact with the component contractors and coordinates interactions between DHS and the component contractors. The DHS Project Director is responsible for the following activities:
1.
Monitor the contract performance and compliance with contract terms and conditions
2.
Serve as a liaison between the component contractors and other State users
3.
Initiate or approve system change orders
4.
Assess and invoke damages for contractor non-compliance
5.
Monitor the development and implementation of enhancements and modifications to the system
6.
Review and approve completion of Iowa Medicaid Enterprise system documentation
7.
Develop, with participation from the contractor, the Report Card of contractor compliance with performance standards, negotiate reporting requirements and measure compliance
8.
Review and approve component contractors invoices and supporting documentation for payment of services
9.
Coordinate State and Federal reviews and assessments
5.1.4.2 Contractor Responsibilities
The component contractors are responsible for the following contract management activities:
1.
Provide to DHS, reasonable access to component contractors staff at the Iowa Medicaid Enterprise facility during normal working hours
2.
Develop, maintain, and provide access to records required by DHS and State and Federal auditors
3.
Provide reports necessary to show compliance with all performance standards and other contract requirements
4.
Provide to DHS reports regarding component contractor’s activities. The content and format of these reports are to be negotiated with DHS. The intent of the reports is to afford DHS and the component contractors better information for management of the contractor’s activities and the Medicaid program.
5.
Meet regularly with State users to review account performance and resolve issues between contractor and the State
6.
Provide to DHS weekly progress reports on change order activity
7.
Meet all Security requirements as currently proposed under HIPAA or currently in effect under State Regulations or whichever is more stringent.
5.1.4.3 Performance Standards
The performance standards for the contract management functions are provided below.
1.
Provide the monthly contract management reports within three (3) business days of the end of the reporting period.
2.
Provide monthly performance monitoring report card within ten (10) business days of the end of the reporting period.
3.
Provide new user training for State staff and other component contractor staff a minimum of one time per quarter.
4.
Provide refresher training to State users and other component contractor staff a minimum of twice a year.
5.
Provide training on system changes as a result of upgrades or other enhancements within two (2) weeks of the upgrade.
6.
Provide an acknowledgment of the receipt of a user support request by response to the requestor within twenty-four (24) hours and indicate the time frame for a resolution to the issue or question.
7.
Provide a response/resolution to State Project Management staff within forty-eight (48) hours of receipt to requests made in any form (e.g., e-mail, phone) on routine issues or questions.
8.
Provide a response within 24 hours to State Project Management staff on emergency requests, as defined by the State.
5.1.5   System Maintenance and Enhancement
The contractor may propose, or be requested by the State, to make changes to the system to correct identified deficiencies, improve performance or accommodate new policy or reporting requirements. Changes to the system are either determined as routine maintenance or enhancements, as defined in the contract. DHS will determine if a requested change to the system constitutes system maintenance or system enhancement. The contractor will be required to provide an online tracking system to record and follow maintenance and enhancement projects. 
5.1.5.1 System Maintenance

Examples of system maintenance may include, but are not limited to:
1.
Activities necessary to correct a deficiency within the operational MMIS, including deficiencies found after implementation of modification incorporated into the MMIS
2.
Activities necessary for the system to meet the requirements detailed in this RFP
3.
Activities necessary to ensure that all data, files, programs, and documentation are current and that errors are found and corrected
4.
Activities necessary to meet CMS certification requirements existing at the time of contract award and ongoing standards
5.
File maintenance activities for updates to tables and databases, including addition of new values in system tables
6.
Changes to operations parameters concerning the frequency, quantity, format, sorting, media, and distribution of reports
7.
Changes to edit disposition parameters for established edit or audit criteria
5.1.5.2 System Enhancement

Examples of system enhancements may include, but are not limited to:
1.
Implementation of capabilities neither specified in this RFP nor agreed to during the design and development tasks
2.
Implementation of edits and audits not defined in the RFP, current operating system, and operational system accepted by the State
3.
Changes to established report, screen, or tape formats, new data elements, or report items
4.
Acceptance of a new input form
DHS Requests: DHS may, by written change order, request enhancements to the system. The written change order will specify in detail what change needs to be made and by what date the changes should be implemented. DHS staff that require a system change or system report complete a Change Order Request and send it via e-mail to the DHS Liaison who is responsible for logging it, obtaining approval and forwarding it to the appropriate system component contractor.
The contractor must provide a change plan to DHS within ten (10) business days from receipt of the Change Order Request. The contractor may request an extension if the request requires major system redesign. The change plan includes a description of the changes as understood by the contractor and how it affects current system programs, a detailed plan for accomplishing the change, a detailed test plan, an estimate of the cost of accomplishing the change, and an estimate of the completion date. The cost estimate is based on the rates specified in the contract and RFP. DHS will review the change plan and cost estimate and approve or disapprove it.
Updated system documentation, including technical documentation, user manuals, and provider billing manuals reflecting the system change must be provided to DHS as part of the approval request. 
The contractor making the change must also provide training to contractor staff, State staff, and providers for any changes affecting these users prior to the implementation of a system change. 
The System contractor who is making the change will coordinate activities with other Iowa Medicaid Enterprise contractors affected by the change for training, coordination of publication changes (e.g., provider manual changes), and required procedural changes.

All modifications to the computer programs or documentation of the system become the property of DHS.
Contractor Changes: The contractor may not make changes in applications, programs, system procedures, specifications, parameters, disposition codes, definitions, or objectives without prior approval by DHS. The contractor submits any requested change in writing to DHS. If a change is needed quickly in order to continue processing on a timely schedule, the request may be made by telephone, with a written follow-up.
*Bidder’s Note: DHS requires that its Systems Contractors produce “Valid Values Booklets” for the MMIS, POS, and DW/DS systems or applications in use.  The current MMIS Valid Values Booklet is provided in the Bidder’s Library.

5.1.5.3 Performance Standards
The performance standards for the system change functions are provided below.
1.
Notify DHS of system problems identified by the contractor within twenty-four (24) hours of identification of the problem.
2.
Respond to system maintenance requests within five (5) business days except for emergency requests for which a response is due within twenty-four (24) hours of receipt of the request.
3.
Ninety percent (90%) of schedule and cost estimates for system enhancements must be submitted within ten (10) business days after receiving request, and one hundred percent (100%) must be submitted within thirty (30) business days
4.
Ninety-five percent (95%) of system changes must be completed on the date agreed to by DHS and the contractor. Completion dates may be extended with concurrence of the State.
5.
Provide monthly reports of programmer hours by the fifth (5th) calendar day of the month for activity completed in the previous month.
6.
Provide monthly reports of enhancement project progress and to-date cost report and time expended on each open project by the fifth (5th) calendar day of the month for activity in the previous month.
5.1.6 Performance-Based Contracts and Damages for Systems Contractors

The State of Iowa has mandated performance-based contracts. Payment to the contractor is tied to meeting the performance standards identified in the contracts awarded through this RFP.  State oversight of contractor’s performance will be tied to the identified performance standards.  In some instances if the contractor fails to meet the performance standard, DHS will have actual damages which may be assessed against the contractor. In other instances if the contractor fails to meet the performance standard, the operations of DHS will be delayed and disrupted leading to damages, yet it will be impractical and difficult to compute actual damages.  In these instances, damages will be liquidated.  This section discusses damages that may be imposed for the contractor(s) operating the systems components of this RFP. 

5.1.6.1 Approach to Performance Standards and Damages

Performance standards should promote better communication between the State and the contractor because the expectations for both parties are identified up-front in the contract, rather than in disputes after work has commenced. The State will be prudent in defining performance standards, and balance damages with incentives.  

The description that follows represents a recommended approach to achieve the objective of a cost effective contract.  Most of these damages are familiar to MMIS vendors, since they represent actual loss of Federal dollars.  The liquidated damages represent, in the State’s view, the mission critical components of a fiscal agent operation.  The “Report Card”, which will be discussed later, brings a broader overview of contractor operational efficiency.  It will also have liquidated damages tied to it.

5.1.6.2 Right to Assess Damages

The State will assess damages based on assessment by the DHS Contract Administrator of contractor’s success in meeting required performance standards. The contractor must agree to or challenge the reimbursement to the State for actual damages or the amounts set forth as liquidated damages. 

The State will notify contractor in writing of the proposed damage assessment. The amounts due the Department as actual damages may be deducted from any fees or other compensation payable to the Contractor, or the Department may require the Contractor to remit the damages within thirty (30) days following the notice of assessment or resolution of any dispute.  At the Department’s option, the Department may obtain payment of assessed actual damages through one (1) or more claims upon any performance bond furnished by the Contractor.  

5.1.6.3 Dispute Resolution Process for Damage Assessments

Should a dispute arise between the parties about assessment of damages, disputes will be resolved in accordance with the following process.

The dispute resolution process over assessment of damages would consist of two levels. The first level is a request in writing from the contractor to the Policy Analysis Team, requesting reconsideration and a reversal of the damages assessed by the DHS contract administrator.  The request shall be submitted to:

Contract Administrator

Iowa Department of Human Services

Hoover State Office Building, 5th Floor

1305 East Walnut St.

Des Moines, IA  50319-0114

The request from the contractor must contain the facts relating to the alleged contractor failure, contractor’s reasoning for disputing the State’s assessment of damages, and a requested resolution of the dispute. The Policy Analysis Team, with input from the Medicaid Director or his/her designee, has fifteen (15) days to approve or deny the contractor’s request.  The contractor will be notified in writing of the decision to approve or deny the contractor’s request.

The second level appeal would be to the DHS Director.  If the Policy Analysis Team denies the contractor’s request, the contractor has fifteen (15) days to appeal the denial to the DHS Director.  The appeal record will contain the previous documentation and decisions. The DHS Director or her/his designee will have thirty- (30) calendar days to render a written decision. The Director’s decision is final.

5.1.6.4 Actual Damages

The following activity is subject to actual damages, since failure to meet the performance standard will result in a specific loss of Federal matching dollars.

5.1.6.4.1 Systems Certification

Section 1903(a)(b)(d) of Title XIX of the Social Security Act provides seventy-five percent (75%) Federal Financial Participation (FFP) for operation of mechanized claims payment and information retrieval systems approved by the Federal Department of Health and Human Services (DHHS). Up to ninety percent (90%) FFP is available for MMIS-related development costs receiving prior approved by DHHS.  The Iowa MMIS must, throughout the contract period, meet all certification and re-certification requirements established by DHHS.

The three systems contractors will ensure that their area of system responsibility will meet Federal certification approval for the maximum allowable enhanced FFP retroactive to the day the system becomes operational and is maintained throughout the term of the Contract.  Should de-certification of the MMIS, or any component part of it, occur prior to contract termination, or the ending date of any subsequent contract extension, DHS assess the responsible contractor(s) for any resulting damages to the State.

The contractor(s) will be liable for the difference between the maximum allowable enhanced FFP and that actually received by the State, including any losses due to loss of certification, failure to obtain approval retroactive to the operational start date, or delays in readiness to support certification. 

All FFP penalty claims assessed by DHHS will be withheld from amounts payable to the contractor (s) until all such damages are satisfied. Damage assessments will not be made by the State until DHHS has completed its certification approval process and notified the State of its decision in writing.

5.1.6.4.2 Operations Start Date – MMIS and POS

It is the State’s intent to have the Iowa MMIS, including the POS, fully operational on June 30, 2005, or a later date set by the State.  Fully operational is defined as having the MMIS and the POS established and operational with five (5) years of claim data onlineonline; processing correctly all claim types, claims adjustments, and other financial transactions; maintaining all system files; producing all required reports; meeting all system specifications; supporting all required interfaces; and performing all other contractor responsibilities specified in the RFP.  

Compliance with the June 30, 2005 date, or a later date set by the DHS, is critical to the State’s interest. Therefore, the contractor (s) will be liable for resulting damages if this date is not met. The contractor’s capability to meet this date will be determined by DHS following the conclusion of the MMIS Implementation.

If the MMIS and POS is not fully operational by the start date due to contractor’s failure, then the contractor (s) will forfeit all claims to reimbursement of monthly expenses or operational payments for that month and each month thereafter, until the MMIS/POS is fully operational as determined by DHS. If the MMIS/POS is not fully operational, as determined by DHS, byDecember 31, 2005, the contractor (s) will be liable for all additional costs incurred by the State to continue current operations. The additional costs are defined as any contingency costs associated with extending the contract with the current fiscal agent and any increase in the operating payments to the current fiscal agent resulting from the emergency extension.   .

5.1.6.4.3 Erroneous Payments 

The MMIS contractor and POS contractor have the lead responsibility to ensure that erroneous payments from the MMIS are quickly identified, reported to DHS and corrected to ensure that no overpayments or underpayments are made from State or Federal funds. If an overpayment, underpayment, or duplicate payment is made, and the payment is the result of either the failure of the contractor to use available information and correct guidelines, or failure of the contractor to process correctly, the contractor will be liable for the difference between the amount paid erroneously and the amount that should have been paid using available information and the correct guidelines or processing correctly. Contractor is responsible for recovery of the overpayment or payment of the underpayment. The State may also assess damages against the contractor for the value of the overpayment or underpayment if the contractor is not able to recover the funds or remit the underpayment within sixty (60) calendar days.  In the case of shared responsibility, due to incorrect file updates from another component contractor, DHS will allocate the responsibility based on the available audit trail. 

5.1.6.5 Liquidated Damages

Liquidated damages may be assessed by DHS in instances where the contractor fails to meet critical performance standards for operation. DHS will have authority to assess damages for the amount defined under each category specified below.  DHS will notify the contractor in writing of its intent to assess liquidated damages in each instance.  The contractor may appeal the assessment of damages pursuant to the dispute resolution process for damage assessments.  Specific performance standards and associated damages are identified in the following sections.

5.1.6.5.1 System Availability and Response Time

Contractors, if the system resides on their hardware, will be expected to meet performance standards for user access to the respective applications and network availability and responsiveness. 

5.1.6.5.1.1 User Access

The MMIS, POS, automated eligibility verification system, and the data warehouse, must be available for users ninety-eight percent (98%) of the hours between 7:00 AM and 6:00 PM Central time Monday through Friday and ninety-five percent (95%) of the remaining hours.  The contractor may schedule maintenance during the off hours, from 7:00 PM to 6:00 AM, without having the downtime counted in the calculation of the ninety-five (95%) performance standard. An application is considered unavailable when a user does not get the complete, correct full-screen response to an input transaction after depressing the “Enter” or another specified function key. The State will notify the contractor when they have determined the system is unavailable.  

The contractor will report to the DHS contract manager selected service-level indicators from the MMIS applications to indicate availability of the application plus an exception log identifying those applications that were not available during the reporting period.  The contractor will also include the calculation of user access availability in the report.  The frequency, content and methodology for the reports must be approved by the DHS.   

5.1.6.5.1.2 Network Performance

The network standard is two (2) second response time from the time the user presses the “Enter” key to appearance of the full screen. Response time for the MMIS, POS and DSS will be measured at the Hoover Building in the Iowa State Capitol Complex.  The contractor will measure response time and report the results to the contract manager.  

The State may assess liquidated damages in the amount of two thousand dollars ($2,000) per month when the ninety-eight (98%) criterion is not met and one thousand dollars ($1,000) per month when the ninety-five (95%) criterion is not met. The State may assess damages of five hundred dollars ($500) per day for failure to meet the designated performance standard for network response time for three (3) consecutive twenty-four (24) hour periods.

5.1.6.5.2 Timeliness of Check-write File and Provider Payments

The Core MMIS contractor must provide the required electronic check-write file to DHS for each payment cycle.  The file will include all payments to providers by payee in the format specified by DHS.  The contractor will also provide a summary report of total dollars to be paid that check-write, broken down by category of provider.  The check-write file must be presented to DHS by 8:00 AM of the day following the payment run and must not be rejected due to errors caused by the contractor

DHS may assess damages in the amount of five hundred dollars ($500) for each full hour that contractor fails to meet the above standard..

5.1.6.6 The Report Card

The Iowa Medicaid RFP will contain performance standards for most operations areas.  These may be expressed in timeliness, for such things as file updates, reports and processing prior authorizations, or accuracy and completeness for system upgrades, reports and claims processing.  These performance standards are quantifiable, and capable of being measured and reported in an automated system.  DHS will select a percentage of the standards for inclusion in a report card.  DHS and the contractor will negotiate the grading system and the reporting periods.  

Meeting the performance standard in the selected indicators will represent average performance.  Failure to meet the standards will be tied to liquidated damages.  The State has left details of the report card content and format to be negotiated.  Liquidated damages in the amount of one point five percent (1.5 %) of the monthly operations fee may be assessed if the total report card score falls more than five (5) points below the acceptable standard for more than three (3) months in a six (6) month period, or a single report card item falls more than five (5) points below the acceptable standard for more than three (3) months in a six (6) month period.  Liquidated damages may be assessed against the report card performance after the first full year of operations (i.e., June30, 2004 through June 29, 2005) so that the specific report card standards and measurements can be finalized during the first full year of operations.

5.1.7 Internal Quality Assurance
Each System component contractor is responsible for monitoring its operations to ensure compliance with state specified performance requirements. A foundation element of the contractor quality assurance function will be to provide continuous workflow improvement in the overall system and contractor operations. The contractor will work with DHS to identify quality improvement measures that will have a positive impact on the overall program. The quality assurance function includes providing automated reports of operational activities, quality control sampling of specific transactions, and ongoing workflow analysis to determine improvements needed to ensure that the contractor not only meets the performance requirements for each operational area, but also identifies and implements improvements to its operations on an ongoing basis.
5.1.7.1 State Responsibilities
DHS is responsible for the following contractor internal quality assurance functions:
1.
Consult with the contractor on quality improvement measures and determinations of areas to be reviewed.
2.
Monitor the contractor’s performance of all contractor responsibilities.
3.
Act as liaison/final authority, as necessary, for agencies involved in QA activities.
4.
Review and approve proposed corrective action(s)) taken by the contractor.
5.
Monitor corrective actions taken by the contractor.
5.1.7.2 Contractor Responsibilities
The contractor is responsible for the following internal quality assurance functions:
1.
Work with DHS to implement a quality plan for the account that is based on proactive improvements rather than retroactive responses.
2.
Develop and submit to DHS for approval, a Quality Assurance Plan establishing quality assurance procedures and designate a quality assurance coordinator who is responsible for monitoring the accuracy of data entry and claim resolution. Submit quarterly reports of the coordinator’s activities, findings and corrective actions to DHS.
3.
Provide quality control and assurance reports, accessible onlineonline by DHS and contractor management staff, including tracking and reporting of quality control activities and tracking of corrective action plans.
4.
Designate an employee to serve as quality assurance manager and liaison between the contractor and DHS regarding contractor performance.
5.
For any performance falling below a state-specified level, explain the problems and identify the corrective action to improve the rating.
6.
Implement a State-approved corrective action plan within the time frame negotiated with the state.
7.
Provide documentation to the State demonstrating that the corrective action is complete and meets state requirements.
8.
Perform continuous workflow analysis to improve performance of contractor functions and report the results of the analysis to DHS.
9.
Provide DHS with a description of any changes to the workflow for approval prior to implementation.
5.1.7.3 Performance Standards
The performance standards for each System component contractor’s internal quality assurance functions are provided below.
1.
Identify deficiencies and provide the State with a corrective action plan within ten (10) business days of discovery of a problem found through the internal quality control reviews.
2.
Meet ninety-five percent (95%) of the corrective action commitments within the agreed upon timeframe.
5.1.8 Training
Provide initial and ongoing training to system contractor staff in system and operational procedures, and training on system functions and features to DHS staff and other component contractor staff including:

· Training when new staff or replacement staff are hired
· Training when new policies and/or procedures are implemented
· Training when changes to policies and/or procedures are implemented
Provide training materials including training manuals and visual aids.
5.1.9 Documentation

Contractors must maintain documentation, including detailed design documentation, desk procedure manuals, operation manuals, user manuals, software development manuals, and computer program manuals.  The Start-Up Activities sections for the individual components provide further detail on the expected deliverables.  The contractor will document all changes within 18 working days of the change, in the format prescribed by DHS.  The contractor will provide to DHS as replacement pages all changes in the documentation within 18 working days of the date changes are installed.  The replacement pages must be labeled "Revised" and display the effective date of the revision.  In addition, the revision number must be incremented by one.  All documentation must be provided in electronic form and made available online.   One printed copy must be provided on 24-pound plain white bond.  The contractor will not reference contractor's name in any of the documentation.  Standard naming conventions must be maintained.
Four (4) types of documentation are required as deliverables under the Core MMIS contract.  They are as follows:

· System documentation
· User documentation
· Software development documentation
· Disaster recovery and back-up planning documentation
The contractors will also provide the above items and materials list to a third party if so directed by DHS.
5.1.9.1 System Documentation

Contractor will provide System Documentation to DHS according to the requirements listed in individual RFP component Sections.  Upon request and at no cost, the Core MMIS contractor will also provide copies of the operations manuals, including data entry manuals, screening and coding manuals, and any Job Control Language (JCL) involved.
Throughout the course of the contract, the contractor will also provide to the Department, as requested and at no cost, copies of the following in hard copy or electronic medium:

· All reference files
· All history files
· Program documentation
· Other files necessary to operate the system(s)
5.1.9.2 User Documentation

Contractors will provide to DHS, upon request and at no cost, copies of desk procedure manuals and general operations manuals as specified by the individual RFP component Sections.  This material includes items such as data entry manuals, claim resolution manuals, and audit and control procedures.
5.1.9.3 Software Development Documentation

The contractor will provide to DHS, upon request and at no cost, any Software Development Documentation for applications supporting the Iowa Medicaid Enterprise.
5.1.9.4 Disaster Recovery and Back-Up Planning Documentation
The contractor will be required to develop and maintain a disaster recovery plan designed to minimize any disruption to the system or to ensure a resumption of the system following a disaster such as fire, flood, or tornado. The plan must provide for the following:

· Ensure complete, accurate, and up-to-date documentation of all systems and procedures used to support the Iowa Medicaid Enterprise (including revisions on documentation for the Iowa MMIS)
· Backup of all tapes and files and storage of the backup tapes and files at an off-site location
· Backup of software and storage at an off-site location
· A detailed schedule for backing up critical files and their rotation to an off-site storage location
· Backup for continuous operations in the event of a disaster
5.1.10 Security and Confidentiality Requirements
The contractor must provide physical site and data security sufficient to safeguard the operation and integrity of the MMIS. The contractor must comply with the Federal Information Processing Standards (FIPS) outlined in the following publications:

· Automatic Data Processing Physical Security and Risk Management (FIPS PUB.31)
· Computer Security Guidelines for Implementing the Privacy Act of 1974 (FIPS PUB.41)
The contractor must safeguard data and records from alteration, loss, theft, destruction, or breach of confidentiality in accordance with both State and Federal statutes and regulations.  All activity covered by this RFP must be fully secured and protected.
Safeguards designed to assure the integrity of system hardware, software, records, and files include:

· Orienting new employees to security policies and procedures
· Conducting periodic review sessions on security procedures
· Developing lists of personnel to be contacted in the event of a security breach
· Maintaining entry logs for limited access areas
· Maintaining an inventory of Department-controlled MMIS assets, not including any financial assets
· Performing a periodic risk analysis, a systematic method for anticipating mishaps and determining the cost-effectiveness of safeguards
· Limiting physical access to systems hardware, software, and libraries
· Maintaining confidential and critical materials in limited access, secured areas.
DHS will have the right to establish backup security for data and to keep backup data files in its possession if it so chooses.  Exercise by DHS of this option will in no way relieve the contractor of its responsibilities.
5.1.11 Accounting Requirements

The contractor will maintain accounting/financial records (e.g., books, records, documents, and other evidence documenting the cost and expenses of the contract) to such an extent and in such detail as will properly reflect all direct and indirect costs and expenses for labor, materials, equipment, supplies, services, etc., for which payment is made under the contract. These accounting records will be maintained in accordance with generally accepted accounting principles (GAAP). Furthermore, the records will be maintained separate and independent of other accounting records of the contractor.

Financial records pertaining to the contract will be maintained for seven (7) years following the end of the Federal fiscal year during which the contract is terminated or until final resolution of any pending State or Federal audit, whichever is later.  Records involving matters of litigation will be maintained for one (1) year following the termination of such litigation if the litigation has not been terminated within the seven (7) years.
Subcontractors must comply with all requirements of this section for all work related to the performance of the contract.
5.1.12 Audit Requirements

The contractor will be required to meet all Federal and State of Iowa audit requirements for contractors accepting federal money and doing business in the State of Iowa.  In addition, they will be required to contract for an independent audit of their operation, in accordance with guidelines described by the State.
5.1.12.1 Retention of Records

The State and Federal agencies and their authorized representatives or agents will have access to the contractor's financial records, books, documents, and papers during the contract period and during the seven (7) years following the end of the Federal fiscal year during which the contract is terminated or until final resolution of a pending State or Federal audit, whichever is later, for purposes of review, analysis, inspection, audit, and/or reproduction. During the seven (7) year post-contract period, delivery of and access to the items will be at the contractor's expense. Records involving matters of litigation will be maintained for one (1) year following the termination of such litigation if the litigation has not been terminated within the five years.

The contractor will retain a minimum of seven (7) years of adjudicated claims. Imaged copies of such claims may be used to satisfy this requirement. At the conclusion of the contract, the contractor will turn over to DHS copies of all claims records maintained throughout the duration of the contract.

5.1.12.2 Access to Records

DHS, or its authorized representative, will have the right to enter the contractor's premises, or such other places where duties under the contract are performed, to inspect, monitor, and/or evaluate the work being performed.

The contractor must provide reasonable facilities for and assistance with audits and inspections. All audits and inspections will be performed in a manner that does not unduly delay work.

5.1.12.3 Independent Audit

Contractor will be required to contract, at their expense, for an independent audit of their Iowa account annually.  The audit must meet the requirements specified in Section 9.19..
5.1.13 Transfer of Work Responsibilities

DHS anticipates the contracts awarded under this RFP will require some transfer of responsibilities from incumbent contractors to new vendors.  It is Iowa’s intention to have any transfer of responsibility for tasks under this procurement to proceed smoothly and be transparent to the providers.  With that objective in mind, DHS has proposed the following general requirements for transfer of work in progress. 

· DHS will establish a date for redirection of all provider and recipient written documents, to include, but not be limited to, claims, provider applications, prior authorizations, audit papers, Drug Rebate invoices, correspondence and managed care enrollment decisions, to the new contractor, if DHS has awarded the contract to a new vendor. This date will be approximately five (5) business days from the expected conversion date. 

· DHS will negotiate turnover of work in progress, including all the documents identified in the above bullet, to the new contractor, in the above described situation.  The incumbent contractors will follow current contract language regarding turnover of unfinished work at contract expiration, and new contractors can be expected to assume responsibility for some volume of unfinished work.  

5.2 Core MMIS Component

The Core MMIS component consists of system and operational functions normally associated with a traditional MMIS. While many of the non-system functions will be performed by other component contractors, the Core MMIS contractor will be responsible for the operational takeover, enhancement, and continued operations management of the existing Iowa MMIS, which will be transferred to State-owned hardware at the State Data Center prior to the Implementation Phase of the impending Core MMIS contract.  The current Fiscal Agent Contractor (ACS) will be responsible for transferring the existing Iowa MMIS (excluding the existing Pharmacy POS and STARS DSS) to the State Data Center. The Core MMIS contractor will also serve as the lead contractor responsible for interfaces and technical integration with all other components.

In addition to the enhancements on the existing Iowa MMIS described throughout this section, the Core MMIS contractor will also implement an Imaging system and a Workflow Process Management system for the Iowa Medicaid Enterprise.  All contractors and State staff in the Iowa Medicaid Enterprise will use the Workflow Process Management system.

The Core MMIS component includes the following responsibilities:
· Provider Subsystem
· Claims Processing Subsystem (except pharmacy claims)
· Recipient Subsystem
· Reference Subsystem
· Encounter Subsystem
· Managed Care Subsystem
· Automated Voice Response System (AVRS)
· Medically Needy Subsystem
· Prior Authorization Subsystem
· TPL Subsystem
· MARS Subsystem
· SURS Subsystem
· EPSDT Subsystem
In addition to the Core MMIS subsystems, the Core MMIS contractor will provide an imaging system to be used to capture and scan all hardcopy forms and letters received by the contractor and a workflow process management system that will be used by all contractors to track and report on their activities.
The requirements for each of these responsibilities are described in the following sections.

5.2.1 Contractor Start-Up Activities

This phase includes all activities required to confirm and develop the requirements for the successful take over of the Iowa MMIS as installed at the State data center.  Tasks include the following.
5.2.1.1 Planning Task

DHS will use an Implementation and Support Services (I&SS) contractor to lead the coordination effort between all successful bidders.  This includes both systems integration considerations and development of the operational logic for the Workflow Process Management system

The Core MMIS contractor will develop a detailed plan for takeover and operation of the system components of the current Iowa MMIS (excluding Pharmacy POS and the STARS DSS).  The planning task includes preparation of the detailed work plan (which will be based on the proposed work plan presented by the bidder in the RFP), acquiring necessary resources and software licenses, and coordinating schedules with the respective State agencies and other component contractors. 

Because this procurement will contain multiple awards, requires operation of the MMIS on State hardware, and involves co-location of all contractor and DHS staff at a single state location, the planning task takes on added significance. State staff will retain overall responsibility for integration of the Iowa Medicaid Enterprise components, but the Core MMIS contractor has the lead responsibility for interfaces with all of the separate components.

Each respective component contractor must incorporate in their planning the requirement for coordination with separate vendors for all other components. The I&SS contractor will be required to incorporate the plans from all contractors into their overall planning for the MMIS operation. Planning the implementation of the separate components to achieve minimal duplication in conversion to new contractors or new systems will be key to a successful implementation.  

DHS will use a combined project plan to coordinate the respective responsibilities of the component vendors during the DDI phase. This project plan will incorporate key interfaces between the component vendors and determine the sequence of development for the components. Representatives from each of the separate contractors will participate with the State to coordinate the implementation of the entire system.  

Planning task activities are discussed below.

5.2.1.1.1 Planning Task Activities

The bidder must present a structured approach to kick-off the project. The net effect of the approach should be the implementation of the required MMIS in an efficient and timely manner with minimal impact on providers, members, and DHS.
All project planning activities outlined in this section should be consistent with the structured system development methodology presented by the bidder. Project planning activities will include but not be limited to the following:
1.
Establish approved project team that will be responsible to review and define all general MMIS requirements, review and discuss project timelines, make resource assignments, and establish reporting requirements and communication protocols with the DHS project manager.
2.
Prepare the detailed work plan for approval by the DHS project manager. This plan will encompass all DDI Phase activities with resources assigned to each task. The contractor will update the work plan  (in the media identified by DHS) twice monthly.
3.
Prepare and present a preliminary conversion plan. It is critical that planning and detailing of this activity begin in the early stages of the project.  The conversion plan must include MMIS data conversion, provider conversion from current claim submission requirements to new (if different), and HIPAA conversion.
4.
Establish and use a DHS-approved project management system for the entire project control and reporting. Make the project management system available to DHS users, online.

5.2.1.1.1.1 State Responsibilities

The DHS responsibilities for the Planning Task are:
1.
Obtain project location for co-location of contractor and DHS staff.
2.
Approve project staff.
3.
Provide access to all current MMIS documentation and State IT requirements.
4.
Provide access to State data center for authorized staff.
5.
Provide current security and disaster recovery plans to contractor.
6.
Review and approve contract deliverables.
7.
Review and approve project control and status reporting protocols.
8.
Provide official approval to proceed to the Requirements Confirmation Process upon completion of all project initiation task activities.

5.2.1.1.1.2 Contractor Responsibilities

The contractor responsibilities for the Planning Task are:
1.
Prepare and submit facility plan to DHS for approval.
2.
Prepare and submit staffing plan to DHS for approval.
3.
Prepare and submit work plan to DHS for approval.
4.
Present system development methodology to DHS for approval.
5.
Work with DHS on joint data security plan.
6.
Work with DHS on joint disaster recovery plan.
7.
Prepare and submit preliminary MMIS data conversion plan to DHS for approval.
8.
Prepare and submit preliminary acceptance test plan to DHS for approval.
9.
Prepare and submit preliminary transition plan to DHS for approval.
10.
Prepare and submit equipment and technology acquisition plan to DHS for approval.
11.
Prepare and submit documentation standards plan to DHS for approval.
12.
Prepare and submit project control and project management plan to DHS for approval.
13.
Review and accept the turnover plan from the current contractor.
5.2.1.1.1.3 Deliverables

The contractor will provide the following deliverables for the Planning Task:
1.
Facility plan
2.
Staffing plan
3.
Detailed work plan
4.
System development methodology
5.
Facility and data security plan
6.
Data conversion plan
7.
Acceptance test plan
8.
Transition plan
9.
Equipment and technology acquisition plan
10.
Documentation standards plan
11.
Project control and project management plan
5.2.1.2 Development Task

The development task traditionally refers to the software design and development to support the business activities required by the contract. For the Core MMIS component, the development effort includes the operational takeover and enhancement of the existing MMIS system.  The work plan prepared as part of the Planning Task needs to identify all the key activities in these sub tasks and dates for accomplishing the responsibilities.  The work plan will also include the development and installation of the Imaging system and the Workflow Process Management system.

The bidder must explain its approach to developing the user requirements. The bidder must also describe the proposed system development methodology and the type of tools, if any, planned for use in the development activity.

5.2.1.2.1 Takeover Sub Task

This subtask incorporates the assumption of responsibility for operation and maintenance of Core MMIS software applications from the current fiscal agent to the Core MMIS contractor. Obviously, if the current incumbent retains the contract for operation of the Core MMIS, this function is largely reduced to identification and correction of defects related to the State hardware configuration.  The takeover task must be detailed in the bidders work plan, to include at a minimum, resources, schedule and requirements for support from the existing vendor and State IT staff.  The takeover task may require additional effort because the takeover system will be a test version of the current operational MMIS, which has been previously installed on a State server but is not actually in production. 

5.2.1.2.2 Enhancements and New Requirements Sub Task

The Core MMIS contractor will be required to make a number of enhancements to the Iowa MMIS. Most of these enhancements are designed to make the system more user friendly, or meet additional requirements for State monitoring. These enhancements include: Web based access for providers, document scanning/imaging, and reports production and storage in electronic format accessible from the user’s desktop. Specific requirements for these and other enhancements are identified in later in this section. Enhancements will be undertaken once the system has been transferred, taken over by the new contractor and is functional. If the current vendor retains responsibility for the Core MMIS, the enhancements become their primary focus during the DDI phase. 

5.2.1.2.3 System Requirements Confirmation Activity

Take over and enhancement of the Core MMIS will include two key activities: requirements confirmation (analysis) and design for new or restructured system requirements.  The requirements for these processes are delineated below.
5.2.1.2.3.1 State Responsibilities

The State responsibilities for the System Requirements Confirmation activity are:
1.
Provide documentation on the current MMIS.
2.
Respond to contractor inquiries related to program policy.
3.
Provide state resources as agreed to in the detailed implementation plan.
4.
Provide access to the State data center for authorized staff
5.
Provide data security and disaster recovery support for contractor
6.
Monitor work plan activities related to the requirements confirmation.
7.
Review and approve all deliverables

5.2.1.2.3.2 Contractor Responsibilities
The contractor responsibilities for the System Requirements Confirmation activity are:
1.
Update work plan tasks and provide update plan to DHS.
2.
Conduct walkthrough of requirements approach.
3.
Review and understand all Iowa MMIS requirements, including State data center environment.
4.
Conduct in-depth analysis of all new user requirements.
5.
Prepare the new MMIS structure (including all internal and external interfaces) with appropriate descriptions, charts and diagrams, for review by DHS and other state entities and for approval by DHS.
6.
Conduct MMIS requirements structured walkthroughs and obtain DHS approval on the final MMIS structure and the hardware/software platform.
7.
Make staff available for the requirements confirmation process.
8.
Coordinate work activities with the incumbent contractor.
5.2.1.2.3.3 Deliverables
The contractor will provide a Requirements Confirmation Document, including:

1.
Data model for the entire MMIS, including data elements to be captured in each function, their derivation, definition and use
2.
Business process models for all MMIS automated and manual functions incorporating the required enhancements and including edits and audits for each of the input and processing systems.
3.
Document imaging requirements
4.
Workflow process management requirements
5.
Final formats for all input and output documents
6.
Interfaces and data acquisition
7.
Recommended cycle times, report formats and frequencies, database updates, etc.
8.
MMIS architecture document
9.
Hardware/software platform configuration chart
10.
Events and entity relationships
5.2.1.2.4 System Design Activity

The proposed systems design must address all the functionality and operational requirements of the upgraded Iowa MMIS.  The MMIS component must be fully certifiable by CMS, when combined with the other required MMIS-related components, and must provide for all of the data and information access requirements of State users and outside stakeholders.
5.2.1.2.4.1 State Responsibilities
The State responsibilities for the Systems Design activity are:
1.
Provide State resources as agreed to in the work plan.
2.
Provide access to the State data center for authorized staff
3.
Provide data security and disaster recovery support for contractor
4.
Respond to contractor inquiries related to program policy.
5.
Monitor contractor activities related to the system design.
6.
Review and approve all deliverables from the system design process

5.2.1.2.4.2 Contractor Responsibilities
The Contractor responsibilities for the System Design Activity are:
1.
Prepare comprehensive Detailed System Design documentation that meets DHS requirements and incorporates DSD specifications for the required enhancements.
2.
Update work plan tasks based on information from DHS and other component contractors.
3.
Conduct walkthrough of design approach
4.
Prepare acceptance test criteria and data sets for testing, and submit to DHS for approval. Once the data sets have been approved, the contractor may use the same data sets for all testing activities.
5.
Prepare all draft and final deliverables and provide walkthrough for State.
6.
Obtain DHS approval of all deliverables.
7.
Make staff available for the duration of the system design process.
8.
Coordinate work activities with the incumbent contractor.
9.
Coordinate work activities with other component contractors.

5.2.1.2.4.3 Deliverables
The contractor will provide the following deliverables for the System Design Activity:
1.
Design overview document, highlighting the required enhancements and including requirements for interfacing with other systems and other component contractors
2.
MMIS Data Dictionary
3.
Updated Entity Relationship diagrams
4.
Internal data structures and data flow diagrams
5.
Process flow diagrams
6.
Edit and audit rules
7.
Business information model
8.
Information system model
9.
Acceptance test criteria and data sets
5.2.1.2.5 System Development and Testing Activity

The development and testing of the Core MMIS will be in accordance with the Detailed System Design approved by DHS, and the enhanced system will meet or exceed the functional and technological requirements prior-approved in the analysis and design activities.  During this activity, the Core MMIS contractor will work with the component contractors who will interface with the MMIS to ensure that all requirements for the component contractors are met. Although DHS and its consultant resources will be available for consultations, the contractor should not count on state resources for the system testing activity. Any change in system specifications or timelines will not be accepted unless prior-approved by the DHS.
Key elements associated with this activity are:
1.
Install and enhance or modify components of the proposed system according to the specifications developed and approved by DHS in the Systems Design Process.
2.
Test all aspects of the system both in a “unit test” mode and the “integration test” mode including: 
· Running the tests 
· Producing and reviewing test outputs
· Submitting final test results to DHS for approval
· Providing a weekly report of testing activity, including identification of test status (i.e., passed, failed, rerun)
3.
Provide system walkthroughs and system demonstrations to DHS staff and its consultants.
4.
Provide system walkthroughs and system demonstrations to other component contractors for system functions to be used by the component contractors.
5.
Demonstrate all onlineonline system functionality.
6.
Present all standard output reports.
7.
Demonstrate that all hardware, software, and teleprocessing linkages are functional and will support the State's requirements.
8.
Demonstrate functionality of all external interfaces.
5.2.1.2.5.1 State Responsibilities
The State responsibilities for the System Development and Testing Activity are:
1.
Provide State resources as agreed to in the work plan.
2.
Support contractor's effort to establish all communication linkages among various state offices.
3.
Review and approve all deliverables from the System Development and Testing activity.
5.2.1.2.5.2 Contractor Responsibilities
The contractor responsibilities for the System Development and Testing activity are:
1.
Update work plan tasks based on input from the State and other component contractors.
2.
Conduct approach walkthrough.
3.
Install and enhance the system in accordance with State approved design specifications.
4.
Perform all functional and integrated testing.
5.
Develop and test all external and internal interfaces.  This includes interfaces with all other Iowa Medicaid Enterprise contractors, external interfaces (as identified by DHS), and provider billing software.
6.
Prepare all draft and final deliverables and provide walkthrough.
7.
Obtain State approval of all draft and final deliverables.
8.
Make contractor staff available for the duration of the System Development and Testing activity.
9.
Complete contractor's staffing plan and provide resumes of all key operations staff.
10.
Hire and train at least half of the staff required for the contractor’s Iowa Medicaid Enterprise operations so that this staff can participate in the Acceptance Test. DHS encourages the incoming contractor to hire current fiscal agent staff, and will work with both the incoming and the incumbent contractors to assist in the transition of staff.
11.
Present weekly and monthly status reports to the State.
12.
Demonstrate system compliance with all timeliness, responsiveness, and accuracy issues.
13.
Provide walkthrough of procedure documents, operations documents, provider documents, system documents, conversion test results, security documents, and disaster recovery plans.
14.
Coordinate work activities with the incumbent contractor and the other component contractors.
15.
Establish and monitor quality control procedures within the MMIS structure.
5.2.1.2.5.3 Deliverables
The contractor will provide the following deliverables for the System Development and Testing activity
1.
Contractor's plan to conduct a comprehensive system test, including testing of all interfaces
2.
Completed test criteria, including expected outcomes
3.
System user manuals
4.
Test results document
5.
Draft and final operating procedures document
6.
Draft and final disaster recovery plan and safety plan
7.
Problem tracking and problem resolution document
8.
Final hardware and software configuration chart
9.
Operations staff list and resumes of all key operations staff
5.2.1.3 Conversion Task

The Conversion Task includes both data conversion to the new MMIS and HIPAA conversion. Each of these activities is described below.
5.2.1.3.1 Data Conversion Activity

Conversion refers to the transfer all historical data files from the existing system/contractor to the new system.  In the case of the Core MMIS takeover, the contractor must validate existing historical files and attempt to clean up errors and discrepancies in records. The Core MMIS contractor will be required to convert five years of claims history from the current Iowa MMIS.  The quality of this data has not been assessed by DHS.  The accurate conversion of historical files is a critical component for success in any system transfer or takeover.  

The bidder must outline, in detail, its plan to ensure that the entire conversion task will result in accurate conversion. All appropriate steps must be defined and documented. The proposal must include the staffing needs for this activity along with a contingency plan if conversion cannot be accomplished timely and accurately.  At a minimum, the proposal must outline the following approaches in detail:

1.
Approach to identify all files and tables to be converted/validated
2.
A data mapping approach
3.
Approach to correct error situations in the existing data
4.
Approach to resolve data inconsistencies and missing data situations
5.
Approach to automated and manual conversion effort
6.
Contingency plan
*Bidder’s Note: The extent of the data conversion task will depend upon the quality and completeness of data in the Iowa MMIS, as operated by the incumbent contractor.  Conversion tasks may be less, or more complex than described in this section.
5.2.1.3.1.1 State Responsibilities
The State responsibilities for the Data Conversion activity are:
1.
Provide state resources as agreed to in the work plan
2.
Assist the contractor in identifying the source(s) of data for all MMIS databases.
3.
Respond to contractor inquiries related to program policy and MMIS data.
4.
Monitor contractor activities related to the conversion activity.
5.
Review and approve mapping documents and other deliverables from the MMIS conversion activity.
5.2.1.3.1.2 Contractor Responsibilities
The contractor responsibilities for the Data Conversion activity are:
1.
Prepare a list of all conversion input and conversion output files.
2.
Coordinate work activities with the incumbent contractor.
3.
Identify all the data requirements as well as the source of data for the new databases.
4.
Develop an MMIS conversion plan and provide State walkthroughs.
5.
Develop default values and new data requirements for all MMIS databases, and provide State walkthroughs.
6.
Develop staffing plan to accomplish all MMIS conversion activities.
7.
Develop and test MMIS conversion modules.
8.
Conduct pre-production MMIS conversion run and identify problems or deficiencies.
5.2.1.3.1.3 Deliverables
The contractor will provide the following deliverables for the Data Conversion Activity:
1.
MMIS conversion test plan
2.
MMIS conversion mapping document
3.
Comprehensive list of MMIS input files and tables
4.
MMIS conversion module specifications
5.
MMIS conversion test results document
6.
MMIS conversion problem tracking and problem resolution document
7.
Updated staffing plan for the operations phase
5.2.1.3.2 HIPAA Conversion Activity

The Core MMIS contractor, if not the incumbent, will be responsible for bringing a HIPAA compliant “front end” to meet requirements for accepting and processing all ANSI X12 standard transactions, and using HIPAA compliant code sets.  In addition, the contractor must provide a solution that allows all Iowa providers to become compliant with the HIPAA requirements for transactions and code sets. Providers will be free to pursue their independent strategy for use of clearinghouses or other means to make their internal administration HIPAA compliant. The contractor will be expected to provide information on the new requirements, options for meeting compliance and offer a software application and training that would allow providers to transmit HIPAA compliant transactions.
5.2.1.3.2.1 State Responsibilities
The State responsibilities for the HIPAA Conversion activity are:
1.
Provide policy guidance to providers and contractor on HIPAA regulations
2.
Approve contractor's training plan for the HIPAA conversion.
3.
Monitor the training and implementation.
5.2.1.3.2.2 Contractor Responsibilities
The contractor responsibilities for the HIPAA Conversion activity are:
1.
Evaluate current claim submission software
2.
Evaluate providers' current solutions for meeting HIPAA transaction requirements
3.
Provide information to providers on options for HIPAA transaction compliance
4.
Provide training to providers on HIPAA transaction compliance option (s) provided by contractor
5.
Test submission software
5.2.1.3.2.3 Deliverables
The contractor will provide the following deliverables for the HIPAA Conversion Activity:
1.
Contractor's plan for HIPAA compliance, including both contractor compliance activities and approach to provider technical support.
2.
Contractor's informational materials to be furnished to providers
3.
Contractor's assessment of options for provider HIPAA compliance along with description of obstacles and recommendations
4.
User manuals for Contractor's HIPAA option.
5.
Training package for providers.
5.2.1.4 Acceptance Test Task
Acceptance testing allows the State users to confirm that the system, with upgrades, meets all requirements and performs functions pursuant to State policy.  All subsystems must be fully functional and the system must be able to process claims correctly through the entire array of system edits.  The Core MMIS contractor will be required to designate adequate time and resources for this task and coordinate the schedule with State management and other component contractors.  Because the Core MMIS contractor is the lead for interfaces, State staff would also verify that all interfaces to other Iowa Medicaid Enterprise components were functional.  The acceptance test would also verify that historical data was converted successfully.  
Acceptance tests will focus on three major activities:
· Structured System Test
· Operations Readiness/Operability Test
· Pilot Test
Also during the Acceptance Test Task, the contractor must complete plans for full occupancy of the Iowa operations facility. This activity includes confirming with DHS project staff the location and arrangement for Contractor’s staff, installation of Contractor supplied computer equipment, and connecting all required equipment to the State IT network.
5.2.1.4.1 Structured Systems Test Activity

The Structured System Testing will focus on the testing of all system functions for their completeness and accuracy. This will involve generating test scenarios and test conditions and ensuring that the system performs as expected. The contractor will be responsible for tracking and responding to all problem conditions reported during the Structured System Testing and preparing a corrective action plan for problem correction and resolution. The key components of the Structured System Testing are:
1.
Complete structured system test plan.
2.
Schedule staff for the entire test.
3.
Prepare structured system test environment and load acceptance test data sets.
4.
Conduct structured system test.
5.
Implement corrective action plan for all problems identified during testing.
6.
Correct the problems and re-test the system.
7.
Prepare weekly test results document.
5.2.1.4.1.1 State Responsibilities
The State responsibilities for the Structured Systems Test activity are:
1.
Approve final structured system test plan, test scenarios and test transactions.
2.
Provide oversight of the testing activity.
3.
Review and approve contractor's corrective action plan.
4.
Approve test results.
5.
Review and approve contractor's resolution and results from re-test.
6.
Provide hardware, software, and data support for contractor and consultant staff.
5.2.1.4.1.2 Contractor Responsibilities
The contractor responsibilities for the Structured Systems Test activity are:
1.
Prepare structured system test plan, test scenarios and test transactions.
2.
Coordinate work activities with the incumbent contractor.
3.
Conduct State and consultant training for the structured system testing task.
4.
Provide complete data entry and system support staff to ensure a timely and comprehensive structured system test and resolution of error conditions.
5.
Conduct structured system test, executing structured system test cycles in accordance with the approved acceptance test plan.
6.
Review test results, identify errors, and correct errors.
7.
Conduct re-tests as necessary.
8.
Document and report results of structured system tests to DHS weekly, including errors identified and corrective actions taken.
9.
Develop corrective action plan for DHS review and approval.
10.
Compile and submit to DHS the structured system test results document.
11.
Begin relocation of Contractor's staff to Iowa Medicaid Enterprise Operations Facility.
5.2.1.4.1.3 Deliverables
The contractor will provide the following deliverables for the Structured Systems Test activity:
1.
Problem tracking and resolutions document
2.
Corrective action plan
3.
Structured system test results document
4.
Final conversion plan
5.
Updated user documents
6.
Updated operating procedures document
7.
Updated disaster recovery plan
8.
Final hardware and software configuration chart
9.
Updated staffing plan and job descriptions for the operations phase
5.2.1.4.2 Operational Readiness and Operability Testing Activity

Operational Readiness and Operability Tests will be conducted with all component contractors and will focus on testing all contractors’ readiness to assume and start operations in all the following areas:

· Hardware and software installation

· Hardware operation

· Telecommunications

· Interfaces

· Staffing

· Staff training

· State staff training

· All system, user, and operations documentation

· Facility

· Toll free and other phone lines

· Claim forms distribution

· Mailroom operations

· Imaging operations

· Workflow process management operations

· System security

· Confidentiality of data

· Report generation and distribution processes

· AVR and Voice Response System readiness

· System back-out procedures 

· Coordination of responsibilities with other component contractors

The Operational Readiness and Operability Test will involve testing all the operations and hardware/software/telecommunications aspects of the Iowa Medicaid Enterprise. This test will involve preparing extensive checklists and testing all operational components of the MMIS against these checklists. Each component contractor will be responsible for tracking and responding to all problem conditions reported in their areas of responsibility during the Operational Readiness and Operability Testing and preparing a corrective action plan for problem correction and resolution. The key components of the Operational Readiness and Operability Testing are:

1.
Complete operational readiness/operability test plan.
2.
Schedule staff for the entire test.
3.
Prepare test environment and load test data sets.
4.
Complete operational readiness / operability checklist.
5.
Conduct operational readiness / operability test.
6.
Implement corrective action plan for all problems identified during operational readiness / operability testing.
7.
Correct the problems and retest.
8.
Prepare weekly test results document.
9.
Monitor operational readiness / operability test results.
5.2.1.4.2.1 State Responsibilities
The State responsibilities for the Operational Readiness and Operability Testing Activity are:
1.
With the assistance of the I&SS contractor, review and approve all operational readiness and operability check-off matrices.
2.
Respond to contractor inquiries related to program policy.
3.
Review the operations readiness and operability test results and the list of all outstanding issues and problems resulting from these tests.
4.
Approve corrective action plans developed by the contractor.
5.2.1.4.2.2 Contractor Responsibilities
The contractor responsibilities for the Operational Readiness and Operability Testing Activity are:
1.
At a minimum, the contractor will have the following responsibilities for this task:
a.
Develop a comprehensive check-off list of all MMIS start-up tasks and activities.
b.
Conduct all testing activities and report results to DHS.
c.
Provide walkthroughs as deemed necessary by DHS.
d.
Develop and implement a corrective action plan for all outstanding activities for review and approval by DHS.
e.
Conduct training for DHS and other component contractor staff.
f.
Conduct training for State staff.
g.
Obtain a written sign-off from DHS to begin implementation of the new MMIS.
5.2.1.4.2.3 Deliverables
The contractor will provide the following deliverables for the Operational Readiness and Operability Testing Activity:
1.
Complete checklist matrix for all MMIS hardware and software
2.
Complete checklist matrix for all MMIS network operations
3.
Complete checklist matrix for all MMIS mailroom activities
4.
Complete checklist matrix for all MMIS training activities
5.
Complete checklist matrix for all MMIS interface operations
6.
Complete checklist matrix for all MMIS documentation activities
7.
Complete checklist matrix for all MMIS functional operations
8.
Complete checklist matrix for all MMIS data conversion activities
9.
Complete checklist matrix for all MMIS outstanding issues and problems with a plan to correct or resolve these issues
10.
Updated operational procedures documents
5.2.1.4.3 Pilot Test Activity

DHS, with support from the I&SS contractor and all other MMIS component contractors, will conduct a pilot test to confirm the stability and production readiness of the MMIS in a tightly controlled environment. The pilot test will be limited to selected providers. DHS will define the scope and select providers to be included in the pilot test. The Core MMIS Contractor shall be responsible for developing the details of the pilot test plan. Pilot testing will be conducted in an environment using fully operational components of the MMIS and operationally ready staff resources.

The pilot test is designed to demonstrate that the contractor(s) are ready to process all inputs, pay and adjust claims correctly, meet all reporting requirements, utilize a properly functioning data communications network, and have a stable back-up capacity. Pilot testing will include actual claims processing in a full operational environment, from receipt of claims through financial processing, history update, and reporting. The MMIS, including pharmacy POS processing, will be fully tested, and production of output files and reports will be required. 

5.2.1.4.3.1 State Responsibilities
The State responsibilities for the Pilot Test activity are:
1.
Define the scope of the pilot test.
2.
Select providers to be included in the pilot test.
3.
Approve the pilot test plan and schedule.
4.
Monitor contractor operations and system performance during execution of the pilot test.
5.
Monitor contractor response and resolution of discrepancies or problems.
6.
Monitor the testing activities after correction of any problems.
5.2.1.4.3.2 Contractor Responsibilities
The contractor responsibilities for the Pilot Test activity are:
1.
Develop and obtain approval of the pilot test plan.
2.
Develop and obtain approval of the pilot test schedule.
3.
Provide a thoroughly tested version of the operational system and all tables and files in a production region that is separate and distinct from development and test system regions.
4.
Provide additional training and follow-up support to those selected providers, other Component contractors and DHS staff who will participate in the pilot operations test.
5.
Execute pilot operations cycles according to the Operations Phase schedule approved by the State.
6.
Identify, document, and correct any discrepancies.
7.
Re-test as necessary.
8.
Document pilot test results.
5.2.1.4.3.3 Deliverables
The contractor will provide the following deliverables for the Pilot Test activity:
1.
Pilot test plan and schedule.
2.
Pilot test results.
5.2.1.5 Implementation Task
Implementation includes making all final corrections, upgrades and changes to the system to meet deficiencies identified in the testing process.  For the Core MMIS component, it means being able to accept health care claims from all provider types other than pharmacy, in any required medium, all transaction formats required under HIPAA and produce required data and reports for State users. As the lead contractor, the Core MMIS contractor must assure the State that all interfaces are working and the required information for all processing claims and reporting is accessible. The number of components in this procurement, and the potential for several vendors increases the risk for failure at the implementation stage.
The Core MMIS contractor will also take the lead in preparing the MMIS-related components to collectively meet CMS MMIS certification requirements. This responsibility includes working with the individual contractors to demonstrate that all certification requirements can be met.  The Department will also require that the contractor prepare for and participate in the certification of the MMIS, including preparing certification manuals, ensuring that first-run reports are collected and maintained for the certification review, ensuring that all certification requirements are met to allow certification back to the first day of operations, and identifying all other systems that are involved in achieving the certified MMIS.
DHS staff must be given sufficient time to review all system, user and security documentation for completeness prior to implementation. The system response time and all user and automated interfaces must be clearly assessed and operational. A complete file transfer plan must be developed and executed. This plan must identify:
1. The name of each file, table or database
2. Destination of transferred data
3. Transfer start and completion times
4. Location and phone numbers of person(s) responsible to execute the transfer
5. A complete fall back plan if the file transfer does not go as planned
5.2.1.5.1 State Responsibilities

The State responsibilities for the Implementation Task are:
1.
Provide State resources as agreed to in the work plan.
2.
Respond to contractor inquiries related to program policy.
3.
Review, comment, and if correct, approve all deliverables associated with this task.
4.
Approve the corrective action plan developed by the contractor.
5.
Review and approve certification manuals.

6.
Participate in federal MMIS certification review.
5.2.1.5.2 Contractor Responsibilities

The contractor responsibilities for the Implementation Task are:
1.
Develop and obtain DHS approval of an emergency backout strategy.
2.
Produce and update all system, user, provider, and operations documentation.
3.
Produce and distribute report distribution schedule.
4.
Establish production environment.
5.
Confirm, with State IT staff, hardware, software, and facility security procedures.
6.
Develop and obtain DHS approval of production schedule.
7.
Develop and implement backup and recovery procedures.
8.
Complete all component staff, State, and provider training.
9.
Ensure that communications between state users and the Core MMIS systems have been established and meet performance requirements.
10.
Establish and begin mailroom operations.
11.
Obtain written approval from DHS to start operations.
12.
Prepare certification manuals and submit to the Department for approval.

13.
Archive all first-run federally required reports for inclusion in the certification documentation.

14.
Participate in federal certification review activities, including the CMS site visit.  
5.2.1.5.3 Deliverables

The contractor will provide the following deliverables for the Implementation Task:
1.
Report distribution schedule
2.
Software release plan
3.
Results of operational readiness test
4.
Emergency back-out plan
5.
Backup and recovery plan
6.
Hardware, software, and facility security manual
7.
Final implementation checklist
8.
Final documentation and policy
9.
Certification manuals for each required system function, including first-run reports for federally-required reports
5.2.1.6 Operations Task
The operations task begins when the State has authorized all the contractor(s) to begin operation of their component(s), and shut down operation of the replaced system / contractor.  The operational responsibilities will involve meeting performance standards set by DHS for the various functions performed by the contractor(s).  Specific activities and accompanying performance standards will be different for each component, as detailed in the RFP sections.
5.2.2 Operational Requirements
This section describes the traditional and unique operational requirements for the Core MMIS component of the Iowa Medicaid Enterprise.
5.2.2.1 General Requirements

As reiterated throughout this RFP, Iowa’s intent in this procurement is to move the State toward a seamless delivery of services for members under the Medicaid program.  To that extent, all contractors, and the responsible DHS administrators, will be housed at a common State location as part of the overall Medicaid administration.  The potential for up to nine (9) separate awards from this procurement will place a premium on coordination of efforts. No single contractor, unless they were awarded all the RFP Components, can perform their required responsibilities without coordination and cooperation with the other contractors.  DHS will assume the role of contract monitor for all RFP Component contractors. Contractors that have demonstrated success in cooperative environments will be favored in this procurement. 
Interfaces to the respective Professional Services contractors’ will include onlineonline updates or other file transfers. Pursuant to this concept, a Professional Services contractor will have onlineonline access and authority to update files on the MMIS. Such updates require good communication between the respective contractors and DHS to assure the maintenance is timely and transparent to the host system.  The Core MMIS contractor will provide the interface requirements for data transfer as described in the individual RFP component descriptions below.
5.2.2.2 Provider Function
The provider function in the Core MMIS consists of maintaining provider data, providing onlineonline access to update the provider database, and providing reports related to providers. DHS will award a separate contract for provider enrollment, training, education and billing support. The specific requirements for the Core MMIS provider function are provided below.
5.2.2.2.1 Objectives
The objectives of the Core MMIS Provider Function are:
1.
Maintain comprehensive current and historical information about providers eligible to participate in the Iowa Medicaid program. 
2.
Maintain through the establishment of a single provider master file in an acceptable format, provider demographic, certification, rate, and financial information to support accurate and timely claims processing, enhanced management reporting, and utilization review activities and reporting.
3.
Produce provider on-review data and special data, such as lab certification data.
4.
Maintain comprehensive provider-related information necessary to enroll, audit, and pay participating providers in the Iowa Medicaid program.
5.
Include in the Provider Master File (PMF), all active and inactive providers, in order to support claims processing, management reporting, surveillance and utilization review, and managed care operations of the program. Provider applications and information changes are interactively processed in the PMF using onlineonline screens.
5.2.2.2.2 Interfaces
The Core MMIS contractor will be required to interface with DHS staff, other component contractors, and providers in the performance of its provider function activities. These interfaces are identified below.

5.2.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor will interface with the following Iowa Medicaid Enterprise components for the Provider function:
1.
Pharmacy POS

· Provide provider data.
2.
Data Warehouse / Decision Support (DW/DS)

· Provide provider data.
3.
Medical Services

· Provide onlineonline access to provider data.
4.
Provider Services

· Provide onlineonline access for additions and changes to provider data.

· Provide audit trails of provider file updates.
5.
Member Services

· Provide onlineonline access to provider data.
6.
Revenue Collection

· Provide onlineonline access to provider data.
7.
SURS Analysis and Provider Audits

· Provide provider data.
8.
Provider Cost Audits and Rate Setting

· Provide onlineonline access to provider data.
9.
Revenue Collection

· Accept lien data.
5.2.2.2.2.2 Interfaces With External Entities
The Core MMIS contractor will interface with the following external entities for the Provider function:
1.
Occupational Licensing

· Accept provider licensing data.
2.
Providers

· Provide annual 1099s.

· Provide notifications of license or recertification renewal due.
3.
CMS

· Accept CLIA data.
4.
Medicare Intermediary

· Accept Medicare provider number data.
5.
IRS

· Provide annual 1099 data.
5.2.2.2.3 State Responsibilities
The State responsibilities for the Core MMIS Provider function are:
1.
Establish policy regarding provider eligibility, service coverage, reimbursement, and related issues.
2.
Approve data to be carried on the Provider Master File.
3.
Monitor the contractor's performance of its Provider Function responsibilities.
5.2.2.2.4 Contractor Responsibilities
To support the Iowa Medicaid Enterprise operations, the Core MMIS contractor maintains a timely, accurate, automated, date-sensitive data repository of enrolled providers including current and historical status; eligibility to render services for specific programs; specific categories of service or specific procedures or services; rates of reimbursement, licensure and certification data; and provider affiliations with group practices, managed care organizations, multiple business sites, billing services, and other entities. The Provider Subsystem carries the historical rates and types of claims a provider can bill, relates group and individual providers, carries accounts receivable data, and can place restrictions on provider claim payment. The Provider Services contractor, under a separate contract, will have the responsibility for enrolling providers and updating the Provider Master File with additions and changes. 
· The Provider Subsystem retains provider-related data on six files:  
· The Provider Master File 
· The Provider Group File 
· Provider Intermediary File 
· Medicare-to-Medicaid Cross-Reference File 
· Provider HMO Plan File
· The NABP-to-Medicaid Cross-Reference File  
This data repository supports the data requirements for claims processing, information access and decision support, utilization review and quality assurance, third party liability (TPL), the EPSDT program, pharmacy point of sale (POS), drug utilization review (DUR) and managed care.
The following are the requirements of the Core MMIS Provider function:
1.
Operate and maintain the provider function, including improvements as they are implemented.
2.
Maintain a Provider Master File (PMF) containing data on providers in an acceptable format to support the claims processing, management and administrative reporting, and surveillance and utilization review functions. Maintain all demographic, certification, rate and financial information to support claims processing and reporting functions.
3.
Maintain an audit trail of all adds, changes, and deletes to the Provider Master File (PMF) onlineonline information, including provider name, provider number, status changes, and data and source-operator identification (ID) of change.
4.
Assume responsibility for the maintenance, security, and operation of all computer programs and data files identified as part of the Core MMIS provider function.
5.
Provide onlineonline access to the Provider Master File with inquiry by provider name, partial name with variable number of characters, universal provider identification number (UPIN), Medicaid and Medicare provider numbers, group number, license number, Clinical Laboratory Improvement Act Amendments (CLIA), Federal mammography standards and certifications, social security number, and Federal tax identification number.
6.
Provide onlineonline access to the MMIS provider files through terminals and networked personal computers located in the State offices in Des Moines. Provide direct connection from the State data center to the DHS LAN.  Provide additional onlineonline access to terminals and personal computers located in various other State offices through a link with the State data center's computers in Des Moines.
7.
Provide onlineonline inquiry screens that display the following information, using a minimum number of screens:
· Basic information about a provider displayed on a single screen (e.g., name, location, number, provider type, specialty, certification dates)
· Provider rate data
· Diagnosis related group (DRG)/ambulatory patient group (APG) rates, effective and end dates, and rate indicators
· Provider accounts receivable and payable data
8.
Provide a daily provider file audit report to document the processing of all update transactions for the previous day, showing a facsimile of the old record, the new record, and the ID of the staff updating the files.
9.
Produce annual 1099s, on federally approved forms and mail to providers. Produce the 1099s on magnetic tape also, if required.
10.
Produce and deliver to DHS, all reports created by the provider data maintenance function, at the specified frequency, medium, and delivery destination.
11.
Produce provider-mailing labels as directed by DHS. 
12.
Maintain all demographic and rate information to support claims processing and reporting functions.
13.
Identify each provider, at a minimum, by provider type and specialty, practice type, individual or group status, cross-reference to all group affiliations, and allow other functions of the MMIS to readily aggregate this unique provider information.
14.
Maintain accounts receivable and accounts payable data in the provider file and automatically update after each claims processing payment cycle.
15.
Identify the provider number assigned to the entity that holds a lien against the provider, if applicable.
16.
Identify providers due for re-certification or license renewal 60 days prior to expiration of current license or certification and notify providers of status.
17.
Maintain multiple billing agent data and Medicare numbers.
18.
Maintain provider county and locality information.
19.
Maintain all necessary information to track, consolidate, and report 1099 information.
20.
Accept the Medicaid, UPIN, NPI or Medicare provider number for claims processing. 
21.
Provide a complete provider file to DHS daily.
22.
Provide online, real-time update capability for the provider file.
23.
Provide online inquiry to summary information regarding provider year-to-date claims submittal and payment data.
24.
Accept online updates of review or restriction indicators and dates on a provider's record.
25.
Maintain the flexibility to change provider type categories and convert history records to reflect new provider type categories.
26.
Accept and process the Medicare Provider Number File sent by the Medicare intermediary, which lists Medicare provider numbers. Use this file to verify Medicare provider numbers during the Medicaid enrollment process. The file is also used to investigate crossover claim cross-referencing problems.
27.
Cross-reference current Medicaid provider numbers to prior Medicaid provider numbers, Medicare provider number, and UPIN.
28.
Accept retroactive rate changes to the provider file.
29.
Maintain LTC data by provider, including:
· Provider number
· Reimbursement rate and effective date(s)
· Certification start and stop dates
· Level-of-care information, including effective date(s), reason code, authorizing source, and change date
5.2.2.2.4.1 Enhancements to Current Functionality
1.
Provide the capability to store at least four (4) provider addresses per provider and a corresponding e-mail address for each of the four addresses on the provider file. Addresses that will be stored include a location address, “pay to” address, corporate address and mailing address.  (*Note: Only three (3) provider addresses per provider can be stored today.)
2.
Capture up to a 4-digit vendor code field in MMIS, for HMO or MediPASS providers.
3.
Provide the capability to add new provider codes or types in MMIS for unusual EPSDT or out-of-state services that occur.  These newly input provider types will have situational parameters for data such as rates, as needed.

5.2.2.2.5 Inputs
The Provider Subsystem processes provider data in an online, real-time mode and produces hard copy audit trails of all updates.
Although the system allows for the deletion of Provider Master File records online, requests for such deletions must be carefully evaluated to ensure that claims for the provider do not remain in the system (e.g., within the Claims Processing, MAR, SUR, TPL, or EPSDT subsystems).
Inputs to the Provider function include:
1.
Provider enrollment data
2.
Provider demographic changes
3.
Provider rate changes
4.
State and Federal licensing and certification documentation
5.
Provider sanction listings
5.2.2.2.6 Outputs
The Core MMIS contractor needs the capability to produce the following required outputs from the provider data maintenance function. The Core MMIS contractor is not limited to these basic outputs but is required to produce the functional equivalents of the provider reports currently received by DHS or any other information captured by the Provider Subsystem as determined by DHS.
1.
Produce the following major outputs of the Provider Subsystem:
· Updated Provider Master File
· Updated Medicare-to-Medicaid Provider Number Cross-Reference File
· Updated Provider Group File
· Updated Provider Intermediary File
· Updated Provider HMO Plan File
· Updated NABP-to-Medicaid Provider Number Cross-Reference File
· CICS transaction log file updates
· Online display of all Provider Subsystem files
· Daily, monthly, and on-request reports and address labels
2.
Produce all MMIS Requirements Analysis Document specified reports required for Federal certification.
3.
Produce provider mailing labels and deliver to DHS. 
4.
Produce provider remittance advices and mail to providers. 
5.
Produce annual 1099s, on federally approved forms and mail to providers. Produce the 1099s on magnetic tape also, if required.
6.
Produce and deliver to DHS, all reports requested by DHS from the provider data maintenance function, at the specified frequency, medium, and delivery destination. The MMIS needs the capability to produce all reports online, and in hard copy, if requested by DHS. These reports may be produced by the MMIS or DW/DS system depending upon agreement by DHS and the contractor.
7.
Produce all reports required to meet all Federal certification and reporting requirements.
8.
Produce group mailings and provider labels based on selection parameters such as provider type, zip code, specialty, county and special program participation.
9. 
Provide a list of providers to be deactivated or purged due to inactivity, as requested by DHS.
10.
Produce alphabetic and numeric provider lists with totals and subtotals that can be restricted by selection parameters such as provider type, provider specialty, county, zip code, and enrollment status.
11.
Produce audit trail reports of changes to provider file data.
12.
Produce provider cross-reference listings for Federal employer identifying number (FEIN), social security number (SSN), and license numbers as requested by DHS.
13.
Produce a report identifying any providers who have changed practice arrangements (e.g., from group to individual of from one business to another) by provider type, as requested by DHS. 
14.
Provide information required for institutional rate setting.
5.2.2.2.7 Performance Standards
The performance standards for the provider data management functions are provided below
1.
If the State develops an automated interface for licensing and/or certification data, the Core MMIS contractor must meet these standards for update of this licensing/certification data.
· Update the Provider database with Occupational Licensing updates at least twice per month.
· Validate the licensing update process within two (2) business days of application of the update transmission.
· Resolve licensing transactions that fail the update process within two (2) business days of error detection.
· Refer to the State all licensing transactions that fail the update process and cannot be resolved by contractor staff pursuant to edit update rules or State-approved procedures within two (2) business days of attempted error resolution.
2.
Produce and mail provider 1099s by January 31st of each calendar year.
3.
Produce and make provider mailing labels available for printing in the State data center within one (1) business day of request.
4.
Update and notify the State of provider data received electronically within one (1) business day of receipt of file.
5.2.2.3 Claims Processing Function
The claims processing subsystem of the Core MMIS is an integrated combination of computerized and manual processes that performs all the functions necessary to receive, adjudicate, and make payment for claims in an accurate, efficient, and timely manner. The claims processing function interfaces with all of the other MMIS component functions and produces the data required for the SUR and MAR functions.
Claims Data: The MMIS must maintain 60 months of adjudicated claims history online.  These claims, as well as all claims in process, must be available for online inquiry in a variety of ways.  The system should allow the claims to be viewed by member ID, provider number, claim transaction control number, or a combination of the above.  These search criteria should be further limited by a range of service dates, payment dates, payment amounts, billed amounts, claim status, category of service, procedure codes, or diagnosis codes within a claim type.  Claims should display either one claim per screen (in detail) or several claims per screen (in summary format).  Additional inquiry capability must allow the user to browse the Recipient, Provider, or Reference files from the claim screen to obtain additional information related to the claim.  A summary screen is also available for each provider containing month-to-date, year-to-date, and most recent payment information.
The Claims Subsystem supports the business operations of the Core MMIS contractor related to claims, which include:
· Claims Entry including Electronic Media Claims
· Claims Adjudication
· Claims Pricing
· Claims Suspense Resolution
· Claims Edits/Audits
· Claims Financial and Reporting
· Provider Reimbursement 
· Adjustments to Claims
· Special Claims Payment
Enhancements: The current claims processing operation produces microfilm copies of all claims and related attachments. The contractor will be required to install an imaging system on-site for imaging all claims, attachments, prior authorization documents, provider enrollment documents, and other paper documents used by the contractors in the Iowa Medicaid Enterprise.
5.2.2.3.1 Objectives
The primary objectives of the Claims Processing function and the Claims Subsystem are shown below.
1.
Maintain control over all transactions during their entire processing cycle. Monitor, track, and maintain positive control over the location of claims, adjustments, and financial transactions from receipt to final disposition.
2.
Provide accurate and complete registers and audit trails of all processing activities.
3.
Maintain inventory controls and audit trails for all claims and other transactions entered into the system to ensure processing to completion.
4.
Control attachments required for claims adjudication, including but not limited to:
· Third-party liability and Medicare Explanation of Benefits
· Sterilization, abortion, and hysterectomy consent forms
· Prior authorization treatment plans and emergency room reports
5.
Capture all inputs timely and accurately.
6.
Ensure that every valid claim for a covered service provided by an enrolled provider to any eligible member is processed and adjudicated.
7.
Process all claims entered into the MMIS to the point of payment or denial.
8.
Support program management and utilization review by editing claims against the prior authorization file to ensure that payment is made only for treatments or services which are medically necessary, appropriate, and cost-effective.
9.
Edit all claims for eligible member, eligible provider, eligible service and correct reimbursement schedule.
10.
Support DHS’ objectives to:
· Reimburse providers for LTC services including NF, ICF/MR, Home and Community Based Service Waiver
· Efficiently administer the Iowa LTC programs through long-term care cost and utilization reports
5.2.2.3.2 Interfaces
The Claims Subsystem interfaces directly with all MMIS subsystems and master files. Information from claims is used as a primary input to all reporting requirements of the MMIS. The following lists some of the primary interfaces:
1.
Recipient Eligibility File: The file is used to verify member eligibility for services billed by a provider.  Exceptions are posted if a member is not eligible on the service date or if a member is on review.  Other service limitations are checked by referencing Medicare eligibility, TPL, as well as various limits established by policy edits.
2.
Provider Master File: The file is read to verify that the provider is enrolled in the program, for the claim type and dates of service, and if there are any special restrictions for the provider for the service date on the claim.  For each test that fails, an exception code posts and the claim adjudicates according to exception disposition codes.
3.
Prior Authorization File: MMIS supports cost containment and utilization review by editing claims against the prior authorization file to ensure that services requiring authorization are only paid if all appropriate authorizations are in place. Program limitations are placed on service frequency and quantity, as well as medical and contraindicated service limits. It provides a means for establishing prepayment criteria, including cross-referencing of procedure and diagnosis combinations.
4.
Pharmacy POS: Pharmacy claims are adjudicated through the standalone POS system and passed to the Claims Subsystem for financial accounting and updating claims history.
5.
Data Warehouse / Decision Support: The Claims Subsystem produces a complete file of adjudicated claims at each payment cycle for uploading to the data warehouse.
6.
Other MMIS Functions: The Claims Subsystem produces inputs to both MAR and SUR.  It also interacts with all other subsystems of the MMIS either by using the subsystem's data, providing updates for the subsystem, or both.
5.2.2.3.3 State Responsibilities
The Core MMIS contractor performs claims processing activities for the majority of the claim types. However, the State assumes responsibility for the following claim types: 
· Non-emergency medical transportation claims not covered by waiver or EPSDT cases are processed in the Automated Benefit Calculation (ABC) system. 
· Supplemental disproportionate share and supplemental indirect medical education payments are processed in the Iowa Financial Accounting System (IFAS).  (*Note: IFAS will be changed over to a new system in 2004)
· Buy-In for Medicare parts A and B premiums are processed in the Buy-In system.
· Rehabilitative Treatment Services (RTS) claims are processed in the FACS.
The Core MMIS contractor supplies the Medicaid provider numbers for the RTS providers. The files in the FACS system are compared to the Title XIX eligibility file to produce a monthly file of Medicaid eligible children and the associated payments. The Title XIX system produces an electronic file that is sent to the Core MMIS contractor for uploading to the Medicaid Statistical Information System (MSIS) reporting subsystem, for inclusion on the CMS 64 report. 

DHS performs the following functions in support of the Claims Subsystem:

1.
Monitor the performance of the Core MMIS contractor in regard to all aspects of claims processing
2.
Determine methods and policies regarding provider reimbursement
3.
Determine coverage policy and limitations
4.
Determine which coding systems will be used in the MMIS for procedures, diagnoses, and drugs
5.
Approve all system edits and audits and changes to their dispositions
6.
Perform Medicaid quality control functions in accordance with Federal and State laws and regulations, with assistance from the Core MMIS contractor.
7.
Design claim forms unique to the Iowa Medicaid program and make revisions to claim forms as necessary
8.
Approve the format and data requirements for electronic media claims submission
9.
Provide to the Core MMIS contractor, claims that are processed in the Medically Needy subsystem
10.
Process non-emergency medical transportation claims not covered by waiver or EPSDT cases and Rehabilitative Treatment Services (RTS) claims
11.
Ensure that data for claims paid outside of MMIS are provided to the Core MMIS contractor for inclusion on the Medicaid Statistical Information System (MSIS) reports
12.
Notify the Core MMIS contractor of the upper payment limit amount by facility
13.
Approve the request for check payment and EFT for the scheduled provider check write
5.2.2.3.4 Contractor Responsibilities
The Core MMIS contractor performs all activities associated with the processing of Medicaid claims and payment of Medicaid providers. The Core MMIS contractor accepts claims from all sources and puts controls in place for proper adjudication and accounting of claims and provider payments. The Core MMIS contractor also prices claims for reimbursement to counties for Medicaid bills.
The Core MMIS contractor is responsible for the following claims processing functions:
· Claims Entry and control including electronic media claims (EMC)
· Claims Adjudication including claims pricing, claims suspense resolution and claims edits / audits
· Claims Financial and Reporting including provider payment, adjustments to claims and special claims payment and financial reporting
5.2.2.3.4.1 Claims Entry and Control
The claims entry and control function ensures that all claims and related input to the MMIS are captured at the earliest possible time in an accurate manner. This function monitors the movement and distribution of claim batches once they are entered into the system to ensure an accurate trail from receipt of claims through data entry to final disposition. The function includes both manual and automated processes for claim control.
The claims entry and control function of the MMIS must accept claims and other transactions via hard copy and electronic media. Electronic media claims are accepted in the form of magnetic tape, diskette, or direct electronic submission. The Provider Services contractor obtains written agreements from new providers wishing to submit claims via electronic media and provides the information to the Core MMIS contractor upon approval of the enrollment as an EMC provider. 
The Core MMIS contractor maintains the mail handling function for all paper forms and correspondence and is accountable for each claim from the time it is received.  The Core MMIS contractor will provide courier service to pick up mail and deliver reports or other items to external entities as required. The mailroom (which is located in Iowa Medicaid Enterprise facility) receives all incoming mail, logs the claim, screens all claim documents and attachments, and returns to the provider, those claims that fail the screening criteria specified by DHS.  Documents that are complete are sorted and batched by type.
All hardcopy forms and correspondence will be scanned, imaged, and stamped with a sequential transaction control number (TCN) that uniquely identifies that document throughout the remainder of its processing.  After imaging, the documents are routed to the appropriate unit for handling.  For claims documents, a batch control activation record is entered for each new batch.  The online batch control process is designed to establish control of claims receipts as soon as they enter the mailroom to ensure that claims are not lost or delayed in processing.  The batch control file allows Core MMIS contractor staff to monitor a batch of claims in the system as soon as the claims are batched.
Claim credits and adjustments are processed as online, real-time transactions. Regardless of the billing media or method of entry into the Claims Subsystem, all claims are subject to the same edits and audits.
The current Claims Subsystem is designed to accept claims from individual providers and billing agencies on magnetic tape, from telephone lines or diskette.  All EMC input is first processed by the EMC Subsystem prior to entry in the Claims Subsystem.  Once EMC input is edited and reformatted by the EMC preprocessor program, the reformatted claims are entered into the batch adjudication cycle.  It processes the EMC data in the same manner as online entered claims.  The system is designed to enable the DHS to use the exception control file to modify the disposition of exception codes as posted to online and batch entered claims.  This allows the differentiation between the handling of the exceptions depending on entry source. 
The following are the requirements of the Claims Entry and Control and EMC functions:
1.
Provide courier service to pick up mail twice a day and make courier runs to various organizations external to the Iowa Medicaid Enterprise.  Examples of external organizations where this may be necessary include: the Quality Improvement Organization (QIO), Medicare offices, and other DHS contractors.

2.
Develop and maintain screening instructions for each claim type.  Screen all hard copy claims upon receipt. This includes:
· Date-stamp the claims
· Sort and batch the claims
· Screen the claims
· Assign claim control numbers
· Scan and image the claims
3.
Do not enter a claim in MMIS (with the exception of Medicare crossover claims) unless it contains the member ID number, provider ID number and signature of the provider or his authorized representative. Do not accept a facsimile stamp unless it is initialed by the provider or his/her authorized representative. Return claims not meeting these criteria to the provider.
4.
Return claims lacking a procedure and diagnosis code to the provider, unless an exception is made by DHS.
5.
Screen all claims to ensure that they are submitted on the correct claim form and that the form is an original.
6.
Process the following types of claim forms and their successor forms as required under HIPAA:
· UB-92
· HCFA-1500
· American Dental form
· Pharmacy Universal claim form
· Long Term Care (TAD) form
· Targeted Medical Care (Waiver) form
7.
Identify all missing mandatory information, as determined by DHS, during the screening process. Return disallowed claims to the provider with an explanation of all reasons for the return. Log all claims returned to the provider to verify initial receipt.
8.
Verify provider numbers (provider check-digit routine), member numbers (member check-digit routine), National Drug Codes (NDCs), procedure codes and any additional fields as requested by DHS.
9.
Provide data entry through both batch and online mode.
10.
Assign a unique transaction control number to each transaction and control all transactions throughout the processing cycle. Assign the transaction control number of the claim to all associated attachments, such as consent forms, documentation showing medical necessity, claim adjustments, and prior authorization requests, in a timely manner The transaction control number currently consists of the date, batch number, claim number, and line number.
11.
Establish a quality control plan and internal procedures to ensure that all input to the system is captured timely and that all inputs to the claim input function are free from data entry errors.
12.
Produce claim control and audit trail reports during any stage of the claims processing cycle and claim, adjustment, and financial transaction data, as requested, which consists of:
· Inventory management analysis by claim type, processing location, and age
· Input control listings
· Records of unprocessable claims
· Inquiry screens, including pertinent header and detail claim data and status
· Claims entry statistics
· Data entry operator statistics, including volume, speed, errors and accuracy
13.
Maintain an electronic image of all claims, attachments, adjustment requests, and other documents. Retain all original claims and attachments until the quality of the imaged copies has been verified by the Core MMIS contractor and for no less than 90 days from transaction control number date.
14.
Retrieve electronic images by control number.
15.
Identify any inactivated claims or batches on daily control logs.
16.
Edit to prevent duplicate entry of claims.
17.
Maintain an online audit trail record with each claim record that shows each stage of processing, the date the claim was entered in each stage and any error codes posted to the claim at each step in processing.
18.
Produce electronic copies of claims, claim attachments, and adjustments and provide secure storage with ability to retrieve copies for State users upon request.
19.
Maintain online inquiry to claims, adjustments, and financial transactions from data entry through payment, with access by member ID or SSN, date of service, provider ID, and transaction control number, claim status, and permit access to pertinent claim data.
20.
Accept claims received via hard copy or electronic media from providers, billing services, and Medicare carriers and intermediaries.
21.
Accept electronic media versions or information substitutes for appropriate required attachments.
22.
Identify and allow online correction to claims suspended because of data entry errors.
23.
Reformat key-entered and EMC claims into common processing formats for each claim type.
24.
Maintain member claims history of all claims submitted (paid or denied) since Medicaid began.
25.
Process tape-to-tape, EMC and POS input by selected providers. 
26.
Develop quality control procedures for microfilming operations to ensure that microfilm copies are legible. Submit written quality control plan to DHS for review.
27.
Provide to DHS, claim inventory reports that will document the number of claims residing in each of the claims processing areas (e.g., mail room, screening, microfilming, data entry) at the end of each week.
28.
Accept and process EMC claims including Medicare crossover claims.  Assume responsibility for marketing of the EMC concept to providers. Obtain written agreements from new providers wishing to submit claims via electronic media and ensure existing EMC agreements remain in effect. 
29.
Ensure that EMC transmittals contain control totals and that all submitted records are loaded on the file.
30.
Return any EMC tape or diskette that cannot be read by the system to the provider or billing agency with an explanation of the rejection and log the return of the tape or diskette.
31.
Create electronic facsimile claim copies of each EMC.
32.
Accept claims from eligible, enrolled Medicaid providers only. Accept submission of claims from providers, of the appropriate claim type and format for the submitting provider, through direct links to the MMIS.
33.
Notify the provider after receipt of the transmission of those claims accepted for further processing and, of those claims rejected, and the nature of the errors.
34.
Provide DHS with a report of EMC claims after each State payment cycle, to include the following statistics:
· EMC claim submissions, by claim type, provider type, individual provider, and geographical area
· Unsuccessful transmissions and claims errors or rejections
35.
Subject Electronic Media Claims (EMC) to the same processing procedures and edits as paper claims, including front-end entry edits. Electronic claim capture includes prepayment editing, response, and acceptance of claims submitted online or via POS technology.  
36.
Accommodate the following forms of electronic media:
· Magnetic tape or tape cartridges
· Diskette
· Direct entry via personal computer using
· Dialup telecommunications facilities
· Internet connections
· Direct entry by major providers
· Mainframe-to-mainframe data transfer between the MMIS and major claim submitters
· Electronic claims data through the POS system
· Electronic claims through independent clearing house vendors
*Bidder Note: The State determines what types of magnetic or electronic media are acceptable.  As such, this requirement may be modified during the course of the contract.
37.
Provide a direct link over telephone lines to the MMIS for provider EMC submission. This capability is in addition to the capability to accommodate claims in other EMC formats (such as tapes, diskettes, cartridges, COLD).
38.
Provide standardized personal computer software including future updates for providers for use in entry of claims data. Accept the same provider electronic billing data as required by the Medicare program for hospital claims.
39.
Test providers’ readiness for EMC participation and allow only those providers passing testing standards to submit EMC claims.
40.
Accept nursing home claims electronically from providers.

5.2.2.3.4.2 Claims Adjudication
The claims pricing and adjudication function ensures that claims are processed in accordance with all established Iowa policies. This functional area includes claim edit and audit processing, claim pricing, and claim suspense resolution processing.
Claims and transactions that will be entered into the MMIS from the claims entry function include claims that are recycled after correction and claims released to editing after a certain number of cycles based on defined edit criteria, online entry of claim corrections to the fields in error, online forcing or overriding of certain edits, and provider, member, and reference data related to the suspended claims.

*Bidder Note: The use of the term “pay” in this section refers to the adjudication of a claim to payment status.  The payment instruments used to pay claims (i.e., warrants and EFT transactions) will be produced by the State, not by the Core MMIS contractor.
The following are the requirements of the Claims Adjudication functions:
1.
Process and adjudicate all claims and claim adjustments in accordance with DHS program policy.
2.
The MMIS does not perform claims processing for:
· Non-emergency medical transportation claims not covered by waiver or EPSDT cases which are processed in the Automated Benefit Calculation (ABC) system 
· Rehabilitative Treatment Services (RTS) claims that are processed in the FACS.
· Supplemental disproportionate share and supplemental indirect medical education payments that are processed in the Iowa Financial Accounting System (IFAS).  (*Note: IFAS will be changed over to a new system in 2004)
· Buy-In for Medicare parts A and B premiums that are processed in the Buy-In system
3.
Run a minimum of three daily processing cycles per week with the third or last one being on the last working day of the week. Three cycles are required for four-day work weeks. Two cycles are required for three-day work weeks. Run a check-write cycle twice a month and provide the payment file to DAS.
4.
Process credits and adjustments to provider payments.
5.
Pay claims based on the rate effective on the date of service.
6.
Verify member and provider eligibility prior to any further processing of the claim.
7.
Have processes in place to identify and deny duplicate claims, whether system-generated or manually processed.
8.
Maintain accurate and complete audit trails of all processing steps.
9.
Provide capability to relate prior authorizations to subsequent claims requiring such authorization. Provide capability to add new procedures requiring prior authorization as part of routine file maintenance.
10.
Provide summary reports of corrections, forced payments, and denials by provider and claim adjudicator.
11.
For cases requiring pre-admission review, make payment only if an approval certification (validation number indicating QIO approval) is present on the claim and only for the approved number of days and at the specified level of care.
12.
Price and pay claims for reimbursement in special circumstances, such as reimbursements to counties for Medicaid bills. Research and develop special payment circumstances including determining the proper payment amount for the service. 
13.
Provide claim histories, copies of claims, and copies of canceled provider checks to DHS upon request.
14.
Meet DHS-required editing for all claims relating to hysterectomies, abortions, sterilization, private duty nursing, personal care and orthodontia.
15.
Refer any trauma-related services on a claim that exceed $100 to the TPL unit for review and possible recovery.  
16.
Account for all claims entered into the MMIS system and identify the individual disposition status.
17.
Process any claims or partial claims that were not used to meet the Medically Needy spenddown amount. Have the capability to split the payment where a portion of the charges on the claim was used to satisfy the member’s spenddown obligation and the remaining charges may be payable.
18.
Suspend any claims submitted greater than 24 months from the date of service and refer the claim to DHS for approval. 
19.
Accept and process all Medicare Parts A and B crossover claims pursuant to DHS standards.
20.
Accept nursing facility data from ISIS and use the authorizations for claims payment. Sometime in 2004, the ISIS will begin transmitting level of care and MDS information on nursing home, RCF, RCF/MR, PMIC, and ICF/MR members to the Core MMIS contractor.
21.
Post the monthly capitation payment to the managed care provider as a claim record in MMIS. 
22.
For capitation purposes, create a computer-generated claim for each individual MCO enrollee and select/enter an appropriate rate cell for each member. 
23.
Provide for online adjudication of all claim types.
24.
Provide for front-end denial of a line item while allowing other line items of the claim to be paid.
25.
Accept Medically Needy spenddown records from the ABC system, along with claims for non-Medicaid services and maintain claim records for determining spenddown requirements.
26.
Use the updated eligibility file for the first claims processing cycle following month end processing. 
27.
Maintain a minimum of 60 months of adjudicated (paid and denied) claims history and all claims for lifetime procedures on a current, active, online claims history file for use in audit processing, online inquiry and update, and make available printed claims including the entire claim record. Maintain the remainder of converted adjudicated claims history off-line in a format that is easily retrievable.
28.
Support multiple methodologies for pricing claims, as established by DHS.
29.
Accurately calculate the payment amount for each service according to the rules and limitations applicable to each claim type, category of service, and type of provider.
30.
Identify the allowable reimbursement for claims according to the date-specific pricing data and reimbursement methodologies contained on applicable provider or reference files for the date of service on the claim.
31.
Edit billed charges for reasonableness and flag any exceptions (high or low variance). DHS will define the specific edit parameters with the Core MMIS contractor.
32.
Identify and calculate payment amounts according to the fee schedules, per diems, DRG rates, APG rates, and other rates and rules established by DHS.
33.
Deduct patient liability amounts according to DHS guidelines.
34.
Deduct TPL amounts, as appropriate, when pricing claims. 
35.
Deduct member spenddown amounts, as appropriate, when pricing claims.
36.
Maintain flexibility to accommodate individual consideration (when prior authorized) for pricing services not usually covered by Medicaid that must be paid under EPSDT or other programs.
37.
Price Medicare coinsurance or deductible claims depending on member program eligibility.
38.
Price services billed with procedure codes with multiple modifiers.
39.
Price claims according to the policies of the program the member is enrolled in at the time of service and edit for concurrent program enrollments.
40.
Offset service plan payments for HCBS waivers (e.g., claims by provider) by any existing monthly client participation amount.
41.
Provide adequate staff to resolve suspended claims. 
42.
Suspend for review, claims from providers designated for prepayment review, claims containing procedure codes or diagnosis codes designated for prepayment review, and other claims due to edits in the system. 
43.
Recycle any claim type, at the request of DHS, prior to denial. This may require that some types of claims be suspended for up to 30 days prior to denial.
44.
Recycle claims suspended as a result of member eligibility problems for a period of up to 30 days and recheck the claims during each cycle against the updated daily eligibility files to see whether the more recent eligibility information shows the member to be eligible. After 30 days, deny claims if eligibility has still not been verified.
45.
Maintain online claim correction screens that display all claims data as entered or subsequently corrected.
46.
Maintain the capability to completely re-edit corrected claims.
47.
Maintain inquiry and update capability to claim correction screens with access by transaction control number, provider ID, member ID, date of service, and claim location.
48.
Accept global changes to suspended claims based on State-defined criteria.
49.
Provide online inquiry access to the status of any related limitations for which the member has had services (through use of split screens, etc.), such as the number of office visits paid per month.
50.
Assign a unique status to corrected claims.
51.
Maintain all claims on the suspense file until corrected, automatically recycled, or automatically denied according to State specification.
52.
Provide the capability to hold for payment, for a time period determined by the State, all claims or claims for one or more provider types.
53.
Maintain on the claim history record, the original, calculated allowed amount, any manually priced amount, and the actual payment amount.
54.
Provide DHS with suspended claims data for HCBS waiver programs on at least a weekly basis.
55.
Identify all claim suspension reasons on claims after the occurrence of the first error to ensure that all possible errors are identified and reported to the provider on the remittance advice.
56.
Resolve all original suspense file error conditions on claims with the exception of the following, which are resolved by DHS:
· Possible member death
· Invalid date of birth
· Invalid member county
· No institutional eligibility
· Invalid member 2082 report code (currently done with automated file update routine)
· Invalid member Part A report code (currently done with automated file update routine)
· Invalid member Part B report code (currently done with automated file update routine)
· Nursing home claim/file date span conflict
· Nursing home claim/different provider on file
· Denied after member review
· Member eligibility data error
57.
Refer the following error conditions to DHS after review by the Core MMIS contractor:
· Invalid member age diagnosis
· Invalid member sex diagnosis
· Invalid member age procedure
· Invalid member sex procedure
58.
Refer the following error conditions to DHS when a provider questions a claim denial:
· Charge used to meet spenddown
· Recipient not eligible on all service dates
· Line item service dates overlap eligibility dates
· Recipient not eligible/contact county DHS staff
· Recipient ineligible on service date
· Service not payable for alien
· File claim with Medicare
59.
Provide online, real-time claims suspense resolution capabilities for all claim types.
60.
Link the retrieval of the electronic image of the suspended claim document, through hardware and software, to the terminal-based retrieval of the suspended claim record.
61.
Provide a system to identify staff that can perform a force or override on an error code based on individual staff IDs or authorization level.
62.
Receive approval from DHS before establishing any new edits or changing the disposition status of existing edits in the system.
63.
Edit claims to verify members were eligible on the dates of service and the providers were enrolled at the time of service.
64.
Maintain an online resolution manual detailing the steps used in reviewing and resolving each error code. Update the resolutions manual as changes are made to claims processing procedures.
65.
Edit each data element of the claim record for required presence, format, consistency, reasonableness, and/or allowable values.
66.
Sequence the edits and audits to ensure that as many error conditions as possible are identified before the claim requires manual intervention or is returned to the provider.
67.
Establish dollar and/or frequency thresholds for key procedures or services; identify any member or provider whose activity exceeds the thresholds during the history audit cycle and suspend the claim for medical policy review prior to payment.
68.
Identify potential and existing third party liability (including Medicare) and avoid paying the claim if it is for a covered service under a third party resource, for applicable claim types.
69.
Edit to check that TPL has been satisfied and that a valid TPL denial attachment is present if required.
70.
Edit to check that the services for which payment is requested are covered by the Iowa medical assistance programs.
71.
Edit to check that all required attachments are present.
72.
Edit for cost-sharing requirements on applicable claims.
73.
Edit for and suspend claims requiring provider or member prepayment review.
74.
Maintain a function to process claims against an edit/audit criteria table and an error disposition file (maintained under the reference data maintenance function) to provide flexibility in edit and audit processing.
75.
Ensure that, if present, all five (5) diagnosis codes on UB-92 forms are entered, processed and carried on the claim record.
76.
Edit for member participation in special programs against program services and restrictions.
77.
Edit provider eligibility to perform type of service rendered on date of service, including editing of the provider’s CLIA identification number, if necessary.
78.
Edit the UPIN, if present, for validity. 
79.
Edit for provider participation as a member of the billing group under an appropriate provider type.
80.
Edit nursing home and waiver program claims against member level-of-care and admit/discharge information.
81.
Edit for prior authorization requirements and that the claim matches an active prior authorization carried on the MMIS.
82.
Edit claims requiring prior authorization (PA) but without a PA number for a match on the PA file of member, provider, service code and a range of dates. If a match is found, insert the PA number from the file into the claim record. 
83.
Deny all claims for procedures that require pre-procedure review if a validation number indicating QIO approval is not present.
84.
Edit prior authorization claims and cut back billed units or dollars, as appropriate, to remaining allowed units or dollars.
85.
Maintain edit disposition to deny claims for services that require prior authorization if no PA is identified or active.
86.
Update the prior authorization record to reflect the service paid and to update the number of services or dollars remaining to be used on the record.
87.
Perform automated crosschecks and relationship edits on all claims.
88.
Perform automated audit processing using history claims, suspended claims, in-process claims, and same cycle claims.
89.
Edit for potential and exact duplicate claims, including cross-references between group and rendering providers, multiple provider locations, and across provider and claim types and categories of service.
90.
Perform automated edits using potential duplicate and exact duplicate criteria to validate against all other claims in the system.
91.
Maintain up to 10 error code occurrences per claim.
92.
Edit and suspend each line on a multi-line claim independently (to allow continued processing of other lines), as well as edit and suspend common-area errors.
93.
Identify and track all edits and audits posted to the claim in a single cycle.
94.
Identify all applicable error codes for claims that fail daily processing edits. Provide, for each error code, a resolution code, an override, a force or deny indicator, and the date that the error was resolved, forced, or denied. Forced claims shall carry the ID of the operator and the ID of the person authorizing the override to provide a complete online audit trail of processing.
95.
Perform overrides of claim edits and audits in accordance with DHS-approved guidelines.
96.
Identify the claim disposition (return to provider for correction, Core MMIS contractor correction, deny), based on the edit status or force code with the highest severity.
97.
Update claim history files with paid and denied claims from the previous audit run.
98.
Maintain a record of services needed for audit processing where the audit criteria cover a period longer than 60 months (such as once-in-a-lifetime procedures).
99.
Provide the online capability to change the disposition of edits to (1) pend to a specific location, (2) deny, or (3) print an explanatory message on the provider remittance advice.
100.
Maintain flexibility in setting claim edits to allow dispositions and exceptions to edits based on bill or claim type, submission media, provider type, or individual provider number.
101.
Edit to ensure that fee for service claims for out-of-plan services (e.g., outside coverage limits of managed care plans) are paid and claims covered by managed care plans are not paid.
102.
Provide a methodology to detect unbundling of service codes, including lab codes, and reassign the proper code to the service (McKesson HBOC Claim Check and Review, or equivalent).
103.
Apply established edits to claims pursuant to DHS criteria.  Add, change or delete edits as directed by DHS. Suspend claims for manual review and pricing if the claim cannot be automatically priced. 
104.
Maintain a user-controlled claim edit/audit disposition data set with disposition information for each edit used in claims processing, including disposition (pay, suspend, deny) by submission medium within claim type, description of errors, and EOB codes, and suspend location, with online update capability.
105.
Maintain a user-controlled remittance and message text data set with access by edit number, showing the remittance advice message(s) for each error and the EOB message(s), with online update capability.
106.
Perform duplicate checking of submitted claims against paid claims, claims in process, or claims that were used to meet spenddown for Medically Needy members.
107.
Deny claims submitted more than 12 months from the earliest date of service appearing on the claim.  Override the edit, if the failure to meet the timely filing requirements is due to retroactive member eligibility determination, delays in filing with other third parties, or because the claim is a resubmitted claim and this information is documented on the claim or claim attachment. Exceptions may be granted by DHS for other reasons, such as court ordered payment, member or provider appeal, after the claim has been denied and the provider has made an inquiry.
108.
For Lock-In members, deny all claims submitted by providers other than the designated Lock-In provider(s), unless emergency or referral consultation criteria are met.
109.
Provide an interface to ISIS that captures level-of-care, facility, client participation amounts, and effective dates for Home and Community-Based Services waiver, NF and ICF/MR clients.  ISIS will also include PMICS, RCF, RCF/MR with the facility enhancement and possibly Targeted Case Management or ARO in the future.  
110.
Maintain current and historical LTC data to support claims processing and reporting.
111.
Identify Medicare and other third party resources and deduct amounts payable by these sources from payments to providers.
112.
Track member leave days (hospital and therapeutic).
113.
Maintain LTC information for the Home and Community-Based Services (HCBS) Waiver program members, including level-of-care data and tracking of services and expenditures.
114.
Enter discharge information received on adjustments.
115.
Provide a service breakdown of the various procedures that have been received by a private duty nursing member.
116.
Maintain a paid claims history file of payments made to nursing facilities for each payment cycle. 
117.
For waiver members, verify waiver eligibility and waiver participation from the ISIS system and Medicaid financial eligibility from the Title XIX system.
118.
Update member-related data on the member files from provider-initiated claims adjustments and transfer updates to ISIS.
119.
Provide as much online claims editing, pricing and error resolution as possible.
120.
Identify and reject payment for claims with identified third party liability resources if proof of payment or denial from the third party is not included on the claim.
121.
Deny payment for services in excess of limitations imposed by DHS policy.
122.
Pass for payment processing, all claims that have passed edit, audit, and pricing processing or that have been denied.

5.2.2.3.4.3 Claims Financial and Reporting
The claims financial and reporting function provides the overall support and reporting for all of the claims processing functions. It includes activities for claim payment processing, adjustment processing, accounts receivable processing, financial transaction processing and state accounting. This function ensures that all State funds are appropriately disbursed for claim payments and that all post-payment transactions are applied accurately. Twice per month, the Core MMIS contractor generates checks and EFT payments to providers for rendering services to Medicaid beneficiaries.
The MMIS produces a remittance advice for relaying payment information to providers receiving payments as a result of claims submission, or through a payment agreement based on providing coverage. The remittance advice, according to the current system design, is created in an electronic and paper format by the MMIS, both of which contain essentially the same data content (payment amounts, detailed explanations and information on which claims were paid).  Currently, the electronic remittance advice is limited in the information that it provides which is why all providers receiving an electronic RA also get a paper RA. The State expects this procedure to continue under the new contract, partly because of the limitations in the required X12 835 transaction.
MMIS produces a detailed remittance advice for each provider showing all paid or denied claims in a given payment cycle. Each payment cycle produces detailed remittance advice statements, by provider, which report the amount paid and the reasons for denial for each claim in the system.  EOB codes are included at both the claim and detail level, and descriptions of the EOB codes are included on the remittance advice. 
As part of the financial processing, the Core MMIS contractor is responsible for billing or collecting special payments such as:
· Upper Payment Limit (UPL) payments
· School Based and Infant and Toddler Program payments
· County Billings
1.
Upper Payment Limit (UPL): Upper payment limit payments are made to certain government owned/operated hospitals and nursing facilities. Payment frequency is quarterly for hospitals and annually for nursing facilities. Currently, DHS sends a memo, on paper, to the Fiscal Agent identifying the payment amount by facility. The Fiscal Agent, in turn pays the particular hospitals and nursing facilities through a gross adjustment. Payments may be adjusted to reflect prior year audits by CMS or the state. The Fiscal Agent assigns separate provider numbers to the participating facilities for these payments. After receiving the payment, the designated facilities then transfer the money to the state, as an intergovernmental transfer (IGT), less an annual administration fee. The payments are sent to the Fiscal Agent who deposits the monies in the State medical assistance recovery account and transfers this money to the State Treasurer. In the new Iowa Medicaid Enterprise, the Provider Services contractor will assign the separate provider numbers, and the Revenue Collection contractor will enter the gross adjustments and receive the payments for transfer to the State Treasurer.
2.
School Based and Infant and Toddler Programs: In March 2001, DHS began to claim Title XIX reimbursement for services provided under the Infant and Toddler program and Local Education Agencies. The Area Education Agencies are required to return a portion of the federal share and the entire State share (to DHS) under their participation agreement for the program payments. The Core MMIS contractor is responsible for generating the billings to the school districts for the non-federal share of services costs, which are subsequently reimbursed directly to DHS. 

The Core MMIS contractor sends a monthly file of amounts paid to the Local and Area Education Agencies and providers for the Infant and Toddler program and provides a copy of this information to DHS. The Core MMIS contractor generates and sends out a monthly file of amounts paid to the Area Education Agencies and provides a copy of this information to DHS.  
3.
County Billings: As part of the Individualized Services Information System (ISIS), DHS has designed an Accounts Receivable (A/R) system to track county financial obligations for support of the Medicaid program. County governments in Iowa are responsible for the entire non-federal share of certain Medicaid service costs for persons age 18 and older. These services include ICF/MR, MR & BI Waivers, and Adult Rehabilitation. County governments in Iowa are also responsible for one-half of the non-federal share of partial hospitalization and day treatment services for persons with mental illness.  Monthly, the Core MMIS contractor identifies paid claims for these various services based on a MARS report with details of the transactions.  The Core MMIS contractor pulls the client’s “county of legal settlement” (which may differ from their “county of residence”) and produces a billing for each county that lists each client and their related charges.  

During the county billing process:
· Paid claims data is accumulated through the MMIS claims processing activity.
· Information on these services, members and county of legal settlement is extracted and downloaded to an SQL-server based A/R system
· The Core MMIS contractor produces and mails a paper report and invoice to each county
· Checks come to DHS from the county
· The DHS cashier updates the county account and accountant records
The following are the requirements of the Claims Financial and Reporting function:
1.
Include the following data in the claims reporting function:
· All the claim records from each processing cycle
· Online entered, non-claim-specific financial transactions, such as recoupments, mass adjustments, cash transactions, etc.
· Provider, member, and reference data from the MMIS
· Individual claim records for all claims not paid through the MMIS
2.
Provide DHS with online inquiry access to current claim status information.
3.
Provide the capability to accept adjudicated claims data from DHS for updating to the MMIS Paid Claims History File. 
4.
Provide a mechanism for recoveries to be made from semi-monthly provider payments. 
5.
Perform mass adjustments, such as re-computation of all payments to a hospital for a specified period of time.
6.
Provide electronic funds transfer and electronic remittance advices for providers requesting this service.
7.
Provide paper warrants and remittance advices to providers requesting this service.
8.
Provide two copies of a check payment register to DHS following each semi-monthly check write, in the format and content approved by DHS.
9.
Run a minimum of three cycles per week of claim history print requests and run a minimum of five cycles per week of member history requests and a minimum of one cycle per week for purged claim history requests.
10.
Run a check-write and EFT authorization on a schedule determined by DHS. Current payment cycle is twice monthly or 24 payments per year. 
11.
Issue and remittance advices to all providers pursuant to DHS guidelines and time frames. Do not release checks prior to delivery of the State warrant to the Core MMIS contractor.
12.
Produce and mail a Recipient Explanation of Medicaid Benefits (REOMB) each month to a statistically valid random sample using a State approved sampling methodology of members who received Medicaid benefits (currently, a 1% sample is used). This sample is combined with State specified targeted members or a group of claims and the REOMB is mailed to each appropriate member.  The REOMB lists all the Medicaid services the member received the previous month, including date of service, provider, procedure, and amount paid.
13.
Arrange for the exchange of claims processing information with the Medicare intermediary (ies) and carrier(s).
14.
Provide DHS with electronic copies of remittance advices, check registers, Medicare Part A and Part B crossover claims received on magnetic tape, and REOMB forms.
15.
Prepare and deliver to DHS the Quarterly Report of Abortions (CMS 64.9b).
16.
Produce a quarterly report on abortions, hysterectomies and sterilizations provided to FFS and MCO clients for reporting on the CMS 64 report.
17.
Identify and report claims qualifying for enhanced Federal financial participation (FFP).
18.
Provide for retrieval of archived claims for line item adjustments processing.
19.
Maintain a record of any services that, due to state policy, are required for processing for a longer span of time than normally covered by the active claims history (such as once-in-a-lifetime procedures) on the active claims history for audit processing.
20.
Produce the appropriate payment processing files to the State. Payment processing includes the capabilities to:
· Maintain payment mechanisms to providers, including check generation and electronic funds transfer (EFT)
· Deduct appropriate amounts from payments due
· Maintain a process to set payment schedules for providers using EMC submission and/or EFT, using claim submission dates and/or service dates as determining factor
21.
Provide to Medicaid Provider Fraud Control Unit (MPFCU), a compact disc (CD) of all checks paid out and Electronic Fund Transfers (EFTs) made.
22.
Provide the capability to track pharmacy claims for drug rebate reporting by manufacturer.
23.
Maintain a process to automatically establish an account receivable for a provider if the net transaction of claims and financial transactions results in a negative amount and the provider has no active account receivable on file.
24.
Convert copies of Decision Notices and related documentation to micro media and archive pursuant to DHS guidelines. 
25.
Coordinate county billings and billings for the Individual Disabilities Education Act (IDEA) with DHS to ensure appropriate county refunds.
26.
Provide appropriate claims, encounter, or other necessary files to other DHS contractors, at predetermined frequencies, upon request by DHS.
27.
Provide to DHS, a monthly file of amounts paid to the Local and Area Education Agencies and providers for the Infant and Toddler program.  
28.
Pay participating hospitals and nursing facilities upper payment limit (UPL) amounts, through a gross adjustment process. Payment frequency is quarterly for hospitals and annually for nursing facilities. The Provider Services contractor assigns separate provider numbers to the participating facilities for these payments.  The designated facilities transfer the money less an annual administration fee back to the State, as an intergovernmental transfer (IGT). The payments are sent to the Revenue Collection contractor who deposits the monies in the state medical assistance recovery account and transfers this money to the State Treasurer.
29.
For ICF/MR provider assessment fee payments, identify the non-federal share and ensure these amounts are not transferred to the accounts receivable system for collection by DHS. 
30.
Identify Medicare-eligible facilities to further facilitate billing for Medicare-qualifying stays or Medicare-covered services.
31.
Provide the ability to identify “Medicare eligible days” for the purposes of adjusting a full claim to only pay for the Medicaid-responsible portion.
32.
Load the rates provided from DHS’ audit agent for long-term care facility rates to allow correct payment of bed-hold days.
33.
Maintain the table of Iowa Financial Accounting System (IFAS)  codes in the system and code the payment/credit to the appropriate program cost center.
34.
Produce reports and documentation related to cost settlement and submit to DHS.
35.
Provide reports to DHS after each payment cycle showing claims throughput activity, claims backlog, pended claims backlog, and other performance items.
36.
Extract information on County Billing services, members and county of legal settlement and download to an SQL-server based A/R system. Produce and mail a paper report and invoice to each county with instructions to send the checks for payment to DHS.
37.
Reflect all adjustments, including mass and gross adjustments, on the Paid Claims History File.
38.
Maintain online access to suspended claims information.
39.
Provide online inquiry access to the claims files based on multiple selection criteria, including but not limited to:
· Member name
· Member number
· Provider name
· Provider number
· Claim control number
· Date of service
40.
Further limit the online inquiry by:
· Dates of service
· Dates of payment and date ranges
· Claim status
· Claim type
· Category of service
· Remittance number(s)
· Provider type and/or specialty
41.
Provide summary screens listing claims meeting the selection criteria, allowing selection and viewing of individual claim records, and showing the number and dollar amounts of claims meeting the selection criteria.
42.
Accept and process the Department of Administrative Services Offset Program file received monthly from DHS.
43.
Accept and process the weekly DRG Claim Adjustment file from the Quality Improvement Organization (IFMC).
44.
Provide to DHS, a bank reconciliation report in a format acceptable to the State and send a copy to the Department of Administrative Services.
45.
Process all claim adjustments. Comply with established policies and procedures for making credit and debit adjustments. Reasons for making adjustments include overpayments or underpayments, either as a result of an error or a retroactive rate change; recovery activity; third-party liability; and payments made outside the MMIS.
46.
Generate retroactive adjustments for claims paid at an inappropriate rate, without the need for additional claim submissions by providers.
47.
Receive, review and resolve requests submitted by providers for claims adjustments. Process multiple adjustments to a given claim.
48.
Process adjustments in the regular claims processing cycles. The MMIS adjustment processing function must have the capabilities to:
· Maintain complete audit trails of adjustment processing activities on the claims history files
· Update claims history with all appropriate financial records and reflect adjustments in subsequent reporting, including TPL claim-specific recoveries
49.
Maintain the original claim and the results of adjustment transactions in claims history; link all claims and subsequent adjustments by control number.
50.
Provide a process to identify the claim to be adjusted, display it on a screen, and change the field contents online (to be adjusted with minimal entry of new data).
51.
Create a skeleton claim from archived history if the claim to be adjusted has been purged from online history.
52.
Reverse the amount previously paid and then process the adjustment.
53.
Process the adjustment offset in the same payment cycle as the adjusting claim.
54.
Re-edit, re-price, and re-audit each adjustment, including checking for duplication against other regular and adjustment claims, in history and in process.
55.
Maintain an adjustment reason code that indicates the reason for the adjustment and the disposition of the claim (additional payment, recovery, history only, etc.) for use in reporting the adjustment.
56.
Allow online changes to the adjustment claim record to reflect corrections or changes to information during the claim correction (suspense resolution) process.
57.
Maintain an automated mass-adjustment function to re-price claims for retroactive pricing changes, member or provider eligibility changes, and other changes necessitating reprocessing of multiple claims.
58.
Maintain an online mass adjustment selection screen to enter selection parameters such as time period, provider number(s), member number(s), service code(s), and claim type(s). Display claims meeting the selection criteria for initiator review.
59.
Maintain a retroactive rate adjustment capability that automatically identifies all claims affected by the adjustment, create adjustment records for these claims, reprocess and maintain a link between the original and adjusted claim.
60.
Maintain control to prevent concurrent multiple adjustments to a single claim record; apply successive adjustments to the most current version of the claim. 
61.
Reimburse providers using the methodologies described in Section 3.3.6. Note that outpatient hospital reimbursement is APG-based and inpatient reimbursement is DRG-based.
62.
Render reimbursements to providers promptly and correctly. 
63.
Verify that charges submitted by providers are reasonable and within acceptable limits of program policy.
64.
Maintain such files and records as are necessary to carry out the provider reimbursement functions.
65.
Conduct analysis and assist DHS in the development of new reimbursement methodologies.
66.
Generate capitation payments to managed care plan providers in accordance with DHS policy. Make adjustments to managed care payments.
67.
Generate monthly payments to nursing facility and ICF/MR providers.
68.
Pay for Reserve Bed Days at a designated rate that is determined by the Provider Cost Audit and Rate Setting component.
69.
Pay bed-hold days based on the new payment methodology.
70.
Based on the new reimbursement methodology, calculate the amount for crossover claims for nursing facilities and inpatient hospitals. Calculate the amount for crossover claims for other claim types as specified by DHS.
71.
Transmit accounts that cannot be collected (e.g., provider overpayments) to the Revenue Collection contractor.
72.
Reimburse the following providers on the basis of a fee schedule: ambulance providers, ambulatory surgical centers, audiologists, chiropractors, community mental health centers, dentists, durable medical equipment and medical supply dealers, independent laboratories, maternal health clinics, hospital-based outpatient programs, nurse midwives, orthopedic shoe dealers, physical therapists, physicians, podiatrists, psychologists, and screening centers.
73.
Reimburse optometrists, opticians, and hearing aid dealers on the basis of a fee schedule for professional services plus the cost of materials at a fixed fee or at product acquisition costs.
74.
Generate provider remittance advices in electronic and hardcopy media. Electronic remittance advices must meet X12 835 standards. DHS will retain a paper remittance advice for all providers. Include all of the information identified below on the paper remittance advice. For the X12 835 format, information is limited to available fields on the authorized format.
· An itemization of submitted claim that were paid, denied, or adjusted, and any financial transactions that were processed for that provider, including subtotals and totals
· An itemization of suspended claims
· Adjusted claim information showing both the original claim information and an explanation of the adjustment reason code
· The name of the insurance company, the name of the insured, and the policy number for claims rejected due to TPL coverage on file for the member
· Explanatory messages relating to the claim payment cutback or denial
· Summary section containing earnings information regarding the number of claims paid, denied, suspended, adjusted, in process, and financial transactions for the current payment period, month-to-date, and year-to-date
· Explanation of Benefits payment messages for claim header and for claim detail lines
· Patient account and medical records numbers, where available
· Any additional fields as described by DHS
75.
Show on the remittance advice the payment, denial, pending, or adjustment status of all provider claims that have been entered into the system.
76.
Apply EOB messages to the claim history record.
77.
Provide flexibility in the format and content of the remittance advice for different claim types (e.g., hospital, pharmacy, professional, long-term care).
78.
Provide the capability to print informational messages on remittance advices, or a supplemental document to accompany payment, with multiple messages available on a user-maintainable message text file, with selectable print parameters such as provider type, claim type, and payment cycle date(s).
79.
Provide the flexibility to suppress the generation of zero-pay checks but to generate associated remittance advices.
80.
Process financial transactions such as voids, reissues, manual checks, cash receipts, repayments, cost settlements, and recoupments as part of the claims reporting function.
81.
Maintain online access and update capability to an accounts receivable file that processes and reports financial transactions by type of transaction and provider. At a minimum, it must include:
· Provider numbers
· Account balance
· Percent or dollar amount to be withheld from future payments
· Reason indicator
· Type of collection
· Authorizing party
· Due date for recoupment
· Program and authorizing agency to be charged 
· Lien holder and amount of lien
· 1099 adjustment indicator
· Other fields as determined by DHS
82.
Maintain sufficient controls to track each financial transaction and maintain appropriate audit trails on the claims history file.
83.
Maintain online inquiry to financial information with access by provider IDs. At a minimum include:
· Overpayment information
· Receivable account balance and established date
· Percentage and/or dollar amounts to be deducted from payments
· Type of collections made and date
· Both financial transactions (non-claim-specific) and adjustments (claim-specific)
84.
Maintain an online recoupment process that sets up provider account receivables that can be either automatically recouped from claims payments or satisfied by repayments from the provider or both.
85.
Maintain a methodology to apply monies received toward the established recoupment to the accounts receivable file, including the remittance advice date, number, and amount, and transfer that data to an online provider paid claims summary.
86.
Identify a type and disposition on refunds or payouts.
87.
Provide a method to link refunds to the specific claim affected.
88.
Provide to the State each provider's 1099 information annually, which indicates the total paid claims minus any recoupment or credits.
89.
Adjust the providers' 1099 earnings reports with payout or recoupment amounts issued in the accounts receivable file.
90.
Accommodate manually issued checks by the State and the required posting to the specific provider's account to adjust the provider's 1099 earnings data and set up recoupment criteria.
91.
Accommodate the issuance and tracking of non-provider-specific payments through the MMIS (e.g., refund of an insurance company overpayment) and adjust expenditure reporting appropriately.
92.
Maintain lien and assignment information to be used in directing or splitting payments to the provider and lien holder.
93.
Identify providers with credit balances and no claim activity during a DHS-specified number of months and generate a quarterly report of credit account balance audits.
94.
Generate overpayment letters to providers when establishing accounts receivable.
95.
Track all financial transactions, by source, including TPL recoveries, fraud and abuse recoveries, provider payments, drug rebates, etc.
96.
Provide a mechanism for recoveries to be made from semi-monthly provider payments at a DHS user-defined percentage from 0 to 100.

5.2.2.3.4.4 Enhancements to Current Functionality
1.
Provide a process by which DHS can order and receive member claims history online.
2.
Image (scan) all claims and attachments, prior authorization documents, provider applications, member Third Party Resource Questionnaires, Notices of Adverse Action, and other member or provider paper correspondence.
3.
Allow providers/contractors online access to paid claims data.
4.
Provide web-based access for providers to submit claims and inquiries.
5.
Provide capability of accepting and transmitting all X12 transactions.
6.
Automate retroactive claims payment adjustments for eligibility-related changes such as: level of care, changes in eligibility spans, client participation amounts, and changes in ISIS services.
7.
Issue and mail Notices of Decision and appeal rights to members on all final denied claims including, but not limited to, denied ambulance claims and denied rehabilitation therapy service claims as directed by DHS.
8.
Identify payments for potential “enhanced match” line items in the check register file.  This enhanced match group includes S-CHIP, Indian Health Services, Family Planning and Breast / Cervical Cancer member services.
9.
For Home and Community-Based Services waivers, recycle bills for up to 21 days prior to denial.
10.
Develop an interface to transmit financial data electronically from the MMIS directly to the State accounting system.
5.2.2.3.5 Inputs
Medicaid claims and related inputs may be entered into the Claims Subsystem through online or batch processes.  All claims processed by the subsystem are subjected to identical editing and auditing. The Claims Subsystem accepts hardcopy claims that are entered through the online entry process.  Electronic media claims are accepted in the form of magnetic tape, diskette, or direct electronic submission.  Electronic media claims must include the same data required for hardcopy claims. 

The current claim forms that are input in the system include:
· UB-92
· HCFA-1500
· American Dental form
· Pharmacy Universal claim form
· Long Term Care (TAD) form
· Targeted Medical Care (Waiver) form
The Claims Subsystem accepts a variety of claim-related inputs.  Following is a description of some of these sources.
1.
Medicare crossover claims for deductible and coinsurance may be input to the system from hardcopy or magnetic tape
2.
Claim credit and adjustment requests are entered online from claim adjustment forms for crediting or adjusting previously paid claims.  These requests are generally received from providers.  Using the data entry function, these requests are entered online and processed immediately.
3.
Mass adjustment requests are entered and edited online. This function supports mass requests for retroactive rate and eligibility changes, and check reversals.
4.
Gross adjustments (debits and credits) are entered online for non-claim-specific financial transactions such as fraud and abuse settlements, TPL recoveries, and advance payments.
5.
Nursing Home claims are accepted directly from providers, who electronically submit a special nursing facility claim form. For those providers without a personal computer, the Claims Subsystem generates hard copies of the TADs each month for members who have a nursing home program code and a valid LTC span. The preprinted TADs are mailed to the institutions. The institutions enter on the TADs any changes that have occurred during the month, sign, and return them to the Core MMIS contractor.
5.2.2.3.6 Outputs
The Claims Subsystem currently produces all CMS General Systems Design (GSD) specified reports required for Federal certification. The output of the claims function must meet all Federal and State reporting requirements and provide the information necessary to assess compliance with Federal certification. Produce output on paper, micromedia, online display, and electronic media (e.g., magnetic tape, cartridge, PC-diskette, or COLD storage), as directed by DHS. The vendor must describe his preferred medium for producing, distributing and archiving all data output.
The primary outputs of the Claims Subsystem are listed below:
1.
Produce, at a minimum, reports that contain the following:
· Specific reports required for Federal participation in LTC programs, as defined by DHS. This requirement includes the MDS.
· Analysis of leave days
· Discrepancies between client participation amounts on the claim and on the LTC member data
· LTC facility rosters
· Tracking of non-bed-hold discharge days
· Client participation amount and effective dates
· Hospital claims/bed-hold analysis and comparison
2.
Send paid claims and encounter data to the Provider Cost Audit and Rate Setting contractor.
3.
Providing a monthly file of paid claims and encounter data to IFMC. IFMC performs the annual External Quality Review Organization (EQRO) function on behalf of DHS, which is required to meet the annual federal requirement for HMO participation
4.
Inventory management analysis by claim type, processing location, and age
5.
Report of receipts and production, by type of media, of claims received and processed to a final disposition
6.
Calculate and provide electronic record of the total dollars of ICF/MR Assessment Fees that are to be repaid to the State by ICF/MRs.
7.
Report of claims inventory, processing activity, and average age of claims
8.
Reports of adjustment claims and resubmitted claims
9.
Inventory trend reports
10.
Report of claims and payments after each payment cycle
11.
Report of processed claims, tapes, and EMC transmissions input into the semi-monthly payment cycle
12.
Error code analysis by claim type, provider type, provider, and/or input media
13.
Suspense file summary and detail reports
14.
Edit/audit override analysis by claim type, edit/audit, and staff ID
15.
Processing cycle time analysis by claim type, input media, and provider type
16.
Reports of specially handled or manually processed claims
17.
Reports of claims withheld from payment processing
18.
User-requested ad hoc reports from adjudicated information
19.
REOMBs, which include all services provided to a member by any participating provider, except for confidential services, and a layperson's description of the services provided, the date(s) of service, and the payment amount
20.
Summary reports of REOMBs generated
21.
Member and provider history printouts of adjudicated and/or suspended claims, which include, at a minimum, a description of procedure, drug, DRG, diagnosis, and error codes
22.
1099 data
23.
Standard accounting balance and control reports
24.
Remittance summaries and payment summaries
25.
Detailed financial transaction registers
26.
Disbursement account control reports
27.
Aged accounts receivable, with flags on those that have no activity within a DHS-specified period of time
28.
Accounts receivable set-up during the reporting period
29.
Retroactive rate adjustments requested and performed
30.
Reports that segregate and identify claim-specific and non-claim-specific adjustments by type of transaction (payout, recoupment, or refund) and provider type, on a monthly basis
31.
Remittance advices
32.
Generate and send monthly extracts of the claims history, member, and provider files IFMC, the Medicaid Provider Fraud Control Unit, other state contractors, and DHS.
33.
Produce a weekly report listing the State ID numbers, names, transaction control numbers, date of service, amount paid and date paid of all Medicaid members for whom a Medicare crossover claim has been paid, but for whom Medicare eligibility is not indicated on the eligibility record. 

5.2.2.3.6.1 Enhancements to Current Functionality
1.
Provide a “paid claims file” for each payment cycle to nursing facilities (as opposed to the monthly summary “paid claims file” that presently exists).
2.
Provide a facility occupancy table in MMIS for long term care facilities.
3.
Provide an electronic file of payment cycle data to the State accounting system.
5.2.2.3.7 Performance Standards
The performance standards for the claims processing functions are provided on the sections below.

5.2.2.3.7.1 Claims Entry and Control
1.
Data enter ninety-eight percent (98%) of all hard copy claims and adjustment/void requests within five (5) business days of receipt.
2.
Log, image and assign a unique control number to every claim, attachment, adjustment/void, prior authorization and other documents submitted by providers within one (1) business day of receipt.
3.
Return hard copy claims that fail the prescreening process within one (1) business day of receipt.
4.
Maintain at least a ninety-five percent (95%) keying accuracy rate for data entered documents.
5.
Produce facsimiles of electronic claims within one (1) business day of receipt.
6.
Maintain a ninety-nine percent (99%) accuracy rate for electronic claims receipt and transmission.
7.
Produce and provide to DHS all daily, weekly and monthly claims entry statistics reports within one (1) business day of production of the reports.
8.
Provide access to imaged documents to all users within one (1) business day of completion of the imaging. Response time for accessing imaged documents at the desktop must not exceed ten (10) seconds.
9.
For claims submitted via modem-to-modem transmission or via the Internet, return an electronic receipt and/or notification within four (4) business hours of receipt
10.
All EMC claims, including Medicare crossover claims, must be processed in the next daily cycle after receipt.
11.
For claims submitted on tape or diskette, notify the provider within twenty-four (24) hours of receipt when claims cannot be processed and include the reason for the rejections in the notice.
12.
Resolve all rejected batches within three (3) business days of the rejection.

5.2.2.3.7.2 Claims Adjudication
1.
Ninety percent (90%) of all clean claims must be adjudicated for payment, denial or budget relief within twenty- (20) calendar days of receipt.
2.
Ninety-nine percent (99%) of all clean claims must be adjudicated for payment, denial or budget relief within sixty- (60) calendar days of receipt.
3.
One hundred percent (100%) of all claims must be adjudicated for payment, denial or budget relief within one hundred and twenty- (120) calendar days of receipt.
4.
One hundred percent (100%) of all clean provider-initiated adjustment requests must be adjudicated within ten (10) business days of receipt.
6. Claims processed in error must be reprocessed within ten- (10) business days of identification of the error or upon a schedule approved by the State.

5.2.2.3.7.3 Claims Financial and Reporting
1.
Enter all financial transactions to the online financial file within one (1) business day of receipt.
2.
Produce and submit to the State, balancing and control reports that reconcile all claims input to the processing cycle to the output of the cycle by the next business day following the cycle. 
3.
Produce the check-write accounting reports by 8:00AM after completion of payment cycle.
4.
Ninety-eight percent (98%) of client claim histories shall be provided within three- (3) business days of DHS request.
5.
Mail provider checks and remittance advices by the third (3rd) business day following the second (2nd) and last Monday of each month. 
5.2.2.4 Recipient Function
The purpose of the Recipient Subsystem is to accept and maintain an accurate, current, and historical source of eligibility and demographic information on individuals eligible for medical assistance in Iowa and for supporting analysis of the data contained within the member database.  The maintenance of member data is required to support Iowa eligibility verification, claims processing and reporting functions. The Recipient Subsystem is also responsible for maintaining indicators for member Lock-In, HMO, MediPASS, nursing home, waiver, and client participation, as well as generating various reports. In addition, the member function maintains an accurate and current identification of members eligible for both Medicaid and Medicare.  
The MMIS Recipient Subsystem needs to be distinguished from the Title XIX system, which passes information on client eligibility from DHS to the MMIS.
The Recipient Subsystem supports the business operations of the Core MMIS contractor related to members, which include:
· Recipient Subsystem - Process monthly eligibility file replacements and daily file update records received from DHS and maintain the MMIS member eligibility file for use in claims processing, eligibility verification (MEVS and REVS [also known as AVRS]) and SURS and MARS reporting.
· Eligibility Verification - Provide member eligibility verification services through audio voice response system and PC-based inquiries for eligibility information.
5.2.2.4.1 Objectives
To support the business requirements of the Iowa Medicaid program, the primary objectives of the Recipient function and the Recipient Subsystem are listed below.
1.
Maintain the identification of all individuals eligible for Medicaid benefits.
2.
Build and maintain a computer file of member data to be used for claims processing, administrative reporting, and surveillance and utilization review functions.
3.
Keep the MMIS member eligibility file current through updates of eligibility information from the Title XIX system.
4.
Maintain positive control, including confidentiality of data, over the member eligibility data required to process claims and meet State and Federal reporting requirements.
5.
Maintain the unique identification of all eligibles for medical benefits under Medicaid or other Iowa assistance programs, as determined by DHS.
6.
Maintain a database of member eligibility to support provider inquiry and billing (e.g., automated voice response, dial up eligibility verification inquiries, or point-of-sale inquiries).
7.
Distribute eligibility data to other processing agencies, as required.
5.2.2.4.2 Interfaces
The Core MMIS contractor will be required to interface with DHS staff, other component contractors, and providers in the performance of its member function activities. These interfaces are identified below.

5.2.2.4.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor will interface with the following Iowa Medicaid Enterprise components for the Recipient function:
1.
Pharmacy POS

· Provide recipient data.
2.
Data Warehouse / Decision Support (DW/DS)

· Provide recipient data.
3.
Medical Services

· Provide online access to eligibility data.
4.
Provider Services

· Provide online access to eligibility data.
5.
Member Services

· Provide online update capability for MHC enrollment data.

· Provide audit trails of eligibility updates.

· Provide online access to eligibility data.
6.
Revenue Collection

· Provide online access to eligibility data.
7.
SURS Analysis and Provider Audits

· Provide recipient data.
8.
Provider Cost Audits and Rate Setting

· Provide recipient data.
5.2.2.4.2.2 Interfaces With External Entities
The Core MMIS contractor will interface with the following external entities for the Recipient function:
1.
Title XIX System

· Accept daily recipient data updates.

· Accept monthly reconciliation data.
2.
Individualized Service Information System (ISIS)

· Accept nursing facility (NF) eligibility spans and level of care certifications.
3.
Lock-In Contractor

· Accept member Lock-In data.
4.
Members

· Provide Notices of Decision.

5.2.2.4.3 State Responsibilities
The capture and maintenance of member data is primarily the responsibility of DHS. DHS determines eligibility for Medicaid and other entitlement programs through the ABC system and maintains a database of Medicaid member eligibility in the Title XIX system. DHS produces daily update files and a monthly master file containing Title XIX member eligibility data, which are transmitted to the Core MMIS contractor for use in MMIS processing. 

DHS is responsible for the following member functions:
1.
Determine Title XIX eligibility
2.
Produce and deliver to the Core MMIS contractor daily electronic transmissions and monthly eligibility files for update to the member eligibility file
3.
Identify individuals eligible for managed care enrollment
4.
Assign identification numbers to individual eligibles
5.
Determine hawk-i eligibility through a contract with a third party administrator, MAXIMUS.  MAXIMUS also screens the applications for Medicaid eligibility and refers the child to the DHS Medicaid workers located at MAXIMUS to determine eligibility for Medicaid if potentially eligible.  
6.
Provide presumptive eligibility data
7.
Determine and clarify eligibility policy
8.
Respond to eligibility inquiries from providers and members
9.
Provide Medically Needy eligibility data to the Core MMIS contractor including conditional eligibility information, the certification period, spenddown amounts and responsible relative
10.
Identify MEPD individuals that are responsible for a premium payment
11.
Issue and mail member medical ID cards
12.
Issue special Medicaid identification cards to members who have been determined to have over utilized Medicaid services by obtaining medical services or drugs that are not medically necessary. These Lock-In members receive Medicaid identification cards that contain the names of the providers with whom they are "locked in”. 
13.
Update Recipient Eligibility File with SDX, BENDEX, and Buy-In file transactions
14.
Issue notification of eligibility and client participation to facility providers 
15.
Send a file to Medicare contractors identifying individuals as dual eligible (Medicaid and Medicare) to indicate that a crossover claim should be generated
16.
Resolve eligibility errors that require further research such as potential duplicates, etc.
5.2.2.4.4 Contractor Responsibilities
The Recipient functions of the Core MMIS contractor are to: 
· Accept and maintain an accurate, current, and historical source of eligibility and demographic information on individuals eligible for Iowa medical assistance. The maintenance of member data is required to support the claims processing and reporting functions, and to support the Iowa requirements for an eligibility verification system.
· Process daily updates to member data transferred by DHS and process a month-end replacement file for all medical assistance members.
Provide online update and inquiry capability to member eligibility files and other MMIS files through the State-operated computer network.

The Individualized Service Information System (ISIS) transmits care plan services and HCBS waiver eligibility to the MMIS, and these eligibility segments become part of the prior authorization file. In the near future, ISIS will transmit nursing facility, ICF/MR, PMIC, and RCF eligibility and authorizations to MMIS.  In addition, planned ISIS enhancements to include state plan services may occur during this contract.  

The following are the requirements of the Recipient function:
1.
Capture and maintain current and historical date-specific eligibility data for basic program eligibility, special program eligibility, Medicare/Buy-In coverage, managed care enrollment data and all other member data required to support claims processing, prior authorization processing, and reporting.
2.
Allow accessibility to the Recipient File for the staff manning the Member Hotline.  Support research inquiries including contacting providers for additional information and assisting providers to resolve claims processing problems. Send results of the research to DHS for issuance of a notice to the member.  
3.
Accept daily transmission updates of the member eligibility files, including new members and all changes to existing members’ records.
4.
Receive daily electronic transmissions and monthly eligibility files from DHS and incorporate updates to the MMIS eligibility file on a timely basis.  
5.
Identify individuals eligible under the Medicaid for Employed People with Disabilities (MEPD) program, and who are responsible for payment of premiums to receive Medicaid. Pay claims for MEPD individuals when the premium requirement is met.
6.
Receive member Lock-In data from the Lock-In contractor and add or disenroll the member from the provider.
7.
Load and manage member Lock-In indicators on the member file. Designated provider numbers are carried on the member file. Do not pay claims from non-designated providers unless the emergency or referral/consultation criteria are met.
8.
Identify members of special programs, such as managed care, waiver, case management, HCBS and other medical assistance programs, with effective dates and other data required by DHS.
9.
Maintain Medicare Parts A and B and Buy-In indicators (Parts A and B) and effective dates on the member File.
10.
Maintain spenddown data on the member file, including but not limited to date of service, provider number, and original spenddown amount, for use in tracking and applying to claim payment processing.
11.
Maintain a mailing address file for Residential Care Facility (RCF) members in order to mail the State Supplementary Assistance checks. 
12.
Maintain a social security number for each member on the member file (with the exception of members without SSNs, such as newborns).
13.
Maintain member restriction data to support the claims processing functions, including restricted service types/codes, managed care provider number, effective dates, MediPASS, and Lock-In.
14.
Edit the eligibility data transferred from DHS for completeness and accuracy, according to edit criteria established by DHS.
15.
Accept and load presumptive eligibility records from DHS and add to the member file as part of the nightly batch update process. 
16.
Maintain a minimum of sixty- (60) months of history online in the member eligibility file, with inquiry capability by Iowa unique ID number, social security number, or name. 
17.
Accept and load to the member eligibility file, daily and monthly eligibility files from DHS. Provide DHS with confirmation of the date each of these files is received and loaded to the member eligibility file, along with the number of records. 
18.
Ensure that the most current updated member eligibility file is used for the first claims processing cycle following month-end processing. 
19.
Provide online inquiry screens to accommodate the following, using a minimal number of screens:
· Recipient basic demographic data
· Member historical eligibility segments
· Member restrictions data
· Historical nursing facility and HCBS waiver data
· Member TPL data
· Presumptive eligibility data 
· Managed care enrollment data
· Medically needy data
· Other member data elements as specified by DHS
20.
Make available, DHS-approved eligibility information from the member eligibility file, for online inquiry by providers who have been approved to access such information. Allow access through voice response or through terminal devices at provider offices, using the Iowa-unique identification number, the SSN, or a combination of name and date of birth.
21.
Integrate EPSDT data into the member eligibility file for use in the member function.
22.
Edit eligibility data transferred from DHS for completeness and accuracy, according to edit criteria established by DHS. Apply appropriate data eligibility using State-specified criteria.
23.
Identify potential duplicate member records during update processing using State-specified criteria.
24.
Perform quarterly reconciliation of member eligibility file records with DHS.
25.
Maintain a batch process to access purged and archived eligibility data.
26.
Maintain logs to note dates on which each daily and monthly eligibility file is received and loaded to the member eligibility file.
27.
Ensure that the first claims processing cycle of each week uses the most current member eligibility file.
28.
Maintain other member data elements as specified by DHS
29.
Maintain LTC data by member, including:
· Admission and discharge date
· Therapeutic and hospital leave days
· Reserve bed days
· Client participation amounts
· Member level-of-care information
· Facility identification and effective dates
5.2.2.4.4.1 Enhancements to Current Functionality
1.
In the case where actual eligibility has been determined for an individual deemed "presumptively eligible", enhance the system to display these updates on REVS and POS in a "real-time" manner.
2.
Provide the capability to accept real-time updates and adds for critical eligibility processes, including presumptive eligibility and point-of-service pharmacy requests.  (*The Title XIX system currently provides batch file updates.  DHS requires the MMIS to accept real time eligibility updates at such time as the Title XIX system's nightly batch update process is upgraded to real time file transfers.)
3.
Reconcile any daily updates that have been input between the production of the month-end file update (5 working days prior to the end of the month) and input of the month-end file (beginning of following month).  This ensures that any new or reinstated cases that have occurred at the month's end are not lost. 
4.
Allow nursing facility and waiver eligibility occurrences, or spans, to shift from 12 occurrences to accommodate up to 60 months of eligibility.
5.
Update the Pharmacy Point of Sale (POS) and Recipient Eligibility Verification System (REVS/AVRS) concurrently with the update of the daily and month-end eligibility file in MMIS or have the capability to read the MMIS member eligibility file directly.
6.
Prevent the "canceling" of the presumptive eligibility segment for a member who is an illegal immigrant alien and has been approved for emergency services.
7.
Provide to DHS electronic confirmation of the number of records that were transmitted successfully, subsequent to online file transfers from Title XIX to MMIS.
8.
Provide a weekly listing, in electronic form, of "Notices of Decision to Recipients*" (for non-payable Medicaid service claims), combined with the ambulance notice of decision listing, that contains the following information in alphabetical order by member last name:
· Member Name / Member Number
· Provider Name / Provider Number
· TCN / Denial Notice Number
· Date of Service / Date of Notice of Decision
· Exception Code
· Written Reason for Denial

· Same format as current ambulance notice of decision
9.
For denials of therapy services including rehabilitation therapy service claims for occupational therapy, physical therapy and speech therapy, issue and mail a claim-triggered Notice of Decision to the member.
10.
Provide capability for storing, in MMIS, imaged or other electronic copies of: 
· Notices of adverse action (RE: member claims, etc.)
· Denied claim copy
· Denied prior authorizations
· Notice of Right to Appeal
· Third Party Resource Questionnaires and other paper correspondence.
11.
Develop an interface with DHS’ ISIS file to receive nursing facility (NF), ICF/MR, RCF, RCF/MR and PMIC eligibility spans and level of care certifications.
5.2.2.4.5 Inputs
Within the MMIS, the Recipient Subsystem interfaces with the Claims Processing, Management and Administrative Reporting, Surveillance and Utilization Review, Third Party Liability and EPSDT Subsystems to support the claims processing, and reporting functions and to support the Iowa requirements for an eligibility verification system. 
The Core MMIS contractor maintains the medical assistance eligibility data in an electronic file. Updates to this file are performed through electronic or manual transactions from the DHS Title XIX system. The Recipient Subsystem accepts member data from a primary input source: the State Title XIX System for Medicaid eligibility.  The Recipient Subsystem receives a daily transmission of eligibility updates from Title XIX, which are used for batch updates of the MMIS member eligibility file.
The Recipient Subsystem uses data from the Title XIX eligibility transmissions to update demographic, eligibility, nursing home, waiver, client participation, and Medicare data on the member eligibility file. 
Items used in the performance of the member data maintenance function include:
1.
Daily electronic update records from DHS
2.
Monthly eligibility file replacements from DHS
3.
Recipient inquiry screens
4.
Recipient update screens
5.
Primary care provider selections for managed care members 
6.
Member Lock-In data 
7.
Presumptive eligibility records from DHS
8.
EPSDT data
5.2.2.4.6 Outputs
The primary outputs of the Recipient Subsystem are listed below:
1.
Issue and mail Notices of Decision and appeal rights to members on denied ambulance claims and denied rehabilitation therapy service claims as directed by DHS..
2.
Issue and mail Notices of Decision to members for denied and modified prior authorizations.
3.
Mail the State Supplementary Assistance checks to the address on file for each RCF member.
4.
Provide to DHS, a regularly-scheduled weekly file listing the State ID numbers, names, TCN numbers, dates of service, amount paid, and date paid of all Medicaid clients for whom a Medicare crossover claim has been paid, but for whom Medicare eligibility is not indicated on the eligibility record.
5.
Transmit the following information to DHS each time MMIS loads file transfers from the Title XIX system and ISIS:
· Confirmation of the date each file is received and loaded
· The number of files/records that were successfully transmitted and posted
· The number and detailed information of the records that were rejected
· The rejection reason code for each record rejected
6.
Send data entry and edit exception reports to DHS for reconciliation with data in the Title XIX and ISIS systems.
7.
During the batch update process, identify potential duplicate member records on the Recipient Title XIX Update Error Report and submit to DHS.
8.
Run a monthly report showing any possible duplicates that exist on the MMIS member eligibility file.
9.
Order member histories for inquiries with dates of service prior to the online eligibility history records.
5.2.2.4.7 Performance Standards
The performance standards for the member functions are provided below.
1.
Update the member eligibility database with electronically received data and provide DHS with update and error reports within twenty-four (24) hours of receipt of daily updates. For a batch-processing environment, updates must be done prior to daily claims processing.
2.
Update month-end replacement files and provide DHS with update and error reports before the first day of the replacement month.
3.
Maintain a ninety-nine percent (99%) accuracy rate on electronic eligibility file updates.
4.
Resolve eligibility transactions that fail the update process within two (2) business days of error detection. 
5.
Refer to the State all eligibility transactions that fail the update process and cannot be resolved by contractor staff pursuant to edit rules or State approved standards within two (2) business days of attempted error resolution. 
6.
Perform online updates for hardcopy update transactions to member data, except presumptive eligibility records, within one (1) business day of receipt. 
7.
Add records for presumptively eligible individuals to the member eligibility file the same day as the eligibility determination.
8.
Maintain a ninety-eight percent (98%) keying accuracy rate for online updates.
9.
Identify and correct keying errors in online updates within one (1) business day of the update.   
10.
Produce and send notices to members based on adverse actions for denied ambulance and rehabilitation claims, and denied and modified prior authorizations within three (3) business days of decision on the claim.
11.
Provide a weekly report to DHS of all "Notices of Decision to Recipients" that were sent to members based on adverse actions for denied ambulance and rehabilitation claims, and denied and modified prior authorizations within five (5) business days. 
12.
Issue Notices of Decision to members within twenty-four (24) hours of the determination of the denial of ambulance claims and rehabilitation therapy services claims for occupational therapy, physical therapy and speech therapy.
13.
Support the processing of nursing facility, ICF/MR, Home and Community Based Waiver and other long term care claims through the maintenance of member-specific LTC data and provider-specific certification and rate data.
5.2.2.5 Reference Function
The Reference Subsystem contains rates and pricing information, which is used to determine allowable payments to providers, control edits and audits, and support other MMIS functions. Reference tables are used in the prior authorization and claims adjudication processes. 
The Reference data management function provides critical information to the Claims Processing and MAR Subsystems.  The data to support claims pricing and to enforce State limits on services resides in the Reference Subsystem. 
Information maintained with this function includes:
1.
Pricing information for procedures, drugs, DRGs, and APGs
2.
Customary (median) charges by procedure and by provider
3.
Prevailing charges for providers by procedure and provider specialty
4.
Edits and audits
5.2.2.5.1 Objectives
The primary objectives of the Reference Subsystem and reference data functions are to:
1.
Provide coding and pricing verification during claims processing for all approved claim types, assistance programs, and reimbursement methodologies, including capitated programs.
2.
Maintain flexibility in reference parameters and file capacity to make the MMIS capable of easily accommodating changes in the Medicaid program; support the claims processing function by providing information used in the adjudication and pricing of claims; and provide information used in the production of SURS, MARS, and special reports.
3.
Support the data requirements of other MMIS applications such as claims processing, information access and decision support, utilization review and quality assurance, pharmacy point-of-sale (POS), prospective and retrospective DUR.
4.
Provide a master file of valid procedure, diagnosis, revenue, and drug codes for use in the verification and pricing of Medicaid claims.
5.
Provide a means of reporting any information from the files.
6.
Provide and maintain customary charge data for provider's Medicaid customary charges.
7.
Provide and maintain prevailing charge data for Medicaid charges.
8.
Place benefit limits and maintain relationship edits on Procedure, Drug, Diagnosis, DRG, and APG codes. Uses service limit codes and indicators on the procedure and diagnosis records to control benefit utilization.  
5.2.2.5.2 Interfaces
The Reference file is accessed during execution of other functions of the MMIS, including claims processing, prior authorization, TPL and reporting functions.  In addition to interfacing with other MMIS subsystems, the Reference Subsystem receives data from the following:

5.2.2.5.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor will interface with the following Iowa Medicaid Enterprise components for the Reference function:
1.
Pharmacy POS

· Accept formulary file data.
2.
Data Warehouse / Decision Support (DW/DS)

· Provide reference data.
3.
Medical Services

· Provide online access to reference data.
4.
Provider Services

· Provide online access to reference data.
5.
Member Services

· Provide online access to reference data.
6.
Revenue Collection

· Provide online access to reference data.
7.
SURS Analysis and Provider Audits

· Provide reference data.
8.
Provider Cost Audits and Rate Setting

· Provide reference data.
5.2.2.5.2.2 Interfaces With External Entities
The Core MMIS contractor will interface with the following external entities for the Reference function:
1.
McGraw Hill for annual HCPCS updates
2.
HCIA for annual ICD-9-CM updates
3.
Online and batch updates by DHS
5.2.2.5.3 State Responsibilities
DHS sets policy for the type of reimbursement system for Medicaid services and develops the rate methodology with assistance from outside contractors. These rate calculations include fee schedules, per diem rates, interim rates, premium rates, capitation rates, and institutional rates.  
DHS currently contracts with Milliman USA (previously known as Milliman and Robertson) Corporation to provide actuarial support for managed care rate setting. Capitation rates are calculated by contractor/plan and by geographic area, based on the utilization patterns of residents as well as the costs of delivering services within the area. Under the new Iowa Medicaid Enterprise, the Provider Cost Audits and Rate Setting contractor will assume this responsibility. 
Other payment rates, such as physician and laboratory fee schedules, per diem rates, drug reimbursement formulas and interim rates, are calculated by DHS or obtained from outside sources, like Medicare, and maintained in table-based files in the Reference Subsystem.
DHS maintains the following reference file functions:
1.
Monitor file content and report detected errors to the Core MMIS contractor for correction
2.
Determine and interpret policy and administrative decisions relating to the reference data maintenance function
3.
Direct certain updates to the reference data files
4.
Establish allowed rates or fees

5.2.2.5.4 Contractor Responsibilities
The Core MMIS contractor is responsible for maintaining the different pricing files and reimbursement methodologies contained in the reference database. The Core MMIS contractor updates files based on DHS policy and Federal requirements for the use of coding schemes in the MMIS. The Core MMIS contractor is responsible for maintaining all reference files in the Reference Subsystem.

5.2.2.5.4.1 Revenue Codes
1.
Maintain a revenue code data set for use in processing claims.
2.
Accommodate pricing action codes and effective and end dates for each revenue code.
3.
Provide English descriptions of each revenue code in the revenue data set.

5.2.2.5.4.2 Procedure Codes
1.
Maintain current and historical reference data for all procedure codes and modifiers that include, at a minimum, the following elements:
· Ten date-specific pricing segments, including a pricing action code for each segment showing effective dates and end dates
· DHS-specified restrictions on conditions to be met for a claim to be paid, such as provider types, member age and sex restrictions, place of service, appropriate modifiers, aid category, and assistance program
· Pricing information such as maximum amount, fee schedule amounts, and RVS indicators, with 10 segments showing effective dates and end dates
· Prior authorization codes, with 10 segments showing effective and end dates
· English descriptions of procedure codes
· "Global" indicators for codes that include reimbursement for pre- and post- procedure visits and services 
· Other information such as accident-related indicators for possible TPL, Federal cost-sharing indicators, and prior authorization required
2.
Maintain procedure information that sets adjudication limitations and medical policy restrictions for automatic pricing of medical procedures according to effective date.
3.
Identify when prior authorization and pre-procedure review approval is required.
4.
Restrict the use of procedure codes to those providers qualified to perform them.
5.
Accommodate variable pricing methodologies for identical procedure codes based on provider specific data.

5.2.2.5.4.3 Diagnosis Codes
1.
Maintain a diagnosis data set of medical diagnosis codes utilizing the ICD9-CM and DSM III coding systems, which can maintain relational edits for each diagnosis code, including:
· Age
· Sex
· Place of service
· Prior authorization codes with effective and end dates
· Inpatient length of stay criteria
· English description of the diagnosis code
· Effective date
· End date
2.
Accommodate expanded diagnosis codes, in the diagnosis file, with the potential implementation of ICD-10, without additional costs to the State.

5.2.2.5.4.4 Data Management
1.
Maintain a master file of valid procedure, diagnosis, drug and revenue codes with appropriate pricing information for use in claims processing.
2.
Provide five (5) copies of the published HCPCS, CPT4, ICD9 and Dental Terminology manuals to DHS.
3.
Accept batch and online updates to all reference files in MMIS. Notify DHS electronically with results of file updates.
4.
Maintain online access to all reference files, with inquiry by the appropriate code.  Provide DHS with online inquiry access through the DHS LAN.
5.
Maintain the Procedure, Diagnosis, Drug, DRG, APG, Revenue Code, Medical Criteria, and other files and provide access based on variable, user-defined select and sort criteria, with all pertinent record contents.
6.
Make mass updates to the allowed fee or rate effective on a certain date.
7.
Maintain the per diem rates for hospitals with Medicaid-certified physical rehabilitation units, as specified by DHS. Update the rates as required by DHS.
8.
Provide online inquiry and update capability for all files.
9.
Produce audit trail reports, in the media required by DHS, showing before and after image of changed data, the ID of the person making the change, and the change date.
10.
Edit all update transactions, either batch or online, for data validity and reasonableness, as specified by DHS. Report all errors from batch updates to DHS.
11.
Accommodate multiple reimbursement methodologies, including but not limited to DRG, APG, and per diem.
12.
Maintain pricing files based on:
· Customary
· Fee schedule
· Per diem rates
· DRGs
· APGs
· Capitation rates for managed care plans
· Maximum allowance cost (MAC), estimated acquisition cost (EAC), average wholesale price (AWP), Medicaid average wholesale price (AWP), Veterans Health Care Act 5193, and Federal Upper Limits (FUL) pricing for drugs 
· Multiple rates for institutional providers
· Encounter rates (for federally qualified health centers,  and rural health centers)
· Rates for Home Health services, as determined by DHS
13.
Maintain inquiry screens that display:
· All possible information about a code through use function key
· All relevant pricing data and restrictive limitations for claims processing
· Online comparison between Medicaid and Medicare reimbursement rates
14.
Accept, load and maintain rates for HCBS providers, the occupancy rates and reimbursement rates for long term care facilities, ICF/MR and residential care facilities (RCF) including the rates for bed-hold days from the Provider Cost Audit and Rate Setting contractor. 
15.
Accept, load and maintain managed care rates and methodologies from the Provider Cost Audit and Rate Setting contractor.

5.2.2.5.4.5 DRGs/APGs
1.
Maintain the DRG-based prospective payment file for inpatient hospital services and update the base rates periodically as authorized by DHS. Apply an economic index to the base rates, if authorized by DHS.
2.
Maintain DRG and APG data sets, which contain (at a minimum), by peer group, facility, and effective date, 10 occurrences of:
· Price by code
· High and low cost outlier thresholds
· High and low length-of-stay outlier thresholds
· Mean length-of-stay
5.2.2.5.4.6 Fee Schedule
1.
Maintain the fee schedules in the Reference File and update on an annual basis, or when authorized by DHS.
2.
Reimburse the following providers on the basis of a fee schedule: ambulance providers, ambulatory surgical centers, audiologists, chiropractors, community mental health centers, dentists, durable medical equipment and medical supply dealers, independent laboratories, maternal health clinics, hospital-based outpatient programs, nurse midwives, orthopedic shoe dealers, physical therapists, physicians, podiatrists, psychologists, and screening centers.
3.
Reimburse optometrists, opticians, and hearing aid dealers on the basis of a fee schedule for professional services plus the cost of materials at a fixed fee or at product acquisition costs.
4.
Update the fee schedule on an annual basis, if authorized by DHS. Apply an economic index to the fee schedule rates.

5.2.2.5.4.7 Capitation
1.
Reimburse managed care providers on a monthly, prepaid capitation basis.  The capitation fee is negotiated between the DHS and the managed care provider and is paid on a monthly basis regardless of whether a member actually receives covered care during that month.
2.
Make the monthly capitation payment to the managed care provider.  Base the capitation payment on the number of clients enrolled with each managed care provider.

5.2.2.5.4.8 Edits/Audits
1.
Maintain an edit/audit criteria table providing a user-controlled method of implementing service frequency and quantity limitations, and service conflicts for selected procedures and diagnoses, with online update capability.
2.
Place edit/audit criteria limits on types of service by procedure code, revenue code, diagnosis code, and drug code and therapeutic class, based on:
· Member age, sex, eligibility status, and program eligibility
· Diagnosis
· Provider type and specialty
· Place of service
· Tooth and surface codes
· Floating or calendar year period
· Time periods in months or days
3.
Maintain a user-controlled claim edit/audit disposition data set with disposition information for each edit used in claims processing, including disposition (pay, suspend, deny) by submission medium within claim type, description of errors, and EOB codes, and suspend location, with online update capability.
4.
Maintain a user-controlled remittance and message text data set with access by edit number, showing the remittance advice message(s) for each error and the EOB message(s), with online update capability.

5.2.2.5.4.9 Enhancements to Current Functionality
1.
Provide ability to accept and update rate changes, authorizations, etc. electronically from the State's Audit agent or other State contractors.
5.2.2.5.5 Inputs
Access to all information on Reference Subsystem files is provided through online screens. The Reference Subsystem receives inputs from both batch and online sources.  The following is a list of all primary input sources to the Reference Subsystem:
1.
Annual McGraw Hill HCPCS update
2.
Annual HCIA ICD-9-CM update
3.
Quarterly CMS Drug Rebate and Labeler Files
4.
Online and batch updates by Core MMIS contractor and Department staff
5.2.2.5.6 Outputs
The following are the major outputs of the Reference Subsystem. The updated files are all available for electronic inquiry. DHS may request hard copy reports from any elements on the reference files.
1.
Updated Procedure, Drug, Diagnosis, DRG, APG, and Revenue Code File
2.
Updated Prepayment Utilization Review Criteria File
3.
Updated Text File
4.
Updated Provider Charge File
5.
Updated Exception Control File
6.
CICS Log File update transactions
7.
Monthly Reference file to DHS and the Quality Improvement Organization (IFMC)
5.2.2.5.7 Performance Standards
The performance standards for the Reference Subsystem functions are provided below.
1.
Update the CLIA laboratory designations within one (1) business day of receipt of file
2.
Perform online updates to reference data within twenty-four (24) hours of receipt.
3.
Process procedure, diagnosis, and other electronic file updates to the reference databases within five (5) business days of receipt or upon a schedule approved by the State.
4.
Provide update error reports and audit trails to the State within 24 hours of completion of the update.
5.
Update edit adjudication documentation within three (3) business days of the request from DHS.
6.
Update error text file documentation within three (3) business days of DHS approval of the requested change.
7.
Maintain a 98% accuracy rate for all reference file updates.
8.
Identify and correct errors within one (1) business day of error detection.
5.2.2.6 Encounter Function
All Medicaid managed care organizations conducting business in the State of Iowa are required to submit medical encounter data to the Core MMIS contractor. Encounters are submitted by the participating HMOs and the Iowa Plan Contractor (currently Magellan Behavioral Health Care) to report services provided to clients. The data are used in evaluating service utilization and member access to care.  No payment is made for submitted encounters. 
The Core MMIS contractor rejects the entire month’s encounter record if the file exceeds the DHS error tolerance level. The HMO and the Iowa Plan third party administrator (TPA) are responsible for timely resolution of errors reported by the Core MMIS contractor and re-submitting the file in error. 
MMIS Encounter Data: The encounter data is maintained on a separate MMIS encounter history database for federal reporting, quality assessment and actuarial analysis.

5.2.2.6.1 Objectives
The primary objectives of the Encounter Subsystem are to:
1.
Receive, process and load encounter data into repository. Produce and send encounter error reports to the health plans and assist in reconciling the errors.
2.
Provide data to analyze member access to health services and quality of health care provided.
3.
Ensure accuracy and adequacy of encounter data received from managed care organizations.
4.
Produce HMO encounter data files and reports. 
5.2.2.6.2 Interfaces
The Core MMIS contractor will be required to interface with DHS staff, other component contractors, and providers in the performance of its encounter function activities. These interfaces are identified below.
Within the MMIS, the Encounter Subsystem interfaces with the Claims, Provider, MAR, SUR and Recipient subsystems to provide data for federal reporting, quality assessment and actuarial analysis. Managed care encounters are loaded in the DW/DS system for analysis.
The Encounter Subsystem receives encounter data from each participating managed care organization.

5.2.2.6.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor interfaces with the following Iowa Medicaid Enterprise components for the encounter function:
1.
Data Warehouse / Decision Support (DW/DS)

· Provides encounter data for uploading to the Data Warehouse.

2.
Medical Services

· Provides pharmacy encounter data for RetroDUR.
3.
Provider Cost Audits and Rate Setting

· Provides encounter data for provider rate setting.
5.2.2.6.2.2 Interfaces With External Entities
The Core MMIS contractor will interface with the following external entities for the Encounter function:
1.
HMOs

· Accept and process encounter data from HMOs.

· Provide encounter error reports to the HMOs.
2.
Iowa Plan

· Accept and process encounter data from the Iowa Plan.

· Provide encounter error reports to the Iowa Plan.
3.
University of Iowa Public Policy Center

· Provides encounter data for HEDIS reporting.
5.2.2.6.3 State Responsibilities
DHS is responsible for the following encounter activities:
1.
Establish policy and make administrative decisions concerning the encounter submission process
2.
Determine data content and format for encounter submissions
3.
Submit appropriate information, as deemed necessary, to be merged with MMIS history file for reporting encounter data
4.
DHS contracts with the University of Iowa Public Policy Center to analyze data and provide reports on HEDIS outcome measurements. The third party administrator for hawk-i (MAXIMUS) sends the encounter data to the University of Iowa; MAXIMUS provides the hawk-i encounter data to the Core MMIS contractor.

5.2.2.6.4 Contractor Responsibilities
The Core MMIS contractor performs virtually all activities associated with the processing of Medicaid claims and managed care encounter data.  Processing of the encounter data from the HMOs and the Iowa Plan includes receiving and validating the encounter data, generating and sending error reports to the plans and assisting in reconciling the errors. Encounters can be pended for minor corrections or additional information or the entire file may be rejected if the error rate exceeds the State’s tolerance level.  
The Core MMIS contractor is responsible for the following related to encounter processing:
1.
Manage the encounter processing that includes:
· Accepting the encounter data from the HMOs and the Iowa Plan
· Accept and log attestation from each HMO and the Iowa Plan for encounter data submission as required by 42 CFR 438.606
· Processing edits against the encounter file to ensure the data is technically correct
· Generating error reports to each HMO and the Iowa Plan TPA
· Assisting the HMOs and the Iowa Plan Contractor in reconciling errors
2.
Create and send to the HMOs and the Iowa Plan, detailed reports on the results of the edit processing.  These reports provide the HMOs and Iowa Plan with the necessary information to identify the invalid data on their monthly encounter file and prepare it for resubmission.  
3.
Incorporate managed care encounter data received from the managed care organizations into the MMIS reporting system.
4.
Maintain five years of Encounter data history for all clean encounter data.  
5.
Based on the procedure code on the encounter claim on accepted input files, count EPSDT screenings and retain for inclusion on the CMS-416.  Include these EPSDT counts on the HMO Encounter EPSDT Counts Report. 
6.
Produce and send encounter data files to DHS contractors including:
· The contractor that pulls data to assist DHS in completing HEDIS reports. Currently, the University of Iowa Public Policy Center performs this function.
· The contractor that performs utilization and rate setting. This data is currently sent to Milliman USA along with paid claims data. In the new Iowa Medicaid Enterprise, this will be the Provider Cost Audit and Rate Setting contractor.
· The contractor that supports the retroactive drug utilization review process. Magnetic tapes of pharmacy encounters (along with pharmacy claims) are currently sent to the IFMC. In the new Iowa Medicaid Enterprise, this will be the Medical Services contractor.
· Other contractors, as specified by DHS.
7.
Accept, test, and integrate into the MSIS files, managed care encounter data submitted by MCOs.
8.
Monthly, download encounter data extract updates to the data warehouse for reporting. The DW/DS system will be required to build and maintain ten years of extracted Encounter Data and makes this data available for ad hoc reporting.
9.
On a quarterly basis, send HMO encounter data to CMS in the MSIS format.  Do not include Iowa Plan encounter data on the quarterly MSIS files.
10.
Accept and process encounter data in different formats. Some HMOs submit data in proprietary format; the Iowa Plan is licensed as a Limited Service Organization (LSO) and submits non-standard HCPCS codes. 
5.2.2.6.5 Inputs
The following are the primary inputs to the Encounter Subsystem.
1.
Monthly HMO Encounter Data tapes (or electronic medium acceptable to the Core MMIS contractor) from each HMO in the common format as specified by DHS
2.
Monthly Encounter Data files (on tape or other electronic medium acceptable to the Core MMIS contractor) from the Iowa Plan TPA in the current submission format
3.
Monthly encounter data files for hawk-i children from the MAXIMUS 
5.2.2.6.6 Outputs
The following are the primary outputs of the Encounter Subsystem:
1.
Produce and submit the following reports to the HMOs and Iowa Plan TPA, which document the results of the edit processing:
· The HMO Encounter Transmittal Report, which provides summary information on the source of the encounter tape, month and year of the data, encounter claim volume, overall percentage of error, and indicates if the tape is accepted or rejected
· The HMO Encounter Error Listing Report, which lists all edit errors identified for each encounter record.  A secondary section of this report itemizes each error reason and the overall number of each error type on the file.
· In conjunction, these reports provide the HMOs and Iowa Plan with the necessary information to identify the invalid data on their monthly encounter, and prepare it for resubmission.
2.
Produce and send encounter data (along with paid claims data) to the Provider Cost Audits and Rate Setting contractor for rate setting.
3.
Upload “cleaned” encounter data to DW/DS system within five (5) business days of the acceptance of monthly data from all participating managed care organizations.
4.
Provide a monthly paid claims and encounter file to the Iowa Foundation for Medical Care (IFMC). IFMC uses this data to perform the annual External Quality Review Organization (EQRO) function on behalf of DHS in order to meet the annual federal requirement for HMO participation
5.
Monthly, provide to DHS an HMO encounter data report, in a format approved by DHS, showing results of monitoring the encounter data from the plans.
6.
Send encounter data files to the University of Iowa Public Policy Center, which is used to pull data for DHS to complete the HEDIS reports.
5.2.2.6.7 Performance Standards
The performance standards for the Encounter functions are provided below.
1.
Process and report disposition of encounter file edit review to the submitting managed care organization within three (3) business days of receipt.
2.
Provide encounter data files, in acceptable format, to DHS-recognized contractors within five (5) business days of end of designated reporting period.
3.
Report findings from audits of HMO and Iowa Plan encounters to DHS within five (5) business days from the end of the reporting quarter.
5.2.2.7 Managed Care Function
Iowa is committed to providing medical services to Medicaid members through managed health care wherever feasible. There are currently three different managed care initiatives in Iowa:
1.
A Primary Care Case Management (PCCM) program called the Medicaid Patient Access to Service System (MediPASS). Members enrolled in MediPASS are enrolled with a primary care physician who is responsible for providing primary care and coordinating or authorizing other necessary care. This is not a full risk form of managed care. The primary care physician is paid $2.00 per member per month for managing the care and is paid fee-for-service (FFS) for other care delivered. All other care, provided the primary care physician approves it, is reimbursed on a FFS basis. MediPASS enrollment is limited to women and children in the Family Medical Assistance Program (FMAP) population.
2.
HMO-based fully capitated managed care program. There are currently three Health Maintenance Organization (HMO) providers in the State: John Deere Health Plan, Coventry Health Care, and Iowa Health Solutions. Like MediPASS, only the FMAP population is eligible for HMO membership.  HMOs are reimbursed by DHS on a prepaid capitated basis.  The capitation fee is paid on a monthly basis to the HMO, regardless of whether a member actually receives covered HMO services during that month.
3.
A statewide, managed behavioral health plan called the Iowa Plan for Behavioral Health (Iowa Plan). The Iowa Plan contractor operates under a capitated, risk-based contract. Medicaid members enrolled with the Iowa Plan receive mental health and substance abuse treatment services from providers that subcontract with the contractor, who is the behavioral mental health contractor with the Iowa Plan. DHS’ eligibility system automatically enrolls Medicaid-eligible individuals under age 65 in the Iowa Plan unless they are exempt. Enrollment is mandatory beginning with the month of application for all members except the following:
· Beneficiaries age 65 or older
· Persons eligible for Medicaid as a result of spenddown of excess income (Medically Needy with a cash spenddown)
· Persons residing in Glenwood State Hospital School or Woodward State Hospital School
· Persons whose Medicaid benefit package is limited, such as Qualified Medicare Beneficiaries (QMB), Specified Low Income Medicare Beneficiaries (SLMB), Home Health SLMB, Qualified Disabled Working Person (QDWP), presumptively eligible individuals, illegal aliens and others not entitled to the full range of mental health and substance abuse treatment included in the FFS program.
In counties designated as mandatory managed health care counties, certain Medicaid members are required to enroll in MediPASS or an HMO. Members who have commercial insurance paid under the Health Insurance Premium Payment (HIPP) program are not eligible for enrollment in managed care.
Managed Health Care Data: The MMIS maintains data for managed care enrollment and assignment. Enrollment choices are entered in the MMIS and transmitted on the next regular daily transmission to the State Title XIX System. HMO and MediPASS provider addition/change data is entered into the MMIS and transmitted to the State Title XIX System daily. The Core MMIS contractor pays monthly capitation premiums to the HMOs and the Iowa Plan contractor and pays monthly administration fees to the MediPASS providers.
5.2.2.7.1 Objectives
The primary objectives of the Core MMIS Managed Care function are listed below.
1.
Support project coordination, technical analysis, data collection, analysis and reporting on the HMO contractors.
2.
Support the quality assurance, utilization review, and grievance resolution of HMO contractors and MediPASS providers. This includes the collection of data, which is analyzed to ensure adequate system entry and data integrity of all encounter-based data.
3.
Support the Iowa Plan by issuing the capitation payments and remittance advices, receiving, processing and maintaining encounter data in MMIS, editing FFS payments to avoid duplication of payment for services covered by the Iowa Plan, responding to provider and member questions, loading Iowa Plan data in AVRS and generating administrative and Federal reports.
5.2.2.7.2 Interfaces
Title XIX sends a daily update and a monthly full file electronically to MMIS as notification of individuals eligible to be enrolled in an HMO or the MediPASS program. When a managed health care (MHC) member notifies the Member Services contractor of their selection of a HMO or MediPASS provider, by telephone or mail, the choice is entered on the MMIS and transmitted on the next regular daily transmission to the State Title XIX System. HMO and MediPASS provider addition/change data is entered into the MMIS and transmitted to the State Title XIX System daily. A daily update file and monthly full file is transmitted to Title XIX of enrollment status and provider name for inclusion on the Medical ID card. The Core MMIS contractor also sends a daily update file and monthly full file of the disenrollment status to Title XIX. Title XIX sends the enrollment indicators for all members required to enroll in the Iowa Plan, in the daily eligibility updates to the MMIS.
The Core MMIS contractor will be required to interface with DHS staff, other component contractors, and providers in the performance of its managed care function activities. These interfaces are identified below.

5.2.2.7.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor interfaces with the following Iowa Medicaid Enterprise components for the managed care function:
1.
Provider Services

· Provides access to managed care data used in responding to inquiries on the managed care hotline.
2.
Member Services

· Provides access to managed care data used in responding to inquiries from members.
3.
Data Warehouse / Decision Support (DW/DS)

· Provides managed care data for uploading to the Data Warehouse
5.2.2.7.2.2 Interfaces With External Entities
The Core MMIS contractor interfaces with the following external entities for the managed care function:
1.
Providers

· Provide payments and remittance advices for capitation payments for HMO and Iowa Plan

· Provide enrollment rosters, administrative fees, and fee-for-service claims for MediPASS providers.
2.
Title XIX

· A daily update file and monthly full file is transmitted to Title XIX of enrollment status and provider name for inclusion on the Medical ID card. 

· The Core MMIS contractor sends a daily update file and monthly full file of the disenrollment status to Title XIX. 

· Title XIX sends the enrollment indicators for all members required to enroll in the Iowa Plan in the daily eligibility updates to the MMIS.

5.2.2.7.3 State Responsibilities
DHS provides the Core MMIS contractor the information to maintain the HMO enrollment data on the MMIS provider file and for making the monthly capitation payments to the HMOs and the Iowa Plan contractor. DHS responsibilities include:
1.
Establishing policy and making administrative decisions concerning the managed care programs
2.
Developing contracts with managed care organizations
3.
Monitoring contract compliance and quality of care or service provided by the managed care organizations
4.
Sending the enrollment rosters or notification to the HMOs
5.
Notifying the Core MMIS contractor of those members eligible for managed care enrollment
6.
Approving the capitation rates for each managed care program
7.
DHS currently contracts with Milliman USA (previously known as Milliman and Robertson) Corporation to calculate rates for HMOs and the Iowa Plan contractor.  The Core MMIS contractor sends paid claims and encounter data to Milliman USA for utilization and rate setting. Under the new Iowa Medicaid Enterprise, the Provider Cost Audit and Rate Setting contractor will assume responsibility for calculating rates for HMOs and the Iowa Plan contractor.
5.2.2.7.4 Contractor Responsibilities
The Core MMIS contractor is responsible for maintaining HMO data, generating capitation payments and issuing remittance advices to Managed Care providers. The specific responsibilities of the Core MMIS contractor are:
1.
Accept and process the managed health care notices of eligibility sent with the daily member eligibility update file from Title XIX.
2.
Send paper and electronic remittance advices to the HMOs, the Iowa Plan contractor, and the MediPASS providers
3.
Calculate and issue capitation payments to the HMOs and the Iowa Plan contractor and pay the administrative fee and FFS claims to the MediPASS providers
4.
Adjudicate and pay fee-for-service claims when the MHC Member is enrolled with a MediPASS Provider. Deny fee-for-service claims for HMO covered services when the MHC Member is enrolled with a HMO Provider.
5.
Maintain date-specific Managed Health Care enrollment data spans on the MMIS Eligibility File, including:
· Enrollment begin and end dates
· MHC Provider ID, vendor number, and plan type
· Member name, address, city, state, and zip code
· County
· Phone number
· Aid type
6.
Write computer-generated claim records for every member enrolled in a managed care program and in a long-term care facility.
7.
Manage the capitation process and issue the capitation payments for the HMOs and the Iowa Plan (for which the Iowa Plan contractor serves as the third party administrator). This includes the following activities:
· Loading the payment matrix provided by DHS and make appropriate capitation payment to each HMO and the Iowa Plan contractor. Currently, DHS provides the rate cells to the Core MMIS contractor on a Microsoft Excel spreadsheet and the Core MMIS contractor manually keys the rates into the MMIS.
· Selecting the correct capitation payment for each enrollee based on the sex, age and demographic region in which the enrollee resides
· Posting the capitation payment as a claim in the member’s claims history in MMIS
· Resolving FFS and capitation payment errors
· Accommodating in MMIS, changes in service coverage packages provided by individual HMOs
· Validating and incorporating managed care encounter data received from the managed care organizations into the MMIS reporting system 
· Submitting the total of all capitation payments to the HMO and the Iowa Plan contractor as an electronic fund transfer (EFT)
· Issuing an electronic and paper remittance advice to the HMO and the Iowa Plan contractor
· Providing DHS with a monthly capitation report showing the aggregate amount of capitation payment that was made to each HMO and to the Iowa Plan contractor. The report contains a rolling 6-month period of capitation payments with the most recent month displaying first.
8.
Issue enrollment rosters to MediPASS providers

5.2.2.7.4.1 Enhancements to Current Functionality
1.
Provide enrollment lists of MediPASS members in electronic form to MediPASS providers. This list is presently done on paper.
2.
Provide the capability to prorate capitations for "less than monthly" eligibility.  Examples of such eligibles include births that occur late in a month and deaths that occur early in a month. 
5.2.2.7.5 Inputs
Inputs to managed care include:
1.
Eligibility updates from DHS

2.
Primary care provider data from the Member Services contractor.

5.2.2.7.6 Outputs

The outputs of the Managed Care function are:

1.
Monthly Patient Listing to MediPASS providers prior to the start of the month with which the enrollment listing is effective.
2.
Monthly file of paid claims and encounter data to IFMC.
3.
Quarterly managed health care reports to DHS. All reports must be available online as well as in hard copy, if required by DHS, and provide the requested information. Provide the following managed care reports: 
· A current enrollment/auto assignment report for MediPASS and for each of the HMOs, which displays for each month in the quarter, the number of members that chose a provider and the number that defaulted (were auto-assigned) to a provider. Display enrollment statistics for each quarter in the calendar year. 
· A quarterly MediPASS disenrollment report listing per provider, each individual member that was disenrolled and the reason for disenrollment.
· A list of all MediPASS providers that were added during the quarter (including those with Tax ID number changes), county served, group affiliation and comments.
· A list of all MediPASS providers that were terminated during the quarter (including those with Tax ID number changes), county served, group affiliation and comments.
· The total number of MediPASS primary care physicians and specialists, listed by type (MD, DO, RHC, FQHC). 
· Extended Participation Program (EPP) disenrollment statistics including member name, approval/denial code, EPP pending log, cumulative report totals of EPP disenrollment for good cause
· HMO encounters data report showing results of monitoring the encounter data from the plans.
· A Managed Health Care enrolled members summary report showing cumulative totals, per HMO, of the number of total enrollments for the quarter, number of forced enrollments, number of choice enrollments and number of disenrollments. Provide an additional report that lists the specific HMO with more than 100 recipients requesting disenrollment and MediPASS providers who had 20 or more members requesting disenrollment and enrollment with a different provider.
· A report providing the results of the quarterly review of the HMO provider panel data. The quarterly review is intended to assure each HMO is adequately serving the number of enrollees based on the number and type of providers enrolled with the HMO.
· A report, by county, listing the number of MediPASS providers, number of eligible members and the ratio of providers to members.
5.2.2.7.7 Performance Standards

The performance standards for the Managed Care function are:

1.
Process capitation payments before the 15th of the month and report claim count and payment amount per rate cell to DHS within two (2) business days of processing the payment.
2.
Meet a ninety-eight percent (98%) accuracy rate for all capitation rate assignments.
3.
Meet a ninety-eight percent (98%) accuracy rate on appropriate payment, or denial, of fee for service claims for HMO members.
5.2.2.8 Automated Voice Response System (AVRS)
The Automated Voice Response System (AVRS), also called REVS (Recipient Eligibility Verification System), is a telephone voice and touch-tone response system maintained by the Core MMIS contractor that provides access to limited data elements from the MMIS. The purpose of the AVRS/REVS is to provide date-specific information to providers regarding member eligibility, provider payment amounts, TPL coverage, managed health care participation and covered procedures. The AVRS/REVS is provided at no charge to the providers. 
AVRS operates 7 days a week, 24 hours a day.  The information reported by AVRS is in the form of digitally recorded phrases stored on the AVR computer. 
The purpose of the AVRS is to:
· Support telephone inquiries (AVRS) and support PC-based inquiries (REVS)
· Provide a response from the eligibility file and other files on information such as last check amount, covered procedure codes, etc.
AVRS/REVS Data: Providers may query member eligibility or recent provider payment information by responding to prompts on their touch-tone telephones. Based on information supplied by the caller, AVRS systematically retrieves data, interprets the data, and then communicates the appropriate phrases back to the caller.
5.2.2.8.1 Objectives
The primary objective of the AVRS function is to provide Medicaid member, provider, and claims data to authorized providers 24 hours per day via automated access to the data.
5.2.2.8.2 Interfaces
The Core MMIS contractor interfaces with DHS staff and providers in the performance of its AVRS function. The specific interfaces are provided below.

5.2.2.8.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor provides no interfaces with other Iowa Medicaid Enterprise components for the AVRS function.

5.2.2.8.2.2 Interfaces With External Entities
The Core MMIS contractor interfaces with providers in the performance of its AVRS function.
5.2.2.8.3 State Responsibilities
DHS is responsible for approving the data elements available in the AVRS and the configuration of the system, which includes methods for access, volume of calls supported and frequency of updates to information
1.
Approve the functionality and voice response scripts for the Core MMIS contractor's Automated Voice Response System (AVRS).
5.2.2.8.4 Contractor Responsibilities
The Core MMIS contractor is responsible for the following AVRS/REVS activities:
1.
Ensure that the AVRS/REVS is updated with current, accurate information from the MMIS. The data elements included and the frequency of updating is approved by DHS.
2.
Send the Medically Needy code and presumptive eligibility indicator to the REVS
3.
Enter into contracts with telecommunications vendors to provide inquiries from PC-based systems, including new-vendor testing routines
4.
Presently, the Core MMIS contractor ensures that AVRS provides information in the following areas: 
· Member eligibility
· Eligibility limits
· Third party coverage
· Provider check amount
· Date of most recent check  
· Spenddown amount
· Managed healthcare provider information 
· Member’s limited Medicaid coverage, such as QMB
· That the member has an MEPD premium to pay
5.
Provide member eligibility and provider information through both an automated voice response system (AVRS) and a PC-based eligibility inquiry system. Electronic inquiry and voice response is available to all providers with a touch-tone telephone. 
6.
Allow providers to obtain the information in AVRS online if they purchase the necessary hardware. Provide all necessary software to providers at no cost. Telecommunication costs are borne by providers except where toll free lines are required.
7.
Provide appropriate safeguards to protect the confidentiality of eligibility information, conform to all State and Federal confidentiality laws, and ensure that State data security standards are met.
8.
Access or extract from the updated member file and other MMIS files on a daily basis to ensure that only the most current member information is being transmitted to providers.
9.
Provide eligibility data to providers only after the system has validated that the provider number is on file and that the provider has not been terminated.
10.
Ensure that the system checks member identification using predefined access keys approved by DHS.
11.
Provide automated logging of all transactions and produce reports as required by DHS.
12.
Track and identify caller statistics, including provider type, provider number, number of inquiries made, duration, and errors or incomplete calls.
13.
Verify that the caller is an authorized provider or other authorized user, and allow access to data by Iowa provider ID number.
14.
Provide daily member file extracts.
15.
Provide date-specific information to providers regarding:
· Eligibility status for the date queried 
· Special program eligibility (such as HCBS waiver, specific to the particular waiver) for the date queried
· Third party payers who must be billed prior to Medicaid 
· Other health coverage (TPL) information, including policy number, address, etc., for those providers who need it 
· Member participation in a managed care program or restriction to certain providers (Lock-In status)
· Program and service restrictions
· Covered procedure codes
· Benefit exhaustion 
· Spenddown amount 
· Last check write amount and date
· Number and amount of suspended claims
· Member required to pay MEPD premium
16.
Process inquiries from providers via a variety of automated telecommunication media including telephone inquiries.
17.
Provide a menu-driven design, allowing use of shortcut key sequences and the ability to interrupt the AVRS session and have the call forwarded to the Provider Services hotline to speak with a provider relations representative during standard provider office hours.

18.
Maintain online inquiry screens containing DHS-approved eligibility information appropriate for inquiry by providers who have been approved to access such information through voice response or through terminal devices at provider offices, using the Iowa-unique identification number, the SSN, or a combination of name and date of birth.
19.
Provide sufficient communication capabilities to accommodate all providers requiring utilization of the system.
5.2.2.8.5 Inputs
The following are the major inputs to the Core MMIS AVRS function:
1.
Provider data
2.
Member data
3.
Claims data
4.
Provider telephone calls
5.2.2.8.6 Outputs
1.
Produce reports that include but are not limited to:
· Operational reports about the number of inquiries received during the week; average waiting time for inquiries, by hour segment and by day; number of abandoned calls; and average time per call
· Records of what information is conveyed and to whom, by week
· System downtime
· Counts and types of inquiries
5.2.2.8.7 Performance Standards
The performance standards for the AVRS/REVS functions are provided below.
1.
Assure a response time of less than ten (10) seconds on the AVRS/REVS. Response time is determined by measuring the elapsed time from speaking or entering the requested provider and member information to receipt of a response.
2.
The AVRS/REVS must be available ninety-eight percent (98%) of the time, twenty-four (24) hours a day, and seven (7) days a week.
3.
Update AVRS/REVS within twenty-four (24) hours following Core MMIS contractor receipt of Title XIX Recipient Eligibility File or provider file updates, or upon completion of each claims processing check write production.
5.2.2.9 Medically Needy
The Medically Needy program provides medical assistance to individuals who meet the categorical but not the financial criteria for Medicaid eligibility.  Medically needy eligibles may be responsible for a portion of their medical expenses. This is referred to as "spenddown”. DHS determines the spenddown obligation for these members. Once individuals become eligible by meeting their spenddown obligation, Medicaid pays the claims (that were not used for spenddown) for the certification period.
Medically Needy Data: The Medically Needy subsystem serves as an “accumulator” of claims that apply toward the spenddown amount. The subsystem displays the Medically Needy spenddown amount, the amount of claims that have accumulated towards the spenddown amount, information for each certification period, the date spenddown is met, and information about claims used to meet spenddown. DHS can access these Medically Needy screens online.
The Medically Needy function of the Core MMIS consists of processing claims for members eligible for the Medically Needy program, tracking medical expenses to be applied to the spenddown, and providing reports of spenddown activity.

5.2.2.9.1 Objectives
The objectives of the Medically Needy function in the Core MMIS are:
1.
Track expenditures for members enrolled in the Medically Needy program.
2.
Ensure that all appropriate expenditures are applied to the spenddown amount before claims are processed and paid by Medicaid.
5.2.2.9.2 Interfaces
The Medically Needy function includes the interfaces identified below.

5.2.2.9.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medically Needy function has no specific interfaces with other Iowa Medicaid Enterprise components. The interfaces provided as part of the other MMIS functions (e.g., Provider, Recipient, and Claims Processing) provide the Medically Needy data to the other Iowa Medicaid Enterprise components.

5.2.2.9.2.2 Interfaces With External Entities
The Medically Needy function interfaces with the following external entities:
1.
Title XIX System

· Accepts certification data and spenddown amounts from Title XIX system.

· Notifies the Title XIX system when spenddown has been met.

· Notifies the Title XIX system to issue a medical eligibility card.
2.
Providers

· Accept claims from providers to be applied to the spenddown amount.
3.
DHS Income Maintenance Workers (IMWs)

· Respond to questions from the DHS Income Maintenance workers (IMWs).
5.2.2.9.3 State Responsibilities
DHS is responsible for the following Medically Needy functions:
1.
Calculating the amount of the spenddown needed and entering a Medically Needy fund code indicator in the Automated Benefit Calculation (ABC) system. The fund code is sent to the Title XIX system and subsequently transmitted to MMIS.
2.
Providing Medically Needy eligibility data to the Core MMIS contractor including conditional eligibility information, the certification period, spenddown amounts and responsible relative indicator.
5.2.2.9.4 Contractor Responsibilities

The Core MMIS contractor has the following responsibilities for the Medically Needy program:
1.
Notify the Medically Needy Program manager and other parties designated by DHS of any problems with the Medically Needy subsystem within 24 hours of discovering the problem.
2.
Set up certification periods with spenddown amounts according to information passed from the ABC system for Medically Needy cases
3.
Enter claims in the Medically Needy subsystem (in MMIS) to meet spenddown and once spenddown is met, send a message to Title XIX stating the person is now Medicaid eligible
4.
Prioritize medical expenses that have been submitted according to the Iowa Administrative Code and Code of Federal Regulations
5.
Enter in the system, claims received for a non-covered Medicaid service, so it applies toward the spenddown accumulation amount. If a claim for a non-covered service is received after spenddown has been met, the amount of the non-covered service is counted toward a claim that had been used to meet spenddown.
6.
Apply verified medical expenses against the unmet spenddown obligation and reject expenses that cannot be applied to spenddown
7.
Notify the Title XIX system when spenddown has been met
8.
Notify the Title XIX system to issue a medical eligibility card
9.
Track expenses that have been used for meeting spenddown
10.
Generate spenddown notification documents
11.
Deny claims for potential Medically Needy individuals and send a message to the provider indicating that the individual may be eligible as a Medically Needy client
12.
Ensure claims are applied to spenddown in the Medically Needy Subsystem on a first in, first used basis.
13.
After spenddown is met and eligibility is updated on the AVRS/REVS, process in MMIS for payment, any claims or partial claims that were not used to meet spenddown.
14.
Respond to questions from the DHS Income Maintenance Workers (IMWs). 
15.
Receive and process the Medically Needy add-ons and changes that are sent from the Title XIX in a nightly batch process and a monthly full file. This data is passed from the DHS Automated Benefit Calculation (ABC) system (the system used for eligibility determination) to the Title XIX system.
16.
Maintain spenddown data, including but not limited to date of service, provider number, and original spenddown amount, for use in tracking and applying to claim payment processing.
17.
Create certification periods with spenddown amounts according to income in Medically Needy cases (as passed from the ABC system).
18.
Prevent claims from paying until the client has met the spenddown amount. Allow claims for responsible relatives to be used for spenddown. Ensure claims not used for spenddown are paid.
19.
Prioritize medical expenses that have been submitted according to the Iowa Administrative Code and Code of Federal Regulations (CFR).
20.
Apply verified medical expenses against the unmet spenddown obligation.
21.
Reject medical expenses that cannot be applied to spenddown.
22.
Notify the ABC via the Title XIX system once spenddown is met, to issue a medical eligibility card for months within the certification periods.
23.
Ensure medical expenses used to meet spenddown are not payable.
24.
Provide online screens showing the Medically Needy spenddown amount, the amount of claims that have accumulated towards the spenddown amount, information for each certification period, the date spenddown is met, and information about claims used to meet spenddown.
25.
Send the Medically Needy fund code to the AVRS/REVS.  
26.
Upon receipt of a claim for a client showing the Medically Needy fund code in MMIS, deny the claim and send a message to the provider stating the individual may be eligible as a Medically Needy client. 
27.
Accept entry of claims applied toward spenddown and accumulate the amount in the Medically Needy subsystem (in MMIS) to meet spenddown. Once spenddown is met, send a message to Title XIX stating the person is now Medicaid eligible.
28.
After the spenddown amount is met and Medicaid eligibility is updated in MMIS and on the REVS, process for payment, any claims or partial claims that were not used to meet spenddown.
29.
Process Medically Needy program claims where a portion of the charges on the claim was used to satisfy the member's spenddown obligation and the remaining charges may be payable.

5.2.2.9.4.1 Enhancements to Current Functionality
1.
Provide a summary screen of the member’s certification history within the Medically Needy Subsystem.
2.
For potentially-eligible Medically Needy individuals, recycle any denied claims with dates of denial in the previous 60 days and apply these claims to spenddown accounts.  This will be done at least on a monthly basis.
3.
Apply Medicare Crossover Claims to the Medically Needy spenddown account.
5.2.2.9.5 Inputs
The inputs to the Medically Needy function are:
1.
Eligibility and spenddown data from DHS
2.
Claims from providers
5.2.2.9.6 Outputs
The outputs of the Medically Needy function are:

1. 
Produce and provide to DHS the Monthly Spenddown Analysis Report - This report compares spenddowns from prior month/year to current month/year and includes the following data:

· Total amount of spenddowns that were met

· Total amount of spenddowns not met

· Total amount of spenddowns met - SSI-related

· Total amount of spenddowns not met - SSI-related

· Total amount of spenddowns met - FMAP-related

· Total amount of spenddowns not met - FMAP-related

For each total listed above show:  

· Time period

· Total amount of spenddown

· Total cases

· Average spenddown per case

· Median spenddown

· Total recipients

· Average spenddown per recipient 

5.2.2.9.7 Performance Standards
The performance standards for the Medically Needy program functions are provided below.
1.
All claims will be applied to the Medically Needy spenddown accounts according to the following timelines:
· Within 24 hours of adjudication cycle for all Medicaid covered claims
· Within 48 hours of adjudication cycle for all Non-Medicaid covered claims
2.
Assure ninety-five percent (95%) accuracy in identifying all appropriate claims for the Medically Needy spenddown account for approved Medically Needy clients.
5.2.2.10 Management and Administrative Reporting (MAR) Function
The Management and Administrative Reporting Subsystem (MARS) provides statistical information on key Medicaid program functions. MARS reports are designed to assist management and administrative personnel with budget projection for the Iowa Medicaid program by providing information necessary to support the decision-making process.
The MARS function reports are designed to support the information needs of five functional areas within the Iowa Medicaid program:
· Administrative, including program status and performance, expenditure rates, financial planning, fiscal control, and Federal reporting
· Operations, including claim throughput performance, sources of provider payment delay, claim filing problems, and claim error rate experience
· Provider activity, including participation rates, provider claim filing statistics, and cost settlement details
· Member activity, including eligibility and participation totals and trends by category of service and aid types
· Third party liability activity, including claim activity with potential post payment collection and summarization of recoveries
MARS Data: MARS is a comprehensive management tool that provides information on program costs, provider participation and utilization trends and has the capability to analyze these historical trends and predict the impact of policy changes on programs. MARS uses key information from other MMIS functions to generate reports.
MARS reports are built on a matrix of members, providers and claims payment, plus state imputed member and service categories, such as physician, physician group, by in-state and out-of-state classification. Information is extracted from the provider, member and claims subsystem to profile payments by member categories, service categories and date of service. The MARS reports also show provider participation and payment ranking for the reporting period. Finally, they attempt to project program costs by looking at claim lag factors. State budget officials use the data from MARS in reporting cost trends and making budget projections. 
Since MARS performs most functions based on the accumulation of data by payment date, the MARS history files are organized and data is accumulated by payment month.  The MAR Subsystem also maintains data in other formats, such as by service or adjudication date for reports requiring these formats.
5.2.2.10.1 Objectives
The primary objectives of the MARS function are listed below.
1.
Provide financial and statistical reports that meet Federal-reporting requirements and assist the State with fiscal planning, control, monitoring, program and policy development, and evaluation of the Iowa medical assistance programs.
2.
Provide information required in the review and development of medical assistance policy and regulations.
3.
Monitor the progress of claims processing activity and provide summary reports that reflect the current status of payments.
4.
Review provider performance to determine the adequacy and extent of participation and service delivery.
5.
Report member participation in order to analyze usage and develop programs that are more effective.
6.
Identify expenditures in a form that is compatible with DHS' accounting system.
7.
Generate data necessary for completing the CMS Federal reports.
5.2.2.10.2 Interfaces
The MAR Subsystem accumulates data from sources both internal and external to the MMIS. This data includes eligibility and service data originating from file updates between the MMIS and Title XIX and ISIS. In addition, payment data not provided by the MMIS is accepted from the ICF/MR program, Medically Needy program and the Buy-In program. Additionally, MARS accepts RTS payment information from the FACS payment system. The accumulated MARS data meets all enhanced requirements for the Tape Reporting Option, including reporting of off-system payments and claiming of FFP, for the Federal Medicaid Statistical Information System (MSIS).
The Core MMIS contractor interfaces with the other Iowa Medicaid Enterprise components and external entities identified below.

5.2.2.10.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor interfaces with the following Iowa Medicaid Enterprise components in the performance of its MARS functions:
1.
Provider Services

· Provides MARS provider reports.
2.
Member Services

· Provides MARS recipient reports.
5.2.2.10.2.2 Interfaces With External Entities
The Core MMIS contractor interfaces with the following external entities in the performance of its MARS functions:
1.
CMS

· Submits specified reports to CMS, e.g. MSIS.
2.
FACS

· Accepts RTS payment information from the FACS payment system

3.
ICF/MR Program

· Accepts payment information from ICF/MR program.

4.
Medically Needy Program

· Accepts payment information from Medically Needy program.

5
Buy-In Program

· Accepts payment information from Buy-In program.
5.2.2.10.3 State Responsibilities
DHS is responsible for the following MARS functions:
1.
Determine the frequency, format, content, media, and number of copies of reports
2.
Review and approve reports
3.
Submit appropriate information, as deemed necessary, to be merged with MMIS history file for reporting. This may include budget data, Buy-In premium payment data, Medically Needy data, and program payment data from other DHS payment systems.
4.
Upload an electronic file of Rehabilitative Treatment Services (RTS) claim payments made from FACS and for Buy-In to Medicare Parts A and B, and send to the Core MMIS contractor for inclusion on the CMS 64 report.

5.2.2.10.4 Contractor Responsibilities
The Core MMIS contractor maintains responsibility for the MARS reporting. The MMIS must have the flexibility to meet both current MARS requirements and proposed changes in the format and data requirements of Federal statistical reporting without major reprogramming expense. MARS functionality must also meet the unique reporting needs of Iowa's medical assistance programs. The reports must be in a format acceptable to the State and/or CMS and must not require manual intervention or manipulation of data. The MAR subsystem must meet, at a minimum, all Federal MAR functional requirements, effective on the operational start date.
1.
Produce all required reports in the medium, quantities and in accordance with the timeframes and accuracy requirements specified by DHS.
2.
Assume all costs associated with producing special reports that require no changes to the system, such as reports generated through the use of reporting capabilities inherent to the system.
3.
Produce and send to CMS, quarterly claims and eligibility files as required for the MSIS.
4.
Review all process summaries to verify accuracy and consistency within and between reports before delivery of the reports to DHS.
5.
Aggregate MARS data by either Federal or State-defined category of service and provide all State and Federally mandated reports.
6.
Cross-reference State-defined category of service and eligibility classes to federal classifications for purposes of satisfying Federal statistical and financial reporting requirements.
7.
Make recommendations on improvements to reporting process and assist DHS in designing non-Federal reports.
8.
Generate reports at monthly, quarterly, semiannual, annual, and biannual intervals, as specified by DHS.
9.
Generate reports of claims, enrollment, utilization, and financial data with selection parameters including but not limited to:
· Program
· Funding source
· Amount of Federal financial participation to be claimed
· Category of service
· CMS reporting categories
· Type of transaction (original/adjustment/financial)
· Date of service
· Date of payment
· Date of adjudication
· Member aid category
· County (member and provider)
· Special programs
· Provider type and specialty
· Units of service
· Service code
· Diagnosis
· Time period (fiscal year, calendar year, month, quarter, etc.)
· Members enrolled and participating
· Any combinations of the above
10.
Provide the flexibility to change or add categories of service, special programs, member aid categories, provider types, and specialties and carry through corresponding changes in affected MAR reports without additional cost to DHS.
11.
Generate reports to include the results of all financial transactions, whether claim-specific or non- claim-specific.
12.
Identify fraud and abuse recoupment and third-party liability collections separately when specified by DHS.
13.
Provide counts of services based on State-defined units, by service category as defined by DHS (e.g., days, visits, prescriptions, etc.), counts of claims, and unduplicated member and provider counts.
14.
Track and report expenditures funded by Medicaid and State only programs for special populations.
15.
Provide statistical analysis methodologies including trend analyses approved by the State.
16.
Provide expenditure, eligibility, and utilization data to support budget forecasts, expenditure tracking and Medicaid program modeling, including:
· Eligibility counts and trends by member aid category
· Utilization patterns by member aid category and provider category of service
· Expenditures and trends by provider category of service
· Lag factors between date of service and date of payment to determine cash flow trends
· MSIS data online, on diskette, and on paper
17.
Provide information to support institutional and capitation rate setting.
18.
Produce ad hoc reports on request.
19.
Maintain member claims history, in a medium approved by DHS, of all claims submitted (paid or denied) since Medicaid began.
20.
Maintain the Minimum Data Set as prescribed in Part 11 of the State Medicaid Manual. 
21.
Make all MARS reports available online for users; produce hardcopies upon request of the State. The reports must be in numeric order by report ID number with the appropriate number of hard copies according to the distribution list provided by DHS.
22.
Provide historical file records in “COLD Storage” (e.g., compact discs or other laser discs) or similar format. This includes records for MARS reports, drug rebates, and other State recovery files.
23.
Merge reporting information from DHS, such as Federal waiver program data, Medically Needy program data, eligibility data, and Buy-In data, with the history file for reporting.
24.
Extract data monthly from other functions of the MMIS and create extract files that are used to produce the monthly, quarterly, and annual MAR reports
25.
Meet all enhanced requirements for the Tape Reporting Option, including reporting of off-system payments and claiming of FFP, for the Medicaid Statistical Information System (MSIS), which includes State-specific optional fields.
26.
Maintain the integrity of data element sources used by the MAR function and integrate the necessary data elements to produce MAR reports and analyses.
27.
Maintain the uniformity and comparability of data through the MAR reports and between these and other functions' reports, including reconciliation between comparable reports and reconciliation of all financial reports with claims processing reports.
28.
Accept, test, and integrate into the MSIS files, managed care encounter data submitted on tape.
29.
For Rehabilitative Treatment Services (RTS) claim payments made from FACS, for Buy-In to Medicare Parts A and B and for other payments as specified by DHS, accept the electronic data file sent by DHS and include this data on the CMS 64 report.
30.
When an error in a MAR report is identified either by the Core MMIS contractor or by DHS, provide an explanation as to the reason for the error. Where the reason for an error in a MAR report is a Core MMIS contractor system error, correct and rerun the report at the Core MMIS contractor's expense.
31.
Merge adjudicated claims data (including adjustments) received from the incumbent, if there is a change in the Core MMIS contractor, into files to ensure completeness of MAR reports.

5.2.2.10.4.1 Enhancements to Current Functionality
1.
Maintain historical file records using “COLD Storage” capabilities at the State Data Center for data beginning with the State Fiscal Year 1998 and forward. 
2.
Produce quarterly financial reports containing the content and in the format required for the "CMS 64 Report" (Medicaid Financial Statistics Tables).  Provide the file electronically to the State.

5.2.2.10.5 Inputs
The major inputs to this area are detail data from the claims, reference, member, provider, and TPL functions. Major processes include the consolidation of detail data and generation of the reports.
Accommodate the following inputs related to the MARS function:
1.
Adjudicated claims data, suspended claims data, adjustments, and financial transactions for the reporting period, from the claims processing function.
2.
Reference data for the reporting period, from the reference data maintenance function.
3.
Provider data for the reporting period, from the provider data management function
4.
Member data for the reporting period, from the member data maintenance, LTC, EPSDT, and TPL functions.
5.
Zero-pay claims data.
6.
Financial data for the reporting period, from other inputs (paper, tape, and diskette or COLD) not available from or through the MMIS function.

5.2.2.10.6 Outputs
The following are the major outputs of the MAR Subsystem:
1.
The financial, statistical, and summary reports required by Federal regulations and other reports that assist the State in managing the Iowa Medical Assistance Programs.
2.
LTC reports that include details and summary information by nursing home on rates, patients, days, and payments for the current period and year-to-date.
3.
TPL and cost-settlement analysis, including billings and collections, number of eligibles by aid category with TPL resources and TPL cost savings.
4.
Identify and report claims qualifying for 90 percent Federal financial participation (FFP) for family planning.
5.
Identify and report claims qualifying for enhanced Federal financial participation (FFP) for Breast and Cervical Cancer Treatment.
6.
Prepare and submit to DHS, the MARS Adjustment Analysis Report. This report provides an accounting of recovery checks due to adjustments and identifies the refund reason, whether the money is State-only or qualifies for FFP, and whether the money is recovered by DHS or the Core MMIS contractor.
7.
Prepare and submit the quarterly Medicaid Statistical Information System (MSIS) Report.  All eligible groups must be captured and represented in this report.
8.
Provide the Hospital and Physician Month-to-Date Paid Claims file to DHS on a monthly basis.
9.
Produce the following types of reports:
· Timeframes for claims, adjustments, and financial transactions in relation to processing requirements specified in State and Federal regulations
· Summary of claim-specific and non-claim-specific adjustments by type of transaction (i.e., payout, recoupment, or refund) and provider type monthly, quarterly, and annually
· Claim filing information based on comparisons of date of service to date of receipt
· Types and numbers of errors occurring during claims processing (suspended claim analysis) by provider, provider type, and category of service
· Expenditures by service type showing service provided, members, by case, and units of service
10.
Produce claims throughput analysis reports that include:
· Comparisons of actual claim expenditures with projected budgeted amounts and budget variations
· Comparisons of past, current, and projected financial trends by member eligibility category and category of service
· Current provider payment amounts
· Average cost per eligible and per member
· Historical trends of payments and average costs
· The amount of financial liability against the program, including in-process claims, retroactive TPL recoveries, and adjustments
· Member enrollment and participation analysis and summary, showing utilization rates, payments, and number of members by eligibility category
· Provider participation analysis and summary, showing payments, services, category of service, and member eligibility categories
· Utilization of services against benefit limitations
· Expenditure data, by service code (including DRG, APG, HCPCS, ICD-9-CM, NDC, etc.), to assist in determining reimbursement methodologies
· Waiver and special program participation and expenditure data, including services, payments, billed amounts, eligibles, unduplicated member counts, total cost of care by date of service, and expenditures for parallel populations
· TPL and cost settlement analysis, including billings and collections
· Number of eligibles by aid category with TPL resources
· TPL cost savings
· Procedure usage analysis by member aid category, age, and provider type
· Geographic participation and expenditure analysis and summaries
· Claims paid by service, such as abortion and sterilization
· Providers ranked by payment amount and other factors
· Paid, suspended, denied, and duplicate claim statistics, by provider type and category of service
· Monthly aggregate data on units of service by provider type and category of service
· Amount billed, pending, collected and in dispute for drug rebate program
· Other statistical analysis results as required by the State
11.
For County Billings, on a monthly basis, identify paid claims for ICF/MR, MR & BI Waivers, and Adult Rehabilitation services based on a MARS report with details of the transactions.  The client’s “county of legal settlement” (which may differ from their “county of residence”) is taken from the Title XIX system and MARS produces a billing for each county that lists each client and their related charges.
12.
Provide reports, by provider and in aggregate, on number and type of provider inquiries, participation in provider training, number and percent of prior authorizations approved, cut back or rejected and institutional provider overpayment status.

5.2.2.10.7 Performance Standards
The following performance standards apply to all MMIS reports.
1.
All standard production reports must be available on line for review by DHS staff pursuant to the following schedule:
· Daily reports – by 10:00 AM of the following business day.
· Weekly reports – by 10:00 AM of the next business day after the scheduled production date.
· Monthly reports – by 10:00 AM of the third business day after month end cycle.
· Quarterly reports – by 10:00 AM of the fifth business day after quarterly cycle.
· Annual reports – by 10:00 AM of the tenth (10th) business day after year end cycle (state fiscal year, federal fiscal year, waiver year, or calendar year)
· Balancing reports are to be provided to DHS within two (2) business days after completion of the MARS production run.
· Hard copy reports, when requested, must be delivered to DHS staff within two (2) business days of availability of online report.
2.
Hard copy reports, when requested, must be delivered to DHS staff within two (2) business days of availability of online report.
3.
Ninety-eight percent (98%) accuracy is required on all MMIS reports. The contractor will propose a means for calculating the 98% accuracy rate. 
4.
When an error in a MAR report is identified either by the Core MMIS contractor or by DHS, provide an explanation as to the reason for the error within three (3) business days and correct the report within ten (10) business days following the date the error was identified unless DHS authorizes additional time for correction.
5. Data files for all reports must be made available on the State data center servers and accessible online within 24 hours of completion.

5.2.2.11 Surveillance and Utilization Review (SUR) Function
The purpose of the SURS function is to provide the State and its contractors with utilization data for analyzing medical care and service delivery for Medicaid services. This subsystem provides extensive capabilities for the management of data summarization, exception processing, and report content and format. The State and its contractors use the data to support several utilization management functions including:
· Surveillance of the delivery and utilization of covered services by Medicaid participants. Surveillance includes use of claims data for overall program management and use of statistics to establish norms of care in order to detect inappropriate or overutilization of services. 
· Review of the delivery and utilization of medical care on a case basis to identify possible aberrant medical practice.
· Analysis of utilization by managed care participants to evaluate the quality of care provided by capitated managed care plans.
SURS Data: The Surveillance and Utilization Review (SUR) Subsystem is designed to provide statistical information on members and providers enrolled in the Iowa Medicaid Program. SURS produces comprehensive profiles of the delivery of services and supplies by Medicaid providers and the use of these services by Medicaid members. The subsystem features algorithms for isolating potential inappropriate utilization.  It also produces an integrated set of reports to support the investigation of that potential misuse.

Iowa will use a separate contractor to perform the SURS Analysis and Provider Audit function.  The SURS Analysis and Provider Audits contractor will use the output of the SUR subsystem in their analysis and review of provider utilization patterns.  As such, the Core MMIS contractor will need to work closely with the SURS Analysis and Provider Audits Contractor in defining the parameters in the MMIS for report production. 

5.2.2.11.1 Objectives
The primary objectives of the Core MMIS SURS function are:
1.
Provide a profile of health care providers and members through which the quality, quantity, and/or timeliness of services can be identified and assessed.
2.
Integrate and differentiate medical care by funding source, program, and fee-for-service and encounter claim data.
3.
Create a comprehensive profile of health care delivery and utilization patterns established, in various categories of services, under the Iowa Medicaid program.

5.2.2.11.2 Interfaces
The Core MMIS contractor interfaces with DHS staff and the other Iowa Medicaid Enterprise components and external entities identified below.

5.2.2.11.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor provides the following interfaces with the SURS Analysis and Provider Audit component in the performance of its SURS functions.

· Accept parameter file updates.

· Provide SURS reports.
5.2.2.11.2.2 Interfaces With External Entities
The Core MMIS contractor interfaces with the following external entities in the performance of its SURS functions
1.
IFMC

· Provide reports for MCO quality performance.

2.
MPFCU

· Provide monthly paid claims file.
3.
Lock-In Contractor

· Accept member parameter file updates.

· Provide member SURS reports.

5.2.2.11.3 State Responsibilities
DHS provides program oversight and specifies the parameters and criteria used by the SURS Analysis and Provider Audits contractor to develop exception, profile and informational reports of providers. DHS currently contracts with the Iowa Foundation for Medical Care (IFMC) to support the SURS member analysis functions, including investigation of potential member overuse or misuse of services and identification of members for the member Lock-In program. In the new Iowa Medicaid Enterprise, the Lock-In contractor will perform the member analysis and member Lock-In functions. DHS performs the following functions related to the SUR subsystem:
1.
Determine which SURS reports are necessary
2.
Determine the frequency of reports
3.
Approve parameters of SURS reports

4.
Coordinate activities of the Core MMIS contractor with responsibilities of the SURS Analysis and Provider Audits contractor and the Lock-In contractor.

5.2.2.11.4 Contractor Responsibilities
The contractor responsibilities for the Core MMIS SURS function are:
1.
Install all edit parameters in the system to identify aberrant utilization activity and develop provider profiles
2.
Provide capability to report any information residing in the claims subsystem in parameters identified by DHS.
3.
Provide and store all reports, in the medium designated by DHS. Provide all reports online as well as on paper, if requested, and archive through a COLD technique or comparable alternative.
4.
Generate statistical profiles summarizing information on claims history submitted by each provider over a specified period of time.
5.
Provide a methodology to classify members into peer groups using criteria such as age, sex, living arrangement, geographic region, aid category, agency origin, special programs indicator, fund category, case-mix index, and LTC indicator for the purpose of developing statistical profiles.
6.
Provide a methodology, for DHS approval, to classify providers into peer groups using criteria such as category of service, provider type, specialty, type of practice or organization, enrollment status, facility type, geographic region, billing versus performing provider, and size for the purpose of developing statistical profiles.
7.
Provide a methodology, for DHS approval, to classify treatment into peer groups, by diagnosis or range of diagnosis codes, level of care, or other methodology for the purpose of developing statistical profiles.
8.
Maintain and report on zero paid claims and specialty referral data, as well as perform exception processing by case managers.
9.
Maintain data necessary to support managed care.
10.
Identify waiver services on reports, as requested by DHS.
11.
Provide DHS and its External Quality Review contractor the data necessary to audit MCO quality performance.
12.
Provide referral processing to bring data on services ordered by a physician or case manager/gatekeeper from inpatient, pharmacy, independent labs, and physician claims into the referring providers' profiles.
13.
Generate profiles for group billers and individual rendering providers separately.
14.
Generate lists of providers and members who exceed program norms, ranked in order of severity.
15.
Generate frequency distributions, as defined by the users.
16.
Maintain a process to apply weighting and ranking to exception report items to facilitate the identification of those with the highest exception ranking.
17.
Meet all Federal and State utilization management reporting requirements. 
18.
Maintain a parameter-driven control file that allows the SURS contractor to specify data extraction criteria, report content, parameters, and weighing factors necessary to properly identify aberrant situations.
19.
Support a flexible, user-specified, parameter-driven control system with ad hoc reporting capabilities.
20.
Provide a reporting function that contains these features:
· Select/force profiles
· Weighting and ranking of exceptions
· Narrative descriptions of procedures, drugs, and diagnoses on reports
· Extensive use of claim data elements for summary item definition
· Definition of unique report groups for every user-defined category of service
· At least 50 summary items per report category
· User-specified selection, summarization, and unduplication criteria for claim details
21.
Provide a process to select and print claims data at the request of the user, in such a way that only information that is of value in making a determination of   inappropriate utilization is displayed for the user.
1. Generate statistical norms, by peer group, for each indicator contained within each statistical profile by using averages and standard deviations or percentiles that the State may use to set exception limits.

23.
Coordinate all system reporting parameters with the SURS Analysis and Provider Audits contractor

5.2.2.11.4.1 Enhancements to Current Functionality
1.
Run SURS parameters at the time intervals specified by DHS.

5.2.2.11.5 Inputs
SURS uses data from the Monthly Adjudicated Claim File, Recipient Eligibility File, Provider Master File, and Reference Subsystem files as inputs for processing.
The records from the adjudicated claims file are converted to a SURS record format by an interface program.  Provider and member extract files are created for SURS processing from the appropriate master files.  The Reference Subsystem files are accessed to obtain procedure, drug, diagnosis, and other rate and pricing 
The inputs to the Core MMIS SURS function are:
1.
Provider data
2.
Member data
3.
Reference data
4.
Claims data

5.2.2.11.6 Outputs
All major outputs produced by SURS have been designed to assist in identifying specific cases of misuse of the Medicaid program by its individual participants.  These outputs are in the form of exception process reports, treatment analysis reports, diagnosis and procedure ranking reports, and claim detail reports. The major outputs of SURS are listed in the table below.
1.
Produce reports for provider, member, and treatment analysis including management summary reports, by peer group, which include summary matrix item totals, frequency distributions, and exception report item totals, including norms, exception limits, and number of exceptions, and profile reports.
2.
Provide a monthly copy of the paid claims file to the Medicaid Provider Fraud Control Unit (MPFCU). 
3.
Produce detail of paid services, with sufficient information to facilitate analysis of data for paid claims, reported on a monthly basis.
4.
Produce and send member SURS reports to the Lock-In contractor, in accordance with MMIS specifications and based on the member SURS parameters that are provided to the Core MMIS contractor by the Lock-In contractor. The Core MMIS contractor is responsible for system input of new parameters or parameter changes and for ensuring the accuracy of the data supplied on such reports.
5.
Produce a report of claim detail, with multiple select and sort formats, which shall include but not be limited to:

· Provider ID and name
· Member ID and name
· Referring provider ID
· Category of service
· Service date(s)
· Diagnosis code(s), with description
· Procedure code(s), with description
· Therapeutic class code(s)
· Drug generic code(s), with description
· Lock in indicator
· Billed and paid amounts
6.
Produce a report regarding data on ambulatory and inpatient services provided to nursing facility residents within a single report by a long-term care facility.
7.
Produce LTC facility summary, which lists the following for each facility:
· Facility characteristics and data
· Number of performing providers
· Number of members served by each performing provider
· Dollars paid to each performing provider for services to LTC members
· Dates of service
8.
Produce LTC detail, which includes:
· Names and IDs of members using inpatient services during an LTC facility confinement
· Hospital stay dates of service
· Amount billed per hospital stay
9.
Generate a report of LTC physician detail, which identifies the number of visits to LTC facilities by performing providers, by provider number, and gives details for members, including date of service and amount billed.
10.
Generate annual ranking by dollars for utilizing members and providers, by program, including listings of the top 100 for each category.
11.
Produce summary and detail information report on hospital stays, including length of stay, room and board charges, ancillary charges, and medical expenses prior to and immediately following the hospital stay.
12.
Produce a report, as specified by DHS, of all services received by members who are receiving a specific service or drug, are enrolled in selected programs, have a certain living arrangement, or are receiving services from certain providers or provider groups.
13.
Provide to the DHS Medicaid Fraud Control Unit, copies of all checks paid and Electronic Fund Transfers (EFTs) made.
14.
Provide the Lock-In contractor with a file of member SURS claim details from the MMIS to support their review and investigation of inappropriate utilization of services in the member population. 

15.
Provide access to the SURS Analysis and Provider Audits contractor all reports produced for the SURS subsystem.

5.2.2.11.7 Performance Standards
1.
All required reports must be available online for review by DHS staff pursuant to the following schedule:
· Daily reports - by 10:00 AM of the following business day.
· Weekly reports – by 10:00AM of the next business day after the scheduled production date.
· Monthly reports – by 10:00 AM of the third (3rd) business day after month end cycle.
· Quarterly reports – by 10:00 AM of the fifth (5th) business day after quarterly cycle.
· Annual reports – by 10:00 AM of the tenth (10th) business day after year-end cycle (state fiscal year, federal fiscal year, waiver year, or calendar year).
· Special requests – by 10:00 AM on the agreed upon date.
2.
Produce and mail REOMBs by the 15th calendar day of the month.

5.2.2.12 Third Party Liability (TPL) Function
The Medicaid coordination of benefits function provides the capability to manage the private health insurance and other third party resources of Iowa’s Medicaid members and ensures that Medicaid is the payer of last resort. The Third Party Liability (TPL) subsystem processes and maintains all data associated with cost avoidance and recovering funds from third parties. Iowa Medicaid uses both a cost recovery process, usually referred to as “pay and chase” and a cost avoidance process in managing its TPL activities. The information maintained by the MMIS TPL subsystem includes member TPL resource data, insurance carrier data, and post payment recovery tracking data. The claims processing function uses the TPL coverage type during claims adjudication.
To the maximum extent possible, the MMIS must use automated processes for cost avoidance. When the TPL subsystem identifies a third party payment, it is automatically deducted from claim reimbursement. When the TPL subsystem identifies other insurance and no payment is indicated on the claim form, an exception is posted according to the TPL cost avoidance matrix to either cost avoid (deny the claim) or “pay and chase”. Claims identified as “pay and chase” claims are added to the TPL Billing File for third party collection follow-up. Pay and chase services include all pharmacy, preventative pediatrics and prenatal and court-ordered non-custodial parent TPL.
Iowa Medicaid currently contracts with Health Management Systems, Inc. (HMS), to perform retroactive recovery of Medicaid funds from liable third parties (TPL) after the state has paid the provider.  HMS performs data matching with other government agencies (such as SSA and CHAMPUS), workers’ compensation, or insurers for potential TPL resources, in accordance with Federal or State requirements and recovers funds from the estate of deceased Medicaid members and from certain trust funds. The Revenue Collection contractor will perform these activities in the new Iowa Medicaid Enterprise. 

Iowa Medicaid also supports an in-house operation to identify Medicaid members with private insurance and determine if it is cost effective for the State to pay the insurance premiums for these individuals. This Health Insurance Premium Payment (HIPP) program is operated by DHS employees and provides interfaces to the Core MMIS contractor.

5.2.2.12.1 Objectives
The primary objectives of the Third Party function are listed below.
1.
Identify third party resources available to Medicaid eligibles, which may include participation in HIPP.
2.
Carry and process claims against multiple resources under each member record and process claims using the appropriate resources associated with the date of service for each claim.
3.
Avoid paying for claims with potential third party coverage.
4.
Meet Federal and State TPL reporting requirements.
5.
Support DHS in the reporting and administration of the HIPP program. Send historical statistical information to DHS to assist in updating the HIPP cost-effectiveness algorithm.

5.2.2.12.2 Interfaces
The Third Party Liability Subsystem interfaces with the ABC System, Claims Processing, Reference, and Recipient Subsystems.  The TPL Subsystem also interfaces with other contractors involved in the identification and recovery of member insurance coverage. The HIPP system at DHS provides a weekly replacement file of all HIPP members.
The Claims Processing Subsystem interfaces with the Third Party Liability information on the TPL Resource File to identify Medicaid claims eligible for payment under insurance coverage, and to notify the provider of these insurance coverage claims.
5.2.2.12.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor provides the following interfaces with the Revenue Collection component in the performance of its TPL functions:

· Provides online access for update of TPL resource and carrier data.

· Provides pay-and-chase and trauma/accident claim data

· Accepts collection data via online entry to benefit recovery file.
5.2.2.12.2.2 Interfaces With External Entities
The Core MMIS contractor provides the following interfaces with the Title XIX system in the performance of its TPL functions:

· Accept TPL resource data.

· Accept HIPP data.
5.2.2.12.3 State Responsibilities
DHS takes reasonable measures to identify legally liable third parties, to treat verified third party liability as a resource of the Medicaid applicant or member, and to have procedures for securing reimbursement from liable third parties. The State responsibilities for the Core MMIS TPL function are:
1.
Monitor Core MMIS contractor performance
2.
Establish and direct TPL policies
3.
Receive and review TPL reports
4.
Send a weekly full file to the Core MMIS contractor as notification of TPL coverage from the Health Insurance Premium Payment (HIPP) unit at DHS. HIPP payments are paid by DHS to reimburse premium payments made by the individual’s employer or the individual, in the case of private pay or self-funded insurance. DHS performs all of the HIPP functions.

5.2.2.12.4 Contractor Responsibilities
The contractor responsibilities for the Core MMIS TPL function are:
1.
Maintain TPL carrier and Resource files and update member and carrier information as received
2.
Identify Medicare and other third party resources and when processing claims, deduct amounts payable by liable third parties from payments to providers.
3.
Provide online inquiry for State users and automatically accept updates to the Third Party Resource File and TPL Carrier File; maintain a log of these transactions.
4.
Identify any services on a claim that exceed $100 and are related to trauma resulting from an accident. Send a letter to the member requesting more information regarding the accident and whether any other third party is liable.  
5.
Maintain online inquiry to TPL Carrier File with access by carrier name and carrier number.
6.
Maintain at least 60 months of historical information on third party resources for each eligible member.
7.
Provide online inquiry to the Third Party Resource File with access by member name and ID number, policy number, Health Insurance Coverage number, coverage type, and SSN. Include the ability to limit the search by other data elements.
8.
Accept and automatically load batch updates to the Third Party Resource File with data from DHS such as HIPP and child support data.
9.
Identify all payments avoided due to TPL.
10.
Edit online transaction data for presence, format, validity, and consistency with other data in the update transaction and in the TPL files.
11.
Edit all batch input transactions from interfacing systems to ensure consistency and validity of data.
12.
Accept and update the TPL subsystem with data from the weekly file sent by the Child Support Recovery Unit of potential sources of third party liability.

13. Accept HIPP notification as verification of TPL. Provide monthly report to notify DHS of terminated TPL coverage on HIPP members so DHS does not continue to pay premiums.

14. Provide access to the Revenue Collection contractor for all TPL files required for performance of their responsibilities.
5.2.2.12.4.1 Enhancements to Current Functionality
1.
Facilitate the transmission of TPL information directly to the Core MMIS for verification. Provide a means for the Income Maintenance Worker (IMW) to input potential third party liability information directly, based upon their encounter with the member.  Imaging of obtained Third Party Coverage information, (refer to Section 5.2.2.16, Imaging System) would occur in conjunction with this process.
2.
Add deductible and co-pay data to the TPL resource file and provide online update capability for this data.
3.
Utilize deductible and co-pay data maintained on the TPL resource file to process balance billing on claims.

5.2.2.12.5 Inputs
The inputs to the Core MMIS TPL function are:
1.
Member resource data
2.
Carrier data

5.2.2.12.6 Outputs
Provide the following types of reports to meet Federal and State requirements:
1.
TPL cost savings activity (monthly)
2.
Cost avoidance summary saving reports, including Medicare (monthly)
3.
Listing of the TPL carrier file (on request)
4.
Audit trails of changes to TPL data (weekly)
5.
Trauma and Accident report

5.2.2.12.7 Performance Standards
The performance standards for the Core MMIS TPL function are:
1. Once a month, within 5 calendar days of month end, produce and mail letters to members for claims with services exceeding $100 related to trauma resulting from an accident requesting additional information concerning the accident and whether any other third party is liable.

2. Provide a monthly report to DHS identifying all payments avoided due to TPL in a format approved by the Department by the 10th calendar day of the following month.

3. Provide a monthly report to DHS of terminated TPL coverage on HIPP members so DHS does not continue to pay premiums in a format approved by the Department by the 10th calendar day of the following month.

4. Generate a weekly report from the data provided by the TPL Resource File, HIPP and Child Support Recovery unit so that the information can be keyed into the system by the end of the week in which the report is generated.

5.2.2.13 Prior Authorization Function
The Core MMIS contractor is responsible for maintaining the prior authorization file, which contains procedures requiring prior authorization, and information identifying approved authorization, certification periods and incremental use of the authorized service. 
The Core MMIS contractor receives file updates from IFMC for selected ambulatory and inpatient service authorization codes. These authorizations are loaded on the prior authorization file that is used by MMIS for processing claims.  For services requiring pre-procedure review by IFMC, the Core MMIS contractor must ensure that all claims are denied if a validation number indicating approval is not present on the PA file. In addition, the Core MMIS contractor is responsible for ensuring that in cases requiring preadmission review by IFMC, payment is made only if an approval certification is present on the claim and that payment is made only for the approved number of days and at the specified level of care.

The Core MMIS contractor will also receive file updates from the Medical Services Contractor on authorized services.  These files will cover the array of services under the Medical Services contractors’ responsibility.
The Core MMIS contractor will use the Individualized Service Information System (ISIS) as a prior authorization file to verify authorized services, members and rates for payment of HCBS waiver services.  ISIS will also be used in the future to transmit Nursing Facility, ICF/MR, PMIC, RCF and MHI authorizations to the Core MMIS contractor.

5.2.2.13.1 Objectives
The objectives of the Core MMIS Prior Authorization function are:
1.
Provide data to support management of services requiring prior authorization.
2.
Determine the status of prior authorization requests, including pended, approved, and denied.
3.
Deny payment for services requiring prior authorization if the appropriate authorization is not in place for the member, procedure, provider and date of service.

5.2.2.13.2 Interfaces
The Core MMIS contractor interfaces with DHS staff and the other Iowa Medicaid Enterprise components and external entities identified below.

5.2.2.13.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor interfaces with the following Iowa Medicaid Enterprise components in the performance of its Prior Authorization functions:
1.
Medical Services 

· Provide online access for entry of PAs.
· Accept pre-procedure review and preadmission review data
2.
Provider Services

· Provide online access to PA data for responding to provide inquiries.
3.
Member Services

· Provide online access to PA data for responding to member inquiries.
5.2.2.13.2.2 Interfaces With External Entities
The Core MMIS contractor interfaces with the following external entities in the performance of its Prior Authorization functions:
1.
Providers

· Accept PA requests from providers.
2.
IFMC

· Accept pre-procedure review and preadmission review data from IFMC.

3.
ISIS

· Accept HCBS waiver services authorization data and reconcile data prior to payment of HCBS services.

· Provide paid and denied claims data for HCBS members.
5.2.2.13.3 State Responsibilities
DHS currently contracts with IFMC for the following review activities:
Pre-procedure Review: The IFMC currently conducts a pre-procedure review of certain specified frequently performed surgical procedures to determine whether the procedures are medically necessary. If the QIO does not approve the procedure, Medicaid payment is not made. The provider (i.e., physician, hospital or other applicable provider) must request approval when the provider expects to perform a procedure or other services requiring pre-procedure review. After reviewing the request, the QIO will advise the provider whether the procedure will be approved or denied and will issue a validation number for the request. It is the provider's responsibility to inform all other providers that will be involved in the procedure or other services, which are the subject of the request (e.g., the hospital or ambulatory surgical center, if the requesting provider is a physician) of the validation number. The validation number must be present on all claims for procedures requiring the pre-procedure review. If the validation number is not present, the claim will be denied. The QIO is responsible for issuing all Notice of Decision letters for pre-procedure reviews. 

Preadmission Review: Inpatient hospitalization of Medicaid members is subject to preadmission review by the Iowa Medicaid program's QIO. The patient's physician or the hospital will contact the QIO to request approval of hospitalization. If the hospital stay is approved, a certification indicating the number of approved days in the hospital will be affixed to the hospital claim form. The certification will also indicate the appropriate level of care (e.g., acute, skilled nursing facility, intermediate care facility). The QIO is responsible for issuing all Notice of Denial letters for inpatient hospitalization services.
The State responsibilities for the Prior Authorization function include:
1.
Determine specific services requiring prior authorization and provide a listing to the Core MMIS Contractor, the POS Contractor, and the Medical Services Contractor.
2.
Monitor the Core MMIS contractor's performance of its prior authorization functions.
3.
Process prior authorization requests for HCBS waiver services
4.
Specify edits/audits to be used in prior authorization processing
5.
Send HCBS waiver prior authorizations to the Core MMIS contractor for integration into MMIS

5.2.2.13.4 Contractor Responsibilities
The Core MMIS contractor maintains a prior authorization file containing the procedure codes requiring prior authorization. The system supports the entry and processing of PAs that are pending, approved, or denied.
The contractor responsibilities for the Core MMIS Prior Authorization function are:
1.
The system must store all PA numbers and their disposition and the file must be able to keep track of incremental unit deductions from the authorized services. The service authorizations are checked and updated as required in the adjudication process.
2.
Prior authorization file maintenance, which includes maintaining and operating the PA system and loading data for prior authorizations received from DHS and external sources.
3.
Store the approved prior authorization requests in the online prior authorization file.
4.
Maintain a prior authorization data set with the following minimal information:
· Unique PA number
· Iowa Medicaid provider number and UPIN, when available
· Member ID
· Status of the PA request, including pending, denied, authorized, or modified
· Multiple line items for requested and authorized services by procedure code and range of procedure codes or specification of multiple, distinct procedure codes
· Diagnosis code and range of diagnosis codes or specification of multiple distinct diagnosis codes
· Type of service codes
· Units of service billed and authorized
· Dollar amount to be billed
· Line-item approval/denial indicator
· Beginning and ending effective dates of the PA
· ID of authorizing person
· Date of PA request
· Date of request for additional information
· Date of PA determination
· Date PA notice sent
5.
The PA function is an integral part of the claims adjudication function but requires separate processing capabilities. The system dictates services requiring prior authorization with a prior authorization indicator field. Claims are edited against the prior authorization file to determine if the procedures require prior authorization, and to ensure that payment is made only if the appropriate authorization is on file for the requested dates of service.
6.
Maintain a free-form text area on the PA record for special considerations, along with a flag to allow the system to identify authorizations with special considerations. Provide separate text area that will be printed on the PA notice, using predefined messages as well as unique messages.
7.
Edit home health claims against the prior authorization for Service Limits defined by DHS prior to payment.
8.
Accept prior authorization decisions for all services identified by the State. Update the prior authorization file with the data received.
9.
Provide online DHS and Medical Services contractor terminal inquiry access to the prior authorization request data set with access by member ID, provider ID, and PA number.
10.
Accept online, real-time entry and update of prior authorization requests, including initial entry of PA requests pending determination.
11.
Assign system generated unique PA numbers to approved, suspended, and denied PA requests and edit to prevent duplicate PA numbers from being entered into the system.
12.
Accept online, real-time corrections to suspended prior authorizations.
13.
Edit to verify the approved provider, eligible member, approved time period, eligible service and approved dollar amount prior to payment.
14.
Accept and load prior authorizations for non-covered Medicaid services for programs such as EPSDT, per DHS authorization.
15.
Identify errors on pended prior authorizations as to the specific field in error and the particular edit that was failed.
16.
Maintain and update PA records based on claims processing to indicate that the authorized service has been used or partially used, including units and/or dollars
17.
Purge from online files and archive old records, at DHS direction, on approved media.
18.
Maintain five years of PA records online.
19.
Provide ability to automatically close PA records after a user-specified time period.
20.
Build and maintain PA records for claims subject to and meeting non-DRG inpatient length-of-stay (LOS) limitations, and edit claims to require a PA if the LOS exceeds the limitation.
21.
Process and load approved/denied prior authorization decisions on the file, either through file updates from IFMC or through online updates by Medical Services contractor staff.
22.
Accept and process the daily file of inpatient hospital admission records received from IFMC.  
23.
Accept via batch and load into the MMIS, extracted data from the nightly ISIS change file of individuals eligible for HCBS waiver services including the eligibility dates, rates and authorized services. Apply this data to the prior authorization file for service and payment information and adjudicate the claim for HCBS. Return information to ISIS of the claims paid and denied.
24.
Reconcile ISIS Service Authorization files monthly against the Core MMIS Prior Authorization file before payment of the prior month's services.

5.2.2.13.4.1 Enhancements to Current Functionality
1.
Provide an "exception file" (i.e., an error report) in electronic format to the Iowa Foundation for Medical Care (IFMC).  This file illustrates admission certification errors or transaction errors that occurred during file updates or reviews sent by the IFMC.
2.
Provide online access for contractors/providers to information regarding prior authorization status.
3.
For the purposes of provider profiling, provide reporting on prior authorizations that shows: 
· Who is requesting the prior authorization
· For what purpose the prior authorization is requested
· The outcome of the prior authorization (approved / denied) 
· The number of prior authorizations approved / denied based upon individual review for treatment of other conditions
4.
Identify and accumulate data on the Service Limits defined by DHS for members' Home Health Services.
5.
Pull HCBS Waiver eligibility information from ISIS instead of from the Title XIX system.

5.2.2.13.5 Inputs
The inputs to the Core MMIS Prior Authorization function are:
1.
Prior authorization requests from the Medical Services contractor
2.
IFMC File
3.
ISIS for waiver services (and in the near future, Nursing Facility, ICF/MR, PMIC, RCF and MHI authorizations)
4.
LTC Authorizations

5.2.2.13.6 Outputs
The outputs for the Core MMIS Prior Authorization function are:
1.
Error update reports from file interfaces.
2.
Audit trails of all online updates
3.
Decision notices

5.2.2.13.7 Performance Standards
The performance standards for the Core MMIS Prior Authorization function are:

1.
Complete all PA interface updates within one (1) business day of receipt of a file if there are no critical errors
2.
Generate all error reports within one (1) business day of the interface or file update.
3.
Ninety-five percent (95%) of prior authorization file updates received from outside entities/agencies will be applied no later than the next business day. 

5.2.2.14 Early and Periodic Screening, Diagnosis, and Treatment
EPSDT Data: The EPSDT subsystem initiates, tracks, and reports on services rendered to eligible members in a current EPSDT cycle. It maintains EPSDT eligibility and screening information (as well as required demographic data) on the Recipient Eligibility File and the EPSDT Master File and generates notifications and referral notifications based on this information and a State-defined periodicity schedule. The EPSDT Subsystem reports all screenings and referrals, and then tracks the treatments that result from screening referrals.  Extensive detail and summary reports are produced, as well as required Federal reporting and case documentation.

5.2.2.14.1 Objectives
The objectives of the Core MMIS EPSDT function are:
1.
Identify all individuals eligible for EPSDT services.
2.
Maintain EPSDT eligibility and screening information (as well as required demographic data) on the member eligibility file and the EPSDT Master File.
3.
Notify DHS and the Department of Public Health (DPH) when a child is due for EPSDT services based on a State-defined periodicity schedule. 
4.
Support an electronic exchange of data between the MMIS and DHS/DPH.
5.
Supply information necessary for identifying clients to receive Medicaid informing letters and notification of eligibility for periodic EPSDT screenings.

5.2.2.14.2 Interfaces
The Core MMIS contractor interfaces with DHS staff and the Iowa Medicaid Enterprise components and external entities identified below.

5.2.2.14.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Core MMIS contractor interfaces with the following Iowa Medicaid Enterprise components in the performance of its EPSDT function:
1.
Medical Services

· Provides screening and referral data for input to the Prevention Promotion function.
2.
Member Services

· Provides data on members eligible for EPSDT.
5.2.2.14.2.2 Interfaces With External Entities
The Core MMIS contractor interfaces with the following external entities in the performance of its EPSDT function:
1.
DPH

· Provides data on members due for screening.

· Provides data for identifying clients to receive Medicaid informing letters and notification of eligibility for periodic EPSDT screenings  

· Provides data for notifications of required follow-up
services.

· Provides monthly electronic file of EPSDT eligibles and paid claims per child. 

· Provides quarterly electronic file summarizing paid claims for each EPSDT screening center.
2.
HMOs

· Provides data on problems detected during screening for those members whose screening claims have been received and which indicate that follow-up treatment is required.
3.
DHS County Income Maintenance Workers (IMW)

· Provides data on problems detected during screening for those members whose screening claims have been received and which indicate that follow-up treatment is required.
4.
Social Workers

· Provides data on problems detected during screening for those members whose screening claims have been received and which indicate that follow-up treatment is required.
5.2.2.14.3 State Responsibilities
The State responsibilities for the Core MMIS EPSDT function are:
1.
Through the eligibility redetermination process, inform and periodically re-inform, eligible members of the EPSDT services and benefits available according to 42 CFR 441, subpart B
2.
Offer services to eligible EPSDT members and provide for those medically necessary services when indicated
3.
Track each member who has requested screening and/or support services
4. Prepare English and Spanish versions of informing notices and approve prior to mailing

5. Coordinate EPSDT responsibilities among the various contractors and state agencies with responsibility for the EPSDT function.
5.2.2.14.4 Contractor Responsibilities
The Core MMIS contractor identifies potential EPSDT members by reviewing the eligibility and history files according to the parameters defined by DHS. The Core MMIS contractor provides DHS, DPH, the Medical Services contractor, HMOs, and the DHS County Income Maintenance Worker (IMW) and Social Worker with the information necessary to plan, monitor, and control the services provided by the EPSDT program. The Core MMIS contractor is responsible for the following EPSDT functions:
1.
Supply information to DHS and DPH identifying children eligible to receive initial EPSDT informing letters or notification of periodic EPSDT screenings and those requiring follow-up services 
2.
Alert DHS when the prior authorization for an EPSDT child is expiring or the child is turning 21 years of age
3.
Track and monitor member EPSDT screening and follow-up treatment, and provide linking of costs to specific conditions
4.
Recommend improvements to the EPSDT functionality.
5.
Assume complete responsibility for the maintenance, security, and operation of all computer programs and data files identified as part of the EPSDT function.
6.
Integrate EPSDT data into the member eligibility file for use in the member function.
7.
Submit to the DHS, on a timely basis, all EPSDT reports according to the schedule determined by DHS. Produce the CMS 416 report, which includes both claims and encounter data.
8.
Produce the information necessary to ensure the accurate monitoring of a member's screening cycle status.
9.
Generate and provide summary reporting to aid DHS, DPH, HMOs, and Medical Services personnel in evaluating the performance of the EPSDT program.
10.
Provide DHS, DPH, HMOs and the DHS Income Maintenance and Social Workers with a list of members in need of EPSDT screening services.
11.
Provide information to DPH, HMOs, and the DHS Income Maintenance and Social Workers on problems detected during screening for those members whose screening claims have been received and indicate that follow-up treatment is required. Use fee-for-service claims and encounter data for reporting this information.
12.
Provide monthly electronic files to DHS and DPH, which are used to generate notification letters in English and second languages, based on the population served. Identify the following on the monthly electronic files:
· Newly-eligible children due for initial EPSDT notification letters
· Children due for periodic EPSDT screenings, based on a State-defined periodicity schedule
· Children for whom problems were detected during EPSDT screenings indicating follow-up treatment required, based on claims received 
· Non-participating EPSDT-eligible children
13.
Produce and send to DHS monthly, face sheets sized to fit in a window envelope which list the name and address of children eligible or due for EPSDT services. The face sheet is sent by DHS with the EPSDT notification letters and referral notifications. 
14.
Produce and submit monthly to DPH, an electronic file of EPSDT eligibles and paid claims per child. 
15. Quarterly, produce and submit to DPH, an electronic file summarizing paid claims for each EPSDT screening center.

16. Provide the Medical Services contractor with necessary files and reports to accomplish the responsibilities identified in their scope of work.
5.2.2.14.5 Inputs
The EPSDT Subsystem receives inputs from both batch and online sources.  The following is a description of all primary input sources to the EPSDT Subsystem:
1.
Recipient Eligibility File: The MMIS Recipient Eligibility File maintains all eligibility and demographic data used by the EPSDT Subsystem to generate screening notices and to identify newly eligible members.  This data supports the EPSDT functions of member notification, services tracking, and reporting.
2.
Paid Claims History File:  The Paid Claims History File is read to determine if an eligible member is participating in the EPSDT program and if any referral and treatment has occurred.
3.
EPSDT Master File: The EPSDT Master File maintains participation and screening dates for each EPSDT member.  These dates are obtained during EPSDT processing of the Paid Claims History File and Recipient Eligibility File.
4.
Provider Master File: The Provider Master File contains comprehensive information on each provider, billing agency, and provider group participating in the Iowa Medicaid program.  Data from this file is used to augment the provider fields on the EPSDT reports and identify members for specific reports.
5.
Procedure, Drug, and Diagnosis (PDD) File: This file contains reference data concerning procedures, diagnoses, and drugs recognized by the State Medicaid program.  During EPSDT processing, this file is accessed to provide data for the EPSDT reports. 

5.2.2.14.6 Outputs
The EPSDT Subsystem's outputs need to meet Federal EPSDT reporting requirements; provide management summary reporting; track screenings, abnormalities, referrals, treatments, and immunizations; and produce files to DHS and DPH for generation of periodic letters and notices.  Reports are produced monthly, quarterly, and annually.  Data file extracts are produced monthly and quarterly. The primary outputs of the EPSDT function are listed below.
1.
Updated EPSDT Master File
2.
Monthly, quarterly, and annual EPSDT reports 
3.
Monthly and quarterly data files for DPH
4.
Monthly and quarterly data files for DHS
5.
Monthly and quarterly reports for HMOs
6.
Eligibility file monthly for persons under 21 to the Iowa Department of Education’s IMS system.
7.
Provider listing
8.
CMS 416 and breakdown by county and funder
5.2.2.14.7 Performance Standards
The performance standards for the EPSDT functions are provided below.
1.
Accept and update EPSDT screening data from claims no less frequently than weekly.
2.
Hard copy reports, when requested, must be delivered to DHS staff within two (2) business days of availability of online report.
3.
All standard production reports must be available online for review by DHS staff pursuant to the following schedule:
· Daily reports - by 10:00 AM of the following business day.
· Weekly reports – by 10:00AM of the next business day after the scheduled production date.
· Monthly reports – by 10:00 AM of the third (3rd) business day after month end cycle.
· Quarterly reports – by 10:00 AM of the fifth (5th) business day after quarterly cycle.
· Annual reports – by 10:00 AM of the tenth (10th) business day after year-end cycle (state fiscal year, federal fiscal year, waiver year, or calendar year).
4.
Ninety-eight percent (98%) accuracy is required on all MMIS reports. The contractor will propose a means for calculating the 98 percent accuracy rate.

5.2.2.15 Imaging System
The Core MMIS contractor will provide and maintain a document imaging system to capture, scan, and enter hardcopy documents, including:
· Claims
· Claim attachments
· Claim adjustments
· Prior authorization requests
· Provider enrollment documents
· TPL coverage documentation and correspondence
· Provider correspondence
· Member correspondence. 
As part of setting up the Workflow Process Management system, the State I&SS contractor will work with all of the component contractors to identify the specific documents to be scanned, assist in defining the priorities and schedule for scanning of documents, and defining performance standards for scanning of documents.
1.
Capture an electronic image of the document, date-stamp, and assign a unique control number to each document.
2.
Enter the imaged documents into a data capture system to establish control of the documents and provide initial input records.
3.
Provide for manual error correction of scanned documents.
4.
Provide for clean documents to be entered into the workflow process management system.
5.
Make available to approved state and component contractor users all imaged documents at the user's desktop.
6.
Produce electronic facsimiles of all electronically submitted documents that provide an image of the document and all data submitted at the point of input. Archive and make available the imaged documents at the user's desktop.
7.
Provide online access to scanned documents as part of the workflow management process.
8.
The Core MMIS contractor will be responsible for performing quality control procedures to ensure that electronic images are legible and meet quality standards.
5.2.2.16 Workflow Process Management System
The Core MMIS contractor will provide and maintain a Workflow Process Management system to be used by all component contractors in tracking and reporting of contractor activities. The State I&SS contractor will work with all of the component contractors during the Start-Up phase of the contract to identify the workflow process requirements. This system will be used to track, monitor, and report on all contractor activities and track the status of specific activities. This system will also be used to report to DHS on the compliance with performance standards. 
The Workflow Process Management system must have the following capabilities:
1.
Provide integrated online workflow management capability to track all Iowa Medicaid Enterprise contractor activities.
2.
Track the status of all activities from receipt through final disposition.
3.
Provide for generation of an indicator to identify the contractor to whom the work should be distributed.
4.
Provide the capability to automatically schedule and distribute work by type of work and individual staff members or other algorithms defined by the component contractor managers.
5.
Provide automated queues to access and distribute work to staff with the ability for authorized supervisors to override the automatic distribution and distribute work manually.
6.
Provide the capability to date-stamp all activity in the record and to identify the person who performed the activity.
7.
Provide the capability to assign and re-assign records to an area, unit, or individual.
8.
Provide the capability to prioritize records within type.
9.
Provide the capability to set follow-up dates on records and provide for an automatic tickler capability to notify staff when follow-up is required or timeliness standards on records are about to expire.
10.
Provide workflow management reports to identify inventories of items in each stage of the process, new items, and completed items.
11.
Provide reports that identify adherence to performance standards for each component contractor (i.e., a performance report card).
12.
Provide a query capability for the workflow process management system database with appropriate security access.
5.3 Pharmacy Point-of-Sale (POS) Component

The Pharmacy Point-of-Sale (POS) component consists of two major components; the system and operational functions required to process pharmacy claims and the drug rebate function. The prior authorization process for pharmacy claims has been moved to the Medical Services component, to align it more closely with the clinical care functions in the Medical Services function. The POS contractor will need an interface with the Medical Services contractor to receive the authorizations. 

The pharmacy POS contractor will be responsible for the development, implementation, and operation of the pharmacy claims processing system on its own hardware platform.  The POS contractor will also be responsible for developing interfaces and achieving technical integration with all other components that utilize pharmacy data.  Due to the fact that the current POS system is a proprietary system, contractors must propose to transfer their own system into the Iowa Medicaid Enterprise as a means to support the POS claims processing function.

The POS contractor will require a separate software program, installed on contractor’s server or a State server, to administer the Drug Rebate program. 
The Pharmacy POS component includes the following responsibilities:
· Claims Processing for Pharmacy Claims

· Reference (Formulary File)

· Prospective Drug Utilization Review (ProDUR)

· Drug Rebates

The requirements for each of these responsibilities are described in the following sections.
5.3.1 Contractor Start-Up Activities
This phase includes all activities required to confirm and develop the requirements for the successful installation of the POS system at the contractor’s data center.  Tasks include the following.

*Bidder Note: Because the Drug Rebate program is small, when compared to the size and complexity of the POS operation, the start-up requirements in this description are directed toward the POS system.  Contractor will be expected to meet a modified version of these start-up requirements for the Drug Rebate program. 
5.3.1.1 Planning Task
The POS Contractor will develop a detailed plan for installation and operation of their POS system.  The planning task includes preparation of the detailed work plan, which will be based on the proposed work plan presented by the bidder in the RFP, acquiring necessary resources and software licenses, and coordinating schedules with the respective state agencies and other component contractors. Because this procurement will contain multiple awards, requires operation of the Iowa Medicaid Enterprise Core MMIS on State hardware, and involves co-location of contractor and DHS staff at a single State location, the planning task takes on added significance. 

State staff will retain overall responsibility for integration of the Iowa Medicaid Enterprise components, but the Core MMIS contractor has the lead responsibility for interfaces with all the separate components. Each respective component contractor must incorporate in their planning the requirement for coordination with separate vendors for all other components. The Core MMIS Contractor will be required to incorporate the plans from all contractors into their overall planning for the Iowa Medicaid Enterprise operation. Planning the implementation of the separate components to achieve minimal duplication in conversion to new contractors or new systems will be key to a successful implementation.  
DHS will use a combined project plan to coordinate the respective responsibilities of the component vendors during the DDI phase. This project plan will incorporate key interfaces between the component vendors and determine the sequence of development for the components. Representatives from each of the separate contractors will participate with the State to coordinate the implementation of the entire system.  
DHS also plans to use an Implementation and Support Services (I&SS) contractor to lead the coordination effort between all successful bidders.  This includes both systems integration considerations and development of the operational logic for the Workflow Process Management system.
Planning task activities are discussed below.
5.3.1.1.1 Planning Task Activities
The bidder must present a structured approach to kick-off the project. The results of this approach should be the successful implementation of the POS systems in an efficient and timely manner with minimal impact on providers, members, and DHS. 
All project planning activities outlined in this section should be consistent with the structured system development methodology presented by the bidder. Project planning activities will include but not be limited to the following:
1.
Establish the approved project team that will be responsible to review and define all general requirements under this component, review and discuss project timelines, make resource assignments, and establish reporting requirements and communication protocols with the DHS project manager.
2.
Prepare the detailed work plan for approval by the DHS project manager. This plan will encompass all DDI Phase activities with resources assigned to each task. The contractor will update the work plan (in the media identified by DHS) twice monthly.
3.
Prepare and present a preliminary conversion plan. It is critical that planning and detailing of this activity begin in the early stages of the project.  The conversion plan must include POS data conversion, provider conversion from current claim submission requirements to new requirements (different), and HIPAA conversion.
4.
Establish and use a DHS-approved project management system for the entire project control and reporting. Make the project management system available to DHS users, online.
5.3.1.1.1.1 State Responsibilities
The DHS responsibilities for the Planning Task are:
1.
Approve project location for contractor.
2.
Approve project staff.
3.
Provide access to all current MMIS documentation and State IT requirements.
4.
Provide access to State data center and the existing pharmacy claims records for authorized staff.
5.
Provide current security and disaster recovery plans to contractor.
6.
Review and approve contract deliverables.
7.
Review and approve project control and status reporting protocols.
8.
Provide official approval to proceed to the Requirements Confirmation Process upon completion of all project initiation task activities.

5.3.1.1.1.2 Contractor Responsibilities
The contractor responsibilities for the Planning Task are:
1.
Prepare and submit facility plan to DHS for approval.
2.
Prepare and submit staffing plan to DHS for approval.
3.
Prepare and submit work plan to DHS for approval.
4.
Present system development methodology to DHS for approval.
5.
Prepare data security plan.
6.
Prepare disaster recovery plan.
7.
Prepare and submit preliminary POS data conversion plan to DHS for approval.
8.
Prepare and submit preliminary acceptance test plan to DHS for approval.
9.
Prepare and submit preliminary transition plan to DHS for approval.
10.
Prepare and submit equipment and technology acquisition plan to DHS for approval.
11.
Prepare and submit documentation standards plan to DHS for approval.
12.
Prepare and submit project control and project management plan to DHS for approval.
13.
Review and accept the turnover plan from the current contractor.
5.3.1.1.1.3 Deliverables
The contractor will provide the following deliverables for the Planning Task:
1.
Facility plan
2.
Staffing plan
3.
Detailed work plan
4.
System development methodology
5.
Facility and data security plan
6.
Data conversion plan
7.
Acceptance test plan
8.
Transition plan
9.
Equipment and technology acquisition plan
10.
Documentation standards plan
11.
Project control and project management plan
5.3.1.2 Development Task
The development task traditionally refers to the software design and development to support the business activities required by the contract. For the POS component, the development effort includes the installation and enhancement of the bidder’s proposed system and the conversion of existing pharmacy history. The work plan prepared as part of the Planning Task needs to identify all the key activities in these sub tasks and dates for accomplishing the responsibilities.    
The bidder must explain its approach to developing the user requirements. The bidder must also describe the proposed system development methodology and the type of tools, if any, planned for use in the development activity.
5.3.1.2.1 Transfer Subtask
This subtask incorporates the transfer of the Iowa requirements to the bidder’s proposed systems.  The transfer task must be detailed in the bidder’s work plan to include, at a minimum, the resources, schedule and requirements for support from the existing vendor and State IT staff.  The takeover task may require additional effort because the current POS is an integrated part of the Iowa MMIS, also operated by ACS, and the requirements must be separated from the existing, combined system.

5.3.1.2.2 Enhancements and New Requirements Subtask
The POS bidders will be required to evaluate the POS requirements in the RFP and compare their system’s current functionality with these requirements to identify needed enhancements.  Iowa will require much more detailed data regarding the pharmacy program and expect the data to be readily available to state users at their desktops.  In addition, Iowa will require the pharmacy prior authorization process to be moved to the Medical Services contractor, which will require close coordination for file updates.  Detailed requirements are identified later in this section.  If the current vendor retains responsibility for the POS, the enhancements become their primary focus during the DDI phase.  Finally, the contractor will repeat this process, in a modified form, for the Drug Rebate upgrades. 
5.3.1.2.3 System Requirements Confirmation Activity
Transfer and enhancement of the POS will include two key activities: requirements confirmation (analysis) and design for new or restructured system requirements.  The requirements for these processes are delineated below.
5.3.1.2.3.1 State Responsibilities
The State responsibilities for the System Requirements Confirmation activity are:
1.
Provide documentation on the current POS and MMIS.
2.
Respond to contractor inquiries related to program policy.
3.
Provide state resources as agreed to in the detailed implementation plan.
4.
Approve the POS contractor's data security and disaster recovery plan.
5.
Monitor work plan activities related to the requirements confirmation.
6.
Review and approve all deliverables.
5.3.1.2.3.2 Contractor Responsibilities
The contractor responsibilities for the System Requirements Confirmation activity are:
1.
Update work plan tasks and provide update plan to DHS.
2.
Conduct walkthrough of requirements approach.
3.
Review and understand all Iowa POS requirements.

4.
Conduct in-depth analysis of all new user requirements.
5.
Prepare the new POS structure (including all internal and external interfaces) with appropriate descriptions, charts and diagrams, for review by DHS and other State entities and for approval by DHS.
6.
Conduct POS requirements structured walkthroughs and obtain DHS approval on the final POS structure and the hardware/software platform.
7.
Make staff available for the requirements confirmation process.
8.
Coordinate work activities with the incumbent contractor.

5.3.1.2.3.3 Deliverables
The contractor will provide a Requirements Confirmation Document, including:
1.
Data model for the entire POS, including data elements to be captured in each function, their derivation, definition and use.
2.
Business process models for all POS automated and manual functions, including edits and audits for each of the input and processing systems.
3.
Document imaging requirements
4.
Workflow process management requirements
5.
Final formats for all input and output documents
6.
Interfaces and data acquisition
7.
Recommended cycle times, report formats and frequencies, database updates, etc.
8.
POS architecture document
9.
Hardware/software platform configuration chart
10.
Events and entity relationships
5.3.1.2.4 System Design Activity
The proposed systems design must address all the functionality and operational requirements of the proposed POS.  The POS system component must be fully certifiable, when combined with the other required MMIS components, and must provide for all of the data and information access requirements of State users and outside stakeholders.

5.3.1.2.4.1 State Responsibilities
The State responsibilities for the Systems Design activity are:
1.
Provide State resources as agreed to in the work plan.
2.
Respond to contractor inquiries related to program policy.
3.
Monitor contractor activities related to the system design.
4.
Review and approve all deliverables from the system design process.

5.3.1.2.4.2 Contractor Responsibilities
The contractor responsibilities for the System Design activity are:
1.
Prepare a Detailed System Design that meets DHS requirements.
2.
Update work plan tasks based on information from DHS and other component contractors.

3.
Conduct walkthrough of design approach.
4.
Prepare acceptance test criteria and data sets for testing, and submit to DHS for approval. Once the data sets have been approved, the contractor may use the same data sets for all testing activities.

5.
Prepare all draft and final deliverables and provide walkthrough for state.
6.
Obtain DHS approval of all deliverables.
7.
Make staff available for the duration of the system design process.
8.
Coordinate work activities with the incumbent contractor.
9.
Coordinate work activities with other component contractors.
5.3.1.2.4.3 Deliverables
The contractor will provide the following deliverables for the System Design activity:
1.
Design document, including requirements for interfacing with other systems and other component contractors

2.
POS Data Dictionary
3.
Updated Entity Relationship diagrams
4.
Internal data structures and data flow diagrams
5.
Process flow diagrams
6.
Edit and audit rules
7.
Business information model
8.
Information system model
9.
Acceptance test criteria and data sets
10.
Security and disaster recovery plan
5.3.1.2.5 System Development and Testing Activity
The development and testing of the POS will be in accordance with the Detailed System Design approved by DHS, and the transferred system will meet or exceed the functional and technological requirements prior-approved in the analysis and design activities.  During this activity, the POS contractor will work with the MMIS contractor to ensure that all requirements for the component contractors are met. Although DHS and its consultant resources will be available for consultations, the contractor should not count on State resources for the system testing activity. Any change in system specifications or timelines will not be accepted unless prior-approved by DHS.
Key elements associated with this activity are:
1.
Install and enhance or modify components of the proposed system according to the specifications developed and approved by DHS in the Systems Design Process
2.
Test all aspects of the system both in a “unit test” mode and the “integration test” mode including: 
· Running the tests 
· Producing and reviewing test outputs
· Submitting final test results to DHS for approval
· Providing a weekly report of testing activity, including identification of test status (i.e., passed, failed, rerun) 
3.
Provide system walkthroughs and system demonstrations to DHS staff and its consultants.
4.
Provide system walkthroughs and system demonstrations to other component contractors for system functions to be used by the component contractors.
5.
Demonstrate all online system functionality.
6.
Present all standard output reports.
7. Demonstrate that all hardware, software, and teleprocessing linkages are functional and will support the State's requirements.

8. Demonstrate functionality of all external interfaces.

5.3.1.2.5.1 State Responsibilities
The State responsibilities for the System Development and Testing activity are:
1.
Provide State resources as agreed to in the work plan.
2.
Support contractor's effort to establish all communication linkages among various state offices.

3.
Review and approve all deliverables from the System Development and Testing activity.

5.3.1.2.5.2 Contractor Responsibilities
The contractor responsibilities for the System Development and Testing activity are:
1.
Update work plan tasks based on input from the State and other component contractors.
2.
Conduct approach walkthrough.
3.
Install and enhance the system in accordance with state approved design specifications.
4.
Perform all functional and integrated testing.
5.
Develop and test all external and internal interfaces.
6.
Prepare all draft and final deliverables and provide walkthrough.
7.
Obtain State approval of all draft and final deliverables.
8.
Make contractor staff available for the duration of the System Development and Testing activity.
9.
Complete contractor's staffing plan and provide resumes of all key operations staff.
10.
Hire and train at least half of the contractor’s Iowa operations staff so that this staff can participate in the Acceptance Test. DHS encourages the incoming contractor to hire current Fiscal Agent staff, and will work with both the incoming and the incumbent contractors to assist in the transition of staff.

11.
Present weekly and monthly status reports to the State.
12.
Demonstrate system compliance with all timeliness, responsiveness, and accuracy issues.
13.
Provide walkthrough of procedure documents, operations documents, provider documents, system documents, conversion test results, security documents, and disaster recovery plans.
14.
Coordinate work activities with the incumbent contractor and the other component contractors.
15.
Establish and monitor quality control procedures within the POS structure.

5.3.1.2.5.3 Deliverables
The contractor will provide the following deliverables for the System Development and Testing activity
1.
Contractor's plan to conduct a comprehensive system test, including testing of all interfaces

2.
Completed test criteria, including expected outcomes
3.
System user manuals
4.
Test results document
5.
Operating procedures document
6.
Disaster recovery plan and safety plan
7.
Problem tracking and problem resolution document
8.
Final hardware and software configuration chart
9.
Operations staff list and resumes of all key operations staff
5.3.1.3 Conversion Task
The Conversion Task includes both data conversion to the new POS/MMIS and HIPAA conversion. Each of these activities is described below.
5.3.1.3.1 Data Conversion Activity
Conversion refers to the transfer all historical data files from the existing system/contractor to the new system.  In the case of the POS transfer, the contractor must validate existing historical files in the MMIS/POS and attempt to clean up errors and discrepancies in records. The POS contractor will be required to convert five years of pharmacy claims history from the current Iowa MMIS.  The quality of this data has not been assessed by DHS.  The accurate conversion of historical files is a critical component for success in any system transfer or takeover.

The bidder must outline, in detail, its plan to ensure that the entire conversion task will result in accurate conversion. Because the POS contractor may not also control the existing POS/MMIS data files, the bidders for the POS component must describe how they will ensure the coordination of up to three contractors in transferring the historical pharmacy claims data to their data base.  All appropriate steps must be defined and documented. The proposal must include the staffing needs for this activity along with a contingency plan if conversion cannot be accomplished timely and accurately.  At a minimum, the proposal must outline the following approaches in detail:

1.
Approach to coordination with other component contractors, and existing MMIS contractor
2.
A data mapping approach
3.
Approach to correct error situations in the existing data
4.
Approach to resolve data inconsistencies and missing data situations
5.
Approach to automated and manual conversion effort
6.
Contingency plan

*Bidder Note: The extent of the data conversion task will depend upon the quality and completeness of data in the Iowa MMIS, as operated by the incumbent contractor.  Conversion tasks may be less, or more complex than described in this section.
5.3.1.3.1.1 State Responsibilities
The State responsibilities for the Data Conversion activity are:
1.
Provide State resources as agreed to in the work plan.
2.
Assist the contractor in identifying the source(s) of data for all POS/MMIS databases.
3.
Respond to contractor inquiries related to program policy and POS/MMIS data.
4.
Monitor contractor activities related to the conversion activity.
5.
Review and approve mapping documents and other deliverables from the POS/MMIS conversion activity.
5.3.1.3.1.2 Contractor Responsibilities
The contractor responsibilities for the Data Conversion activity are:
1.
Prepare a list of all conversion input and conversion output files.
2.
Coordinate work activities with the incumbent contractor and new MMIS contractor, if different.
3.
Identify all the data requirements as well as the source of data for the new databases.
4.
Develop a POS conversion plan and provide State walkthroughs.
5.
Develop default values and new data requirements for all POS databases, and provide State walkthroughs.
6.
Develop staffing plan to accomplish all POS conversion activities.
7.
Develop and test POS conversion modules.
8.
Conduct pre-production POS conversion run and identify problems or deficiencies.

5.3.1.3.1.3 Deliverables
The contractor will provide the following deliverables for the Data Conversion activity:
1.
POS conversion test plan
2.
POS conversion mapping document
3.
Comprehensive list of POS input files and tables
4.
POS conversion module specifications
5.
POS conversion test results document
6.
POS conversion problem tracking and problem resolution document
7.
Updated staffing plan for the operations phase
5.3.1.3.2 HIPAA Conversion Activity
The POS Contractor, if not the incumbent, will be responsible for bringing a HIPAA compliant “front end” to meet requirements for accepting and processing ANSI X12 standard transactions, and using HIPAA compliant code sets.  In addition, the contractor must provide a solution that allows all Iowa providers to become compliant with the HIPAA requirements for transactions and code sets. Providers will be free to pursue their independent strategy for use of clearinghouses or other means to make their internal administration HIPAA compliant. The contractor will be expected to provide information on the new requirements, options for meeting compliance and offer a software application and training that would allow providers to transmit HIPAA compliant transactions.
5.3.1.3.2.1 State Responsibilities
The State responsibilities for the HIPAA Conversion activity are:
1.
Provide policy guidance to providers and contractor on HIPAA regulations
2.
Approve contractor's training plan for the HIPAA conversion.
3.
Monitor the training and implementation.
5.3.1.3.2.2 Contractor Responsibilities
The POS contractor responsibilities for the HIPAA Conversion activity are:
1.
Evaluate current pharmacy claim submission software
2.
Evaluate providers' current solutions for meeting HIPAA transaction requirements
3.
Provide information to providers on options for HIPAA transaction compliance
4.
Provide training to providers on HIPAA transaction compliance option (s) provided by contractor
5.
Test submission software
5.3.1.3.2.3 Deliverables
The contractor will provide the following deliverables for the HIPAA Conversion activity:
1.
Contractor's plan for HIPAA compliance, including both contractor compliance activities and approach to provider technical support.
2.
Contractor's informational materials to be furnished to providers
3.
Contractor's assessment of options for provider HIPAA compliance along with description of obstacles and recommendations
4.
User manuals for Contractor's HIPAA option.
5.
Training package for providers.
5.3.1.4 Acceptance Test Task
Acceptance testing allows the State users to confirm that the system meets all requirements and performs functions pursuant to State policy.  All system components must be fully functional and the system must be able to process claims correctly through the entire array of system edits.  The POS contractor will be required to designate adequate time and resources for this task and coordinate the schedule with State management and other component contractors.  Because the Core MMIS contractor is the lead for interfaces, the POS contractor will need to confirm their required interfaces with the MMIS contractor.  The acceptance test would also verify that historical data was converted successfully.  
Acceptance tests will focus on three major activities:
· Structured System Test
· Operations Readiness/Operability Test
· Pilot Test
5.3.1.4.1 Structured Systems Test Activity
The Structured System Testing will determine the completeness and accuracy of all system functions. This task will involve generating test scenarios and test conditions and ensuring that the system performs as expected. The contractor will be responsible for identifying and tracking all problems reported during the Structured System Testing and preparing a corrective action plan to address these issues. 
The key components of the Structured System Testing are:
1.
Complete structured system test plan.
2.
Staffing schedule for the entire test.
3.
Preparation of a structured system test environment and load acceptance test data sets.
4.
Conduct structured system test.
5.
A corrective action plan for all problems identified during testing.
6.
Correction of the problems and re-testing of the system.
7.
Presentation of weekly test results.
5.3.1.4.1.1 State Responsibilities
The State responsibilities for the Structured Systems Test activity are:
1.
Approve final structured system test plan, test scenarios and test transactions.
2.
Provide oversight of the testing activity.
3.
Review and approve contractor's corrective action plan.
4.
Approve test results.
5.
Review and approve contractor's resolution and results from re-test.
6.
Provide hardware, software, and data support for contractor and consultant staff.
5.3.1.4.1.2 Contractor Responsibilities
The contractor responsibilities for the Structured Systems Test activity are:
1.
Prepare structured system test plan, test scenarios and test transactions.
2.
Coordinate work activities with the incumbent contractor and the Core MMIS contractor.
3.
Conduct State and consultant training for the structured system testing task.
4.
Provide complete data entry and system support staff to ensure a timely and comprehensive structured system test and resolution of error conditions.
5.
Conduct structured system test, executing structured system test cycles in accordance with the approved acceptance test plan.
6.
Review test results, identify errors, and correct errors.
7.
Conduct re-tests as necessary.
8.
Document and report results of structured system tests to DHS weekly, including errors identified and corrective actions taken.
9.
Develop corrective action plan for DHS review and approval.
10.
Compile and submit to DHS the structured system test results document.
5.3.1.4.1.3 Deliverables
The contractor will provide the following deliverables for the Structured Systems Test activity:
1.
Problem tracking and resolutions document
2.
Corrective action plan
3.
Structured system test results document
4.
Final conversion plan
5.
Updated user documents
6.
Updated operating procedures document
7.
Updated disaster recovery plan
8.
Final hardware and software configuration chart
9.
Updated staffing plan and job descriptions for the operations phase
5.3.1.4.2 Operational Readiness and Operability Testing Activity
Operational Readiness and Operability Tests will be conducted with all component contractors and will focus on testing all contractors’ readiness to assume and start operations in all the following areas:
· Hardware and software installation

· Hardware operation
· Telecommunications
· Interfaces
· Staffing
· Staff training
· State staff training
· All system, user, and operations documentation
· Facility
· System security
· Confidentiality of data
· Report generation and distribution processes
· System back-out procedures 
· Coordination of responsibilities with other component contractors
The Operational Readiness and Operability Test will involve testing all the operations and hardware/software/telecommunications aspects of the Iowa Medicaid Enterprise. This test will involve preparing extensive checklists and testing all operational components of the MMIS against these checklists. Each component contractor will be responsible for tracking and responding to all problem conditions reported in their areas of responsibility during the Operational Readiness and Operability Testing and preparing a corrective action plan for problem correction and resolution. The key components of the Operational Readiness and Operability Testing are:
1.
Operational readiness/operability test plan.
2.
Staffing schedule for the entire test.
3.
Preparation of the test environment and test data sets.
4.
Operational readiness/operability checklist.
5.
Conduct operational readiness/operability test.
6.
Corrective action plan for all problems identified during operational readiness/operability testing.
7.
Correct the problems and retest.
8.
Weekly test results document.
9.
Monitor operational readiness/operability test results.
5.3.1.4.2.1 State Responsibilities
The State responsibilities for the Operational Readiness and Operability Testing Activity are:
1.
With the assistance of the I&SS contractor, review and approve all operational readiness and operability check-off matrices.
2.
Respond to contractor inquiries related to program policy.
3.
Review the operations readiness and operability test results and the list of all outstanding issues and problems resulting from these tests.
4.
Approve corrective action plans developed by the POS contractor.
5.3.1.4.2.2 Contractor Responsibilities
The contractor responsibilities for the Operational Readiness and Operability Testing Activity are:
1.
Develop a comprehensive check-off list of all MMIS start-up tasks and activities.
2.
Conduct all testing activities and report results to DHS.
3.
Provide walkthroughs as deemed necessary by DHS.
4.
Develop and implement a corrective action plan for all outstanding activities for review and approval by DHS.
5.
Conduct training for staff from the respective contractors.
6.
Conduct training for State staff.
7.
Obtain a written sign-off from DHS to begin implementation of the new POS system.
5.3.1.4.2.3 Deliverables
The contractor will provide the following deliverables for the Operational Readiness and Operability Testing Activity:
1.
Complete checklist matrix for all POS hardware and software
2.
Complete checklist matrix for all POS network operations
3.
Complete checklist matrix for all POS training activities
4.
Complete checklist matrix for all POS interface operations

5.
Complete checklist matrix for all POS documentation activities
6.
Complete checklist matrix for all POS functional operations
7.
Complete checklist matrix for all POS data conversion activities
8.
Complete checklist matrix for all POS outstanding issues and problems with a plan to correct or resolve these issues

9.
Updated operational procedures documents
5.3.1.4.3 Pilot Test Activity
DHS, with support from the I&SS contractor and all other MMIS component contractors, will conduct a pilot test to confirm the stability and production readiness of the MMIS in a tightly controlled environment. The pilot test will be limited to selected providers. DHS will define the scope and select providers to be included in the pilot test. The Core MMIS Contractor is responsible for developing the details of the pilot test plan.  POS and other Component contractors will participate. Pilot testing will be conducted in an environment using fully operational components of the MMIS and operationally ready staff resources.
The pilot test is designed to demonstrate that the contractor(s) are ready to process all inputs, pay and adjust claims correctly, meet all reporting requirements, utilize a properly functioning data communications network, and have a stable back-up capacity. Pilot testing will include actual claims processing in a full operational environment, from receipt of claims through financial processing, history update, and reporting.
5.3.1.4.3.1 State Responsibilities

The State responsibilities for the Pilot Test activity are:
1.
Define the scope of the pilot test.
2.
Select providers to be included in the pilot test.
3.
Approve the pilot test plan and schedule.
4.
Monitor contractor operations and system performance during execution of the pilot test.
5.
Monitor contractor response and resolution of discrepancies or problems.
6.
Monitor the testing activities after correction of any problems.
5.3.1.4.3.2 Contractor Responsibilities
The POS contractor responsibilities for the Pilot Test activity are:
1.
Develop and obtain approval of their portion of the pilot test plan.
2.
Confirm to DHS that their system is ready to meet the overall pilot test schedule.
3.
Provide a thoroughly tested version of the operational system and all tables and files in a production region that is separate and distinct from development and test system regions.
4.
Provide additional training and follow-up support to the selected providers, the MMIS contractor, other component contractors and DHS staff who will participate in the pilot operations test.
5.
Execute pilot operations cycles according to the Operations Phase schedule approved by the State.
6.
Identify, document, and correct any discrepancies.
7.
Re-test as necessary.
8.
Document pilot test results.
5.3.1.4.3.3 Deliverables
The contractor will provide the following deliverables for the Pilot Test activity:
1.
Pilot test plan and schedule.
2.
Pilot test results.
5.3.1.5 Implementation Task
Implementation includes making all final corrections, upgrades and changes to the system to meet deficiencies identified in the testing process.  For the POS component, it means being able to accept pharmacy claims from all pharmacy providers, in any required medium, all transaction formats required under HIPAA and produce required data and reports for State users. For the Drug Rebate function, it means being able to process test invoices and correctly identify all participating drug companies and individual drugs subject to the rebate process.
The Core MMIS contractor will take the lead in preparing the MMIS components to collectively meet CMS certification requirements. The POS contractor must assure that their claims processing system can accept and process all pharmacy claims and produce all reports and interfaces required for CMS certification.  

DHS staff must be given sufficient time to review all system, user and security documentation for completeness prior to implementation. The system response time and all user and automated interfaces must be clearly assessed and operational. A complete file transfer plan must be developed and executed. This plan must identify:

1.
The name of each file, table or database.
2.
Destination of transferred data.
3.
Transfer start and completion times.
4.
Location and phone numbers of person(s) responsible to execute the transfer.
5.
A complete fall back plan if the file transfer does not go as planned.
5.3.1.5.1 State Responsibilities
The State responsibilities for the Implementation Task are:
1.
Provide State resources as agreed to in the work plan.
2.
Respond to contractor inquiries related to program policy.
3.
Review, comment, and if correct, approve all deliverables associated with this task.
4.
Approve the corrective action plan developed by the contractor.
5.3.1.5.2 Contractor Responsibilities
The contractor responsibilities for the Implementation Task are:
1.
Develop and obtain DHS approval of an emergency back-out strategy.
2.
Produce and update all system, user, provider, and operations documentation.
3.
Produce and distribute report distribution schedule.
4.
Establish production environment.
5.
Confirm, with State IT staff, hardware, software, and facility security procedures.
6.
Develop and obtain DHS approval of production schedule.
7.
Develop and implement backup and recovery procedures.
8.
Complete all other component contractor staff, State staff, and provider training.
9.
Ensure that communications between State users and the POS system have been established and meet performance requirements.

10.
Establish and begin mailroom operations.
11.
Obtain written approval from DHS to start operations.
5.3.1.5.3 Deliverables
The contractor will provide the following deliverables for the Implementation Task:
1.
Report distribution schedule
2.
Software release plan
3.
Backup and recovery plan
4.
Emergency back-out plan
5.
Results of operational readiness test
6.
Hardware, software, and facility security manual
7.
Final implementation checklist
8.
Final documentation and policy
5.3.1.6 Operations Task
The operations task begins when the State has authorized all the contractor(s) to begin operation of their component(s), and shut down operation of the replaced system/contractor.  The operational responsibilities will involve meeting performance standards set by DHS for the various functions performed by the contractor(s).  Specific activities and accompanying performance standards will be different for each component, as detailed in the RFP sections.
5.3.2 Operational Requirements
This section describes the traditional and unique operational requirements for the Pharmacy POS component of the Iowa Medicaid Enterprise.

5.3.2.1 General Requirements

As reiterated throughout this RFP, Iowa’s intent in this procurement is to move the State toward a seamless delivery of services for members under the Medicaid program.  The potential for up to nine (9) separate awards from this procurement will place a premium on coordination of efforts. No single contractor, unless they were awarded all the RFP Components, can perform their required responsibilities without coordination and cooperation with the other contractors.  DHS will assume the role of contract monitor for all RFP Component contractors. Contractors that have demonstrated success in cooperative environments will be favored in this procurement. 
Interfaces to the respective Professional Services contractors’ will include online updates or other file transfers. Pursuant to this concept, a Professional Services contractor will have online access and authority to update files on the MMIS. Such updates require good communication between the respective contractors and DHS to assure the maintenance is timely and transparent to the host system.  The Core MMIS contractor will provide the interface requirements for data transfer as described in the individual RFP component descriptions below.

5.3.2.2 Claims Processing Function
Point-of-Sale (POS) refers to the online real-time claims processing and claims adjudication of provider claims. For this procurement, the POS requirements are limited to pharmacy claims.  The POS contractor utilizes its POS system to determine member and provider eligibility, and drug coverage. 
The Iowa MMIS supports a stand-alone POS prescription drug claim processing system with claim, provider, and eligibility interfaces to the Core MMIS. The POS system provides automated drug claim eligibility, ProDUR, adjudication and submission service to pharmacies.
5.3.2.2.1 Objectives
The primary objectives of the POS claims processing function are:
1.
Accept and process pharmacy claims submitted by pharmacy providers via POS devices or Internet submission.
2.
Maintain control over submitted claims from receipt to final disposition.
3.
Provide online adjudication of pharmacy claims and provide electronic notification to providers of the disposition.
4.
Ensure that payments are made to eligible providers for eligible members for covered drugs.
5.
Ensure that claims for members with third party coverage are denied or flagged for pay-and-chase activity.
6.
Provide drug claims data to support functions performed by other MMIS components.
5.3.2.2.2 Interfaces
The POS claims processing function interfaces with the following:
5.3.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The Pharmacy POS component interfaces with the following Iowa Medicaid Enterprise components:

1.
Core MMIS component 

· Provide claims data for bi-weekly payment processing.

· Provide formulary file data after each update.
2.
Medical Services component 

· Accept pharmacy prior authorization data.
5.3.2.2.2.2 Interfaces With External Entities

1.
Providers

· Accept and provide response for pharmacy POS claims.
5.3.2.2.3 State Responsibilities
DHS is responsible for the following POS claims processing functions:
1.
Monitor the performance of the POS contractor in regard to all aspects of pharmacy claims processing.
2.
Determine the reimbursement methodologies and policies regarding provider reimbursement for pharmacy claims.
3.
Determine pharmacy coverage policy and limitations.
4.
Approve all POS system edits and audits.
5.
Approve the format and data requirements for pharmacy claims submission.

6.
Help facilitate coordination with other component contractors.

5.3.2.2.4 Contractor Responsibilities
The POS contractor will provide online, real-time adjudication of pharmacy claims submitted by pharmacy providers via POS device or through the Internet. The POS system will return to the pharmacy provider the status of the claim and any errors or alerts associated with the processing, such as edit failures, ProDUR alerts, member or coverage restrictions, and coordination of benefits information for members whose claims are covered by a liable third party. 
The contractor responsibilities for the POS claims processing function are:
1.
Perform online, real-time adjudication of pharmacy claims submitted through POS.  Capture the prescribing provider number and name on all pharmacy claims.

2.
Verify that the provider is an eligible, enrolled Iowa provider, including authentication and certification for access to the POS system. Provider eligibility includes both prescribing and dispensing provider.
3.
Verify that the member is eligible for Medicaid and for payment of services on the date of service.
4.
Identify any restricted member or provider information from the Core MMIS component.
5.
Perform all necessary validity, logic, consistency, and coverage editing for all claims submitted.
6.
Ensure that prior authorization has been obtained for drugs requiring prior authorization.

7.
Indicate in the POS response whether the member has current third party insurance coverage. If the claim is covered by third party insurance and the drug is designated for cost avoidance, provide insurance information in the POS response and deny the claim. If the drug is designated as "pay and chase," process and pay the claim if it meets all other criteria for payment, and report the claim for follow-up activities. 
8.
Reject or deny claims based on system edits supporting DHS-approved error conditions.
9.
Reimburse prescribed drugs based on the wholesale cost of the drug plus a professional fee for dispensing.
10.
Pay at the lesser of the State’s 4 recognized pharmacy reimbursement methods: 
· AWP – 12% + Dispensing Fee of $4.26
· Federal MAC (CMS Federal Upper Limit + Dispensing Fee of $4.26)
· Usual and Customary Charges to General Public

· State MAC (State MAC + Dispensing Fee of $4.26)

11.
Provide for electronic adjustments of paid claims by POS provider.
12.
Provide adjudicated claims and payment processing data to the Core MMIS contractor for inclusion in the check-write cycle twice a month.
5.3.2.2.4.1 Enhancements to Current Functionality
1.
Provide the automated capability to search the database to determine if previous steps in therapy have occurred prior to approving or denying the drug claim.
2.
Provide the ability to bill for compound drugs online (those with multiple NDC codes).
3.
Provide a timely mechanism where an NDC code can be entered and a response will designate a pharmaceutical as: 
· Covered
· Prior Authorization Needed
· Not Covered
This can be a call-in or online process.
4.
Ensure that the POS system has online ability to identify Medicare eligibility for clients requesting Medicare-payable drugs.
5.
Provide a POS system with the ability to identify Medicare Part B eligibility and edit claims pursuant to this without strict denial of claim.
6.
If the claim is covered by insurance with a member co-pay, collect and report the co-pay and submit the claim for balance billing to the insurance company.

7.
Accept approvals for drugs requiring prior authorization from the Medical Services contractor.
5.3.2.2.5 Inputs
The following are the primary inputs to the POS claims processing function:
1.
Pharmacy claims from providers
2.
Pharmacy claim adjustments and reversals from providers
3.
Provider, member, and TPL data from the Core MMIS
4.
NDC coverage data request from providers
5. Member eligibility data requests from providers

6. Prior authorization approvals from the Medical Services contractor 
5.3.2.2.6 Outputs
Reports will be provided to DHS online or in hardcopy format at DHS’ request. The major outputs of the POS claims processing function are listed below:
1.
Provide adjudicated claims and payment data to the Core MMIS contractor for the check-write cycle twice a month.
2.
Provide a weekly claim submission statistical report to DHS that identifies the number of claims and adjustment requests submitted and a breakdown of the results of processing by claims status (i.e. paid, denied, suspended, rejected) with total dollars for adjudicated, paid, denied, suspended, and rejected claims and adjustments.
3.
Provide a monthly report of POS network activity, including network availability statistics and network response time.
4.
Provide a monthly report of help desk activity, including the number of calls received by type of inquiry, number and percent of busy signals received on incoming calls, hold time statistics, average hold time, and number of calls answered by a live operator.
5.
Provide a monthly file of pharmacy claims to the IFMC to support retro-DUR activities performed by the Iowa Pharmacy Association.
5.3.2.2.7 Performance Standards
The performance standards for the POS claims processing function are provided below.
1.
No more than five percent (5%) of incoming calls to the Help Desk may ring busy.
2.
Provide POS function availability twenty-three (23) hours a day, seven (7) days a week.  
3.
Provide online response notifications to providers within ten (10) seconds of receipt of incoming claim transactions.

4.
Hold time must not exceed two (2) minutes for ninety-five percent (95%) of Help Desk calls.
5.
The average hold time for Help Desk shall not exceed thirty (30) seconds.
6.
Ninety-five percent (95%) of incoming Help Desk calls that do not ring busy must be answered by a live operator.
7.
Provide adjudicated claims and payment data to the Core MMIS contractor by 10:00 pm on the day prior to the payment cycle.

8.
Update provider, member, and TPL data within one (1) business day of receipt of the data from the Core MMIS contractor.
5.3.2.3 Reference Function
The Reference function contains rates and pricing information needed to determine allowable payments for pharmacy claims, coverage data needed to determine whether the Iowa Medicaid program covers a drug product, and prior authorization data needed to determine whether a drug requires prior authorization.
5.3.2.3.1 Objectives
The primary objectives of the POS reference function are:
1.
Maintain a drug file to identify covered and non-covered drugs, prior authorization requirements, pricing data, and other data required for claims processing, drug utilization review activities, and other MMIS functions.
2.
Support the claims processing function by providing information used in adjudication and pricing of pharmacy claims.
3.
Support the data requirements of other MMIS functions, such as Core MMIS functions, Data Warehouse / Decision Support, DUR, MARS, and SURS.
5.3.2.3.2 Interfaces
The POS reference function interfaces with the following:
5.3.2.3.2.1 Interfaces With Other Iowa Medicaid Enterprise Components 

The Pharmacy POS component interfaces with the following Iowa Medicaid Enterprise components:

1.
Core MMIS component

· Provides formulary file data.
2.
Medical Services

· Accept updates to the PDL.
· Accept updates to prior authorization requirements.
5.3.2.3.2.2 Interfaces With External Entities

The Pharmacy POS component interfaces with First Databank (Blue Book) or other acceptable vendor for formulary file data.

5.3.2.3.3 State Responsibilities
DHS is responsible for the following POS reference functions:
1.
Determine which coding systems will be used in the MMIS for drug products.
2.
Monitor the content of the drug file and report detected errors to the POS contractor for correction.

3.
Determine and interpret policy and administrative decisions relating to drug file data maintenance.

4.
Approve the POS contractor's selection of the drug file updating service.
5.
Establish allowed rates and pricing algorithms.
5.3.2.3.4 Contractor Responsibilities
The POS contractor will be responsible for the maintenance of the Iowa MMIS drug database and will utilize a standard drug data update service approved by DHS. Currently the Iowa MMIS utilizes First Data Bank (Blue Book), but the contractor may propose another vendor for DHS approval.
The contractor responsibilities for the POS reference function are:
1.
Maintain a drug data set of the 11-digit National Drug Codes (NDC). The First Data Bank (Blue Book), of San Bruno, California, is the current source of drug information. The contractor may use a different source for drug pricing information, if approved by DHS.
2.
Include in the drug data set, at a minimum:
· Pricing of compound and generic drugs
· Ten date-specific pricing segments
· Indicator for multiple dispensing fees
· Indicator for drug rebate
· Indicator for preferred drug
· DHS-specific restrictions on conditions to be met for a claim to be paid, such as minimum and maximum days' supply, quantities, refill restrictions, member age, sex restrictions, medical review requirements and prior authorization requirements
· Approved package size to be used in calculating maximum allowable unit cost if other than NDC-specific
· English description of the drug code
· Current prices, including unit dose packaging
· Electronic notification to DHS of newly approved drug products
· Weekly updating of the Drug Code and Pricing File in accordance with DHS timeliness requirements 
· Identification of Drug Efficacy Study Implementation (DESI, or the less than effective drug list) or recalled drugs and any drug codes for generic equivalents in the automated system
· Drug therapeutic class coding
· All current information on the Iowa drug master tape and current pricing tape
· The information required to support the drug utilization review functions
· Non-covered or limited drugs by drug classes or individual drug code
· Pricing fields for each NDC code for at least the following: the federal and State MAC, EAC, AWP, Medicaid AWP, or other ingredient cost definition as determined by DHS; professional fee; name of product; description of product; drug class; therapeutic class; unit of issue; family planning code; effective date of the price; and size of package
· For each code, information that will set various reimbursement limits and restrictions
· Online inquiry access to the drug code and pricing file by NDC number, partial number, and drug product name
3.
Maintain the National Drug Codes and the estimated acquisition costs of drugs.
4.
Make updates to the drug file at least biweekly. Add or delete products from the drug file, make drug price increases or decreases, and monitor the maximum allowable cost limitations in accordance with DHS coverage policy.
5.
Accept DHS-approved updates to the Preferred Drug List (PDL) from the Medical Services contractor and update the formulary file with PDL data.

6.
Accept DHS-approved changes in requirements for prior authorization for drugs not on the PDL from the Medical Services contractor and update the POS system to identify claims requiring prior authorization.

5.3.2.3.5 Inputs
The following are the primary inputs to the POS reference function:
1.
First Data Bank (or other approved vendor) drug update
2.
Update requests from DHS regarding Iowa Medicaid policy, coverage, and reimbursement methodologies

3.
Updates to the PDL from the Medical Services contractor.

5.3.2.3.6 Outputs
The major outputs of the POS reference function are listed below:
1.
Audit trail of all changes to the drug file showing all additions and deletions, and showing before and after images of records that have been changed.
2.
Update and error report after each drug update has been completed that identifies the number of drug products added, deleted, and updated.
3.
Quarterly drug listing reports in numeric and alphabetic sequence.
4.
Formulary file data to the Core MMIS contractor for inclusion in the Core MMIS.

5.3.2.3.7 Performance Standards
The performance standards for the POS reference function are provided below.
1.
Update the formulary file within one (1) business day of receipt of the file from the drug update vendor or receipt of online updates from DHS.
2.
Provide update, error reports, and audit trails to DHS within one (1) business day of completion of the update.
3.
Identify and correct any errors on the formulary file within one (1) business day of error detection.
4.
Provide the quarterly drug listings to DHS by 10:00 AM of the fifth (5th) business day after the end of the quarter.
5.3.2.4 Prospective Drug Utilization Review (ProDUR)
POS supports the Prospective Drug Utilization Review (ProDUR) process, which provides alerts to possible drug-to-drug interactions and other therapeutic management requirements. The POS contractor performs the ProDUR functions. 
DHS currently contracts with IFMC to perform retrospective drug utilization (RetroDUR) review of pharmacy claims. IFMC subcontracts the RetroDUR function to the Iowa Pharmacy Association.
5.3.2.4.1 Objectives
The primary objectives of the ProDUR function are:
1.
Provide a prospective and concurrent review of prescription practices at the pharmacy and member level to assure appropriate and beneficial use of pharmaceuticals.

2.
Ensure that step therapy has been provided when appropriate.
5.3.2.4.2 Interfaces
The POS ProDUR function interfaces with the following:
5.3.2.4.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

1.
The POS component interfaces with the Medical Services component of the MMIS.
5.3.2.4.2.2 Interfaces With External Entities

1.
The POS component interfaces with Providers.
5.3.2.4.3 State Responsibilities
DHS is responsible for the following ProDUR functions:
1.
Approve the POS contractor's ProDUR criteria and methodology.
2.
Approve all messages used in ProDUR alerts.
3.
Monitor the contractor's performance of the ProDUR function.
5.3.2.4.4 Contractor Responsibilities
The POS contractor will provide an integrated prospective drug utilization review system (ProDUR) system via the POS function to ensure appropriate use of pharmaceuticals and to identify potential abuse or misuse of drugs. This system must provide the capability to alert pharmacy providers to potential problems at the time a claim is submitted.
The contractor responsibilities for the ProDUR function are:
1.
Provide an automated, integrated online, real-time ProDUR system that incorporates the use of the POS capabilities.
2.
Support prospective drug utilization (ProDUR) review activities through the POS system, as required by DHS.
3.
Compare a prescription claim against member claims history and explicit predetermined standards, including monitoring for:
· Therapeutic appropriateness
· Overutilization
· Underutilization
· Appropriate use of generic products
· Therapeutic duplication
· Drug-disease contraindications
· Drug-pregnancy contraindications
· Drug-drug interactions
· Incorrect drug dosage or duration of drug treatment
· Clinical abuse or misuse
4.
Provide a methodology to validate that step therapy has been provided when appropriate.
5.
Generate alerts based on clinical or program compliance issues associated with a member's prescription for the pharmacist to evaluate.
6.
Maintain flexible, user-controlled parameters to adapt the situations in which particular online ProDUR messages will be generated.
7.
Allow providers to cancel or override a ProDUR message and/or be able to comment on the ProDUR messages.
8.
Provide information and data, as required by DHS, to support ProDUR criteria or criteria enhancements.
5.3.2.4.4.1 Enhancements to Current Functionality
1.
Provide a quarterly report of drug ranking by ProDUR alerts generated with user-defined sort capabilities.
2.
For ProDUR editing, update both the database and algorithms on at least a monthly basis or upon request by DHS.
3.
Generate a quarterly report showing cost-savings as a result of ProDUR alerts and denials.
5.3.2.4.5 Inputs
The following are the primary inputs to the ProDUR function:
1.
Pharmacy claims submitted via POS
2.
ProDUR criteria updates
5.3.2.4.6 Outputs
The major outputs of the ProDUR function are listed below:
1.
Provide ProDUR criteria update and error reports.
2.
Provide monthly summary and detail reports showing the frequency of each ProDUR message for each provider with totals for all providers.

3.
Provide a quarterly report of drug ranking by ProDUR alerts generated.
4.
Provide a quarterly report of cost saving resulting from ProDUR alerts and denials.
5.3.2.4.7 Performance Standards
The performance standards for the ProDUR function are provided below.
1.
Provide ProDUR criteria for new drugs within two (2) weeks of a drug’s introduction.
2.
Provide the ProDUR criteria update and error reports within one (1) business day of the update.
3.
Provide the monthly ProDUR reports by 10:00 AM of the third business day after the end of the month.
4.
Provide quarterly reports by 10:00 AM of the fifth (5th) business day after the end of the quarter.
5.3.2.5 Drug Rebates
The purpose of the Medicaid drug rebate program is to identify drugs dispensed by manufacturers and request any associated rebate from the manufacturers consistent with Federal regulations. Using the NDC code and the Drug Rebate Manufacturer Agreement data, the contractor determines totals, by manufacturer, of the amount of all drugs prescribed for Iowa Medicaid members covered by the agreement. Claims for non-Medicaid members or pharmacies receiving drugs under the 340(b) program as identified by the Health Resource Services Administration (HRSA) are not included in the totals.
In Iowa, the Fiscal Agent currently performs all drug rebate functions, as prescribed by State and Federal regulations. This Fiscal Agent calculates the amount of rebate owed by each manufacturer and generates the respective invoices. As rebates are received, the Fiscal Agent updates the rebate management system and the MMIS claims history files. The Fiscal Agent is also responsible for resolving all disputes with manufacturers. 
The Fiscal Agent also tracks drug manufacturer disputes, and resulting resolution, as part of their rebate management responsibility. Updates to the CMS 64 financial tracking are also required to report drug rebate collections. The quarterly Drug Rebate Manufacturer Agreement data from CMS is processed as part of the drug rebate function. 

The entire drug rebate function will be transferred to the POS contractor as a result of this procurement.  The POS contractor may take over the existing drug rebate software or provide their own automated system for billing manufacturers and accounting for rebate collections. 

5.3.2.5.1 Objectives
The primary objectives of the Drug Rebate function are:
1.
Identify drug claims eligible for rebates.
2.
Invoice drug manufacturers for rebates due.
3.
Collect drug rebate funds from manufacturer.

4.
Provide a complete accounting of rebates due, corrected and outstanding.

5.3.2.5.2 Interfaces
The Pharmacy POS component interfaces with CMS for quarterly rebate updates and with drug manufacturers to resolve billing problems.

5.3.2.5.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The Pharmacy POS component has no interfaces with other MMIS components for the drug rebate function.

5.3.2.5.2.2 Interfaces With External Entities

The Pharmacy POS component interfaces with the following external entities for the drug rebate function:

1.
CMS for quarterly rebate update

2.
Drug manufacturers to resolve billing problems.

5.3.2.5.3 State Responsibilities
DHS is responsible for developing and providing policy to the Pharmacy POS contractor on the drug rebate program. DHS also sets performance standards for timeliness, accuracy and funds recovery under the rebate function.
5.3.2.5.4 Contractor Responsibilities
The Pharmacy POS contractor has the following responsibilities under the drug rebate program: 

5.3.2.5.4.1 Federally Required Drug Rebates

1.
Maintain a drug manufacturer data set with data necessary for processing drug rebate claims, including the capability of calculating variable Federal Medical Assistance Percentage and billing interest on past due accounts.
2.
Maintain the drug rebate system, including programs and data in a configuration that can be easily transferred, to a new contractor, through a standard procurement process, or to the State.
3.
Store and capture appropriate data for management of the drug rebate program including maintaining a file of participating drug manufacturers, identifying claims subject to rebate collection, calculating the rebate amount and generating rebate invoices and reports.
4.
Calculate the drug rebate amount based on drug claims paid during the quarter.
5.
Process billings of all rebate claims subject to rebate collections and prepare and mail invoices to drug manufacturers. Include on the invoices submitted to manufacturers all of the following:
· State Identification
· Rebate period and year for which the data applies
· The NDC number
· Total units paid for, by NDC, during a rebate period
· Product name (FDA registration name)
· Total amount of rebate that the state claims for each NDC
· Total number of prescriptions paid for during the rebate period by NDC number
· Rebate amount per unit and the total amount paid during the rebate period by NDC number to verify rebate payment
6.
Verify the accuracy of utilization data for drugs with data edits including, but not limited to, unit types appropriate for the NDC, units match the amount paid and the amount paid is appropriate for the drug. Those drugs, identified by NDC number, for which the number of units has been rounded, are shown by a rounding indicator for the number of units dispensed.
7.
Maintain a drug manufacturer data set with data necessary for processing drug rebate claims, including the capability of calculating variable Federal Medical Assistance Percentage and billing interest on past due accounts
8.
Provide access to a minimum of five (5) years of drug rebate data online; archive data over five years and allow retrieval within twenty-four (24) hours of a request.
9.
Process the quarterly rebate tape from CMS, which displays the drug unit rebate amount for all covered drugs of participating manufacturers.
10.
Receive and process drug rebate payments from the drug manufacturers, a process that includes the following functions:
· Obtain a completed CMS form 302, Remittance Advice Report, from each manufacturer within 30 calendar days of mailing the drug utilization information
· Follow-up by phone or mail, with each manufacturer who has not submitted a completed Remittance Advice Form within the 30-day time period
· Maintain an accounts receivable system to track all paid and unpaid invoices and adjustments.  This accounts receivable system must meet all Iowa and DHS accounting requirements.  
· Deposit rebate checks in a designated, interest bearing, bank account

· Send, on a monthly basis, all drug rebate funds collected to DHS
11.
Submit a quarterly report to DHS on the drug rebate information required for the CMS 64.9R report.

12.
Submit a monthly report to DHS, showing by quarter, the total amount invoiced, amounts collected and unpaid amounts of drug rebates.
13.
Submit a quarterly file to CMS of drug utilization data invoiced to drug manufacturers for the quarter.
14.
Perform dispute resolution on invoices questioned by manufacturers. Attempt to resolve any data inconsistencies identified by manufacturers prior to submission of the Remittance Advice Form from the manufacturer. Perform the following dispute resolution activities:
· Contact the manufacturer, in writing or by phone, within ninety (90) calendar days of receipt of a Remittance Advice Form containing disputed amounts to discuss the dispute and to present a preliminary response to the disputed items. Retain supporting documentation of resolved disputes for at least seven (7) years from the date of the resolution.
· If the dispute is not resolved within 150 calendar days of receipt of a disputed Remittance Advice Form, provide the manufacturer with drug utilization data. Include the zip code level data, pharmacy level data, sampling of pharmacy claims or historical trends on those items in dispute and other types of drug utilization data used by the manufacturer to identify disputed items.
· Complete negotiations within 240 calendar days of receipt of a Remittance Advice Form with unresolved disputes.
· Refer disputes that remain unresolved after negotiations, to DHS.
· Calculate the interest due, as specified by CMS, on any disputed amounts.
15.
Process and send quarterly drug rebate reports and bills to manufacturers on rebate details and amounts due, and control reports for the State to track rebate recoveries.

5.3.2.5.4.2 Supplemental Drug Rebates

1. Negotiate state supplemental rebate agreements with pharmaceutical manufacturers in a format approved by DHS.

2. Provide DHS with access to all supplemental rebate agreements and related documentation.

3. Ensure that supplemental rebates are more than the federal rebates and in compliance with federal law.

4. The terms of the supplemental rebate agreement with each pharmaceutical manufacturer shall be confidential and shall not be disclosed except to DHS.

5. Provide supplemental rebate calculations including National Drug Code (NDC) information necessary to invoice pharmaceutical manufacturers within 30-45 days after receipt of the CMS Federal Rebate file.

6. Submit the supplemental rebates to DHS in the format and schedule approved by DHS.

7. Provide a Drug Rebate System to manage and support the supplemental drug rebate program.
8. Assist DHS in dispute resolution activities with pharmaceutical manufacturers as they pertain to supplemental rebate calculations.

9. Subject to DHS approval, manage all aspects of processing rebate agreements.

10. On a quarterly basis, invoice participating manufacturers based on their utilization activity and collect all supplemental rebates following procedures established by DHS/as agreed to by the parties. Deposit the supplemental rebates into the Department’s recoupment account according to procedures established by DHS. 
11. Provide to DHS monthly and ad hoc reports in a format approved by DHS on the performance of the PDL and supplemental rebates. Quarterly reports are due by the 10th day of the month following the end of each quarter.
12. Provide a weekly savings report to DHS or it's designee indicating the savings associated with the PDL and supplemental rebates. Reports will be delivered to DHS in a format approved by DHS. 
5.3.2.5.5 Inputs
The inputs to the Drug Rebate function are:
1.
Paid pharmacy claims
2.
CMS quarterly updates
3.
Disputed invoices
5.4 Data Warehouse / Decision Support Component

The Services Tracking, Analysis, and Reporting System (STARS), operated by the Medicaid Fiscal Agent, serves as DHS’ present Decision Support System (DSS) for Medicaid data. Iowa plans to replace the STARS capability by loading Medicaid data on the existing DHS Enterprise Data Warehouse and building analytical capability to support user requests.  The Data Warehouse/Decision Support (DW/DS) contractor will be responsible for providing technical support and training to DHS data warehouse users and developing queries and reports to fulfill the analytical needs for the Iowa Medicaid Enterprise. 

Iowa currently utilizes a Microsoft SQL server to house the DHS data warehouse, which presently contains data for DHS programs other than Medicaid. Prior to the contract awards resulting from this RFP, The Iowa Information Technology Enterprise (ITE) plans to load Medicaid data, beginning with at least five (5) years of historical data, to the current data warehouse.  The DSS will be deployed through the use of a staging server and database for data integration and cleansing with production data being made available through production data marts (physical databases).  The number of data marts along with the size and data contained within each data mart will be determined as part of the business analysis and reporting requirements.  ITE will also provide its existing set of decision support tools for access and manipulation of the data. 

The DW/DS contractor will be responsible for analyzing the architecture and existing query and report capability of the Enterprise Data Warehouse, comparing this current capability with the functionality requested by this RFP, and collaborating with ITE and DHS in order to develop the enhanced functionalities requested.  The contractor will participate in the design and deployment of the data marts to ensure they meet DSS reporting and analytical needs.  The contractor will also provide training on warehouse capabilities and query/report design to DHS users and staff from the other Iowa Medicaid Enterprise contractors.  The DW/DS component contractor will provide this support during the start-up and implementation phases and will provide ongoing query design and technical expertise to DHS and the component contractors during the operational phase of the DW/DS contract.  DHS will at some time during the course of the DW/DS contract transition the MARS and SURS functionality from the Core MMIS component to the DW/DS component.
The Medicaid segment of the Enterprise Data Warehouse (referred to hereafter as the DW/DS system) should have the flexibility to meet both current requirements and proposed changes in the format and data requirements of Federal statistical reporting without major reprogramming expense. The reports must be in a format acceptable to the State and/or CMS and must not require manual intervention or manipulation of data. 

The proposed DW/DS system is intended to provide data analysis and decision-making capabilities and access to information, including online access to flexible, user-friendly reporting, analysis, and modeling functions. Iowa will provide front-end query and analysis tools, report writing tools, and tools for data access and modeling.   

The DW/DS system is intended to provide decision-making support, with an emphasis on semi-structured and non-structured queries and reporting. It should also offer the ability to easily detect, analyze, and report patterns in Medicaid program expenditures and utilization as well as access to costs, use, and quality of care. Iowa is particularly interested in the potential of disease management as a tool for improving quality of care and promoting cost containment. DHS is looking to the DW/DS system to provide capability in data analysis for use in disease management protocols. DHS expects users to be able to view reports at a workstation, eliminating the need to print and distribute reports.
The DW/DS system will be a relational database that includes the full claim record for adjudicated and suspended claims and other recipient, provider, reference, prior authorization, and financial transaction data from the MMIS.  Iowa expects to include on the DW/DS all State-provided funding source data, financial adjustments, and other expenditures that are not processed in the MMIS.  
The DW/DS system should include summary level databases from extracts to provide quick response times for reports. The DW/DS system must further provide online report and data extraction capabilities that allow the user to access and manipulate information. The data provided by the DW/DS system supports group and independent decision-making and integrates decision making among organizational levels. Information obtained via this reporting capability can be used for research, planning, and investigation purposes.
DHS will be the point of contact for the DW/DS contractor regarding interaction with ITE on Data Warehouse operations.  DHS will coordinate communication between the DW/DS contractor and ITE and negotiate any upgrades to required ITE capability. 

5.4.1 Contractor Start-Up Activities

During its start-up activities the DW/DS contractor will confirm the configuration of Medicaid data in the Enterprise Data Warehouse, evaluate the tables housing the Medicaid data, evaluate existing query tools, train State users in the use of the query and reporting tools, and work with State users in defining additional queries. The specific requirements for development and implementation of the DW/DS system are defined in the following tasks.

5.4.1.1 Planning Task

The DW/DS contractor will prepare a plan for assuming the business responsibilities of the DW/DS component.  These responsibilities include evaluating the Medicaid data in the data warehouse, developing training for DHS and component contractor users on existing query/reporting capabilities and building new queries and reports, as necessary.  This plan will include all of the activities identified below for each task, including acquiring necessary resources and coordinating schedules with DHS and other component contractors who will have access to the data warehouse. The detailed work plan, which will be based on the work plan presented in the bidder’s proposal, will be integrated by the Core MMIS contractor into the overall Iowa Medicaid Enterprise project work plan. 

Because this procurement will contain multiple awards, requires operation of the MMIS and Data Warehouse / Decision Support on State hardware, and involves co-location of all contractor and DHS staff at a single State location, the planning task takes on added significance. State staff will retain overall responsibility for integration of the Iowa Medicaid Enterprise components, but the Core MMIS contractor has the lead responsibility for interfaces with all the separate component contractors.

DHS will use the integrated project plan to coordinate the respective responsibilities of the component vendors during the DDI phase. This master Iowa Medicaid Enterprise project plan will incorporate key interfaces between the component vendors and determine the sequence of development for the components. Representatives from each of the separate contractors will participate with the State to coordinate the implementation of the entire system.  

DHS will use an Implementation and Support Services (I&SS) contractor to lead the coordination effort between all successful bidders.  This includes both systems integration considerations and development of the operational logic for the Workflow Process Management system.

Planning task activities are discussed below.

5.4.1.1.1 Planning Task Activity

The bidder must present a structured approach for the evaluation and development of the query capability on the Medicaid data on the Enterprise Data Warehouse.  The approach should provide for the analysis and query of Medicaid data on the data warehouse in an efficient and timely manner with minimal impact on DHS, other component contractors, and other users of Medicaid data. 

Project planning activities will include but not be limited to the following:

1
Establish approved project team that will be responsible to review and define all general DW/DS requirements, review and discuss project timelines, make resource assignments, and establish reporting requirements and communication protocols with the DHS project manager.

2.
Prepare the work plan for approval by the DHS project manager. This plan will encompass all DDI Phase activities with resources assigned to each task. The contractor will update the work plan (in the media identified by DHS) twice monthly. 

3.
Obtain DHS approval of the formats for all plans and deliverables. The contractor will provide sample formats for all plans, documentation, and other deliverables in its proposal. During the planning task, the contractor will present the formats to DHS for approval.

4.
Obtain training, if necessary, and utilize the DHS-approved Workflow Process Management system and project management system provided by the Core MMIS contractor for project control and reporting. 

5.
Present the DW/DS project definition and the project plan to DHS, and obtain DHS approval to proceed.

5.4.1.1.1.1 State Responsibilities

The DHS responsibilities for the Planning Task are:

1.
Obtain project location for co-location of contractor and DHS staff.

2.
Approve project staff.

3.
Provide access to all current MMIS documentation and State IT requirements.

4. 
Coordinate planning effort with ITE. 

5.
Review and approve formats for all plans, documentation, and other deliverables required as part of the contract.

6.
Review and approve planning task deliverables.

7.
Review and approve project control and status reporting protocols.

8.
Provide official approval to proceed to the Requirements Confirmation Process upon completion of all project initiation task activities.

5.4.1.1.1.2 Contractor Responsibilities

The contractor responsibilities for the Planning Task are:

1.
Prepare and submit staffing/facility plan to DHS for approval.

2.
Prepare and submit detailed work plan to DHS for approval.

3.
Present formats for all plans, documentation, and other deliverables to DHS for approval.

4.
Work with DHS on joint data security plan.

5.
Work with DHS on joint disaster recovery plan.

6.
Prepare and submit documentation standards to DHS for approval

7.
Prepare and submit project control and project management plan for the DW/DS component to DHS for approval.

8.
Prepare and submit training plan for DW/DS users

5.4.1.1.1.3 Deliverables

The contractor will provide the following deliverables for the Planning Task:

1. Facility/Staffing plan

2. Detailed work plan

3. Formats for all plans, documentation, and other deliverables 

4. Documentation standards plan

5. Project control and project management plan

6. Training plan

7. Report Management plan to include the following for all regularly scheduled reports:

· Responsible person for the report
· Distribution list for the report

· Frequency of update

· HIPAA issues (if any)

· Business definitions of data included in the report

· Tracking data presented back to the Staging database, from that point, ITE would be responsible for tracking data to the underlying source.  There will be some overlap at the data mart level.

8. User Group Management plan based on reporting, analytical and HIPAA requirements.
5.4.1.2 Development Task

During the development the contractor will evaluate the architecture, data configuration and current query capability of the DW/DS system and develop new queries or required reports to meet the Medicaid Enterprise responsibilities. This task consists of the requirements analysis, system design, and system development and testing activities. The work plan prepared as part of the Planning Task needs to identify all the development task activities and dates for accomplishing the responsibilities.

The bidder must explain its approach to developing the user requirements. The bidder must also describe the proposed system development methodology and the type of tools, if any, planned for use in the development task.

5.4.1.2.1 Requirements Analysis Activity

The DW/DS system must meet all the functional as well as technological requirements for the Iowa Medicaid Enterprise before it can be operational. A comprehensive requirements analysis is the key to ensure such compliance. The bidder must explain its approach to developing the user requirements for the DW/DS component of the Iowa Medicaid Enterprise.

The following sections provide the specific requirements for the Requirements Analysis activity.

5.4.1.2.1.1 State Responsibilities

The State responsibilities for the Requirements Analysis activity are identified below. DHS will share responsibilities with ITE for these activities.

1. Provide documentation on the current DHS data warehouse architecture, the MMIS data and data to be obtained from other sources.

2. Respond to contractor inquiries related to data to be included in the data warehouse.

3. Provide a list of the query and reporting tools currently licensed by DHS. 

4. Provide state resources as agreed to in the detailed implementation plan.

5. Provide data security and disaster recovery support for contractor

6. Monitor work plan activities related to the requirements confirmation.

7. Review and approve all deliverables

5.4.1.2.1.2 Contractor Responsibilities

The contractor responsibilities for the Requirements Analysis activity are:

1. Update work plan tasks and provide update plan to DHS.

2. Conduct walkthrough of requirements approach.

3. Review and understand all Iowa data warehouse requirements, including State data center environment.

4. Conduct in-depth analysis of all user requirements.

5. Prepare the query and reporting requirements with appropriate descriptions, charts, diagrams, and identification of query and reporting tools for review by DHS and other users and for approval by DHS. The state prefers to use the query and reporting tools for which it currently has licenses if these tools will meet the requirements described later in this section. If the current tools cannot meet the requirements, the contractor will identify additional tools that will be needed to meet the requirements. 

6. Conduct structured walkthroughs of the DW/DS requirements and obtain DHS approval. 

7. Coordinate work activities with the other Iowa Medicaid Enterprise components.

5.4.1.2.1.3 Deliverables

The contractor will provide a Requirements Analysis Document, including:

1. Proposed alterations to the data model for the data warehouse, including data elements to be captured, and their derivation, definition and use

2. Proposed alterations to the business process models for the data warehouse update, query, and reporting processes. 

3. Metadata management requirements 

4. Workflow process management requirements

5. Proposed alterations, if any, to final formats for all input and output files

6. Proposed changes to interfaces and data acquisition processes

7. Proposed updates, if any, to data warehouse architecture document

8. Hardware/software platform configuration chart

5.4.1.2.2 Systems Design Activity

The system design activity under the DW/DS component is limited to any enhancements ITE may be making to the Enterprise Data Warehouse architecture, or data marts to accommodate required functionality under the RFP, and actual query and report development by contractor. The proposed systems design must address all the functionality and operational requirements of the DW/DS component. The DW/DS system component must provide for all of the data and information access requirements of State users, other component contractors, and outside stakeholders. 

5.4.1.2.2.1 State Responsibilities:

The State responsibilities for the Systems Design activity are described below. DHS will share responsibility for this activity with ITE:

1. Provide State resources as agreed to in the work plan.

2. Provide data security and disaster recovery support for contractor

3. Respond to contractor inquiries related to data to be included in the data warehouse.

4. Monitor contractor activities related to the system design.

5. Review and approve any contractor deliverables from the system design process

6. Design any necessary upgrades to the data warehouse architecture

7. Coordinate work activities with other component contractors.

5.4.1.2.2.2 Contractor Responsibilities

The contractor responsibilities for the System Design activity are:

1. Prepare a Detailed System Design for any query and report development in the approved format and submit to DHS for approval. 

2. Prepare acceptance test criteria and data sets for testing, and submit to DHS for approval. Once the data sets have been approved, the contractor may use the same data sets for all testing activities.

3. Prepare all draft and final deliverables and provide walkthrough for State.

4. Obtain DHS approval of all deliverables.

5. Make staff available for the duration of the system design process.

6. Coordinate work activities with ITE through the DHS project director.

5.4.1.2.2.3 Deliverables

The contractor will provide the following deliverables for the System Design activity:

1. Design overview document for new queries

2. Metadata Management design

3. Updates to Data Dictionary

4. Detailed design documents for new queries

5. Acceptance test criteria and data sets

5.4.1.2.3 System Development and Testing Activity

The development and testing of the DW/DS system will be in accordance with the Detailed System Design approved by DHS, and the system will meet or exceed the functional and technological requirements prior-approved in the analysis and design activities.  During this activity, ITE and DHS will work with the component contractors who will interface with the data warehouse to ensure that all requirements for the component contractors are met.   The DW/DS contractor will support the testing activity led by ITE and test all new queries.

5.4.1.2.3.1 State Responsibilities

The State responsibilities for the System Development and Testing activity are described below.  DHS and ITE will share responsibility for these activities.

1. Provide State resources as agreed to in the work plan.

2. Lead the development, installation, and testing of the DW/DS system.

3. Establish all communication linkages required for the design activities.

4. Review and approve any contractor deliverables from the System Development and Testing activity.

5. Develop and install any upgrades to the proposed system 

6. Demonstrate that all hardware, software, and teleprocessing linkages are functional and will support the contractors’ requirements.

7. Develop and test all external and internal interfaces. 

8. Demonstrate system compliance with all timeliness, responsiveness, and accuracy issues.

9. Provide walkthrough of procedure, operations, and system documentation, security documents, and disaster recovery plans.

10. Coordinate work activities with the other component contractors.

11. Establish and monitor quality control procedures.

5.4.1.2.3.2 Contractor Responsibilities

The contractor responsibilities for the System Development and Testing activity are:

1. Update work plan tasks based on input from the State and other component contractors.

2. Develop and install any new queries for the Medicaid Enterprise Data Warehouse in a test mode on the ITE platform according to the specifications developed and approved by DHS in the Systems Design Process.

3. Test all aspects of the system both in a “unit test” mode and an “integration test” mode including: 

· Running the tests 

· Producing and reviewing test outputs

· Submitting final test results to DHS for approval

· Providing a weekly report of testing activity, including identification of test status (i.e., passed, failed, re-run)

4. Provide system walkthroughs and system demonstrations on query and report capability to DHS staff and its consultants.

5. Provide system walkthroughs and system demonstrations on query and report capability to other component contractors for system functions to be used by the component contractors.

6. Prepare all draft and final deliverables and provide walkthrough.

7. Obtain State approval of all draft and final deliverables.

8. Present weekly and monthly status reports to the State.

9. Establish and monitor quality control procedures.

5.4.1.2.3.3 Deliverables

The contractor will provide the following deliverables for the System Development and Testing activity:

1. Completed test criteria, including expected outcomes

2. System documentation

3. System user manuals

4. Test results document

5. Draft and final operating procedures document

5.4.1.3 Conversion Task

The Conversion Task includes the conversion and loading of all data to the data warehouse. The requirements for this task are provided below.

5.4.1.3.1 Data Conversion Activity

Conversion refers to the transfer all historical data files from the existing system/contractor to the new system, as well as acquisition of data from external sources.  In the case of the DW/DS system, ITE (in conjunction with DHS and the Medicaid fiscal agent) will be responsible for validating existing historical data and loading the data on the data warehouse. ITE plans to convert five (5) years of claims history from the current Iowa MMIS. The quality of this data has not been assessed by DHS.  The DW/DS contractor will provide a quality check on the converted data to assess the success of the conversion.   

The bidder must outline its approach for a limited quality check on the accuracy and completeness of the Medicaid data in the Enterprise Data Warehouse.  The bidder’s proposal must outline the following approaches to this quality process: 

1. Validating all files and tables were converted identifying any errors in existing data

2. Resolving data inconsistencies and missing data 

5.4.1.3.1.1 State Responsibilities

The State responsibilities for the Data Conversion activity are described below.  DHS will share responsibility for this activity with ITE,

1. Develop the conversion plan 

2. Identify the source(s) of all data to be included in the data warehouse.

3. Develop mapping documents and other deliverables for the data conversion activity.

4. Provide DW/DS contractor with all necessary documentation to verify conversion process.

5.4.1.3.1.2 Contractor Responsibilities

The contractor responsibilities for the Data Conversion activity are:

1. Develop a data conversion quality plan for the DW/DS system. 

2. Obtain approval from ITE and DHS on the data conversion quality plan.

3. Coordinate work activities with ITE, DHS and the incumbent Fiscal Agent through the DHS project director.

4. Implement the data conversion quality plan and provide ITE and DHS with findings and recommendations.

5.4.1.3.1.3 Deliverables

The contractor will provide the following deliverables for the Data Conversion activity:

1. Data conversion quality plan

2. Data conversion quality test results document

3. Recommendations for corrections of identified errors or deficiencies in Medicaid data on Enterprise Data Warehouse.

5.4.1.4 Acceptance Test Task

Acceptance testing allows the State users to confirm that the system meets all requirements and performs functions pursuant to State policy.  The system must be fully functional including processing all updates and providing the required query and reporting function. ITE and DHS will designate adequate time and resources for this task and coordinate the schedule with the DW/DS contractor and other component contractors. Since the DHS data warehouse is already operating on a server at the State data center, under the direction of State employees, the Acceptance Test is primarily a confirmation of the addition of Medicaid related data to the data warehouse.  This confirmation is primarily a State activity.  The contractor’s responsibility will be limited to testing query and reporting tools, queries and reports, and helping ITE in troubleshooting data problems.   

Acceptance tests will focus on two major activities:

· Structured System Test

· Operations Readiness / Operability Test

Also during the Acceptance Test Task, the contractor will complete plans for occupancy of the Iowa operations facility. This activity includes confirming with DHS project staff the location and arrangement for Contractor’s staff, installation of any Contractor supplied computer equipment, and connecting all required equipment to the State IT network.

5.4.1.4.1 Structured Systems Test Activity

The Structured System Testing will focus on the testing of all system functions for their completeness and accuracy. This activity will involve generating test scenarios and test conditions and ensuring that the system performs as expected. The contractor will be responsible for tracking and responding to any problems identified in the standard queries developed for the Iowa Medicaid Enterprise users, and supporting ITE in troubleshooting for faulty data or interfaces. The DW/DS contractor, along with ITE and DHS, are responsible for developing the test scenarios for their respective responsibilities and preparing a corrective action plan for problem correction and resolution. 

5.4.1.4.1.1 State Responsibilities

The State responsibilities for the Structured Systems Test activity are described below.  DHS and ITE will share this responsibility:

1. Prepare final structured system test plan, test scenarios and test transactions for their component responsibilities.

2. Approve contractor’s test plan and scenarios.

3. Provide oversight of the testing activity.

4. Approve test results.

5. Review and approve contractor’s resolution and results from re-test, if necessary

6. Prepare corrective action plan for State identified deficiencies.

7. Provide hardware, software, and data support for contractor and consultant staff.

5.4.1.4.1.2 Contractor Responsibilities

The contractor responsibilities for the Structured Systems Testing activity are:

1. Prepare structured system test plan, test scenarios and test transactions.

2. Coordinate work activities with ITE, DHS and other component contractors through the DHS project director.

3. Conduct State and consultant training for the Structured System Testing task.

4. Conduct structured system test, executing structured system test cycles in accordance with the approved acceptance test plan.

5. Review test results, identify and correct errors.

6. Conduct re-tests as necessary.

7. Document and report results of structured system tests to DHS weekly, including errors identified and corrective actions taken.

8. Begin relocation of Contractor’s staff to Iowa Operations Facility.

5.4.1.4.1.3 Deliverables

The contractor will provide the following deliverables for the Structured Systems Test activity:

1. Problem tracking and resolutions document

2. Corrective action plan

3. Structured system test results document

4. Updated user documentation

5. Updated operating procedures document

6. Updated staffing plan and job descriptions for the operations phase

5.4.1.4.2 Operational Readiness and Operability Testing Activity

Operational Readiness and Operability Tests will be conducted with all component contractors and will focus on testing all contractors’ readiness to assume and start operations in all the following areas:

· Hardware and software installation

· Hardware operation

· Telecommunications

· Interfaces

· Staffing

· Staff training

· All system, user, and operations documentation

· Facility

· System security

· Confidentiality of data

· Report generation and distribution processes

· System backout procedures 

· Coordination of responsibilities with other component contractors.

The Operational Readiness and Operability Test will involve testing all the operations and hardware/software/telecommunications aspects of the Iowa Medicaid Enterprise. Each component contractor will be responsible for tracking and responding to all problem conditions reported in their areas of responsibility during the Operational Readiness and Operability Testing and preparing a corrective action plan for problem correction and resolution.  Because the Iowa ITE will be the lead for the Medicaid Enterprise Data Warehouse component, the contractor’s responsibilities under this activity will be limited to the query and report operation and support for ITE and DHS in troubleshooting problems.  

The key components of the Operational Readiness and Operability Testing are:

1. Complete operational readiness / operability test plan.

2. Schedule staff for the test.

3. Prepare test environment and load test data sets.

4. Conduct operational readiness / operability test.

5. Implement corrective action plan for all problems identified during operational readiness / operability testing.

6. Correct the problems and retest.

7. Prepare weekly test results document.

8. Monitor operational readiness / operability test results.

5.4.1.4.2.1 State Responsibilities

The State responsibilities for the Operational Readiness and Operability Testing Activity are described below. These responsibilities would be met by DHS.

1. With the assistance of the I&SS contractor, review and approve all operational readiness and operability check-off matrices.

2. Respond to contractor inquiries related to DW/DS requirements.

3. Review the operations readiness and operability test results and the list of all outstanding issues and problems resulting from these tests.

4. Approve corrective action plans developed by the DW/DS contractor.

5.4.1.4.2.2 Contractor Responsibilities

The contractor responsibilities for the Operational Readiness and Operability Testing Activity are described below.  Because the State ITE controls the data warehouse operation, they will also perform these functions as part of the overall Operational Readiness testing. 

1. Conduct all testing activities and report results to DHS.

2. Provide walkthroughs as deemed necessary by DHS.

3. Develop and implement a corrective action plan for all outstanding activities for review and approval by DHS.

4. Conduct training for State staff.

5. Conduct training for other component contractor’s staff.

5.4.1.4.2.3 Deliverables

ITE and/or the contractor will provide the following deliverables for the Operational Readiness and Operability Testing Activity:

1. Complete checklist matrix for all hardware and software.

2. Complete checklist matrix for all training activities

3. Complete checklist matrix for all interface activities

4. Complete checklist matrix for all documentation activities

5. Complete checklist matrix for all functional operations

6.  Complete checklist matrix for all data conversion activities.

7. Complete checklist matrix for all outstanding issues and problems with a plan to correct or resolve these issues

8. Updated operational procedures documents

5.4.1.5 Implementation Task

Implementation includes making all final corrections and changes to the system to meet deficiencies identified in the testing process.  For the DW/DS component, it means being able to update the data warehouse and support user queries and reporting functions. As the lead contractor, the Core MMIS contractor must assure the State that all interfaces are working and the required information for all processing and reporting is accessible. The number of components in this procurement, and the potential for several vendors increases the risk for failure at the implementation stage.

The Core MMIS contractor will take the lead in preparing the Iowa Medicaid Enterprise components to collectively meet CMS certification requirements. This responsibility includes working with the individual contractors to demonstrate that all certification requirements can be met. 

DHS staff must be given sufficient time to review all system, user and security documentation for completeness prior to implementation. The system response time and all user and automated interfaces must be clearly assessed and operational. A complete file transfer plan must be developed and executed. This plan must identify:

1. The name of each file, table, or database

2. Destination of transferred data

3. Transfer start and completion times

4. Location and phone numbers of person(s) responsible to execute the transfer

5. A complete fall back plan if the file transfer does not go as planned

5.4.1.5.1 State Responsibilities

The State responsibilities for the Implementation Task are described below.  These responsibilities would be met by DHS.

1. Provide State resources as agreed to in the work plan.

2. Respond to contractor inquiries related to program policy.

3. Review, comment, and if correct, approve all deliverables associated with this task.

4. Approve the corrective action plan developed by the contractor.

5.4.1.5.2 Contractor Responsibilities

The contractor responsibilities for the Implementation Task are described below. For the DW/DS system, these responsibilities would be met by ITE, unless otherwise noted. :

1. Develop and obtain DHS approval of an emergency backout strategy for the DW/DS component.

2. Produce and update all system, user, provider, and operations documentation.  The DW/DS contractor would share this responsibility with ITE.

3. Develop and obtain DHS approval of production schedule.

4. Develop and implement backup and recovery procedures.

5. Complete all other component contractor staff and State staff training.

6. Ensure that communications between State users and the DW/DS system have been established and meet performance requirements. 

5.4.1.5.3 Deliverables

The contractor will provide the following deliverables for the Implementation Task:  These responsibilities would be met by ITE, unless otherwise noted. 

1. Data warehouse update schedule

2. Software release plan

3. Results of operational readiness test

4. Emergency backout plan

5. Backup and recovery plan

6. Hardware, software, and facility security manual 

7. Final implementation checklist

8. Final documentation 

5.4.1.6 Operations Task

The operations task begins when the State has authorized all the contractor(s) to begin operation of their component(s), and shut down operation of the replaced system/contractor.  The operational responsibilities will involve meeting performance standards set by DHS for the various functions performed by the contractor(s).  Specific activities and accompanying performance standards will be different for each component, as detailed in the RFP sections.  

5.4.2 Operational Requirements

This section describes the operational requirements for the DW/DS component of the Iowa Medicaid Enterprise. 

5.4.2.1 Objectives

The primary objectives of the Data Warehouse/Decision Support component are to:
1.
Provide analytical and decision-making capabilities to Medicaid users through access to expenditure, demographic, and service utilization data, as well as the tools to extract and analyze data. Currently, this data is obtained by reviewing existing production reports, viewing online screens, or generating new reports through either ad hoc query requests to the Fiscal Agent (ACS) or from STARS.
2. Accommodate all levels of users and allow them to retrieve data without relying on programmers.

3.
Allow users to develop queries for modeling, data analysis, forecasting, and trend analysis.
4.
Support the budget forecasting process.
5.
Provide users with the capability to compare aggregate and summary level information and identify problems and opportunities.
6.
Provide maximal professional efficiency and effectiveness of managers and professional staff in their access, use, presentation and reporting of information.
7.
Provide non-technical end users with an extensive array of executive-level, powerful, and highly flexible capabilities to identify and test assumptions about the Medicaid program, including budget management, cost containment, utilization management, program operations, and quality of care. 
8.
Provide capability to make routine requests for summary information and one-time queries without relying on programmer analysts or other technical experts.
5.4.2.2 Interfaces

The DW/DS component will accumulate data from sources both internal and external to the MMIS.

5.4.2.2.1 Interfaces With Other MMIS Components

The DW/DS component will provide the following interfaces with other MMIS components:

1.
From the Core MMIS, the database will include the full claim record for adjudicated and suspended claims and other recipient, provider, reference, prior authorization, and financial transaction data.

2.
The DW/DS component will provide data for DHS staff and all other MMIS components for queries and reporting.

5.4.2.2.2 Interfaces With External Entities

The DW/DS component will provide the following interfaces with external entities:

1.
The DW/DS will include data from sources external to MMIS such as funding source data, level of care, financial adjustments, eligibility and service data coming through file updates between the MMIS and Title XIX and ISIS, encounter data from the HMOs and Iowa Plan and recipient, payment and encounter data for hawk-i recipients.
2.
Payment data not provided by the MMIS is accepted from the ICF/MR program, Medically Needy program, the Buy-In program, and RTS payment information from the FACS payment system.
5.4.2.3 State Responsibilities

ITE is responsible for maintenance and operation of the DHS data warehouse and will meet all system support requirements.  ITE is also responsible for all data updates and data integrity. DHS is responsible for defining the management needs for the Medicaid Enterprise Data Warehouse and sets all policy for its use. 

DHS is responsible for the following functions:
1.
Define overall MMIS data elements required for the data warehouse and approve parameters of standard reports.
2.
Prioritize requests for ad hoc reports and file extractions.
3.
Monitor DW/DS contractor performance.
4.
Submit appropriate information, as deemed necessary, to be merged with MMIS history file for reporting including budget data, Buy-In premium payment data, and Medically Needy data.
5.
Provide contract coordination between the other Iowa Medicaid Enterprise component contractors and the DW/DS contractor. 

ITE is responsible for the following functions:

1.
Provide the server for installation of the DW/DS component.
2.
Approve purchase of any new query tools requested by contractor.

3.
Validate data from intake sources and process updates to the data warehouse. 
4.
Ensure that data is updated correctly in data warehouse and work with the DW/DS contractor to correct any errors identified in the update process.  ITE and the contractor will be responsible for driving a data quality process to ensure bad data, once identified, gets corrected in the source and in the data warehouse.
5.
Maintain data history

6.
Provide update and balancing reports to DHS to verify the update process

7.
Provide capability to reverse a data warehouse update from MMIS or other data source if reprocessing is required due to erroneous data received
8.
Load budget allocations for various categories of service and eligibility groups for the fiscal year and measure expenditures on an ongoing basis
9.
Provide an automated update process to include data in the data warehouse from sources external to MMIS
10.
Monitor the amount of data stored in saved extracts on the database and the DW/DS system usage to insure that the performance standards are met
11.
Maintain and upgrade the DW/DS system on an ongoing basis to provide continuous improvements in performance and capacity
12.
Produce output on paper, micromedia, online display, and electronic media (e.g., magnetic tape, cartridge, PC-diskette, or COLD storage), as directed by DHS. The vendor must describe its preferred medium for producing, distributing and archiving all data output.
13.
Make available online, routine requests from queries and standard queries for management, such as budget, operations, and utilization statistics, to avoid the need to print and distribute hardcopy reports. Allow analysts wishing to review service delivery and utilization for a particular group, to obtain the information at their desk, eliminating need to search through hard copy reports.
14.
Include the following data in the data warehouse. Availability of some data is contingent upon consent and cooperation from the data source.
· All adjudicated claims
· Claims adjustments
· Claim specific and non-claim specific financial transactions
· Consolidated accounting ledger data
· Drug rebate invoice and collection data
· Collections
· Accounts receivable
· Recipient eligibility, demographic, beneficiary, enrollment, program, LTC client participation amounts, Lock-In, and roster history data
· BENDEX and SDX data
· Provider entity data
· CLIA data
· Reference data such as procedure, diagnosis, DRG, drug, and pricing
· Referral and pre-authorization data
· EPSDT 
· TPL
· Vital records
· Occupational licensing data
· Budgetary data
· Funding source data
· hawk-i encounters and eligibility
15.
Accept and load the member, payment and encounter data from hawk-i, the RTS payment data from FACS and the encounter information received from the University of Iowa, the HMOs, and the Iowa Plan TPA.

16.
Maintain system documentation for the DW/DS.
5.4.2.3.1 Enhancements to Current Functionality

1.
Update all file records (using input from the MMIS and other State agencies) concurrent with the State payment cycle (currently twice per month).
2.
Convert and store data at least as far back as July 1, 1997 for all required MMIS files, including encounter data, at onset of contract.
3.
Maintain a minimum of a rolling 10 full Fiscal Years of data history (beginning with July 1, 1997) for all required MMIS files.  The oldest year will be dropped once the current Fiscal Year’s data has been completely entered.
4.
Provide "update and balancing" reports to DHS to verify file updates on the data warehouse.
5.
For Rehabilitative Treatment Services the data warehouse will, at a minimum, capture:
· Recipient Name
· Service Type
· Date of Service
· Provider
· State Identification #
6.
Capture other medical payments made through the Iowa Financial Accounting System (IFAS). Such payments include: 
· HIPP Payments
· Medicare Buy-In Premiums
· Supplemental DSH Payments
· Supplemental IME Payments
· Other Gross Level Payments or Adjustments
7.
Capture recoveries for the State, as reported by other DHS contractors, or State agencies, including:
· Estate Recoveries
· TPL
· Drug Rebates
· MEPD Premiums
· Fraud and Abuse Recoveries
· Recipient Overpayment Recoupment
· Child Support Recoveries for Medical Support Payments
· Provider Overpayments
8.
Capture the Provider, Reference, Eligibility, EPSDT and Prior Authorization Files, as constructed on the MMIS.
9.
Provide a user-friendly graphical query language to construct database queries that accommodates varying levels of user skills (from the basic, occasional user to the power user).
10.
Schedule queries to run during 'off-peak' hours and to save generated data sets automatically in a variety of different formats (e.g., .xls, .dbf, .txt, and html) to a specified directory at DHS.
11.
Support online access to paid claims data to authorized contractors.
12.
Accept full claim record for HIPAA Compliant X12 837 formats.  This includes paid claims, denied claims, and adjustments.
13.
Accept complete encounter record, in format provided from MMIS.
14.
Accept Federal poverty level information provided by the U.S. Department of Labor, as printed in the Federal Register.
15.
Have the ability to establish a connection with Vital Records information.
16.
Accept information from other health care related databases, such as hawk-i and the Department of Public Health (DPH), as defined by the State.  These are database that include information such as:
· Recipient Information
· Encounter Information
· Provider Information
· Claim Information (if this becomes necessary)
17.
Provide the capability to import, export, and manipulate data files from various spreadsheet applications, word processing applications, database management tools, and the database.
18.
Interface with a variety of printers including laser, inkjet, dot matrix, and plotter.
5.4.2.4 Contractor Responsibilities

The DW/DS contractor is responsible for researching user requests, developing queries to meet these requirements and recommending upgrades to ITE to meet additional user needs. 
1.
In conjunction with ITE, provide and maintain complete DW/DS user documentation on the LAN in MS-Word format.

2.
Provide and maintain complete DW/DS user documentation on the LAN in MS-Word format. 
3
Provide online help including online data element and field look-up accessible to all users.
4.
Respond to DHS requests for information concerning the operation of DW/DS system and production of ad hoc reports.
5.
Provide four (4) full time technical analysts at the State’s disposal to train users in the development of specifications, research problems, review of production output and report formats, and to prepare specifications and produce reports of a more complex nature.  The four analysts will remain on site, at the Iowa Medicaid Enterprise office in Des Moines, for the duration of the contract. 
6.
Advise ITE and DHS of the potential benefits of the enhancements or upgrades, when newer versions of software used in DW/DS system become available.
7.
Develop and obtain ITE and DHS approval for criteria and procedures to purge saved extract files and purge the saved extract file data according to the approved purge process.
8.
Provide ad hoc reports as requested.
9.
Provide the following DW/DS analytical capabilities:
· Identify inpatient and preventive ambulatory episodes of care
· Evaluate cost containment and quality improvement initiatives
· Provide quality of care measurements, such as admissions, re-admissions, discretionary surgeries, complications of treatment, cesarean sections and death
· Identify high-cost cases to better focus utilization review and case management
· Analyze expenditures by data elements contained in the data warehouse
· Provide capability to support budget forecasting
· Analyze provider referral patterns and service delivery patterns
· Analyze billing practices by individual providers, provider types, or combination of providers
· Analyze the impact of changes made in the program
· Analyze and model proposed changes in program coverage, benefit coverage, or other characteristics
· Project the cost of program services for future periods based on past and current trends
· Compare current costs with previous period costs to establish a frame of reference for analyzing current expenditures
· Analyze the various areas of expenditures to determine areas of greatest cost or variance. Include adjustments in the expenditures.
· Review the utilization of services by various beneficiary categories, location, or other indicators to determine the extent of participation and relative cost
· Analyze progress in accrediting eligible Medicare Buy-In members and analyze the cost-effectiveness of purchasing coverage
· Review provider participation with respect to the number of members served and analyze the capacity of providers to handle projected service demands
· Review claims processing and payment information to determine if providers are being reimbursed without unnecessary delay
· Develop third-party payment profiles to determine where program cost reductions might be achieved
· Perform geographic analysis of expenditures, member participation, provider participation, etc.
10.
Provide a standard query via the DW/DS system to extract denied and pended claims for a provider to facilitate research and calculation of potential payable amounts for a provider. The query must include:
· Specification of parameters, including but not limited to provider number or numbers and claims types for inclusion or exclusion
· Extraction of claims for a specified date range
· Pricing of the claims in the universe of extracted data
· Elimination of duplicates within the universe of claims extracted
· Production of a report or data file for analysis of the potentially payable claims.
5.4.2.4.1 Enhancements to Current Functionality

1.
Develop and maintain a detailed user manual for the reporting capabilities. Include in the documentation, how to use the online request function and include examples of the types of reports that can be generated.

2.
Provide the initial DW/DS system training and ongoing technical support/assistance to DHS Staff, MPFCU Staff, and the Department of Public Health on the design and running of queries. This will include any necessary on-site assistance and support to users for understanding the uses of the DW/DS system. 
3. Allow for summary by State Fiscal Year, Federal Fiscal Year, calendar year, and any combination thereof, and year-to-date, fiscal year-to-date, from any point in time.

4. Track claims on both an incurred (date of service) and paid (date of payment) basis.
5.
Prioritize queries and reports according to state-defined parameters at the individual query/report level and at the user level. Update priorities based upon instructions from staff assigned by DHS to have the security and authority to prioritize requests.
6.
Generate random samples from all specified items (e.g., providers, recipients, claims) in the database, or from the results of a query, (e.g., all recipients under age 21, all providers with claims paid on specified dates).
7.
Construct and utilize compound expressions that evaluate more than one comparison at a time, using any valid combination of logical operators (AND, OR, NOT, IF, ELSE, THEN), comparison operations (<, < =, >, > =, <>, not equal to), and parentheses.
8.
Execute queries that perform unduplicated counts (e.g., unduplicated count of recipients receiving services), total counts (e.g., total number of services provided for a given aid category), or a combination of unduplicated or total counts.
9.
Have calculation capabilities including: sum, average, count, minimum, maximum, subtotaling and grand totaling, and simple and complex cross-tabulation.
10.
Have capability for entering user-defined headers, footers, columns, and rows with header/footer information including items such as: date, run time, and page numbers on reports.
11.
Produce a range of graph types for data presentation, including:
· Bar Chart
· Pie Chart
· Stacked
· Side-by-side Bar Charts 
· Single and Multiple Line Charts
· Three-Dimensional (3D) Graphs
· Tree Graphs
· Probability Plots
· Trend Lines
· Other common-use graphical presentation models
12.
Provide standard editing capabilities for graphing, as well as optional capabilities for shadowing, mirroring, highlighting, and flipping an axis.
13.
Summarize and compare utilization, costs, expenditures, and services.
14.
Provide trend analysis (as related to costs, utilization, expenditures, services, disease categories) for all elements in the database.
15.
Provide a flexible and easy to use, online capability for specifying query and report selection criteria (data element-specific for ad-hoc), query and report computation, sort, and format (report presentation) characteristics and the capability to save and view or print the criteria used by the query or report.
16.
Display and maintain a library of any current or add-on reports that are frequently being run.
17.
Estimate the query/report processing time to pre-define a maximum query/report processing time for both online and batch retrieval requests.
18.
Provide automatic and manual termination of queries that exceed state pre-defined processing time thresholds, including the capability for the user and/or system administrator level to manually terminate a query/report from the user workstation.
19.
Capture the user's ID for each query and report and store the processing time, by user ID, of the query or report.
20.
Provide geographical mapping capability.
21.
Provide a descriptive dictionary and/or users online help function with instructions.  This information will be included in the MS Word system documentation.
5.4.2.5 Inputs

The inputs to DW/DS system include the following data from MMIS:
1.
Claims history
2.
Member eligibility
3.
Provider
4.
TPL
5.
Reference
6.
EPSDT
7.
Nursing facility and waiver program
8.
Prior authorization
9.
Funding source
10.
Financial and budgetary
11.
Secondary inputs include demographic data on Iowa citizens and data from other public health databases
5.4.2.6 Outputs

The primary outputs from DW/DS system include ad hoc reports that will be provided in the following user-specified media: 

1.
Hardcopy
2.
Micromedia
3.
Online display
4.
Electronic media (magnetic tape, cartridge, or PC diskette)
5.4.2.7 Performance Standards

The performance standards for the DW/DS system are provided below.  Those standards that must be met by the DW/DS component contractor are preceded by an *. 
1.
Complete data warehouse bi-weekly updates from MMIS data within twelve (12) hours of completion of the bi-weekly payment cycle.  Any extraordinary updates will be performed in a timely and accurate manner at time intervals determined by DHS.2.
Resolve all data warehouse load errors within one (1) business day of identification of the error.
3.
Complete updates from non-MMIS data sources within twelve (12) hours of receipt of the valid data.
4.
Resolve all DW/DS system functionality errors within five (5) business days of identification of the error.
5.
*Complete complex ad hoc requests within two (2) business days of receipt of the request unless an alternate timeframe is approved by DHS.

6 Professional Services Components and Operational Requirements

The professional service components in this RFP include those responsibilities directly in support of the claims processing and data retrieval components identified in Section 4.  In addition, these activities promote the State’s responsibilities for service assessment and quality indicators. The professional service components include; Medical Services, Provider Services, Member Services, Revenue Collection, SURS Analysis and Provider Audits and Provider Cost Audits and Rate Setting.
6.1 General Requirements For All Professional Services Components

As reiterated throughout this RFP, Iowa’s intent in this procurement is to move the State toward a seamless delivery of services for members under the Medicaid program.  To that extent, all contractors, and the responsible DHS administrators, will be housed at a common State location as part of the overall Medicaid Iowa Medicaid Enterprise administration.  The potential for up to nine (9) separate awards from this procurement will place a premium on coordination of efforts. No single contractor, unless they were awarded all the RFP Components, can perform their required responsibilities without coordination and cooperation with the other contractors.  DHS will assume the role of contract monitor for all RFP Component contractors. Contractors that have demonstrated success in cooperative environments will be favored in this procurement. 
Interfaces from the respective Professional Services contractors’ data systems to the claims processing and information retrieval systems (MMIS, POS, and Data Warehouse) may be in the form of online updates or other file transfers. Pursuant to this concept, a Professional Services contractor will likely have online access and authority to update files on the MMIS and/or POS. Obviously, such updates require good communication between the respective contractors, and DHS, to assure the that maintenance is timely and transparent to the host system.  All Professional Services contractors must have the capability to meet the interface requirements for data transfer as described in the individual RFP component descriptions below.    
All Professional Services contractors will have access to the DHS Data Warehouse.  To the extent that their responsibilities require manipulation of data originating in the MMIS and POS, they (the Professional Services contractors) will be required to obtain the requisite staff with skill at querying Medicaid-related data and preparing reports for contractor and State use.
The following sections contain requirements to be met by all Professional Services component contractors. These requirements are in addition to the requirements specified later in this section for each Professional Services component.
6.1.1 Staffing Requirements

The State will require minimum standards for essential named staff for the Iowa Medicaid Enterprise. Iowa is only requiring a few key positions to be named for each component, consistent with the belief that the bidder should be in the best position to define the project staffing for the contractor’s approach to the RFP requirements. The staffing requirements for the Professional Services Contractors supporting the Iowa Medicaid Enterprise are discussed below.
General requirements for key personnel are as follows.
· The Account Manager must be employed by the bidder when the proposal is submitted.
· All key personnel must be employed by or committed to join the bidder's organization by the beginning of the contract start date. 
· Key personnel named in the proposal must be committed to the project from the start date identified in the table below through at least the first six months of operation. Key personnel may not be reassigned during this period. 
· Key personnel may not be replaced during this period except in cases of resignation or termination from the contractor’s organization, or in the case of the death of the named individual.
6.1.1.1 Key Personnel To Be Named
Bidders are expected to propose sufficient staff, with the requisite skills, to meet all requirements in this RFP, and make a satisfactory showing on the Performance Standards. The State has listed a limited number of key positions for which bidders must identify personnel and provide resumes. In addition bidders must provide representative job descriptions for other positions identified in the bidder’s organization for the Iowa contract.. The named positions for the Professional Services Component contractors, which require identified personnel and current resumes, include the following:
· Account Manager
· Implementation Manager (May be same as Project Manager) 
· Medical Director (Medical Services Contractor, only)
· Operations Managers (Minimum of two key positions)
Resumes must show employment history for all relevant and related experience and all education and degrees, including specific dates, names of employers for the past five (5) years, and educational institutions attended. For any individual for whom a resume is submitted, the percent of time to be dedicated to the Iowa MMIS must be indicated.
References for these persons, and for professional experience within the last five (5) years, must be included in the resume and must include the following:
· For each named key person, a minimum of three (3) professional references outside the employee’s organization.   References need to be relevant to the assigned duties of the key person in relation to the project.
· For each client project listed as a reference, provide the client's or customer's full name and street address and the current telephone number and e-mail address of the client's responsible project administrator or a service official of the customer who is directly familiar with the key person's performance and who may be contacted by DHS during the proposal evaluation process.
DHS reserves the right to check additional personnel references, at its option. 
The following chart illustrates the qualifications, start date, and any special requirements for key personnel who must be named for the Professional Services Components.

Table 4: Key Personnel for Professional Services Components
	KEY PERSONNEL

	Key Person
	Qualifications
	Start Date
	Special Requirements

	Account Manager
	Required: Three years of account management or major supervisory role for government or private sector healthcare payer or provider; Bachelor's degree

Desired: Previous management experience with Medicaid and MMIS operations; knowledge of HIPAA rules and requirements; 
	Contract signing date 
	May also serve as implementation manager. Must be 100 percent dedicated to the Iowa Medicaid project.

	Implementation Manager
	Required:  Five years experience in overall management or major supervisory role in implementation of a major healthcare contract. Bachelor’s degree


	Contract signing date 
	Must be 100 percent dedicated to Iowa Medicaid project until start of operations phase.  

	Medical Director
	Required: MD or OD with four years experience as Medical Director or senior manager for HMO, PRO or other administrative health care operation.in a program of equivalent scope to Iowa.  


	Six months prior to start of operations phase.
	May not serve in any other capacity

	Operations  Managers
	Required: Minimum four years experience managing a major component of a health care operation in an environment similar in scope and volume to the Iowa Medicaid program.  The experience could be in claims management, eligibility, financial controls, utilization review, managed care enrollment, call center management or provider services.

Desired: Bachelor's degree and four years' experience in managing health care operations.
	Six months prior to start of operations phase
	May not serve in any other capacity 


6.1.1.2 Special Staffing Needs

6.1.1.2.1 Professional Staff Requirements

All professional medical staff assigned to this account and working in Iowa must be licensed or certified for practice in the State of Iowa. In addition, professional medical staff must carry malpractice insurance.

6.1.1.2.2 Bonding

The Revenue Collection contractor must be bonded against loss or theft for all staff who handle or have access to checks in the contractor’s performance of its functions. 

6.1.1.2.3 Job Rotation

The contractor will be required to develop and maintain a plan for job rotation and cross-training of staff to ensure that all functions can be adequately performed during the absence of staff for vacation and other absences.

6.1.1.2.4 Coverage During Vacations for Sensitive Positions

The Contractor will be required to designate staff who are trained and able to perform the functions of sensitive positions when the primary staff member is absent on consecutive days of vacation.

6.1.1.3 DHS Approval of Key Personnel
DHS reserves the right of prior approval for all named key personnel in the bidder’s proposal. DHS also reserves the right of prior approval for any replacement of key personnel. DHS will provide the selected contractor thirty- (30) days to find a satisfactory replacement for the position except in cases of flagrant violation of state or federal law or contractual terms. DHS reserves the right to interview any and all candidates for named key positions prior to approving the personnel.  
6.1.1.4 Changes to Contractor’s Key Staff
The contractor may not replace, or alter the number and distribution of Key Personnel as bid in its proposal without the prior written approval of the DHS Contract Manager, which shall not be unreasonably withheld. Replacement staff will have comparable training, experience and ability to the person originally offered for the position. If the Project Director gives written approval of the termination, transfer, or reassignment of key personnel, such personnel will remain assigned to the performance of duties under this contract until replacement personnel approved by the Project Director are in place performing the key personnel functions. The Project Director may waive this requirement upon presentation of good cause by the contractor.

The contractor will provide the Project Director with fifteen (15) days notice prior to any proposed transfer or replacement of any contractor’s key personnel. At the time of providing such notice, the contractor will also provide the Project Director with the resume(s) and references of the proposed replacement key personnel. The Project Director will accept or reject the proposed replacement key personnel within ten (10) days of receipt of notice. Upon request, the Project Director will be afforded an opportunity to meet the proposed replacement key personnel in Iowa within the ten (10) day period. The Project Director will not reject proposed replacement key personnel without reasonable cause. The Project Director may waive the 15-day notice requirement when replacement is due to termination, death or resignation of a key employee.

6.1.2 Facility Requirements

6.1.2.1 Temporary Offices during Implementation Phase

After successful negotiation of contracts, all contractors are expected to establish temporary office in the Des Moines, Iowa metropolitan area.  Temporary office space will be needed between July 1, 2004 and January 1, 2005 while permanent facilities are being secured by DHS.  All costs associated with the temporary offices should be figured into the bidder’s Cost Proposal as part of the bidder’s overall fixed implementation price.  Cost overruns will not be billable to the State.  

6.1.2.2 Permanent Facilities

6.1.2.2.1 State Responsibilities

On or about January 1, 2005, DHS expects to have the permanent facilities for Iowa Medicaid Enterprise staff ready to be occupied.  At no cost to the vendor, DHS will provide the following:

· Office space for all Iowa Medicaid Enterprise contractors

· Desks, chairs, and cubicles

· Network infrastructure and network connections

· Personal Computers

· Software Licenses for commercially-available packages

· Phones and Fax machines

· Photocopiers and Paper

· Office Supplies

· Network Printers

· Licenses for Standard Microsoft Office packages

· Licenses for other non- Microsoft Office standard software, as necessary (e.g., Visio, MS Project)

Within the General Requirements section of the Technical Proposal, the bidder will provide DHS with the following information:

· Approximate square footage that is necessary to conduct each individual business function required for the RFP component that is under consideration

· Anticipated needs for the following:

· Manager’s Offices

· Cubicles

· Desks

· Chairs

· Phones

· Photocopiers

· Fax Machines

· Approximate number of computers that need to be connected to the network

· Estimated total number of staff including Key Personnel

· Anticipated Personal Computer needs (e.g., Processor speed, RAM, hard drive memory, monitor size, number of staff needing dual-screen monitor, CD burning capability, etc.)

The State will provide conference rooms at the Iowa Medicaid Enterprise offices for meetings between/among contractor personnel, State staff, providers, and other stakeholders.  DHS will also provide some additional workspace, desks, PCs, and telephones for State, Federal, or contracted consultant staff who are conducting reviews and assessments.

6.1.2.3 Courier Service

Due to the fact that all contractor and State staff will be co-located at the Iowa Medicaid Enterprise facility, it is not necessary for individual contractors to provide courier service as part of their services.  The Core MMIS contractor will provide courier service and will arrange for delivery pick-up and delivery of Iowa Medicaid Enterprise material to and from external entities.  Examples of external organizations where this may be necessary include: the Quality Improvement Organization (QIO), Medicare offices, and Ryun, Givens, Wenthe, and Company, among others.

6.1.2.3.1 Contractor Responsibilities

Contractors are expected to provide the following equipment:

· Proprietary or non- commercially available software (other than the standard commercial packages provided by DHS)

· Personal Workstation Printers

6.1.2.4 Contingency Plan

In the event that the Iowa Medicaid Enterprise facility is not available for full occupation, all affected Iowa Medicaid Enterprise contractors will maintain their temporary local offsite office space.  DHS will make every effort to identify any delays as early as possible.  If the contingency plan for office space is activated, Iowa DHS will reimburse applicable leasing fees upon invoice by the contractor.

6.1.3 Onsite and Offsite Expectations

6.1.3.1 Onsite Expectations

DHS expects all staff directly associated with the provision of contract services to the Iowa Medicaid Enterprise will be located at the Iowa Medicaid Enterprise facilities

6.1.4 General Start-Up Activities for Professional Services Contractors

This phase of the contract relates to all actions necessary for the implementation of the Iowa Medicaid Enterprise. DHS expects the bidder to explain clearly and succinctly their implementation approach to meeting all user and programmatic requirements. Each suggested activity is discussed below. DHS recognizes significant differences in the scope and complexity of the Professional Services contractors’ responsibilities.  The detail in the start-up activities for the respective contractors should reflect this level of complexity.

6.1.4.1 Planning Task

During this activity each contractor shall acquire knowledge of the Iowa medical assistance programs and the detailed requirements of the Iowa Medicaid Enterprise for its area of responsibility. The contractor will also review the proposed implementation plan with the DHS contract management staff and update the work plan to ensure complete understanding and integration of various implementation tasks and activities. 
6.1.4.1.1 Planning Task Activities
The bidder must present a structured approach to kick-off the project. The net effect of the approach should be the implementation of the required Iowa Medicaid Enterprise in an efficient and timely manner with minimal impact on providers, members, and DHS. 
Planning task activities will include but are not limited to the following:
1.
Establish contractor's DHS-approved project team and establish reporting requirements and communication protocols with the DHS contract manager.
2.
Establish contractor's temporary office site.
3.
Prepare the implementation plan with approval from the DHS contract manager.
4.
Utilize the DHS-approved project management system for the entire project control and reporting. 
6.1.4.1.2 State Responsibilities
DHS responsibilities for the Planning Task will be as follows:
1.
Approve project staff.
2.
Provide access to all current MMIS documentation.
3.
Provide responses to policy questions.
4.
Review and approve contract deliverables.
5.
Review and approve all plans required as part of the standard contract.
6.
Review and approve project control and status reporting protocols.
7.
Provide official approval to proceed to the Requirements Analysis activity upon completion of all Planning Task activities.
6.1.4.1.3 Contractor Responsibilities
Contractor responsibilities for the Planning Task will be as follows:
1.
Prepare and submit facility/staffing plan to DHS for approval.
2.
Prepare and submit Implementation Plan to DHS for approval.
3.
Prepare and submit preliminary transition plan to DHS for approval.
4.
Prepare and submit project control and project management plan to DHS for approval.
5.
Review and accept the turnover plan from the current contractor, if available.
6.1.4.1.4 Deliverables
At a minimum, the following deliverables must be included:
1.
Facility/staffing plan
2.
Implementation Plan
3.
Facility and data security plan
4.
Transition plan
5.
Documentation standards plan
6.
Project control and project management plan
6.1.4.2 Development Task
During the Development Task, the Professional Services contractors will conduct Requirements Confirmation activity to verify all requirements for their component. The contractors will also develop and obtain approval of their operations procedures, including working with the system component contractors to develop the interface requirements and to develop the workflow management requirements.
6.1.4.2.1 System Requirements Confirmation Activity
The proposed solution must meet all the functional as well as technological requirements before it can be operational. A comprehensive requirements analysis is the key to ensure such compliance. The bidder must explain its approach to developing the user requirements. 
6.1.4.2.1.1 State Responsibilities

DHS responsibilities for the Requirements Confirmation tasks are:
1.
Provide documentation on the current MMIS and other contractual responsibilities that make up the Iowa Medicaid Enterprise
2.
Provide access to the state Medicaid Plan.
3.
Respond to contractor inquiries related to program policy.
4.
Provide state resources as agreed to in the implementation plan.
5.
Review draft and final deliverables and provide timely feedback.
6.
Review and approve all deliverables from the Requirements Confirmation task.
6.1.4.2.1.2 Contractor Responsibilities
Contractor responsibilities for the Requirements Confirmation task are:
1.
Review and understand all Iowa Medicaid Enterprise requirements related to the contractor's area of responsibility.
2.
Conduct in-depth analysis of all user requirements related to the contractor's area of responsibility.
3.
Prepare a Requirements analysis for the contractor's responsibility (including all internal and external interfaces) with appropriate descriptions, charts and diagrams, for review and approval by DHS.
4.
In consultation with the DHS contract manager, prepare a schedule for structured walkthroughs of the contractor's Requirements Analysis.
5.
Ensure continued staff availability for the duration of the Requirements Analysis task.
6.
Coordinate work activities with the incumbent contractor and other Iowa Medicaid Enterprise component contractors.
6.1.4.2.1.3 Deliverables
At a minimum, the following deliverables must be included:
1.
Requirements Analysis Document, including:
· Business process models for all contractor automated and manual functions. 
· Final formats for all input and output documents
· Interfaces and data sources
· Recommended cycle times, report formats and frequencies, database updates, etc.
· Other issues affecting the Iowa Medicaid Enterprise implementation and recommended state or contractor action
6.1.4.2.2 System Design Activity
During the Design Task, each Professional Services component contractor will prepare its procedure manuals, hire and train its staff, and develop its interfaces to the Iowa Medicaid Enterprise systems in cooperation with the System Component contractors.
6.1.4.2.2.1 State Responsibilities
DHS responsibilities for the Design task are:
1.
Provide state resources as necessary
2.
Provide access to the state Medicaid Plan.
3.
Respond to contractor inquiries related to program policy.
4.
Review draft and final deliverables and provide timely feedback.
5.
Review and approve all deliverables from the Development task
6.1.4.2.2.2 Contractor Responsibilities
Contractor responsibilities for the Development tasks are:
1.
Update implementation plan tasks based on information from the state.
2.
Conduct approach walkthrough.
3.
Prepare acceptance test criteria and data sets for testing, and submit to DHS for approval. Once the data sets have been approved, the contractor may use the same data sets for all testing activities.
4.
Develop Workflow Process Management requirements for the component contractor's operation.
6.
Prepare all draft and final deliverables.
7.
Obtain state approval of all draft and final deliverables.
8.
Ensure continued staff availability for the duration of the Development task.
9.
Coordinate work activities with the incumbent contractor and other Iowa Medicaid Enterprise component contractors.
6.1.4.2.2.3 Deliverables
At a minimum, the following deliverables must be included:
1.
Updated process flow diagrams
2.
Workflow Process Management model.
3.
Draft procedure manuals
6.1.4.3 Acceptance Test Task
The system component contractors are responsible for Acceptance Testing of the entire MMIS, including the POS and DSS, to ensure that all components of the MMIS have been system tested and integration tested. The Acceptance test will also test the completeness and accuracy of conversion. The system component contactors will perform the following testing:
· Structured System Test
· Operations Readiness/Operability Test
· Pilot Test
The Professional Services component contractors will participate in the Operational Readiness / Operability Test and the Pilot Test to ensure that all applicable procedures are in place and that all interfaces are working correctly.
6.1.4.3.1 Operational Readiness and Operability Testing Activity
Operational Readiness and Operability Tests will focus on testing the contractor’s readiness to assume and start operations in some, or all of the following areas:
· Telecommunications
· Interfaces
· Staffing
· Staff training
· Provider training
· State staff training
· Workflow process management
· All operations documentation
· Facility
· Toll free and other phone lines
· Imaging operations
· System security
· Building security
· Confidentiality of data
· Report generation and distribution processes
· System back-out procedures
The Operational Readiness and Operability Test will involve testing all the operations and hardware/software/telecommunications aspects of the system. This test will involve preparing extensive checklists and testing all operational components of the MMIS against these checklists. The Professional Services contractors will be responsible for tracking and responding to all problem conditions reported in their area of responsibility during the Operational Readiness and Operability Testing and preparing a corrective action plan for problem correction and resolution. The key components of the Operational Readiness and Operability Testing are:
1.
Complete operational readiness/operability test plan.
2.
Schedule staff for the entire test.
3.
Prepare test environment and load test data sets.
4.
Complete operational readiness/operability checklist.
5.
Conduct operational readiness/operability test.
6.
Implement corrective action plan for all problems identified during operational readiness/operability testing.
7.
Correct the problems and retest.
8.
Prepare weekly test results document.
9.
Monitor operational readiness/operability test results.
6.1.4.3.1.1 State Responsibilities
DHS responsibilities for this task are:

1.
With the assistance of the I&SS consultant, review and approve all operational readiness and operability check-off matrices.
2.
Respond to contractor inquiries related to program policy.
3.
Monitor contractor activities related to the Operational Readiness and Operability Testing task.
4.
Review the operations readiness and operability test results and the list of all outstanding issues and problems resulting from these tests.
5.
Approve corrective action plans developed by the contractor (s).
6.1.4.3.1.2 Contractor Responsibilities
At a minimum, each Professional Services contractor will have the following responsibilities for this task:
1.
Develop a comprehensive check-off list of its start-up tasks and activities.
2.
Conduct testing of its activities and report results to DHS.
3.
Provide DHS assurance that all check-off activities have been satisfactorily completed and signed-off by DHS.
4.
Provide walkthroughs as deemed necessary by DHS.
5.
Develop and implement a corrective action plan for all outstanding activities for review and approval by DHS.
6.
Occupy the Iowa Medicaid Enterprise facility.
7.
Conduct training for its staff.
8.
Obtain a written sign-off from DHS to begin implementation.
6.1.4.3.1.3 Deliverables
The Professional Services contractors must provide the following deliverables, as appropriate to their Enterprise responsibilities, for the state's review and approval:
1.
Complete checklist matrix for the contractor's operations
2.
Complete checklist matrix for all training activities
3.
Complete checklist matrix for all interface operations
4.
Complete checklist matrix for all documentation activities
5.
Complete checklist matrix for all outstanding issues and problems with a plan to correct or resolve these issues
6.
Updated operational procedures documents
6.1.4.3.2 Pilot Test Activity
A Pilot Test will be conducted to confirm the stability and production readiness of the MMIS in a tightly controlled environment. The pilot test will be limited to selected providers. DHS will define the scope of the pilot test and will select providers to be included in the pilot test. The Professional Services contractors will be responsible for developing the details of the pilot test plan, if their functions are included.. Pilot testing will be conducted in an environment using fully operational components of the Iowa Medicaid Enterprise.
6.1.4.3.2.1 State Responsibilities
The DHS responsibilities for the Pilot Test are:
1.
Define the scope of the pilot test.
2.
Select providers to be included in the pilot test.
3.
Approve the pilot test plan and schedule.
4.
Monitor contractor operations and system performance during execution of the pilot test.
5.
Monitor contractor response and resolution of discrepancies or problems.
6.
Monitor the testing activities after correction of any problems.
6.1.4.3.2.2 Contractor Responsibilities
The contractor responsibilities for the Pilot Test, for those contractors included in the test, are:
1.
Develop and obtain approval of the pilot test plan.
2.
Develop and obtain approval of the pilot test schedule.
3.
Provide additional training and follow-up support to those selected providers and DHS staff who will participate in the pilot operations test.
4.
Execute pilot operations cycles according to the Operations Phase schedule approved by the State.
5.
Identify, document, and correct any discrepancies.
6.1.4.3.2.3 Deliverables
The deliverables for the Pilot Test are:
1.
Pilot test plan and schedule.
2.
Pilot test results.
6.1.4.4 Implementation Task
The Professional Services contractors must ensure that their responsibilities under the Iowa Medicaid Enterprise are ready to be implemented and that DHS approvals have been obtained to begin operations.  To be ready for implementation, the Iowa Medicaid Enterprise must satisfy all the functional and technological requirements specified in the RFP and documented during the requirements analysis and systems design activities. DHS staff must be given sufficient time to review all system, user and security documentation for completeness prior to implementation. The system response time and all user and automated interfaces must be clearly assessed and operational.
6.1.4.4.1 State Responsibilities
For implementation, DHS responsibilities are:
1.
Respond to contractor inquiries related to program policy.
2.
Review, comment, and if correct, approve all deliverables associated with this task.
3.
Approve the corrective action plan developed by the contractor.
6.1.4.4.2 Contractor Responsibilities
At a minimum, the contractor will have the following responsibilities for this task:
1.
Repeat portions of the operability test as requested by DHS.
2.
Develop and obtain DHS approval of an emergency back-out strategy.
3.
Produce and update all operations documentation.
4. Establish interfaces, as necessary, to other component contractors and DHS.
5.
Develop and obtain DHS approval of operations schedule.
6.
Develop and implement backup and recovery procedures.
7.
Complete all training.
8.
Obtain written approval from DHS to start operations.
6.1.4.4.3 Deliverables
At a minimum, the following deliverables must be included for the state's review and approval:
1.
Report distribution schedule
2.
Results of operational readiness test
3.
Emergency back-out plan
4.
Backup and recovery plan
5.
Final implementation checklist
6.
Final documentation and policy manuals
6.1.4.5 Operations Task
The operations task is the daily performance of all required activities by the new contractor. Because of the risk created by the complexity of this procurement, vendors will need to describe required coordination and safeguards to assure a successful operation of the enterprise MMIS.
6.1.5 Contract Management

The contract management function encompasses both automated and manual functions necessary to manage the components contractors operation and to report to DHS on the status of operational activities. These functions are primarily the responsibility of the contractor, following approval of the procedures from DHS.
6.1.5.1 State Responsibilities
The DHS Project Director for the Iowa Medicaid Enterprise is the principal contact with the component contractors and coordinates interactions between DHS and the component contractors. The DHS Project Director is responsible for the following activities:
1.
Monitor the contract performance and compliance with contract terms and conditions.
2.
Serve as a liaison between the component contractors and other State users.
3.
Initiate or approve system change orders and operational procedures changes.
4.
Assess and invoke damages for contractor non-compliance.
5.
Monitor the development and implementation of enhancements and modifications to the system.
6.
Review and approve completion of Iowa Medicaid Enterprise documentation.
7.
Develop, with participation from the contractor, the Report Card of contractor compliance with performance standards, negotiate reporting requirements and measure compliance.
8.
Review and approve components contractors' invoices and supporting documentation for payment of services.
9.
Coordinate State and Federal reviews and assessments.
6.1.5.2 Contractor Responsibilities
The components contractors are responsible for the following contract management activities:
1.
Develop, maintain, and provide access to records required by DHS and State and Federal auditors
2.
Provide reports necessary to show compliance with all performance standards and other contract requirements.
3.
Provide to DHS reports regarding components contractors' activities. The content and format of these reports are to be negotiated with DHS. The intent of the reports is to afford DHS and the components contractors better information for management of the contractor's activities and the Medicaid program.
4.
Prepare and submit to DHS requests for system changes and notices of system problems related to the contractor's operational responsibilities.
5.
Prepare and submit for DHS approval suggestions for changes in operational procedures, and implement the changes upon approval by DHS.
6.
Maintain operational procedure manuals and update the manuals when changes are made.
7.
Ensure that effective and efficient communication protocols and lines of communication are established and maintained both internally and with DHS staff. No action shall be taken which has the appearance of or effect of reducing open communication and association between DHS and contractor staff.
8.
Meet regularly with all elements of the Iowa Medicaid Enterprise  to review account performance and resolve issues between contractor and the State.
9.
Provide to DHS weekly progress reports on component contractor's activity.
10.
Meet all security requirements within the contractor's operation as currently proposed under HIPAA or currently in effect under State Regulations or whichever is more stringent.
6.1.5.3 Performance Standards
The performance standards for the contract management functions are provided below.
1.
Provide the monthly contract management reports within three (3) business days of the end of the reporting period.
2.
Provide monthly performance monitoring report card within ten (10) business days of the end of the reporting period.
3.
Provide training on operational procedure changes as a result of upgrades or other changes within two (2) weeks of the upgrade.
4.
Update operational procedure manuals within two (2) weeks of the implementation of a change.
5.
Provide a response/resolution to DHS Project Management Team within two (2) business days of receipt to requests made in any form (e.g., e-mail, phone) on routine issues or questions.
6.
Provide a response within one (1) business day to DHS Project Management Team on emergency requests, as defined by the State.
6.1.6 Performance-Based Contracts and Damages for Professional Services Contractors

The State of Iowa has mandated performance-based contracts. Payment to the contractor is tied to meeting the performance standards identified in the contracts awarded through this RFP.  State oversight of contractor’s performance will be tied to the identified performance standards.  In some instances if the contractor fails to meet the performance standard, DHS will have actual damages which may be assessed against the contractor. In other instances if the contractor fails to meet the performance standard, the operations of DHS will be delayed and disrupted leading to damages, yet it will be impractical and difficult to compute actual damages.  In these instances, damages will be liquidated.  This section discusses damages that may be imposed for the contractor(s) operating the systems components of this RFP. 

6.1.6.1 Approach to Performance Standards and Damages

Performance standards should promote better communication between DHS and the contractor because the expectations for both parties are identified up-front in the contract, rather than in disputes after work has commenced. DHS will be prudent in defining performance standards, and balance damages with incentives.  

6.1.6.2 Right to Assess Damages

DHS will assess damages based on assessments by the DHS Contract Administrator of the contractor’s success in meeting required performance standards. The contractor must agree to or challenge the reimbursement to the State for actual damages or the amounts set forth as liquidated damages. 

DHS will notify contractor in writing of the proposed damage assessment. The amounts due the Department as actual damages may be deducted from any fees or other compensation payable to the Contractor, or the Department may require the Contractor to remit the damages within thirty (30) days following the notice of assessment or resolution of any dispute.  At the Department’s option, the Department may obtain payment of assessed actual damages through one (1) or more claims upon any performance bond furnished by the Contractor.  

6.1.6.3 Dispute Resolution Process for Damages Assessment

Should a dispute arise between the parties about assessment of damages, disputes will be resolved in accordance with the following process.

The dispute resolution process over assessment of damages would consist of two levels. The first level is a request in writing from the contractor to the Policy Analysis Team, requesting reconsideration and a reversal of the damages assessed by the DHS contract administrator.  The request shall be submitted to:

Contract Administrator

Iowa Department of Human Services

Hoover State Office Building, 5th Floor

1305 East Walnut St.

Des Moines, IA  50319-0114

The request from the contractor must contain the facts relating to the alleged contractor failure, contractor’s reasoning for disputing the State’s assessment of damages, and a requested resolution of the dispute. The Policy Analysis Team, with input from the Medicaid Director or his/her designee, has fifteen (15) days to approve or deny the contractor’s request.  The contractor will be notified in writing of the decision to approve or deny the contractor’s request.

The second level appeal would be to the DHS Director.  If the Policy Analysis Team denies the contractor’s request, the contractor has fifteen (15) days to appeal the denial to the DHS Director.  The appeal record will contain the previous documentation and decisions. The DHS Director or her/his designee will have thirty- (30) calendar days to render a written decision. The Director’s decision is final.

6.1.6.4 Actual Damages

The following activity is subject to actual damages, since failure to meet the performance standard will result in a specific loss of Federal matching dollars.

6.1.6.4.1 Systems Certification

Section 1903(a)(b)(d) of Title XIX of the Social Security Act provides seventy-five percent (75%) Federal Financial Participation (FFP) for operation of mechanized claims payment and information retrieval systems approved by the Federal Department of Health and Human Services (DHHS). Up to ninety percent (90%) FFP is available for MMIS-related development costs receiving prior approved by DHHS.  The Iowa MMIS must, throughout the contract period, meet all certification and re-certification requirements established by DHHS.

The three systems contractors must ensure that their area of system responsibility will meet Federal certification approval for the maximum allowable enhanced FFP retroactive to the day the system becomes operational and is maintained throughout the term of the Contract.  Normally, the Professional Services contractors are not responsible for any key system certification requirements.  However, because of the decentralized nature of the Iowa Medicaid Enterprise, the Professional services contractors’ responsibility could affect the State’s ability to achieve CMS certification.  If the MMIS, or any component, does not become certified, or fails to maintain certification because of failure on the part of any Professional Services contractor, DHS may allocate a portion of the loss of Federal funds as actual damages to the responsible Professional Services contractor. 

The contractor(s) will be liable for the difference between the maximum allowable enhanced FFP and that actually received by the State, including any losses due to loss of certification, failure to obtain approval retroactive to the operational start date, or delays in readiness to support certification. 

All FFP penalty claims assessed by DHHS will be withheld from amounts payable to the contractor (s) until all such damages are satisfied. Damage assessments will not be made by the State until DHHS has completed its certification approval process and notified the State of its decision in writing.

6.1.6.4.2 Operations Start Date

It is the State’s intent to have the Iowa Medicaid Enterprise, including the MMIS, POS, and all professional components fully operational on June 30, 2005, or a later date set by the State.  Fully operational is defined as having the MMIS and the POS established and operational with five (5) years of claim data online; processing correctly all claim types, claims adjustments, and other financial transactions; maintaining all system files; producing all required reports; meeting all system specifications; supporting all required interfaces; and performing all other contractor responsibilities specified in the RFP.  

Compliance with the June 30, 2005 date, or a later date set by the DHS, is critical to the State’s interest. Therefore, all contractors are potentially subject to damages to the extent their failure to meet the operations start date prevented the Medicaid Enterprise from becoming operational on the specified start date. The contractors’ capability to meet this date will be determined by DHS following the conclusion of the MMIS Implementation.

6.1.6.4.3 Erroneous Payments 

The MMIS contractor and POS contractor have the primary responsibility to ensure that erroneous payments from the MMIS and all manually priced claims are quickly identified, reported to DHS and corrected to ensure that no overpayments or underpayments are made from State or Federal funds. However, because of the decentralized arrangement of the Iowa Medicaid Enterprise, an overpayment, underpayment, or duplicate payment could be the result of failure of one of the Professional Services Contractors to process information timely or correctly.  In these cases the Professional Services contractor will be liable for the difference between the amount paid erroneously and the amount that should have been paid using the correct guidelines. Contractor is responsible for recovery of the overpayment or payment of the underpayment. The State may also assess damages against the contractor for the value of the overpayment or underpayment if the contractor is not able to recover the funds or remit the underpayment within sixty- (60) calendar days. 

6.1.6.5 Liquidated Damages

Liquidated damages may be assessed by DHS in instances where the contractor fails to meet critical performance standards for operation. DHS will have authority to assess damages for the amount defined under each category specified below.  DHS will notify the contractor in writing of its intent to assess liquidated damages in each instance.  The contractor may appeal the assessment of damages pursuant to the dispute resolution process for damage assessments.  For Professional Services contractors, liquidated damages may be assessed for failure to meet the performance standards required in the report card.

6.1.6.6 The Report Card

The Iowa Medicaid RFP will contain performance standards for most operations areas.  These may be expressed in timeliness, for such things as file updates, reports and processing prior authorizations, or accuracy and completeness for system upgrades, reports and claims processing.  These performance standards should be quantifiable, and capable of being measured and reported in an automated system.  DHS will select a percentage of the standards for inclusion in a report card.  DHS and the contractor will negotiate the grading system and the reporting periods.  

Meeting the performance standard in the selected indicators will represent average performance.  Failure to meet the standards will be tied to liquidated damages.  The State has left details of the report card content and format to be negotiated.  Liquidated damages in the amount of one point five percent (1.5 %) of the monthly operations fee may be assessed if the total report card score falls more than five (5) points below the acceptable standard for more than three (3) months in a six (6) month period, or a single report card item falls more than five (5) points below the acceptable standard for more than three (3) months in a six (6) month period.  Liquidated damages may be assessed against the report card performance after the first full year of operations (i.e., June 30, 2004 through June 29, 2005) so that the specific report card standards and measurements can be finalized during the first year of operations.

6.1.7 Internal Quality Assurance

The Contractor is responsible for monitoring its operations to ensure compliance with State specified performance requirements. A foundation element of the contractor quality assurance function will be to provide continuous workflow improvement in the overall system and contractor operations. The contractor will work with DHS to identify quality improvement measures that will have a positive impact on the overall program. The quality assurance function includes providing automated reports of operational activities, quality control sampling of specific transactions, and ongoing workflow analysis to determine improvements needed to ensure that the contractor not only meets the performance requirements for its operational area, but also identifies and implements improvements to its operations on an ongoing basis.
6.1.7.1 State Responsibilities
DHS is responsible for the following Contractor internal quality assurance functions:
1.
Consult with the contractor on quality improvement measures and determination of areas to be reviewed.
2.
Monitor the contractor's performance of all contractor responsibilities.
3.
Review and approve proposed corrective action(s) taken by the contractor.
4.
Monitor corrective actions taken by the contractor.
6.1.7.2 Contractor Responsibilities
The contractor is responsible for the following internal quality assurance functions:
1.
Work with DHS to implement a quality plan that is based on proactive improvements rather than retroactive responses.
2.
Develop and submit to DHS for approval, a Quality Assurance Plan establishing quality assurance procedures.
3.
Designate a quality assurance coordinator who is responsible for monitoring the accuracy of the contractor's work and providing liaison between the contractor and DHS regarding contractor performance.
4.
Submit quarterly reports of the quality assurance coordinator's activities, findings and corrective actions to DHS.
5.
Provide quality control and assurance reports, accessible online by DHS and Contractor management staff, including tracking and reporting of quality control activities and tracking of corrective action plans.
6.
For any performance falling below a state-specified level, explain the problems and identify the corrective action to improve the rating.
7.
Implement a state-approved corrective action plan within the time frame negotiated with the state.
8.
Provide documentation to DHS demonstrating that the corrective action is complete and meets state requirements.
9.
Perform continuous workflow analysis to improve performance of Contractor functions and report the results of the analysis to DHS.
10.
Provide DHS with a description of any changes to the workflow for approval prior to implementation.
6.1.7.3 Performance Standards
The performance standards for each Professional Services contractor’s internal quality assurance functions are provided below.
1.
Identify deficiencies and provide DHS with a corrective action plan within ten (10) business days of discovery of a problem found through the internal quality control reviews.
2.
Meet ninety-five percent (95%) of the corrective action commitments within the agreed upon time frame.
6.1.8 Training
Provide initial and ongoing contractor staff training including:
· Training of new contractor staff when new staff or replacement staff are hired
· Training of contractor staff when new policies and/or procedures are implemented
· Training of contractor staff when changes to policies and/or procedures are implemented
Provide training materials including training manuals and visual aids.

6.1.9 Documentation

The Professional Services Contractors must maintain desk level procedures manuals documenting the processes and procedures used in the performance of their Iowa Medicaid Enterprise functions.  The Start-Up Activities section provides further detail on the expected deliverables.  The contractor will document all changes within 18 working days of the change, in the format prescribed by DHS.  The contractor will provide to DHS as replacement pages all changes in the documentation within 18 working days of the date changes are installed.  The replacement pages must be labeled "Revised" and display the effective date of the revision.  In addition, the revision number must be incremented by one.  All documentation must be provided in electronic form and made available online.   One printed copy must be provided on 24-pound plain white bond.  The contractor will not reference contractor's name in any of the documentation.  Standard naming conventions must be maintained.
The Provider Services contractor is not required to replace existing provider manuals. Modifications will be made to incorporate into the existing manuals any changes needed as a result of a new contract requirements.
6.1.10 Security and Confidentiality Requirements
The contractor must provide physical site and data security sufficient to safeguard the operation and integrity of the Iowa Medicaid Enterprise. The contractor must comply with the Federal Information Processing Standards (FIPS) outlined in the following publications, as they apply to the specific contractor’s work:
· Automatic Data Processing Physical Security and Risk Management (FIPS PUB.31)
· Computer Security Guidelines for Implementing the Privacy Act of 1974 (FIPS PUB.41)
The contractor must safeguard data and records from alteration, loss, theft, destruction, or breach of confidentiality in accordance with both State and Federal statutes and regulations.  All activity covered by this RFP must be fully secured and protected.
Safeguards designed to assure the integrity of system hardware, software, records, and files include:
· Orienting new employees to security policies and procedures
· Conducting periodic review sessions on security procedures
· Developing lists of personnel to be contacted in the event of a security breach
· Maintaining entry logs for limited access areas
· Maintaining an inventory of Department-controlled Iowa Medicaid Enterprise assets, not including any financial assets
· Limiting physical access to systems hardware, software, and libraries
· Maintaining confidential and critical materials in limited access, secured areas.
DHS will have the right to establish backup security for data and to keep backup data files in its possession if it so chooses.  Exercise by DHS of this option will in no way relieve the contractor of its responsibilities.
6.1.11 Accounting Requirements

The contractor will maintain accounting/financial records (e.g., books, records, documents, and other evidence documenting the cost and expenses of the contract) to such an extent and in such detail as will properly reflect all direct and indirect costs and expenses for labor, materials, equipment, supplies, services, etc., for which payment is made under the contract. These accounting records will be maintained in accordance with generally accepted accounting principles (GAAP). Furthermore, the records will be maintained separate and independent of other accounting records of the contractor.
Financial records pertaining to the contract will be maintained for seven (7) years following the end of the Federal fiscal year during which the contract is terminated or until final resolution of any pending State or Federal audit, whichever is later.  Records involving matters of litigation will be maintained for one (1) year following the termination of such litigation if the litigation has not been terminated within the seven (7) years.
Subcontractors must comply with all requirements of this section for all work related to the performance of the contract.

6.1.12 Audit Requirements

Contractor will be required to contract, at their expense, for an independent audit of their Iowa account annually.  The audit must meet the requirements specified in Section 9.19.
6.1.12.1 Retention of Records
The State and Federal agencies and their authorized representatives or agents will have access to the contractor's financial records, books, documents, and papers during the contract period and during the seven (7) years following the end of the Federal fiscal year during which the contract is terminated or until final resolution of a pending State or Federal audit, whichever is later, for purposes of review, analysis, inspection, audit, and/or reproduction. During the five (5) year post-contract period, delivery of and access to the items will be at the contractor's expense. Records involving matters of litigation will be maintained for one (1) year following the termination of such litigation if the litigation has not been terminated within the five years.
The contractor will retain records and documents related to the contractor’s area of responsibility for a minimum of seven (7) years. Imaged copies of such documents may be used to satisfy this requirement. At the conclusion of the contract, the contractor will turn over to DHS copies of all records maintained throughout the duration of the contract.
6.1.12.2 Access to Records
DHS, or its authorized representative, will have the right to enter the contractor's work area, or such other places where duties under the contract are performed, to inspect, monitor, and/or evaluate the work being performed.
The contractor must provide reasonable facilities for and assistance with audits and inspections. All audits and inspections will be performed in a manner that does not unduly delay work.
6.1.13 Transfer of Work Responsibilities

DHS anticipates the contracts awarded under this RFP will require some transfer of responsibilities from incumbent contractors to new vendors.  It is Iowa’s intention to have any transfer of responsibility for tasks under this procurement to proceed smoothly and be transparent to the providers.  With that objective in mind, DHS has proposed the following general requirements for transfer of work in progress. 

· DHS will establish a date for redirection of all provider and recipient written documents, to include, but not be limited to, claims, provider applications, prior authorizations, audit papers, Drug Rebate invoices, correspondence and managed care enrollment decisions, to the new contractor, if DHS has awarded the contract to a new vendor. This date will be approximately five (5) business days from the expected conversion date. 

· DHS will negotiate turnover of work in progress, including all the documents identified in the above bullet, to the new contractor, in the above described situation.  The incumbent contractors will follow current contract language regarding turnover of unfinished work at contract expiration, and new contractors can be expected to assume responsibility for some volume of unfinished work.  

6.2 Medical Services Component

Medical Services includes an array of professional and medical activities to support claims adjudication, program evaluation and quality assessment.  Some Medical Services activities represent continuation of current Fiscal Agent responsibilities (such as Prior Authorizations), while others (such as Disease Management and Case Management) are new initiatives on the part of DHS.  Specific activities under the Medical Services component include: general Medical and Professional Support, Disease Management, Retrospective Drug Utilization Review (RetroDUR), Case Management, Prevention/Promotion (EPSDT support), Prior Authorization for Medical and Professional Services (including Pharmacy Prior Authorizations), Quality of Care Evaluation for Managed Care participants, Long-Term Care Assessments, and Case-Mix Audits for Long-Term Care patients.
6.2.1 Contractor Start-Up Activities
The start-up activities for the Medical Services component are similar to that for the other professional services components. The levels of detail for these start-up activities will not approach that of the system contractors, but will consist of the same tasks, as described below.  The Medical Services contractor will be required to perform these tasks, as part of incorporating their specific responsibilities into the greater Medicaid operations responsibility.  Since the Medical Services contractor may be updating files at the MMIS and POS contractor, they will need to receive training from the systems contractors on using their systems.
6.2.1.1 Planning Task
The objective of the planning task is to insure that the start up activities of the Medical Services contractor will be on schedule with the rest of the project, and that the Medical Services contractor has identified all operational responsibilities and can meet interface requirements with other components that will make up the Iowa Medicaid Enterprise. Key components include:
· Detailed work plan 
· Identification of interface partners and description of data to be transferred
· Staffing and computer program support to perform the required tasks
· Transfer of responsibilities and data conversion
6.2.1.2 Development Task
The development task traditionally refers to the software design and development to support the required tasks. For most of the Professional Services components, the development phase will be limited. The Medical Services component will utilize the Workflow Process Management system to track data, issue notices (where applicable), and transfer their data to other entities. The Medical Services contractor will need to load all requests for prior authorization to the Core MMIS prior authorization file and maintain a record of action on the requests and the disposition of such requests.  They will also need to build an interface file(s) to transmit results of their review of the requests to the MMIS and POS, or update these file(s) online.  In return, they will need to access MMIS files to obtain information for assessing quality.  The work plan prepared as part of the Planning Task needs to identify all the key activities and dates for building or updating their data system.
6.2.1.3 Acceptance Test Task
The acceptance test will be used to verify the proposed system configuration will support the required tasks and that the interfaces all work and contain the correct data elements.  It would also verify that data was converted successfully. 

6.2.1.4 Implementation Task
Implementation includes bringing together all aspects of the contractor’s operation to begin performing the required tasks. It includes coordination of staff resources, communication logistics, data systems, the converted data and the interface schedule. The number of components in this procurement, and the potential for several vendors increases the risk for failure at the implementation stage. Vendors will be expected to describe safeguards to protect against this potential risk.

6.2.1.5 Operations Task
The operations task is the daily performance of all required activities by the new contractor. Because of the risk created by the complexity of this procurement, vendors will need to describe required coordination and safeguards to assure a successful operation of the Iowa Medicaid Enterprise.
6.2.2 Operational Requirements
This section describes the traditional and unique operational requirements for the Medical Services component of the Iowa Medicaid Enterprise.
6.2.2.1 General Requirements
The Medical Services component for the Iowa Medicaid program includes a wide array of activities, from the routine prior authorization function, to a major responsibility in overseeing medical policy development for DHS.  The contractor will also take the lead in developing analytical tools for quality assessment of services provided through Medicaid.  The Medical Services contractor will bring the requisite staff skills, under the direction of a full-time Medical Director (i.e., a well-qualified managing physician; can be an M.D. or D.O), to meet all the tasks under this job function.  The Medical Services team will work as part of a larger integrated unit consisting of staff from other vendors obtained through this procurement, plus requisite State employees. Requirements for the specific tasks are described below.
6.2.2.2 Medical Support
The Medical Support function includes policy development and consulting for specific service areas on behalf of DHS.  The Medical Services contractor will need to have available the requisite medical and professional staff to meet DHS requests for professional advice on individual service requests for all areas of the program as well as recommendations on potential additions or changes to the existing coverage array for Medicaid.
6.2.2.2.1 Objectives
Objectives for the Medical Support task include:
1.
Assurance to DHS that Iowa Medicaid policy reflects current medical practice in the State
2.
Provide DHS with appropriate medical and professional expertise to evaluate any requests for new or unusual services or treatment modalities.
3.
Assurance to DHS that adequate medical or professional expertise is available to support administrative or court challenges to coverage decisions.
4.
Assurance to DHS that decisions on individual service claims reflects current Iowa Medicaid policy.
6.2.2.2.2 Interfaces
The Medical Support function will require data to be entered on the MMIS, or POS files, for individual claims decisions, and possibly for updating tracking systems.  Other communication to Medicaid providers and other Iowa Medicaid Enterprise contractors will be in the form of fax, secured e-mails or ad hoc file transfers.
6.2.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The Medical Support staff will review provider claims suspended for medical review and update the claim record on the suspended claims file of the MMIS or POS system.  At the request of DHS, Medical Support staff may update the provider files at the MMIS with new procedure codes or provider types, or update prior approval indicators to reflect policy changes. They may also provide written instructions to the Provider Services contractor, POS contractor, or Core MMIS contractor on DHS requested file updates.
6.2.2.2.2.2 Interfaces With External Entities
The Medical Support staff will have regular contact with individual providers regarding medical policy questions and decisions on individual claims. They may, on behalf of DHS, send formal policy clarifications or updates to selected provider groups.
6.2.2.2.3 State Responsibilities
The State responsibilities for the Medical Support function are:
1.
Approve all policy for covered services under the Medicaid program
2.
Provide DHS policy and billing manuals to all users, including DHS staff, Medicaid providers and affected contractors.  The materials will be available in both electronic and paper medium
3.
Ensure that policy updates are made available to all affected contractors in a timely manner
4.
Schedule and provide administrative support for provider appeal hearings
6.2.2.2.4 Contractor Responsibilities

The contractor responsibilities for the Medical Support function are:

6.2.2.2.4.1 General Medical Support
1.
Provide professional consultation services to DHS on requested changes to Medicaid services, whether from DHS or providers.  This responsibility includes drafting proposed policy clarifications or new policy regarding services covered under the Medicaid program.
2.
Review individual service requests from providers for policy exceptions and provide a written request to the provider for information upon which to base recommendation to DHS.
3.
Provide technical support to DHS in responding to program reviews and audits
4.
Provide professional support to Medicaid providers regarding policy, prior authorization or billing requirements.  This support may be in the form of oral instruction or written communication and must be documented in a tracking system.
5.
Retain, either on staff or in a consulting capacity, medical and social service professionals. The consultants must be knowledgeable about the Iowa Medicaid program's policies and procedures regarding coverage and limitations. These consultants provide consultation, at a minimum, in the following areas:
· Anesthesiology
· Audiology
· Cardiovascular, vascular, and thoracic surgery
· Child psychiatry
· Chiropractic services
· Dentistry
· Family practice
· Hematology
· Medical supplies and equipment
· Neurology
· Obstetrics/gynecology
· Occupational therapy
· Oncology
· Ophthalmology
· Optical
· Optometry
· Organ transplant services
· Orthodontics
· Pathology
· Pediatrics
· Physical medicine
· Plastic surgery
· Podiatry
· Psychiatry
· Psychology
· Radiology and nuclear medicine
· Speech pathology
*Bidder’s Note: This list is not all-inclusive. The Medical Services contractor would need to obtain consultants in other fields if deemed necessary by DHS.
These consultants are available to provide consultation through the Medical Services contractor to DHS on matters relating to their particular profession. The scope of their work includes:  policy development, coverage of specific services, medical necessity of services, member utilization review, and application of standards of the profession. The Medical Services contractor needs to provide DHS with the names and specialties of all consultants and notify DHS of changes to the roster.
6.
The medical/professional staff and consultants support DHS in responding to appeals on prior authorizations or other denials of coverage, requests for exceptions to policy related to coverage of services, or other medical issues. The medical/professional staff or consultants, as appropriate, are required to attend appeal hearings and provide expert testimony in respect to their decisions on prior authorizations or other medical necessity cases.  Medical/professional staff and consultants will also attend meetings with provider or other stakeholder groups, in support of DHS programs and as requested by DHS.
7.
Manually review claims requiring a determination of medical necessity or appropriateness.
8.
Manually price claims if no current fee or other payment exists for the service, consistent with Medicare or other applicable payment standards.
9.
Certify new outpatient hospital programs for appropriateness of Medicaid coverage and make recommendations to DHS regarding appropriateness of new programs; determine criteria to be used regarding coverage for new programs.
10.
Review all claims relating to hysterectomies, abortions, sterilization, private duty nursing, personal care and orthodontia.
11.
Prepare for DHS approval the CMS 64.96 Quarterly Report of Abortions, Hysterectomies and Sterilization, including supplemental worksheets relating to abortions not qualifying for Federal funding.
12.
Communicate with the Medicare carrier regarding Medicare policy and notify DHS of Medicare policy changes that may affect Medicaid.
13.
When appropriate, request from providers, medical records, operation reports, and documentation of medical necessity, invoices, or other information necessary for proper resolution of claims.
14.
Provide support for the pharmaceutical case management program, as required by DHS.  Program support in this area may include Pharmacy Help Desk functions.
15.
Maintain a tracking system to identify communication with providers, or other stakeholders over policy requests, billing procedures and appeals
16.
Conduct reviews of medical necessity for home health services claims and provide recommendations upon request of DHS.
6.2.2.2.4.2 Preferred Drug List (PDL) Maintenance

1. Provide continuing analysis and clinical review of the Medicaid program's pharmacy claims data and drug members within each therapeutic class (including safety and efficacy guidelines as compared to others within the class), to formulate recommendations for preferred drug(s) in each class to DHS and a schedule of reviews and updates. With DHS authorization, incorporate the review of these therapeutic classes at subsequent Pharmaceutical and Therapeutics (P&T) Committee meetings.

2. When two or more drugs within a therapeutic class have equal effectiveness and therapeutic value, review the drugs on a cost basis to formulate recommendations to DHS.

3. Develop a strategy to merge current prior authorization guidelines into the PDL program.

4. Include on the PDL those "preferred drugs" recommended by the P&T Committee and confirmed by DHS. 

5. Establish a prior authorization process for the "non-preferred" drugs.

6. Ensure that the PDL program includes provisions for:

· The dispensing of a 72-hour emergency supply of the prescribed drug and a dispensing fee to be paid to the pharmacy for such supply;

· The dispensing of the first 30 days of therapy on a non-preferred agent;

· Responses by telephone or other telecommunications device within 24 hours of a request for prior authorization;

· Member and provider education, training and information regarding before and after implementation of the PDL program, which shall include telephone and website access to information.

7. Ensure that Medicaid providers have timely and complete information about all drugs on the PDL; the Contractor shall make this information available through various sources, such as written materials and on the Internet. The minimum notification to providers is thirty days prior to implementation.

8. Support the management and coordination of all activities related to the maintenance of the PDL.
9. Represent DHS in public relations matters and coordinate with other agencies, groups, boards and individuals regarding the program at the request of DHS.
10.
Provide administrative support for the P&T Committee to develop, implement and administer the PDL and prior authorization services. The contractor shall:

· Schedule meetings, including presentations by manufacturers according to the policy established by the P&T Committee and provide public notice of the meetings.

· Maintain a website listing the P&T Committee meeting schedule, agendas, committee members, minutes of the meetings and other information deemed necessary by DHS.

· Formulate information packets and mail to the P&T Committee at least two weeks prior to each meeting. 

· Record minutes of the P&T Committee meetings for approval by the P&T Committee and distribute the minutes as approved.
· Provide information and staff support to the P&T Committee as needed to ensure timely implementation and on-going maintenance of the PDL and prior authorization programs.

· Facilitate the review of all therapeutic classes by the P&T Committee before and after implementation of the program.

· Provide P&T Committee support by providing reviews of all medications in a therapeutic class for comparative efficacy, side effects, dosing, prescribing trends, and other clinical indications.

· Provide DHS and the P&T Committee accurate net cost information for specific drugs reviewed by the P&T Committee, which shall include the cost of the drug per unit minus the federal rebate(s).

· Provide quarterly summaries to DHS on the activities and decisions of the P&T Committee by the 10th day of the month following the end of each quarter.

· Facilitate the P&T Committee’s use of clinical subject matter experts in reviewing various classes of drugs or individual drugs if such expertise is needed and is not represented among the P&T committee members.
· Develop and facilitate a process for DHS to act on or deviate from the recommendations by the P&T.
11.
Provide the following education services:

· Assist DHS in developing notification and education strategies for Medicaid clients, Medicaid providers, pharmaceutical manufacturers, and others with an interest in the PDL and prior authorization programs. This includes printing and mailing services.

· Educate the Provider Relations staff on the PDL program. Staff shall be hired as necessary to meet the needs of the PDL program.
· Recommend to DHS education and notification processes and methods to increase compliance rates and minimize transition disruptions.
6.2.2.2.5 Data Sources

Data sources for the Medical Support function include the DHS policy and billing manuals for Medicaid and procedure codes, prior authorization requirements and pricing files, all residing on the MMIS and POS recipient, provider, reference and prior authorization files.
6.2.2.2.6 Required Reports

The Medical Services contractor is required to provide the following reports for the Medical Support function:

1.
Quarterly report of all appeal hearings, including status, disposition of case and policy changes resulting from appeals
2.
Monthly report of policy requests, including requestor, status, disposition of request and policy changes resulting from request
6.2.2.2.7 Performance Standards

The performance standards for medical support functions are provided below.
1.
Screen claims appeals and review for accuracy, validity, and completeness within two (2) business days of receipt from provider.
2.
Notify the provider within three (3) business days of receipt of a claims appeal of incomplete or missing information.
3.
Send the final determination letter on a claims appeal to the provider within ten (10) business days of receipt of complete documentation.
4.
Process requests for exceptions to policy within ten (10) business days of receipt unless additional information is requested.
6.2.2.3 Disease Management

Disease management is an innovative intervention for improving care, outcomes, and costs for individuals with certain disease conditions.  The use of quality indicators that reflect accepted guidelines for patients with specified disease processes and address many of the disease-related objectives of Healthy People 2010 can improve the quality of care for patients and use resources efficiently.  
Disease management is an organized, proactive approach to healthcare delivery that engages the patient in self-management of their disease.  Because many diseases are controlled primarily by the individual living with the disease, an emphasis on self-management support is a means to change behaviors to improve disease control and health status.  Key components of disease management are 1) identification of the population with specified diseases, 2) evaluation of candidates for disease management based on cost effectiveness guidelines, and 3) use of recognized practice guidelines or performance standards for managing identified individuals.  It is also imperative that the providers of service associated with individuals be involved with the education and intervention developed by the contractor.
The Medical Services contractor will be required to develop a limited disease management protocol for non-HMO members, for presentation and approval by DHS.  Based on DHS approval, the contractor will implement a pilot program, for one disease pursuant to the approved protocol.  Based on the results of the initial pilot, DHS may request an additional disease management area.  During the course of the contract term, contractor will be expected to develop and carry out disease management protocols for at least two (2) disease entities. The size of the pilots will be negotiated between contractor and DHS, but each pilot will need to cover members from at least two (2) service regions in the state.
The contractor may propose a risk-based provision that would allow the contractor to assume limited risk for the outcomes of the disease management population, in exchange for receiving a bonus for positive outcomes.  The contractor should feel free to provide alternative suggestions for contracting for this component of the RFP.
6.2.2.3.1 Objectives

The primary objectives of the disease management function are:
1.
Improvement of health status for selected members with chronic conditions.
2.
Reductions in costs for high utilizers of services who have specific medical maladies covered under the disease management program.
3.
Design of re-usable protocols for better management of chronic diseases.
6.2.2.3.2 Interfaces

The disease management task will require access to information from the MMIS claims and encounter history files, probably through the data warehouse, plus enrollment information for HMO and MediPASS members.  The Medical Services contractor will also need to communicate with providers participating in the disease management protocols and any outside contractor they may use to analyze data.
6.2.2.3.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services component interfaces with the MMIS, POS and Data Warehouse for information on providers, members, services and costs
6.2.2.3.2.2 Interfaces With External Entities
The Medical Services component interfaces with the following external entities:
1.
Medicaid providers participating in the disease management protocols
2.
Separate contractor used to analyze data for disease management program.
6.2.2.3.3 State Responsibilities

The State responsibilities for the Disease Management function are:
1.
Approve the clinical guidelines and requirements for enrollment in the disease management program.
2.
Review and approve the contractor's proposal for the pilot disease management program
3.
Review and approve any expansion to the initial pilot
4.
Monitor the activities of the contractor as they relate to the educational activities and clinical regimens developed and applied by the contractor. 

5.
Require changes in the plan for management of individually identified clients or the program parameters as a whole, based on review of contractor's activity.
6.
Supply access to the MMIS data, POS data or enterprise data warehouse tools and data stored therein.
6.2.2.3.4 Contractor Responsibilities

The successful bidder will use current automated tools and apply clinical expertise to identify non-HMO Medicaid members with chronic diseases who could benefit through a disease management program.  The contractor would then develop a proposed disease management pilot, complete with member description, methodology, processes and projected cost benefit analysis.  The proposed pilot would include providing best practice methodologies to providers participating in the program.  Specific requirements include:
1.
Obtain all data files necessary to accomplish the goals of the program.
2.
Use recognized guidelines to review disease classes that may be amenable to intervention.  This universe will include, at a minimum, diabetes, congestive heart failure, asthma and juvenile asthma. The contractor may suggest in the RFP other disease processes that might show significant positive health outcomes and subsequent reductions in overall cost to the DHS.
3.
Prepare a proposal identifying potential diseases, and individual members, for a pilot program in disease management and present the proposal to DHS.
4.
Submit clinical guidelines and enrollment requirements to DHS for approval prior to enrolling members in the disease management program.
5.
Enroll potential enrollees into the disease management pilot project.
6.
Develop reports and other monitoring devices as may be required by DHS to demonstrate the results of the pilot project.
7.
Report on clinical outcomes experienced by the enrolled members   on a schedule acceptable to DHS. These repots would include self-assessments of health status and physician assessments of member health status.
8.
Obtain the prior authorization of DHS before undertaking communication with members or providers of service regarding disease management programs.
9.
Develop and obtain DHS approval of the methodology to be used in reviewing Medicaid utilization data to identify new diseases to be added as disease management candidates.
10.
Report to DHS, annually, on the cost effectiveness of the disease management program. The cost effectiveness report must include an analysis of Medicaid cost incurred prior to and after enrollment in the disease management program, and the comparable change, if any, in overall health status.
11.
Any enrollee who has designated a primary care or primary medical provider will have that provider involved with the management of the patient.  This means that the active medical management of the patient may only be done with the consultation and approval of the primary medical provider.
6.2.2.3.5 Data Sources

The data sources for the Disease Management function are:
1.
Service utilization data from paid claims, encounters and HEDIS findings
2.
Medical profile indicators from disease management protocols
6.2.2.3.6 Required Reports

The Medical Services contractor will provide the following reports for the Disease Management function:
1.
Monthly report of members participating in disease management program, their service utilization and costs
2.
Annual cost benefit report for each pilot disease management program, including base line service utilization data and overall health status, intervention during the year, new baseline health status and costs, plus changes in utilization and cost.  The format and content will be negotiated with DHS.
6.2.2.3.7 Performance Standards

The performance standards for the Disease Management function are:
1.
Reduce the costs of care for members under disease management by 10% (or specify some other percentage) from the fee-for-service costs of care for the same condition.
2.
Enroll a minimum of 250 eligible members into the disease management program during the first year of the contract and increase that percentage by 5% per year for each year of the contract.
3.
Retain ninety (90) percent of enrollees in the program for at least one year, if that enrollee maintains eligibility in Medicaid for that period.
4.
Complete initial health status assessments for each enrollee within 30 days of enrollment.
5.
Prepare annual (or quarterly or semi-annual) health status assessments on all enrollees who have been enrolled for at least one year.
6.
Complete health status assessments on all enrollees who have been enrolled for at least one year within 30 days of the anniversary date of the member's enrollment.
6.2.2.4 Retrospective Drug Utilization Review (RetroDUR)
Retrospective Drug Utilization Review (RetroDUR) is a Federal requirement. It provides an opportunity for the State to look at patterns of drug prescription among physicians and identify drug classes, individual drugs and individual physicians for education and intervention.  The RetroDUR process includes staff resources, through contractor(s) or the State (or both), a review committee of practicing pharmacists and physicians, and a data system that allows the committee to evaluate drug utilization and test assumptions on interventions.  Currently, the staff support is provided through a contract with the IFMC, using the Iowa Pharmaceutical Association resources.  The DUR Committee is appointed by DHS.
6.2.2.4.1 Objectives

The objectives of the RetroDUR function are:
1.
Identify utilization patterns by analyzing physician prescribing patterns.
2.
Identify drugs and drug classes that may be amenable to intervention.
3.
Provide education to physicians regarding prescribing patterns and remedial treatment.
4.
Reduce the unnecessary prescribing of drugs.
6.2.2.4.2 Interfaces

The DUR Committee and staff will work primarily with the paid claims data coming from the MMIS, and the POS, depending upon how the systems are structured.  The data may be obtained directly from the claims processing systems, or the Data Warehouse.
6.2.2.4.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services component interfaces with the following Iowa Medicaid Enterprise components in performing its RetroDUR functions:
1.
The MMIS and POS for paid claims and encounter data.
2.
Data Warehouse, as an alternative to transaction processing systems, for claims data

6.2.2.4.2.2 Interfaces With External Entities
External entities, such as the University of Iowa, the Iowa Pharmaceutical Association, or other public or private entity working with DHS on health policy analysis may become involved in the RetroDUR activity.
6.2.2.4.3 State Responsibilities
The State responsibilities for the RetroDUR function are:
1.
Appoint a DUR Committee consistent with Federal and State requirements.
2.
Provide the DUR Committee with DHS policy guidelines for prescription drug coverage, and any changes to overall policy for purchasing drugs for public benefit programs in Iowa.
3.
Approve education letters generated by the committee.
4.
Participate in the DUR Committee meetings.
5.
Monitor the activities of the DUR Committee and contractor.
6.2.2.4.4 Contractor Responsibilities

The contractor responsibilities for the RetroDUR function are:
1.
Analyze prescription patterns of Iowa Medicaid providers and present potential areas for intervention to the DUR Committee
2.
Prepare analysis of utilization for specific drug categories or individual drugs, as requested by the Committee
3.
Develop recommendations for intervention, for presentation to the DUR Committee.
4.
Prepare intervention letters for targeted medical practitioners, for signature by the Committee
5.
Provide professional pharmacists to staff the DUR Committee, as required
6.
Develop, install and maintain a software program that can support analysis of prescription patterns by physician, by drug category, individual drug, geographic parameter and member demographic.
6.2.2.4.5 Data Sources

Data sources include the paid claims records from POS and MMIS claims processing activities, the Blue Book, or similar pricing guide and member and provider files.
6.2.2.4.6 Required Reports

The contractor will provide quarterly report of drug classes reviewed, identified trends, interventions undertaken, with lists of practitioners identified and included in the intervention, the requested intervention, and analysis of results over time, included program savings.
6.2.2.4.7 Performance Standards

The performance standards for the RetroDUR function are:
1.
Provide quarterly report within ten (10) business days after end of reporting quarter.
2.
Demonstrate annual savings of at least one percent (1%) in total outlays for prescription drugs for the prescriptions included in the Retro DUR universe.
6.2.2.5 Enhanced Primary Care Case Management

In addition to the MediPASS primary care case management program discussed in the Managed Care sections of the RFP, DHS will implement an enhanced primary care case management program for members with high cost/high utilization of services. A primary care provider will be responsible for providing or authorizing certain Medicaid services for these members.  Medicaid members in the enhanced primary care case management program will receive all Medicaid services to which they are entitled.  Iowa Medicaid State Plan services are included, except emergency services, transportation, family planning, mental health and substance abuse services; annual eye examinations, and school based or well child clinics.  Those that will not be managed are all optional services and other services not specifically mentioned above. 

6.2.2.5.1 Objectives

The purpose of the enhanced primary case management is to improve access to needed care and to reduce unnecessary and inappropriate utilization and costs.
6.2.2.5.2 Interfaces

The Medical Services component interfaces with DHS staff and other Iowa Medicaid Enterprise components and external entities as described below.

6.2.2.5.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services component interfaces with the following Iowa Medicaid Enterprise components:
1.
Core MMIS
2.
Data Warehouse / Decision Support
6.2.2.5.2.2 Interfaces With External Entities
The Medical Services component interfaces with the following external entities:
1.
Members referred for case management
2.
Case managers
6.2.2.5.3 State Responsibilities

The State responsibilities for the Enhanced Primary Care Case Management function are:
1.
Provide guidelines for qualifications of contractor staff and primary care providers who will perform the enhanced primary care case management functions.
2.
Provide written policy regarding case management.
3.
Provide written guidelines for an appeal process.
4.
Provide referrals for case management to the Medical Services contractor.
5.
Monitor the performance of the case management process.
6.
Approve case management edits and audits.
6.2.2.5.4 Contractor Responsibilities

The contractor responsibilities for the Enhanced Primary Care Case Management function are:
1.
Accept referrals for case management upon request from DHS.
2.
Obtain additional information that is needed from the member’s medical providers to determine the individual's need.  This may be done by telephone, mail, or fax.
3.
Perform a prescreening assessment on each member referred for case management.
4.
Provide professional medical staff to perform the case management.

5.
Prepare care plans for each member receiving case management and maintain documentation.
6.
Notify members and DHS of the results of the prescreening assessment in a format determined by DHS.
7.
Respond to phone calls regarding members from case managers.
8.
Conduct a peer review of case management activities.  The percentage of peer reviews will be determined by DHS.
9.
Survey members regarding satisfaction of case management activities.
6.2.2.5.5 Data Sources

The data sources for the Enhanced Primary Care Case Management function are:
1.
Interview with member, family, service providers, current service workers, or case 

managers or other applicable sources
2.
Hardcopy of case plans or previously accessed/authorized services plan
3.
Program policies for long term care eligibility.
4.
Claim information
5.
Member satisfaction survey
6.2.2.5.6 Required Reports

Reports will be submitted in a format determined by DHS and submitted quarterly or upon request shall include at a minimum:
1.
Summary of case management activities and services authorized for members.
2.
Comparison of services and funding prior to and after receiving case management.
3.
Summary of satisfaction survey for members.
4.
Length of time that individuals receive case management.
6.2.2.5.7 Performance Standards

The performance standards for the Enhanced Primary Care Case Management function are:
1.
Upon referral, initial member contact for case management services shall be completed for ninety five percent (95%) of the members within five (5) working days.
2.
Update the case management manual within three (3) business days of State approval of a change or State request for a change.
3.
Identify and correct any errors with case management activities within three (3) business days of the error detection.
4.
Complete required reports accurately and timely.
6.2.2.6 Prevention Promotion (EPSDT)

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) is a proactive medical services program for members under the age of 21.  Its goal is to prevent illness, complications, and the need for long-term treatment by screening and detecting health problems in their early stages. The EPSDT function supports DHS in the timely initiation and delivery of these services. 
The Medical Services contractor is responsible for EPSDT functions in the following areas: 
· EPSDT Care Coordination
· EPSDT Tracking and Reporting
6.2.2.6.1 Objectives

The primary objectives of the EPSDT function are listed below.
1.
Satisfy all the DHS requirements for member EPSDT notification, services tracking, and reporting.  
2.
Perform tracking and monitoring of member screening and follow-up treatment, and provide linking of costs to specific conditions.
3.
Report all screenings and referrals, and track the treatments that result from the screening referrals.  
4.
Produce extensive detail and summary reports, and case documentation necessary for the State to monitor the program as well as satisfy all Federal-reporting requirements. Documentation for the Federal reports must be received in early March for DHS review.  It must use both claims and encounter data for the report.  The information must be provided on a county and payment (fee for service/HMO) basis in addition to the statewide 416 report. Produce the CMS 416 and expanded reports electronically and on paper.
5.
Maximize federal funds for the provision of health care to Iowa eligible members under the age of 21.
6.2.2.6.2 Interfaces

The EPSDT Subsystem is an integrated part of the Iowa MMIS and interfaces with all required MMIS files.  Basic information required by the subsystem is accessed from the Recipient Eligibility File, the EPSDT Master File, and the Paid Claims History File.  The Provider Master File and Reference Subsystem Files are used to support EPSDT reporting.  The MAR and SUR subsystems use EPSDT data contained on the Recipient Eligibility File, the EPSDT Master File, and the Claims History Files for a variety of State and Federal reporting.
The Medical Services component interfaces with the other Iowa Medicaid Enterprise components and external entities identified below.

6.2.2.6.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services component interfaces with the Core MMIS for EPSDT, prior authorization, and claims data.

6.2.2.6.2.2 Interfaces With External Entities
The Medical Services component interfaces with the following external entities:
1.
Iowa Department of Public Health

· Provide a monthly report on paid claims for the non-HMO population
2.
Interdisciplinary team for the private duty nursing and personal care services provided to the special needs children under the EPSDT program
3.
Iowa Department of Education
4.
ISIS

· To identify case managers
5.
Case Managers

· Provide alerts on expiring PAs and members turning 21.

6.
Child Health Specialty Clinic (CHSC)

· Provide a monthly electronic PA summary , including PAs on file for the next 6 months of authorized services, to Child Health Specialty Clinic (CHSC) for their clients.
6.2.2.6.3 State Responsibilities

DHS provides EPSDT services for Medicaid members under the age of 21 who are not enrolled in an HMO. The HMOs are required to meet Federal EPSDT requirements for enrolled members, pursuant to their contracts. The services consist of three activities: outreach, screening, and treatment. Providers perform specialized physical examinations to determine the existence of abnormal conditions and provide treatment or referral to a specialist for treatment. Providers then bill DHS for the services rendered.
DHS has contracted with the Iowa Department of Public Health (DPH) for the purpose of informing new Title XIX eligibles of EPSDT and is involved in an EPSDT informing and care coordination project. Both DHS and DPH print and send the EPSDT notification and referral letters. DHS sends a face sheet and a short reminder to the member regarding the appointment time. DPH sends EPSDT letters explaining the local resources available and the preventive services covered.  The care coordination services are provided to the non-HMO members only.
DHS is responsible for the following:
1.
Initiate and interpret all policy and make administrative decisions regarding EPSDT.
2.
On a monthly basis, produce and print face sheet of notification letters for new eligibles and those due for a screen based on the periodicity schedule.
3.
Follow up on foster care and Medically Needy with spend down members who have requested service but for whom there is no indication of service provided, based on reports from the Medical Services contractor. .  This activity should be identified in the monthly summary reports outlined in 6.2.2.6.6. The data element should identify the children in these two categories that providers have referred for treatment. The information is reported by the Medical Services contractor to DHS/IDPH for the non-HMO population.
6.2.2.6.4 Contractor Responsibilities

6.2.2.6.4.1 EPSDT Care Coordination
The Medical Services contractor staff performs the following EPSDT Care Coordination functions:
1.
Assist DHS in determining the appropriateness of EPSDT services.
2.
Process requests from providers or the public for services under the EPSDT program that are outside the coverage for the Medicaid program and make a determination of medical necessity within ten (10) days from receipt of the request.
3.
Assemble and coordinate the service care planning and interdisciplinary team for the private duty nursing and personal care services provided to the special needs children under the EPSDT program.

4.
Processes prior authorization requests for Private Duty Nursing services and Personal Care Services for EPSDT Special Needs Children. 
5.
For special needs children, notify case managers (within sixty (60) days of the due date) that a PA is due.  Provide reminders as necessary, if PA is not received four (4) weeks prior to expiration date.  Provide a monthly PA summary electronically to Child Health Specialty Clinics (CHSC) for their clients.  This summary needs to show authorizations forward for up to six months.  If there is a change to the service request, the child’s case manager can request a conference telephone call to review the PA decision with the team [case manager, CHSC (if applicable), family, and provider].  If the decision on the PA request is not modified, no call is necessary. 
6.
Upon receipt of PA and all supporting information, immediately process new requests for private duty nursing and personal care services with the case manager (using ISIS system to identify case manager) and process all other new requests within the standards required by DHS.  Send an NOD for modifications and denials.
7.
Approve procedures (including prior authorization services) for Private Duty Nursing of EPSDT Special Needs Children and facilitate coordination of the service care plan for these individuals.   

8.
Provide to DHS, a service breakdown of the various procedures that have occurred during the course of a Private Duty Nursing member's service.
9.
Provide an alert to the case manager (using ISIS to identify the case manager) sixty (60) days prior to the end date of a PA and to the case manager twelve (12) months prior to a member turning 21.

10.
Recommend improvements to the EPSDT functionality.
11.
Assist DHS and DPH in determining the appropriateness of EPSDT services.
6.2.2.6.4.2 EPSDT Tracking and Reporting
All reports will require coordination between the Core MMIS contractor and the Medical Services contractor, since the majority of the data will reside in the Core MMIS. 

1.
Produce reports and case documentation necessary for the State to monitor the EPSDT program as well as satisfy all Federal-reporting requirements.
2.
Send an alert to DHS when the prior authorization for private duty nursing or personal care for an EPSDT child is expiring or the child is turning 21 years of age.
6.2.2.6.5 Data Sources

The data sources for the Prevention Promotion (EPSDT) function are:
1.
Eligibility, claims, encounter and PA data from the Core MMIS
2.
Input from the interdisciplinary team for the private duty nursing and personal care services provided to the special needs children under the EPSDT program
6.2.2.6.6 Required Reports

The Medical Services contractor will provide the following reports:
1.
Service breakdowns of the procedures that have occurred during the course of a Private Duty Nursing member’s service
2.
Reports and case documentation necessary for the State to monitor the EPSDT program as well as satisfy all Federal-reporting requirements.
3.
Prior authorization alerts
4.
Report on new eligibles for foster care and Medically Needy with spend down members
5.
Report listing foster care and Medically Needy with spend down members by worker number, for those due an EPSDT screening
6.
Report on paid claims, except pharmacy, for foster care and Medically Needy with spenddown members to DHS and IDPH for non-HMO population.  .
7.
Monthly cost analysis summary of EPSDT screening services and exception to policy services to DHS.
8.
Quarterly service analysis summary of EPSDT services including claim and encounter data.
9.
Quarterly breakdown of screening center service costs by provider number and summary of informing and care coordination service costs.

6.2.2.6.7 Performance Standards

The performance standards for the Prevention Promotion (EPSDT) function are:
1.
All standard production reports must be available on line for review by DHS staff pursuant to the following schedule:
· Monthly reports – by 10:00 AM of the third business day after month end cycle.
· Quarterly reports – by 10:00 AM of the fifth business day after quarterly cycle.
2.
Process requests from providers or the public for services under the EPSDT program that are outside the coverage for the regular Medicaid program within ten (10) days of receipt.
3.
Notify case managers that a PA is due within sixty (60) days of the due date.
4.
Make PA decisions within five (5) working days of receiving the completed PA and supporting documentation.
5.
Provide an alert to the case manager sixty (60) days prior to the end date of a PA and to the case manager twelve (12) months prior to a member turning 21.

6.2.2.7 Prior Authorization

Prior authorization of health services (PA) is a way of managing certain services and equipment provided to program members.  The PA process includes several components: 
· Policy development for services requiring prior authorization 

· Building the file structure to identify those services, usually through procedure codes, requiring authorization prior to payment and performing the file maintenance to keep the list current

· Adjudicating the actual requests for authorization

· File interfaces to upload the authorization to the claims payment system
Iowa is requiring the Medical Services contractor to perform prior authorization of both medical and pharmacy services. As a result, the Medical Services contractor will need to provide updates to both the POS and MMIS files.   

The Iowa MMIS includes a prior authorization file containing the procedure codes requiring prior authorization. The system supports the entry and processing of PAs that are pending, approved, or denied.  Pending authorizations may be entered and later updated based on the outcome of the review of these requests. Updates to the file are processed by the Medical Services contractor when received and are updated either through file updates or through online updates by staff. The PA system supports the business operations of the Medical Services contractor related to prior authorizations, which includes processing prior authorization requests for those services specified by DHS including medical, psychological, pharmacy, dental and targeted case management services. 
The Medical Services contractor is responsible for providing qualified staff whose duties include verification of the medical necessity of specified services prior to provision of these services and other processes required to authorize payment for specified services.
The pharmacy POS system, as installed by the POS contractor, may have a different file structure than the current MMIS. It will need to flag those drug codes requiring prior authorization and have a means for updating the status of an individual payment request that needs prior approval. The update to this PA request will be processed by the Medical Services contractor, who sends a file to interface with the POS system, or updates the POS online.
6.2.2.7.1 Objectives

The objectives of the Prior Authorization function are:
1.
Identify services requiring prior authorization. Currently this includes private duty nursing (EPSDT), personal care (EPSDT), orthodontia (EPSDT), DME, hearing aids, eyeglasses.
2.
Control utilization of targeted services by providing a deterrent to inappropriate use.
3.
Provide data to support management of services requiring prior authorization.
4.
Determine the status of prior authorization requests, including pended, approved, modified, and denied.
6.2.2.7.2 Interfaces

Since prior authorization data determines the outcome of many payment requests, and requires an overt action on the part of the system users, the interfaces with the claims process systems are critical to success.  The Medical Services contractor will be required to interface with both the MMIS and the POS system.

6.2.2.7.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services contractor needs to accept, and load in its tracking system, the initial list, and all updates, to the State’s list of services (procedures) requiring prior approval.
The Medical Services Contractor must prepare a file of adjudicated prior authorization requests for daily transfer to the MMIS and POS.  They must also have the capability to load decisions directly to the respective systems, as an alternative. The State will determine the most cost effective means for the file interfaces, during the DDI phase.  The State may request both methods.

6.2.2.7.2.2 Interfaces With External Entities
The Medical Services contractor will receive requests for prior authorization from Medicaid providers statewide.  These requests may be paper, via fax, or through electronic files. To the extent these requests are electronic, through a Web portal or other means, they need to conform to HIPAA requirements for the X12 278 transaction (Request for Service Authorization).  The Medical services contractor must be able to accept the X12 format for the 278 Transaction.
1.
Providers

2.
ISIS
3.
IFMC
6.2.2.7.3 State Responsibilities

DHS has the following prior authorization responsibilities:
1.
Determine specific services requiring prior authorization and provide a listing to the Core MMIS contractor, the POS contractor, and the Medical Services contractor.
2.
Provide written guidelines for prior authorization processing, including criteria for specific edits in the MMIS and POS system.
3.
Process prior authorization requests for HCBS waiver services
4.
Monitor the Medical Services contractor's performance of the prior authorization function.
5. DHS contracts with Iowa’s QIO, the Iowa Foundation for Medical Care (IFMC), to perform prior authorization and pre-admission review of selected services.

6.2.2.7.4 Contractor Responsibilities

The prior authorization function for the Iowa Medicaid program is currently shared between three entities, as follows: 
· Medical Services contractor will perform prior authorizations for the service categories identified in this section
· Iowa Foundation for Medical Care (IFMC) provides prior authorization for selected surgical procedures and inpatient hospital admissions
· DHS processes requests for home and community based waiver care plans and long term care admissions 
The Medical Services contractor provides professional medical staff to perform prior authorization on certain services. This professional medical staff must include a full time Medical Director (i.e., an experienced managing physician; can be an M.D. or D.O.) and may include nurses, as well as peer consultants (such as pharmacists, psychologists, dentists, therapists and other medical professionals) with recognized credentials in the service area being reviewed. These medical consultants must be licensed or otherwise legally able to practice in the state of Iowa and possess the professional credentials to provide expert witness testimony in hearing or appeals. 

The Medical Services Contractor also staffs, maintains and responds to the toll-free hotline that providers (including LTC providers) call to determine the status of their prior authorization request and handles all routine inquiries and correspondence regarding PAs. When a service requires prior authorization, the provider submits the request to the Medical Services Contractor's medical/professional staff. The Medical Services Contractor staff reviews all requests for prior authorization to determine whether the service to be provided is medically necessary and appropriate, determines whether the service should be approved or denied based on DHS guidelines, and (if approved) determines an approved duration as required.  When necessary, the medical/professional staff must attempt to obtain from providers additional information that is needed to adjudicate the prior authorization requests. This may be done by telephone, mail, or fax.
The Medical Services Contractor's staff may approve, but cannot deny, a request for prior authorization without first referring it to a peer consultant. When a determination has been made, the prior authorization is either entered on the PA file at the MMIS or POS or entered on a separate file for daily interface to the respective claims processing contractors.  The Medical Services Contractor also notifies the requesting provider and the member, if the request is denied. The Iowa Administrative Code requires that any prior authorization request not acted on within 60 days of receipt be automatically approved. The Medical Services Contractor will be held liable for the claim cost incurred by DHS for such services if retrospective review determines that the services did not meet program requirements.
The Medical Services Contractor is responsible for processing the prior authorizations for the following types of services:
· Medical Services
· Psychological Services
· Pharmacy Services
· Dental Services
· Targeted Case Management
Information on specific procedures requiring prior authorization and volume of requests is available in the Bidder’s Library. Iowa has moved the Pharmacy Prior Authorization requirements to the Medical Services area from the traditional placement in the POS system in an effort to coordinate all Medical Services for Medicaid members.

6.2.2.7.4.1 Prior Authorization Processing
The Medical Services contractor staff performs the following prior authorization functions:
1.
Accept prior authorization requests on paper, by facsimile or electronically, in formats approved by DHS.
2.
Accept prior authorization requests from participating Medicaid providers, DHS staff, or other sources authorized by DHS.
3.
Maintain PA requests and supporting documentation in a filing system approved by DHS.  Hardcopy requests and documentation will be imaged by the Core MMIS contractor and be made available to the Medical Services contractor electronically.
4.
Maintain a hotline available during contractor business hours and respond to phone calls from providers (including LTC providers) on the status of their prior authorization request and handle all routine inquiries and correspondence regarding PAs. For emergency requests, arrange for an on-call professional to be reached 24 hours per day, 7 days per week through a pager system.
5.
Process all PA requests, determine whether the service to be provided is medically necessary and appropriate and whether the service should be approved or denied
6.
When necessary, attempt to obtain from providers additional information that is needed to adjudicate the prior authorization requests. This may be done by telephone, mail, or fax.
7.
Suspend PAs containing errors and return to the provider for resolution.
8.
Provide approved/denied prior authorizations to the Core MMIS contractor, or POS contractor either through file transfer or through online updates by Medical Services staff.
9.
Produce and send Notices of Decision on prior authorizations to providers and members. Send PA approval letters to the provider. Send adverse action notices to the provider and member indicating the reason and the circumstances for the adverse action, the appropriate section of the Iowa Administrative Code, information as to the specific reason for the denial that members would understand as the basis for denial and the right to appeal. Send a copy of the Request for Prior Authorization form with the Decision Notice. Do not list the identity of the consultant on the Notice. The content and format for all correspondence must be approved by DHS.
10.
Produce and mail a Decision Notice to the member for modified prior authorizations and denied ambulance claims.
11.
Ensure timely review of all requests and subsequent notifications to providers, pursuant to DHS performance standards.  Automatically approve any prior authorization request not acted on within sixty (60) days of receipt (per the Iowa Administrative Code).
12.
Assist DHS in responding to appeals on modified and denied prior authorizations. Attend appeal hearings to support the decision unless excused by DHS. Provide written statements to support the PA decision.
13.
Develop and recommend criteria to be used for prior authorization
14.
Generate and send PA reports as specified by DHS.

6.2.2.7.4.2 Prior Authorization File Maintenance
The Medical Services contractor is responsible for the prior authorization file maintenance requirements identified below. File maintenance will be coordinated with the MMIS and POS contractor and could be delegated to the respective system contractors, depending upon DHS and contractor preferences.
1.
Assist DHS in identifying when and for which procedures, prior authorization or pre-procedure review should be required.
2.
Change the scope of services authorized at any time and extend or limit the effective dates of authorization.
3.
Accept and process electronic prior authorization requests (ANSI X12 278 Request for Authorization).
4.
Maintain detailed audit trail reports of all changes to PA records.
5.
Indicate date of last change, ID of the person making the change, and information changed for each PA record.
6.
Maintain a prior authorization data set, which at a minimum, must include the following  information:
· Unique PA number
· Iowa Medicaid provider number and UPIN, when available
· Member ID
· Status of the PA request, including pending, denied, authorized, or modified
· Multiple line items for requested and authorized services by procedure code and range of procedure codes or specification of multiple, distinct procedure codes
· Diagnosis code and range of diagnosis codes or specification of multiple distinct diagnosis codes
· Type of service codes
· Units of service billed and authorized
· Dollar amount to be billed
· Line-item approval/denial indicator
· Beginning and ending effective dates of the PA
· ID of authorizing person
· Date of PA request
· Date of request for additional information
· Date of PA determination
· Date PA notice sent
7.
Maintain a free-form text area on the PA record for special considerations, along with a flag to allow the system to identify authorizations with special considerations. Provide separate text area that will be printed on the PA notice, using predefined messages as well as unique messages.
8.
Maintain provider-specific prior authorizations. PAs for DHS-specified services can be transferred without the PA process beginning again.
9.
Edit PAs online, including:
· Validation of provider ID and eligibility
· Validation of member ID
· Validation of procedure and diagnosis codes
· Duplicate authorization check to previously authorized or previously adjudicated services (including denials) and duplicate requests in process
10.
Generate approval, pending, and Notices of Decision (including denial reason) using variable parameters, such as to select specific name or address, or to send notices to more than one provider.
6.2.2.7.4.3 Prior Authorization for PDL

The Medical Services contractor is responsible for the administration of prior authorization for the PDL, including:

1. Develop clinical prior authorization review criteria (including existing prior authorization and PDL prior authorization criteria) in conjunction with DHS, its Drug Utilization Review Board, and the P&T Committee.

2. Make the prior authorization review criteria easily understood and widely available to providers, Medicaid clients, and identified stakeholders through various media.

3. Develop a plan for administering prior authorization services, which requires the prescribing physician to submit all prior authorization forms.

4. After approval of the PDL and as supplemental drug rebates are negotiated, provide prior authorization services for prescriptions written for non-preferred drugs and for preferred drugs with conditions. Prior authorization services will consist of prescription review by a licensed pharmacist or pharmacy technician to ensure that all predetermined clinically appropriate criteria have been met before the prescription may be dispensed.

5. Provide to DHS monthly reports that summarize all prior authorization activities. Reports will be delivered to DHS in a format approved by DHS.

6. Submit quarterly reports on monitoring parameters for PA staff Quality Assurance to DHS. Quarterly reports are due by the 10th day of the month following the end of each quarter.

7. Ensure that all prior authorizations meet the required service and quality standards.

8. Assist DHS with the appeal process, the exception to policy process, judicial proceedings and any other clarifying inquiry at the request of DHS. 

6.2.2.7.5 Data Sources

The following are the major inputs to the prior authorization function:
1.
Hardcopy prior authorization requests
2.
Telephone prior authorization requests
3.
Facsimile prior authorization requests
4.
Electronic prior authorization requests
6.2.2.7.6 Required Reports

The primary outputs of the prior authorization function are listed below.
1.
Audit trail reports identifying file updates.
2.
Decision Notice to the member for notification of denied PAs, modified PAs and denied ambulance claims. 
3.
Decision Notice to providers for all PA approvals or denials. 
4.
Electronic imaged versions of Requests for Prior Authorization forms. 
5.
Statistical reports to DHS based on all data elements collected for the prior authorization task.  The frequency, content and format will be approved by DHS. Reports will need to identify specific service areas, such as pharmacy, and may contain different data elements, depending on user needs. At a minimum, the following information needs to be available.
· Type of authorization and number approved or denied by authorizer, units and dollar value of services used and not used
· Suspended PAs and duplicate suspends
· Frequency of service codes requested and authorized
· Utilization  (including the number of times particular services were approved), by provider, provider type, and member
· Denials (including denial reason), approvals, pends (including pend reason), with year-to-date totals
· Paper copies of PA Notices of Decision, if requested
· Timeliness of PA processing, including days from receipt of request to mailing notices; numbers of PAs approved, denied, and pending, and an aging of PAs in the system by type.
6.2.2.7.7 Performance Standards

The performance standards for the prior authorization functions are provided below. The performance standard, in some areas, differs for processing pharmacy claims.  These pharmacy specific standards are listed at the end of this section.
1.
For complete PA requests not requiring peer review, approve or deny, enter into the system and send appropriate notices for ninety-five percent (95%) within five (5) business days of initial receipt.
2.
For complete PA requests requiring Peer Review, approve or deny, enter into the system, and send appropriate notice for ninety-five percent (95%) within ten (10) business days of initial receipt.
3.
For PA requests that need additional information, ninety-five percent (95%) will be processed within sixty- (60) business days of initial receipt but these requests cannot be denied prior to forty-five (45) working days from initial receipt.
4.
Update the prior authorization manual within three (3) business days of State approval of a change or State request for a change.
5.
Resolve ninety-five percent (95%) of all contractor errors (as identified on error reports) within five (5) business days of generation of the error report and the remaining five percent (5%) within ten (10) business days.
6.2.2.7.7.1 Pharmacy Prior Authorization
A unique performance standard for the pharmacy prior authorization task is provided below.
1.
Respond to ninety-five percent (95%) of pharmacy prior authorization requests within twenty-four (24) hours or receipt.
6.2.2.8 Quality of Care

The quality of care function is designed to monitor the care provided to Iowa Medicaid members.  The Medical Services contractor is expected to focus on the three managed care programs as the basis for this quality functions.  The managed care programs include, MediPASS (a primary care case management system), the HMO network, and the Iowa Plan for behavioral health.  The contractor will use monitoring programs in place in the Medicaid program today as a base, but will be expected to design a comprehensive “Report Card” that looks at quality of care across all managed care programs under Medicaid.

6.2.2.8.1 Objectives

The objectives of the Quality of Care function are:
1.
Determine the status of Medicaid program contract providers' compliance with service agreements.
2.
Determine health status of Medicaid members, to the extent information is available through assessment tools such as HEDIS.
3.
Design a process for measuring overall health status of Medicaid members.
6.2.2.8.2 Interfaces

The DHS data warehouse will be the primary source for claims and encounter data.  The Medical Services contractor will also need to obtain HEDIS information from the EQR Contractor, and may need performance measures from HMO contractors, either from DHS staff or through the claims processing contractor.

6.2.2.8.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services contractor will interface with the following Iowa Medicaid Enterprise components:
1.
Required interface with the data warehouse to extract utilization and practice patterns in medical care for Medicaid members
2.
Interface with MMIS to obtain other information on MCO and MediPASS providers

6.2.2.8.2.2 Interfaces With External Entities
The Medical Services contractor will interface with the following external entities:
1.
Interface with EQRO contractor for HEDIS data
2.
Possible interface with HMOs and Iowa Plan administrator to obtain utilization and access information not otherwise available
3.
Interface with IFMC to obtain data on S-CHIP utilization
6.2.2.8.3 State Responsibilities

The State responsibilities of the Quality of Care function are:
1.
Provide current policy requirements for member access and quality standards, to the extent available
2.
Provide quality and access requirements for HMO, MediPASS and Iowa Plan contracts
3.
Facilitate access to HMO, MediPASS and Iowa Plan contractors
4.
Provide policy direction to contractor in defining components of overall Medicaid quality plan
6.2.2.8.4 Contractor Responsibilities

The contractor responsibilities for the Quality of Care function are:
1.
Perform technical analyses, data collection and reporting on the performance of the HMOs in the Iowa Medicaid program. This responsibility includes:
· Ensuring that Federal requirements for managed health care contracting (HMO) are met
· Assisting DHS in the preparation of any managed health care waivers necessary to operate the program
· Ensuring the HMO’s provider panel adequacy. DHS will provide the Medical Services contractor with a quarterly report of the HMOs and their enrolled providers. The Medical Services contractor will perform a quarterly review of the HMO provider panel data to assure each HMO is adequately serving the number of enrollees based on the number and type of providers enrolled with the HMO. The findings are reported to DHS.
· Participating in any Federal reviews, as necessary
· Conducting and reporting on appointment surveys
· Performing hotline and quality assurance/utilization review (QA/UR) functions
· Providing medical expertise for review of appeals that occur subsequent to an adverse action by the health plans
· Ensuring that providers are adequately trained and understand all UR/QA systems, grievance procedures, and grievance resolution
· Collecting and analyzing data to ensure adequate system entry and data integrity of all encounter-based data
· Sponsoring and participating in bi-weekly meetings with DHS and the HMOs. 
· Providing the phone connection to the HMOs and providing meeting minutes for approval to DHS
2.
Perform utilization review, quality assurance, grievance resolution, data collection, technical analysis, and reporting for the HMOs and MediPASS providers. Specific data to be collected and analysis performed will be negotiated between the contractor and DHS
3.
Evaluate adequacy of provider panels for the contracted MCOs
4.
Verify compliance by MediPASS providers with requirements for 24-hour coverage for assigned Medicaid members.
5.
Perform quality assurance, utilization review, and grievance resolution for the Iowa Plan participants, which include: 
· Ensuring that Federal requirements for managed health care contracting are met
· Assisting DHS in the preparation of any managed health care waivers necessary to operate the program
· Ensuring the Iowa Plan’s provider panel adequacy. DHS will provide the Medical Services contractor with a quarterly report of the Iowa Plan enrolled providers. The Medical Services contractor will perform a quarterly review of the provider panel data to assure the Iowa Plan is adequately serving Medicaid members.  The findings are reported to DHS.
· Participating in any Federal reviews, as necessary
· Conducting and reporting on appointment surveys
· Performing hotline and quality assurance/utilization review (QA/UR) functions
· Providing medical expertise for review of appeals that occur subsequent to an adverse action by the health plans
· Ensuring that providers are adequately trained and understand all UR/QA systems, grievance procedures, and grievance resolution
· Collecting and analyzing data to ensure adequate system entry and data integrity of all encounter-based data
6.
Design, in conjunction with DHS, a “Report Card” that can be used to provide a qualitative assessment of the MCOs in the Iowa Medicaid program. The contractor must have a test version of such an instrument ready for use by the beginning of the second year of operation.
6.2.2.8.5 Data Sources

The primary data source will be claims and encounter data from the data warehouse. The MMIS will provide information on capitation payments and providers.  The managed care providers will provide information on provider panels and access.
6.2.2.8.6 Required Reports

The contractor will provide the following reports for the Quality of Care function:

1.
Quarterly QA/UR Utilization Reports to MediPASS Providers.
2.
Quarterly paid claims audits of MediPASS enrollees.
3.
“Report card” of MCO performance, by year two of operations
6.2.2.8.7 Performance Standards

The performance requirements for the Quality of Care function are:
1.
Provide quarterly reports within 10 business days of the end of the reporting quarter
2.
Provide individual case reports within 30 calendar days of referral of case to contractor

6.2.2.9 Long Term Care Assessment

The contractor will perform a universal independent pre-admission screening for long term care services.  This pre-admission screening will be mandatory for long term care services identified by DHS including but not limited to nursing facility, Intermediate Care Facilities for individuals with mental retardation (ICF/MR) and Home and Community-Based Services (HCBS) waiver programs. The assessment provides an objective and accurate evaluation of the individual’s needs and is used to determine medical necessity and appropriateness of admissions to long term care services including but not limited to nursing facility, Intermediate Care Facility for individuals with mental retardation (ICF/MR) and home and community based services.  The contractor will all perform a re-assessment for members, based on DHS guidelines. 

The contractor will operate the assessment program statewide.  Nurses will meet with the member, often with one or more family member present, conduct the assessment, establish medical eligibility and authorize a service plan.

6.2.2.9.1 Objectives

The primary objectives of the Long Term Care Assessment function are:
1.
Provide timely and objective functional eligibility decisions for long term care services.
2.
Determine medical necessity and appropriateness of admissions to long term care services.
3.
Educate individuals and families about their choices.
4.
Support fair allocation of resources based on need.
5.
Determine continued medical necessity and appropriateness for long term care services.
6.2.2.9.2 Interfaces

The Medical Services component interfaces with DHS staff and the other Iowa Medicaid Enterprise components and external entities identified below.

6.2.2.9.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services contractor interfaces with the Core MMIS for entry of assessment data to the MMIS file.

6.2.2.9.2.2 Interfaces With External Entities
The Medical Services contractor interfaces with the following external entities:
1.
Title XIX File
2.
IABC
3.
County of Legal Settlement system
4.
ISIS
5.
Case Coordination entity including Area Agencies on Aging (AAA's), County Targeted Case Management and DHS Income Maintenance and Social Workers.
6.
Members

6.2.2.9.3 State Responsibilities

The State responsibilities for the Long Term Care Assessment function are:
1.
Provide guidelines for staff qualifications of contractor staff conducting the assessment reviews.
2.
Provide written policy regarding the pre-screening and reassessment process according to specific program guidelines.
3.
Provide written guidelines for an appeal process.
4.
Monitor the performance of the pre-assessment and reassessment process.
5.
Approve all pre-assessment and reassessment edits and audits.
6.2.2.9.4 Contractor Responsibilities

The contractor responsibilities for the Long Term Care Assessment function are:
1.
Process pre-screening and reassessment activity statewide according to DHS guidelines.  The contractor will accept and process all applications requiring a pre-screening assessment and reassessment.
2.
When necessary, attempt to obtain additional information that is needed to determine the individual's need.  This may be done by telephone, mail, or fax.
3.
Provide professional medical staff to perform the pre-assessment and reassessment on all individuals who apply for Long Term Care services. The type and qualifications of the staff must be approved by DHS. 
4.
Authorize individual services for nursing facility and ICF/MR members.  

5.
For HCBS members, authorize a preliminary plan and provide the preliminary plan to the service worker/case manager for the waiver member to develop the final care plan.

6.
Maintain pre-screening and reassessment documentation.
7.
Notify members and DHS of the results of the prescreening assessment in a format determined by DHS.
8.
Respond to phone calls from individuals on the questions or status of pre-screening assessments.
9.
Conduct a peer review of pre-assessments and reassessments performed to assure consistency of evaluation.  The percentage of peer reviews will be determined by DHS.
6.2.2.9.5 Data Sources

The Medical Services contractor obtains data from the following sources for the Long Term Care Assessment function:
1.
Interview with member and family
2.
Hardcopy of the pre-screening request
3.
Telephone pre-screening requests
4.
Facsimile pre-screening request
5.
Assessment tool identified by DHS
6.
Software to authorize preliminary service plan provided by the Medical Services contractor and approved by DHS
7.
Program policies for long term care eligibility
6.2.2.9.6 Required Reports
The Medical Services contractor will provide the Pre-Admission Screening database to DHS and will submit the following reports in a format determined by DHS quarterly or upon request: 
1.
Number of patients approved and denied for long term care services based on assessments and re-assessments, plus the dollar value of the approved services, if applicable.   
2.
Reports of denials (including denial reason), approvals, pending applications (including pending reason), and appeal activity with fiscal year to date totals.
3.
Paper copies of prescreening authorizations, if requested.
4.
Reports of the timeliness of prescreening and reassessment process, including days from receipt of request to mailing notices; numbers of prescreening approvals, denials, and pending.
5.
Statistical comparison of fiscal year-to-fiscal year assessment activities 
6.
Report of the types of services authorized in the authorized service plan and a comparison of those services.
7.
Summary of reassessments conducted and services authorized for residents in long term care facilities.
6.2.2.9.7 Performance Standards

The performance standards for the Long Term Care Assessment function are:
1.
Onsite prescreening and reassessment shall be completed for ninety five percent (95%) of the members within five (5) working days.
2.
Provide a Notice of Decision and results onsite to the member with one (1) business day of completion of the assessment.
3.
Make referral for financial eligibility for Medicaid programs within two- (2) business day of initial assessment.
4.
If an individual is determined medically eligible, make referral for service coordination, as needed by program, within two- (2) business days of initial assessment.
5.
Enter pre-screening and reassessments requests requiring a peer review, (as determined by DHS guidelines) into ISIS within three (3) business days of completion.
6.
Update the prescreening manual within three (3) business days of State approval of a change or State request for a change.
7.
Identify and correct any errors on the pre-screening assessment within three (3) business days of the error detection.
8.
Complete reports as required in Section 6.2.2.9.6 pursuant to DHS standard guidelines
6.2.2.10 Case Mix Audits

As a Federal requirement, all licensed nursing facilities are required to transmit Minimum Data Set (MDS) information to a central repository.  The MDS is an assessment that identifies a resident’s care needs. The MDS is used when developing the resident’s plan of care.  The MDS categorizes residents into groups that utilize similar quantities of resources defined as nursing time, therapy time and nursing assistant time.  The Resource Utilization Groups, Version III (RUGs-III) was developed by CMS (formerly HCFA) and is the basis for resident classification of MDS information for Medicare prospective payment system and numerous other state’s Medicaid systems.  
In Iowa, the RUGs-III classification system is used to classify residents and determine a facility’s case mix, which determines reimbursement levels.  Medicaid-certified nursing facilities (non-state-owned) are reimbursed under a modified price-based case-mix system.  This reimbursement system is based on recognition of the provider’s allowable costs from two components, a direct care and non-direct care component, plus a potential excess payment allowance.  The case-mix system reflects the relative acuity or need for care of the Medicaid members in the nursing facility.  Case-mix adjustments for patient acuity are made to the nursing facilities’ rates on a quarterly basis.
6.2.2.10.1 Objectives

The primary objectives of the Case Mix Audits are:
1.
Ensure that assessments are completed accurately and correctly to reflect the resident's status, pursuant to DHS timeframes. 
2.
Review care needs and ensure needs are being met for nursing facility care for residents.
6.2.2.10.2 Interfaces

The interfaces for the Case Mix Audit function are identified below.
6.2.2.10.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Medical Services contractor interfaces with the Provider Cost Audits and Rate Setting component for the Case Mix Audit function.
6.2.2.10.2.2 Interfaces With External Entities
The Medical Services contractor interfaces with the Department of Inspections and Appeals for the Case Mix Audit function:
6.2.2.10.3 State Responsibilities
DHS has the following Case Mix Audit responsibilities:
1.
Provide the number of on-site validation reviews to be completed.
2.
Provide guidelines on what the validation review sample should represent.
3.
Provide guidelines on qualifications of individuals to conduct review.
4.
Provide specific requirements to ensure inter-rater reliability.
5.
Provide specific requirements on error rate threshold.
6.
Provide guidelines on reporting requirements to DHS.
6.2.2.10.4 Contractor Responsibilities
The contractor responsibilities for the Case Mix Audit function are:
1.
Conduct annual on-site Minimum Data Set (MDS) validation reviews according to written guidelines from DHS.
2.
Validate all pertinent information, including the MDS, the resident's medical record, interviews with NF staff, and observation of the resident.
3.
Conduct exit conference with the nursing facility administrative staff to identify inconsistencies found in the MDS fields utilized for RUGs III classifications and suggested areas for staff education and training.
4.
Provide formal written report of the MDS validation process.
5.
Notify DHS if a nursing facility's error rate is greater than the established threshold or questionable patterns of coding or transmission are noticed.
6.
Provide qualified and trained staff to perform the MDS validation reviews. DHS must approve the guidelines for the type and experience level of proposed staff
6.2.2.10.5 Data Sources
The following are the major inputs to the Case Mix Audit function:
1.
Admission assessment.
2.
Annual assessment updates.
3.
Significant change in status assessments.
4.
Quarterly review assessments.
5.
Subsets of items upon a resident's transfer, reentry, discharge or death.
6.
Resident's medical record.
7.
Interviews with nursing facility staff.
8.
Observation of the resident.
6.2.2.10.6 Required Reports

The following are the primary outputs of the Case Mix Audit function:
1.
Case mix indices for each nursing facility’s resident population and Medicaid resident population and resident rosters based on the RUGS 34 grouper version 5.12, MDS version 2.0, utilizing the index maximizing approach.  To be provided quarterly, submitted by September 1, December 1, March 1 and June 1 of each calendar year.
2.
Report monitoring of trends in acuity across the nursing facility industry on a quarterly basis, submitted by September 1, December 1, March 1 and June 1 of each calendar year.
3.
Provide written, formal report of each onsite review to the facility, Department of Inspections and Appeals and DHS within 30 calendar days of the review.
4.
Notify DHS if an error rate is greater than the established thresholds, or questionable patterns of coding or transmission are noticed.
5.
Report to DHS quarterly:
· The top five categories of the RUGs III classifications reviewed.  
· Number of records reviewed.
· Average error rate.
· Inter-rater reliability percentage.
6.2.2.10.7 Performance Standards

The performance standards for the Case Mix Audits are:
1.
Complete validation on 25 percent of residents in each of Iowa’s certified nursing facilities each contract year.
2.
Provide formal written report within 30 calendar days of the last date of the onsite review for 100 percent of the validation reviews.
3.
Complete reports as required in “required reports” Section 6.2.2.10.6 pursuant to standard DHS reporting guidelines for weekly, monthly, quarterly and annual reports.
6.3 Provider Services Component

The Provider Services component encompasses those functions necessary to encourage and support provider participation in the Iowa medical assistance programs, enroll providers and maintain provider data, and provide training and assistance to providers who participate.  In addition, this function encompasses those activities required to educate providers and respond to provider inquiries. These functions are primarily the responsibility of the Provider Services contractor, and follow DHS policies. The Provider function includes those processes required to maintain a repository of provider information. The Provider Master File (PMF), maintained in the Core MMIS, includes all active and inactive providers and is used to support claims processing, management reporting, surveillance and utilization review, managed care, and other systems and operations of the program. The Provider subsystem supports the business operations of the Provider Services contractor related to providers, which include:
· Provider Enrollment
· Provider Relations
· Provider Training
· Provider Publications
· Managed Care Provider Support
6.3.1 Contractor Start-Up Activities
The start-up activities for the Provider Services function include the general tasks and activities identified in Section 6.1 for all professional services contractors, as well as specific activities to be performed by the Provider Services contractor. The Provider Services contractor will be required to perform these tasks and incorporate their specific responsibilities into the overall implementation plan for the project.  Since the Provider Services contractor will be updating files maintained in the Core MMIS and doing research using Core MMIS files and the data warehouse, they will need to receive user training from the Core MMIS contractor and the Data Warehouse / Decision Support contractor.

6.3.1.1 Planning Task
The objective of the planning task is to insure that the start up activities of the Provider Services contractor will be on schedule with the rest of the project, have identified all operational responsibilities and can meet interface requirements for the other components that will make up the Iowa Medicaid Enterprise. Key elements of the planning task include:
· Detailed work plan 
· Identification of interface partners and description of data to be transferred
· Staffing and computer program support to perform the required tasks
· Transfer of responsibilities and data conversion 
Preliminary provider training plan, including interface with the Core MMIS contractor to identify any changes that will be required for claims submission and interface with the Medical Services contractor for any changes that will be required for prior authorization submission
6.3.1.2 Development Task
The development task traditionally refers to the software design and development to support the required tasks. For most of the Professional Service components, the development phase will be limited. The Provider Services contractor will need to work with the following component contractors for the activities identified below:
· Core MMIS contractor and Medical Services contractor to identify any changes to claims and prior authorization submission requirements that need to be addressed in the initial provider training sessions and to identify updates to the provider manuals.
· Core MMIS contractor and Data Warehouse / Decision Support contractor to develop interfaces and identify training requirements for the Provider Services staff 
· Core MMIS contractor and Workflow Management team to develop the automated workflow management processes for the provider enrollment activities
Also during this task, the Provider Services contractor will prepare and obtain approval of the initial provider training plan. The work plan prepared as part of the Planning Task needs to identify all the key activities and dates for initial Provider Services activities.
6.3.1.3 Acceptance Test Task
The acceptance test task will be used to verify that the proposed system configuration will support the required tasks and that the interfaces all work and contain the correct data elements.  During this task the Provider Services contractor will also conduct the following activities:
· Prepare, obtain DHS approval on, and mail a letter to notify providers of the new Iowa Medicaid Enterprise contracts and any changes resulting from the new contract. 
· Conduct statewide provider training for all providers to discuss any changes and respond to provider questions regarding the changes.
· Prepare and distribute provider manual updates electronically to all providers.
· Develop and obtain DHS approval of information to be provided via the provider website.
· Develop and obtain DHS approval of the Provider Services contractor’s procedure manuals.
· Develop the Provider Services contractor’s staff training plan and training materials, including the plan to receive training from the Core MMIS contractor for provider file updates and access to claims data maintained in the Core MMIS, and training from the Data Warehouse / Decision Support contractor for access to data stored in the data warehouse.
All provider training and notifications will be completed prior to the Implementation Task.
6.3.1.4 Implementation Task
Implementation includes bringing together all aspects of the contractor’s operation to begin performing the required tasks. It includes coordination of staff resources, communication logistics, data systems, the converted data and the interface schedule. The number of components in this procurement, and the potential for several vendors increases the risk for failure at the implementation stage. Vendors will be expected to describe safeguards to protect against this potential risk.
6.3.1.5 Operations Task
The operations task is the daily performance of all required activities by the new contractor. Because of the risk created by the complexity of this procurement, vendors will need to describe required coordination and safeguards to assure a successful operation of the Iowa Medicaid Enterprise.
6.3.2 Operational Requirements
This section describes the traditional and unique operational requirements for the Provider Services component of the Iowa Medicaid Enterprise.
6.3.2.1 General Requirements
The Provider Services component for the Iowa Medicaid program includes those activities required to enroll and encourage participation by providers in the Iowa Medicaid program, develop and maintain a provider website, provide provider training including annual statewide training and one-on-one training as needed, research and respond to provider inquiries, and development and periodic updates of provider publications. The Provider Services contractor will also provide ongoing training to its staff to ensure that communications with providers are accurate, complete, and up-to-date. The Provider Services team will work as part of a larger integrated unit consisting of staff from other vendors obtained through this procurement, plus requisite State employees. Requirements for the specific tasks are described below.
6.3.2.2 Provider Enrollment
The provider enrollment function consists of enrolling eligible new providers in the Iowa Medicaid program according to State and Federal regulations for participation, periodic re-verification of provider licensing and certification requirements, and updating of the provider file maintained in the Core MMIS with changes to provider data. This function also includes encouraging eligible non-enrolled providers to participate in Iowa Medicaid through an outreach program.
6.3.2.2.1 Objectives
The primary objectives of the Provider Enrollment function are to:
1.
Enroll providers of medical services in the Medicaid program by utilizing a formal procedure to enroll, certify, maintain, and re-verify eligibility for all participating providers.
2.
Process provider applications and status changes in a timely manner in order to maintain control over and ensure complete processing of all applications and information changes.
3.
Maintain cooperative efforts with the Iowa medical community and encourage participation in the Medicaid program.
6.3.2.2.2 Interfaces
The Provider Services contractor will be required to interface with the Core MMIS contractor, DHS staff, and providers in the performance of its provider enrollment activities. These interfaces are identified below.

6.3.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The Provider Services contractor will interface with the following Iowa Medicaid Enterprise components:
1.
Core MMIS contractor to obtain information needed to validate enrollment requirements with information maintained in the Core MMIS (e.g., licensing and certification data) and to enter online updates to the Provider file
2.
DHS staff to obtain policy information, approval of any correspondence used in the provider enrollment process, and certain updates of provider information (e.g., provider rate changes, enrollment of specified provider types, etc.)
3.
DHS to obtain State and Federal sanction information and any restrictions on the provider resulting from state investigations
6.3.2.2.2.2 Interfaces With External Entities
The Provider Services contractor will interface with the following external entities:
1.
Providers to obtain information needed for a provider to enroll in the Iowa Medicaid program and information regarding changes in provider data (e.g., changes in the practice of the provider, group affiliation changes, address changes, etc.)
2.
Provider associations as part of the outreach activities to encourage provider participation in the Medicaid program.
6.3.2.2.3 State Responsibilities

DHS is responsible for the following Provider Enrollment functions:
1.
Establish policy regarding provider eligibility, service coverage, reimbursement, and related issues.
2.
Direct the Provider Services contractor to update the Provider Master File (PMF) subsequent to provider suspensions or terminations as the result of State or Federal investigations
3.
Direct Provider Services contractor to update the Provider Master File (PMF) with institutional and other provider enrollments.
4.
Review and approve the biannual provider re-verifications, at the option of DHS.
5.
Approve all provider tracking functionality.
6.
Monitor the contractor’s performance of provider enrollment activities.
6.3.2.2.4 Contractor Responsibilities
The Provider Services contractor is responsible for enrolling providers of medical services in the Medicaid program by utilizing a formal procedure to enroll, certify, maintain, and re-verify eligibility for all participating providers. This process includes ensuring that providers are qualified to participate in the Medicaid program through verification of State licensure and appropriate State and Federal certifications prior to enrollment as Medicaid providers. The Provider Services contractor collects, controls, and processes provider enrollment and status information and also provides telephone support for provider enrollment inquiries.
The Provider Services contractor performs the administrative functions related to provider enrollment. These functions include obtaining written provider agreements for all providers enrolling in the program and screening providers to ensure that State licensing and certifications requirements are met. The Provider Services contractor may deny participation in the Medicaid program for certain providers, based on a decision provided by DHS.
Medical and other providers wishing to participate in the Medicaid program must complete an application and a provider agreement. The Provider Services contractor reviews the applications, verifies licensure (where appropriate) through State licensure boards, assigns a unique Medicaid provider number and approves the application, if all requirements for participation have been met. After approving the application, the Provider Services contractor updates the Provider Master File with the new information. 
DHS performs some of the provider enrollment functions related to the long-term care facilities and waiver providers. The Provider Services contractor shares the provider enrollment functions for providers participating in the Home and Community-Based (HCBS) waiver program. The enrollment form for waiver providers is completed and sent by the provider to the Provider Services contractor who determines if the information is complete and forwards it to DHS for verification and assignment of eligible waiver services. DHS enters the approved procedure codes (per provider, per waiver) in the ISIS system and returns the approved application to DHS and Provider Services for file updating. 
The following are the requirements of the Provider Enrollment functions:
1.
Assign provider numbers and update the Provider Master File to accommodate DHS-directed enrollment of providers, including assigning provider numbers, including assigning separate provider numbers to participating facilities for upper payment limit payments.
2.
Ensure that provider enrollment applications and related forms have been scanned and stored in the imaging system provided by the Core MMIS contractor and that they can be retrieved as needed.  Must have the capability to accept and process electronic applications through the Core MMIS contractor.
3.
Maintain files of provider Electronic Media Claim (EMC) agreements, Medicaid provider agreements and provider correspondence in a readily accessible manner until the quality of the imaged copies has been verified by the Core MMIS contractor and for no less than ninety (90) days from the date of receipt. Electronic image files of these documents must be maintained for a minimum of seven (7) years.
4.
Promote participation in the Medicaid program through communication with Iowa medical providers.
5.
Ensure that providers are qualified to render specific services under the Medicaid program by screening applicants for State licensure and certification upon initial enrollment (and yearly thereafter), for compliance with Federal participation requirements and for continuous specialty board certification.
6.
Receive and process provider applications agreements, and changes, determine provider eligibility, and enroll all provider types.  
7.
Provide copies of provider agreements and applications and other documentation from the provider files to DHS upon request.
8.
Maintain control over all provider data using the Workflow Process Management system to track all provider enrollment activities.
9.
Through file cross-reference capabilities, identify providers terminated for cause. These providers are not re-enrolled without DHS approval.
10.
Provide telephone response capability for provider enrollment inquiries.
11.
Identify providers who have multiple practice locations.
12.
Maintain provider enrollment status codes with associated date spans.  At a minimum, the enrollment codes must include:
· Application pending
· Enrolled for all programs
· Enrolled only for special program (e.g., waiver)
· Preferred provider arrangement
· Enrollment suspended
· Designated as on-review
· Terminate status codes, such as voluntary or involuntary
· Enrolled as a serving provider only
13.
Track all provider enrollment activities including the location of the enrollment application throughout the process, the numbers of applications in each step of the process and the elapsed time between each step of the provider enrollment process. The Workflow Process Management system provided by the Core MMIS contractor will provide some of this data. The Provider Services contractor needs to be able to produce a report, on request, on any aspect of the provider enrollment process captured by the tracking system. Allow inquiry to the Provider Master File by both provider name and provider number.
14.
Verify certification or licensure, where necessary.
15.
Assign provider identification numbers from a list of available numbers. This includes assigning and issuing a Medicaid provider number for the Rehabilitative Treatment Services (RTS) providers even though the Rehabilitative Treatment Services (RTS) claims are processed in the FACS and not in MMIS.
16.
Identify and cross-reference multiple practice locations and practice types for a single provider.
17.
Provide an online cross-reference of individual and group affiliations on each provider. Accommodate up to ten provider numbers used to identify each group or clinic with which the individual provider is affiliated.
18.
Process requests from the provider for voluntary withdrawal from the Iowa Medicaid program.
19.
Capture additional provider information, such as provider address, group and servicing provider data, and licensure and certification status.
20.
Process requests from DHS for suspending or terminating providers as the result of State or Federal investigations.
21.
Maintain provider group membership effective dates; enrollment status; electronic media claims (EMC) billing data; restriction and on-review claim types; billing categories of service; certifications (including CLIA); identification numbers; specialty; and other user-specified provider status codes and indicators.
22.
For institutional providers, capture the number of beds (Medicaid beds and total beds) in the facility and capture reimbursement rates and update this data in the Provider Master File.
23.
Process adds, changes, terminations, and purges of provider records according to the established procedures. 
24.
Capture and update non-profit status indicators in the Provider Master File.
25.
Report providers as inactive after twenty-four (24) months of no claim activity.  Contact all providers appearing on the Inactive report to ascertain whether they desire to continue participating in the Medicaid program. Allow sixty (60) days for a response before sending a follow-up notice. Allow thirty (30) additional days, change to terminated status.
26.
Provide the capability to change the enrollment status of providers not wishing to continue participating in Iowa’s Medicaid program to a "terminated" status. Purge providers after two (2) years in a terminated status.
27.
Capture and update information necessary to verify provider eligibility for services provided.
28.
Maintain provider records, including retention of the original application, documentation of any changes to the records, and copies of all correspondence concerning the provider in a readily accessible manner until the quality of the imaged copies has been verified by the Core MMIS contractor and for no less than ninety (90) days from the date of receipt. Electronic image files of these documents must be maintained for a minimum of seven (7) years.29.
Identify the entity through which a provider bills, if a billing service is used, and enter this data on the Provider Master File.
30.
Identify providers that use electronic claims submission, electronic remittance advices, and/or electronic funds transfer and enter the data to the Provider Master File.
31.
Verify qualifications of providers in accordance with any applicable State and Federal licensing and certification standards, all applicable accrediting standards, and any other standards or criteria established by DHS.
32.
Maintain agreements for billing agencies and for providers using electronic claims submission methods.
33.
Maintain at least five (5) date-specific segments of DRG and APG coverage indicators and hospital-specific factors.
34.
Suspend any provider application where there is indication that the provider has been convicted or sanctioned.
35.
Maintain multiple addresses for a provider, including pay-to and service locations.
36.
Identify providers in the managed care program and maintain the number of members enrolled and the maximum enrollment allowed for these providers. (*Note: This data is used in the assignment of enrolled managed care recipients to primary care providers.)
37.
Provide a means to prevent enrollment under the same or different names of providers suspended or terminated from either the Medicare or Medicaid program through a comparison of license number, social security number, or similar identifier.
6.3.2.2.4.1 Enhancements to Current Functionality
1.
Provide capability to transmit and receive provider enrollment forms electronically, display these online and allow completion online. The following methods must be available:
· Download from the Web 
· Ability to scan paper documents
· Electronic mail.
2.
Approve the enrollment applications for HCBS waiver providers and assign provider numbers from a list of available numbers.  Provide the capability of receiving, sending and completing these enrollment applications either electronically or via paper.  Enter provider enrollment into the State's ISIS system files, including procedure code information.  Currently, DHS approves these provider applications.
3.
Provide an independent, random 25% sample Quality Assurance audit of HCBS waiver provider applications to DHS on an annual basis to ensure that the providers still meet enrollment requirements.
4.
Provide an annual report to DHS on the status of the independent Quality Assurance audit of waiver provider applications including the number of providers reviewed, the number of providers not meeting enrollment requirements, and the means and timelines for resolution.
6.3.2.2.5 Data Sources
The Provider Subsystem processes provider data in an online, real-time mode and produces hard copy audit trails of all updates.
Although the system allows for the deletion of Provider Master File records online, requests for such deletions must be carefully evaluated to ensure that claims for the provider do not remain in the system (e.g., within the Claims Processing, MAR, SUR, TPL, or EPSDT subsystems).
Elements used in the performance of the provider enrollment and data maintenance function include:
1.
Provider application and re-verification forms
2.
Provider information update forms
3.
Provider change information from DHS
4.
Provider inquiries regarding enrollment
5.
State and Federal licensing and certification documentation
6.
Medicare provider number listing
7.
Provider sanction listings
8.
Provider correspondence
9.
Telephone inquiries
6.3.2.2.6 Required Reports
The Provider Services contractor for the Provider Enrollment function will produce the following outputs:
1.
Provide enrollment approval or denial letters and letters requesting additional information.
2.
Produce letters for request of additional information
3.
Produce and send provider recertification or license renewal notices on a schedule determined by DHS.
6.3.2.2.7 Performance Standards
The performance standards for the provider enrollment functions are provided below.
1.
In response to provider enrollment inquiries, send 95% of the provider enrollment packets to the provider no later than one business day following the receipt of the request from the provider.
2.
95% of the provider enrollment applications must be approved, assigned a provider number, entered in the provider file, denied, or returned to the provider for additional information within 5 business days of receipt of the application.
3.
100% of the provider enrollment applications will be verified against the appropriate licensing entity and against the additional specialty credentials.
4.
100% of the providers will have valid licensing criteria and the specialty credentials at the time of approval of the provider enrollment application. 
5.
Perform online updates to provider data within one (1) business day of receipt of the update. 
6.
Maintain a 98% accuracy rate for online update transactions.
7.
Identify and correct errors within one (1) business day of error detection
6.3.2.3 Provider Inquiry/Provider Relations
The Provider Inquiry/Provider Relations function consists of responding to provider inquiries regarding claims submissions, status of claims, Iowa Medicaid policies and procedures, and other inquiries regarding the Iowa Medicaid program. As part of this function the contractor will also identify general billing problems and refer them to the provider training staff for inclusion in the provider training sessions and provide one-on-one training with providers who need assistance in submitting claims or other data.

6.3.2.3.1 Objectives
The primary objectives of the Provider Inquiry/Provider Relations function are:
1.
Assist providers in understanding the Iowa Medicaid program policies, procedures and requirements for submission of data to the MMIS.
2.
Respond to provider inquiries regarding billing and other claim submission problems to ensure that valid claims are submitted.
3.
Provide individual training to providers as necessary based on analysis of provider billing problems to reduce suspensions and denials of valid claims.
6.3.2.3.2 Interfaces
The Provider Services contractor will be required to interface with the Core MMIS contractor, DHS staff, and providers in the performance of its provider inquiry/provider relations activities. These interfaces are identified below.
6.3.2.3.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Provider Services contractor will interface with the following Iowa Medicaid Enterprise components:
1.
Core MMIS contractor to access claims and other data required to assist providers in resolving claim problems
2.
Core MMIS contractor and Data Warehouse / Decision Support contractor to produce reports that identify billing problems that require individual training or general problems that need to be addressed in the statewide provider training sessions 
3.
DHS staff to obtain and clarify State policies and procedures, and to obtain approval of any correspondence used in the provider inquiry/provider relations process.

6.3.2.3.2.2 Interfaces With External Entities
The Provider Services contractor will interface with the following external entities:
1.
Providers, to accept inquiries and provide assistance regarding State policies and procedures and to resolve billing problems
6.3.2.3.3 State Responsibilities
The State responsibilities for the Provider Inquiry/Provider Relations function are:

1.
Monitor all provider inquiry/provider relations functions and performance statistics.
2.
Refer problem claim situations, or billing resolution inquiries to the Provider Services contractor's field representative for follow-up with providers
3.
Provide State policy and procedures clarifications to the Provider Services staff based on inquiries.
4.
Approve the contractor’s standard letters to be used in responding to provider inquiries.
6.3.2.3.4 Contractor Responsibilities
The Provider Services contractor must respond to all provider inquiries received in writing and by telephone and conduct problem resolution for all providers. The Provider Services contractor must provide trained personnel who have online access to MMIS data to staff incoming Medicaid dedicated toll-free lines for in-state and out-of-state providers enabling immediate responses to inquiries.
The Provider Services contractor maintains and staffs a communications function that includes toll free telephone lines that are staffed by full-time provider services representatives from 7:30 a.m. to 4:30 p.m., Central Time, Monday through Friday excluding State holidays . Callers are restricted to Medicaid providers and DHS staff. 
The automatic call tender answering system provided by DHS will have the capability of answering calls in sequence, recording and printing statistics, and indicating calls that have been placed on hold for a specific time limit. The Provider Services contractor provides weekly statistical performance reports to DHS, which contain the call blockage and call abandonment rates. These rates are calculated on weekly averages, based on the first day through the last working day of the week.

The following are the requirements of the Provider Inquiry/ Provider Relations functions.
1.
Maintain and staff a provider inquiry unit to respond to written and telephone inquiries.
2.
Utilize the Medicaid-dedicated incoming toll-free lines for in-state and out-of-sate providers provided by DHS. The toll free lines will "roll over" incoming calls from a "busy" line to an "open" line. The phone system will have a hold feature that is activated if all lines are busy. This feature informs callers that all lines are busy and that they will be put on hold and helped as soon as a line is open.
3.
Provide online access to MMIS to the provider relations staff for responding to inquiries.
4.
Assure that provider inquiry staff is trained in billing procedures, current Iowa Medicaid program policies and procedures, reimbursement methodology, and appropriate telephone etiquette.
5.
Utilize the Workflow Process Management System to track and report on the number of written inquiries, and utilize the DHS-provided call management system to track and report on the number of telephone inquiries, the number of days elapsed between inquiry and resolution of the inquiry, etc. The tracking system maintains a log of inquiries (written and telephone), including provider ID number, date of receipt, date of response, nature of inquiry, and disposition of inquiry. The log is made available for review by DHS at any time.
6. Respond to provider inquiries regarding completion of claim forms, billing procedures, claims disposition, reimbursement, program coverage and policies, questions related to the contractor's duties, and other inquiries regarding the Iowa Medicaid program. Provider inquiries include written correspondence, telephone communications, and face-to-face contacts.

7.
Provide to DHS, for any time period requested, a report of provider inquiry activity that will include, at a minimum, the number and nature of inquiries received (both written and by telephone) and the average response time for all inquiries.
8.
Contact specific providers in person, by telephone, or in writing, at the request of the DHS, to answer questions or provide assistance and training.
9.
Assist in responding to inquiries submitted to DHS by providers or other parties on behalf of providers. This includes contacting the provider by phone, developing a written draft response for DHS, or responding with a written response to the inquirer.
10.
Receive, review, and resolve requests for claims adjustments submitted by providers.
6.3.2.3.4.1 Enhancements to Current Functionality
1.
Perform a survey of provider satisfaction regarding the provider relations services on at least a quarterly basis.  Content, format, and results reporting for this survey will be pre-approved by the State.
6.3.2.3.5 Data Sources
The data sources for the Provider Inquiry/Provider Relations function include the following:
1.
Inquiries from providers
2.
Policy clarifications from DHS
3.
Claims and other data from the Core MMIS and data warehouse
6.3.2.3.6 Required Reports
The Provider Services contractor will produce the following reports related to the Provider Inquiry/Provider Relations function:
1.
Letters to providers in response to written inquiries
2.
Statistical reports on the provider inquiry and provider relations activities
6.3.2.3.7 Performance Standards
The performance standards for the provider inquiry and provider relations functions are provided below.
1.
Screen and resolve 95% of pended and denied claims within fifteen (15) business days from identification of a provider requiring proactive support.
2.
Maintain a service level of eighty percent (80%) for incoming calls. The service level (SL) will be calculated as follows:
 SL 
=
  (T - (A + B)100
              

T
where 

T = all calls that enter the queue
                

A = calls that are answered after 30 seconds
                

B = calls that are abandoned after 30 seconds

3.
Respond to at least ninety percent (90%) of telephone inquiries during the initial call from the provider.
4.
Respond with a complete response to ninety percent (90%) of written, faxed, or e-mailed inquiries within five (5) business days of receipt. If a complete response cannot be made within five (5) days, an interim response must be provided with the five (5) business days.
6.3.2.4 Provider Publications
The Provider Publications function consists of the development and distribution of provider manuals, bulletins, and newsletters. This function also includes the development and maintenance of a provider website.
6.3.2.4.1 Objectives
The primary objectives of the Provider Publications function are:
1.
Inform providers about the policies and procedures for participation in the Iowa Medicaid program, including the enrollment process, service coverage and limitations, claim and other form submission requirements, and the processes to inquire about submitted claims and to request assistance.
2.
Notify providers of any changes in Medicaid program policies and procedures.
3.
Provide any Iowa-specific forms for submission of data to the Iowa Medicaid program.
6.3.2.4.2 Interfaces
The Provider Services contractor will be required to interface with the other component contractors to obtain information needed to identify billing problems that need to be addressed in provider publications. The contractor will also interface with providers and provider associations to communicate information about the Iowa Medicaid program. These interfaces are identified below:
6.3.2.4.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Provider Services contractor will interface with the following Iowa Medicaid Enterprise components:
1.
Core MMIS contractor and Data Warehouse / Decision Support contractor to produce reports that identify billing problems that need to be addressed in the provider publications
2.
DHS staff to obtain and clarify State policies and procedures, to identify policy and procedure changes, and to obtain approval of any publications prior to the distribution of the information
6.3.2.4.2.2 Interfaces With External Entities
The Provider Services contractor will interface with the following external entities:
1.
Providers to distribute provider manuals, bulletins and newsletters and through the provider website
2.
Provider associations to disseminate information, in addition to the direct distribution to providers
6.3.2.4.3 State Responsibilities
The State responsibilities for the Provider Publications function are:
1.
Direct, review, make updates to and approve the creation and maintenance of the Medicaid Provider Manuals.
2.
Review and approve newsletters, bulletins, and other provider-related publications that are produced and published by the Provider Services contractor, including remittance advice (RA) messages and accompanying notices.
3.
Produce messages or bulletins for Provider Services contractor distribution on or with RAs; prepare and write DHS provider communications for the Provider Services contractor to produce and mail.
4.
Write policy-related sections for provider manuals
5.
Approve provider billing manuals, special notices, bulletins, and other publications prior to release and distribution
6.3.2.4.4 Contractor Responsibilities
The Provider Services contractor develops, prints and distributes materials regarding the Iowa Medicaid program and the claims processing system. These materials include provider manuals, manual updates, informational letters and bulletins, newsletters, and claim forms. The materials must be available in electronic format and in hard copy.
The costs of printing and distributing provider manuals, manual updates, informational letters and bulletins, newsletters and claim forms are billed as a direct cost to DHS. Bids for the cost of printing must be obtained pursuant to the Iowa procurement rules.

All materials must be organized and printed in the manner prescribed by DHS and must be approved by DHS before printing and release to the public. All materials must identify the Iowa Department of Human Services as the principal organization and contain the Provider Services contractor’s address and telephone number for communication purposes.

The Provider Services contractor also prints, stocks and mails claim forms for targeted medical care and ambulance claims. A sufficient quantity of claim forms must be printed and stocked to respond immediately to all provider requests for claim forms. The Provider Services contractor will maintain an automated inventory control system and must obtain approval from DHS before printing each new supply of claim forms, to prevent printing large quantities of claim forms that will become obsolete due to form revisions.

The following are the requirements of the Provider Publications functions:
1.
Develop, write, and submit to the State for written approval, billing instructions for inclusion in provider manuals. The provider manual is in a format dictated by the State that facilitates updates and includes step-by-step billing instructions. The DHS logo must appear on all provider manuals.
2.
Return to DHS upon termination of the contract or as requested by DHS, the complete current master file of all provider manuals and the software package used by the Provider Services contractor to maintain and publish the documents. Provide these documents in an electronic medium that is usable by DHS.
3.
Develop Medicaid provider manual billing instruction sections, print, and distribute provider manuals. On occasion, assist in the development of other portions of the manuals, at DHS’ request.  Provider manuals contain information about the policies of the Iowa Medicaid program, detailed instructions about claims submittal, and information regarding remittance statements. Organize and print manuals in the manner prescribed by DHS.
4.
Print and distribute provider manual replacement pages.
5.
Update DHS’ copies of the manuals.
6.
Develop, print, and distribute provider informational letters and bulletins, as requested by DHS.
7.
Develop semi-annual newsletters and notify providers that the newsletter is available on the DHS website. Supply hard copies of the newsletters upon request to those providers who do not have Internet access. Notify all providers, provider associations, DHS staff and other organizations and individuals of the availability of the general newsletter online, as directed by DHS. DHS must approve the form and content of all newsletters prior to publication and may require the inclusion of specific topics or material.
8.
Mail, or make available electronically, at the provider’s discretion, provider manuals to newly enrolled providers. 
9.
Print and mail the DHS-specific claim form for targeted medical care.  
10.
Print and distribute other forms, such as the Request for Prior Authorization, Abortion Certification, Sterilization Consent form, provider enrollment forms, provider change of address forms, and provider re-verification forms. 
11.
In emergency situations, expedite the printing and mailing as explained in the performance standard. Emergencies occur when changes to policies or procedures must be implemented quickly because of new or changes to State or Federal requirements. Emergency requests require no competitive bid from printers and the printing costs are passed through to DHS. DHS will determine if the specific situation constitutes an emergency requiring no competitive bid.
12.
Keep a log showing printing and mailing dates, number of impressions, and costs. Make the log available for review by DHS.
13.
Provide in electronic and hard copy, current lists of all providers by provider type, in-state providers, border-state providers, all other out-of-state providers, and all providers by provider type by county to DHS on a semi-annual basis, or upon request.
14.
Provide to DHS, upon request, copies of provider agreements, applications, and other documentation from the provider files.
6.3.2.4.4.1 Enhancements to Current Functionality
1.
Provide a Provider Services website with a link to the DHS website.  Note: Through this link, DHS will make Benefit Package details available online to providers, as a means to improve program administration (e.g., providers will be sending less prior authorization requests that are due to be denied for non-coverage reasons).
2
Provide the capability to disseminate and provide access to provider publications online. Make provider manuals, informational releases, accurate fee schedules by provider type with annotations, and other State-approved publications available in electronic form for download and printing from the website.
3.
Provide capability to send electronic mail notices of program changes and updates to specific provider groups/provider types.  These program updates need to be available for downloading from the website.  This site will include a log and history of informational letters that have been sent.
4.
Produce an extract of the provider file by provider type, or other criteria developed by DHS, which is available on the Provider Services contractor’s website and is updated daily.
6.3.2.4.5 Data Sources
The data sources for the Provider Publications function include:
1.
Claims and other data from the Core MMIS and data warehouse
2.
Policy information from DHS
3.
Referral data from the Provider Inquiry/Provider Relations and Provider Training functions
6.3.2.4.6 Required Reports
The information to be provided by the Provider Publications function are:
1.
Provider manuals and updates
2.
Provider bulletins
3.
Provider newsletters
4.
Provider website
5.
Iowa-specific forms
6.3.2.4.7 Performance Standards
The performance standards for the provider publication functions are provided below.
1.
Print new or updated provider manuals and make them available for distribution within ten (10) business days of written approval by the State.
2.
Print and distribute newsletters, bulletins, inserts or other special mailings within five (5) business days of written approval by the State.
3.
Incorporate all provider manual revisions and updates into current and future stock within twenty-two (22) business days of issuance of the revision.
4.
Distribute supplies of claim forms and other provider forms to providers within two (2) business days after request.
5.
Distribute provider manuals to newly enrolled providers within three (3) business days of receipt of the request.
6.
The website for disseminating provider publication online will be updated within two (2) business days of approval of information by DHS.
7.
In emergency situations, print and distribute any manuals, manual updates, and informational letters and bulletins within three (3) business days following approval by DHS. 
8.
Maintain informational letters, bulletins, manual updates on the provider website until replaced, or the directive has expired.
6.3.2.5 Provider Training

The Provider Training function consists of developing and obtaining DHS approval of provider training schedules and training materials and conducting formal Statewide training sessions during the implementation of the new contract and annually thereafter.
6.3.2.5.1 Objectives
The primary objectives of the Provider Training function are:
1.
Inform providers via formal statewide training sessions about the Iowa Medicaid program, policies, and procedures
2.
Provide assistance to providers in resolving billing problems by addressing common billing problems in the formal training sessions
3.
Provide information on policy and procedure changes during the annual training sessions or in special training sessions when major changes are made
6.3.2.5.2 Interfaces
The Provider Services contractor will be required to interface with the other component contractors to obtain information needed to develop the content of the training sessions and the provider training materials.

6.3.2.5.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Provider Services contractor will interface with the following Iowa Medicaid Enterprise components:
1.
Core MMIS contractor and Data Warehouse / Decision Support contractor to produce reports that identify billing problems that need to be addressed in the provider training sessions
2.
DHS staff to obtain and clarify State policies and procedures, to identify policy and procedure changes, and to obtain approval of the training plan and training materials
6.3.2.5.2.2 Interfaces With External Entities
The Provider Services contractor will interface with the following external entities:
1.
Providers to notify them of the training schedule and provide training in formal training sessions
2.
Provider associations to disseminate information regarding the training schedule in addition to the direct distribution to providers
6.3.2.5.3 State Responsibilities
The State responsibilities for the Provider Training function are:
1.
Approve provider training plans, scripts, materials, and all plan revisions
2.
Monitor the training done by the Provider Services contractor's provider field representatives to ensure consistent communication of policy and billing information throughout the State
6.3.2.5.4 Contractor Responsibilities
The Provider Services contractor educates providers about the Iowa Medicaid program policies, procedures, and billing requirements. This responsibility includes conducting provider training workshops and individual provider training, developing training materials and packages (with DHS approval), scheduling dates and arranging for facilities. The Provider Services contractor is charged with the identification and reduction of problems in billing for all providers and with encouraging participation in the Iowa Medicaid program.
The Provider Services contractor must conduct provider training annually for all provider types in at least the 8 service areas identified by DHS. DHS will approve the training plan, which will include details of the training exercise. Prior to the training sessions, all materials used in the training sessions must be submitted to DHS for approval. The Provider Services contractor will use a tracking process for all provider-training seminars to record attendance at each session and provide a report to DHS summarizing each training seminar. The Provider Services contractor is responsible for all costs associated with training sessions. 
The following are the requirements of the Provider Training functions.
1.
Maintain a system for tracking invited and trained providers.
2.
Identify and reduce problems in billing for all providers.
3.
Conduct implementation provider meetings at each of the 8 service areas statewide to introduce the new Iowa Medicaid Enterprise and explain any billing or procedure changes resulting from enhancements to the MMIS and the program. This training will be part of the contractor’s implementation training plan and must be completed prior to the operations date for the new MMIS.
4.
Provide Statewide provider training annually to each of the 8 service areas. Training must be provided on site in at least the following locations:
· Sioux City
· Council Bluffs
· Clarinda
· Des Moines
· Davenport/Bettendorf
· Dubuque
· Cedar Rapids
· Waterloo
5.
Submit the annual provider training plan and quarterly updates to DHS for approval. Include in the training plan, details of the training exercise. Provide quarterly updates to the training plan.
6.
Develop and submit training dates, seminar topics, outline, script and training materials to DHS for approval prior to all training sessions, as requested by DHS. All training costs are the responsibility of the Provider Services contractor.
7.
Provide special statewide policy-specific training sessions in each of the eight (8) service areas to explain any change in billing and processing procedures or upon implementation of new policy or procedures, as directed by DHS. Training must be provided on site. 
8.
In the event that DHS determines that there is a need for DHS staff to make presentations to providers at any of the training sessions, the Provider Services contractor shall allow time for such presentations.
9.
Provide specialized training to DHS staff upon request.
10.
Provide issue-specific provider training to individual providers upon request of the providers, DHS or the Provider Services contractor. Document all visits and place documentation in provider files, with a copy to DHS.
11.
Provide a report summarizing each training seminar, specialized training and individual provider visit. The report includes the invitees, the number of attendees at each location by provider type and the areas of concern on the part of providers. The report also needs to include a narrative for all group and individual sessions; individual sessions with providers must include a complete description of the problem, the topics covered, the resolution, and any prescription for follow-up. The Provider Services contractor adjusts the report format and content at the request of DHS.
12.
Maintain an online tracking process for all group and individual provider training seminars to record invitees and attendance at each session.
6.3.2.5.5 Data Sources
Information used as input for the Provider Training function include:
1.
Data from the Core MMIS and the data warehouse to identify billing problems
2.
Information from the Provider Inquiry/Provider Relations function regarding the types of inquiries being received
3.
Information from DHS regarding any changes in policies and procedures and issues DHS identifies to be addressed in the training
6.3.2.5.6 Required Reports
The information to be produced for the Provider Training function includes:
1.
Training plans
2.
Notification of training letter
3.
Training schedule
4.
Training agenda
5.
Training materials
6.
Report of training activities
6.3.2.5.7 Performance Standards
The performance standards for the provider training functions are provided below.
1.
Provide the annual training plan to DHS by July 15th of each calendar year of the contract. Provide requested corrections within ten (10) business days of receipt of comments by DHS. Provide quarterly updates within ten (10) business days from the end of the quarter.
2.
For each training session or individual provider visit, present a report to DHS within ten (10) business days of the session or provider visit.
6.3.2.6 Managed Care Function
The Managed Care function of the Provider Services component consists of recruiting providers to participate in the Iowa Medicaid managed care program and providing support and assistance to managed care providers to retain them in the program.
6.3.2.6.1 Objectives
The primary objective of the Managed Care function is to support the management and administration of the MediPASS and HMO programs by recruiting, enrolling and disenrolling providers, processing changes in enrollment, and supporting MediPASS and HMO providers in their interface with the Iowa Medicaid program.
The primary objectives of the Provider Services Managed Care function are:
1.
Support the management and administration of the MediPASS and HMO programs by recruiting, enrolling and disenrolling providers, and processing changes in enrollment.
2.
Support the recruitment, maintenance and education of the HMO and MediPASS providers.
3.
Supporting MediPASS and HMO providers in their interface with the Iowa Medicaid program.
4.
Support the oversight activities of the Core MMIS contractor regarding the Managed Health Care Advisory Committee (MHCAC).
5.
Expand managed care into all appropriate geographic locations.
6.3.2.6.2 Interfaces
The Provider Services contractor will interface with the Core MMIS contractor, DHS, and providers in the performance of the Managed Care function. These interfaces are identified below.
6.3.2.6.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Provider Services contractor will interface with the following Iowa Medicaid Enterprise components:
1.
Core MMIS contractor, for access to the Provider file for MCO provider enrollments and changes, as well as payment of the MediPASS administrative fee
2.
DHS staff, to obtain and clarify State policies and procedures related to the enrollment of MCO providers
6.3.2.6.2.2 Interfaces With External Entities
The Provider Services contractor will interface with the following external entities:
1.
Providers, to recruit new MCO providers and encourage existing MCO providers to remain in the program
2.
Provider associations, to disseminate information regarding enrolling providers as MCO providers
6.3.2.6.3 State Responsibilities
The State responsibilities for the Managed Care function include:
1.
Providing policy and procedure information regarding the enrollment of managed care providers
2.
Approving any publications or letters used by the Provider Services contractor in the Managed Care function
3.
Monitoring the performance of the Provider Services contractor in conducting its Managed Care activities
6.3.2.6.4 Contractor Responsibilities
The contractor responsibilities for the Managed Care function are:
1.
Recruit and educate MediPASS providers, recruit additional HMOs, maintain contract agreements, staff the managed care Provider Hotline, and provide HMO contract support
2.
Recruit, maintain, and educate the HMO providers, which include:
· Conducting continuing educational and administrative activities (including technical support) to assure sufficient levels of participation
· Identifying and recruiting additional HMOs
· Assisting DHS in the education and technical support of HMOs
3.
Manage and administer the MediPASS program which includes:
· Maintaining and staffing the Provider Managed Care Hotline which is available to support the MediPASS and HMO providers 
· Ensuring that Federal requirements for MediPASS contracting are met
· Recruiting new providers to participate in the MediPASS program and as care coordinators 
· Managing provider agreements, including recruiting, disenrollment, changes in enrollment, and contract termination or modification
· Reviewing contracts with DHS for approval
· Maintaining originals of all provider contracts
· Educating MediPASS providers regarding Medicaid and managed health care policies and procedures
· Preparing and submitting to DHS statistical reports regarding participation, provider enrollment, and capacity
· Conducting appointment surveys including availability of after-hour access, performing follow-up phone calls and sending educational letters to the providers
· Directing the Core MMIS contractor to generate a claim for the current administrative fee of $2.00 due to the provider for each MediPASS enrollee
· Sending a monthly enrollment roster to each MediPASS provider listing each individual enrolled with the provider (roster is currently produced on paper)
· Directing the Core MMIS contractor to issue administrative fee payment to each MediPASS provider based on the total number of individuals enrolled
· Directing the Core MMIS contractor to submit a paper and electronic admittance advice to each MediPASS provider
4. Maintain and staff the Provider Managed Care Hotline which is available to support the MediPASS and HMO providers

5.
Oversee the Managed Health Care Advisory Committee (MHCAC), which includes:
· Soliciting physicians for participation on the Managed Health Care Advisory Committee and send letters of solicitation
· Coordinating, attending, participating and sponsoring quarterly meetings with MHCAC
6.3.2.6.5 Data Sources
The data sources for the Managed Care function include:
1.
Provider file data to identify providers to be recruited
2.
Phone calls or correspondence from HMOs or MediPASS providers
6.3.2.6.6 Required Reports
The Provider Services contractor will be required to provide the following reports and information:
1.
Recruitment letters to providers
2.
Informational pamphlets
3.
Recruitment activity reports
6.3.2.6.7 Performance Standards
The performance standards for the Managed Care function are:

1.
Increase MediPASS provider participation by five percent (5%) per year for each contract year, from base year. The base year is the 12-month period prior to the effective date of Iowa Medicaid Enterprise contract.
6.4 Member Services Component

The Member Services component includes many services presently under contract with the Fiscal Agent and some services that are presently managed by DHS.  DHS Income Maintenance Workers make the Title XIX eligibility determination, and DHS develops policy for all Medicaid programs.  The Member Services contractor will serve as the MHC enrollment broker under the new contract. Members shall be able to obtain answers to their inquiries regarding their MHC enrollment and their services received and payable under their Medicaid plan without having their call transferred to other areas. The Member Services contractor will also provide departmental publications that assist members in their understanding of Iowa’s Medicaid policy and benefits provided. 

The Member Services component includes the following responsibilities:
· Enrollment Broker for Managed Health Care (MHC)
· Member Inquiry / Member Relations
· Member Publications and Education
· Member Complaints 
· Member Quality Assurance
6.4.1 Contractor Start-Up Activities

The start-up activities for the Member Services function are similar to that for the other professional services components. The levels of detail for these start-up activities will not approach that of the system contractors, but will consist of the same tasks, as described below.  The Member Services contractor will be required to perform these tasks, as part of incorporating their specific responsibilities into the greater Iowa Medicaid Enterprise operations responsibility.  The Member Services contractor will need to receive training on Medicaid systems, policies and processes, and will interface with the Core MMIS in performing its activities.  
6.4.1.1 Planning Task
The objective of the planning task is to insure the start-up activities of the Member Services contractor will be on schedule with the rest of the project, has identified all operational responsibilities, and can meet interface requirements with other Iowa Medicaid Enterprise components. Key components include:
· General work plan 
· Identification of interface partners and description of data to be transferred
· Staffing and computer program support to perform the required tasks
· Transfer of responsibilities and data conversion, if necessary
6.4.1.2 Development Task
The development task refers to the software design and development to support the required tasks. For most of the professional services components, the development phase will be limited. The Member Services component will require some type of system to track member telephone calls, correspondence, education materials and quality assurance activities. The Contractor will enter much of this information into the enterprise-wide Workflow Process Management tracking System operated by the Core MMIS contractor, but may need their own system for internal controls. 
The Member Services contractor will use the MMIS enrollment file to update member selection, identify current Medicaid status, and for Managed Care register default assignments. As such, they will not need to design a formal tracking system for enrollments. The general work plan prepared as part of the Planning Task needs to identify all of the key activities and dates for assuming the responsibilities identified in this section, and for building or updating their required interfaces.
6.4.1.3 Acceptance Test Task
The acceptance test will be used to verify that the proposed system configuration will support the required tasks and that the interfaces all work and contain the correct data elements.  It would also verify that data was converted successfully, if the contractor was required to convert historical files. In the case of the Member Services contractor, the acceptance test will be primarily concerned with successful interface to the system components it supplies with information or receives information from.
6.4.1.4 Implementation Task
Implementation includes bringing together all aspects of the contractor’s operation to begin performing the required tasks. It includes coordination of staff resources, communication logistics, data systems and the interface schedule. The number of components in this procurement, and the potential for several vendors increases the risk for failure at the implementation stage. Bidders will be expected to describe safeguards to protect against this potential risk.
6.4.1.5 Operations Task
The operations task is the daily performance of all required activities by the new contractor. Because of the risk created by the complexity of this procurement, bidders will need to describe required coordination and safeguards to assure a successful operation of the Iowa Medicaid Enterprise.
6.4.2 Operational Requirements
This section describes the basic requirements for the Member Services component of the Iowa Medicaid Enterprise.
6.4.2.1 General Requirements

The Member Services component for the Iowa Medicaid program is responsible for those activities required to enroll and manage the needs of the Medicaid population.  The Member Services team will be a part of a larger integrated unit consisting of staff from other vendors obtained through this procurement, plus requisite State employees.  The Member Services contractor will perform ongoing enrollment and education activities, project coordination, technical analysis, data collection quality assurance and reporting tasks, which include:
· Managing the enrollment of Iowa Medicaid recipients into the appropriate managed care setting. 

· Ensuring that Federal requirements for managed health care contracting (HMO and MediPASS) are met
· Managing all communication with members enrolled in the Iowa Medicaid program. 
· Participating in any Federal reviews, as necessary
· Performing additional functions to ensure efficient operation of all managed care programs and all Medicaid Programs.  

· Performing member quality assessments
6.4.2.2 MHC Enrollment Broker

Eligibility determinations are made by DHS using the Automated Benefits Calculation (ABC) system.  This information is sent to a separate system (Title XIX).  The Title XIX system will send a daily update and monthly full file electronically to notify the Core MMIS contractor of individuals eligible to be enrolled in medical managed health care, either through an HMO or the MediPASS program.  Once the Core MMIS contractor receives this file, they will use an algorithm (as specified by DHS) to tentatively assign the member to an HMO or MediPASS provider.  The Core MMIS contractor will then notify the Member Services contractor of these eligibles and the tentative provider assignments.  
The Member Services staff will send an enrollment packet to each member advising them of their tentatively assigned provider and giving them a limited number of days to choose a different provider.  If no choice is made, the individual is automatically enrolled with the tentative provider (referred to as a “force enrollment”).  Individuals who choose a provider are referred to as “choice enrollments”.  With limited exceptions, individuals must remain enrolled with the provider for 6-months.  After each 6-month period, the individual is sent a letter advising them that they may change providers.  The Member Services contractor is responsible for enrolling members in HMOs and MediPASS (based on eligibility information supplied by DHS) and for furnishing DHS with the member’s assigned primary care provider.  
The Member Services contractor does not provide administration services for the Iowa Plan.
The Member Services contractor must comply with all federal requirements for the enrollment broker activity as specified by 42 CFR 438. The Member Services contractor must also comply with all provisions in Section 1 of the Second Amendment to the ACS contract. This document is provided in the Bidders Library,
6.4.2.2.1 Objectives

The primary objectives of the MHC Enrollment Broker function are:

1.
Maintain Enrollment/Eligibility data, eliminating duplicate member records by ensuring non-overlapping enrollment segments.
2.
Assign member to HMO or MediPASS according to DHS program rules.  Notify MHC and Core MMIS of new or changed enrollment data
6.4.2.2.2 Interfaces

The Member Services contractor will support interfaces with the Core MMIS contractor, Provider Services contractor and MHC contractors.

6.4.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The Member Services contractor interfaces with the following Iowa Medicaid Enterprise components:

1.
Core MMIS, for eligible members and default assignments from MMIS plus updates to the MMIS files for member selections. 
2.
Provider Services contractor for participating providers

6.4.2.2.2.2 Interfaces With External Entities
The Member Services contractor interfaces with the following external entities:
1.
HMO PCP assignment files and voluntary or MHC initiated disenrollments

2.
Members for notifications and PCP selections
3.
HMOs and MediPASS providers, for member rosters

6.4.2.2.3 State Responsibilities

The State responsibilities for the MHC Enrollment Broker function are:
1.
Determine eligibility for participation in medical managed care
2.
Define algorithm to be used for auto-assignment of potential enrollees into HMO and MediPASS Programs
3.
Oversee enrollment process for MHC programs
4.
Approve materials to be sent to potential enrollees, both for contractor developed materials and HMO developed materials.
5.
Review and advise DHS on access requirements for the implementation and continued enrollment in specified counties.
6.4.2.2.4 Contractor Responsibilities

The contractor responsibilities for the MHC Enrollment Broker function are:
1.
Process enrollment, disenrollment and demographic change notices for members and update MMIS files with the information.  Refer member address changes to the member’s IMW for updating in the State eligibility system.
2.
Educate members regarding HMO services and MediPASS procedures (i.e. send enrollment packets and notices, staff the Member Hotline, and operate the enrollment system)
3.
Produce and mail an enrollment packet to Medicaid eligible individuals advising them of their tentatively assigned provider and giving them a limited number of days to choose a different provider.
4.
Send the appropriate DHS-approved letter, a Your Choice booklet, HMO materials (if applicable), and an enrollment form to new managed care enrollees that have not been enrolled in managed health care in the past 12 months. Send the same materials to members previously enrolled in managed care, except omit the Your Choice booklet and enclose a different DHS-approved letter.
5.
Automatically enroll any members who fail to choose a different provider with their tentative provider.  With limited exceptions, individuals must remain enrolled with the provider for 6-months. After each 6-month period, send the individual a letter advising them that they may change providers.
6.
Educate members and process enrollment and disenrollment for MediPASS and HMO programs, which includes:
· Maintaining and staffing the Member Managed Care Hotline, which is available to managed care members Monday through Friday from 8:30 a.m. to 4:30 p.m., excluding State holidays.
· Processing member enrollment in managed health care, disenrollment, and changes in enrollment (including data systems design, operation, mailing Decision Notices, processing enrollment forms, and similar functions).
· Providing member education regarding program policy, compliance, and provider selection for new enrollees.
· Providing ongoing education to currently enrolled members regarding program policy, preventive health care issues, provider selection and change, etc.
· Supporting statistical reporting, including enrollment, disenrollment, and enrollment changes.
· Monitoring the daily update file and monthly full file enrollment sent by the Core MMIS contractor to Title XIX.  This file contains member enrollment/disenrollment status and provider names for inclusion on the Medical ID card. 
· For Medicaid individuals who regain eligibility within ninety (90) days, automatically reinstating the enrollee with the last provider on record if still active in the Medicaid recipient’s demographic area.
· Receiving recipient Lock-In data from IFMC, disenrolling the recipient from the MediPASS provider and enrolling the recipient with the assigned provider.
7.
On a quarterly basis, or as needed, update MMIS with the Managed Health Care Participating Provider List by county. Provide each member a copy of their respective county MHC Participating Provider List with their Enrollment Package.
8.
For those members who have been ineligible for Medicaid for 3 consecutive months, remove them from (or move them to inactive on) the HMO or MediPASS provider's member list.
9.
Coordinate with the Core MMIS contractor to conduct mass enrollment and disenrollment changes/transfers between HMO plans or between MediPASS providers on behalf of active and/or inactive managed care enrollees. Types of situations in which this might be necessary include:
· A provider has been bought by a hospital system and has subsequently been issued a new Tax or Medicaid Identification number
· One HMO is bought by another HMO and is maintaining the same clientele.
· An individual MediPASS provider has stopped serving the Medicaid population.
6.4.2.2.5 Data Sources

1.
File of potentially eligible MHC members from MMIS
2.
Phone calls or mail received from managed health care (MHC) members to notify the Member Services contractor of their selection of a MHC Provider.
3.
Enrollment and disenrollment selections.
6.4.2.2.6 Required Reports

The primary outputs of the MHC Enrollment Broker function are listed below.
1.
Enrollment packets for members.
2.
Daily, monthly and/or quarterly managed health care reports to DHS. The format and content of current reports is available in the bidders library.
3.
Letters to members after each 6-month period, advising them that they may change providers.
4.
File updates for DHS and MHC Providers (daily, monthly, quarterly, annual).
6.4.2.2.7 Performance Standards

The performance standards for the MHC Enrollment Broker function are provided below.
1.
Distribute enrollment packets to eligible managed health care participants within two (2) business days from receipt of eligibility alert from Title XIX system.
2.
Meet a ninety-eight percent (98%) accuracy rate for all enrollment assignment for both HMO and MediPASS participation.
3.
All standard reports must be online for review by DHS staff pursuant to the following schedule:
· Daily reports – by 10:00 AM of the next business day after the scheduled production date.
· Weekly reports – by 10:00 AM of the next business day after the scheduled production date.
· Monthly reports – by 10:00 AM of the third (3rd) business day after month end cycle.
· Quarterly reports – by 10:00 AM of the fifth (5th) business day after quarterly cycle.
6.4.2.3 Member Inquiry / Member Relations

The Member Service contractor is responsible for responding to all member inquiries regarding eligibility, claim status, access to care, bills from providers, or provider complaints.  These inquiries will come through any medium, from personal visits to telephone calls to written correspondence. Responses to member inquiries concerning a bill from a provider establish a member's right to appeal.

The State will provide the telecommunication software to support the call center.  All Iowa Medicaid Enterprise contractors will use this call center in support of the Iowa Medicaid Enterprise. Specifications on the State telecommunication network are available in the bidders library.
6.4.2.3.1 Objectives

The primary objectives of the Member Services/Member Inquiry function are:
1.
Accept, log, research and respond to member inquiries
2.
Track member inquiries from initial receipt through resolution, identifying any steps that may exceed Member Services resolution time guidelines
3.
Provide reports as required to DHS indicating potential trends in enrollment, provider complaints, or access to care issues.
6.4.2.3.2 Interfaces
The Member Services contractor will interface with the Core MMIS, Provider Services, Medical Services, Revenue Collection, DHS staff, and MHC contractors.

6.4.2.3.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Member Services contractor interfaces with the following Iowa Medicaid Enterprise components:
1.
MMIS subsystems for claims, prior approval inquiries, provider information, TPL status and eligibility questions.
2.
Other component contractors, for questions regarding appeals, outstanding receivables or other DHS demand letters.

6.4.2.3.2.2 Interfaces With External Entities
The Member Services contractor interfaces with the following external entities:
1.
MHC eligibility inquiries
2.
Individual Providers

3.
HMO PCP assignment files and voluntary or MHC initiated disenrollments
4.
DHS field workers or case managers for case status questions
5.
DHS central office for Medicaid program policy and HIPP questions
6.4.2.3.3 State Responsibilities

The State responsibilities for the Member Inquiry/Member Relations function are:
1.
Provide policy and training on eligibility, service requirements, benefit packages, bill inquiries, and other Medicaid requirements
2.
Define policies related to Managed Health Care program administration activities
3.
Define requirements to be performed by the contractor and monitor activities
4.
Provide the automated software for the telecommunication function
6.4.2.3.4 Contractor Responsibilities

Under the current contract the Fiscal Agent maintains a toll-free telephone service to respond to member inquiries. Member inquiries are currently limited to two situations: 
· When the member has received a bill from a provider  
· When a provider refuses service to a member because the provider has not received payment from the Iowa Medicaid program
The existing service is limited to services paid through the fee-for-service system.  Under the new contract, this function will be expanded to include all member inquiries, from both fee-for-service and managed care programs, and will require that a member hotline be staffed during all State business hours. The following are the requirements of the Member Inquiry / Member Relations function:
1.
Staff and operate a member hotline from 8:00 a.m. to 5:00 p.m., Monday through Friday. Calls received outside of these hours are greeted by a voice message that lists the hours of hotline availability.
2.
Record incoming calls on the automated intake log, noting among other items member name and address, provider name and address (if applicable), and nature of the problem, plus any follow-up actions.
3.
Verify accurate spelling of member names and addresses in the eligibility files and forward any changes to the member’s IMW.
4.
Research inquiries including contacting providers directly for additional information and assisting providers to resolve claim-processing problems. For the two court-ordered circumstances, send a letter to the member with the information required to support a potential appeal. The content of this notice must be approved by DHS.
5.
Order member histories (as needed) for billing inquiries with dates of service more than twenty-four (24) months ago.
6.
Assume responsibility for the telephone and other member inquiries regarding the HIPAA certification of creditable coverage process.
7.
Handle "callbacks" related to prior Member Customer Service Hotline inquiries.
8.
Utilize the DHS-supplied automated telephone system with "telephone tree" architecture for the Member Customer Service Hotline.
9.
Provide a Medicaid Member Customer Service Hotline as a customer service mechanism for members to receive answers about the following:
· Claim status
· Benefits / Coverage (includes questions about Provider Network and available providers for managed care organizations 
· Waiver Programs
· Third Party Liability
· Accounts Payable / Receivable
· Grievance Processes
· Other (Live Person) 
This hotline will be staffed from 8:00 am to 5:00 pm, Monday thru Friday, excluding State holidays, and will be restricted to callers that are Medicaid members, representatives of members or DHS staff members.
The Member Services contractor will be expected to research requests and provide information back to callers.  All inquiries related to the member receiving a bill require a written response as indicated in number12 below.
10.
In conjunction with the Member Customer Service Hotline, track calls by a tracking mechanism or system in which each call becomes an "open ticket" and remains "open" until the issue has been resolved.  System should include prioritization features such as forwarding and resolution date reminders.
11.
The Member Customer Service Hotline will have front-end options to assist Non-English speaking members and a Telecommunication Device for the Deaf (TDD).
12.
Issue customer service notices of decision to the member about each bill inquiry received by the Member Hotline within thirty (30) days of the date of the inquiry, as directed by the Department.
13.
For auditing purposes, system should maintain automated call logs that identify through the use of specific category codes, the reason for a member's inquiry to the hotline, the resolution provided, and copies of any notifications sent related to the inquiry.
6.4.2.3.5 Data Sources

The data sources for the Member Inquiry/Member Services function are:
1.
Incoming Hotline calls, written correspondence or email inquiries from members
2.
Prior Authorization determinations including Home and Community Based Services
6.4.2.3.6 Required Reports

1.
Store all Customer Service Hotline inquiry records on DVD, and provide two (2) copies of each DVD to DHS quarterly.
2.
Provide the call detail for the Member Customer Service toll-free hotlines for audit purposes, as requested by DHS.

3.
Issue customer service hotline notices of decision to the member within 30 days of the initial inquiry about each bill inquiry received by the Member Hotline, as directed by DHS.
4.
A telephone statistics report showing, for each month in the quarter, the number of member calls and number of provider calls taken by the customer service hotlines.

5.
Daily report showing the number of calls received by the type of inquiry.

6.4.2.3.7 Performance Standards

The Performance Standards for the Member Inquiry / Member Relations function are:

1.
For calls in which a member has a person-to-person conversation, ninety-five percent (95%) of the inquiries (with the exception of bill inquiries) whose answer is not immediately available to the Customer Service attendant will be researched and forwarded to DHS within forty-eight (48) hours of receipt of the inquiry.  One hundred percent (100%) of bill inquiries will be responded to in writing within thirty (30) days of the initial inquiry.2.
For each Member Hotline bill inquiry, issue written notices of decision to the member, as directed by DHS, within thirty- (30) days of initial inquiry by the member.
3.
Maintain a service level of eighty percent (80%) for incoming calls. The service level (SL) will be calculated as follows:
 SL =  (T - (A + B))100
    
                     T
where 
T = all calls that enter the queue
                
A = calls that are answered after 30 seconds
                
B = calls that are abandoned after 30 seconds
4.
Respond to at least ninety percent (90%) of telephone inquiries, excluding bill inquiries, during the initial call from the member.
5.
Respond, with a complete response, to ninety percent (90%) of written, faxed, or e-mailed inquiries within five (5) business days of receipt excluding bill inquiries. If a complete response cannot be made within five (5) business days, an interim response must be provided within the five (5) business days.

6.4.2.4 Member Publications and Education

The Member Publications and Education function consists of providing departmental publications to members and providing a website for member access to information and resources. The departmental publications are produced by DHS and provided to the Member Services contractor for distribution to members. The website will provide DHS-approved information and hyperlinks to other Iowa websites that contain information for members on the Iowa Medicaid program, as well as a form for submission of e-mail questions to the Member Services contractor.
6.4.2.4.1 Objectives

The objectives of the Member Publications and Education function are:
1.
Provide information to members on the Iowa Medicaid program and benefits.
2.
Provide access to other websites containing information on the Iowa Medicaid program and other resources available to members.
3.
Provide the capability for members to e-mail the Member Services contractor with questions and receive responses via return e-mail.
6.4.2.4.2 Interfaces

The Member Services contractor interfaces with DHS staff, other Iowa Medicaid Enterprise component contractors, and external entities in the performance of the Member Publications and Education function.

6.4.2.4.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The Member Services contractor interfaces with the following Iowa Medicaid Enterprise components:
1.
DHS
2.
Core MMIS
3.
Data Warehouse / Decision Support (DW/DS)

6.4.2.4.2.2 Interfaces With External Entities
The Member Services contractor interfaces with the following external entities:
1.
Members
6.4.2.4.3 State Responsibilities

The State responsibilities for the Member Publications and Education function are:
1.
Provide training on existing Medicaid policy with additional training as required with policy revisions.
2.
Provide the contractor with an initial supply of all pertinent departmental forms or communications and include Contractor in the distribution of any new or revised publications.
3.
Provide input on items to be included in the member website.
4.
Review and approve all information posted on the website.
6.4.2.4.4 Contractor Responsibilities

The contractor responsibilities for the Member Publications and Education function are:
1.
Provide a member website that contains information on the Iowa Medicaid program and hyperlinks to the DHS website, and other websites with related information of interest to members.
2.
Provide the capability for members to submit inquiries via e-mail from the website.
3.
Provide access to the member website by utilizing a Personal Identification Number(s) (PINs), a Security Password or other security device provided by Contractor.
4.
Acknowledge receipt of member inquiries made via the Internet and provide a timeframe for when response should be received.
5.
Send Members departmental publications to members, as appropriate. These publications include:
· Your Guide to Medicaid, Comm. 20
· Medicaid for Medically Needy, Comm. 30
· The Health Insurance Premium Payment (HIPP) Program for Iowa Medicaid Clients, Comm. 91
· Estate Recovery Program, Comm. 123
· Presumptive Medicaid Eligibility for Pregnant Women
· Information Practices for Family Investment Program, Medicaid, Food Stamps and Emergency Assistance, Comm. 51
· Medicaid for SSI-Related Persons, Comm. 28
· Medicaid for Qualified Medicare Beneficiaries, Comm. 60
· Important Notice to Property Owners and Renters, Comm. 121
· Medicaid for Employed Persons With Disabilities, Comm. 180
· Medicaid for People in Nursing Homes and Other Care Facilities, Comm. 53
· Protection of Your Resources and Income, Comm. 72
· Care for Kids, Comm. 4
· Medicaid for FMAP-Related Persons, Comm. 27
· State Supplementary Assistance
Copies of these publications are included in the Bidders Library.
6.
Identify information and hyperlinks to be included on the member website and obtain DHS approval of the information before it is posted to the website.
7.
Make recommendations for changes to the website information and departmental publications.
8.
Publish (in hardcopy and on the website) a provider directory for use by the members and update the list quarterly.
6.4.2.4.5 Data Sources

The following are the major inputs to the Member Publications and Education function:
1.
www.dhs.state.ia.us/PolicyAnalysis 
2.
Member comments and questions
3.
Feedback from the Member Quality Assurance function
6.4.2.4.6 Required Reports
The contractor will provide the following reports for the Member Publication and Education function:
1.
Monthly report of member website activity, including number of hits and number of inquiries received via the e-mail functionality

2.
Monthly report of publications distributed to members.
3.
Recommendations for changes to website information and departmental publications
6.4.2.4.7 Performance Standards

The performance standards for the Member Publications and Education are:
1.
Provide monthly reports by the fifth business day following the end of the month.
2.
Update the website with approved information by the third (3rd) business day following receipt of the approval.

6.4.2.5 Member Complaints

DHS is obligated to provide services through a Member Hotline in lieu of producing and mailing written notices to members of all claims denied.  The written response to an inquiry from a member concerning a bill they are receiving from a provider through the medium of the Member Hotline establishes the member's right to appeal.  Eligibility denials or denials for Prior Authorizations of special services are also received at the hot line and forwarded to the designated area at DHS.
6.4.2.5.1 Objectives

The primary objectives of the Member Complaints function are:
1.
Ensure that initial receipts of complaints of eligibility denials, claims denials, or denials of prior authorizations for special services are recorded and tracked.
2.
Each complaint is either resolved by the Member Services Contractor or forwarded to the area designated for resolution of special issues.
3.
Comply with State and Federal requirements for appropriate resolution of eligibility or service complaints.
6.4.2.5.2 Interfaces

The Member Services contractor will interface with the Core MMIS, Provider Services, Medical Services, Revenue Collection, DHS staff and external entities as described below.

6.4.2.5.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Member Services contractor interfaces with the following Iowa Medicaid Enterprise components:
1.
Core MMIS claims and prior authorization systems
2.
Member Third Party Resources (TPR) files

3.
Data Warehouse

6.4.2.5.2.2 Interfaces With External Entities

The Member Services contractor interfaces with the following external entities:
1.
DHS eligibility files, and DHS field workers and case managers
2.
Provider Contractor files/representatives regarding prior or current provider complaints.
3.
ISIS

6.4.2.5.3 State Responsibilities

The State responsibilities for the Member Complaints function are:
1.
Develop complaint policies.
2.
Review contractor processes to ensure compliance with State complaint policies

3.
Follow up on issues directed to DHS attention within policy time lines, convey results to Member Services Contractor so that Hotline logs can be updated.

6.4.2.5.4 Contractor Responsibilities

The Member Services contractor performs quality assurance, utilization review, and grievance resolution, which include:
1.
Accept complaints from members and notify members of the right to appeal and the procedures for filing an appeal.

2.
Perform hotline quality review functions to ensure compliance with DHS policies
3.
Ensure that Member Services representatives are adequately trained and understand all complaint procedures.
4.
Collect and analyze data to ensure adequate system entry of member contacts, current statuses, and resolutions of issues.
6.4.2.5.5 Data Sources

The data sources for the Member Complaints function are:
1.
Hotline contact dates and Member Services Representatives notes regarding attempts to resolve complaint.

2.
DHS notes
3.
Mail or Department/Field Representative contacts
6.4.2.5.6 Required Reports

The Member Services contractor will provide, at a minimum, the following reports for the Member Complaints function:
1.
Daily, Weekly, Monthly, Quarterly, or Annual Reports by Category or Member History regarding complaints 

2.
A member satisfaction report showing:
· The cumulative number and types of grievances filed during the quarter
· The individual detail supporting the cumulative grievance report
· Complaints filed during the quarter
· A special authorization log
6.4.2.5.7 Performance Standards

The performance standards for the Member Complaints function are:
1.
Provide written decision on complaints when requested by DHS within State required time frame.
2.
Maintain a ninety percent (90%) DHS acceptance rate on contractor complaint resolution decisions.

6.4.2.6 Member Quality Assurance

The Member Services contractor will support DHS in the management of quality oversight for Iowa Medicaid Enterprise programs.  DHS will develop and administer the quality plan to encompass all programs with support from the Member Services and Medical Services components.  The Member Services contractor will be responsible for the member satisfaction portion of the quality plan, while the Medical Services contractor will be responsible for the quality of care portion of the quality plan.
6.4.2.6.1 Objectives

The primary objectives of the quality assurance function include: 
1.
Assessment of members’ satisfaction with the quality of care being provided by Iowa Medicaid.
2.
Assessment of members’ satisfaction with the responsiveness of Iowa Medicaid to their needs.
3.
Assessment of the differences in member satisfaction levels between the managed care and fee-for-service sectors of the Iowa Medicaid program.
4.
Improvement in member satisfaction with the Iowa Medicaid program.
6.4.2.6.2 Interfaces

The Member Services contractor interfaces with DHS staff and with other Iowa Medicaid Enterprise components and external entities as described below.

6.4.2.6.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Member Services contractor interfaces with the following Iowa Medicaid Enterprise components:
1.
Eligibility
2.
Enrollment
3.
Claims
4.
Data Warehouse / Decision Support (DW/DS)

6.4.2.6.2.2 Interfaces With External Entities

The Member Services contractor interfaces with the following external entities:
1.
Members
6.4.2.6.3 State Responsibilities

The State responsibilities for the Member Quality Assurance function are:
1.
Review and approve the Member Services contractor’s plans for assessment of member satisfaction.
2.
Review and approve the Member Services contractor’s survey tools.
3.
Review and approve the Member Services contractor’s survey results and recommendation for improving member satisfaction.
4.
Develop and implement recommendations for improvement across the Iowa Medicaid Enterprise with the component contractors.
5.
Monitor the Member Services contractor’s performance of the Member Quality Assurance function.
6.4.2.6.4 Contractor Responsibilities

The contractor will develop survey and assessment tools to ascertain member satisfaction with the Iowa Medicaid program, and provide recommendations for improving member satisfaction. The assessments will evaluate member satisfaction with access to care, the quality of care provided, the quality of the customer service provided, and responsiveness of the Iowa Medicaid Enterprise to the needs of members.
The contractor responsibilities for the Member Quality Assurance function are:
1.
Develop, and submit to DHS for approval, an annual plan for assessment of member satisfaction with the Iowa Medicaid program, including both managed care and fee-for-service populations. This plan will include:
· Approach to annual assessment
· Planned written surveys, include scope and frequency
· Planned telephone surveys, including scope and frequency
· Plan for utilizing information gathered from the Member Services hotline inquiries and other sources (e.g., MARS recipient participation reports, claims processing and encounter data from the DW/DS system, complaint activity) 
· Methodology for development of survey tools, evaluation of surveys, and determination of outcomes
· Approach to development of recommendations for improvement
· Anticipated schedule for surveys
2.
Develop and submit to DHS for approval the survey tools to be used in support of the plan.

3.
Upon DHS approval, implement the assessment plan.
4.
Conduct written member satisfaction surveys.
5.
Conduct telephone member satisfaction surveys.
6.
Compile survey results and information from the Member Services hotline.
7.
Evaluate results.
8.
Provide quarterly Member Quality Assurance Activity reports to DHS, including assessment activities conducted during the quarter and preliminary results of assessments for the current year.
9.
Develop and submit to DHS an annual Member Quality Assurance Assessment report, including:
· Surveys conducted and other activities included in the assessment (e.g., analysis of Member Customer Service Hotline inquiries, analysis of MMIS claims and encounter data, analysis of MARS recipient reports, analysis of complaint activity)
· Results of assessment, including differences in member satisfaction between the managed care and fee-for-service populations
· Trends in member satisfaction from previous reporting periods
· Recommendations for improving member satisfaction
· Plans for improvements in assessments
10.
Implement recommendation for improvements in assessments as approved by DHS.
6.4.2.6.5 Data Sources

The following data is used as input to the MHC Quality Assurance function:
1.
Telephone surveys
2.
Written surveys
3.
Claims files
4.
Encounter data
5.
Data Warehouse / Decision Support (DW/DS)
6.
Eligibility files
7.
Enrollment files
8.
Complaints and appeals files
6.4.2.6.6 Required Reports

At a minimum, the contractor will provide the following reports:
1.
Annual Member Satisfaction Assessment Plan
2.
Quarterly Member Quality Assurance Activity Report
3.
Annual Member Quality Assurance Assessment Report
6.4.2.6.7 Performance Standards

The performance standards for the MHC Quality Assurance function are:
1.
Submit the first annual Member Satisfaction Assessment Plan within one month from the operations start date.
2.
Submit annual Member Satisfaction Assessment Plans by the end of January of each calendar year.
3.
Submit the quarterly Member Quality Assurance Activity reports within five business days of the end of the quarter.
4.
Submit the Annual Member Quality Assurance Assessment Report by the end of January of each calendar year
5.
Meet monthly with DHS staff to review assessment activity and issues identified during the assessment activities.
6.5 Revenue Collection Component

The Revenue Collection component encompasses an array of collection functions for the Medicaid program.  The collection function includes identification and collection of third party insurance owed DHS, recovery of funds from estates and liens, tax offsets and provider overpayments.  The third party insurance (TPL) function is the major activity of this component, and includes identifying third party insurance resources, updating the TPL files, identifying funds to be recovered, requesting funds from the liable party, tracking and follow-up on the requests, and tracking payments received. The Revenue Collection component includes the following functions:
· Third Party Liability 
· Estate Recovery 
· Lien Recovery
· Provider Overpayments
· Interface With DAS (Tax Offsets)
· Miller Trust and Special Needs Trust Recovery
6.5.1 Contractor Start-Up Activities
The start-up activities for the Revenue Collection function include the general tasks and activities identified in Section 6.1 for all professional services contractors, as well as specific activities to be performed by the Revenue Collection contractor. The Revenue Collection contractor will be required to perform these tasks and incorporate their specific responsibilities into the overall implementation plan for the project.  Since the Revenue Collection contractor will be updating files maintained in the Core MMIS and doing research using Core MMIS files and the data warehouse, they will need to receive user training from the Core MMIS contractor and the Data Warehouse / Decision Support contractor.
6.5.1.1 Planning Task
The objective of the planning task is to insure that the start-up activities of the Revenue Collection contractor will be on schedule with the rest of the Iowa Medicaid Enterprise project implementation, have identified all operational responsibilities, and can meet interface requirements for the other components that will make up the Iowa Medicaid Enterprise. Key components include:
· Detailed work plan 
· Identification of interface partners and description of data to be transferred
· Staffing and computer program support to perform the required tasks
· Transfer of responsibilities and data conversion
In addition to these activities, the Revenue Collection contractor will perform the following specific planning tasks related to the Estate Recovery process:
1.
The Contractor shall at a minimum meet with the following:
· The Core MMIS contractor to obtain necessary file formats to provide the information necessary for claim corrections.
· DHS and the Attorney General’s staff to establish a case referral process.
· The DHS data management staff to obtain necessary file formats.
· The DHS financial staff to establish billing procedures and to establish the procedure for depositing funds with the DHS Division of Fiscal Management (DFM).
· DHS and the Iowa State Bar Association to establish attorney referral procedures for deceased persons whose estates are being probated and who may have obligations to repay Medicaid.
· DHS and the Iowa Department of Public Health to obtain the necessary file format for reports of death.
2.
The contractor will also prepare a detailed business plan for the Estate Recovery process, to include:

· How the contractor will perform each type of recovery
· The timeframes for accomplishing the activities
· The plan for matches and exchange of data with the affected agencies.
The work plan prepared as part of the Planning Task needs to identify all the key activities and dates for initial provider services activities.
6.5.1.2 Development Task
The development task traditionally refers to the software design and development to support the required tasks. For most of the professional service components, the development phase will be limited. Since the Core MMIS contractor maintains the data base for third party insurance coverage, and claims paid on behalf of Medicaid members, the Revenue contractor will need to access these files for comparison of insurance coverage in other systems and amounts paid by Medicaid that may be the responsibility of another entity.  The Revenue Collection contractor will need to work with the following component contractors for the activities identified below:
· Core MMIS contractor and Data Warehouse / Decision Support contractor to develop interfaces for TOL and claims payment information. 
· Core MMIS contractor and Workflow Process Management team (from I&SS contractor staff) to develop the automated workflow management processes for the Revenue Collection activities
6.5.1.3 Acceptance Test Task
The acceptance test will be used to verify that the proposed system configuration will support the required tasks and that the interfaces all work and contain the correct data elements.  During this task the Revenue Collection contractor will also conduct the following activities:
· Develop and obtain DHS approval of the Revenue Collection contractor’s procedures manuals.
· Develop the Revenue Collection contractor’s staff training plan and training materials, including the plan to receive training from the Core MMIS contractor for access to claims data maintained in the Core MMIS, and to receive training from the Data Warehouse / Decision Support contractor for accessing data stored in the data warehouse.
All staff training will be completed prior to the Implementation Task.
6.5.1.4 Implementation Task
Implementation includes bringing together all aspects of the contractor’s operation to begin performing the required tasks. It includes coordination of staff resources, communication logistics, data systems, the converted data and the interface schedule. The number of components in this procurement, and the potential for several vendors increases the risk for failure at the implementation stage. Vendors will be expected to describe safeguards to protect against this potential.
6.5.1.5 Operations Task
The operations task is the daily performance of all required activities by the new contractor. Because of the risk created by the complexity of this procurement, vendors will need to describe required coordination and safeguards to assure a successful operation of the Iowa Medicaid Enterprise.
6.5.2 Operational Requirements
This section describes the traditional and unique operational requirements for the Revenue Collection component of the Iowa Medicaid Enterprise.
6.5.2.1 General Requirements
The Revenue Collection component for the Iowa Medicaid Enterprise includes those activities required to identify and document third party resources and recover funds due to the State from liable third parties, trusts and liens, as well as recover overpayments from providers.  The Revenue Collection contractor will pursue collections and track payments received. The Revenue Collection team will work as part of a larger integrated unit consisting of staff from other contractors obtained through this procurement, plus requisite State employees. Requirements for the specific tasks are described below.

6.5.2.1.1 Banking Policies

The following requirement applies to all collections made by the Revenue Collection contractor in the performance of its functions.

1.
Deposit any money recovered within two (2) banking days of receipt (unless sent by wire to the account before this time limit) in the designated State-owned bank account. 
6.5.2.2 Third Party Liability
The third party liability function consists of identifying and verifying third party resources for members, updating the TPL files, and recovering funds from third party insurers for pay-and-chase claims. The specific requirements for this function are identified below.
6.5.2.2.1 Objectives
The primary objectives of the Third Party Liability function are:
1.
Identify and verify third party resources for members.
2.
Recover funds from third parties for pay-and-chase payments.
3.
Pursue recovery of third party insurance payments for claims designated by DHS as pay-and-chase.

4.
Meet Federal and State reporting requirements for TPL activities.
6.5.2.2.2 Interfaces
The Revenue Collection contractor will interface with the following entities:
6.5.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

1.
Core MMIS component for updating TPL files, obtaining information on potential third party liability, and obtaining claims data for pursuit of pay-and-chase claims recovery

2.
Data Warehouse / Decision Support component for researching claims for pay-and-chase activities
6.5.2.2.2.2 Interfaces With External Entities
1.
Members and Medicaid providers to obtain information on third party insurance coverage
2.
Insurance companies to verify coverage and submit pay-and-chase claims
6.5.2.2.3 State Responsibilities
The State responsibilities for the Third Party Liability function are:
1.
Monitor Revenue Collection contractor performance
2.
Establish and direct TPL policies
3.
Receive and review TPL reports
4.
Forward the Supplemental Insurance Questionnaire (SIQ) forms on members with potential TPL to the Revenue Collection contractor for verification of the third party coverage and updating MMIS

6.5.2.2.4 Contractor Responsibilities
The Core MMIS contractor and the Revenue Collection contractor perform third party liability processing functions. The Core MMIS contractor maintains the TPL data and performs cost avoidance activities through the claims processing function. The Revenue Collection contractor performs the manual processes associated with the TPL function, including verification of insurance coverage, updating TPL files, and pay-and-chase activities. The Revenue Collection contractor is responsible for the following TPL activities:
1.
Verify insurance coverage for members based upon claims information or SIQ forms submitted by DHS Income Maintenance Workers 

2.
Perform all recovery activities for pay-and-chase claims including pharmaceutical and absent parent TPL recovery, which includes submitting claims to third party insurers, recovery tracking, receipt of recovery payments, and producing reports on recovery activities
3.
Update third party carrier information on the TPL Carrier File in the Core MMIS, including carrier ID and carrier name, carrier address including city, state and zip code, carrier phone number and name of contact person.
4.
Maintain third party resources by member ID on the Third Party Resource File that must, at a minimum, include:
· Policy number and group number
· Name of policyholder, relationship of policyholder to member
· SSN of policyholder
· Cost avoidance bypass indicator
· Name and address of policyholder’s employer
· Insurance carrier ID
· Type of policy and coverage, including identification of covered types of services under the policy, effective date of coverage and termination date of coverage
5.
Maintain a TPL tracking capability for post-payment recovery of paid claims and claims denied by health insurance carriers.
6.
Identify and record reasons by type and reason for denial of post-payment billed claims by TPL carrier.
7.
Identify paid claims for TPL tracking and potential recovery, including all federally mandated pay-and-chase services.
8.
When retroactive TPL resources are identified for a member, identify paid claims and bill insurance carrier for these claims.
9.
Maintain TPL Billing File in the Core MMIS by carrier and member for post payment TPL recovery billings.
10.
Identify type and amount of recovery in the TPL Billing File and the Claims History File.
11.
Meet all minimum TPL processing requirements defined in Section 3900 of the State Medicaid Manual.
12.
Track and adjudicate all post-payment requests for reimbursement to a final payment or denial and identify denial by type and reason.
13.
Perform data matches with other governmental and private insurers to identify TPL resources for Iowa Medicaid members.

6.5.2.2.4.1 Enhancements to Current Functionality
1.
Obtain deductible and co-pay data for member insurance policies and maintain this data on the TPL resource file.
6.5.2.2.5 Data Sources
The following are the primary inputs to the TPL Subsystem.
1.
Supplemental Insurance Questionnaire forms (SIQs) completed by DHS Income Maintenance Workers
2.
HIPP file showing individuals with TPL for whom DHS has paid the premium
3.
Child Support file showing TPL coverage provided by non-custodial parents
4.
Correspondence and phone calls from members, carriers, providers, employers, field staff, and CMS

5.
Data match information received from other insurers

6.
Insurance carrier data updates from insurance companies
7.
TPL-related data from the claim processing function, including but not limited to indication that TPL payment has been made for a claim

8.
Weekly TPL-related information for court ordered medical support
9.
Paid claims for tracking and potential recovery
10.
Other files that are used in the TPL process for reference data are the Recipient Eligibility File, Claims Files, Procedure, Drug, Diagnosis, DRG and APG (PDDDA) File, and the Exception Control File.

6.5.2.2.6 Required Reports
The major outputs of the TPL function are:
1.
Reports to meet Federal and State requirements:
· Amounts billed and collected, current and year-to-date (monthly) 
· Recoveries and unrecoverable amounts by carrier, type of coverage, and reason (monthly)
· CMS-approved third party action plan (annually)
2.
TPL Clerk Activity Reports on a weekly basis.
3.
Internal reports used to investigate possible third party liability.  Produce these reports when a paid claim contains a TPL amount and no resource information is on file, and when a paid claim contains a trauma diagnosis or accident indicator.
4.
Monthly quality assurance sample to DHS verifying the accuracy of TPL updates made during the previous month.
5.
Monthly TPL Leads Letters
6.
Monthly Pay-And-Chase Carrier Bills
7.
Monthly file to the DHS HIPP unit of terminated TPL coverage so DHS does not continue to pay insurance premiums for these individuals.
6.5.2.2.7 Performance Standards
The performance standards for the TPL functions are provided below.
1.
Post TPL recovery amounts and denial information to the benefit recovery and tracking database within two (2) business days of receipt of the recovery data.
2.
Deposit all TPL recoveries in the designated state bank account within two (2) banking days of receipt.

3.
Initiate follow-up activities on unpaid post-payment carrier billings within forty-five (45) days from submission if no response has been received, and initiate follow-up activities on denied post-payment billings within two (2) business days of receipt of the denial notice.
4.
Complete the verification or validation of TPL and update MMIS with the data within ten (10) business days of receiving the TPL leads from the DHS Income Maintenance workers.
5.
Increase the third party insurance collections under contractor’s jurisdiction, and cost avoided, by five percent (5%) each year.
6.
Ensure ninety-five percent (95%) accuracy of TPL data in MMIS files based on the monthly quality assurance audit of the data.
7.
Maintain a ten percent (10%) benefit to cost ration for the TPL function. (The  revenue  collected is at least ten percent (10%) greater than the cost to staff and maintain the contractor’s TPL unit).
6.5.2.3 Estate Recovery
Estate recovery refers to the federal requirement that Medicaid expenditures made on behalf of certain Medicaid members be recovered from their estate upon the death of the member.  The Revenue Collection Contractor, as part of their responsibility for this function, will need to identify deceased members and the medical expenditures made on their behalf, identify assets that exist for recovery and take the necessary steps to collect expenditures from the identified assets.  
Under Federal Statute, the provision of medical assistance on or after July 1, 1994, to an individual who is age 55 or older, or who is under age 55 and a resident of a nursing facility or ICF-MR and cannot return home, creates a debt to DHS.  The Medicaid payments consist of fee-for-service payments, capitation payments and Medicare premiums.  The Medicaid payments may be recovered from the member’s estate or the estate of a spouse, a disabled child, a child turning age 21 or the estate of a child who dies before reaching age 21, up to the amount of the Medicaid debt, but no more than the amount inherited.
At the time of the eligibility determination for Medicaid, certain assets of a member are not considered in the eligibility determination. These types of assets include, but are not limited to, homes or life estates.  At the time of death, the assets that were not considered and any other assets comprise the estate and are subject to recovery. 
The recovery from the estate of a member is limited to the amount of assets remaining in the estate at the time of the member’s death after higher priority expenses are subtracted.
According to Iowa Code Section 633.425, the expenses with a higher priority include:
· Court costs.
· Other costs of administration.
· Reasonable funeral and burial expenses.

· All debts and taxes having preference under the laws of the United States.
· Reasonable and necessary medical and hospital expenses of the last illness of the decedent, including compensation of persons attending at the decedent’s illness.
· All taxes having preferences under the laws of this State.
All Medicaid expenditures paid on or after July 1, 1994 are subject to recovery unless exempt.  In some situations the recovery is delayed or limited. The criteria for exemptions and delay are as follows:
· Persons in a nursing facility or ICF-MR and under age of 55 do not have to repay the Medicaid received while in the medical institution if they leave the institution within six (6) months of entry to return home.  Return home means a return to living in the community.
· Persons under the age of 55 living in a nursing facility or ICF-MR are exempt from repayment of Medicaid if they could return home as verified by the organization contracting with the Department for these decisions.
· If there is a spouse, a child under the age of 21, or a disabled child who inherits the estate upon the member’s death, the collection is waived until the death of the spouse or disabled child, or until the child, who was under the age of 21 at the time of the member’s death, turns 21 or is deceased before attaining age 21.
Recovery may be delayed when there is undue hardship.  Collection may be suspended until hardship no longer exists or the death of the person who was granted hardship whichever comes first.  Undue hardship exists when total household income is less than 200 percent of the poverty level for a household of the same size, total household resources do not exceed $10,000, and application of estate recovery would result in deprivation of food, clothing, shelter, or medical care such that life or health would be endangered.  On a case-by-case basis, the Department determines undue hardship.  For this purpose, income and resource are defined in the same manner as they are defined in the family investment program at 441 Iowa Administrative Code, Chapter 41.
When a person age 65 or older is eligible for Medicaid due to purchasing and using pre-certified or approved long term care insurance or due to enrolling in a prepaid health care delivery plan that provides long term care services under 191 Iowa Administrative Code, Chapter 72, then recovery is limited to the amount of the assets not disregarded by the Long Term Care Asset Disregard policy.  The Income Maintenance Worker makes the determination of Asset Disregard and shall be contacted by the Contractor for the amount of Asset Disregard when the representative alleges that the member was eligible for Medicaid due to the Long Term Care Asset offset policy.
Medicaid paid on behalf of the member prior to purchasing long- term care insurance or enrolling in a prepaid health care delivery plan shall be subject to recovery.
The Federal government has a unique trust responsibility for American Indian (AI) Tribes and Alaskan Native (AN) Villages and their members.  Funds excluded from resource consideration in making the eligibility determination are not subject to recovery.

Persons who receive Medicaid under the HCBS Waivers and under age 55 are not included in this program and all amounts paid for regular Medicaid or HCBS, are not subject to recovery. 
Interest accrues on the debt due under estate recovery policy at the rate provided in Iowa Code section 535.3, beginning six (6) months after the death of the medical assistance member, the surviving spouse, the disabled child or the child who was under the age of 21 or who dies before reaching age 21.

6.5.2.3.1 Objectives
The primary objectives for the Estate Recovery program are:
1.
Recover Medicaid expenditures from assets of eligible deceased members.
2.
Identify assets of the deceased member that are available for estate recovery.
3.
Take all necessary steps to collect from identified assets and interest when applicable.
4.
Provide education to the public about estate recovery.
6.5.2.3.2 Interfaces
The Revenue Collection contractor interfaces with the following data sources:
6.5.2.3.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

1.
DHS, through the Core MMIS contractor, for a file of persons containing the names of members who are deceased and were age 55 and older or in a nursing home, date of death entered by the Income Maintenance Worker, together with a representative’s address if one is on file with DHS.
2.
DHS, for an eligibility file to identify the SID numbers and representative addresses for members whose deaths are reported by an entity other than DHS.
3.
DHS, for the Buy-In file, which contains to identify persons for whom the State is paying Medicare Part A of Part B premiums.

6.5.2.3.2.2 Interfaces With External Entities
The Iowa Department of Public Health, for official death records to match against the eligibility file.  The format of this file will be established by the Iowa Department of Public Health.  The cost of the file and procedure for payment by the Revenue Collection contractor will also be established by the Iowa Department of Public Health.
6.5.2.3.3 State Responsibilities
DHS is responsible for the following estate recovery procedures:
1.
Monitor the performance of the Revenue Collection contractor in regards to all aspects of the estate recovery provisions.
2.
Provide the contractor with a file of with names of members who are deceased and were age 55 and older or in a nursing home, date of death, and representative's address if one is on file with DHS.
3.
Arrange for the Core MMIS contractor to provide the amount of Medicaid paid on behalf of the member upon request by the Revenue Collection contractor.
4.
Provide an electronic eligibility file for accessing the SID numbers and representative' addresses for member whose deaths are reported by an entity other than DHS.  DHS will determine the electronic format for the file.
5.
Provide a copy of the Buy-In file that contains the identification of persons for whom DHS is paying Medicare Part A of Part B premiums. DHS will determine the electronic format for the file.
6.
Provide, through Income Maintenance staff, decisions on undue hardship.
7.
Provide, through Income Maintenance staff, asset disregard when contacted by the Contractor for a determination.
6.5.2.3.4 Contractor Responsibilities
The contractor responsibilities for the Estate Recovery function are:
1.
The Revenue Collection contractor must obtain DHS approval for all decisions on pursuing or declining to pursue estate recovery.

2.
Receive names of deceased Medicaid members from DHS and the Iowa Department of Public Health or from funeral homes as required by law.
3.
Revise the business plan annually for matches that are added or deleted.  The revised business plan must identify recoveries that cannot be made and explain why they cannot be made.
4.
Update the work plan annually.  The updated work plan must include recommendations to improve recoveries and implementation thereof.
5.
Advise the Attorney General’s office in writing of any case in which a person refuses to cooperate with the contractor’s recovery process or any case requiring court proceedings. 
· This notice must describe the issues involved and must be provided to the Attorney General’s office within seven (7) working days of the refusal to cooperate or discovery that a court proceeding is required.
· Pursuant to Iowa Code Section 13.7, the Attorney General’s Office has exercised its discretion to have the Contractor’s attorney appear and represent DHS in all probate and/or district court proceedings related to the Estate Recovery Program. The Attorney General’s Office, however, will retain the discretion to determine pursuant to Iowa Code Section 13.7 that the Attorney General’s Office will represent DHS in any given probate and/or district court proceeding related to the Estate Recovery Program.
· The Revenue Collection contractor must coordinate all representation in probate and/or district court proceedings with the Attorney General’s Office.  The Attorney General will represent DHS in any matters appealed to the Iowa Supreme Court or Court of Appeals.
· The Revenue Collection contractor must provide copies of relevant paperwork regarding court proceedings to the Attorney General’s office upon request. The Contractor shall also provide copies of relevant paperwork regarding court proceedings when the Contractor’s attorney deems it necessary to provide such paperwork.
6.
Cooperate with and provide information and assistance to the Attorney General's Office as necessary.
7.
Provide assistance and information to representatives of members and members concerning the recoveries under the contract.  This includes, but may not be limited to, attending public meetings, association meetings, and seminars.
8. Staff a dedicated toll-free telephone number for representatives of members, DHS staff, or general public to access regarding estate recoveries.  At a minimum, the telephone number must be staffed Monday through Friday from 7:30 a.m. to 5:30 p.m., Central Time, excluding State holidays.  

9.
Provide the following information to the Core MMIS: 
· Member’s name
· Social Security Number
· State Identification Number (SID) 
· The amount recovered
· The entity from whom the recovery was made and the basis for recovery.
The information provided must be sufficient to correct the medical payment history of each member and provider.  If money is subsequently refunded due to an incorrect recovery, that information must also be provided to the Core MMIS.
10.
Provide sufficient staff to answer questions from attorneys, representative of members, and public concerning recoveries.   

11.
Collect and deposit money recovered, pursuant to the banking policies set forth in Section 6.5.2.1.1.
12.
Refund payments received in error within one (1) calendar month of receiving the request for refund or discovering the error. The Revenue Collection contractor must return to DHS the contingent fee paid to the contractor for the erroneous recovery.
13.
Transfer any money recovered and interest accrued to DHS pursuant to the banking policies set forth in Section 6.5.2.1.1.

14.
The Revenue Collection contractor may NOT make a decision to forego recovery without the prior approval of DHS.

15.
Identify deceased members through information obtained from various sources including eligibility files from DHS, files of reported deaths from the Department of Public Health, information from attorneys and any other sources, or as otherwise directed by DHS.
16.
Identify medical assistance subject to recovery from the estate of a member, a surviving spouse, or a surviving child in accordance with Iowa Code Section 249A.5(2)(d).
17.
File an estate recovery claim in Probate Court on behalf of DHS for members whose estates have been opened.
18.
The Revenue Collection contractor must not recover money from an estate when undue hardship is claimed, except if the claim is denied. The Revenue Collection contractor must refer an undue hardship claim for the income and resource determination segment within ten (10) working days of receipt of the request to the Income Maintenance Worker in the county where the member last lived.
19.
Upon receiving a report of death, notify the representative of the deceased within thirty (30) days that there is an amount due DHS as a result of estate recovery.
20.
Determine the value of the estate subject to recovery, the expenses of the estate, and the priority of the expenses by requesting information on the member's assets and the expenses from the member's representative.
21.
Establish a mechanism to obtain the amount of assets disregarded under the Long Term Care Asset Offset Policy from the Income Maintenance Worker when the representative claims eligibility was established pursuant to this policy. The Revenue Collection contractor cannot recover assets disregarded under the Long Term Care Asset Offset Policy. Document the value of assets and expense described in this section in a file for each deceased member for audit purposes.
22.
Determine the amount of Medicaid paid on behalf of the member subject to recovery by obtaining the member’s history of paid claims from the Core MMIS contractor and the Medicare Buy-In file.  The Revenue Collection contractor must obtain a history of paid claims for any deceased person referred to estate recovery by any source. The following Medicaid payments are not subject to recovery:

· The Revenue Collection contractor must not recover Medicaid funds for a Medicaid eligible person under age 55 unless the person was living in a nursing facility.
· The Revenue Collection contractor must not recover Medicaid funds if the member who was under age of 55 was in a nursing facility or ICF-MR for less than six (6) months. The Contractor must document in the member’s file, the reason Medicaid funds were not recovered.
· The Revenue Collection contractor must not recover funds if DHS has determined that a member under age 55 could return home in six (6) months even though the member stayed in the nursing facility or ICF-MR longer than six (6) months, or the member deceased before returning home.  If a representative of the member alleges that there is such a determination, the Revenue Collection contractor must verify this information and request documentation of the decision.  The Revenue Collection contractor must document in the member’s file the reason recovery was not made.
· The Revenue Collection contractor must not recover Medicaid funds if the member is under age 55 and receiving HCBS waiver services.  (There are six HCBS waivers as follows: AIDS/HIV, Elderly, Ill and Handicapped, Brain Injury, Mental Retardation, and Physical Disabilities).  If the person receiving HCBS Waiver services subsequently enters a nursing facility as indicated by the provider number on the eligibility files, the Medicaid paid for a partial month in the nursing facility or ICF-MR is subject to recovery.
· The eligibility file has Aid Types and waiver codes that identify persons in a nursing facility, ICF-MR, or HCBS waiver.
23.
After the amount of the estate subject to recovery and the amount of Medicaid payments are determined, notify the representative to pay the lesser of these amounts.   The Revenue Collection contractor will add interest accrued to the Medicaid debt in accordance with Iowa Code Section 249A.5(2)(e).
24.
Notify the representative of the right to claim undue hardship and a waiver to recovery at the same time the Revenue Collection contractor notifies the representative of the debt due DHS.  The contractor must also inform the representative of the thirty- (30) day time limit to request a hardship waiver.
25.
The Revenue Collection contractor may specify what, if any, hardware and software is necessary to perform the Contract services.  The contractor must provide data in formats compatible with DHS and the Core MMIS contractor.  The contractor must have the ability to receive data from the Iowa Department of Public Health as formatted.  If any of these formats change, the contractor must make the format changes that may be necessary at no cost to DHS.

26.
Educate the public, disseminate information and answer inquires about the estate recovery program.  This responsibility includes: 

· Participating in seminars, meetings with the bar association, social services agencies, DHS employees, members’ representatives, members of the public, and other organizations as requested  
· Preparing and distributing material describing the estate recovery program.  DHS must approve all written material prior to distribution.  The cost of producing the material and cost of mailing will be the responsibility of the Contractor.
27.
The Contractor will process undue hardship claims as follows:
· Upon receipt of an undue hardship claim, the Contractor will determine if the request is timely or if there is a reason to grant extension beyond the thirty- (30) day period.
· DHS will furnish criteria to guide the Contractor in granting an extension to this time limit.
· If the request is not made within the thirty- (30) day period and an extension is not granted, the Revenue Collection contractor must notify, in writing, the person claiming a hardship and requesting a waiver, the request is denied as untimely.  The notice must give the legal basis for denial [441 Iowa Administrative Code 76.12(7)] and inform the person of the right and the timeframe to file an appeal in writing with DHS.
· If the hardship request is timely, the Revenue Collection contractor must request in writing, with a copy to the Income Maintenance Worker, that the person making the request submit income and resource information to support the request for a recovery waiver.  The Contractor must outline the undue hardship process and inform the person making the request to contact the Income Maintenance Worker in the county where the deceased member last lived and provide the Income Maintenance Worker with the income and asset information for the requestor’s family that is living together. 
· If the income and asset information is not received within ninety (90) days, the Revenue Collection contractor will follow up with the Income Maintenance Worker.  If the information has not been supplied, the Contractor shall deny the hardship claim with a written notice informing the requestor of the right and timeframe to file an appeal.  The Contractor must begin recovery.
· The Revenue Collection contractor must obtain DHS approval for all notice formats required by this section.
· The Revenue Collection contractor shall request the person requesting a recovery waiver to describe the circumstances where the application of hardship would result in deprivation of food, clothing, shelter, or medical care such that life or health would be endangered.
· The Revenue Collection contractor must then determine if recovery would result in deprivation of food, clothing, shelter, or medical care such that life or health would be endangered.  DHS will furnish criteria to guide the Contractor in determining if the waiver of recovery will be granted.
· The Revenue Collection contractor must coordinate their work in conjunction with the Income Maintenance Worker making the income and asset determination. The Contractor shall establish a mechanism to refer to and obtain from DHS the income and asset eligibility.  The Income Maintenance Worker will determine if the person requesting a recovery waiver is within income and resource limits established by law.
· The Income Maintenance Worker will forward income and resource information to the Revenue Collection contractor after determining eligibility and recommend if a recovery waiver should be granted the person based on meeting the income and resource guidelines.
· The Revenue Collection contractor will consider the deprivation information and the income and resource information and determine whether the request to waive recovery shall be granted or denied within 30 days of receiving all the necessary information.  Upon reaching a determination, the Contractor must notify the person making the request of the decision in writing and the right and time limits to appeal if the request is denied.
· The Revenue Collection contractor must track all requests for a waiver and their disposition.
28.
Comply with the security of medical data provisions of the Health Insurance Portability and Accountability Act of 1996 and the accompanying regulations.
6.5.2.3.5 Data Sources
The data sources for the Estate Recovery function are:
1.
Core MMIS
2.
DHS files of deceased members
3.
Buy-In and BENDEX files
6.5.2.3.6 Required Reports
The Revenue Collection contractor will provide the following reports to DHS:
1.
The Contractor must provide monthly reports to DHS by the 10th of each month for the preceding month.  The reports must include, but may not be limited to the following information:

· Member’s SID (sort field in ascending order)
· Name of member
· Amount of recovery so the recovery can be matched to the Contractor’s deposits.
· Total amount recovered in the preceding months, and year to date
· Interest earned in the preceding months
· Total number of cases in which a letter was sent requesting recovery form an estate
· Total number of cases pending each month
· Total number of cases processed with a recovery
· Total number of cases processed without a recovery and the reason recovery did not occur
· Total number of cases deferred due to a surviving spouse, disabled child or minor child
2.
Any month, in which the Contractor returns money to a representative, the Contractor must include in the monthly report the following:
· Documentation as to the reason for the return of funds
· Entity the funds were returned to
· Member name and SID for whom the funds were returned
· Amount returned
3.
The Contractor must provide an annual report to DHS no later than August 15th of each Contract year, beginning during calendar year 2006.  The annual report shall include, but may not be limited to, the following information:
· A summary of the year’s activities
· Total dollars collected
· Number of cases pending
· Dollar value of the cases pending
· Any case referred to the Attorney General’s Office
· Total Medicaid expenditures paid out on behalf of the members for whom recovery is requested
· Percentage of the amount recovered from Estate Recovery compared to the total amount of Medicaid paid for the member
· Total number of cases referred to the Attorney General’s Office
· The total dollar amount of estates where recovery did not occur
· Average number of months to settle a case from initial identification to collection
· Total number of undue hardship requests
· Total number of undue hardship requests granted and denied
· Total number of cases deferred due to undue hardship
6.5.2.3.7 Performance Standards
The performance standards for the Estate Recovery function are:
1.
Provide monthly reports to DHS by the 10th of each month for the preceding month.
2.
Provide the annual report to DHS no later than August 15th of each Contract year
3. Return phone calls within two (2) to four (4) working days.  

4. Initiate recoveries within one (1) month of determining that a Medicaid member is deceased and that the member's assets are subject to recovery.  The Revenue Collection contractor must wait at least four (4) months after the death of the member before establishing the amount of Medicaid debt.  This time allows most providers to bill Medicaid, be paid, and allow these payments to be updated in the MMIS.

5.
Within thirty- (30) days of receiving the report of death, notify the representative of the deceased that there is an amount due DHS as a result of estate recovery.
6.
BENDEX tapes received by the Revenue Collection contractor that contain information from the Social Security Administration must be returned to DHS within forty-five (45) days of receipt.
6.5.2.4 Lien Recovery
The Lien Recovery process consists of identifying trauma and accident cases for which there is potential liability by a third party, pursuing recovery from the third party, and receiving and tracking funds recovered for trauma and accident cases. The specific requirements for this function are described below.
6.5.2.4.1 Objectives
The primary objectives of the Lien Recovery function are:
1.
Identify trauma and accident cases where funds expended by Medicaid can be recovered from liable third parties.
2.
Recover funds from liable third parties for trauma and accident cases.
6.5.2.4.2 Interfaces
The Lien Recovery process interfaces with the following entities.
6.5.2.4.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
1.
Core MMIS, for listings of claims with potential for trauma and accident recovery
2.
Data Warehouse / Decision Support, for research on claims for trauma and accident recovery
6.5.2.4.2.2 Interfaces With External Entities
1.
Liable third parties
2.
Attorneys for members
6.5.2.4.3 State Responsibilities
The State responsibilities for the Lien Recovery function are:
1.
Identify trauma and accident related diagnoses and procedures.

2. Arrange for the Core MMIS contractor to provide the Revenue Collection contractor with reports identifying accident related diagnoses and procedures, by member
3.
Identify minimum dollar expenditures for pursuing recovery.
4.
Monitor the contractor's performance of the Lien Recovery activities.
6.5.2.4.4 Contractor Responsibilities
The contractor responsibilities for the Lien Recovery process are:
1.
Review claims with trauma indicators to identify potential cases for subrogation; prepare records of the medical services provided to the member based on the claims and encounter data. 
2.
Identify potential cases for subrogation and prepare reports of the amount of medical services provided to the member based on the claims data.
3.
Maintain a TPL tracking capability that identifies all individuals related to pursuit of a trauma or accident case.
4.
Provide case data to the State Attorney General’s office for subrogation cases. Coordinate subrogation activities with the State Attorney General's office regarding settlements for repayment of medical services paid by the Iowa Medicaid program.
5.
Maintain an accounts receivable file for subrogation cases.
6.
Post recoveries to the accounts receivable file.
7.
Maintain a process to select individual claims online to build recovery cases (e.g., tort cases related to auto accidents).
6.5.2.4.5 Data Sources
The Revenue Collection contractor utilizes TPL-related data from the claims processing function, including but not limited to indicators of accident-related treatments and diagnosis codes indicating trauma.
6.5.2.4.6 Required Reports
The Revenue Collection contractor will produce the following reports for the Lien Recovery function:
1.
Provide to DHS the following types of reports to meet Federal and State requirements:
· Weekly listings of potential recovery claims based on user input section parameters (subrogation)
· Amounts billed and collected, current, and year-to-date (monthly) 
· Potential trauma or accident claims (monthly)
2.
Produce and submit to DHS, the following reports/documents on a monthly basis:
· Priority Trauma Leads Letters
6.5.2.4.7 Performance Standards
The performance standards for the Lien Recovery function are:
1.
Post lien recovery amounts and denial information to the benefit recovery and tracking database within two (2) business days of receipt of the recovery data.
2.
Deposit all lien recoveries in the designated state bank account within two (2) banking days of receipt.

3.
Provide weekly reports of lien recovery activity by the 5th business day of the week for the previous week's activity.
4.
Provide monthly reports of lien recovery activity by the 10th business day of the month for the previous month's activity.
6.5.2.5 Provider Overpayment
The Provider Overpayment function consists of receiving refunds from providers and processing adjustments associated with the refunds for overpayments from providers. The requirements for the Provider Overpayment function are identified below.

6.5.2.5.1 Objectives
The objectives of the Provider Overpayment function are:
1.
Identify providers who have been overpaid, through interfaces with the Core MMIS

2. Receive refund checks and returned warrants from providers.
3.
Process claim adjustments for provider refunds to update claims history. These adjustments must be made on the MMIS claims system
4.
Ensure that refund checks and returned warrants are controlled and processed according to procedures approved by DHS.

6.5.2.5.2 Interfaces
The Provider Overpayment function interfaces with providers and the Core MMIS.
6.5.2.5.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Revenue Collection contractor interfaces with the Core MMIS for adding provider refunds and returned warrants to the financial file of the MMIS and processing adjustments against the refunds and returned warrants.
6.5.2.5.2.2 Interfaces With External Entities
The Revenue Collection contractor interfaces with providers for receipt of refunds and requesting additional information if necessary to process the refunds.

6.5.2.5.3 State Responsibilities
The State responsibilities for the Provider Overpayment function are:
1.
Determine policies regarding processing of provider overpayments.
2.
Review and approve contractor's procedures for processing provider overpayments.
3.
Provide the bank account for deposit of refund checks from providers.
4.
Monitor the contractor's performance of the Provider Overpayment function.
6.5.2.5.4 Contractor Responsibilities
The contractor responsibilities for the Provider Overpayment function are:
1.
Log all refund checks on a daily check receipt log and ensure that all refund checks have been imaged.
2.
Deposit refund checks to the state bank account within 24 hours of receipt. Deliver to DHS the deposit receipt with a control log showing the financial control numbers of the checks and audit trails balancing deposits to the entries on the financial transaction file.
3.
Process provider refunds including the capability to draw down the refunds through claim-specific transactions or through gross level transactions. Edit transactions to prevent the utilization of completed transactions (i.e., prevent claims from processing against refunds when the refund balance is zero).
4.
Prepare and process claim adjustment/voids against refund checks.
5.
Release funds received in excess of the associated claim adjustments to providers and provide reports of the released funds to DHS. Obtain DHS approval prior to release of excess funds for those cases in which the excess funds exceed the State-specified limit.
6.
Ensure that funds released to providers for overpayments on refunds are processed against any outstanding accounts receivable for the provider.
7.
Log all returned warrants on a daily check receipt log and ensure that all returned warrants have been imaged.
8.
Enter returned warrants to the Core MMIS financial file.
9.
Research and obtain correct addresses for returned warrants providers. Mail returned warrants to the new address when provided.
10.
Void returned warrants when provider cannot be located or when provider notifies the contractor that claims are not for provider's patients.
11.
Prepare and process claim adjustment/voids against returned warrants.
12.
Process upper payment limit payments for specified government owned/operated hospitals and nursing facilities. After receiving the payment, the designated facilities then transfer the money to the state, as an intergovernmental transfer (IGT), less an annual administration fee. The payments will be sent to the Revenue Collection contractor who deposits the monies in the State medical assistance recovery account and transfers this money to the State Treasurer. 

13.
Follow-up on balances due to DHS from providers that have not been recouped through the claims processing system if there has been no activity for six months.  Notify the provider by letter of the amount due and request that the provider send a refund check for the amount due.  When the provider sends the refund, deposit the check in the designated State bank account and post the refund transaction in the MMIS. If the provider does not respond to the request within thirty (30) days, send a second letter. If the provider does not respond to the second letter within thirty (30) days, telephone the provider to request the refund and log the date of the call and the response. If there is still no response after the telephone contact, refer the account to DHS.
14.
Deposit recovery checks received from DHS along with the completed adjustment form and any checks received as a result of the Core MMIS contractor's own recovery effort, in the designated state bank account and enter the adjustment into the MMIS.

15.
Provide an accounting that identifies refund reason, whether the money is State-only or qualifies for FFP and whether the money was recovered by DHS or the Core MMIS contractor.

6.5.2.5.5 Data Sources
The data sources for the Provider Overpayment function are:
1.
Provider refunds
2.
Returned warrants
3.
Claims history
6.5.2.5.6 Required Reports
The Revenue Collection contractor will provide the following reports for the Provider Overpayment function:
1.
Refund check log and deposit receipt
2.
Returned warrant log
3.
Audit trail of refund checks and returned warrants entered in the Core MMIS
4.
Adjustments processed against refunds and returned warrants
6.5.2.5.7 Performance Standards
The performance standards for the Provider Overpayment function are:
1.
Deposit refund checks to the designated State bank account within two (2) banking days of receipt.

2.
Provide deposit receipt and check log to DHS within twenty-four (24) hours of depositing the refund checks.
3.
Prepare and process adjustments/voids against refunds and returned warrants within ten (10) business days of receipt of the refund or returned warrant.
4.
For refunds and returned warrants requiring additional information from the provider, enter claim adjustments within five (5) business days of receipt of additional information from the provider.
6.5.2.6 Interface With DAS (Tax Offset)
The Interface With Department of Administrative Services (Tax Offset) function consists of identifying liens against providers, setting up the lien recovery in the Core MMIS, and monitoring lien processing to ensure recovery of the funds. The requirements for the Interface With Department of Administrative Services (Tax Offset) process are defined below.
6.5.2.6.1 Objectives
The objectives of the Interface With Department of Administrative Services (Tax Offset) function are:
1.
Identify liens against providers to be recovered from Medicaid payments.
2.
Recover liens from claims submitted for payment and forward the recovered funds to the Department of Administrative Services.
6.5.2.6.2 Interfaces
The Revenue Collection contractor interfaces with DHS staff, other Iowa Medicaid Enterprise components, and external entities as defined below.
6.5.2.6.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Revenue Collection contractor interfaces with the Core MMIS contractor to enter lien data and verify the accuracy of the entries.
6.5.2.6.2.2 Interfaces With External Entities
The Revenue Collection contractor interfaces with Department of Administrative Services to obtain lien data
6.5.2.6.3 State Responsibilities
The State responsibilities for the Interface With Department of Administrative Services (Tax Offset) are:
1.
Provide lien data to the Core MMIS contractor for processing.
2.
Monitor the contractor’s performance of the lien processing.
6.5.2.6.4 Contractor Responsibilities
The contractor responsibilities for the Interface With Department of Administrative Services (Tax Offset) function are:
1.
Verify processing of the monthly Department of Administrative Services Offset Program file by the Core MMIS contractor
2.
Identify the provider number assigned to the entity that holds a lien against the provider, if applicable.
3.
Enter lien and assignment information to be used in directing or splitting payments to the provider and lien holder.
4.
Monitor the recovery of lien amounts and verify processing of liens against providers.
6.5.2.6.5 Data Sources
The Revenue Collection contractor obtains lien data from the Department of Administrative Services Offset Program file.
6.5.2.6.6 Required Reports
The Revenue Collection contractor will provide the following reports:
1.
Liens received from Department of Revenue
2.
Liens processed
6.5.2.6.7 Performance Standards
The performance standards for the Interface With Department of Administrative Services (Tax Offset) function are:
1.
Process the Department of Administrative Services Offset Program file within 1 business day of receipt.
2.
Validate the processing of liens within one (1) business day after each payment cycle.
6.5.2.7 Miller Trust and Special Needs Trust Recovery
There are three types of trusts where the state receives all amounts remaining in the trust upon termination of the trust or death of the individual, up to the amount equal to the total medical assistance paid on behalf of the individual. The three types of trusts are Medical Assistance Trust, Special Needs Trust for Disabled Individuals Under age 65, and Special Needs Trust for Disabled Individuals of All Ages.  These trusts are not subject to probate or expenses with higher priority.  The balance in these trusts is owed to DHS and must be collected.
6.5.2.7.1 Objectives
The objectives of trust recoveries are:
1.
Identify individuals on Medicaid that have established a Medical Assistance Income Trust or Special Needs Trust.
2.
Ensure tracking of these individuals for termination of the trust.
3.
Determine the amount of Medicaid paid on behalf of these members and notify trustees of the amount due DHS
4.
Collect up to the amounts in the trust upon death of the individual or when the trust is terminated.
6.5.2.7.2 Interfaces
The Revenue Collection contractor interfaces with DHS staff, and the other Iowa Medicaid Enterprise contractors and external entities described below.
6.5.2.7.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
The Revenue Collection contractor interfaces with the Core MMIS contractor for claims paid.
6.5.2.7.2.2 Interfaces With External Entities
The Revenue Collection contractor interfaces with Income Maintenance Staff to identify individuals with trusts.
6.5.2.7.3 State Responsibilities
DHS is responsible for the following:
1.
Determine Medical Assistance Income Trust and Special Needs Trust policies.
2.
Meet with the contractor on a regular basis to discuss policy changes or issues.
3.
Provide the contractor with the names of individuals who have established a Medical Assistance Income Trust or Special Needs Trust.

4.
Monitor the performance of the contractor in regard to collections.
5.
Approve any changes to recovery procedures, forms, or publications.
6.5.2.7.4 Contractor Responsibilities
The Revenue Collection contractor is responsible for the following:
1.
Provide the capability to include and maintain information from trusts and similar sources.
2.
Record the names of individuals who have terminated a Medical Assistance Income Trusts or Special Needs Trusts that is subject to recovery.
3.
Obtain the amount of medical assistance paid on behalf of these members.
4.
Determine the amount in the trust after final deposits, trustees fees, and medical expenses.
5.
Notify the trustee/representative in writing of the amount due DHS which is the lesser of the balance in the terminated trust up to the amount of medical assistance paid.
6.
Send at least two letters notifying the representative and refer to the Attorney General's office any cases where trustee/representative does not respond to recovery efforts.
7.
Deposit recoveries according to the banking policies provided in Section 6.5.2.1.1.
8.
Attend regular meetings with DHS staff to discuss policy changes or issues.
9.
Provide technical assistance to DHS.  This includes but is not limited to attend public meetings, organization meetings, and seminars.

10.
Provide timely and accurate assistance to trustees with questions.
11.
Provide reports to DHS of recoveries, in a format agreed to by DHS and contractor.
12.
Maintain physical backup and security sufficient to safeguard the confidentiality of all data.

6.5.2.7.5 Data Sources
Data sources for this function are as follows:

1.
DHS will provide names of members who have a Medical Assistance Income Trust or Special Needs Trust are provided to the contractor by local DHS Income Maintenance Workers at the time the trust is terminated.
2.
The contractor provides the Core MMIS contractor with the name and SID so the Core MMIS contractor can process the Medicaid paid claims history for these members and determine amount of Medicaid paid on their behalf.
3.
The contractor obtains amounts of debt from the Buy-In file for these members.
6.5.2.7.6 Required Reports
The contractor will provide DHS with following reports:
1.
Names, SID, and amounts of recovery that can be matched to the contractor's deposit provided monthly unless otherwise specified.
2.
Monthly reports of the total members with trust recovery requested, total recovered, total with no response to the recovery request.

6.5.2.7.7 Performance Standards
The performance standards for the Miller Trust and Special Needs Trust Recovery function are:
1.
Provide monthly reports to DHS by the 10th calendar day of each month for the preceding month.

2.
Within two months of the initial notification of the amount due DHS, send at least two follow-up letters to the representative/attorney in two month intervals

6.6 SURS Analysis and Provider Audits Component

The SURS Analysis and Provider Audit component consists of developing and updating parameters for use in the production of SURS reports in the Core MMIS, conducting desk reviews of providers (using the SURS reports) in order to identify potentially fraudulent and abusive patterns, and conducting provider field audits to verify the findings of desk reviews. The SURS Analysis and Provider Audit contractor will also conduct field audits on a sample of providers for whom the SURS reports do not indicate potentially fraudulent or abusive practices. When the reviews or audits indicate aberrant billing practices, the SURS Analysis and Provider Audit contractor will identify overpayments and send a request to the provider for refunds of the overpayments. When audits indicate fraudulent practices, the SURS Analysis and Provider Audit contractor will refer the case to the Medicaid Provider Fraud Control Unit (MPFCU).
The requirements for the SURS Analysis and Provider Audit function are described below.
6.6.1 Contractor Start-Up Activities
The start-up activities for the SURS Analysis and Provider Audit contract are similar to that for the other professional services components. The levels of detail for these start-up activities will not approach that of the system contractors, but will consist of the same tasks, as described below.  The SURS Analysis and Provider Audit contractor will be required to perform these tasks, as part of incorporating their specific responsibilities into the Iowa Medicaid Enterprise operations responsibility.  Since the SURS Analysis and Provider Audit contractor will use the MMIS, Data Warehouse and POS files as their source of data, they will need to receive training from these contractors on using their systems.
6.6.1.1 Planning Task

The objective of the planning task is to insure the start-up activities of the SURS Analysis and Provider Audit contractor will be on schedule with the rest of the project, have identified all operational responsibilities and can meet interface requirements for the other components that will make up the Iowa Medicaid Enterprise. Key components include:
· General work plan
· Identification of interface partners and description of data to be transferred, if applicable
· Staffing and computer program support to perform the required tasks
· Transfer of responsibilities and data conversion, if necessary
6.6.1.2 Development Task
The development task traditionally refers to the software design and development to support the required tasks. For most of the professional service components, the development phase will be limited. The SURS Analysis and Provider Audit component will require some type of system to track cases, collections and provider interventions.  The SURS Analysis and Provider Audit contractor will use the SURS reports from the MMIS as their primary data source, but may also want to use the MMIS paid claims files, data warehouse files, POS, Medical Services or other component contractor files to research provider practice patterns and recipient utilization patterns.  As such, they will need to make the necessary contacts to obtain the information needed to perform their tasks. The general work plan prepared as part of the Planning Task needs to identify all the key activities and dates for assuming the responsibilities identified in this section, and building or updating their required interfaces.
6.6.1.3 Acceptance Test Task
The acceptance test will be used to verify the proposed system configuration will support the required tasks and that the interfaces all work and contain the correct data elements.  It would also verify that data was converted successfully, if the contractor was required to convert historical files. In the case of the SURS Analysis and Provider Audit contractor, the acceptance test will be primarily concerned with successful interface to the system components it relies upon for utilization data.
6.6.1.4 Implementation Task
Implementation includes bringing together all aspects of the contractor’s operation to begin performing the required tasks. It includes coordination of staff resources, communication logistics, data systems and the interface schedule. The number of components in this procurement and the potential for several vendors increases the risk for failure at the implementation stage. Bidders will be expected to describe safeguards to protect against this potential risk.
6.6.1.5 Operations Task
The operations task is the daily performance of all required activities by the new contractor. Because of the risk created by the complexity of this procurement, bidders will need to describe required coordination and safeguards to assure successful operation of the Iowa Medicaid Enterprise.
6.6.2 Operational Requirements
This section describes the operational requirements for the SURS Analysis and Provider Audit function of the Iowa Medicaid Enterprise.
6.6.2.1 General Requirements
The SURS Analysis and Provider Audit contractor will develop SURS parameters to be used to detect providers and members whose claims history falls outside of the normal patterns of billing or whose claims history may indicate fraudulent or abusive practices. Based on the results of SURS processing, the SURS Analysis and Provider Audit contractor will conduct SURS desk reviews and provider audits. The specific requirements for these functions are provided below.  Bidders for the SURS Analysis and Provider Audit component may propose separate software to enhance their capability to analyze provider practice patterns and identify aberrant practice patterns.  
6.6.2.2 SURS Analysis and Provider Audits
The Surveillance and Utilization Review (SUR) Subsystem is designed to provide statistical information on recipients and providers enrolled in the Iowa Medicaid Program.  Surveillance and Utilization Review includes use of claims data for overall program management and use of statistics to establish norms of care in order to detect inappropriate or over-utilization of services.  The SUR subsystem produces comprehensive profiles of the delivery of services and supplies by Medicaid providers and the use of these services by Medicaid recipients.  The current subsystem features algorithms for isolating potential inappropriate utilization.  It also produces an integrated set of reports to provide the State and its contractors with utilization data for analyzing medical care and service delivery.  

The SUR Subsystem also provides extensive capabilities for data management, exception processing, and report content and format.  The State and its contractors use the data to support several utilization management functions.  The SURS Analysis and Provider Audits function also includes a review of the delivery and utilization of medical care on a case basis to identify possible aberrant medical practice.  A review of utilization by managed care participants to evaluate the quality of care provided by capitated managed care plans is also included in this function.
6.6.2.2.1 Objectives
The primary objectives of the SURS Analysis and Provider Audit function are listed below.
1.
Provide a profile of health care providers and recipients through which the quality, quantity, and/or timeliness of services can be identified and assessed.
2.
Provide continuous interrelated statistics in concert with the MAR function to show how the total health care delivery system and its individual parts are meeting program objectives.
3.
Aid management in the process of ensuring that only medically necessary covered services and items (including prescribed drugs) are provided in the appropriate setting at the lowest cost.
4.
Provide a basis for conducting medical and fiscal reviews to verify that covered health care services have been documented and that payments have been made in accordance with State and Federal policies, regulations, and statutes.
5.
Provide management with information to assist in overall program direction and supervision.
6.
Integrate and differentiate medical care by funding source, program, and fee-for-service and encounter claim data.
7.
Create a comprehensive profile of health care delivery and utilization patterns established, in various categories of services, under the Iowa Medicaid program.
8.
Protect Medicaid participants against the occurrence of over-utilization and underutilization of health care services by providing support for the following processes:

· Referring providers, whose practices are suspect, to the appropriate medical component for review
· Initiating administrative actions to curtail aberrant behavior
· Referring potential fraud cases to an investigative agency
6.6.2.2.2 Interfaces
The SURS Analysis and Provider Audits component interfaces with DHS staff and the Iowa Medicaid Enterprise components and external entities identified below.
6.6.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The SUR Subsystem interfaces with the Claims Processing Subsystem, Reference Subsystem, Provider Subsystem, and Recipient Subsystem of the Core MMIS to produce exception reports.  The SUR Subsystem in the Iowa MMIS contains a parameter controlled claim detail reporting module. The subsystem produces exception profiles for participating providers based on the number of standard deviations or user provided fixed limits.  The subsystem can also accept percentiles as the upper limit in exception processing.
6.6.2.2.2.2 Interfaces With External Entities
The SURS Analysis and Provider Audits component interfaces with the following external entities:
1.
Providers for on-site audits.
2.
MPFCU for referrals of SURS cases.
6.6.2.2.3 State Responsibilities
DHS will provide program oversight and specify the parameters and criteria used by the Contractor to develop exception, profile and informational reports of providers.  DHS currently contracts with the Iowa Foundation for Medical Care (IFMC) to support the SURS recipient analysis functions, including investigation of potential recipient overuse or misuse of services and identification of recipients for the recipient Lock-In program.  DHS approves the recipient placements on the Lock-In program.  DHS performs the following functions related to the SUR Subsystem:
1.
Determine which SURS reports are necessary
2.
Determine the frequency of reports
3.
Approve parameters of SURS reports
4.
Review all SURS reports
5.
Provide instructions to the contractor concerning suspended providers and providers to whom payment is suspended
6.
Make determinations on questionable practice of providers
7.
Determine services requiring pre-authorization or post-payment review
8.
Approve all policy including the criteria used for utilization review and edit resolution
9.
Initiate and interpret all policy and make administrative decisions regarding utilization review
10.
Advise SURS Analysis and Provider Audits contractor of providers to be placed on prepayment review or whose participation privileges are suspended or revoked
11.
Prepare requests for provider detailed history reports
12.
Make provider referrals to Peer Review Committees
13.
Make referrals to the Medicaid Provider Fraud Control Unit (MPFCU) based on cases identified by the SURS Analysis and Provider Audits contractor.

6.6.2.2.4 Contractor Responsibilities

The SURS Analysis and Provider Audits contractor is responsible for the SURS functions including meeting federal reporting requirements and provider audits.  Contractor staff will analyze current reports produced by the SUR Subsystem and direct the Core MMIS contractor to update or otherwise change the requested report parameters to assure the most cost effective analysis of the MMIS data.   

The SURS Analysis and Provider Audits contractor will also provide staff to do routine provider field audits and related work.  The purpose of the audits is to ascertain compliance with program regulations and determine possible fraudulent or aberrant practices by providers.    Cases of suspected fraudulent practices are referred through DHS to the Iowa Department of Inspections and Appeals (DIA) or the Medicaid Provider Fraud Control Unit (MPFCU).  The auditors are required to provide testimony at hearings involving cases that are referred by them. They also appear at hearings to testify as to the authenticity of provider payment records and recipient utilization records.  The contractor will be responsible for all costs, including travel and lodging, associated with the audits.  

The SURS Analysis and Provider Audits contractor performs the following functions: 
1.
Develop and update the parameters file on the MMIS to classify recipients into peer groups using criteria such as age, sex, living arrangement, geographic region, aid category, agency origin, special programs indicator, fund category, case-mix index, and LTC indicator for the purpose of developing statistical profiles.
2.
Develop and update the parameters file to classify providers into peer groups using criteria such as category of service, provider type, specialty, type of practice or organization, enrollment status, facility type, geographic region, billing versus performing provider, and size for the purpose of developing statistical profiles.
3.
Develop and update parameters file to classify treatment into peer groups, by diagnosis or range of diagnosis codes, level of care, or other methodology for the purpose of developing statistical profiles.
4.
Develop and update the SURS parameter file with data needed to apply weighting and ranking to exception report items to facilitate the identification of those with the highest exception ranking.
5.
Compile provider and recipient profiles.
6.
Maintain a process to evaluate the statistical profiles of all individual providers or recipients within each peer group against the matching exception criteria established for each peer group.
7.
Conduct review of providers (including ICF and ICF/MR facilities) based on SURS exception criteria.
8.
Perform the provider reviews pursuant to DHS requirements.
9.
Identify providers who exhibit aberrant practice or utilization patterns, as determined by an exception process, comparing the individuals' profiles to the limits established for their respective peer groups.
10.
Have written procedures for all SURS activities, including review criteria for all provider groups.
11.
Review SURS reports generated by the Core MMIS contractor to identify providers who exceed calculated norms based on the SURS parameters identified and input to the SURS parameter file.
12.
Perform analysis of service and billing practices to detect utilization and billing problems, such as incidental or mutually exclusive procedures, unbundling of procedure codes, bill splitting, etc.
13.
Perform all provider review activities and recovery activities for erroneous or fraudulent provider payments
14.
Monitor a representative sample of paid claims to detect "up coding" or "code creep”. The monitoring will involve both in-house audits and field audits. 
15.
Open a minimum of 60 cases for provider reviews during each quarter.  All cases referred from DHS must be opened in the quarter referred.  Review cases must include both providers who exceed calculated norms, and a random sample of providers who do not exceed norms.  The contractor must describe in its proposal the percentage of cases to be opened for providers who exceed the norm and the percentage of cases for the random sample. 
16.
Report findings from audits to DHS on a quarterly basis.
17.
Meet periodically with the DHS SURS staff to discuss individual cases reviewed and determine action to be taken. Impose sanctions against providers referred to DHS in accordance with current Iowa Administrative Code rules on sanctions.
18.
Conduct field audits, including SURS managed care activities and audits of HMO and Medicaid Managed Behavioral Care encounters.
19.
Perform the analysis of provider practice patterns and review of medical records on-site in provider offices, as part of the SURS function.
20.
Initiate appropriate action to recover erroneous or fraudulent provider payments. Notify the Core MMIS contractor of requested actions on providers, including requests to recover payment through the use of the credit and adjustment procedure in the case of erroneous payments, such as wrong provider, incorrect amount, wrong procedure, etc.  Under the direction of the Department, direct the Core MMIS contractor to process refunds to providers who have been identified as having been underpaid.
21.
Send letters requesting refunds to providers who have a credit balance that has not changed for six months. Send a second letter requesting the refund, if there is no response after 30 days. Refer such claims to DHS, if still unable to recover payment from the provider after these attempts.
22.
Provide on request, copies of paid claims required for DHS post payment review activities.
23.
Develop and provide training to all staff involved in the claims payment process pertaining to the identification and referral of potential fraud and/or abuse.
24. Meet all the Federal certification standards for operation of Surveillance and Utilization Review functions.
25.
Log and transfer to DHS within one (1) business day all payments received from providers.

6.6.2.2.5 Data Sources
The data sources for the SURS Analysis and Provider Audits function are:
1.
SURS reports produced by the Core MMIS contractor

2.
MMIS paid claims data and any other provider or program statistics maintained by DHS
3.
Medical record data collected during field audits.
6.6.2.2.6 Required Reports
1.
Produce and submit at least monthly (more frequently if requested) to DHS, a report summarizing provider field audit activity. Include in the report, at a minimum, the names of providers audited, the dates of each audit, audit findings and actions taken. 
2.
Submit written reports at least quarterly (more frequently, if requested) to DHS detailing information on provider utilization review summary findings including:
· Names of providers reviewed and findings of the reviews and actions taken
· Outcome of referral authorization audit
· Educational letters sent
3.
Produce a quarterly identification of the medical services for which over-utilization is most prevalent.
6.6.2.2.7 Performance Standards
The performance standards for the SURS functions are provided below.
1.
Perform field audits on at least five percent (5%) of the provider cases opened during the quarter. 
2.
Recover or reduce program expenditure by at least one percent (1%) of the annual Medicaid program budget for each contract year. The base year will be the year prior to the implementation of the Iowa Medicaid Enterprise contracts.
6.7 Provider Cost Audits and Rate Setting Component

The Provider Cost Audit and Rate Setting component encompasses those tasks necessary to determine reimbursement rates for the provider types specified by DHS, and for conducting provider cost audits to determine the accuracy of provider records. The Provider Cost and Rate Setting component includes the following functions:
· Rate Setting, Cost Settlements and Cost Audits for designated providers
· Rebasing and DRG and APG Recalibration
6.7.1 Contractor Start-Up Activities

The start-up activities for the Provider Cost Audit and Rate Setting function include the general tasks and activities identified in Section 6.1 for all Professional Services contractors, as well as specific activities to be performed by the Provider Cost Audit and Rate Setting contractor. The Provider Cost Audit and Rate Setting contractor will be required to perform these tasks and incorporate their specific responsibilities into the overall implementation plan for the Iowa Medicaid Enterprise project.  Since the Provider Cost Audit and Rate Setting contractor will be doing research using Core MMIS files and the data warehouse, they will need to receive user training from the Core MMIS contractor and the Data Warehouse / Decision Support contractor.
6.7.1.1 Planning Task

The objective of the planning task is to insure that the start-up activities of the Provider Cost Audit and Rate Setting contractor will be on schedule with the rest of the Iowa Medicaid Enterprise project, and that the Provider Cost Audit and Rate Setting has identified all operational responsibilities and can meet interface requirements with the other components that will make up the Iowa Medicaid Enterprise. Key components of the planning task include:
· Detailed work plan 
· Identification of interface partners and description of data to be transferred
· Staffing and other support to perform the required tasks
· Transfer of responsibilities and data conversion
6.7.1.2 Development Task
The development task traditionally refers to the software design and development to support the required tasks. For most of the professional service components, the development phase will be limited. The Provider Cost Audit and Rate Setting contractor will need to work with the following component contractors for the activities identified below:
· Core MMIS contractor and Data Warehouse / Decision Support contractor to develop interfaces and identify training requirements.  
· Core MMIS contractor and Workflow Process Management team (from I&SS contractor) to develop the automated workflow management processes for the provider cost audit and rate setting activities
The work plan prepared as part of the Planning Task needs to identify all the key activities and dates for initial provider cost audit and rate setting activities.
6.7.1.3 Acceptance Test Task
The acceptance test will be used to verify that the proposed system configuration will support the required tasks and verify that the interfaces all work and contain the correct data elements.  During this task the Provider Cost Audit and Rate Setting contractor will also conduct the following activities:
· Develop and obtain DHS approval of the contractor’s procedures manuals.
· Develop the contractor’s staff training plan and training materials, including the plan to receive training from the Core MMIS contractor for access to claims data maintained in the Core MMIS, and the Data Warehouse / Decision Support contractor for access to data stored in the data warehouse.
All staff training will be completed prior to the Implementation Task.
6.7.1.4 Implementation Task
Implementation includes bringing together all aspects of the contractor’s operation to begin performing the required tasks. It includes coordination of staff resources, communication logistics, data systems, the converted data and the interface schedule. The number of components in this procurement and the potential for several vendors increases the risk for failure at the implementation stage. Vendors will be expected to describe safeguards to protect against these potential risks. 

The Provider Cost Audits and Rate Setting Contractor will have to obtain historical audit and rate files, either directly from the current fiscal agent, or from DHS.  The contractor needs to extract applicable information from these files to establish their new database. 
6.7.1.5 Operations Task
The operations task is the daily performance of all required activities by the new contractor. Because of the risk created by the complexity of this procurement, vendors will need to describe required coordination and safeguards to assure a successful operation of the Iowa Medicaid Enterprise.
6.7.2 Operational Requirements

This section describes the traditional and unique operational requirements for the Provider Cost Audit and Rate Setting component of the Iowa Medicaid Enterprise.
6.7.2.1 General Requirements

The Cost Audit and Rate Setting component consists of two distinct, but related, responsibilities: 1.) rate setting for providers not reimbursed on a fee basis, and 2.) cost audits for most cost based providers in the program.  The general description of these requirements is provided in this subsection, with details for both activities included in the remainder of the section.

The Iowa Medicaid program reimburses medical services providers using various reimbursement methodologies. The contractor will be responsible for determining accurate rates for the following provider types: general medical/surgical hospitals, critical access hospitals, psychiatric (mental) hospitals, psychiatric medical institutions for children (PMICs), home health agencies, rural health clinics, rehabilitation agencies, home health agencies providing services under Home and Community-Based Services (HCBS) waivers, federally qualified health centers (FQHCs), case management providers, and adult rehabilitation option providers. 
Additionally, the contractor will be responsible for performing cost audits (desk or field, if necessary) of provider records to ascertain the accuracy of their financial records and billing practices. The contractor will perform cost audits for the following provider types: critical access hospitals, psychiatric (mental) hospitals, psychiatric medical institutions for children (PMICs), home health agencies, rural health clinics, rehabilitation agencies, home health agencies providing services under HCBS waivers, federally qualified health centers (FQHCs), case management providers, and adult rehabilitation option providers. 

The contractor is also responsible for notifying providers and DHS of settlements and adjustments that may result from the audits and for collecting overpayments.

6.7.2.2 Rate Setting, Cost Settlements, and Cost Audits
Provider rate setting, cost settlement and cost audit activities include performing reviews of cost and statistical information, which is used in the rate setting calculations for critical access hospitals, psychiatric (mental) hospitals, psychiatric medical institutions for children (PMICs), home health agencies, rural health clinics, rehabilitation agencies, home health agencies providing services under Home and Community-Based Services waivers, federally qualified health centers (FQHCs), case management providers, and adult rehabilitation option providers, as well as performing on-site audits and arranging for specialty program audits aimed at provider rate setting and program compliance. 

The intent of the provider rate setting, cost settlement and cost audit activity is to establish appropriate payment rates and maintain reimbursement in accordance with State and Federal requirements. Reimbursement methodologies include cost-based with or without a cost settlement provision, per diem, percent of charges, fee-based, per capita rate, rate for specific procedure/revenue code and others.
6.7.2.2.1 Objectives

The objectives of the Rate Setting, Cost Settlements and Cost Audits function are:
1.
Rate setting and cost settlements are performed in order to ensure that payments made to Medicaid providers are in accordance with State and Federal requirements.
2.
Desk audits or on-site field audits are performed in order to ensure the accuracy of financial information submitted by Medicaid providers.
6.7.2.2.2 Interfaces
The Provider Cost Audit and Rate Setting contractor interfaces with DHS staff and the other Iowa Medicaid Enterprise components and external entities identified below.

6.7.2.2.2.1 Interfaces With Other Iowa Medicaid Enterprise Components

The Provider Cost Audit and Rate Setting contractor interfaces with the Core MMIS component’s claims processing and payment subsystem and MARS. The Provider Cost Audit and Rate Setting contractor provides rates for HCBS providers, and the occupancy rates and reimbursement rates for long term care facilities, ICF/MR and residential care facilities (RCF) including the rates for bed-hold days.  
6.7.2.2.2.2 Interfaces With External Entities
The Provider Cost Audit and Rate Setting contractor interfaces with the following external entities:
1.
Providers to conduct audits
2.
Medicare intermediaries operating in the State of Iowa to obtain Form CMS 2552, Hospital and Healthcare Complex Cost Report or other Medicare cost reports.
6.7.2.2.3 State Responsibilities
DHS has the following responsibilities under the provider rate setting, cost settlement and cost audit function:
· Provide the contractor with the list of providers covered by the scope of work for this component

· Arrange for transfer of historical audit and rate files from either the previous contractor, or DHS, as appropriate

· Establish policies that govern the rate methodologies used to reimburse providers.
· Establish allowed rates or fees.
· Develop the capitation rates for each managed care program.  
· Approves all audit schedules, reimbursement rates and cost settlements and authorizes collection of overpayments
For some Medicaid providers, DHS contracts with outside contractors for rate setting including:
1.
Milliman USA - Milliman has the following responsibilities in support of all managed health care programs:
· Research, review, and analyze rate setting methodologies for managed health care contracts
· Develop and demonstrate the flexibility of Iowa Medicaid managed health care rate setting methodologies
· Calculate rates for managed health care contracts
· Educate DHS staff in the rate setting methodologies upon request 
· Present the rates and methodologies to interested parties, such as the Core MMIS Contractor and CMS
2.
Myers and Stauffer - Myers and Stauffer is a certified public accounting firm that provides audit and technical assistance activities for long-term care facilities reimbursed under the acuity-based, case-mix methodology, research and recommend rates under the state maximum allowable cost pharmacy program, compute the upper payment limits for hospitals and nursing facilities, and provide technical assistance for the implementation of assessment fees for ICF/MR facilities.
3.
Ryun, Givens, Wenthe, and Co. – Ryun, Givens, Wenthe, and Co. is a certified public accounting firm that calculates reimbursement rates, conducts desk reviews and on-site audits of financial statements, analyzes fiscal and statistical data, and advises and assists DHS in administering the payment programs for nursing facilities, ICF/MR facilities and residential care facilities (RCF), including the payment for bed-hold days. Ryun Givens Wenthe and Co. also reviews the financial feasibility studies for agencies applying for Senior Living Trust Fund (SLTF) conversion grants, and calculates rates, except home health services rates, for Home and Community-Based waiver services (HCBS) providers and calculates assessment fees for ICF/MR.
6.7.2.2.4 Contractor Responsibilities
The Provider Cost Audit and Rate Setting contractor is responsible for the following tasks under the provider rate setting, cost settlement and cost audit function:
1.
Develop and maintain a Medicaid desk review program for the providers identified by DHS. Include recognition of the differences between Medicare coverage, rules, and regulations and those of Medicaid.
2.
Develop arrangements with all Medicare intermediaries operating in the State of Iowa to obtain Form CMS 2552, Hospital and Healthcare Complex Cost Report or other Medicare cost reports. Use the final Medicare cost report in reconciling the Medicaid costs.
3.
Gather necessary information to perform desk reviews, including Form CMS 2552, Hospital and Healthcare Complex Cost Report or other Medicare cost reports and supporting work papers from providers.
4.
Assist providers in understanding Medicaid regulations and make recommendations on filing of cost reports.
5.
Send, via regular mail or electronic mail attachment, the appropriate blank cost reporting forms to providers on a timely basis.
6.
Ensure receipt of cost reports on a timely basis and process requests for extension of due dates. Contact providers who are untimely and enforce DHS regulations regarding timely submittal of cost reports.
7.
Perform the provider audit, annual cost settlement, and rate determination function, when applicable, for the following providers: critical access hospitals, psychiatric (mental) hospitals, psychiatric medical institutions for children (PMICs), home health agencies, rural health clinics, rehabilitation agencies, federally qualified health centers (FQHCs), case management providers, and adult rehabilitation option providers. The contractor also performs some of these duties on behalf of the HCBS program, specifically for HCBS providers providing home health services. Cost settlements entail a mix of retrospective and prospective methodologies.
8.
Perform desk reviews and make a scope determination. Ensure the thoroughness and mathematical accuracy of submitted reports.  Perform an in-depth review of all providers who do not submit timely Medicare cost reports.
9.
Perform on-site audits as required. Recognize and honor the Agreements for Exchange of Medicare and Medicaid Information that DHS has entered into with the Medicare intermediaries that serve Iowa. Since Medicaid generally follows the Medicare reimbursement methodology for institutional providers, the Medicare audit will suffice. Perform such an audit if Medicaid utilization or other factors indicate the need, even if the provider does not participate in Medicare or if Medicare utilization is so low that a Medicare on-site audit is not required.
10.
Verify the cost report data against the providers' Medicaid record. Prepare adjustment reports and work papers and mail to providers for review and acceptance. Resolve any issues raised by providers and maintain control over adjustment reports.
11.
Perform claim verification audits as necessary to ensure that providers are billing correctly.
12.
Monitor hospital claims for "up coding" or "code creep." Review a 5% sample of hospital claims on a post-payment basis and perform both in-house audits and field audits.
13.
Perform credit balance audits according to DHS policy. Collect and process all claims resulting from these audits and provide DHS with quarterly reports of credit balance audits.
14.
Correct submitted cost reports, incorporating adjustments from adjustment reports.
15.
Develop interim rates for providers who are reimbursed on a percentage of-charges basis. The interim rates are a percentage of charges (as obtained from historical data and expected future costs). Test the interim rates at least every six months, i.e., the rate is verified with the provider's cost statements or work papers. Make adjustments, if necessary, and adjust provider rates as appropriate.
16.
Calculate overpayments or underpayments that result from adjustments of interim rates. 

17.
Maintain the per diem rates for hospitals with Medicaid-certified physical rehabilitation units and update the rates, as specified by DHS. Load the rates in MMIS.
18.
Provide the Notice of Provider Reimbursement to cost-based providers, including comparisons of submitted and audited data. In the notice, require that overpayments be remitted to DHS and sent to the Revenue Collection contractor for processing. The payments are processed in the claims payment system (i.e. an offset to claims versus a recovery).  Notify the Revenue Collection contractor to issue checks to providers for amounts due. Develop repayment plans for providers who request them, and develop documentation supporting such plans. Notify DHS of all delinquent accounts at least quarterly, and make tentative payment on amounts due providers within three (3) months after receipt of the Title XIX cost report.

19.
Reopen cost report settlements as a result of amendments to Medicare or Medicaid regulations or because of a provider appeal.
20.
Provide documentation and participate in hearings in the event of an appeal of the audited cost reports.
21.
Provide written activity reports monthly to DHS that indicate the number of cost reports received and processed, the number of desk audits, the amounts of over and under payments, etc.
22.
Submit to DHS a monthly report summarizing field audit activity. The report includes, at a minimum, the names of providers audited, the dates of each audit, and audit findings.
23.
Provide nursing facility rates, number of paid days, and amount paid per facility to DHS or the contractor (currently, Myers and Stauffer LC) that calculates the upper payment limit.
24.
Provide hospital rates and amount paid per facility to DHS or the contractor (currently, Myers and Stauffer LC) that calculates the upper payment limit.
25.
Conduct analysis and provide data to support assurances and findings regarding the adequacy of institutional reimbursement rates as required in 42 CFR 447.253.
26.
Conduct analysis and assist DHS in the development of new reimbursement methodologies for institutional or other cost-based providers.
27.
Upon request, release the rates established for Iowa providers to other States' Medicaid programs.
6.7.2.2.5 Data Sources
The data sources for the Rate Setting, Cost Settlements, and Cost Audits function are:
1.
Form CMS 2552, Hospital and Healthcare Complex Cost Report
2.
Other Medicare cost reports

3.
Claim payment information from MMIS files
6.7.2.2.6 Required Reports
The Provider Cost Audit and Rate Setting contractor will provide the following reports:
1.
Provider rate sheets
2.
Cost settlement reports
3.
Audit reports
6.7.2.2.7 Performance Standards
The performance standards for the provider rate setting, cost settlement and cost audit function are provided below.
1.
Settle cost reports for all institutional providers within three (3) months after receipt of the final Title Medicare cost report or, if no Title Medicare cost report is submitted, within twelve (12) months after receipt of the submitted Medicaid report.
2.
Review a 5% sample of hospital claims on a post-payment basis and perform both in-house audits and field audits.
6.7.2.3 Rebasing and DRG and APG Recalibration
Inpatient services for general medical/surgical hospitals are reimbursed using the Diagnosis Related Group (DRG) system and (most) outpatient services for general medical/surgical hospitals are reimbursed using the Ambulatory Patient Grouping (APG) system. Iowa Administrative Code (IAC) requires that hospital base, capital cost, direct and indirect medical education, and disproportionate share rates be recalculated (rebasing) and DRG and APG weights associated with these reimbursement systems be recalculated (recalibration) every three years.
6.7.2.3.1 Objectives
The objectives of the Rebasing and DRG and APG Recalibration function are:

1.
Accurate triennial rebasing of hospital base, capital cost, direct and indirect medical education, and disproportionate share rates.
2.
Accurate triennial recalibration of DRG and APG weights.
6.7.2.3.2 Interfaces
The Provider Cost Audit and Rate Setting contractor interfaces with DHS staff and with the following Iowa Medicaid Enterprise components and external entities.
6.7.2.3.2.1 Interfaces With Other Iowa Medicaid Enterprise Components
Core MMIS contractor, for claims, provider, and reference data.
6.7.2.3.2.2 Interfaces With External Entities
The Provider Cost Audit and Rate Setting contractor interfaces with the following external entities:
1.
For inpatient services, Iowa Medicaid uses the Medicare DRG grouper, with Medicaid-specific weights. Historically, the recalibration of DRG weights has been subcontracted with 3M Health Information Systems.  The contractor may need to obtain this historical information from 3M, either directly or through the Core MMIS contractor or DHS.
2.
For those outpatient services subject to reimbursement under the APG system, Iowa Medicaid uses an APG system that was developed by 3M Health Information Systems. Historically, the recalibration of APG weights has been subcontracted with 3M Health Information Systems.
6.7.2.3.3 State Responsibilities
The State responsibilities for the Rebasing and DRG and APG Recalibration function are:
1.
Establish policies that govern the triennial hospital rebasing and recalibration project.
2. Oversight and management of the rebasing and recalibration project.

3. Approve all rates 
6.7.2.3.4 Contractor Responsibilities
The contractor responsibilities for the Rebasing and DRG and APG Recalibration function are:
1.
Perform calculations to apportion costs to Medicaid from hospital cost reports (Form CMS 2552, Hospital and Healthcare Complex Cost Report), rebase the base, capital cost, direct and indirect medical education, and disproportionate share rates, and recalibrate the weights for APGs and DRGs every three (3) years, or as specified by DHS.
2.
Maintain and operate the DRG-based prospective payment system for inpatient hospital services. Update the base and capital cost rates by applying an inflation index to these rates, if authorized by DHS to do so. Load the rates in MMIS.
3.
Maintain and operate the APG-based prospective payment system for (most) outpatient hospital services. Update the base rates by applying an inflation index to these rates, if authorized by DHS to do so. Load the rates in MMIS.
6.7.2.3.5 Data Sources
The data sources for the Rebasing and DRG and APG Recalibration function are:
1.
Form CMS 2552, Hospital and Healthcare Complex Cost Reports
2.
Iowa Medicaid paid claims file
6.7.2.3.6 Required Reports
The Provider Cost Audit and Rate Setting contractor will provide the following reports:
1.
Hospital-specific and statewide average inpatient and outpatient case-mix index schedules.
2.
Revised DRG and APG weight schedules.
3.
Hospital-specific and Statewide average rate sheets, documenting calculations used to derive revised base, capital cost, direct and indirect medical education, and disproportionate share rates.
4.
Summary of projected charges to projected payments based on hospital cost report and claims data.
5.
Hospital payment estimation report for inpatient services and payment simulation report for outpatient services, using revised case-mix indices, base, capital cost, direct and indirect medical education, and disproportionate share rates.
6.7.2.3.7 Performance Standards
The performance standards for the Rebasing and DRG and APG Recalibration function are:
1.
Ensure a ninety-five percent (95%) accuracy rate in calculations to apportion costs to Medicaid for each hospital submitting Form CMS 2552, Hospital and Healthcare Complex Cost Report, for use in calculating the base, capital cost, direct and indirect medical education, and disproportionate share rates.
2.
Ensure a ninety-five (95%) accuracy rate in calculating hospital case-mix indices, inpatient base, capital cost, direct and indirect medical education, and disproportionate share rates and outpatient base and direct medical education rates.
3.
Ensure a ninety-five (95%) accuracy rate in calculating DRG and APG weights when determined using Iowa Medicaid paid claims data or when determined based on other negotiated or manually calculated means.
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7 Format and Content of Bid Proposals

These instructions prescribe the format and content of the Bid Proposal and are designed to facilitate the submission of a Bid Proposal that is easy to understand and evaluate.  Failure to adhere to the Bid Proposal format shall result in the disqualification of the Bid Proposal. 

7.1 Instructions

1.) A Bid Proposal is constituted of three distinct parts: (1) the Technical Proposal, (2) the Cost Proposal, and (3) Company Financial Information.  Each Bid Proposal shall be sealed in a box (or boxes), with the Cost Proposal and Company Financial Information portions each sealed in separate, labeled envelopes inside the same box(es).  If multiple boxes for each Bid Proposal are used, the boxes shall be numbered in the following fashion: 1 of 4, 2 of 4, etc.  Boxes shall be labeled with the following information:

· Bidder's Name and Address

· Issuing Officer and Department's Address (Identified by Section 2.1)

· RFP Title (Iowa Medicaid Enterprise Procurement) and RFP Reference Number (MED-04-015)

· RFP Component for which the Bid Proposal is being submitted for consideration (e.g., Core MMIS Contract, Medical Services Contract, et al)

Bidders submitting Bid Proposals for more than one of the nine separate contract awards (as identified by Sections 5 and 6) will submit separate boxes for each Bid Proposal.

2.) All Bid Proposal materials shall be printed on 8.5" x 11" paper (two-sided).  The Technical Proposal materials shall be presented in a spiral binder, comb binder, or similar binder separate from the sealed Cost Proposal and Company Financial Information materials.  Technical Proposals received in 3-ring / “loose-leaf” binders will not be accepted and will be returned without evaluation.  DHS does not want Technical Proposals in 3-ring / “loose-leaf” binders, since the 3-ring / “loose-leaf” binders necessary for larger Technical Proposals take an inordinate amount of space.  The Cost Proposal and Company Financial Information materials shall be submitted in separate small 3-ring / “loose-leaf” binder, spiral or comb binders, “sliding bar” report cover, or similar binding that allows for easy removal of documents.  

3.) If the bidder designates any information in its Bid Proposal as confidential, the bidder must submit one (1) “sanitized” copy of Bid Proposal materials from which any confidential / proprietary information has been excised or redacted.  The confidential material must be excised in such a way as to allow the public to determine the general nature of the material removed and to retain as much of the Bid Proposal as possible.  Bidders cannot designate their entire proposal as confidential or proprietary.  Sanitized versions of Bid Proposals must provide a sufficient level of information to understand the full scope of services to be provided.

4.) Bidders will submit one (1) original, eight (8) copies, and one (1) sanitized copy of the Technical and Cost Proposals and one (1) original of the Company Financial Information -- each in a separate binder (or set of binders) -- for each Bid Proposal submitted.  As explained above, bidders submitting Bid Proposals for more than one (1) of the nine (9) separate contract awards would therefore submit one (1) original, eight (8) copies, and one (1) sanitized copy of the Technical Proposal and Cost Proposal and one (1) original of the Company Financial Information for each separate RFP Component contract under consideration.  All materials shall be submitted in a timely manner to the Issuing Officer.  The binder(s) containing the original Bid Proposal materials shall be labeled “Original”, the binder(s) containing a copy of the Bid Proposal materials shall be labeled “Copy”, and the binder(s) containing the sanitized copy of the Bid Proposal materials shall be labeled “Sanitized Copy”.  Example Bid Proposal submissions by bidders are provided in Table 5 below.

5.) Technical and Cost Proposals must also be submitted on CD Rom (2 CD-Rom copies per Bid Proposal).  The Company Financial Information should not be included on the CD-Rom.  Submitted CD-Roms will contain one full version of each Technical and Cost Proposal part and one “sanitized” version of each Technical and Cost Proposal part.  Electronic files must be in PDF format or Microsoft Word 2000 and individually identified by Component Name, Bid Proposal part, and version [e.g., Core MMIS Technical Proposal (Full Proposal), or Medical Services Cost Proposal (Sanitized)].

6.) As much as possible, Technical Proposal sections should be limited to discussion of elements relevant to the proposed solution for Iowa.  The “Services Overview” and “Corporate Organization, Experience, and Qualifications” sections of the Technical Proposal allow bidders to expound in greater detail about past or current projects.

Table 5: Example Bid Proposal Submissions by Bidder A and Bidder B

	
	Bidder A
	Bidder B

	
	# of Copies
	Box Location
	# of Copies
	Box Location

	Core MMIS Component
	1 Original, 8 Copies, and 1 Sanitized Copy of Technical Proposal

1 Original, 8 Copies, and 1 Sanitized Copy of Cost Proposal (in Separate, Sealed Envelopes)

1 Original of Company Financial Information (in a Separate Sealed Envelope)

2 CD-Roms each containing 1 full version of the Technical and Cost Proposals and 1 sanitized version of the Technical and Cost Proposals 
	Box 1 of 3
	No Bid
	N/A

	POS Component
	1 Original, 8 Copies, and 1 Sanitized Copy of Technical Proposal

1 Original, 8 Copies, and 1 Sanitized Copy of Cost Proposal (in Separate, Sealed Envelopes)

1 Original of Company Financial Information (in a Separate Sealed Envelope)

2 CD-Roms each containing 1 full version of the Technical and Cost Proposals and 1 sanitized version of the Technical and Cost Proposals
	Box 2 of 3
	No Bid
	N/A

	Data Warehouse / Decision Support Component
	No Bid
	N/A
	No Bid
	N/A

	Medical Services Component
	No Bid
	N/A
	1 Original, 8 Copies, and 1 Sanitized Copy of Technical Proposal

1 Original, 8 Copies, and 1 Sanitized Copy of Cost Proposal (in Separate, Sealed Envelopes)

1 Original of Company Financial Information (in a Separate Sealed Envelope)

2 CD-Roms each containing 1 full version of the Technical and Cost Proposals and 1 sanitized version of the Technical and Cost Proposals
	Box 1 of 3

	Member Services Component
	No Bid
	N/A
	No Bid
	N/A

	Provider Services Component
	1 Original, 8 Copies, and 1 Sanitized Copy of Technical Proposal

1 Original, 8 Copies, and 1 Sanitized Copy of Cost Proposal (in Separate, Sealed Envelopes)

1 Original of Company Financial Information (in a Separate Sealed Envelope)

2 CD-Roms each containing 1 full version of the Technical and Cost Proposals and 1 sanitized version of the Technical and Cost Proposals
	Box 3 of 3
	No Bid
	N/A

	SURS Analysis and Provider Audit Component
	No Bid
	N/A
	1 Original, 8 Copies, and 1 Sanitized Copy of Technical Proposal

1 Original, 8 Copies, and 1 Sanitized Copy of Cost Proposal (in Separate, Sealed Envelopes)

1 Original of Company Financial Information (in a Separate Sealed Envelope)

2 CD-Roms each containing 1 full version of the Technical and Cost Proposals and 1 sanitized version of the Technical and Cost Proposals
	Box 2 of 3

	Revenue Collection Component
	No Bid
	N/A
	No Bid
	N/A

	Provider Cost Audits / Rate Setting Component
	No Bid
	N/A
	1 Original, 8 Copies, and 1 Sanitized Copy of Technical Proposal

1 Original, 8 Copies, and 1 Sanitized Copy of Cost Proposal (in Separate, Sealed Envelopes)

1 Original of Company Financial Information (in a Separate Sealed Envelope)

2 CD-Roms each containing 1 full version of the Technical and Cost Proposals and 1 sanitized version of the Technical and Cost Proposals
	Box 3 of 3


7.2 Technical Proposal Contents

The Technical Proposal shall consist of the following sections separated by tabs.  Documents and responses shall be presented in the order given below:

7.2.1 Table of Contents (Tab 1)

A Table of Contents of the Technical Proposal shall be inserted at Tab 1.  The Table of Contents will identify all Sections (identified here in Section 7.2 as Tabs), all Subsections contained therein, and the corresponding page numbers.  The Table of Contents shall include all Sections and subsections present under Tabs 1 through 12.  The Table of Contents found at the beginning of this RFP provides a representative example of what is expected for the Technical Proposal Table of Contents.

7.2.2 Transmittal Letter (Tab 2)

An individual authorized to legally bind the bidder shall produce and sign a Transmittal Letter on official business letterhead.  A photocopy of the Transmittal Letter shall be included in each copy of the Technical Proposal.  The Transmittal Letter is evaluated as part of the screening for Bid Proposal Mandatory submittal requirements and shall include:

1.) The bidder’s mailing address

2.) Electronic mail address, fax number, and telephone number for both the authorized signer and the point of contact designated by the bidder

3.) A statement indicating that the bidder is a corporation or other legal entity.  All subcontractors should be identified, and a statement included that indicates the exact amount of work to be done by the prime contractor [not less than sixty percent (60%)] and each subcontractor, as measured by percentage of total contract price.  The technical proposal must not include actual price information
4.) A statement confirming that the prime contractor is registered to do business in Iowa and providing the corporate charter number and assurances that any subcontractor proposed is also licensed to work in Iowa
5.) A statement identifying the bidder's Federal Tax Identification Number;
6.) A statement that the bidder will comply with all Contract Terms and Conditions as indicated by Section 9 of this RFP
7.) A statement that no attempt has been made or will be made by the bidder to induce any other person or firm to submit or not to submit a proposal
8.) A statement of affirmative action that the bidder does not discriminate in its employment practices with regard to race, color, religion, age (except as provided by law), sex, marital status, political affiliation, national origin, or handicap

9.) A statement that no cost or pricing information has been included in this letter or the Technical Proposal

10.) A statement identifying all amendments to this RFP issued by the state and received by the bidder.  If no amendments have been received, a statement to that effect shall be included

11.) A statement that the bidder certifies in connection with this procurement that:

a.) The prices proposed have been arrived at independently, without consultation, communication, or agreement, as to any matter relating to such prices with any other bidder or with any competitor for the purpose of restricting competition; and

b.) Unless otherwise required by law, the prices quoted have not been knowingly disclosed by the bidder prior to award, directly or indirectly, to any other bidder or to any competitor.

12.) A statement that the person signing this proposal certifies that he/she is the person in the bidder's organization responsible for, or authorized to make, decisions regarding the prices quoted and that he/she has not participated, and will not participate, in any action contrary to item 11 above; and

13.) If the use of subcontractor(s) is proposed, a statement from each subcontractor must be appended to the transmittal letter signed by an individual authorized to legally bind the subcontractor stating: 

a.) The general scope of work to be performed by the subcontractor;

b.) The subcontractor's willingness to perform the work indicated; and

c.) The subcontractor's assertion that it does not discriminate in employment practices with regard to race, color, religion, age (except as provided by law), sex marital status, political affiliation, national origin, or handicap.

14.) Any request for confidential treatment of information shall also be identified in the Transmittal Letter, in addition to the specific statutory basis supporting the request and an explanation why disclosure of the information is not in the best interest of the public.  The Transmittal Letter shall also contain the name, address and telephone number of the individual authorized to respond to the Department about the confidential nature of the information.

Transmittal Letters should be numbered in sequence with the remainder of the Technical Proposal.

7.2.3 Requirements Checklists and Cross-References (Tab 3)

7.2.3.1 Bid Proposal Mandatory Requirements Checklist

Bidders will complete a checklist of Mandatory Requirements that includes the basic set of mandatory submittal requirements.  Upon receipt of Bid Proposals, DHS will use this checklist to confirm that bidders have produced and submitted Bid Proposals according to DHS specifications.  The form for the Bid Proposal Mandatory Requirements Checklist is provided in this RFP as Attachment D.

7.2.3.2 General Requirements Cross Reference

DHS requests that bidders develop a General Requirements Cross Reference for each Technical Proposal under consideration, based upon the sample provided by Attachment E.  In Column A, bidders will list requirements by reference number (e.g., 1.1.1.1.1 #1) in a manner that identifies the Section number from the RFP as well as the Requirement number from that RFP section.  In Column B, bidders will list the location within the Technical Proposal where the bidder’s response to this requirement can be found (e.g., Section 9, Page 56).  Section 7.2.7 below further explains how General Requirements will be addressed within the text of the Technical Proposal.  

7.2.3.3 Operational Requirements Cross Reference

DHS requests that bidders develop an Operational Requirements Cross Reference for each Technical Proposal under consideration, based upon the sample provided by Attachment E.  In Column A, bidders will list requirements by reference number (e.g., 1.1.1.1.1 #1) in a manner that identifies the Section number from the RFP as well as the Requirement number from that RFP section.  In Column B, bidders will list the location within the Technical Proposal where the bidder’s response to this requirement can be found (e.g., Section 9, Page 56).  Section 7.2.9 below further explains how Operational Requirements will be addressed within the text of the Technical Proposal.  

7.2.4 Executive Summary / Introduction (Tab 4)

The bidder shall submit an Executive Summary / Introduction that provides the Evaluation Committees and State Management with a collective understanding of the contents of the entire Bid Proposal.  The Executive Summary / Introduction should briefly summarize the strengths of the bidder and the key features of its proposed approach to meet the requirements of the RFP component toward which the individual Bid Proposal is targeted.  This section shall also include a summary of the bidder’s Project Management Plans for all phases of the resulting contract.

7.2.5 Understanding of the Iowa Medicaid Enterprise Procurement Project (Tab 5)

Due to the complex nature of this procurement, DHS requests that bidders provide a written description of their company’s understanding of the Iowa Medicaid Enterprise Procurement Project.  In this section, DHS is looking for evidence that bidders understand how multiple contractors will all integrate their operations into a common location, creating a unified Iowa Medicaid program.  In addition, it is expected that bidders will identify the risks inherent in the overall Iowa Medicaid Enterprise implementation and identify the strategies that the bidder will use to mitigate each risk.

7.2.6 Services Overview (Tab 6)

In the Services Overview section, DHS expects bidders to provide a comprehensive overview of the services that they are proposing to provide to the State.  For bidders who have submitted Bid Proposals for multiple RFP components, the Services Overview section also provides an opportunity to discuss how the collective set of services integrate with one another.  Bidders may also reference other “added value” services that are relevant to the Scope of Services for the submitted Bid Proposal(s).  

7.2.7 General Requirements (Tab 7)

In the General Requirements section, bidders will explain their approach to all General Requirements identified in Section 5.1 (for a Systems Component’s Bid Proposal) or Section 6.1 (for a Professional Services Component’s Bid Proposal).  In addition, bidders will also explain their approach to other General Requirements that are identified at the beginning of each RFP component’s Operational Requirements subsection from Sections 5 and 6.

For the General Requirements section of the Technical Proposal, DHS expects bidders to list the requirement numbers for addressed requirements above the paragraph or set of paragraphs that addresses them.
7.2.8 Start-Up Activities (Tab 8)

In the Start-Up Activities Section, bidders will explain their approach to the general project Start-Up requirements listed at the beginning of the Systems Procurement section of the RFP or the Professional Services section of the RFP (whichever is relevant).  Bidders will also describe their approach to the specific Start-Up tasks of the Planning, Development, Acceptance Test, Implementation tasks that lead up to Operations for the bidder, as identified in the relevant Start-Up Activities sections for the RFP Component under consideration for the Bid Proposal.  Start-Up Activities are found in Sections 5.2.1, 5.3.1, 5.4.1, 6.1.3, 6.2.1, 6.3.1, 6.4.1, 6.5.1, 6.6.1, and 6.7.1.

7.2.9 Operational Requirements (Tab 9)

The bidder shall address each contract function (e.g., the Disease Management function of the Medical Services contract) identified by the RFP component under consideration (from Sections 5 and 6 of the RFP).  Bidders will also explain in detail how they plan to approach each contractor responsibility / operational requirement for the contract function.  This section should provide a comprehensive integrated narrative that describes how the contractor will meet the requirements (i.e, provide a description of the bidder’s process(es), control procedures, and quality assurance procedures for performing each function).  In addition, the bidder may provide process flow diagrams to supplement the narrative.  

For the Operational Requirements section of the Technical Proposal, DHS expects bidders to list the requirement numbers for addressed requirements above the paragraph or set of paragraphs that addresses them.
DHS expects that bidders will format the Operational Requirements section of the Technical Proposal in a manner similar to the following outline:

	Section Outline Numbering
	Contents

	9
	RFP Component Operational Requirements Introduction

	9.1
	Name of Contract Function 1

	9.2
	Name of Contract Function 2

	9.3
	Name of Contract Function 3

	9.4
	Name of Contract Function 4

	9.5
	Name of Contract Function 5

	9.6
	Name of Contract Function 6

	9.7 - 9.X
	Name of Contract Function 7, etc.


Bidders are free to enumerate subsections below each contract function as they see fit.  Bidders are also given wide latitude in the degree of detail they offer or the extent to which they reveal plans, designs, examples, processes, and procedures.  Bid Proposals must be fully responsive to the service requirements.  Merely repeating the requirement statement will be considered non-responsive and disqualify the bidder.  Bid Proposals must identify any deviations from the requirements of this RFP or requirements that the bidder cannot satisfy.

7.2.10 Project Management Planning (Tab 10)

The Project Management Planning section is broken down into two subsections: 1.) Project Staffing and 2.) Draft Work Plans for Contract Phases.  These subsections will contain the information described below.

7.2.10.1 Project Staffing

7.2.10.1.1 Resumes

The bidder must provide resumes for all identified Key Personnel, including the bidder’s Project Manager, who will be involved in providing the services contemplated by this RFP.  The following information must be included in the resumes:

· Full name

· Position within Key Personnel designations

· Education and Relevant Licensure / Certifications

· Years of experience and employment history (particularly as it relates to the scope of services specified for the RFP component in Section 5 or 6)

All staff identified as “Key Personnel” must be employees of the bidder, unless specified otherwise by the Key Personnel subsections of the RFP.

7.2.10.1.2 Organization and Staffing Charts

The Project Organization and Staffing section shall include, for each phase of the project, the organization charts of proposed personnel. Proposals will specify the number of full-time equivalent workers (FTEs) who will be working on each project phase and describe the proposed contractor organizational structure.  Contractor organization charts will have staff positions considered as effective during the entire duration of the project (unless otherwise approved by DHS) and will include:

a.) All proposed individuals for whom resumes are included, identifying their major areas of responsibility during each phase and the percent of their time to be dedicated to the Iowa Medicaid Enterprise contract. All subcontractor personnel must be clearly indicated.

b.) The Project Organization and Staffing section will include charts for the installation and operations phases. Separate charts must be included for each task of the installation phase (planning, transfer and modification, acceptance testing, implementation, etc.). These charts must include the number of qualified personnel, by FTE, for each organizational unit.

A narrative explanation of the various charts and of the responsibilities of Key Personnel must be included.  Job descriptions for the staff positions identified on the organization charts must also be included.

7.2.10.1.3 Subcontractors

The bidder shall disclose the planned use of corporate subcontractors (i.e., another company) or individual subcontractors (i.e., a contracted staff member) to perform the services described in this RFP.  This includes:

· The name and address of each subcontractor,

· The subcontractor’s qualifications,

· The work the subcontractor will be performing, and 

· The estimated dollar amount of each subcontract.

The Prime Contractor for this contract must perform at least 60% of the work awarded as a result of this RFP.  “Special Services” project staff members are excluded from subcontractor percentage calculations.  This type of staff includes physicians, attorneys, and similar Professional staff that are hired on a retainer or “as needed” basis.

7.2.10.2 Draft Project Plan for Contract Phases

DHS requires that bidders produce a Draft Project Plan for each Contract Phase of each individual component proposal.  As a reminder, the three Contract Phases are:  DDI Phase, Operations Phase, and Turnover Phase.  In addition to task lists and corresponding start and end dates, the draft project plans for each Contract Phase will include identification of resource allocations for any identified Key Personnel.

7.2.11 Corporate Organization, Experience, and Qualifications (Tab 11)

The bidder must provide a corporate organization chart of the firm that is submitting the proposal. If the firm is a subsidiary of a parent company, the organization chart should be that of the subsidiary firm. The chart should display the firm's structure and the organizational placement of the oversight for the Iowa Medicaid Enterprise project. The bidder must identify the name of the person who will be responsible for signing the contract and indicate the signing person's relationship with the firm.

· Disclose the legal structure of your organization and the state in which the organization is registered;

· Provide evidence of an Iowa business license and any necessary applicable professional license required by law;

· Describe the history of your organization;

· Provide a table of the structure of your organization, including the names and credentials of the owners and executives;

· Describe the executive, management and technical staff assigned to this project.  Include the number of staff, their roles on this project, their expertise and experience in providing the services described in the RFP, and their tenure with your organization;

· Identify any established partnership relationships with the community;

· Identify other projects in which the bidder is currently providing or has provided services similar to the services described in this RFP.  Identify if the prior projects were completed on time and within budget;

· Describe other contracts or projects currently undertaken by the bidder;

7.2.11.1 Contractor Experience Levels

7.2.11.1.1 Systems Components

Bidders for Systems Components will provide discussion on all relevant Corporate Experience, including all Medicaid contracts, within the last five (5) years.  As appropriate, bidders shall also list prime contractors or subcontractors to the bidder.  Bidders will include projects that demonstrate, at a minimum:

1.) Relevant governmental experience with MMIS, medical claims systems, pharmacy point-of-sale systems, data warehouses, or decision support systems (indicate clearly which projects demonstrate experience with takeover, operation, enhancement, and/or turnover)

2.) Relevant non-governmental experience with medical claims systems, pharmacy point-of-sale systems, data warehouses, or decision support systems (indicate clearly which projects demonstrate experience with takeover, operation, enhancement, and/or turnover)

3.) Other experience with large-scale, data processing system takeover and operation (other than those covered above);

4.) Other experience with Governmental healthcare programs

For up to five (5) projects referenced above, the bidder shall provide the following items in the Project Summaries:

1.) Title of the Project;

2.) Name of Client Organization;

3.) Client Reference, Title, and Current Telephone Number.  (The state reserves the right to contact other references on the project.);

4.) Start and End Dates of the original Contract;

5.) Total Contract Value (to the bidder's organization; e.g., if bidder was a subcontractor, specify subcontract dollar amount);

6.) Average staff hours in FTEs during operations;

7.) System Transaction Volume (specify claim or lines for claims processing); and

8.) Brief Description of Scope of Work (stress relevance to this contract).

Project Summaries are limited to one project per page.  

7.2.11.1.2 Professional Services Components

Bidders for Professional Services Components will provide discussion on all relevant Corporate Experience, including all Medicaid contracts, within the last five (5) years.  As appropriate, bidders shall also list prime contractors or subcontractors to the bidder.  Bidders will include projects that demonstrate, at a minimum:

1.) Relevant governmental experience with the functional areas and proposed requirements of the RFP component considered by the Bid Proposal

2.) Relevant non-governmental experience with the functional areas and proposed requirements of the RFP component considered by the Bid Proposal

3.) Other experience with Governmental healthcare programs

For up to five (5) projects referenced above, the bidder shall provide the following items in the Project Summaries:

1.) Title of the Project;

2.) Name of Client Organization;

3.) Client Reference, Title, and Current Telephone Number.  (The state reserves the right to contact other references on the project.);

4.) Start and End Dates of the original Contract;

5.) Total Contract Value (to the bidder's organization; e.g., if bidder was a subcontractor, specify subcontract dollar amount);

6.) Average staff hours in FTEs during operations;

7.) Workload Statistics; and

8.) Brief Description of Scope of Work (stress relevance to this contract).

Project Summaries are limited to one project per page.  

7.2.11.2 Letters of Reference

The bidder shall provide Letters of Reference from three (3) previous clients knowledgeable of the bidder’s performance in providing services similar to the services described in this RFP and a contact person and telephone number for each reference.

7.2.11.3 Disclosure of Felony Convictions

The bidder must state whether it or any owners, officers, or primary partners have ever been convicted of a felony.  Failure to disclose such matters may result in rejection of the Bid Proposal or in termination of any subsequent contract.  This is a continuing disclosure requirement.  Any such matter commencing after submission of a Bid Proposal, and with respect to the successful bidder after the execution of a contract, must be disclosed in a timely manner in a written statement to the Department.

7.2.12 Certifications and Guarantees by the Bidder (Tab 12)

7.2.12.1 Authorization to Release Information

The bidder shall sign and submit with the Bid Proposal the document included as Attachment F in which the bidder authorizes the release of information to the Department.

7.2.12.2 Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion - Lower Tier Covered Transactions

The bidder shall sign and submit with the Bid Proposal the document included as Attachment G in which the bidder shall certify that it is not presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from covered transactions by any federal, department or agency.

7.2.12.3 Certification of Independence and No Conflict of Interest

The bidder shall sign and submit with the Bid Proposal the document included as Attachment H in which the bidder shall certify that the Bid Proposal was developed independently.  The bidder shall also certify that no relationship exists or will exist during the contract period between the bidder and the Department that interferes with fair competition or is a conflict of interest.  The Department reserves the right to reject a Bid Proposal or cancel the award if, in its sole discretion, any relationship exists that could interfere with fair competition or conflict with the interests of the Department.

7.2.12.4 Proposal Certifications and Declarations

The bidder shall sign and submit with the Bid Proposal the document included as Attachment I in which the bidder shall certify that the contents of the Bid Proposal are true and accurate.

7.2.12.5 Certification of Available Resources

The bidder shall sign and submit with the Bid Proposal the document included as Attachment J, in which the bidder shall certify that the bidder organization has sufficient personnel resources available to provide the services for all Bid Proposals submitted.

7.2.12.6 Acceptance of Terms and Conditions

The bidder shall specifically stipulate that the submitted Bid Proposal acknowledges the acceptance of all terms and conditions stated in the RFP.  If the bidder objects to any term or condition, a specific reference to the RFP page, and sectionmust be made.  Objections or responses that materially alter the RFP shall be deemed non-responsive and disqualify the bidder.

7.2.12.7 Firm Bid Proposal Terms

The bidder shall guarantee in writing the availability of the services offered and that all Bid Proposal terms, including the price that is specified by the Cost Proposal, will remain firm for at least 120 days after the date set for completion of contract negotiations and execution of the contract.  Guarantees of Firm Bid Proposal Terms shall not make reference to any dollar amounts contained in the Cost Proposal.

7.3 Cost Proposal Contents

The Cost Proposal shall include the following:

· Table of Contents

· Bid Proposal Security

· Pricing Schedules

7.3.1 Table of Contents (Tab 1)

A Table of Contents of the Cost Proposal shall be inserted at Tab 1.  The Table of Contents will identify all Sections (identified herein by Tabs), Subsection contained therein, and corresponding page numbers.  The Table of Contents shall include all Sections and Subsections present under Tabs 1 through 3.  The Table of Contents found at the beginning of this RFP provides a representative example of what is expected for the Cost Proposal Table of Contents.

7.3.2 Bid Proposal Security (Tab 2)

Each bidder's original copy of the Cost Proposal shall be accompanied by a Proposal Bid Bond or proposal guarantee in the form of a cashier's check, certified check, bank draft, treasurer’s check, or bond payable to DHS in an amount equal to five percent (5%) of the total implementation and operations costs identified by Pricing Schedule A of the Cost Proposal.

The submitted Bid Proposal Security shall guarantee the availability of the services as described throughout the Bid Proposal.  Photocopies of the Proposal Bid Bond are to be inserted at Tab 2 in all other copies of the Cost Proposal submitted by the bidder.  If the bidder elects to use a bond, a surety licensed to do business in Iowa must issue the bond in a form acceptable to the Department.  The Bid Proposal Security shall be forfeited if the bidder chosen to receive the contract withdraws its Bid Proposal after the Department issues a Notice of Intent to Award, does not honor the terms offered in its Bid Proposal, or does not negotiate contract terms in good faith.  The Bid Proposal Security should remain in force and in the Department’s possession until the “firm terms” period for Bid Proposals expires (120 days).  Upon the signing of contracts and approval of the contracts by CMS, the Bid Proposal Securities will be returned to unsuccessful bidders.  In the event that all Bid Proposals are rejected or the RFP is cancelled, Bid Proposal Securities will be returned to the bidders.

7.3.3 Pricing Schedules (Tab 3)

See Pricing Schedules provided in Attachment K for specific format and content instructions.

7.4 Company Financials Content

The bidder must submit the following documents to be used in the evaluation of financial viability:

· Audited financial statements (annual reports) for the last three (3) years

· A minimum of three (3) financial references (e.g., letters from creditors, letters from banking institutions, Dunn & Bradstreet supplier reports)

· A description of other contracts or projects currently undertaken by the bidder

· A summary of any pending or threatened litigation, administrative or regulatory proceedings or similar matters that could affect the ability of the bidder to perform the required services

· A disclosure of any contracts during the preceding three (3) -year period, in which the bidder or any subcontractor identified in the Bid Proposal has defaulted.  List all such contracts and provide a brief description of the incident, the name of the contract, a contact person and telephone number for the other party to the contract.

· A disclosure of any contracts during the preceding three (3) -year period, in which the bidder or any subcontractor identified in the Bid Proposal has terminated a contract prior to its stated term or has had a contract terminated by the other party prior to its stated term.  List all such contracts and provide a brief description of the incident, the name of the contract, a contact person and telephone number for the other party to the contract.  

· The company’s five year business plan that would include the award of the State’s contract as part of the work plan

The Company Financial Information must be submitted in a separate sealed envelope and will be opened only for those bid proposals that are selected as apparent successful bidders for each component during the proposal evaluation. This information will be used in the screening for financial viability as described in Section 8.9.  After contracts have been signed for all nine (9) components or the State elects not to award any component(s), the sealed Corporate Financial Information will be returned unopened to unsuccessful bidders.


8 Evaluation of Bid Proposals

8.1 Introduction to Evaluation Process

This section describes the evaluation process that will be used to determine which Bid Proposal provides the greatest benefits to the Department.  The evaluation process is designed to award the contract not necessarily to the bidder of least cost, but rather to the bidder with the best combination of attributes to perform the required services.

The evaluation process will ensure the selection of the best overall solution for the Iowa Medicaid Enterprise. The evaluation process will include the following components:

· Establish Evaluation Committee

· Evaluate Bid Proposal Mandatory Requirements from Checklist

· Evaluate and Score Technical Proposals

· Evaluate and Score Cost Proposals

· Proposal Ranking and Evaluation Committee Recommendation

· Evaluate Company Financial Viability

· DHS Contract Award Decision by State Medicaid Director

The information that follows describes the components of, the activities conducted in, and the resultant product of the evaluation process.

8.2 Evaluation Committees

The Department intends to conduct a comprehensive, fair, and impartial evaluation of all Bid Proposals received in response to the Component awards designated by this RFP.  In making its award determinations, the Department will be represented by a set of Evaluation Committees.  Subject Matter Experts from State staff have been assigned to the individual RFP Components identified in Sections 5 and 6.  Evaluation Committees for the Systems procurements identified in Section 5 will consist of 5 members.  Evaluation Committees for the Professional Services procurements of Section 6 will consist of 3 members.  Finally, an evaluation committee, which may consist of members from third party State agencies, will evaluate the financial stability and viability of the bidder.

8.3 Mandatory Requirements for Proposals

As part of its initial screening, all Bid Proposals submitted in response to this RFP will be assessed by DHS to assure that the mandatory submittal requirements for proposals have been satisfied.  Any one mandatory requirement that is not met will cause a Bid Proposal to be declared non-responsive. Non-responsive proposals will be returned to the bidder. As mentioned in Section 7, the Bid Proposal Mandatory Requirements Checklist is detailed in Attachment D to this RFP.

8.4 Scoring of Bidder Technical Proposals

8.4.1 Independent Evaluation of Technical Proposals

The individual Evaluation Committee members of the appropriate Evaluation Committee will independently evaluate each proposal that passes the mandatory submittal criteria.  Committee members will score each proposal using criteria established by DHS and according to the factors that are outlined below. The Committee will meet at the completion of their independent evaluation process to address any technical questions raised by their respective reviews and discuss the relative merits of each bidder’s Bid Proposal.  At the conclusion of this discussion, the Committee members may independently reevaluate and re-score any section of any proposal.  After the first round of scoring, Oral Presentations will be held with a DHS-designated set of finalists.  Following Oral Presentations, the Evaluation Committee may independently reevaluate and re-score any section of any proposal.  After the final re-score, the Committee will convene and average the bidder’s scores (from all independent Evaluation Committee members) for each section of the bidder’s Technical Proposal in order to facilitate a composite and final Technical Proposal score for each bidder.

8.4.2 Evaluation Criteria and Assigned Point Totals

The evaluation of each Technical Proposal will have eight (8) major criteria. The maximum score for Technical Proposals varies by RFP Component.  The total scoring for the Technical Proposal portion of each RFP Component is divided as follows:

Table 6: Assigned Point Totals for Evaluation Criteria in Systems Procurements


Table 7: Assigned Point Totals for Evaluation Criteria in Professional Services Procurements


8.4.3 Description of Evaluation Criteria

The following paragraphs provide a general description of the factors covered by the detailed evaluation criteria.

8.4.3.1 Executive Summary / Introduction

The Committee will review the proposal’s executive summary / introduction, the overall quality of the proposal (including appendices), and the general qualifications of the bidder. It will also include a review of subcontracting or joint venture arrangements and how these may affect the overall contract. Requirements to be evaluated under this heading are outlined in Section 7 of this RFP.

8.4.3.2 Understanding of the Iowa Medicaid Enterprise Procurement Project

The Committee will also evaluate the bidder’s understanding of the future Iowa Medicaid Enterprise and the systems that support them, including both Fiscal Agent direct responsibilities and responsibilities of DHS and any other agencies that are involved in administration of the Iowa medical assistance programs.  The RFP requirements to be evaluated are outlined in Section 7.

8.4.3.3 Services Overview

For this section, the Committee will evaluate the proposed services and solutions to meet the needs of DHS.  For the Core MMIS contractor, this section will also be evaluated for quality in the bidder’s overview of the necessary enhancements to the MMIS and will be evaluated for coherence and understanding and reasonableness of approach.  

8.4.3.4 General Requirements

For the General Requirements section, the Committee will evaluate how well the bidder explains their approach to all General Requirements identified in either Section 5.1 (for a Systems Component’s Bid Proposal) or Section 6.1 (for a Professional Services Component’s Bid Proposal).  In addition, the Committee will evaluate the bidder’s response to other General Requirements that are identified at the beginning of each RFP component’s Operational Requirements Subsection from Sections 5 and 6.

8.4.3.5 Start-Up Activities

For the Start-Up Activities Section, the Committee will evaluate the bidder’s explanation of their approach to the general project Start-Up requirements listed at the beginning of the Systems Procurement section of the RFP or the Professional Services section of the RFP (whichever is relevant).  Bidders will also describe their approach to the specific Start-Up tasks of the Planning, Development, Acceptance Test, and Implementation tasks that lead up to Operations for the bidder, as identified in the Start-Up Activities section of the relevant RFP Component under consideration for the Bid Proposal.

8.4.3.6 Operational Requirements

The Committee will assess the bidder’s approach to meeting all the functional, operational, and technological requirements of the RFP. For Systems solutions (other than the Core MMIS that is taken over), DHS requires that the proposed solution is currently operational or is at the user acceptance testing stage for an existing client.  DHS may accept a modular solution for non-MMIS solutions if it provides better flexibility, integrity, and congruity of processes. The bidder’s response will be evaluated based upon the functional description of the bidder’s solution and how the system meets or exceeds the requirements listed in this RFP.  

8.4.3.7 Project Management Planning

The approach to project management and problem resolution are critical success factors in the management of a large Medicaid operation. The Committee will assess the bidder’s approach to project management, and the tools and structure that will control the project. They will evaluate the bidder’s work plan and approach to the DDI and operations phases. The bidder’s organization of the project teams during these phases and the planned Iowa facility will be appraised. The entire approach to developing the workplans, continued tracking and monitoring, and the approach to adherence to the approved work plans will be important items for the Committee. The bidder’s approach and commitment to quality control in all phases of the contract will also be evaluated. The contents to be evaluated are shown in Section 7 of this RFP.

8.4.3.8 Corporate Organization, Experience, and Qualifications

The bidder’s (and subcontractor’s) corporate background, corporate organization, and relevant corporate experience are significant factors in the evaluation process. The Committee will review the bidder’s financial stability to ensure that the State of Iowa will be fully covered against any financial difficulties that the company may experience during any period of the contract. The experience and reputation of the bidder in managing large projects of this nature and how the bidder interacts with its clients for status reporting and other contract issues is important. Experience in Medicaid, large health care delivery systems, managed care operations, and recent technological advancements in the arena of healthcare systems will carry significant weight in the evaluation of submitted proposals. 

The Committee will review resumes of all key staff proposed by the vender and may verify references.  Reference checking may not be limited to those references supplied by the bidder. Oral presentations and/or site visits may also be incorporated in this evaluation. Section 7 outlines the requirements that will be evaluated.

8.5 Scoring of Bidder Cost Proposals

A separate committee will review and score the Cost Proposals from all bidders meeting the mandatory requirements. This committee will note any cost limitations imposed by the bidders that could prevent the State from achieving the objectives of the procurement and report these limitations to the DHS Director for a decision on rejection of the proposal. 

The maximum score for the cost proposal varies by RFP Component.  Table 8 below identifies the maximum Cost Proposal point totals for each component.

Table 8: Cost Proposal Maximum Point Totals by RFP Component

	RFP Component
	Maximum Point Total

	Systems Components

	Core MMIS Contract
	400

	POS Contract
	200

	Data Warehouse / Decision Support Contract
	300

	
	

	Professional Services Components

	Medical Services Contract
	600

	Member Services Contract
	300

	Provider Services Contract
	300

	SURS Analysis and Provider Audits Contract
	300

	Revenue Collection Contract
	300

	Provider Cost Audits and Rate Setting Contract
	300


Cost Proposal points for each RFP Component except the Revenue Collection Component are allocated across three Cost Proposal sub-factors that are identified by the submitted Pricing Schedules.  The proposed Total Implementation Cost will account for twenty percent (20%) of the available Cost Proposal points, the NPV in U.S. Dollars for proposed Operations Costs over the base years of the contract will account for seventy percent (70%) of the available Cost Proposal points, and the ongoing Change Service Request (CSR) Rate will account for ten percent (10%) of the available Cost Proposal points.  Therefore, an example breakdown for the POS Contract weights point allocation for the Cost Proposal sub-factors as:

· 40 points for Total Implementation Cost

· 140 points for Net Present Value (NPV) of Operations Costs from contract base years

· 20 points for CSR Rate

For the Revenue Collection component, part of the cost of operations will be based on a contingency fee percentage for Estate Recovery and part will be fixed-fee contract costs for all other Revenue Collection functions.  As such, DHS has allocated the Cost Proposal points for the Revenue Collection component in the following manner:

· DDI Costs



   =
20% of Total Cost Proposal Points

· NPV of Operations Phase Costs
for all Revenue Collection activities =
45% of Total Cost Proposal Points
excluding Estate Recovery

· Percent (%) Contingency Fee
   =
25% of Total Cost Proposal Points
for Estate Recovery

· Blended Consulting or 

   =
10% of Total Cost Proposal Points
Change Service Request Rate

The lowest price received by any bidder for each of the Cost Proposal sub-factors will receive the maximum points designated for that portion of the Cost Proposal points for that contract.  Therefore, using the example above, the lowest Total Implementation Cost for the POS Contract will receive the full 40 points for that sub-factor.  The lowest CSR Rate will receive the full 20 points for that sub-factor.  

The lowest NPV of Operations Cost will receive the full 140 points for that sub-factor.  The Cost Proposal Evaluation Committee will use the proposed total Operations Phase costs for each year, divided by 12 months, as part of a calculation for a monthly Net Present Value (NPV) of the Operational Phase costs over the 3- or 5- year base contract for the respective services.  Monthly NPVs for each Fiscal Year will be added together to produce a total NPV for the bidder’s proposed Operations Phase costs.  It is the total NPV of Operations Phase costs that will be evaluated as seventy percent (70%) of the available Cost Proposal points.

In order to calculate every other bidder’s score (other than the bidder who received maximum points) for each Cost Proposal sub-factor, the other bidders’ cost (or NPV or CSR Rate) will be divided into the corresponding value of the lowest bidder and then multiplied by the maximum points designated for that sub-factor.  The formula for each sub-factor is expressed as follows:

Bidder’s Score = (Lowest Cost / Bidder Cost) x Maximum Points

In order to calculate the total Cost Proposal score, the Cost Proposal Evaluation Committee will add the Implementation Cost subtotal, the Operations Cost score subtotal, and the CSR Rate score subtotal.

The Bid Proposal Security is evaluated on a pass/fail basis as part of the mandatory submittal requirements and is not considered in the scoring.  

8.6 Technical and Cost Proposals Combined

Technical and Cost Proposal scores will be combined to establish a final score for each bidder.  Proposals will be ranked according to total score in order to facilitate a recommendation from the Evaluation Committee.  As evidenced by the point totals designated above, not all RFP Components have the same point ratio between Technical and Cost Proposals.

8.7 Oral Presentations and Best and Final Offers

The State is likely to request Oral Presentations and a subsequent “Best and Final Offer” from those bidders that have demonstrated to the Evaluation Committee their ability to satisfy the requirements of the RFP.  The Evaluation Committee, through the Issuing Officer, will notify each bidder of their selection as a finalist and arrange for a presentation of their respective systems or services.  Oral Presentations will take place at a State office location to be determined and bidders are expected to have all designated “Key Personnel” on hand.  The determination order and schedule for the presentations is at the sole discretion of the Department.  The presentation may include slides, graphics and other media selected by the bidder to illustrate the Bid Proposal.  The presentation should not materially change the information contained in the Bid Proposal.  At its option, the State may require site visits by select State staff to a bidder’s current client site in order to view current systems or services operations.

Upon completion of Oral Presentations, individual Evaluation Committee members may re-score bidder’s Technical Proposal score based on any clarifications received during that bidder’s Oral Presentation. 

At the end of each Oral Presentation bidders will receive any debriefing instructions regarding the Best and Final Offer (BAFO) process.  Bidders will be given five (5) business days after their Oral Presentation to develop and submit their Best and Final Offer.  Best and Final Offers must be submitted via delivery service (e.g., UPS, FedEx, U.S. Postal Service Priority Mail) by 3:00pm Central Time, on the requisite business day.  The Best and Final Offer must be in writing, accompanied by a transmittal letter binding the bidder to the financial terms described therein.  Best and Final Offers are to be sent to the Issuing Officer of this RFP at the same address identified in Section 2.1.  

8.8 Screening for Financial Viability

After the Oral Presentations and the Bidder’s Technical and Cost Proposal scores are combined, the Bid Proposal that receives the most points for each component will be reviewed for the bidder’s financial stability and viability to sustain the operation and to assume the on-going enterprise. This will include a review of the financial information requested in Section 7.4.  The Bidder’s financials will be evaluated on a pass/fail basis.

8.9 Recommendation of the Evaluation Committee to the State Medicaid Director

Following the Financial Viability Screening process, the Evaluation Committee will forward their results to the State Medicaid Director for a final decision and contract(s) award, if appropriate.  The Medicaid Director’s decision is final for purposes of Iowa Code Chapter 17A.  DHS reserves the right to take any additional steps deemed necessary in determining the final awardswhich may include negotiations with the selected bidder(s). 

8.10 Notice of Intent to Award

A Notice of Intent to Award for each contract will be sent by mail to all bidders who have submitted a timely Bid Proposal.  The Notice of Intent to Award is subject to execution of a written contract and Federal approval.  As a result, the notice does not constitute the formation of a contract between the Department and the apparent successful bidder.

8.11 Acceptance Period

Negotiation and execution of the contract(s) shall be completed no later than May 28, 2004.  If the apparent successful bidder fails to negotiate and execute a contract, the Department (in its sole discretion) may revoke the award and award the contract to the next highest ranked bidder or withdraw the RFP.

The Department further reserves the right to cancel the award at any time prior to execution of a written contract or receiving Federal approval.

8.12 Federal Approvals

The contract award is subject to Federal approval. DHS will make every effort to obtain and expedite Federal approval. DHS reserves the right to not award a contract if Federal approval is not obtained or does not receive enhanced FFP.


9 Contract Terms and Conditions

9.1 Introduction

The Contract(s) between the Department and the successful bidder(s) shall be a combination of the specifications, terms and conditions of the RFP, the offer of the bidder contained in the Bid Proposal, written clarifications or changes made in accordance with the provisions herein, and any other terms deemed necessary by the Department.  

The contract terms contained in this RFP section (Section 9) are not intended to be a complete listing of all contract terms, but are provided only to enable bidders to better evaluate the costs associated with the RFP and the potential resulting contract.  Bidders should plan on such terms being included in any contract awarded as a result of this RFP.  All costs associated with complying with these requirements should be included in the bidder's cost proposal or any pricing quoted by the bidder.

By submitting a Bid Proposal, each bidder acknowledges its acceptance of these specifications, terms, and conditions without change (except as otherwise expressly stated in its Bid Proposal).  If a bidder takes exception to a provision, it must state the reason for the exception and set forth in its Bid Proposal the specific contract language it proposes to include in place of the provision.  Exceptions that materially change the terms or requirements of the RFP may be deemed non-responsive by the Department (in its sole discretion), resulting in possible disqualification of the Bid Proposal.  

The Department reserves the right to either award a contract without further negotiation with the successful bidder or to negotiate contract terms with the selected bidder if the best interests of the Department would be served.

9.2 Incorporation of Documents

The RFP, any amendments and written responses to bidders’ questions (collectively RFP), and the bidder’s Bid Proposal submitted in response to the RFP collectively form the Contract between the bidder and the Department and are incorporated herein by reference.  The parties are obligated to perform all services described in the RFP and Bid Proposal unless the Contract specifically directs otherwise.

9.3 Order of Priority

In the event of a conflict between the Contract, the RFP and the Bid Proposal, the conflict shall be resolved according to the following priority, ranked in descending order:

1) The Contract;

2) The RFP; 

3) The Bid Proposal.

9.4 Term of the Contracts

Each of the 9 component contracts listed in Sections 5 and 6 of this RFP have their own defined contract period.  Each contract has a specified number of “Base Years” and a specified number of successive “Contract Option Years”.  DDI, Operations, and Turnover Phases of the resulting Contracts shall begin and end on the dates specified in Tables 9 and 10 below.  The numbers of available renewal terms (at State option) for the resulting Contracts are also specified in the tables below.  

Table 9: Contract Implementation Timeframe, Base Years, Option Years, and Turnover Timeframe for Systems Components

	Systems Component
	Implementation Timeframe (DDI Phase)
	Contract Base Years (Operations Phase)
	Contract Option Years (at State Option)
	Turnover Phase*

	Core MMIS Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	5 years; Beginning on June 30, 2005 and Ending on June 30, 2010
	3 one-year options; Beginning on July 1, 2010, expiring on June 30, 2011, June 30,2012, and June 30, 2013, respectively
	Up to 2 years prior to the expiration of the Contract Base Years or any exercised Option Year

	POS Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	5 years, Beginning on June 30, 2005 and Ending on June 30, 2010
	3 one-year options; Beginning on July 1, 2010, expiring on June 30, 2011, June 30,2012, and June 30, 2013, respectively
	Up to 1 year prior to the expiration of the Contract Base Years or any exercised Option Year

	Data Warehouse / Decision Support Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	3 years; Beginning on June 30, 2005 and Ending on June 30, 2008
	2 one-year options; Beginning on July 1, 2008, expiring on June 30, 2009 and June 30, 2010
	Up to 1 year prior to the expiration of the Contract Base Years or any exercised Option Year


Table 10: Contract Implementation Timeframe, Base Years, Option Years, and Turnover Timeframe for Professional Services Components

	Professional Services Component
	Implementation Timeframe (DDI Phase)
	Contract Base Years (Operations Phase)
	Contract Option Years (at State Option)
	Turnover Phase*

	Medical Services Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	3 years; Beginning on June 30, 2005 and Ending on June 30, 2008
	2 one-year options; Beginning on July 1, 2008, expiring on June 30, 2009 and June 30, 2010
	Up to 6 months prior to the expiration of the Contract Base Years or any exercised Option Year

	Member Services Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	3 years; Beginning on June 30, 2005 and Ending on June 30, 2008
	2 one-year options; Beginning on July 1, 2008, expiring on June 30, 2009 and June 30, 2010
	Up to 6 months prior to the expiration of the Contract Base Years or any exercised Option Year

	Provider Services Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	3 years; Beginning on June 30, 2005 and Ending on June 30, 2008
	2 one-year options; Beginning on July 1, 2008, expiring on June 30, 2009 and June 30, 2010
	Up to 6 months prior to the expiration of the Contract Base Years or any exercised Option Year

	SURS Analysis and Provider Audits Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	3 years; Beginning on June 30, 2005 and Ending on June 30, 2008
	2 one-year options; Beginning on July 1, 2008, expiring on June 30, 2009 and June 30, 2010
	Up to 6 months prior to the expiration of the Contract Base Years or any exercised Option Year

	Revenue Collection Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	3 years; Beginning on June 30, 2005 and Ending on June 30, 2008
	2 one-year options; Beginning on July 1, 2008, expiring on June 30, 2009 and June 30, 2010
	Up to 6 months prior to the expiration of the Contract Base Years or any exercised Option Year

	Provider Cost Audits / Rate Setting Contractor
	1 year; Beginning on July 1, 2004 and Ending on June 29, 2005
	3 years; Beginning on June 30, 2005 and Ending on June 30, 2008
	2 one-year options; Beginning on July 1, 2008, expiring on June 30, 2009 and June 30, 2010
	Up to 6 months prior to the expiration of the Contract Base Years or any exercised Option Year


*Bidder Note: Turnover timeframes listed in the tables above are estimates and all timeframes are subject to contract termination provisions

At its option, the State may choose to extend any or all of the contracts for one or more of the specified Contract Option Years.  The Department shall have the sole discretion to exercise each renewal option.  All Option Year Contract Terms begin on July 1 and end on June 30 of the specified years.  

The Department shall use best efforts to notify the Contractor of the extension decision ninety- (90) days prior to the effective date, but in no event less than thirty- (30) days prior to the effective date.  

9.5 Payment Terms and Compensation

The Contract will contain payment terms negotiated by the parties.  

The Contractor shall submit invoices for payment.  During the Implementation Phase of the contract, the contractor will invoice the Department upon DHS approval of deliverables at the deliverable prices identified during contract negotiations.  The total price of all deliverables for the Implementation Phase may not exceed the total Implementation price identified in the bidder’s proposal.   During the Operations Phase of the contract, the each contractor except the Revenue Collection contractor will invoice the Department monthly for one-twelfth (1/12) of the annual operations price identified in the bidder’s proposal.  The Revenue Collection contractor will invoice the Department monthly for one-twelfth (1/12) of the annual operations price identified in the bidder’s proposal plus the contingency fee on collections deposited to the State bank account during the month at the percentage identified in the bidder’s proposal.  Payments for approved CSR enhancements will be made at the rates agreed to at the time the enhancement is completed and approved by DHS.

The Department shall forward the invoices to the Bureau of Payments and Receipts for approval.  The invoices shall be forwarded to the Department of Revenue and Finance for issuance of payment.  The Department of Revenue and Finance shall issue a payment within sixty- (60) days as provided in Iowa Code Section 421.40.

9.5.1 Fixed Price Contracts

The contracts that result from this RFP are fixed price contracts.  Contract adjustments will occur only through the Change Service Request process.

The bidder will identify appropriate fixed prices for the deliverables and services, as described by the relevant RFP component subsection in Sections 5 and 6 and as defined in the Pricing Schedules.  The fixed price will apply to the DDI Phase, Operations Phase, and Turnover Phases and contract activities, as described in Sections 4, 5, and 6.  No separate payment will be made for the Turnover Phase, since Turnover Activities are considered part of the Contractor’s continued operations during the Contract Base Years or an exercised Option Year.

If the annual volume of work to be processed by a contractor (e.g., claims, prior authorizations, etc.) increases more than fifteen percent (15%) of the anticipated annual increases in volume over the term of the contract, the contractor may request an increase in the monthly payment if the contractor can show that the increased volume directly affects the contractor’s cost such that the increase in monthly payment is warranted.  DHS reserves the right to negotiate such increase, and the decision of whether to grant the increase is at the sole discretion of DHS.  

9.5.2 No Increase in Charges

The Contractor shall not increase charges during the term of the Contract.

9.5.3 Overpayments to the Contractor

The Contractor shall promptly, but in all cases within thirty- (30) days, pay to the Department the full amount of any erroneous payment or overpayment upon written notice of an erroneous payment or overpayment to which the Contractor is not entitled.

9.5.4 Amount of Business

The Department does not guarantee any set quantity or minimum amount of business to the Contractor.  Requirements set forth by the Contract that fail to result in the level of activity or compensation anticipated will not constitute the basis for a price adjustment.

9.6 Termination

9.6.1 Immediate Termination

The Department may immediately terminate this Contract for any of the following reasons upon written notice to the Contractor:

a) The Contractor furnishes a statement, representation, warranty, or certification in connection with the RFP or the Contract which is materially false or incorrect; 

b) The Contractor or any subcontractor, or an officer or owner of a five (5) percent or greater share of either, is convicted of a criminal offense which in the sole discretion of the Department reflects on the Contractor’s integrity;

c) If the Contractor or any subcontractor is required to be certified or licensed and the certification or license is revoked or suspended; termination shall be effective as of the date on which the certification or license is no longer in effect;

d) The actions of the Contractor, its agents, employees or subcontractors have caused, or reasonably could cause, a client’s life, health or safety to be jeopardized;

e) The Contractor fails to comply with confidentiality laws or provisions of the Contract.

The Department shall not be liable for any costs incurred if termination is for any of the causes stated above.  In addition, the Department shall have the right to procure similar services on the open market pursuant to Subsection 9.6.2.3.

9.6.2 Termination for Default

9.6.2.1 Contractor’s Default and Opportunity to Cure

Failure of the Contractor to comply with a material term, condition or provision of the Contract shall constitute default by the Contractor.  The Department shall notify the Contractor in writing of the nature of the default.  The Contractor shall have thirty (30) days, unless otherwise notified, after such notice to correct the problem(s) that resulted in the default notice.  If the default is not corrected to the satisfaction of the Department within the specified time, the Department may immediately terminate the contract.

9.6.2.2 Contractor’s Default Cured by the Department

If, in the reasonable judgment of the Department, a default by the Contractor is not so substantial as to require termination, reasonable efforts to induce the Contractor to cure the default are unsuccessful and the default is capable of being cured by the Department or another resource without unduly interfering with continued performance by the Contractor, the Department may provide or procure the service to cure the default, in which event, the Contractor shall reimburse the Department for the reasonable cost of the service.

9.6.2.3 Procurement of Similar Services

In the event of termination under this Subsection, the Department shall have the right to procure similar Contract services on the open market.  The Contractor shall be liable for the difference between the original Contract price of services and the cost of such services from another bidder, and any other costs directly related to the Contractor’s breach such as costs of competitive bidding, mailing, advertising, Department staff time and attorney’s fees.  The Contractor shall have thirty- (30) days after notice from the Department of the amount of such costs in which to submit payment unless an additional period of time is agreed to by the parties, or the Department may deduct the amount of such costs from any charges payable to the Contractor.

9.6.2.4 Delay or Impossibility of Performance

Neither party shall be in default under the Contract if performance is prevented, delayed or made impossible by an act of God during continuance of the act of God.  The delay or impossibility of performance must be beyond the control and without the fault or negligence of the parties.  If delay results from a subcontractor’s conduct, negligence or failure to perform, the Contractor shall not be excused from compliance with the terms and obligations of the Contract.  This Subsection shall not become operative until the party whose performance is delayed or made impossible notifies the other party of the occurrence and reason for the delay.  The parties shall make every effort to minimize the time of nonperformance and the scope of services not being performed due to the act of God.

9.6.3 Termination Upon Notice

The Department may terminate the Contract for any reason without penalty by giving written notice to the Contractor at least thirty- (30) days before the effective date of termination.

9.6.4 Termination for Insolvency or Bankruptcy

In the event the Contractor ceases conducting business in the normal course, becomes insolvent, makes a general assignment for the benefit of creditors, suffers or permits the appointment of a receiver for its business or its assets, or avails itself of or becomes subject to, any proceeding under the Federal Bankruptcy Act or any other statute of any state related to insolvency or the protection of the rights of creditors, the Department may, at its option, terminate the Contract.  In the event the Department elects to terminate the Contract under this provision, it shall do so by sending written notice of termination to the Contractor.  The date of termination shall be deemed to be the date such notice is mailed to the Contractor, unless otherwise specified in the notice.

9.6.5 Termination for Withdrawal of Department’s Authority

In the event the authority of the Department to perform its duties is withdrawn or limited, or services under the Contract are no longer a responsibility of the Department due to Federal or State mandate, the Department shall have the right to terminate the Contract without penalty on or before the date the Department’s authority is withdrawn or limited.  The Department shall use best efforts to provide thirty- (30) days' written notice to the Contractor.  The obligations of the parties shall end as of the date specified in the termination notice, and the Contract shall be considered canceled.  The exclusive, sole and complete remedy of the Contractor in the event of termination under this Subsection shall be payment for services completed through the effective date of termination.

9.6.6 Termination or Contract Modifications due to Unavailability of Funds

The performance by the Department of any of its obligations under the Contract shall be subject to and contingent upon the availability of Federal and State funds lawfully applicable for such purposes.  If funds applicable to the Contract are not appropriated or otherwise made available at any time during the Contract term, the Department, without penalty, may terminate the Contract.  

However, should funds be appropriated by either State or Federal funding source that are sufficient to operate the Systems and Professional Services for the Iowa Medicaid Enterprise contract in some form, the parties agree to negotiate in good faith all modifications to this contract which will allow the parties to continue contractual obligations.

The Department shall use best efforts to provide thirty- (30) days' written notice of termination or contract modification to the Contractor.  The specified obligations of the parties shall end as of the date provided in the termination notice, and the specified portions of the Contract shall be considered cancelled.  The exclusive, sole and complete remedy of the Contractor shall be payment for services completed through the effective date of termination.

9.6.7 Rights upon Termination

In the event the Department terminates the Contract prior to expiration, the Department shall pay the Contractor for any partially completed deliverables that the Department desires to have the Contractor turn over to the Department on a percentage of completion basis and for any required operating services provided by the Contractor through the effective date of termination, prorated for any partial month.  The Department shall make no payments for unfurnished work, work in progress, or raw materials acquired unnecessarily in advance, in excess of the Department’s delivery requirements, or initiated after the notice of termination.  In no event shall the Department be obliged to pay or otherwise compensate the Contractor for any lost or expected future profits, or costs or expenses incurred with respect to services not actually performed or deliverables not actually provided to the Department.

Upon termination, the Department shall have the right to assume, at its option, any and all subcontracts for services and materials provided under the Contract.

The Department shall have the right to make offers of employment to any or all employees of the Contractor and its subcontractors who are performing services under the Contract.  The Contractor shall provide the Department with names, resumes and other information reasonably requested by the Department for the purpose of exercising this right, providing that fulfilling this requirement will not be in violation of federal or state employment law.

9.6.8 Turnover Phase Transition Events

During the turnover phase and prior to the actual termination date of the Contract, the Contractor agrees to:

· Negotiate an extension of the Contract, if requested by the Department;

· Cooperate with the Department and an incoming contractor, if any, to ensure a smooth transition of services;

· Work with the Department and an incoming contractor, if any, to create and implement a transition plan;

· Create or modify contractual performance standards to ensure that appropriate staff levels are maintained to manage daily responsibilities under the Contract, including cooperation with transition activities;

· Comply with the Department’s instructions for the timely transfer of any work being performed by the Contractor under the Contract to the Department or an incoming contractor, if any;

· Provide a listing of all files, software, applications, interfaces, documentation, and other information requested by the Department

Contractors will accomplish the above events or deliver requested materials to the Department within the timeframe specified by the Department.

9.7 Confidentiality

The Contractor shall treat identifying information relating to clients that is obtained by it through performance under the Contract as confidential information to the extent that confidential information is protected under state and federal law and under the confidentiality requirements imposed by the Contract.  The Contractor shall not use any confidential information in any manner except as necessary for the proper discharge of its obligation under the Contract.  Identifying information shall include name, identifying number, symbol, or other identification particularly assigned to the client.

Confidential information shall not be released without written consent of the Department and written consent of the client or the client’s attorney.  Nothing herein prohibits the disclosure of information in summary, statistical or other form that does not identify individual clients.

In the event that a subpoena or other legal process is served upon the Contractor for records containing confidential information, the Contractor shall promptly notify the Department and cooperate with the Department in any lawful effort to protect the confidential information.

The Contractor shall immediately report to the Department any unauthorized disclosure of confidential information.  The Contractor shall be liable for any breach of this Subsection by its principals, officers, employees, agents or subcontractors and shall indemnify the Department from any and all liability resulting from such violation.

The Contractor shall provide to the Department a written description of its policies and procedures to safeguard confidential information.  Policies of confidentiality shall address as appropriate, information conveyed in verbal, written and electronic formats.

The provisions of this Subsection shall survive the termination or expiration of the Contract.

9.8 Contractor’s Confidential or Proprietary Information

The Department acknowledges that in the course of the Contractor performing its obligations pursuant to the Contract, it may obtain confidential and/or proprietary information of the Contractor.  The Contractor shall prominently identify information that the Contractor does not want disclosed.  The Department shall treat such information as confidential to the extent such information is determined confidential under Iowa Code Chapter 22 or other provision of law by a court of competent jurisdiction.  In the event the Department receives a request for such information, written notice shall be given to the Contractor seventy-two (72) hours prior to the release of the information to allow the Contractor to seek injunctive relief pursuant to Section 22.8 of the Iowa Code.

9.9 Changes of Service

9.9.1 Change Service Requests

The Department reserves the right to request from time to time changes to the requirements and specifications of the Contract and the work to be performed by the Contractor under the Contract, including the timing of deliverables.

9.9.2 Procedure

The Department shall submit a Change Service Request to the Contractor, which shall include a detailed description of the requested service, the priority of the service, a date the service is needed, and a date for submission of a proposal by the Contractor.  In its proposal, the Contractor shall describe the procedure and schedule to be employed for the requested service and identify the number of hours necessary to complete the service by labor category and the associated cost to implement the change request.  If necessary, the Contractor and the Department shall meet to discuss and clarify any issues related to the requested service.  Upon written approval by the Department, the Contractor shall perform the requested service and receive payment according to the terms of the Change Order and based upon the rate specified in the Contractor's cost proposal.

If the Department does not accept the Contractor’s proposal, the Department may withdraw or modify its change request.  If the Department modifies its change request, the procedures set forth above shall apply.

9.9.3 No Agreement on Change Service Request

If the parties are unable to reach an agreement in writing within fifteen (15) days of receipt of the Contractor’s proposal or modified proposal, the Director of the Department shall make a determination of the compensation, procedure or schedule, and the Contractor shall proceed with the work according to the Director’s decision, subject to the Contractor’s right to appeal the decision pursuant to Subsection 9.19.9.

9.9.4 Additional Services

If the Department requests or directs the Contractor to perform any service or function that is consistent with and similar to the services being provided by the Contractor under the Contract, but which the Contractor reasonably and in good faith believes is not included within the scope of the Contractor’s responsibilities set forth in the Contract, then prior to performing such service or function, the Contractor shall promptly notify the Department in writing that it considers the service or function to be an “Additional Service” for which the Contractor should receive additional compensation.  If the Contractor does not so notify the Department, the Contractor shall have no right to claim thereafter that it is entitled to additional compensation for performing the service or function.  If the Contractor does notify the Department the service or function shall be governed by the change service request procedure in Subsection 9.9.2.
9.10 Contractor-Proposed Enhancements to Contract

9.10.1 Proposed Enhancements to Contract

DHS grants its contractors the ability to request changes to the requirements and specifications of the Contract and the work to be performed by the Contractor under the Contract, including the timing of deliverables.

9.10.2 Procedure

In the event that the Contractor wishes to propose an enhancement to the current requirements or specifications of the Contract, the Contractor shall submit a Contract Enhancement Request to the Department.  This Contract Enhancement Request shall include a detailed description of the requested enhancement, the priority of the enhancement, a date that the new service(s) could be provided, and a date for submission of a proposal by the Contractor.  In its enhancement proposal, the Contractor shall describe the procedure and schedule to be employed for the requested service and identify the number of hours necessary to complete the service by labor category and the associated cost to implement the change request.  If necessary, the Contractor and the Department shall meet to discuss and clarify any issues related to the requested enhancement(s).  Upon written approval by the Department, the Contractor shall perform the requested service(s) and receive payment according to the terms of the Change Order and based upon the rate specified in the Contractor's cost proposal.

If the Department does not accept the Contractor’s proposal, the Contractor may withdraw or modify its change request.  If the Department requests that the Contractor modify its Contract Enhancement Request, the procedures set forth above shall apply.

9.11 Damages

9.11.1 Actual Damages

Sections 5.1.6.4 and 6.1.6.4 identify activities subject to actual damages.  In the event actual damages are assessed, the assessment shall not constitute a waiver or a release of any other remedy the Department may have under the Contract, including without limitation the Department’s right to terminate the Contract.  The waiver of any actual damages due the Department shall not act as a waiver of any future assessment of actual damages.  Any failure by the Department to demand actual damages within any period of time shall not constitute a waiver of such claim by the Department. 

The Department will notify the Contractor in writing of the proposed assessment of actual damages.  If the Contractor disputes the assessment, it must challenge the assessment in writing pursuant to the Dispute Resolution Process in Sections 5.1.6.3 or 6.1.6.3.

The amounts due the Department as actual damages may be deducted from any fees or other compensation payable to the Contractor, or the Department may require the Contractor to remit the damages within thirty (30) days following the notice of assessment or resolution of any dispute.  At the Department’s option, the Department may obtain payment of assessed actual damages through one (1) or more claims upon any performance bond furnished by the Contractor.  

9.11.2 Liquidated Damages

Sections 5.1.6.5 and 6.1.6.5 identify activities subject to liquidated damages.  The parties acknowledge and agree that any delay or failure by the Contractor to perform its obligations in accordance with these Sections will: (i) delay and disrupt the Department’s operations and result in significant loss and damages to the Department, (ii) cause the Department to incur major costs to maintain the functions that would have otherwise been performed by the Contractor, and (iii) result in actual damages that are extremely difficult and impractical to compute.  Therefore, the parties agree that for activities described in Sections 5.1.6.5 and 6.1.6.5 any damages will be liquidated and that the amounts identified as liquidated damages are reasonable.

In the event liquidated damages are assessed, the assessment shall not constitute a waiver or release of any other remedy the Department have under the Contract, including without limitation, the Department’s right to terminate the Contract.  The waiver of any liquidated damages due the Department shall not act as a waiver of any future liquidated damages.  Any failure by the Department to demand liquidated damages within any period of time shall not constitute a waiver of such claim by the Department.

In its discretion, the Department may recover actual damages.  In this event, the Department will reduce the actual damages by the amount of liquidated damages received for the same event causing the actual damages.

The amount due the Department as liquidated damages may be deducted from any fees or other compensation payable to the Contractor, or the Department may require the Contractor to remit the damages within thirty (30) days following the notice of assessment or resolution of any dispute.  At the Department’s option, the Department may obtain payment of assessed liquidated damages through one (1) or more claims upon any performance bond furnished by the Contractor. 

9.12 Insurance

9.12.1 Coverage Requirements

Each Contractor shall maintain in effect, with an authorized insurer, at its own expense, the following types and amounts of insurance covering its work:

· Commercial general liability insurance (including premises/operations liability, contractors liability, contractual liability, products liability, completed operations liability, broad form property damage liability, personal injury liability, and extended bodily injury and death coverage) in a minimum amount of $1,000,000 per occurrence and $2,000,000 aggregate combined single limit for bodily injury or death, personal injury or property damage.  The Contractor shall obtain a waiver of any subrogation rights the insurance carrier may have against the Department or the State of Iowa and the wavier shall be indicated on the certificate of coverage.

· Automobile liability insurance (including any auto, hired autos and non-owned autos) covering transportation of State clients under this Contract in a minimum amount of $1,000,000.  The Contractor shall obtain a waiver of any subrogation rights the insurance carrier may have against the Department or the State of Iowa and the wavier shall be indicated on the certificate of coverage.

· Professional liability insurance covering the liability of the Contractor for any and all errors or omissions committed by the Contractor, its subcontractors, agents, and employees, in the performance of the Contract in a minimum amount of $1,000,000 per occurrence.

· Umbrella liability insurance in a minimum amount of $2,000,000.

· Workers’ compensation insurance covering the Contractor’s employees as required by Iowa law.

The Contractor’s insurance shall insure against any loss or damage resulting from work performed under the Contract.  All insurance policies shall remain in full force and effect for the entire term of the Contract and any extension.  Each policy shall name the State of Iowa and the Department as an additional insured or loss payee, as applicable.  The Contractor and any subcontractor performing work under the Contract shall provide certificates of the required insurance to the Department at the time of execution of the Contract or at a time mutually agreeable to the parties.  The certificates shall be subject to approval by the Department.  Acceptance of the certificates shall not relieve the Contractor of any obligation under the Contract.

9.12.2 Coverage

The Contractor’s insurance shall be occurrence based and shall ensure against any loss or damage resulting from or related to the Contractor’s performance of this Contract regardless of the date the claim is filed or expiration of the policy.

9.12.3 Subcontractors

The Contractor shall require any subcontractor to purchase and maintain similar policies of insurance as described in this Subsection.

9.12.4 Notice of Cancellation

The insurer shall state in the certificate that no cancellation of the insurance will be made without at least thirty- (30) days’ prior written notice to the Department.

9.13 Bonding Requirements

9.13.1 Performance Bond

The Contractor shall post a performance bond in an amount equal to fifty percent (50%) of the Implementation cost specified in the Contractor’s Bid Proposal for the Implementation Phase of the Contract, and in an amount equal to twenty percent (20%) of the annual operations price specified in the Contractor’s Bid Proposal for the Operations Phase of the Contract.   A surety authorized to do business in Iowa that is acceptable to the Department shall issue the bond.  The performance bond shall be in force for the term of the Contract and shall be delivered to the Department upon execution of the Contract.  The bond shall provide funds to the Department for any liability, loss, damage, or expense as a result of the Contractor’s failure to perform fully and completely all requirements of the Contract.  Such requirements include, but are not limited to, the Contractor’s obligation to pay liquidated damages, indemnify the Department under circumstances described in the Contract, and the Contractor’s obligation to perform the services required by the Contract throughout the entire term of the Contract.

9.14 Indemnification

9.14.1 General Indemnification

The Contractor shall defend, indemnify and hold harmless the State of Iowa, the Department, its employees and agents from any and all liabilities, damages, settlements, penalties, judgments, fines and claims, and all related costs and expenses, including reasonable attorney’s fees of the Attorney General’s Office, and the costs and expenses and attorney’s fees of other counsel required to defend the Department arising out of or related to:

· Any claim, demand, action, citation or legal proceeding against the State, the Department, its employees and agents arising out of or related to occurrences that the Contractor is required to insure against as provided for in the Contract;

· Any claim, demand, action, citation or legal proceeding against the State, the Department, its employees and agents arising out of or related to any negligent or intentional act or omission of the Contractor, its principals, officers, employees, agents, board members, or subcontractors;

· Any claim, demand, action, citation or legal proceeding against the State, the Department, its employees and agents arising out of or related to the release of information that the Contractor is required to maintain as confidential information pursuant to Federal and State law and as provided for in this Contract;

· Any claim, demand, action, citation or legal proceeding against the State, the Department, its employees and agents arising out of or related to any failure by the Contractor or any subcontractor to comply with applicable federal, state and local laws, regulations, rules, and orders; or

· Any claim, demand, action, citation or legal proceeding against the State, the Department, its employees and agents arising out of or related to an act or omission of the Contractor or any subcontractor in their capacity as an employer of a person.

The provisions of this Subsection shall survive termination or expiration of the Contract.

9.14.2 Patent / Copyright Infringement Indemnification

The Contractor shall defend, indemnify and hold harmless the State of Iowa, the Department, its employees and agents from any and all liabilities, damages, settlements, penalties, judgments, fines and claims, and all related costs and expenses, including reasonable attorney’s fees of the Attorney General’s Office, and the costs and expenses and attorney’s fees of other counsel required to defend the Department, incurred in connection with any action or proceeding threatened or brought against the Department to the extent that such action or proceeding is based on a claim that any piece of equipment, software, commodity, or service infringes any United States or foreign patent, copyright, trademark, trade secret supplied by the Contractor or any subcontractor or the operation of such equipment, software, commodity or service, or the use or reproduction of any documentation provided with such equipment, software, commodity or service, or other proprietary right of any person or entity, which right is enforceable under the laws of the United States.  In addition, should the equipment, software, commodity, or service, or the operation thereof, become the subject of a claim of infringement, the Contractor shall at the Contractor’s sole expense:

1.) Procure for the Department the right to continue using the equipment, software, commodity, or service, or, if such option is not reasonably available to the Contractor, 

2.) Replace or modify the same with equipment, software, commodity, or service of equivalent function and performance so that it no longer infringes, or, if such option is not reasonably available to the Contractor, 

3.) Accept its return by the Department with appropriate credits to the Department against the Contractor’s charges and reimburse the Department for any losses or costs incurred as a consequence of the Department ceasing its use and returning it.

The above remedies shall be in addition to and not exclusive of other remedies provided by this agreement or by law.  The provisions of this Subsection shall survive the termination or expiration of the Contract.

9.15 Intellectual Property Rights

9.15.1 Rights in Data

The Department owns and shall remain the owner of all data and records provided to the Contractor and all reports prepared by the Contractor pursuant to the Contract.  The Contractor shall not use the Department’s data, records and reports for any purpose other than providing services under the Contract, nor will any part of the data, records and reports be disclosed, sold, assigned, leased, or otherwise disposed to third-parties or commercially exploited by or on behalf of the Contractor.  The Contractor will not possess or assert any lien or other right against the Department’s data, records and reports.

9.15.2 Ownership of Work Product

The Department shall own all work products developed or furnished in connection with the Contract by the Contractor or any subcontractor (the “Work Product”), all such Work Product shall be considered a work made for hire.  If any Work Product is not considered a work made for hire under applicable law, the Contractor shall make an exclusive, perpetual royalty-free assignment of all Contractor’s rights, title and interest in such Work Product, including U.S. and foreign patents, copyrights and trade secrets.  With regard to work performed by the Contractor’s subcontractors, the Contractor will require that all agreements with subcontractors provide for the irrevocable assignment of rights to the Department, without additional consideration of all Work Products of the subcontractors.  The Contractor shall give the Department and any person designated by the Department, all assistance reasonably requested by the Department to perfect the Department’s ownership of all Work Product, including the execution and delivery of documents assigning title to such Work Product to the Department.  The Contractor shall not publish or attempt to transfer to third parties any Work Product without the Department’s prior written approval.

9.15.3 General Skills

Notwithstanding anything to the contrary in this Subsection, the Contractor shall be free to use and employ its general skills, know-how and expertise and to use, disclose and employ any generalized ideas, concepts, know-how, methods, techniques or skills gained or learned during the course of performing services under the Contract, so long as it acquires and applies such information without disclosure of any confidential or proprietary information of the Department and without any unauthorized use or disclosure of work product developed in connection with the Contract.

9.16 Software Applications

9.16.1 Operating Systems, Applications Software and Utilities

Any operating systems and utilities, i.e., compilers utilities, case tools, database managers and other applications enabling software, and any applications software and associated documentation, and utilities used by the Contractor to provide services to the Department under the Contract, but not used exclusively to provide services to the Department shall be either:

· Readily commercially available software used without modification by the Contractor; or

· Readily commercially available software used with modifications owned by the Contractor, which the Contractor agrees to deliver the source code and grant to the Department or its designee at no charge upon the termination or expiration of the Contract a perpetual, irrevocable, fully paid up license to use, reproduce, duplicate and modify the modifications and associated documentation for the sole benefit of the Department; or

· Proprietary software that the Contractor has the right to license to the Department and in which the Contractor agrees to deliver the source code and grant to the Department or its designee at no charge upon the termination or expiration of the Contract a perpetual, irrevocable, fully paid-up license to use, reproduce, duplicate and modify such software and associated documentation for the sole benefit of the Department.  If the Contractor procures under the Contract a license for operating systems software or utilities to be used solely to perform services for the Department, the Contractor agrees to obtain such license in the name of the Department, if the Department is permitted to grant the Contractor the right to use such software solely to provide services to the Department during the term of the Contract.  In such event, the Department agrees to grant to the Contractor, at no charge during the term of the Contract, subject to customary confidentiality and other license terms and conditions, the right to use such software solely to provide services to the Department.

The license shall include, but not be limited to:

· All primary systems and support systems;
· All other system instructions for operating systems developed, designed or installed under the Contract; 

· All data files;

· All user and operational manuals and other documentation;

· Training programs for the Department or the Department’s agents and employees;

· All performance-enhancing operational plans and products; and

· All specialized or specially modified software and specially developed programs, including utility, software and documentation that are required for or used in the generation of systems developed or modified under the Contract, but that may not be considered as being developed or modified under the Contract.

To the extent it is not legally prohibited from doing so by the terms of the applicable license, the Contractor grants the Department the right to reproduce at no charge, but at the Department’s cost for reproduction, for use by Department employees any documentation for software owned by third-parties but used by the Contractor or any of its subcontractors to perform services under the Contract.  If the Contractor is legally prohibited from granting such rights to the Department, with respect to any particular software that will be used by the Contractor or any of its subcontractors to perform services under the Contract, the Contractor’s proposal shall state so in specific terms.

Refer to Attachment L for information on the Department’s specifications for technology infrastructure, architecture, teams and standards.

9.16.2 Right to Reproduce Documentation

In accordance with 45 CFR 95.617(b), the State and the United States Department of Health and Human Services shall have a royalty-free, non-exclusive and irrevocable license to reproduce, publish or otherwise use and to authorize others to use for State or Federal government purposes, the copyright in any software, modifications and associated documentation developed, designed, or installed under the Contract.  

9.17 Warranties

9.17.1 System Warranty

The Contractor represents and warrants that the system and software delivered under the Contract shall be free from defect and capable of performing the Contract services when operated by the Department.  The Contractor agrees to correct errors discovered in the design and installation of the software not due to the fault or negligence of the Department.  The Contractor represents and warrants that no “anti-use” devices have been or will be installed in the software.  This warranty shall survive termination of the Contract.

9.17.2 Millennium and Leap Year Warranty

The Contractors represents and warrants that any systems hardware and software which is developed and delivered under their Contract shall accurately process date data, including, but not limited to, calculating, comparing and sequencing from, into, between, and among the nineteenth, twentieth and twenty-first centuries, including leap year calculations, when used in accordance with the documentation provided by the Contractor.  This warranty shall survive termination of the Contract.

9.17.3 Compatibility Warranty

The Contractor represents and warrants that the system and software which is developed and delivered under the Contract shall perform as a system with hardware or software currently owned or used by the Department, and the system and software shall, at a minimum, process, transfer, sequence data, or otherwise interact with the other components or parts of the Department’s system to exchange accurate data.  This warranty shall survive termination of the Contract.

9.17.4 Remedies

The remedies available to the Department for a breach of warranty under Subsections 9.17.1, 9.17.2 and 9.17.3 include repair or replacement of non-compliant software at no cost to the Department and any other remedies available to the Department under the Contract.

9.17.5 Intellectual Property Rights Warranty

The Contractor represents and warrants that it is the owner and has secured all applicable interests, rights, licenses, permits, or other intellectual property rights in all concepts, materials, Work Products, systems and software, and any other intellectual property right developed and delivered under the Contract.  The Contractor further represents and warrants that all concepts, materials, Work Products, systems and software, and any other intellectual property right developed and delivered under the Contract shall not misappropriate a trade secret or infringe any copyright, patent, trademark, trade dress, or other intellectual property right of any third-party.  This warranty shall survive termination or expiration of the Contract.

9.17.6 Professional Practices Warranty

The Contractor represents and warrants that all services performed pursuant to the Contract shall be performed in a professional, competent and workman-like manner by knowledgeable, trained and qualified personnel, in accordance with the terms of the Contract and the standards of performance considered generally acceptable in the industry for similar services.

9.18 Liabilities

9.18.1 Increased Costs or Expenses

The Contractor acknowledges and agrees that the Department shall not be responsible for or liable to the Contractor or its subcontractor(s) for any increased costs or expenses that may be incurred by the Contractor under the Contract.

9.18.2 Other Department Contractors

The Contractor acknowledges and agrees that the Department shall not be responsible for or liable to the Contractor or its subcontractor(s) for any damages that may be suffered by the Contractor as a result of any act or omission of any other contractor of the Department.

9.18.3 Legislative Reorganization

The Contractor expressly acknowledges that the contracts awarded from the Iowa Medicaid Enterprise Procurement are subject to legislative change by either the Federal or State government.  Should either legislative body enact measures that alter the Iowa Medicaid Enterprise Project, the Contractor shall not hold the Department liable in any manner for the resulting changes.  The Department shall use best efforts to provide thirty- (30) days’ written notice to the Contractor of any legislative change.  During the thirty- (30) day period, the parties shall meet and make a good faith effort to agree upon changes to the Contract to address the legislative change.  Nothing in this Subsection shall affect or impair the Department’s right to terminate the Contract pursuant to Section 9.6.

9.19 Project Management

9.19.1 Meetings with Department

Key staff of the Contractor and any subcontractor responsible for the administration of the Contract shall be accessible to Department staff and shall meet with Department staff and staff of other contractors as requested.

9.19.2 Contract Compliance and Monitoring

The Contractor and any subcontractor shall meet with the Department and provide information as requested to review the Contractor’s compliance with the terms of the Contract and level of performance.  The Contractor agrees the Department or the Department's duly authorized and identified agents or representatives of the state and federal governments shall have the right to access any and all information pertaining to the Contract, conduct site visits, conduct quality control reviews, review Contract compliance, assess management controls, assess the Contract services and activities, and provide technical assistance.

9.19.3 Audit and Access to Premises and Records

For contract-related functions that are allowed be conducted offsite (e.g., housing of the Pharmacy POS), the Contractor shall allow duly authorized and identified agents or representatives of the State and Federal government to have access to the Contractor’s premises during normal business hours for the specific purpose of inspecting, auditing, monitoring, or otherwise evaluating the performance of the Contractor pursuant to the Contract.  The Contractor agrees to produce records relevant to the performance of the Contract that may be requested as part of an audit or inspection during the term of the Contract and during the five- (5) year periods thereafter.  In the event access to the Contractor’s premises or records is requested under this Subsection, the Contractor agrees to make staff available to assist in the audit or inspection effort.  If the activity is one of few activities that may be conducted offsite, the Contractor agrees to provide adequate space on the premises to reasonably accommodate the state or federal representatives conducting the audit or inspection.  The Contractor shall ensure the cooperation of any subcontractor with the requirements of this Subsection.

9.19.4 Annual Independent Examinations

Contractors shall, at their own expense, have a complete financial audit conducted annually by a certified public accounting firm when the contract amount is more than $150,000 per year.  A copy of the audited financial statements shall be provided to the Department annually.   Additionally, when the Contractor is performing services that involve accounting functions such as paying claims, issuing checks, or computing reimbursements, at the Contractor’s expense, a biennial examination that conforms with American Institute of Certified Public Accounting’s (AICPA) Statements of Auditing Standards (SAS) 70 – Processing of Transactions by Service Organizations – is required.  The Department reserves the right to designate the organization that conducts the examination and the period to be covered by the examination.  A copy of the report shall be provided to the Department and submitted in writing thirty- (30) days after the examination is completed.

9.19.5 Status of Contractor

The Contractor and any subcontractor shall at all times be independent contractors and not employees of the State of Iowa.  The Contractor and any subcontractor shall be responsible for payment of taxes, fees and charges when due.  Neither the Contractor nor the Department, unless otherwise specifically provided for in the Contract, has the authority to enter into any agreement or create any obligation or liability on behalf of, in the name of, or binding upon the other party.

9.19.6 Subcontracts

The Department reserves the right to give prior approval to any subcontract entered into by the Contractor for requirements of the Contract.  A subcontract shall not affect payment by the Department to the Contractor or the distribution of payments.  All subcontracts shall be in writing and copies shall be provided to the Department upon request.  The terms and conditions imposed on the Contractor under the Contract shall also apply to any subcontractor and shall be incorporated into any subcontract.  The Contractor shall be responsible for all work performed under the Contract, whether or not subcontractors are used.  A subcontract shall not relieve the Contractor of any responsibility for performance under the Contract.

The Contractor shall notify the Department of any planned use of subcontractors.  This notice shall include, at a minimum, the name and address of each subcontractor, the scope of work to be performed by each subcontractor, the subcontractor’s qualifications and the estimated dollar amount of each subcontract.  If during the course of the subcontract period the Contractor or subcontractor wishes to change or revise the subcontract, prior written approval from the Department shall be required.  The Department shall have the right to request the removal of a subcontractor for good cause.

9.19.7 Approval

The Department shall give any approval or consent required or requested pursuant to the Contract in a timely manner.  The Department’s approval and consent shall not be unreasonably withheld.

9.19.8 Key Personnel

9.19.8.1 Project Manager

The Contractor’s Project Manager shall be fully qualified to perform the tasks required under the Contract.  The Project Manager shall function as the Contractor’s authorized representative for all management and administrative matters.  The Contractor’s Project Manager shall have the authority to make binding decisions pursuant to the Contract.  The Project Manager or other substitute project management personnel for the Contractor shall be at the Iowa Medicaid Enterprise facility on a full-time basis.  If the Contractor’s Project Manager is removed or replaced, the Contractor shall promptly provide notice to the Department.  The Contractor shall use best efforts to find a replacement Project Manager and to have the replacement begin work before the incumbent Project Manager departs.

9.19.8.2 Project Staff

The Contractor shall provide an organizational chart of the project team, including names of staff members and job descriptions for Key Personnel.  The Contractor shall provide updated organizational charts on a monthly basis.  The Department reserves the right to approve or disapprove proposed changes in staff or to require the removal or reassignment of the Contractor’s or any subcontractor’s staff for good cause.

9.19.9 Contractor Work Schedule

The contractor will maintain the same work schedule as the State and will observe the same holidays.  The State holidays are:

· New Year’s Day

· Martin Luther King Day

· Memorial Day

· Fourth of July

· Labor Day

· Veterans Day

· Thanksgiving Day

· Day after Thanksgiving Day

· Christmas Day

9.19.10 Contract Disputes and Appeals

This contract is not subject to arbitration.  Any dispute concerning performance of this contract will be decided by the Contracting Officer, who will put his or her decision in writing and serve a copy on the contractor and the Department.  The Contracting Officer’s decision will be final unless within ten (10) days of the mailing of such copy the contractor or Department files with the Director of the Department a written appeal.

In connection with any appeal proceeding under this subsection, the contractor will be afforded an opportunity to be heard and to offer evidence and oral argument in support of its position. The Director of the Department or an administrative law judge designated by the Director will take evidence and hear oral argument.

In the event the Director designates an administrative law judge to take evidence at a hearing, the hearing officer will issue a proposed decision to the contractor and to the Department, and the contractor and the Department will have ten (10) days after mailing of the proposed decision to deliver to the Director written comments on the proposed decision. The Director will, thereafter, issue a final decision.  In the event that the Director hears the evidence and oral arguments, he will issue a final decision without a comment period.  There will be on ex parte communication with the hearing officer appointed by the Director during the pendency of the appeal.  In any appeal process, whether or not before an administrative law judge, there will simultaneously be delivered by a party to the other party copies of all pleadings or other documents being filed in connection with the appeal.  The costs of an administrative appeal, including costs of reporting and preparing a transcript, will be paid by the party appealing.  The Director of the Department will render a decision promptly, and such decision will be final.  The pendency of an appeal to the Director or the District Court will not automatically stay any notice of termination that may be appealable.

Pending final determination of any dispute, the contractor will proceed diligently with the performance of this contract and in accordance with the Contracting Officer’s direction.

The contractor’s failure to follow the procedure set out above will be deemed a waiver of any claim that the contractor might have had. 

9.19.11 Maintenance of Records

The Contractor shall retain, preserve and make available upon request all records relating to its performance and to any subcontractor’s performance under the Contract that sufficiently document and calculate all charges billed to the Department during the term of the Contract and for a period of not less than seven (7) years from the date of termination of the Contract.  Records involving matters, which are the subject of litigation, shall be retained for a period of not less than seven (7) years following the termination of litigation, if the litigation is not terminated within the normal retention period.  Microfilm or COLD storage copies of the documents contemplated herein may be substituted for the originals with the prior written consent of the Department, provided that the microfilming or COLD storage procedures are approved by the Department as reliable and supported by an effective retrieval system.

9.20 General Provisions

9.20.1 Assignment/Change of Control

The Contractor shall make no assignment, transfer, or other conveyance of the rights, duties or obligations of the Contract without the written consent of the Department.  This provision includes the reassignment of the Contract due to change in ownership of the Contractor.  Any assignment shall be made explicitly subject to all defenses, setoffs or counter claims that would have been available to the Department against the Contractor in the absence of such assignment.  All terms, provisions and conditions of the Contract shall be binding upon the parties and their respective successors and assignees.

9.20.2 Compliance with the Law

The Contractor and any subcontractor shall comply with applicable federal, state and local laws, regulations, rules, and orders.  The Contractor and any subcontractor shall also comply with applicable federal and state laws regarding business permits and licenses that may be required to perform services under the Contract.  The Contractor and any subcontractor shall also comply with state and federal civil rights laws and regulations, Section 504 of the Rehabilitation Act of 1973, and the Americans with Disability Act of 1990.

9.20.3 Contract Modifications

The parties agree to meet and negotiate in good faith any modifications to the Contract that the parties believe are necessary.  Modifications shall be mutually agreed to by the Contractor and the Department and incorporated into the Contract as a written amendment.

Without written approval of the Department, the Contractor shall not materially alter or vary the services to be performed.

The Department reserves the right to modify the Contract as a result of changes in federal or state statutes, regulations, policies, or rules.

9.20.4 Cumulative Rights

The various rights powers, options, elections, and remedies of either party provided in the Contract shall be construed as cumulative and not exclusive of the others or exclusive of any rights, remedies or priorities allowed either party by law, or shall in any way affect or impair the right of either party to pursue any other equitable or legal remedy to which either party may be entitled as long as any default remains in any way unremedied, unsatisfied or undischarged.

9.20.5 Equal Employment Practices

The Contractor shall comply with all provisions of federal, state, and local laws, rules and executive orders which apply to insure that no client, employee or applicant for employment is discriminated against because of race, religion, color, age, sex, national origin, or disability.  The Contractor, if requested, shall provide state and federal agencies with appropriate reports as required to insure compliance with equal opportunity laws and regulations.  The Contractor shall insure that its employees, agents and subcontractors comply with the provisions of this Subsection.

9.20.6 Choice of Law and Forum

The Contract shall be construed and governed in accordance with the laws of the State of Iowa.  Any and all litigation or actions commenced in connection with the Contract shall be brought in Polk County District Court for the State of Iowa, Des Moines, Iowa.  This provision shall not be construed as waiving any immunity to suit or liability, including without limitation, sovereign immunity in State or Federal court, which may be available to the Department or the State of Iowa.

9.20.7 Headings or Captions

The paragraph headings or captions are for identification purposes only and do not limit or construe the contents of the paragraphs.

9.20.8 Integration

The Contract represents the entire Contract between the parties and neither party is relying on any representation that may have been made which is not included in the Contract.

9.20.9 Lobbying Restrictions

The Contractor shall comply with all certification and disclosure requirements prescribed by 31 U.S.C. Section 1352 and any implementing regulations and shall be responsible for ensuring that any subcontractor fully complies with all certification and disclosure requirements.

9.20.10 No Conflict of Interest

The Contractor represents and warrants that it has no interest and shall acquire not interest that would conflict in any manner or degree with the performance of the services under the Contract.

9.20.11 Not a Joint Venture

Nothing in the Contract shall be construed as creating or constituting the relationship of a partnership, joint venture, or other association of any kind of agent and principal relationship between the parties.  The status of the Contractor and all subcontractors shall be that of an independent contractor.  Neither party, unless otherwise specifically provided in the Contract, has the authority to enter into any contract or create a binding obligation or liability on behalf of or in the name of the other party.

9.20.12 Notices

Any and all notices, designations, consents, offers, acceptances or any other communication provided for herein shall be given in writing by registered or certified mail, return receipt requested, by receipted hand delivery, by Federal Express, courier or other similar and reliable carrier which shall be addressed to each party as set forth as follows:


If to Department:  Contract Administrator


If to  Contractor:

Each notice shall be deemed to have been provided:


1.
At the time it is actually received; or,


2.
Within one (1) day in the case of overnight hand delivery, courier or services such as Federal Express with guaranteed next day delivery; or,


3.
Within five (5) days after it is deposited in the U.S. Mail in the case of registered U.S. Mail

From time to time, the parties may change the name and address of a party designated to receive notice.  Such changes of the designated person shall be in writing to the other party and as provided herein.

9.20.13 Obligations Beyond Contract Term

The Contract shall remain in full force and effect to the end of the specified term or until terminated or canceled pursuant to the Contract.  All continuing obligations of the Department and Contractor incurred or existing under the Contract as of the date of termination or cancellation shall survive the termination or cancellation.

9.20.14 Obligations of Joint Entities

If the Contractor is a joint entity, consisting of more than one individual, partnership, corporation, or other business organization, all such entities shall be jointly and severally liable for carrying out the activities and obligations of the Contract, and for any default of such activities and obligations.

9.20.15 Publications

The Contractor shall not publish results of Contract activity without prior written approval of the Department.  Such publication (written, visual or audio) shall contain an acknowledgment of Department support.  A copy of any such publication shall be furnished to the Department at no cost.

9.20.16 Severability

If any provision of the Contract is determined to be invalid or unenforceable by a court of competent jurisdiction, such determination shall not affect the validity or enforceability of any other part or provision of the Contract.

9.20.17 Solicitation

The Contractor warrants that no person or selling agency has been employed or retained to solicit and secure the Contract for commission, percentage or contingency excepting bona fide employees or selling agents retained for the purpose of securing business.

9.20.18 Third-Party Beneficiaries

The Contractor acknowledges that there are no third-party beneficiaries to the Contract.  The Contract is only to benefit the Department and the Contractor.

9.20.19 Utilization of Minority Business Enterprises

The Contractor acknowledges that it is the policy of the State of Iowa that minority business enterprises shall have the maximum, practicable opportunity to participate in the performance of State contracts.  Where feasible or applicable under the Contract, the Contractor agrees to make a reasonable effort to subcontract with minority business enterprises provided that to do so is not inconsistent with the efficient performance of the Contract.

9.20.20 Utilization of Small Business

The Contractor acknowledges that it is the policy of the State of Iowa that a fair portion of its purchases and contractors for supplies and services be placed with small businesses.  Where feasible or applicable under the Contract, the Contractor agrees to make a reasonable effort to subcontract with small businesses provided that to do so is not inconsistent with the efficient performance of the Contract.

9.20.21 Suspension and Debarment

The Contractor certifies pursuant to 31 CFR Part 19 that neither it nor its principals are presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this Contract by any federal department or agency.

9.20.22 Waiver

Except as specifically provided in a waiver signed by the Department and the Contractor, failure by either party at any time to require performance by the other party or to claim a breach of any provision of the Contract shall not be construed as affecting any subsequent right with respect thereto.

9.20.23 Tobacco Smoke

Public Law 103227, also known as the Pro-Children Act of 1994 (Act), requires that smoking not be permitted in any portion of any indoor facility owned or leased or contracted for by an entity and used routinely or regularly for the provision of health, day care, early childhood development services, education or library services to children under the age of eighteen (18), if the services are funded by federal programs either directly or through state or local governments, by federal grant, contract, loan, or loan guarantee.  The law also applies to children’s services that are provided in indoor facilities that are constructed, operated, or maintained with such federal funds.  The law does not apply to children’s services provided in private residences; portions of facilities used for inpatient drug or alcohol treatment; service providers whose sole source of applicable federal funds is Medicare or Medicaid; or facilities where WIC coupons are redeemed.  Failure to comply with the provisions of the law may result in the imposition of a civil monetary penalty of up to $1,000 for each violation and/or the imposition of an administrative compliance order on the responsible party.

By entering into contract with DHS, the Contractor certifies that it and its subcontractors will comply with the requirements of the Act and will not allow smoking within any portion of any indoor facility used for the provision of services for children as defined by the Act.

9.20.24 Drug Free Work Place

The Contractor shall provide a drug free workplace in accordance with the Drug Free Workplace Act of 1988 as implemented by 45 CFR Part 76.

9.21 Contingency

The Contract is subject to review and approval by the Centers for Medicare and Medicaid Services (CMS).  The Department shall have the right to modify the Contract at any time to comply with CMS requirements.


10 attachments

10.1 Attachment A: Glossary of Terms and Acronyms

	Acronym or Term
	Definition

	AAA
	Area Agencies on Aging

	ABC / IABC
	Iowa Automated Benefit Calculation System

	ACS
	Affiliated Computer Services, Iowa’s present Fiscal Agent for the Medicaid program

	APG
	Ambulatory Patient Groups

	A/R System
	Accounts Receivable System.  This system was instituted to track county financial obligations for support of the Medicaid program. County governments in Iowa are responsible for the non-federal share of certain Medicaid service costs for persons age 18 and older. These services include ICF/MR, MR & BI Waivers, and Adult Rehabilitation.

	ARO
	Adult Rehabilitation Option.  These are individuals with chronic mental illness.

	ASAP-AP
	A PC-based EMC submission software package for submitting claims and claim adjustments.

	AVR or AVRS
	Automated Voice Response System

	AWP
	Average Wholesale Price.  Part of a calculation for one of the State’s four pharmacy reimbursement methods.

	BCBS
	Blue Cross Blue Shield

	BENDEX
	Beneficiary & Earnings Data Exchange System

	BI
	Brain-Injured

	Buy-In
	See Medicare Buy-In

	CD
	Compact Disc

	CD ROM
	Compact Disc Read-Only Memory

	CFR
	Code of Federal Regulations

	CHAMPUS
	Civilian Health & Medical Programs of the Uniformed Services (Now TRI-CARE)

	CICS
	Customer Information Control System

	CLIA
	Clinical Laboratory Improvement Amendments

	CMAP
	Children’s Medical Assistance 

	CMS
	Centers for Medicare and Medicaid Services (formerly HCFA)

	CMS 64 Report
	The CMS 64 Report provides the State’s Medicaid Financial Statistics Tables to the Federal Government.

	COLD Storage
	Computer Output to Laser Disk

	County of Legal Settlement
	“County of Legal Settlement” is a status defined in Iowa law as being acquired by a person when a specific county is identified as having a financial responsibility for that person.

	County of Residence
	A person’s “County of Residence” is defined as the county where the person is currently living. The courts have interpreted residence very broadly. Residence can be established without regard to length of time.

	CP
	Client Participation

	CPT-4
	Current Procedural Terminology, Version 4

	CSR
	Change Service Request.  This is the process by which DHS or a Systems contractor requests modifications or changes to the MMIS.  This may include production of a special report, modification to a system process, or a new requirement from the MMIS. 

	Crossover Claims
	Claims for members with both Medicare and Medicaid coverage.

	DDI Phase
	Design, Development, and Implementation Phase of Contract

	DESI
	Drug Efficacy Study Implementation

	DHS
	Iowa Department of Human Services

	DIA
	Iowa Department of Inspection and Appeals

	DO
	Doctor of Osteopathy

	DPH or IDPH
	Iowa Department of Public Health

	DRF or IDRF
	Iowa Department of Revenue and Finance

	DRG
	Diagnosis Related Groups

	DSH
	Disproportionate Share Hospital

	DSS
	Decision Support System

	DUR
	Drug Utilization Review.  See also Pro-DUR and Retro-DUR.

	EAC
	Estimated Acquisition Cost

	EEP
	Extended Enrollment Period

	EFT
	Electronic Funds Transfer

	EMC
	Electronic Media Claim

	EOB
	Explanation of Benefit.  See also REOMB.

	EPP
	Extended Participation Period

	EPSDT
	Early and Periodic Screening, Diagnosis, and Treatment 

	EQRO
	External Quality Review Organization

	ESLIMB or ESLMB
	Expanded Specified Low-Income Medicare Beneficiaries

	FACS
	Family And Children’s Services system.  This is the payment and tracking system for protective services in Iowa, including family-centered, family foster care, foster group home care and family preservation services.

	FDA
	Food and Drug Administration

	FEIN
	Federal Employer Identifying Number

	FFP
	Federal Financial Participation

	FFS
	Fee For Service

	FMAP
	Family Medical Assistance Programs

	FPL
	Federal Poverty Level

	FQHC
	Federally Qualified Health Centers

	FTE
	Full-Time Equivalent

	FUL
	Federal Upper Limits

	GSD
	General Systems Design

	GUI
	Graphical User Interface

	hawk-i
	Healthy and well kids in Iowa.  hawk-i is the name of the non-Medicaid portion of Iowa’s Title XXI SCHIP program.

	HCBS
	Home and Community Based Services waivers.  Iowa has six HCBS waivers, which are for: the Ill and Handicapped, the Elderly, Mentally Retarded, Physically Disabled, Brain Injury, and AIDS/HIV.

	HCFA-1500
	Health Care Financing Administration form 1500. The HCFA-1500 is the basic form prescribed by CMS for claims from physicians and suppliers, except for ambulance services.

	HCPCS
	Healthcare Common Procedure Coding System

	HEDIS®
	Health Plan Employer Data and Information Set.  HEDIS is a set of standardized performance measures designed to ensure that purchasers and members have the information they need to reliably compare the performance of managed health care plans.

	HIPAA
	Health Insurance Portability and Accountability Act of 1996.

	HIPP
	Health Insurance Premium Payment

	HMO
	Health Maintenance Organization.  There are currently three HMO providers in the State: John Deere Health Plan, Coventry Health Care, and Iowa Health Solutions.

	HMS
	Health Management Systems, Inc. HMS is the Iowa contractor who performs retroactive recovery of third party liability payments.

	HRSA
	Health Resource Services Administration

	IABC
	See ABC

	ICBS
	Iowa County Billing System

	ICD-9-CM
	International Classification of Diseases 9th Edition Clinical Modification

	ICF
	Intermediate Care Facilities

	ICF/MR
	Intermediate Care Facility for the Mentally Retarded

	ICN
	Iowa Communications Network

	ID
	Identification (number)

	IDEA
	Individual Disabilities Education Act

	IFAS
	Iowa Financial Accounting System

	IFMC
	Iowa Foundation for Medical Care

	IGT
	Intergovernmental Transfer

	IME
	Indirect Medical Education

	IMW
	Income Maintenance Worker (referred to as Eligibility Worker in some states)

	Iowa Plan
	The Iowa Plan for Behavioral Health (Iowa Plan) is Iowa’s statewide, managed Behavioral Health plan for mental health and substance abuse treatment services.

	I&SS
	Implementation and Support Services

	ISIS
	Individualized Service Information System

	ITE
	Information Technology Enterprise

	JCAHO
	Joint Commission on Accreditation of Healthcare Organizations

	LAN
	Local Area Network

	LI or Lock-In
	A special program administered by DHS for Medicaid members who have “over utilized” Medicaid services.  These individuals are issued a special identification card and assigned to a select group of “Lock-In” providers to control claims.

	Log Letter
	A log letter process is used to track resolution of changes and issues related to the contractual agreement between the Fiscal Agent and DHS, changes in procedures, manual processes, staffing requests and other issues not handled under the Change Service Request process.

	LOS
	Length of Stay

	LSO
	Limited Service Organization

	LTC
	Long Term Care

	MAC
	Maximum Allowable Cost; e.g., Federal MAC or State MAC

	MAR or MARS
	Management and Administrative Reporting (MAR) Subsystem

	MCO
	Managed Care Organization.  Iowa defines both HMOs and MediPASS Providers as being MCOs

	MD
	Doctor of Medicine

	MDS
	Minimum Data Set

	Medically Needy
	The Medically Needy program provides medical assistance to individuals who meet the categorical but not the financial criteria for Medicaid eligibility.  Medically Needy eligibles may be responsible for a portion of their medical expenses. This is referred to as “spenddown”.

	Medicare Buy-In
	Premium Payments made by DHS to CMS on behalf of Iowa Medicaid members that are determined to be Medicare eligible.

	MediPASS
	Medicaid Patient Access to Service System.  This is Iowa’s PCCM program.

	MEPD
	Medicaid for Employed People with Disabilities

	MEVS
	Medicaid Eligibility Verification System

	MPFCU
	Medicaid Provider Fraud Control Unit; The Iowa business unit responsible for conducting Federally-required Medicaid Provider Fraud Control Unit (MPFCU) activities as well as State-sponsored member (recipient) fraud control activities

	MHC
	Managed Health Care 

	MHCAC
	Managed Health Care Advisory Committee

	MMIS
	Medicaid Management Information System, also referred to as “Core MMIS”

	MQC
	Medicaid Quality Control program.

	MR
	Mentally Retarded (developmentally disabled)

	MSIS
	Medicaid Statistical Information System

	NABP
	National Association of Boards of Pharmacy

	NCQA
	National Committee for Quality Assurance

	NDC
	National Drug Code

	NF
	Nursing Facility

	NF-MI
	Nursing Facility for the Mentally Ill; Iowa Medicaid also separately designates Specialty Nursing Facilities for the Mentally Ill as “Specialty NF-MI”

	NIPS
	Non-Inpatient Services

	NOD
	Notice of Decision

	NPI
	National Provider Identifier number

	OIG
	Office of the Inspector General; the Federal authority for identifying and investigating instances of fraud and abuse for State Medicaid programs

	Online
	Accessible via a computer system or computer network

	Operations Phase
	If applicable, the Operations Phase of the contract refers to the contract phase in which the contractors awarded contracts by this RFP will assume and maintain live operation of a Medicaid function from a current contractor or the State.  In the event that a current contractor is awarded a contract whose function they are already providing, the Operations Phase then refers to the point where newly implemented enhancements, services, or features begin operation.

	PA
	Prior Authorization

	Pay and Chase
	Pay and Chase is the term used by Iowa Medicaid to identify the portion of funds paid to a provider for member services that are recoverable from liable third parties.  

	PC
	Personal Computer

	PCCM
	Primary Care Case Management.  Providers are paid on a fee-for-service basis, with an addition premium paid for care management.  Iowa’s version of PCCM is MediPASS.

	PDD
	Procedure, Drug, and Diagnosis

	PDDDA
	Procedure, Drug, Diagnosis, DRG and APG file

	PMIC
	Psychiatric Medical Institutions for Children

	PMF
	Provider Master File

	POS
	Point-Of-Sale

	PRO
	Peer Review Organization

	Pro-DUR
	Prospective Drug Utilization Review

	QA/UR
	Quality Assurance/Utilization Review

	QDWP
	Qualified Disabled Working Person

	QIO
	Quality Improvement Organization

	QMB
	Qualified Medicare Beneficiary

	RA
	Remittance Advice

	RBRVS
	Resource-Based Relative Value Scale

	RCF
	Residential Care Facility

	RCF/MR
	Residential Care Facility for the Mentally Retarded

	REOMB
	Recipient Explanation Of Medicaid Benefit.  See also EOB.

	Retro-DUR
	Retrospective Drug Utilization Review

	REVS
	Recipient Eligibility Verification System

	RFP
	Request for Proposal

	RHC
	Rural Health Clinic

	RTS
	Rehabilitative Treatment Services

	RVS
	Relative Value Scale (or Schedule)

	SCHIP
	State Children’s Health Insurance Program

	SDX
	State Data Exchange

	SID
	State I.D. number

	SIQ
	Supplemental Insurance Questionnaire

	SLIMB or SLMB
	Specified Low-Income Medicare Beneficiary

	SLTF
	Senior Living Trust Fund

	SNF
	Skilled Nursing Facility

	SQL
	Structured (or System) Query Language

	Spenddown
	When individuals receive too much income to qualify for Medicaid, the amount of excess income can be “spent down” in order to qualify.

	SSA
	Social Security Administration

	SSN
	Social Security Number

	STARS
	Services Tracking, Analysis, and Reporting System; STARS is the Iowa Department of Human Services’ present DSS whose functionality is being replaced in this procurement.

	Supplemental DSH
	Supplemental Disproportionate Share Hospitals.  A reimbursement program, in which supplemental payment adjustments are made to qualifying DSH facilities in addition to the standard base payments.  This program was created to further assist hospitals that treat a disproportionate share of Iowa Medicaid and other low-income families.

	Supplemental IME
	Supplemental Indirect Medical Education.  The Balanced Budget Act of 1997 provides for supplemental payment to teaching hospitals for operating indirect medical education (IME) to help cover the increased operating, or patient care, costs that are associated with approved intern and resident programs.

	SUR or SURS
	Surveillance and Utilization Review (SUR) Subsystem

	TAD
	Turnaround Document.  The paper TAD is used to bill for long term care services. It is a preprinted “turnaround” form that is generated each month for members who have a nursing home program code. The TADs are mailed to the institutions and the institutions enter on the TADs any changes that have occurred during the month, sign, and return. 

	TANF
	Temporary Aid for Needy Families

	TCM
	Targeted Case Management

	TCN
	Transaction Control Number.  The transaction control number is used to uniquely identify claims documents.

	Title XIX
	Social Security Act, Title XIX (Title 19).  This Act established Medicaid medical assistance programs.

	Title XVIII
	Social Security Act, Title XVIII (Title 18). Title 18 of the Act, which is entitled Health Insurance for the Aged and Disabled, established Medicare health insurance.

	Title XXI
	Social Security Act, Title XXI (Title 21).  This act provides funds to States, enabling them to initiate and expand the provision of child health assistance to uninsured, low-income children.

	TPA
	Third Party Administrator

	TPL
	Third Party Liability

	Turnover Phase
	If applicable, the Turnover Phase refers to the final phase of the contracts awarded by this RFP, in which the awarded contractor “turns over” operations to a new contractor.

	UB-92
	Universal Billing form 92. The UB-92 is used by institutional and other selected providers to bill for Medicare, Part A type services.

	UPIN
	Universal Provider Identification Number

	UPL
	Upper Payment Limit

	UR
	Utilization Review

	Usual & Customary
	One of Four Reimbursement Methods for Pharmacy.  This refers to the amount that a provider typically bills for a particular drug.

	Waiver Programs
	See HCBS.

	Work Plan
	The Work plan for response to this RFP includes Tasks and Subtasks, Duration, Resources, Milestones/Deliverables, and Target Dates for Milestones/ Deliverables

	X12 270/271
	ANSI ASC X12 270/271 Transaction.  Refers to HIPAA Healthcare Eligibility Benefit Inquiry and Response Transactions

	X12 275
	ANSI ASC X12 275 Transaction.  Refers to HIPAA Claims Attachment Transaction (yet to be finalized and incorporated)

	X12 276/277
	ANSI ASC X12 276/277 Transaction.  Refers to HIPAA Healthcare Claims Status Request and Response Transactions

	X12 278
	ANSI ASC X12 278 Transaction.  Refers to HIPAA Referral Certification and Prior Authorization Requests Transaction

	X12 820
	ANSI ASC X12 820 Transaction.  Refers to HIPAA Premium Payment Transaction

	X12 834
	ANSI ASC X12 834 Transaction.  Refers to HIPAA HMO Enrollment and Disenrollment Transaction

	X12 835
	ANSI ASC X12 835 Transaction.  HIPAA Claims Payment and Remittance Advice Transaction

	X12 837
	ANSI ASC X12 837 Transaction.  Refers to HIPAA Healthcare Claim or Encounter Transaction


10.2 Attachment B: Items in Resource Room / Bidder's Library

10.2.1 MMIS System Documentation

ACS Clearinghouse Interface Design – ASAP Claims Area DSD

Data Element Dictionaries (DEDs) for:

· Recipient Subsystem

· Provider Processing Subsystem

· Claims Processing Subsystem

· Reference Subsystem

· MARS Subsystem

· SURS Subsystem

· EPSDT System

· TPL System

· Detailed System Design (DSD) Documentation for:

· Recipient Subsystem

· Provider Processing Subsystem

· Claims Processing Subsystem (All Volumes)

· Reference Subsystem

· MARS Subsystem

· SURS Subsystem

· EPSDT system

· TPL System

Edit/Audit Descriptions (All Volumes)

Current ACS Point-Of-Sale (POS) System Documentation

Requirements Analysis Documents from ACS’ Start-Up

Mercator Mapping

Title XIX Interface Design

ISIS Interface Design

MMIS “Valid Values Booklet”

10.2.2 Other System Documentation

Current VIPS DSS System (STARS) Documentation

Drug Rebate Program’s System Documentation

Title XIX System Documentation

ISIS System Documentation

10.2.3 Desk Manuals

Case Management

First Data Bank NDC File

First Databank National Drug Data File (NDDF) Users Manual

Drug Rebate User Manuals

Claims Processing Assessment Users Manual

MMIS Subsystem User Manuals:

Recipient Subsystem

Reference Subsystem

Provider Processing Subsystem User Manual

Claims Processing Subsystem (All Volumes)

MARS Subsystem

SURS Subsystem

Online Inquiry System (AVRS/MEVS/REVS)

EPSDT System

Point-Of-Sale System

DSS System

TPL Subsystem

Pricing Manual

Edit/Audit Manual

10.2.4 Procedures Manuals

Adjustment Processing

Attachment Coding

Claims Resolution

Contract Monitoring

Data Entry Procedures Manual

Drug Rebate Procedure Manual

Files Maintenance

Financial

Input/Output Control

Medical Review

Prior Authorization

Provider Relations Procedures Manual

Remote Job Entry

SURS

10.2.5 Provider Information

Provider Manuals – these are online

Provider Agreements

State-specific Claim Forms

Samples of any Claims Adjustments or Claims Attachment Forms

Sample Provider Newsletters/Bulletins

Provider Enrollment Application

10.2.6 Other Documents

Comprehensive Telecommunications Service Agreement

Sample REOMB

10.2.7 Statistics

Previous 3-years’ Enrollment averages; Broken down by various programs and demographics (e.g. PCCM vs. HMO; age groups, etc.); Pull from MARS Reports…

Health Services Claims Volume (Both Electronic and Paper); By Claim Type, etc.

Health Services Claims Dollars

Prior Authorization Requests, Call Volumes, etc.

SURS Statistics (e.g. How Many Providers are being reviewed, timeframes for audits, etc)

Waiver Claims Volume

Waiver Claims Dollars

TPL Recovery Statistics

County Billing Recovery Statistics

REVS/MEVS Volumes

Recipient Call Center Volumes

Provider Call Center Volumes

Average #’s of each Provider Type, # of Provider Enrollments

Volume of Recipient Enrollments

Volume of Medical Review Cases (e.g. Utilization Review, Determination of Medical Necessity, Long-Term Care Assessments, DUR, Case Management)

Anticipated Disease Management Case Volume

EPSDT Workload Statistics

Volumes of Provider File Update Requests, Reference File Update Requests

Drug Rebate Statistics

Any Other Relevant Operational or Workload Statistics

10.3 Attachment C: Iowa Capitol Complex Parking Map


10.4 Attachment D: Bid Proposal Mandatory Requirements Checklist

On the following pages, DHS has provided the template for the Bid Proposal Mandatory Requirements Checklist that is to be submitted with the Technical Proposal portion of Bid Proposals.  Bidders are expected to confirm compliance by typing or printing “Yes” in the “Bidder Check” column.  Upon receipt of Bid Proposals, DHS will confirm compliance by entering “Yes” in the “DHS Check” column.

	Bidder Name:

	Mandatory Reqt #
	Requirement
	Bidder Check
	DHS Check

	1
	Did the Bidder submit a Letter of Intent to Bid by 3:00 p.m., Central Time, on January 15, 2004?
	
	

	2
	Are all Bid Proposal materials being submitted to the Issuing Officer on or before specified submission deadline of March 9, 2004 at 3:00pm, Central Time?
	
	

	3
	Does each Bid Proposal consist of three distinct parts (i.e., Technical Proposal, Cost Proposal, and Company Financial Information)?
	
	

	4
	Is each Bid Proposal sealed in a box (or boxes), with the Cost Proposal and the Company Financial Information portions sealed in separate, labeled envelopes inside the same box(es)?
	
	

	5
	Are packing boxes numbered in the following fashion: 1 of 4, 2 of 4, etc., for each Bid Proposal that consists of multiple boxes?
	
	

	6
	Are all boxes containing bids labeled with the following information?:

· Bidder's Name and Address

· Issuing Officer and Department's Address (Identified by Section 2.1)

· RFP Title (Iowa Medicaid Enterprise Procurement) and RFP Reference Number (MED-04-015)

· RFP Component for which the Bid Proposal is being submitted for consideration (e.g., Core MMIS Contract, Medical Services Contract, et al)
	
	

	7
	Are separate boxes utilized for each Bid Proposal if submitting Bid Proposals for more than one of the nine separate contract awards?
	
	

	8
	Are all Bid Proposal materials printed on 8.5" x 11" paper (two-sided)?
	
	

	9
	Are materials for each Technical Proposal presented in a spiral binder, comb binder, or similar binder separate from the sealed Cost Proposal materials? (Note: Technical Proposals in 3-ring binders will not be accepted.)
	
	

	10
	Are materials for each Cost Proposal presented in a small 3-ring binder, spiral or comb binders, “sliding bar” report cover, or similar binding that allows for easy removal of documents? (NOTE:  This will be determined when Cost Proposals are opened after Technical Proposals have been evaluated.)
	
	

	11
	Are materials for each Company Financial Information presented in small 3-ring binder, spiral or comb binders, “sliding bar” report cover, or similar binding that allows for easy removal of documents? (NOTE:  This will be determined when Company Financial Information volumes are opened for the financial viability screening.)
	
	

	12
	Is one (1) “sanitized” copy of Bid Proposal materials being submitted if any Bid Proposal information is designated as confidential? (Note: Bidders cannot designate their entire proposal as confidential or proprietary.)
	
	

	13
	Does each Bid Proposal package include one (1) original, eight (8) copies, and one (1) sanitized copy (if applicable) of the Technical Proposal in a separate binder (or set of binders)?  Are the original, copies, and sanitized copy correctly marked?
	
	

	14
	Does each Cost Proposal package 1 original, 8 Copies, and 1 Sanitized Copy of Cost Proposal (in Separate, Sealed Envelopes)? Are the original, copies, and sanitized copy correctly marked? (NOTE:  This will be determined when Cost Proposals are opened after Technical Proposals have been evaluated.)
	
	

	15
	Does each Company Financial Information package contain 1 original of Company Financial Information (in a Separate Sealed Envelope)? (NOTE:  This will be determined when Company Financial Information volumes are opened for the financial viability screening.)
	
	

	16
	Are all Bid Proposals also being submitted on CD Rom (2 CD-Rom copies per Bid Proposal). 
	
	

	17
	Does each submitted CD-Rom contain one full version of each Bid Proposal part and one “sanitized” version of each bid proposal part?
	
	

	18
	Are all electronic files in PDF format or Microsoft Word 2000 format?
	
	

	19
	Are all electronic files individually identified by Component Name, Bid Proposal part, and version?


	
	

	
	TECHNICAL PROPOSAL CONTENTS


	
	

	20
	Does each Technical Proposal consist of the following sections separated by tabs with associated documents and responses presented in the following order?:

· Table of Contents (Tab 1)

· Transmittal Letter (Tab 2)

· Requirements Checklists and Cross-References (Tab 3)

· Executive Summary / Introduction (Tab 4)

· Understanding of the Iowa Medicaid Enterprise Procurement Project (Tab 5)

· Services Overview (Tab 6)

· General Requirements (Tab 7)

· Start-Up Activities (Tab 8)

· Operational Requirements (Tab 9)

· Project Management Planning (Tab 10)

· Corporate Organization, Experience, and Qualifications (Tab 11)

· Certifications and Guarantees by the Bidder (Tab 12)
	
	

	21
	Does the Table of Contents in Tab 1 of the Technical Proposal identify all Sections, Subsection(s), and corresponding page numbers?
	
	

	22
	Does the Transmittal Letter in Tab 2 include the following?:
	
	

	
	· A signature by an person authorized to legally bind the bidder
	
	

	
	· Print on official business letterhead
	
	

	
	· The bidder’s mailing address
	
	

	
	· Electronic mail address, fax number, and telephone number for both the authorized signer and the point of contact designated by the bidder
	
	

	
	· A statement indicating that the bidder is a corporation or other legal entity. 
· Identification of all subcontractors
· A statement indicating the exact amount of work to be done by the prime contractor [not less than sixty percent (60%)] and each subcontractor, as measured by percentage of total contract price. 
	
	

	
	· A statement confirming that the bidder is registered to do business in Iowa
· The corporate charter number of the prime contractor
· Assurances that any subcontractor proposed is also licensed to work in Iowa
	
	

	
	· A statement identifying the bidder's Federal Tax Identification Number
	
	

	
	· A statement that the bidder will comply with all Contract Terms and Conditions as indicated by Section 9 of this RFP 
	
	

	
	· A statement that no attempt has been made or will be made by the bidder to induce any other person or firm to submit or not to submit a proposal
	
	

	
	· A statement of affirmative action that the bidder does not discriminate in its employment practices with regard to race, color, religion, age (except as provided by law), sex, marital status, political affiliation, national origin, or handicap
	
	

	
	· A statement that no cost or pricing information has been included in the transmittal letter or the Technical Proposal
	
	

	
	· A statement identifying all amendments to this RFP issued by the state and have been received by the bidder. (If no amendments have been received, a statement to that effect shall be included)
	
	

	
	· A statement that the bidder certifies in connection with this procurement that:

a) 
The prices proposed have been arrived at independently, without consultation, communication, or agreement, as to any matter relating to such prices with any other bidder or with any competitor for the purpose of restricting competition; and

b)
Unless otherwise required by law, the prices quoted have not been knowingly disclosed by the bidder prior to award, directly or indirectly, to any other bidder or to any competitor
	
	

	
	· 
A statement that the person signing this proposal certifies that he/she is the person in the bidder's organization responsible for, or authorized to make, decisions regarding the prices quoted and that he/she has not participated, and will not participate, in any action contrary to item 11 above
	
	

	
	· Is a statement from each proposed subcontractor appended to the transmittal letter signed by an individual authorized to legally bind the subcontractor stating: 

a.) The general scope of work to be performed by the subcontractor

b.) The subcontractor's willingness to perform the work indicated

c.) The subcontractor's assertion that it does not discriminate in employment practices with regard to race, color, religion, age (except as provided by law), sex marital status, political affiliation, national origin, or handicap
	
	

	
	· Identification of any request for confidential treatment of information, in addition to the specific statutory basis supporting the request and an explanation why disclosure of the information is not in the best interest of the public. 
	
	

	
	· The name, address and telephone number of the individual authorized to respond to the Department about the confidential nature of the information (if applicable)
	
	

	23
	Is a completed copy of the Mandatory Requirements Checklist included in Tab 3?
	
	

	24
	Is a General Requirements Cross Reference in Tab 3 included for each Technical Proposal under consideration, based upon the sample provided by Attachment E as specified in RFP Section 7.2.3.2?
	
	

	25
	Is an Operational Requirements Cross Reference in Tab 3 included for each Technical Proposal under consideration, based upon the sample provided by Attachment E as specified in RFP Section 7.2.3.3?
	
	

	26
	Are requirements numbers listed above the paragraph or set of paragraphs for all addressed requirements in?
	
	

	27
	Does information in Tab 12 include the following?:
	
	

	
	· A signed copy Attachment F which authorizes the release of information to the Department
	
	

	
	· A signed copy Attachment G, which certifies that the bidder is not presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from covered transactions by any federal, department or agency
	
	

	
	· A signed copy of Attachment H, which certifies that the Bid Proposal was developed independently, and also certifies that no relationship exists or will exist during the contract period between the bidder and the Department that interferes with fair competition or is a conflict of interest. 
	
	

	
	· A signed copy of Attachment I, which certifies that the contents of the Bid Proposal are true and accurate
	
	

	
	· A signed copy of Attachment J, which certifies that the bidder has sufficient available resources to provide the services proposed in the Bid Proposal.
	
	

	
	· A statement that stipulates that, with the submitted Bid Proposal, the bidder acknowledges the acceptance of all terms and conditions stated in the RFP. (If the bidder objects to any term or condition, a specific reference to the RFP page, section, paragraph, and line number(s) must be made. Objections or responses that materially alter the RFP shall be deemed non-responsive and disqualify the bidder.)
	
	

	
	· A written guarantee regarding the availability of the services offered and that all Bid Proposal terms, including price, will remain firm for at least 120 days after the date set for completion of contract negotiations and execution of the contract.
	
	

	
	COST PROPOSAL CONTENTS


	
	

	28
	Does the Cost Proposal include the following sections?:

· Table of Contents

· Bid Proposal Security

· Pricing Schedules

· Company Financials
	
	

	29
	Does Tab 1 include a Table of Contents of the Cost Proposal? 
	
	

	30
	Does the Table of Contents identify all Sections, Subsections, and corresponding page numbers?
	
	

	31
	Is a Proposal Bid Bond or proposal guarantee in the form of a cashier's check, certified check, bank draft, treasurer’s check, or bond payable to DHS in an amount equal to 5% of the total implementation and operations costs identified by Pricing Schedule A of the Cost Proposal included in Tab 2? 
	
	

	32
	Are photocopies of the Proposal Bid Bond included in Tab 2 in all other copies of the Cost Proposal submitted by the bidder? 
	
	

	33
	If a bond is used, is it issued by a surety licensed to do business in Iowa?
	
	

	34
	Are pricing schedules as specified in the RFP included in Tab 3?
	
	

	
	COMPANY FINANCIAL INFORMATION


	
	

	35
	Does the Company Financial Information include audited financial statements (annual reports) for the last 3 years? 
	
	

	36
	Does the Company Financial Information include at least three (3) financial references (e.g., letters from creditors, letters from banking institutions, Dun & Bradstreet supplier reports,etc.)?
	
	

	37
	Does the Company Financial Information include a description of other contracts or projects currently undertaken by the bidder?
	
	

	38
	Does the Company Financial Information include a summary of any pending or threatened litigation, administrative or regulatory proceedings or similar matters that could affect the ability of the bidder to perform the required services?
	
	

	39
	Does the Company Financial Information include a disclosure of any contracts during the preceding three (3) -year period, in which the bidder or any subcontractor identified in the Bid Proposal has defaulted.  List all such contracts and provide a brief description of the incident, the name of the contract, a contact person and telephone number for the other party to the contract?
	
	

	40
	Does the Company Financial Information include a disclosure of any contracts during the preceding three (3) -year period, in which the bidder or any subcontractor identified in the Bid Proposal has terminated a contract prior to its stated term or has had a contract terminated by the other party prior to its stated term.?
	
	

	41
	Does the Company Financial Information include the company’s five year business plan that would include the award of the State’s contract as part of the work plan?
	
	


10.5 Attachment E: Sample Cross-reference for General Requirements and Operational Requirements

The following table provides a sample of the necessary cross-reference for General and Operational requirements.

	RFP Section and Requirement #
	Location of Response in Bid Proposal

	Section 5.2.2.1.1, Requirement #1
	Section 9.2, Page 130

	Section 5.2.4.1.1, Requirement #7
	Section 9.4, Page 185

	
	


The bidder is expected to produce a similar table with the same column headings.

10.6 Attachment F: Authorization to Release Information

AUTHORIZATION TO RELEASE INFORMATION







 (name of bidder) hereby authorizes any person or entity, public or private, having any information concerning the bidder’s background, including but not limited to its performance history regarding its prior rendering of services similar to those detailed in this RFP, to release such information to the Department.


The bidder acknowledges that it may not agree with the information and opinions given by such person or entity in response to a reference request.  The bidder acknowledges that the information and opinions given by such person or entity may hurt its chances to receive contract awards from the Department or may otherwise hurt its reputation or operations.  The bidder is willing to take that risk.  The bidder agrees to release all persons, entities, the Department, and the State of Iowa from any liability whatsoever that may be incurred in releasing this information or using this information.

Printed Name of Bidder Organization

Signature of Authorized Representative


Date

10.7 Attachment G: Certification Regarding Debarment, Suspension, Ineligibility, and Voluntary Exclusion - Lower Tier Covered Transactions

CERTIFICATION REGARDING DEBARMENT,

SUSPENSION, INELIGIBILITY AND VOLUNTARY

EXCLUSION--LOWER TIER COVERED TRANSACTIONS

By signing and submitting this Proposal, the bidder is providing the certification set out below:


1.
The certification in this clause is a material representation of fact upon which reliance was placed when this transaction was entered into.  If it is later determined that the bidder knowingly rendered an erroneous certification, in addition to other remedies available to the federal government the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.


2.
The bidder shall provide immediate written notice to the person to which this Proposal is submitted if at any time the bidder learns that its certification was erroneous when submitted or had become erroneous by reason of changed circumstances.


3.
The terms covered transaction, debarred, suspended, ineligible, lower tier covered transaction, participant, person, primary covered transaction, principle, proposal, and voluntarily excluded, as used in this clause, have the meaning set out in the Definitions and Coverage sections of rules implementing Executive Order 12549.  You may contact the person to which this Proposal is submitted for assistance in obtaining a copy of those regulations.


4.
The bidder agrees by submitting this Proposal that, should the proposed covered transaction be entered into, it shall not knowingly enter into any lower tier covered transaction with a person who is proposed for debarment under 48 CFR part 9, subpart 9.4, debarred, suspended, declared ineligible, or voluntarily excluded from participation in this covered transaction, unless authorized by the department or agency with which this transaction originated.


5.
The bidder further agrees by submitting this Proposal that it will include this clause titled "Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion--Lower Tier Covered Transaction," without modification, in all lower tier covered transactions and in all solicitations for lower tier covered transactions.


6.
A participant in a covered transaction may rely upon a certification of a prospective participant in a lower tier covered transaction that it is not proposed for debarment under 48 CFR part 9, subpart 9.4, debarred, suspended, ineligible, or voluntarily excluded from covered transactions, unless it knows that the certification is erroneous.  A participant may decide the method and frequency by which it determines the eligibility of its principals.  A participant may, but is not required to, check the List of Parties Excluded from Federal Procurement and Non-procurement Programs.


7.
Nothing contained in the foregoing shall be construed to require establishment of a system of records in order to render in good faith the certification required by this clause.  The knowledge and information of a participant is not required to exceed that which is normally possessed by a prudent person in the ordinary course of business dealings.


8.
Except for transactions authorized under paragraph 4 of these instructions, if a participant in a covered transaction knowingly enters into a lower tier covered transaction with a person who is proposed for debarment under 48 CFR part 9, subpart 9.4, suspended, debarred, ineligible, or voluntarily excluded from participation in this transaction, in addition to other remedies available to the federal government, the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.

CERTIFICATION REGARDING DEBARMENT, 

SUSPENSION, INELIGIBILITY AN VOLUNTARY 

EXCLUSION--LOWER TIER COVERED TRANSACTIONS

(1)
The bidder certifies, by submission of this Proposal, that neither it nor its principals is presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction by any federal department or agency.


(2)
Where the bidder is unable to certify to any of the statements in this certification, such bidder shall attach an explanation to this Proposal.

Signature







Date

Name (Printed)

Title

Name of Bidder Organization

10.8 Attachment H: Certification of Independence and No Conflict of Interest

CERTIFICATION OF INDEPENDENCE AND NO CONFLICT OF INTEREST

By submission of a Bid Proposal, the bidder certifies (and in the case of a joint proposal, each party thereto certifies) that:

· The Bid Proposal has been developed independently, without consultation, communication or agreement with any employee or consultant of the Department who has worked on the development of this RFP, or with any person serving as a member of the evaluation committee;

· The Bid Proposal has been developed independently, without consultation, communication or agreement with any other bidder or parties for the purpose of restricting competition;

· Unless otherwise required by law, the information in the Bid Proposal has not been knowingly disclosed by the bidder and will not knowingly be disclosed prior to the award of the contract, directly or indirectly, to any other bidder;

· No attempt has been made or will be made by the bidder to induce any other bidder to submit or not to submit a Bid Proposal for the purpose of restricting competition;

· No relationship exists or will exist during the contract period between the bidder and the Department that interferes with fair competition or is a conflict of interest.

Name







Date

Title

Name of Bidder Organization

10.9 Attachment I: Proposal Certifications and Declarations

PROPOSAL CERTIFICATION

BIDDERS – SIGN AND SUBMIT CERTIFICATION WITH PROPOSAL.
I certify that I have the authority to bind the bidder indicated below to the specific terms, conditions and technical specifications required in the Department’s Request for Proposals (RFP) and offered in the bidder’s proposal.  I understand that by submitting this Bid Proposal, the bidder indicated below agrees to provide [insert component name] services which meet or exceed the requirements of the Department’s RFP unless noted in the Bid Proposal and at the prices quoted by the bidder.

I certify that the contents of the Bid Proposal are true and accurate and that the bidder has not made any knowingly false statements in the Bid Proposal.

Name







Date

Title

Name of Bidder Organization

10.10 Attachment J: Certification of Available Resources

PROPOSAL CERTIFICATION OF AVAILABLE RESOURCES

BIDDERS – SIGN AND SUBMIT CERTIFICATION WITH PROPOSAL.
I certify that the bidder organization indicated below has sufficient personnel resources available to provide all services proposed by this Bid Proposal.  I duly certify that these personnel resources for the contract awarded will be available on and after July 1, 2004.

In the event that we, the bidder, have bid more than one component contract specified by this RFP, my signature below also certifies that the personnel bid for this component Bid Proposal are not personnel for any other component Bid Proposal.  If my organization is awarded more than one component, I understand that the State may agree to shared resource allocation if the bidder can prove feasibility of shared resource.

Name







Date

Title

Name of Bidder Organization

10.11 Attachment K: Pricing Schedules for Cost Proposal

10.11.1 Pricing Schedules 1a and 1b – Composite Pricing Schedule for Individual Bid Proposal

For Pricing Schedules 1a and 1b, provided on the following page(s), bidders will present composite costs for services in both the Implementation Phase and Operations Phase of the anticipated contract for the RFP component under consideration.  Proposed total Operations Phase costs for each year of the contract’s base years will be represented as shown.

The Cost Proposal Evaluation Committee will use the proposed total Operations Phase costs for each year to calculate a monthly Net Present Value (NPV) of the Operational Phase costs over the three (3)- or five (5)- year base contract for the respective services.  Monthly NPVs for each Fiscal Year will be combined to produce a total NPV for the bidder’s proposed Operations Phase costs.  It is the total NPV of Operations Phase costs that will be evaluated as seventy percent (70%) of the available Cost Proposal points.

In addition to these Costs, the bidder will identify a composite rate for any additional “Change Service Request” or “Time and Materials” work that may or may not be requested by DHS during the course of the awarded contract.

*Bidder’s Note: Bidders need not use the pricing schedule template provided (via “copy and paste” from the electronic document or via photocopy), but the format of the bidder’s Pricing Schedule must be the same as the template provided.
Iowa Medicaid Enterprise Procurement 
Summary Pricing Schedule 1a
MMIS and POS Systems Components
	Component Name
	
	
	
	
	

	
	
	
	
	
	

	Item #
	Line Item Description
	
	
	
	
	
	

	1
	DDI Bid Price
	$

	
	
	
	
	
	
	
	

	
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total

	2
	Operations Price
	$
	$
	$
	$
	$
	$

	
	
	
	
	
	
	
	

	3
	Component Bid Total Fixed Price (Item #1 plus Item #2)
	$

	
	
	
	
	
	
	
	

	4
	CSR Blended Consulting Rate
	$  per Hr.
	
	
	
	
	


Iowa Medicaid Enterprise Procurement 
Summary Pricing Schedule 1b
DW/DS System Component and Professional Services Components, excluding Revenue Collection Component
	Component Name
	
	
	

	
	
	
	

	Item #
	Line Item Description
	
	
	
	

	1
	DDI Bid Price
	$

	
	
	
	
	
	

	
	
	Year 1
	Year 2
	Year 3
	Total

	2
	Operations Price
	$
	$
	$
	$

	
	
	
	
	
	

	3
	Component Bid Total Fixed Price (Item #1 plus Item #2)
	$

	
	
	
	
	
	

	4
	CSR Blended Consulting Rate
	$  per Hr.
	
	
	


Iowa Medicaid Enterprise Procurement 
Summary Pricing Schedule 1c
Revenue Collection Component
	Component Name
	Revenue Collection
	
	

	
	
	
	

	Item #
	Line Item Description
	
	
	
	

	1
	DDI Bid Price
	$

	
	
	
	
	
	

	
	
	Year 1
	Year 2
	Year 3
	Total

	2
	Operations Price
	$
	$
	$
	$

	
	
	
	
	
	

	3
	Component Bid Total Fixed Price (Item #1 plus Item #2)
	$

	
	
	
	
	
	

	4
	Estate Recovery (Contingency Fee Percentage)
	%
	
	
	

	5
	CSR Blended Consulting Rate
	$  per Hr.
	
	
	


10.11.2 Pricing Schedule 2 – Pricing Detail of DDI Costs

For Pricing Schedule 2, bidders will present a pricing detail of the fixed DDI cost represented as Item #1 in Pricing Schedule 1.  DHS has provided some standard line item categories, but the bidder can identify additional line item categories under the section of Pricing Schedule 2 that is labeled “Other Costs”.

Since the successful bidder will be paid “per deliverable” during the Implementation Phase of the contract, it is expected that the successful bidder will propose “per deliverable” prices during contract negotiation.  The total of all “per deliverable” prices will equal the total proposed DDI cost and each “per deliverable” price will already factor in all related costs and overhead (e.g., Salaries & Benefits, Temporary Office Space, Computer Resource, Travel, Administrative Overhead, etc.).

*Bidder’s Note: Bidders need not use the pricing schedule template provided (via “copy and paste” from the electronic document or via photocopy), but the format of the bidder’s Pricing Schedule must be the same as the template provided.
Iowa Medicaid Enterprise Procurement 
Pricing Schedule 2: Pricing Detail, DDI Costs
All Iowa Medicaid Enterprise Components
	Item #
	Line Item Description
	Fixed Price

	1
	Salaries and Benefits
	$

	2
	Temporary Office Space
	

	3
	Computer, Software, and Equipment Resources (i.e., items not provided by the State)
	$

	4
	Travel
	$

	5
	Administrative Overhead
	$

	6
	Other Costs (Itemized in the following rows)
	$

	
	
	$

	
	
	

	
	
	

	
	
	

	
	
	$

	
	
	$

	
	
	$

	
	
	$

	
	GRAND TOTAL
	$


10.11.3 Pricing Schedules 3a, 3b, and 3c – Breakdown of Operations Phase Costs

Pricing Schedules 3a, 3b, and 3c provide templates to show the breakdown of the bidder’s proposed Operations Phase costs.  The figures represented in the row labeled “Grand Total” shall be the same figures that are represented as Item #2 (“Operations Price”) in Pricing Schedule 1.  DHS has provided some standard line item categories, but the bidder can identify additional line item categories under the section of Pricing Schedule 3 that is labeled “Other Costs”.  As mentioned in Sections 8.5 and 10.11.1 above, the Cost Proposal Evaluation Committee will use the proposed total Operations Phase costs for each year to calculate a monthly Net Present Value (NPV) of the Operational Phase costs over the three (3)- or five (5)- year base contract for the respective services.  Monthly NPVs for each Fiscal Year will be combined to produce a total NPV for the bidder’s proposed Operations Phase costs.  For all RFP components except the Revenue Collection component, it is the total NPV of Operations Phase costs that will be evaluated as seventy percent (70%) of the available Cost Proposal points.

For the Revenue Collection component, part of the cost of operations will be based on a contingency fee percentage for Estate Recovery and part will be fixed-fee contract costs for all other Revenue Collection functions.  As such, DHS has allocated the Cost Proposal points for the Revenue Collection component in the following manner:

· DDI Costs



=
20% of Total Cost Proposal Points

· NPV of Operations Phase Costs
for all Revenue Collection activities
=
45% of Total Cost Proposal Points
excluding Estate Recovery

· Percent (%) Contingency Fee
=
25% of Total Cost Proposal Points
for Estate Recovery

· Blended Consulting or 

=
10% of Total Cost Proposal Points
Change Service Request Rate

Pricing Schedule 4a is to be used for the Core MMIS and POS components.  Pricing Schedule 4b is to be used for the DW/DS, Medical Services, Provider Services, Member Services, SURS Analysis & Provider Audit, and Provider Cost Audit & Rate Setting components.  Pricing Schedule 4c is to be used for the Revenue Collection component.

*Bidder’s Note: Bidders need not use the pricing schedule template provided (via “copy and paste” from the electronic document or via photocopy), but the format of the bidder’s Pricing Schedule must be the same as the template provided.

Iowa Medicaid Enterprise Procurement 
Pricing Schedule 3a
MMIS and POS System Components
	Item #
	Line Item Description
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total

	1
	Salaries and Benefits
	$
	$
	$
	$
	$
	$

	2
	Computer, Software, and Equipment Resources (i.e., items not provided by the State)
	$
	$
	$
	$
	$
	$

	3
	Travel
	$
	$
	$
	$
	$
	$

	4
	Administrative Overhead
	$
	$
	$
	$
	$
	$

	5
	Other Costs (Itemized in the following rows)
	$
	$
	$
	$
	$
	$

	
	
	$
	$
	$
	$
	$
	$

	
	
	$
	$
	$
	$
	$
	$

	
	
	$
	$
	$
	$
	$
	$

	
	
	$
	$
	$
	$
	$
	$

	
	
	$
	$
	$
	$
	$
	$

	
	GRAND TOTAL
	$
	$
	$
	$
	$
	$


Iowa Medicaid Enterprise Procurement 
Pricing Schedule 3b
DW/DS System Component and Professional Services Components, excluding Revenue Collection Component
	Item #
	Line Item Description
	Year 1
	Year 2
	Year 3
	Total

	1
	Salaries and Benefits
	$
	$
	$
	$

	2
	Computer, Software, and Equipment Resources (i.e., items not provided by the State)
	$
	$
	$
	$

	3
	Travel
	$
	$
	$
	$

	4
	Administrative Overhead
	$
	$
	$
	$

	5
	Other Costs (Itemized in the following rows)
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	GRAND TOTAL
	$
	$
	$
	$


Iowa Medicaid Enterprise Procurement
Pricing Schedule 3c
Revenue Collection Component
	Item #
	Line Item Description
	Year 1
	Year 2
	Year 3
	Total

	1
	Salaries and Benefits
	$
	$
	$
	$

	2
	Computer, Software, and Equipment Resources (i.e., items not provided by the State)
	$
	$
	$
	$

	3
	Travel
	$
	$
	$
	$

	4
	Administrative Overhead
	$
	$
	$
	$

	5
	Other Costs (Itemized in the following rows)
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	
	$
	$
	$
	$

	
	GRAND TOTAL
	$
	$
	$
	$


	Estate Recovery 
(Contingency Fee Percentage)
	%


10.11.4 Pricing Schedule 4 – Call Center Costs

For Pricing Schedule 4, bidders who are responsible for providing call center services will present a pricing detail of the costs of providing these services to meet the performance requirements of the call center function.  The bidder will identify the number of trunk lines they anticipate will be required and the cost of any software needed to meet the required service level of eighty percent (80%).  This pricing schedule will not be evaluated, but will be reviewed for informational purposes only.

*Bidder’s Note: Bidders need not use the pricing schedule template provided (via “copy and paste” from the electronic document or via photocopy), but the format of the bidder’s Pricing Schedule must be the same as the template provided.

Iowa Medicaid Enterprise Procurement 
Pricing Schedule 4: Call Center Costs
	Component:

	
	Description
	Number 
	Cost

	1
	Trunk Lines
	
	$

	
	
	
	

	
	Description


	Cost
	

	2
	Software (Describe)
	
	

	
	
	$
	

	
	
	$
	

	
	Total Cost of Software
	
	$


10.12 Attachment L: Existing State System Architecture, Hardware, and Software Environment

Contractors shall comply with the Department’s Architecture, Platform Requirements, and LAN and Development Team Standards.  Additional information on the Mainframe and Data Warehouse Environments are also provided.

10.12.1 Infrastructure

The Department’s Enterprise Network is comprised of a Wide Area Network (WAN) at T1 speed, frame relay provided by the Iowa Communications Network (ICN); a Metro Area Network (MAN), at 155Mbps speed, known as the Capital Complex ATM. Over one hundred and thirty Local Area Networks (LAN) are located throughout all counties in the State of Iowa.  All LANs are 10 Mbps, 100Mbps or 1Gbps Ethernet backbones using hubs or switches in a STAR configuration.

Additional connectivity is provided to authorize users of the DHS Enterprise Network through Cisco Remote Access Services (RAS) on four-eight 56Kbps dial-up lines.

The Network Operating System (NOS) is Windows NT having TCP/IP as the primary network protocol.  Domain Name Service (DNS) is utilized for Host Name resolution and Windows Internet Name Service (WINS) for Net BIOS Name resolution.  Desktops and workstations utilize Windows 95 or Windows NT for an operating system (OS).

The network is a TCP/IP network running almost exclusively Microsoft products including Operating Systems (NT), Desktops (95), and Applications Microsoft (Exchange, SQL, IIS, IE, middle-ware, Office 97, SMS, Exchange, etc.). Non Microsoft software includes Eastman’s Document Management Workflow (Imaging), Attachmate’s EXTRA! (T3270) version 6.5,  and Sybase’s PowerDesigner, Compuware’s QA Center, EcoTools, NuMega and Xpediter.

10.12.2 Architecture

The enterprise network consists of a SQL database farm used for our main data storage and application server environment.  The SQL farms consist of Microsoft 6.5 and SQL 7.0 servers with a duplicate test environment. The enterprise network also contains Internet and Intranet web servers, middle-ware servers, and FTP servers.  The web servers run Microsoft IIS 4.0 and support n-tier applications developed with Microsoft FrontPage and Microsoft Visual InterDev.  All web-related applications are developed, tested, and published from our web development and staging server.  Production SQL, Internet and Intranet servers each consist of dual servers that are mirrored for load balancing and high availability.

The Attachmate Personal Client Version 6.5 product is used to interface with the State’s IBM mainframe system hosting major CICS, IDMS and VSAM applications.

10.12.3 Teams and Standards

The Department’s Data Management is also comprised of several Client Server / Mainframe development teams, each with a set of development standards in addition to DHS LAN standards. 

10.12.4 ITE Mainframe Environment

Processor Z800 2066 model 0A2 (259 MIPS)

· Virtual 3390 DASD on Shark 2105 (1.2 terabytes)

· UPS with generator backup

· Online Prime Time 7am to 5pm: Batch window 5pm to 7am

Operating System Z/OS 1.4 installed in production April 2003

(Estimated upgrade required in 2005)
· JES3 for Z/OS 1.4

· RACF Security Server for Z/os 1.4

· VTAM and TCPIP  - IBM Communication Server for Z/OS 1.4

· CICS Transaction Server 1.3

· MQ Series 2.1

· CA-IDMS 14.1 database  (*Note: no IMS, no DB2)

· JES3 Batch networking (*Note: no other job scheduler)

· Application Development

Programming Languages 

Language Environment Runtime

Cobol for OS390 2.1 

Assembler

ADSO

Group1 mailing software

Compuware Development tools

FileAid

AbendAid

Xpediter for TSO

Xpediter for CICS

Xchange

Computer Associate products

Panvalet

View/Deliver

· Tape/Cartridge environment

CA1 (TMS)

STK Automated Silos with 9840, 3490, and 3480 drives

· Xerox Printers and IBM 6400

Micr and highlight Color

XPAF and PSF software

10.12.5 DHS Data Warehouse Logical Network Diagram

Figure 4 below present the Logical Network Diagram for existing and planned elements of the DHS Data Warehouse.  

Figure 3: DHS Data Warehouse Logical Network Diagram
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The following information offers descriptive notes on the DHS Data Warehouse.

1. The network shown is a logical diagram.  ITE maintains several firewall-protected subnets.  

2. Each of the server boxes inside a depicted subnet refers to a logical server capability that may be one or more physical servers.

3. Existing Servers – Shared Services SQL 2000 Data Warehouse Environment

a. Within the Production database zone there is a Compaq DL 380 staging server with 6- 36GB, 10,000 rpm disk drives in two logical disk arrays.  

i. Array one is a 2-drive mirror with holding the operating system and SQL Server 2000.  SQL Server developer edition is loaded on the staging server.

ii. Drive two is a 4-drive stripped mirror for data.

iii. The staging server is connect to the Shark Storage Area Network (SAN).  Established SAN capacity is currently 130 gigabytes and expandable.

b. The production server is a 2-processor blade in a Compaq blade cabinet.  

i. The server has 2- 36GB, 10,000 rpm disks in a mirror configuration containing the operating system and SQL Server 2000.  SQL Server 2000 Enterprise Edition is loaded on the production server.

ii. The server is connected to the SAN with 65 gigabyte capacity and expandable.

c. The user network houses a Terminal Services Server with SQL Server 2000 Enterprise Manager.

i. This is the primary connection method for DBA’s and DBO’s.  However, DBA’s can be connected directly to the staging and production server.

ii. The Terminal Services Server connects to both the staging and production server.  It has SQL Server 2000 Enterprise Manager loaded.  Individuals can use all the features of Enterprise Manager.  Individual (or local) DTS packages normally run on an individuals workstation are run on this server to provide higher performance and increase the security of the databases by minimizing the number of workstation-to-server conduits created in the database subnet firewall.

d. The FTP/File server is a logical capability established on the staging server.

4. Planned for MMIS

a. Creation of a firewall protected DHS Decision Support Subnet within ITE similar to the existing production database subnet.

b. Movement of the existing staging server or acquisition of a comparable server for data staging.  This server will be configured with SQL Server developer edition.  Instances may or may not be created if addition security segregation of existing DHS data warehouse databases is required.  Not anticipated at this time.

c. Movement of the production SQL Server 2000 server to the DHS DSS subnet.  This server will be configured similarly to as it is.  It will be SAN connected with storage capacity as needed.  SQL Server 2000 Enterprise Edition will be used.  Instances may be created to support additional security for data marts if determined necessary.

d. FTP/File server will be either a logical capability on the staging server or will be a separate blade added to the existing Compaq blade cabinet and connected to the SAN.

5. Types of DHS DSS users

a. DBA/DBO.  These individuals will be granted access through both the Terminal Services Server and those specified will have direct connectivity with either/both the staging server and/or the production server.

b. Web Developers.  These individuals will have access through two mechanisms.

i. Via ODBC for web development.

ii. Via Terminal Services Server for query development (if necessary).

c. Query Direct.  It is anticipated that some DHS employees will need to use Query Analyzer and Analysis Services (SQL Server 2000 query tools).  These individuals will connect either via ODBC or via the Terminal Services Server.  For highly trained analysts, direct connection can be provided to the database(s) servers with read-only DBA rights (as determined by DHS).

d. Web Users.  The primary DHS data warehouse interface is via ASP and visual basic applications.  These users will continue to access the database via web programming.

e. Business Objects.

i. Power Users.  These individuals will have access to all the Business Objects features necessary for them to accomplish their work assignments.  The connectivity will be through ZABO (Zero Administration Business Objects) client or through the desktop reporter.

ii. Report Users.  These individuals will access Business Objects reports via the ZABO client.

iii. Developers.  These individuals will have access through Designer, Desktop Reporter, and ZABO client along with ODBC connectivity and direct query capability via Query Analyzer or through the Terminal Services Server.

6. Current Query Tools

a. Business Objects

b. ASP pages on an IIS server with custom programming
c. Direct query through Query Analyzer
d. Any ODBC software can be supported
e. SPSS
10.13 Attachment M: Iowa Medicaid Workload Statistics

	Statistic
	SFY 1999 Actual
	SFY 2000 Actual
	SFY 2001 Actual
	SFY 2002 Actual
	SFY 2003 Actual

	Total Pharmacy Services Claims
	4,814,157
	4,968,544
	5,281,260
	5,811,725
	6,522,268

	Total Pharmacy Services Expenditures (including product costs and dispensing fees)
	 $ 166,253,269.00 
	 $ 188,858,062.00 
	 $ 223,061,474.00 
	 $ 264,567,484.00 
	 $ 323,914,928.00 

	Total Other Medical Services Claims
	10,217,123
	9,824,166
	10,088,509
	11,196,595
	12,212,356

	Total Other Medical Services Expenditures
	 $   1,185,719,039 
	 $   1,297,694,623 
	 $   1,420,756,289 
	 $   1,568,743,574 
	 $   1,683,911,387 

	Total HMO Encounters
	                996,712 
	             1,006,780 
	             1,016,950 
	             1,040,763 
	 749,551* 

	Average Monthly Volume of Pharmacy Prior Authorizations
	                    5,989 
	                    6,389 
	                    6,523 
	                    6,958 
	                    6,564 

	Average Monthly Volume of Other Medical Prior Authorizations
	                       818 
	                       786 
	                       899 
	                       772 
	                       862 

	Annual Unduplicated Eligible Count
	295,491
	298,503
	307,383
	333,353
	354,894

	Average Monthly Caseload of Eligibles
	                208,061 
	                208,625 
	                220,116 
	                245,781 
	                263,690 

	Average Monthly Enrollment in MediPASS
	                  43,800 
	                  46,502 
	                  46,330 
	                  59,344 
	                  68,477 

	Average Monthly Enrollment in HMO Managed Care
	                  46,231 
	                  46,118 
	                  53,013 
	                  58,687 
	                  60,968 

	Average Monthly Enrollment in Iowa Plan
	                174,478 
	                180,566 
	                193,744 
	                219,077 
	                236,893 

	Average Monthly Provider Enrollment
	57,748
	54,850
	53,561
	52,208
	46,579

	Average Monthly Provider Applications
	Not Available
	421
	518
	533
	678

	Average Monthly Provider Services Hotline Call Volumes
	                  65,278 
	                  56,064 
	                  61,834 
	                  37,606 
	                  49,983 

	Average Monthly Managed Care Hotline Call Volumes
	                    4,236 
	                    4,334 
	                    5,140 
	                    5,475 
	                    6,542 

	Average Monthly REVS/MEVS Inquiry Volumes
	                  94,760 
	                101,970 
	                106,090 
	                112,270 
	                120,510 

	Annual SURS Desk Audits
	                       243 
	                       182 
	                         35 
	                         46 
	                         26 

	Annual SURS Field Audits
	                           2 
	                           5 
	                           2 
	                           1 
	                          -   

	Annual Provider Cost Audits
	                    1,004 
	                    1,251 
	                    1,273 
	                    1,294 
	                    1,309 

	Average Volume of Eligibles with Third-Party Coverage
	                  55,801 
	                  57,967 
	                  67,535 
	                  66,086 
	                  67,557 

	Annual Current TPL Recovery Dollars
	$2,507,332.39
	$4,820,444.24
	$6,356,831.14
	$8,951,878.67
	$9,489,522.01

	Annual Retro TPL Recovery
	$1,270,084.32
	$1,495,014.50
	$1,082,204.41
	$1,593,907.44
	$3,144,613.80

	Annual Estate Recovery and Miller Trust Recovery Dollars
	$5,123,207.92
	$7,160,845.42
	$7,856,169.58
	$11,280,673.42
	$10,574,024.17

	Annual Provider Overpayment Recovery
	$98,637.92
	$270,905.44
	$181,371.52
	$124,853.19
	$136,814.28

	
	
	
	
	
	

	*not all 03 Encounter Data submitted.
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Milestone Description�

�
Install MMIS at 
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�
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�
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Core MMIS Contractor 
Begins Operations Phase�

�
POS Contractor Begins 
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�
Parallel Test and 
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�
Contractor Project 
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�
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�
DHS Approves System Designs�

�
Notice of Intent 
to Award Contracts�
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Contract Negotiations
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�
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of Contracts�
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Bid Proposals Due�

�
Data Warehouse / 
Decision Support 
Testing�

�
Approve Data Integration 
and System Interfaces�

�
Medical Services Contractor 
Begins Operations Phase�

�
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Provider Services Contractor 
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�
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of All System Interfaces�

�
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�
DDI for POS System & 
Data Warehouse /
 Decision Support Begins�

�
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Medicaid Enterprise Facility�
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