Iowa Department of Human Services
Contract No. MED-04-034-A


Attachment 5

1.0

General Requirements For All Professional Services Components

It is DHS’s intent to move 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 Iowa Medicaid Enterprise administration.  All component contractors must coordinate and cooperate with other component contractors and DHS.  DHS will assume the role of contract monitor for all component contractors. 

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, the Professional Services contractors 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 in RFP MED-04-015.    

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, the Professional Services contractors will obtain the requisite staff with skill at querying Medicaid-related data and preparing reports for Contractor and DHS use.  Each Professional Services Contractor will designate a primary contact for developing queries and requesting assistance from the Data Warehouse contractor.

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 Medical Services Component Contractor.

2.0

Staffing Requirements

DHS will require minimum standards for essential named staff for the Iowa Medicaid Enterprise. DHS is only requiring a few key positions to be named for each component. The staffing requirements for the Medical Services Component of 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 Contractor’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 (6) 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.

2.1

Key Personnel To Be Named

The Contractor shall maintain sufficient staff, with the requisite skills, to meet all Contract requirements and Performance Standards. DHS has listed a limited number of key positions for which the Contractor must identify personnel and provide resumes. In addition the Contractor must provide representative job descriptions for other positions identified in the Contractor’s organization for the Contract. The named positions for the Medical Services Component Contractor, which require identified personnel and current resumes, include the following:

· Account Manager

· Implementation Manager (May be same as Account Manager) 

· Medical Director 

· 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.

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 Medical Services Component.

Table 1: Key Personnel for Medical Services Component

	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 or equivalent relevant experience to the Account Manager.

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 (may be the same as the Account Manager)
	Required:  Five years experience in overall management or major supervisory role in implementation of a major healthcare contract. Bachelor’s degree or equivalent relevant experience to the Account Manager.

Note: Special requirements for implementation manager of the PDL portion include location in Des Moines for the duration of Phase I and must have a bachelor’s degree and previous experience in a similar business environment. In addition they must meet or exceed one or more of the following experience requirements:

·Specialty training or previous experience in Project Management in a large, complex business environment such as a State Medicaid program or Healthcare insurance company.

·Previous experience in the healthcare industry or vendor-based claims and billing.

·Public sector pharmacy benefit administration or pharmacy benefit management experience.

·Previous experience in a large, complex industry or market such as fiscal agent or insurance/payor or plan sponsors.
	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 


2.1.1

Special Staffing Needs 
2.1.1.1

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 professional liability insurance coving the liability of the Contractor for any and all errors and omissions committed by the Contractor, its subcontractors, agents and employees in the performance of the Contract as discussed herein.

2.1.1.2

Job Rotation

The Contractor will 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.

2.1.1.3

Coverage During Vacations for Sensitive Positions

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

2.1.2

DHS Approval of Key Personnel

DHS reserves the right of prior approval for all named key personnel. DHS also reserves the right of prior approval for any replacement of key personnel. DHS will provide the 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.  

2.1.3

Changes to Contractor’s Key Staff

The Contractor may not replace, or alter the number and distribution of Key Personnel without the prior written approval of the DHS Contract Administrator, 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 Contract Administrator 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 Contract Administrator are in place performing the key personnel functions. The Contract Administrator may waive this requirement upon presentation of good cause by the Contractor.

The Contractor will provide the DHS Contract Administrator 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 Contract Administrator with the resume(s) and references of the proposed replacement key personnel. The Contract Administrator will accept or reject the proposed replacement key personnel within ten (10) days of receipt of notice. Upon request, the Contract Administrator will be afforded an opportunity to meet the proposed replacement key personnel in Iowa within the ten (10) day period. The Contract Administrator will not reject proposed replacement key personnel without reasonable cause. The Contract Administrator may waive the 15-day notice requirement when replacement is due to termination, death or resignation of a key employee.

3.0

Temporary Offices during Implementation Phase

The Contractor is expected to establish temporary office in the Des Moines, Iowa metropolitan area.  Temporary office space will be needed between July 1, 2004 and July 1, 2005 while permanent facilities are being secured by DHS.  All costs associated with the temporary offices shall be included in the Contractor’s overall fixed implementation price.  Cost overruns will not be billable to DHS.   Prior to July 1, 2004, it is not necessary for the Contractor to be located in the Des Moines, Iowa metropolitan area.  Costs associated with offices during the implementation time period shall be included in the Contractor’s overall fixed implementation price.  

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, DHS will reimburse applicable leasing fees for time spent in temporary office space after July 1, 2005 upon delivery of a detailed invoice by the Contractor.  Since leasing fees between January 1, 2005 and July 1, 2005 were to have been included in the bidder’s overall fixed implementation price, DHS will not separately reimburse for leasing fees during this implementation period if the Contractor anticipated phasing into the permanent facilities prior to July 1, 2005.

4.0

Permanent Facilities

4.1
State Responsibilities

On or about January 1, 2005, DHS expects to have the permanent facilities for Iowa Medicaid Enterprise staff ready to be occupied.  State staff will be moved to the permanent facilities first, followed by Contractor staff.  DHS expects that all Contractor staff will be phased into the permanent facilities by July 1, 2005.  At no cost to the Contractor, 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)

DHS 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.

4.2

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 beginning June 30, 2005.  By this date, 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 and other State contractors

All outgoing mail will go through the IME mailroom, including regular daily mail and small volume mailings.  For large volume mailings DHS will identify the most cost effective way to print and mail.  The contractor generating the mailing will be responsible for providing a print ready copy of the documents to the printer selected by DHS (i.e., the State print shop or a commercial print shop) via the courier service.  The Core MMIS contractor will be responsible for the small volume mailings and DHS will identify the mailing entity for large volume mailings.  DHS will pay all postage and external entity mailing costs.

4.2.1
Contractor Responsibilities

Contractors will provide the following equipment:

· Proprietary or non- commercially available software (other than the standard commercial packages provided by DHS)

· Personal Workstation Printers

4.3

Contingency Plan

In the event that the Iowa Medicaid Enterprise facility is not available for full occupation by June 30, 2005, 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 for time spent in temporary office space after July 1, 2005 upon delivery of a detailed invoice by the Contractor.  Since leasing fees between January 1, 2005 and July 1, 2005 were to have been included in the bidder’s overall fixed implementation price, DHS will not separately reimburse for leasing fees during this time period if the Contractor anticipated phasing into the permanent facilities prior to July 1, 2005.

4.4

Onsite Expectations

All staff directly associated with the provision of Contract services to the Iowa Medicaid Enterprise will be located at the Iowa Medicaid Enterprise facilities

5.0

General Start-Up Activities for Medical Services Contractors

This phase of the Contract relates to all actions necessary for the implementation of the Iowa Medicaid Enterprise. 
5.1

Planning Task

During this activity the Contractor shall acquire knowledge of the Iowa medical assistance programs and the detailed requirements of the Iowa Medicaid Enterprise.  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. 

5.1.1
Planning Task Activities

The Contractor 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 Project Director.

2.
Establish contractor's temporary office site.

3.
Prepare the implementation plan with approval from the DHS Project Director.

4.
Utilize the DHS-approved project management system for the entire project control and reporting. 
5.1.2
DHS Responsibilities

DHS responsibilities for the Planning Task will be as follows:

1.
Approve Medical Services project staff.

2.
Provide responses to policy questions.

3.
Review and approve Contract deliverables.

4.
Review and approve all plans required as part of the standard Contract.

5.
Review and approve project control and status reporting protocols.

6.
Provide official approval to proceed to the Requirements Analysis activity upon completion of all Planning Task activities.

5.1.3

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.

5.1.4
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

5.2

Development Task

During the Development Task, the Medical Services Contractor will conduct Requirements Confirmation activity to verify all requirements for their component. The Contractor 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.

5.2.1
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. 
5.2.2   DHS Responsibilities

DHS responsibilities for the Requirements Confirmation tasks are:

1.
Provide access to the state Medicaid Plan.

2.
Respond to Contractor inquiries related to program policy.

3.
Provide state resources as agreed to in the implementation plan.

4.
Review draft and final deliverables and provide timely feedback.

5.
Review and approve all deliverables from the Requirements Confirmation task.

5.2.3
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 Project Director, 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.

5.2.4
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 DHS or Contractor action

5.3

System Design Activity

During the Design Task, the Medical Services 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.

5.3.1
DHS 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

5.3.2
Contractor Responsibilities

Contractor responsibilities for the Development tasks are:

1.
Update implementation plan tasks based on information from DHS.

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 Contractor's operation.

6.
Prepare all draft and final deliverables.

7.
Obtain DHS 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.

5.3.3
Deliverables

At a minimum, the following deliverables must be included:

1.
Updated process flow diagrams

2.
Workflow Process Management model.

3.
Draft procedure manuals

5.4

Acceptance Test Task

The system component contractors in RFP MED-04-015 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

All Professional Services 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.

5.4.1
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 (including the Medical Services Contractor) 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.

5.4.2
DHS 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).

5.4.3
Contractor Responsibilities

At a minimum, each Professional Services Contractor (including the Medical 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.

5.4.4
Deliverables

The Professional Services Contractors (including the Medical Services Contractor) must provide the following deliverables, as appropriate to their Enterprise responsibilities, for DHS’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

5.5
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 (including the Medical Services Contractor) 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.

5.5.1
DHS 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.

5.5.2
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 DHS.

5.
Identify, document, and correct any discrepancies.

5.5.3
Deliverables

The deliverables for the Pilot Test are:

1.
Pilot test plan and schedule.

2.
Pilot test results.

5.6

Implementation Task

The Medical Services Contractor 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.

5.6.1
DHS 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.

5.6.2
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.

5.6.3
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

5.7

Operations Task

The operations task is the daily performance of all required activities by the Contractor. The Contractor will need to describe required coordination and safeguards to assure a successful operation of the enterprise MMIS.

6.0

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 
State Responsibilities

The DHS Contract Administrator for the Iowa Medicaid Enterprise is the contact with the Medical Services Contractor and is responsible for all issues related to Contract performance, administration and interpretation.  The DHS Contract Administrator is responsible for the following activities:

1.
Monitor the Contract performance and compliance with Contract terms and conditions.

2.
Assess and invoke damages for Contractor non-compliance.

3.
Develop, with participation from the Contractor, the Report Card of Contractor compliance with performance standards, negotiate reporting requirements and measure compliance

4.
Review and approve component contractors' invoices and supporting documentation for payment of services.

The DHS Project Director for the Iowa Medicaid Enterprise is the 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.
Serve as a liaison between the component contractors and other State users.

2.
Initiate or approve system change orders and operational procedures changes.

3.
Monitor the development and implementation of enhancements and modifications to the system.

4.
Review and approve completion of Iowa Medicaid Enterprise documentation.

5.
Coordinate State and Federal reviews and assessments.

6.2

Contractor Responsibilities

The Contractor is responsible for the following Contract management activities:

1.
Develop, maintain, and provide access to records required by DHS and State and Federal auditor

2.
Provide reports necessary to show compliance with all performance standards and other Contract requirements.

3.
Provide to DHS reports regarding Contractor 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 Contractor 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 DHS.

9.
Provide to DHS weekly progress reports on 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.

6.3

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 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 DHS.

7.0
Performance-Based Contracts and Damages for Medical Services Contractor

The State of Iowa has mandated performance-based contracts. Payment to the contractor is tied to meeting the performance standards identified in this contract.  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. 

7.1

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.

7.2

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 to the State’s assessment for actual or 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.  

7.3

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.

7.3.1
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 in RFP MED-04-015 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 Medical Services Contractors are not responsible for any key system certification requirements.  However, because of the decentralized nature of the Iowa Medicaid Enterprise, the Medical 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 the Medical Services Contractor, DHS may allocate a portion of the loss of Federal funds as actual damages to the responsible Medical Services Contractor. 

The contractor 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 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.

7.3.2
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 RFP MED-04-034 and in RFP MED-04-015.  

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 actual 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 contractor capability to meet this date will be determined by DHS following the conclusion of the MMIS Implementation.

7.3.3
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 the Medical Services contractor or one or more of the other Medicaid Enterprise contractors to process information timely or correctly.  If multiple contractors are involved in compound the error, the Department will apportion liability based on the available audit trail, or at the request and expense of any contractor involved in compounding the error, the Department will agree to submit the issue to binding arbitration and abide by the arbitrator’s decision apportioning liability.   The measure of damages will be 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. 

7.4

Internal Quality Assurance

The Contractor is responsible for monitoring its operations to ensure compliance with DHS specified performance requirements.  A foundation element of the Contractor quality assurance function is 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.

7.4.1

DHS 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.

7.4.2

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 DHS-approved corrective action plan within the time frame negotiated with DHS.

8.
Provide documentation to DHS demonstrating that the corrective action is complete and meets DHS 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.

7.4.3

Performance Standards

The performance standards for the Medical 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.

7.5

Training

The Medical Services Contractor will be responsible for training their staff in the system and operational procedures required to perform the Contractors’ functions under the Contract.  The Contractor will designate a trainer who will train its staff.

Each IME system component contractor will also provide training on its respective system functions and features to DHS staff and Medical Services Contractors’ designated trainers.  The training will include:

· 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

The Medical Services Contractor will provide training materials including training manuals and visual aids.

7.6

Documentation

The Medical Services Contractor 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 eighteen (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 eighteen (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.

7.7

Security and Confidentiality Requirements

The Medical Services 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 Contract 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.

7.8

Transfer of Work Responsibilities

DHS anticipates there will be some transfer of responsibilities from incumbent contractor to the new Contractor.  It is DHS’s intention to have any transfer of responsibility for tasks under this Contract 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. 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 Contractor can be expected to assume responsibility for some volume of unfinished work.  

8.0

Medical Services Component Activities  

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, Long Term Care Assessments 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, Case Management, Prevention/Promotion (EPSDT support), Prior Authorization for Medical and Professional Services, Quality of Care Evaluation for Managed Care participants, Long-Term Care Assessments, and Lock-in.

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 contractor, they will need to receive training from the systems contractor on using their systems. 

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

2. 
Development Task

The development task traditionally refers to the software design and development to support the required tasks. 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 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.  The Medical Services Contractor will also build an interface file(s) to transmit results of their review of the requests to the MMIS or update these file(s) online.  The Medical Services Contractor will access MMIS files to obtain information for assessing quality.  The work plan prepared as part of the Planning Task shall identify all the key activities and dates for building or updating their data system.

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 will also verify that data was converted successfully. 

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 multiple component contractors increases the risk for failure at the implementation stage. The Medical Services contractor shall describe safeguards to protect against this potential risk.

The operations task is the daily performance of all required activities by the new Contractor. The Medical Services contractor will describe required coordination and safeguards to assure a successful operation of the Iowa Medicaid Enterprise.

5.
Operations Task

The operations task is the daily performance of all required activities by the new Contractor.  The Medical Services Contractor will describe required coordination and safeguards to assure a successful operation of the Iowa Medicaid Enterprise.

8.1 
Operational Requirements

This section describes the traditional and unique operational requirements for the Medical Services component of the Iowa Medicaid Enterprise.

The Iowa Medicaid Enterprise includes the Medical Services component and the Pharmacy Medical Services (including PDL) component.  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 oversee medical policy for the entire Iowa Medicaid Enterprise.  The Medical Services team will work as part of a larger integrated unit consisting of staff from other contractors, plus requisite DHS employees. Requirements for the specific Medical Services tasks are described below.

8.2 
Medical Support

The Medical Support function includes policy development and consulting for specific service areas on behalf of DHS.  The Medical Services Contractor shall 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.

8.2.1 
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.

8.2.2 
Interfaces

The Medical Support function will require data to be entered on the MMIS 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.

 8.2.3
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.  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 or Core MMIS contractor on DHS requested file updates.  The Medical Support staff must consult with the Provider Audit and Rate Setting contractor on the pharmacy State Maximum Allowable Cost (SMAC) program.

8.2.4      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.

8.2.5       DHS Responsibilities

DHS 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

8.2.6       Contractor Responsibilities

The Contractor responsibilities for the Medical Support function are:

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

· Geriatrics

· 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

· Rehabilitation

· Speech pathology

This list is not all-inclusive. The Medical Services Contractor shall obtain consultants in other fields if deemed necessary by DHS.

These consultants must be available to provide consultation through the Medical Services Contractor to DHS and IME Contractors 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 shall 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.  This includes advising on a provider eligibility process and training program, patient eligibility and notification process and billing process.

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. 

17. The Medical Support staff must confer with the Provider Audit and Rate Setting 

contractor regarding the SMAC program and must review recommendations prior

to implementation of any changes.

18. Retrospective reviews of Acute Care Retrospective Nonoutlier, Acute Retrospective Outlier, Hospital Outpatient Program, Ambulatory Patient Groups (APG), and Outpatient Emergency Department/Observation Status.  

19. Conduct a pre-procedure review for the procedures included but not limited to those listed in Attachment 6.  Any additions to the procedure list (Attachment 6) shall be mutually agreed upon by DHS and the Contractor.  This review shall be conducted retrospectively when the pre-procedure review is not initiated by the provider.  Pre-procedure reviews shall be performed for members with Medicaid and MediPASS coverage.

20. Maintain the State of Iowa’s central repository in accordance with Centers for Medicare and Medicaid Services (CMS) established record specifications and time frames.  The central repository including the physical file server and related support functions will be located at the Contractor’s corporate facilities (i.e.., IFMC’s corporate facilities are located in West Des Moines, Iowa).  All certified nursing facilities (NF) encode and transmit Minimum Data Set (MDS) record data to a State central repository.  The Medical Services Contractor shall:

· Perform the day-to-day operations of the system and provide the State survey agency with ready access to the system.

· Report MDS record data to a national repository as established by CMS.

· Maintain the State central repository for MDS record data.  The Contractor’s Information Systems (IS) MDS automation team will consist of a telecommunications specialist, a network administrator, a database administrator, a computer operator, and a senior programmer analyst.  Oversight of the MDS automation team will be provided by Contractor’s IS Division management staff.

· Perform all MDS related functions utilizing the standardized systems.  CMS provides Contractor with standardized hardware and software applications to meet the State of Iowa’s processing volume.  The transmitted MDS record data of 100 percent of residents in 100 percent of the nursing facilities participating with Medicare or Medicaid shall be received and edited on a daily basis.  The nursing facility transmissions submitted by either modem or disk shall be accepted.  The mailing cost of transmitting by disk shall be the responsibility of the nursing facility.  Modem transmission shall be accomplished through the use of telephone line(s).  The cost of the telephone line(s) shall be the responsibility of the State.  The IFMC shall staff an 800 help line during normal working hours, five (5) days per week.

· Perform the tasks for technical operations (by Contractor IS team) as defined by CMS which include:

· systems management

· configuration

· administration and troubleshooting activities supporting the State level communications

· networking

· database and workstation functions

· software applications

Additionally, the Contractor IS team shall maintain and monitor the State central repository for the following:

· database integrity

· security

· backup and recovery

· database efficiencies (access speed; optimum space usage)

· efficiency and reliability of data transmissions between the State central repository and CMS’ national repository

· installation of hardware and software upgrades, as directed by CMS

· Change the nursing facility password after receipt of a completed request change form.  The State survey agency assigns nursing facility user logons and passwords in accordance with CMS specifications.  This will ensure confidentiality during the nursing facility’s transmission of the MDS record data to the State central repository.  It is necessary to identify residents individually to track them longitudinally.  These identifiers are specified by CMS to ensure uniformity across all states and remain unique to the individual nursing facility.

· Provide sufficient accessibility to the State survey agency to fully support the agency’s MDS functions, which will assist the State survey agency in accessing information to direct the onsite inspections and aid surveyors in detecting quality problems.  The State survey agency shall have dial up capability for immediate access to the central repository data.  This shall be accomplished through the use of an agency user logon and password.

· Complete the MDS system back-up six (6) days per week.  The system back-up mechanism will allow Contractor to restore a server that has lost a drive.

· Complete daily checks of server availability and maintenance.  These checks and maintenance shall include weekend coverage to ensure accessibility to the server.  Contractor IS Department, the CMS national MDS maintenance contractor, shall provide to the State of Iowa’s central repository early implementation of system upgrades and patches, as well as quick response to maintenance issues.

· Monitor the MDS record data by using an edit procedure.  The data shall pass extensive edit checks provided by CMS prior to posting in the State’s central repository.  The Contractor shall provide technical support to nursing facility staff regarding records that fail to pass the edits.  The Contractor MDS team shall log information regarding technical assistance calls.  The information shall include the date, time, topic, inquiry type and action taken.  A transmission log, error tracking report and resolution summary, components of the CMS software provided to the State central repository, shall be maintained by the Contractor.

· Work closely with the Department, State survey agency and nursing facility staff by responding to all inquiries with one (1) working day.  The IFMC shall also work closely with nursing facility associations and software vendors by responding to inquiries within five (5) working days.  Contractor shall provide technical support and present education on specific requirements for the transmission of the MDS record data to the central repository.  This technical support and education shall be provided on an ongoing basis.

· Operation technical support services shall be available five (5) days a week during regular business hours.  Commonly asked questions and answers shall be distributed to nursing facilities, nursing facility associations and software vendors in a quarterly newsletter.

· Provide DHS, as requested, data reports from the MDS database to support Medicaid program activity per the CMS data use agreement.  IFMC shall compute the quarterly case mix indices for each nursing facility’s resident population and Medicaid population based on the Resource Utilization Group (RUG) 34 grouper version 5.12, MDS version 2.0, utilizing index maximizing.

· Develop and conduct (at no additional expense to the Department) a minimum of four (4) educational seminars statewide, regarding the transmission of the automated MDS record data.  The seminars may be conducted via the Iowa Communications Network (ICN), or in another format as mutually agreed upon by the Department and the Contractor.  The four (4) seminars shall be held annually with one seminar scheduled approximately each quarter of the year.  Seminars shall focus on the basic MDS automation process and on MDS update information.  The presentations will review the transmission processes and encourage discussion for problem solving.  The Contractor shall provide informational packets for participants at each seminar.  The Contractor shall utilize one (1) MDS coordinator to provide consistent statewide information.  This will enable seminar attendees to train other staff in their nursing facility.

· Assure the operation trainer, operation technical support and the IS staff provides information for a quarterly newsletter.  The Contractor shall develop and distribute the newsletters in all Iowa nursing facilities and nursing facility associations, at no additional expense to the Department.

· Provide additional data and reports available from the MDS repository to the Department to support the long term care Medicaid utilization review and MDS validation program.

21. Compute and provide to the Department, each nursing facility, and the Provider Cost Audit and Rate Setting contractor on a quarterly basis, the case mix indices for each nursing facility’s resident population and Medicaid resident population and resident rosters based on the RUG 34 grouper version 5.12, MDS version 2.0, utilizing the index maximizing approach.  The quarterly reports shall be submitted by September 1, December 1, March 1, and June 1 of each Contract year.  The quarterly report shall also include a monitoring of trends in acuity across the nursing facility industry.

8.2.7        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, provider, reference and prior authorization files.

8.2.8   
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

3. Retrospective Review reports, in a format as determined by DHS.

8.2.9

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.

5. Complete retrospective reviews based on criteria developed by the Department. 

8.3

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 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 (1) 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 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 cover members from at least two (2) service regions in the state.

8.3.1
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.

8.3.2
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.

8.3.3
Interfaces With Other Iowa Medicaid Enterprise Components

The Medical Services component interfaces with the MMIS, and Data Warehouse for information on providers, members, services and costs.

8.3.4
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.

8.3.5
DHS Responsibilities

DHS 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 members 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.

8.3.6
Contractor Responsibilities

The Contractor 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 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 members 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 member 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.

8.3.7
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

8.3.8
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.

8.3.9
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 members in the program for at least one (1) year, if that member maintains eligibility in Medicaid for that period.

4.
Complete initial health status assessments for each member within thirty (30) days of enrollment.

5.
Prepare annual (or quarterly or semi-annual) health status assessments on all members who have been enrolled for at least one (1) year.

6.
Complete health status assessments on all members who have been enrolled for at least one (1) year within thirty (30) days of the anniversary date of the member’s enrollment.

8.4
Enhanced Primary Care Case Management

In addition to the MediPASS primary care case management program discussed in the Managed Care sections of the RFP MED-04-034 and RFP MED-04-015, 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. 

8.4.1
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.

8.4.2
Interfaces

The Medical Services Contractor interfaces with DHS staff and other Iowa Medicaid Enterprise components and external entities as described below.

8.4.3
Interfaces With Other Iowa Medicaid Enterprise Components

The Medical Services Contractor interfaces with the following Iowa Medicaid Enterprise components:

1.
Core MMIS

2.
Data Warehouse / Decision Support

8.4.4
Interfaces With External Entities

The Medical Services Contractor interfaces with the following external entities:

1.
Members referred for case management

2.
Case managers

8.4.5
DHS Responsibilities

DHS 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.

8.4.6
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.

8.4.7
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

8.4.8
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.

8.4.9
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 DHS approval of a change or DHS 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.

8.5

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

8.5.1
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 DHS 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.

8.5.2
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 Contractor interfaces with the other Iowa Medicaid Enterprise components and external entities identified below.

8.5.3
Interfaces With Other Iowa Medicaid Enterprise Components

The Medical Services Contractor interfaces with the Core MMIS for EPSDT, prior authorization, and claims data.

8.5.4
Interfaces With External Entities

The Medical Services Contractor 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 medical PAs and members turning 21.

6.
Child Health Specialty Clinic (CHSC)

· Provide a monthly electronic medical PA summary, including medical PAs on file for the next 6 months of authorized services, to Child Health Specialty Clinic (CHSC) for their clients.

8.5.5
DHS 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 members 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 63.2.2.6.6. of RFP MED-04-034.  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.

8.5.6
Contractor Responsibilities

8.5.6.1

EPSDT Care Coordination

The Medical Services Contractor 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 (6) 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) within one (1) business day of receipt and process all other new requests within five (5) business days of receipt.  If a child is new to the PA services, hospital discharge planning is occurring, and there is a case manager identified, the standard would be within twenty-four (24) hours or the next business day.  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.

8.5.6.2

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 DHS 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.

8.5.7
Data Sources

The data sources for the Prevention Promotion (EPSDT) function are:

1.
Eligibility, claims, encounter and medical 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

8.5.8
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 DHS 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.

8.5.9
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.
Process new request for private duty nursing and personal care services with the case manager (using ISIS system to identify case manager) within one (1) business day of receipt and process all other new requests within five (5) working days of receipt.


8.6

Medical 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

The Medical Services Contractor shall perform prior authorization of medical services. As a result, the Medical Services Contractor will need to provide updates to the 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 and dental. 

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.

8.6.1
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, and 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.

8.6.2
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 the MMIS.  

8.6.3
Interfaces With Other Iowa Medicaid Enterprise Components

The Medical Services Contractor shall accept, and load in its tracking system, the initial list, and all updates, to DHS’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.  They must also have the capability to load decisions directly to the respective systems, as an alternative. DHS will determine the most cost effective means for the file interfaces, during the DDI phase.  DHS may request both methods.

At the request of DHS, the Contractor shall provide written instructions to the Provider Services contractor, Core MMIS contractor, or current fiscal agent on DHS requested file updates.

8.6.4
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

8.6.5
DHS Responsibilities

DHS has the following prior authorization responsibilities:

1.
Determine specific services requiring prior authorization and provide a listing to the Core MMIS contractor and the Medical Services Contractor.

2.
Provide written guidelines for prior authorization processing, including criteria for specific edits in the MMIS.

3.
Process prior authorization requests for HCBS waiver services.

4.
Monitor the Medical Services Contractor's performance of the prior authorization function.

8.6.6
Contractor Responsibilities

The Medical Services Contractor will perform prior authorizations for the service categories identified in this section.  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 will staff, maintain and respond to the toll-free hotline that providers (including LTC providers) call to determine the status of their prior authorization request and handle 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 will review all requests for prior authorization to determine whether the service to be provided is medically necessary and appropriate, determine whether the service should be approved or denied based on DHS guidelines, and (if approved) determine 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 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 sixty (60) days of receipt be automatically approved. The Medical Services Contractor shall be 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 receives the authorization requests from the Targeted Case Management providers.  The authorizations are reviewed for compliance with IAC 441-90 criteria and the status of each request is determined, including pended, approved, and denied.  The Contractor is responsible for requesting additional information from the Targeted Case Management provider if sufficient information is not present to make a determination.  A denial of authorization for insufficient information is not permitted.  The Contractor must send a Notice of Decision to the provider making the prior authorization request within time limits required by IAC 441-7 and by DHS, and must maintain a record of these claims.  The authorization then must go on the prior authorization file that is used for processing claims.  The Contractor must assure that payment is made only if an approval is present for each request and that payment is made only for the approved number of months as requested.  The Contractor must provide staff to represent DHS at all appeal hearings regarding prior authorization decisions. 

The Medical Services Contractor is responsible for processing the prior authorizations for the following types of services:

· Medical Services

· Psychological Services

· Dental Services

· Targeted Case Management

8.6.7
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 twenty-four (24) hours per day, seven (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, 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. The manner of notification is subject to approval by DHS. 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.

15. 
Communicate in writing to DHS any recommendations to amend or clarify PAs based on provider questions and communication. This would include tracking of issues presented by providers relative to prior authorization.

8.6.8
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 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.

8.7

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. 

8.7.1
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.

8.7.2
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 contractor who provides HEDIS data to DHS and may need performance measures from HMO contractors, either from DHS staff or through the claims processing contractor.

8.7.3
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

8.7.4
Interfaces With External Entities

The Medical Services Contractor will interface with the following external entities:

1.
Interface with the designated 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 the appropriate contractor to obtain data on S-CHIP utilization 

8.7.5
DHS Responsibilities

DHS 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

8.7.6
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. 

8.7.7
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.

8.7.8
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.

8.7.9
Performance Standards

The performance requirements for the Quality of Care function are:

1.
Provide quarterly reports within ten (10) business days of the end of the reporting quarter

2.
Provide individual case reports within thirty (30) calendar days of referral of case to Contractor

8.8

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 nursing facility, Intermediate Care Facilities for individuals with mental retardation (ICF/MR) Home and Community-Based Services (HCBS) waiver programs, Mental Health Institutions (MHI) and Psychiatric Medical Institutes for Children (PMIC). 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 nursing facility, Intermediate Care Facility for individuals with mental retardation (ICF/MR), home and community based services, Mental Health Institutions (MHI) and Psychiatric Medical Institutes for Children (PMIC).  A second assessment, or reassessment, shall be completed according to the following:  

· NF, ICF/MR, MHI and PMIC – Within ninety (90) days after the initial assessment, and then annually unless there is a significant change in the member that requires a reassessment prior to the annual assessment.

· HCBS – On an annual basis from the date of the initial assessment unless there is a significant change in the member that requires a reassessment prior to the annual assessment.

For cases in which the NF or ICF/MR admission has occurred prior to July 1, 2005, the screening shall be conducted annually unless there is a significant change in the member that requires a reassessment prior to the annual assessment.  

The Contractor will operate the assessment program statewide.  For the following pre-admission screening services, 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:


Nursing facility

ICF/MR


HCBS

Medicaid PASSR
All other screening services including all screening services for PMIC, MHI and Private-pay (non-Medicaid) PASSR shall be conducted telephonically.
8.8.1
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.

8.8.2
Interfaces

The Medical Services component interfaces with DHS staff and the other Iowa Medicaid Enterprise components and external entities identified below.

8.8.3
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.

8.8.4
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

8.8.5
DHS Responsibilities

DHS 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.

8.8.6
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, screen ISIS system to determine the case manager/service worker, and provide the preliminary plan to the case manager service worker/ for the waiver member to develop the final care plan.  If a case manager/service worker is not determined, then provide the preliminary plan to the program agency (entity) to assign the case manger/service worker.

6.
Maintain pre-screening and reassessment documentation.

7.
Notify members and DHS, including the IM worker, for determination of Medicaid financial eligibility 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.

8.8.7
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

8.8.8
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.

8.8.9
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 days 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 DHS approval of a change or DHS 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 3.2.2.9.6 of RFP MED-04-034 pursuant to DHS standard guidelines

8.9

Lock-In
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The Contractor will coordinate the Recipient Health Education Program (RHEP) and Lock-In (LI) program. This includes the analysis of Recipient Surveillance and Utilization Reports, claim analysis, and referrals.
The Contractor will review medical utilization of members to identify overutilization, duplication of services, drug abuse, and possible drug interaction. The Contractor will restrict members found to be misusing medical services to one physician, pharmacy, hospital, dentist, or combination of these providers.

8.9.1
Objectives

The primary objectives include but are not limited to the following:
1.
Improve care and health of members
2.
Reduce wasteful and duplicative services and therapies
3.
Program savings

8.9.2
Interfaces

The Medical Services Contractor interfaces with DHS staff, Core MMIS component contractor to obtain provider, member, SURS, and claims data, members and providers in the performance of its Lock-In functions.

8.9.3
DHS Responsibilities

DHS responsibilities for the Lock-In function are:
1.
Determine compliance with overall Federal regulations and State laws.
2.
Establish policy regarding the administration of the member lock-in program.
3.
Define all parameters regarding utilization to be used by the Contractor in administering the Lock-In program.
4.
Approve the Contractor's procedures for lock-in program administration.
5.
Monitor the Contractor's performance of lock-in program activities.
6.
Conduct appeals and fair hearings related to lock-in decisions as needed.
7.
Respond to member inquiries regarding lock-in status and lock-in processes.

8.9.4
Contractor Responsibilities

The Contractor will be responsible for the review of member utilization of medical services, identification of misuse, drug abuse, and duplicative services. The Contractor will secure medical providers to provide services to restricted members.
The Contractor will provide supportive services for administrative appeal, prepare case summaries, and provide testimony regarding the review process during the administrative hearing.
The Contractor responsibilities for the Lock-In function are:
1.
Using SURS reports, identify members for the lock-in program. The criteria for identifying candidates for the lock-in program will include, at a minimum:
· Number of physicians
· Number of pharmacies
· Number of dentists
· Number of prescriptions
· Controlled drugs
· Diagnoses
· Total cost
2.
For members identified for Lock-In, set up a case in the Workflow Process Management System and send a medical alert letter to the member notifying the member of the problem.
3.
Evaluate the member's utilization after one (1) quarter to determine if utilization has been reduced. If there has been no reduction in utilization, notify the member by letter requesting that the member choose a primary care provider.
4.
If the member chooses a primary care provider, prepare and send a letter to the chosen provider requesting the provider to become the primary care provider for the member. Contact the provider by telephone as a follow-up to the letter.
5.
If the member does not choose a primary care provider, identify a provider who is willing to serve as the primary care provider.
6.
Recruit providers who are willing to serve as primary care providers in all geographical areas of the state. If no providers in a specific area are willing to serve, notify DHS of the problem area.
7.
On approval of the provider, prepare and send a letter to the member notifying the member of his/her primary care provider.
8.
Set the Lock-In indicator on the MMIS member database for each primary care provider for one year.
9.
Re-assign a member to a primary care provider if a selected primary care provider requests the re-assignment or can no longer serve as the primary care provider.
10.
Notify DHS when a member is locked in, so that the information can be transferred to DPA for inclusion on the ID card.
11.
No less frequently than every three (3) quarters, review the member's utilization to determine if the problem(s) have been corrected. If utilization is still high, extend the restriction for one (1) additional year. If the problem(s) have been corrected release the member from restriction. Prepare and send notification letters to the primary care provider(s) and the member as approved by DHS.
12.
After a member has been released from the lock-in program restriction, review the member's utilization after one (1) quarter to determine whether to reapply the Lock-In, and notify DHS of the results of the review. Prepare and send letters to the primary care provider(s) and the member as approved by DHS.
13.
Log all Lock-In program activity in the Workflow Process Management System, including the type of activity and the date the activity occurred.
14.
Provide information to DHS on Lock-In activities when requested for use in appeals and fair hearings, including preparing case summaries and providing testimony regarding the review process during the administrative hearing.
15.
Prepare and submit to DHS member Lock-In program activity and cost savings reports, including summary and status reports.
16.
Meet monthly with DHS staff to review restricted members, problems, and changes in review processes
17. Assist the DHS with communications to provider and member who have health care quality issues

8.9.5
Data Sources

The data sources for the Lock-In function are:
1.
Claim files
2.
Recipient Surveillance and Utilization reports
3.
Eligibility files
4.
Provider files

8.9.6
Required Reports

At a minimum, the Contractor will provide reports on a schedule determined by the Department.
1.
List of members Lock-In and their Lock-In providers
2.
List of members removed from Lock-In
3.
List of changes of members’ Lock-In providers
4.
Utilization and cost trends for members assigned to Lock-in

8.9.7
Performance Standards
The performance standards for the Lock-In function are:
1.
All reports will be filed with DHS pursuant to the general schedule for weekly, monthly, quarterly and annual reports 
2.
Substantiate program saving of five percent (5%) for Lock-in members, or substantiate the factors that prevented program savings. 
3.         Maintain level of lock-in participation at five thousand members or higher during the term of the Contract.
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