Medicaid Health Plans of America

2011-2012

CENTER FOR BEST PRACTICES

Best Practices

Compendium

An anthology of best practices within the Medicaid health
plans community compiled by MHPA’s Center for Best Practices

2

|

MHPA 2011-2012 Best Practices Compendium

table of contents

|

3

Table of Contents
Part I: Introduction
About Us
About MHPA, the Center for Best Practices and this Compendium ........................................................................................... 6

Introduction
A Message from Thomas L. Johnson, MHPA President & CEO .......................................................................................................... 7
CBP Update by Michelle Martin, Director, Center for Best Practices ........................................................................................ 8

Part II: Best Practices Compendium
The 2010 Best Practices (submissions listed alphabetically by title)
4-H Healthy Living Partnership (UnitedHealthcare Community & State)............................................................................. 9
Attention Deficit Hyperactivity Disorder in Children Intervention
(UnitedHealthcare Community Plan - Iowa) ............................................................................................................................. 10
Behavioral Health Collaboration (UnitedHealthcare Share Advantage) ................................................................................. 12
Call Night Out Campaign (Horizon NJ Health) ..................................................................................................................................... 13
Care-A-Van Program (Horizon NJ Health) ................................................................................................................................................. 14
The Cares Program (UnitedHealthcare Community Plan - Pennsylvania) .............................................................................. 15
Case Management of Chronic Disease in Pregnancy in the Medicaid Managed Care Population
(WellPoint State Sponsored Business) ........................................................................................................................................... 17
CentAccount Member Incentive Program (Centene Corporation) ............................................................................................ 19
Community Baby Showers (MDwise) ........................................................................................................................................................... 20
Community Baby Showers (WellPoint State Sponsored Business) .............................................................................................. 21
Community Outreach (MDwise) ..................................................................................................................................................................... 22
Community Resource Coordinators Model (WellPoint State Sponsored Business) ......................................................... 23
Compassion Fatigue Rounds (MDwise) ...................................................................................................................................................... 24
Comprehensive Prenatal Care Program (Select Health of South Carolina) ........................................................................... 25
Connected Care™ (UPMC Health Plan) ....................................................................................................................................................... 26
Coupon for Care (Diabetic Eye Exam Outreach) (UnitedHealthcare Community & State - Tennessee) .............. 29
Crazy Praise Dance Showcase and Health Fair (Health Partners of Philadelphia, Inc.) ................................................. 30
Customer Focus – Customer Service Redesign (Midwest Health Plan) .................................................................................. 32
Dental Health Home Pilot (UnitedHealthcare Community Plan - Wisconsin) ..................................................................... 34
Diaper Change Program (WellPoint State Sponsored Business) .................................................................................................. 35
Emergency Room Outreach (Keystone Mercy Health Plan) ........................................................................................................... 36
ER Diversion Project (UnitedHealthcare Community Plan - Texas) .......................................................................................... 38
ER Health Management & Education (WellPoint State Sponsored Business) ...................................................................... 39
Foster Care (UPMC Health Plan) ...................................................................................................................................................................... 41
The Gift for Life: Aggressive Mammography Outreach and Event Scheduling
(Keystone Mercy Health Plan) ........................................................................................................................................................... 43
Health Check Outreach Program (DC Chartered Health Plan, Inc.) .......................................................................................... 43
Health Risk Screener Completion (MDwise) ........................................................................................................................................... 44
Healthy Home Environment Program (UPMC Health Plan) .......................................................................................................... 45
Helping Families Raise Health Children (UPMC for You) .............................................................................................................. 48

4

|

MHPA 2011-2012 Best Practices Compendium

Hemophiliacs Medication Program (Evercare by UnitedHealthcare) ....................................................................................... 52
Holistic Approach to Behavioral and Physical Health Care of the ABD Member
(WellPoint State Sponsored Business) .......................................................................................................................................... 53
Improving Breast Cancer Screening Rates for African American and Arab American Women
(UnitedHealthcare Great Lakes Health Plan) ............................................................................................................................ 55
In Control Diabetes Care Management (Select Health of South Carolina) ............................................................................ 57
Iowa Homeownership Education Project Member Outreach (UnitedHealthcare Community Plan - Iowa) ...... 58
Lead Awareness with Sesame Workshop (UnitedHealthcare Community & State) .......................................................... 59
Mammograms Save Lives! (Select Health of South Carolina) ..................................................................................................... 60
Management of Emergency Usage for Non-Emergent Conditions-ER Collaboration
(UnitedHealthcare Share Advantage) ............................................................................................................................................ 61
MDwise Rewards program (MDwise) ........................................................................................................................................................... 62
MDwise Tools for Schools (MDwise) ............................................................................................................................................................ 62
Medicaid Social Worker Case Manager Program (WellPoint State Sponsored Business) ............................................ 63
Member Health Education (WellPoint State Sponsored Business) ............................................................................................. 66
“Move It!” an Elementary School Program Fighting Childhood Obesity (MDwise) ..................................................... 67
Move More Eat Right (WellPoint State Sponsored Business) ......................................................................................................... 68
Multicultural Healthcare Distinction - FIRST in the Nation! (Health Partners of Philadelphia, Inc.) ................... 69
Network Improvement Team (MDwise) ...................................................................................................................................................... 71
Nurse Advice Line (Health Partners of Philadelphia, Inc.) ................................................................................................................ 71
Nurtur’s Diabetes Program (Centene Corporation) ............................................................................................................................. 73
OB Medical Home Registry (UnitedHealthcare Community Plan - Wisconsin) ................................................................ 74
Open House for Refugees from Burma/Myanmar (MDwise) ........................................................................................................ 75
“Opportunity Knocks: IT Listens” (Midwest Health Plan) ................................................................................................................ 75
Partnership with Reach Out and Read to Impact MDwise Member Children (MDwise) ............................................. 77
Pediatric Asthma – Pilot Initiative (UnitedHealthcare Community & State) ......................................................................... 77
Post-Discharge Call (WellPoint State Sponsored Business) ............................................................................................................. 78
Promoting Healthier Lifestyles (WellPoint State Sponsored Business) .................................................................................... 81
Provider Recognition Award Dinner (Horizon NJ Health) .............................................................................................................. 85
Reduction of Emergency Room (ER) Visits (Horizon NJ Health) ............................................................................................... 85
Right Choices Program (WellPoint State Sponsored Business) .................................................................................................... 86
School Nurse Program (Horizon NJ Health) ............................................................................................................................................ 88
Senior Care Options Influenza Immunization Program (UnitedHealthcare Senior Care Options) ....................... 89
Sesame Street Doll Lead Testing Incentive (UnitedHealthcare Community Plan - Wisconsin) ................................ 91
Sesame Workshop Initiative: Food for Thought — Eating Well on a Budget
(UnitedHealthcare Community & State) ...................................................................................................................................... 92
Small Steps Program – FQHC Obesity Reduction Project (UnitedHealthcare Community Plan) .......................... 94
Spina Bifida and Spinal Cord Injuries Initiative (UPMC for You) .............................................................................................. 96
Start Smart for Your Baby – The 17P Program to Reduce Prematurity (Centene Corporation) ................................ 98
Start Smart for Your Baby® NICU/Special Care Nursery Breast Pump Program (Centene Corporation)........ 100
Stylin’ Healthier Futures (UnitedHealthcare Community Plan - Wisconsin) ..................................................................... 101
Telemedicine Program (WellPoint State Sponsored Business) ................................................................................................... 102
Telemedicine Services for Medically Complex Children on the Navajo Nation
(UnitedHealthcare Community & State - Children’s Community Solutions) ....................................................... 104
Use of Webinars for New Provider Orientation (Horizon NJ Health) .................................................................................... 105
Veggie Toss (WellPoint State Sponsored Business) ........................................................................................................................... 106
VITAS: An End-of-Life Care Practice (VITAS Palliative Care SolutionsSM) ........................................................................ 107
Wisconsin WIC/Medicaid Managed Care Organization Partnership to Fight Childhood Lead
Poisoning (Magellan Biosciences) ............................................................................................................................................... 108

table of contents

|

5

Part III: State of the Medicaid Managed Care Industry & Information
CMS Statistical Information (Graphs & Charts)

Managed Care Trends................................................................................................................................................................................. 111
Medicaid Managed Care Enrollment................................................................................................................................................ 112
Dual Eligible Enrollment........................................................................................................................................................................... 113
Number of Managed Care Entity Enrollees by State.............................................................................................................. 114
National Breakout of Managed Care Entities and Enrollment.......................................................................................... 115
Number of Managed Care Entities by State................................................................................................................................. 116
Total Annual Medicaid Population Distribution by Year: Managed Care vs. Other............................................ 117
Regional Break-out of Medicaid Managed Care Enrollment.............................................................................................. 118
States with Comprehensive Health Care Reform Demonstrations ............................................................................... 119
Medicaid Managed Care Enrollment................................................................................................................................................ 120
Managed Care Entity Types.................................................................................................................................................................... 121
Number of Prepaid Inpatient Health Plans and Enrollment by State.......................................................................... 122
Number of Prepaid Ambulatory Health Plans and Enrollment by State.................................................................... 123

Part IV: Resources/Reference
State Medicaid Directors

List of State Medicaid Directors........................................................................................................................................................... 124

Resources for Medicaid Health Plans

MHPA Vendor and Other Resources................................................................................................................................................. 129

Index

Best Practices Submitted by Health Plan ................................................................................................................................. 143

6

|

MHPA 2011-2012 Best Practices Compendium

introduction

PART I: Introduction

A Message from the President

About MHPA, the Center 		
for Best Practices and
this Compendium

Thomas L. Johnson, MHPA President & CEO

Medicaid Health Plans of America (MHPA) is
the leading trade association solely focused on
representing Medicaid health plans. MHPA is a
nonprofit, tax-exempt organization formed in 1993 and incorporated in 1995. The Association
provides advocacy, research, analysis and organized forums that support the development of
effective policy solutions to promote and enhance the delivery of quality health care.
MHPA’s Center for Best Practices compiles, develops and promotes best practices in the
clinical and operations areas of Medicaid health plans. The Center specifically conducts
data-driven research to address: (1)
operations including conducting
research on issues of operational value
to MHPA members; (2) support of
MHPA’s advocacy agenda with clinical
and operational research; (3) the
dissemination of best practices and
key research findings about Medicaid
health plans and their members to
the health care community; and (4)
education of those involved in the
federal safety net on ways to improve
the health outcomes of Medicaid/
CHIP enrollees.
MHPA’s 2010-2011 Best Practices
Compendium is a compilation of the
best practices put forward by the
Medicaid health plan community.
This booklet, published annually,
is provided as a valuable reference
tool. The Compendium also features
Centers for Medicare and Medicaid
Services (CMS) statistical data on the
state of the managed care industry as
well as a listing of the current state
Medicaid directors and an MHPAmember/vendor health plan resource
directory.

|

Welcome to the Fifth Edition of the Medicaid Health Plans of
America’s Best Practices Compendium. The Compendium continues
to highlight how Medicaid health plans around the country combine
innovation and expertise through their programs and services that
improve the health status of Medicaid recipients.
The MHPA Center for Best Practices is an initiative by Medicaid
Health Plans of America to compile, develop and promote best practices
in the clinical and operations areas of Medicaid health plans. While
many organizations, institutes and commissions include the elimination
of health disparities as one of their primary goals, MHPA and the Center
occupy a unique space for addressing this long-standing problem. With
the ability to bring vast resources and data to bear for research, the
theoretical experience to interpret results and the practical expertise to
apply newfound knowledge to treating the needy in ethnically diverse populations, MHPA’s Center for
Best Practices is poised to assume a leadership role in this arena. The long-range vision of the Center is
to become the preeminent repository of information about the health of the medically underserved.
Medicaid health plans continue to make significant contributions to improve health outcomes of
their members in these increasingly difficult fiscal times. The scrutiny of Medicaid health plans has
increased as more and more Medicaid enrollees are shifted towards our industry. Federal authority from
the CHIPRA, ARRA and PPACA acts will involve the Federal government in monitoring the quality of
care that health plans provide like never before. Our plans maintain high standards of quality through
their strong public-private partnerships with the states, and work together for the best interest of their
members.
Not only is this Compendium produced, for the first time, under the auspices of the MHPA Center
for Best Practices, but its launch was overseen by the Center’s new Director, Michelle Martin. Ms.
Martin aims to further the goals of the Center by seeking new ways to promote best practices just like
the ones featured in this publication. Entering its second full year of operation, the Center already
has several initiatives in its pipeline which will provide more substance to its good work, including
continuing the “Keeping You Healthy” video series, specialized compendia in disease areas that affect
the Medicaid population, and the 2nd Annual Best Practices Awards Forum at the U.S. Chamber of
Commerce on April 30, 2012 to name a few. For the first time, we also have submissions from two
MHPA Partners, VITAS Healthcare and Magellan Biosciences.
As always, we have included statistical data about the industry from the Centers for Medicare
& Medicaid Services’ (CMS) 2010 National Summary of the Medicaid Managed Care Program and
Enrollment Report. We hope you find the information in this report helpful, and we look forward to
working with you as we strive towards our common goal of improving the lives of those we serve.
								

Sincerely,

								
								
								

Thomas L. Johnson
President & CEO
Medicaid Health Plans of America
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PART II: Best Practices Compendium

Center Update
Michelle Martin, Director, Center for Best Practices
In 2011, the MHPA Center for Best Practices enjoyed its first full year
as an official affiliate organization of Medicaid Health Plans of America.
During this inaugural year, the Center reached several significant
milestones — it now has an Advisory Board that helps determine Center
research priorities, it published its first Best Practices Compendium that
targeted a single condition (Childhood Asthma) and the “Keeping You
Healthy” video series got off to a great start. The Center also hosted the
First Annual Best Practices Awards Forum in May, honoring Medicaid
health plans for their innovative best practices that have improved the
health of Medicaid enrollees by ensuring high-quality care.
Looking ahead to 2012, the Center for Best Practices is on track to
surpass the high bar set by its own achievements during its first year.
The Center will be publishing several disease-specific best practices compendia throughout 2012.
At the time of release of each individual compendium, the Center will host a press conference in an
effort to share the collection of best practices with the widest audience. The Center will also continue
to engage research groups to produce data and white papers of high value to MHPA members,
conduct educational webinars, host the Second Annual Best Practices Forum and other events
designed to promote the Center’s work. With health reform on its way, strapped federal and state
budgets and an economy still struggling to get back on its feet, the mission of the MHPA Center for
Best Practices is more important than ever. We’re looking forward to a busy but exciting 2012.
						

							
							
							

Sincerely,

Michelle Martin
Director
MHPA Center for Best Practices

UnitedHealthcare Community & State

4-H Healthy Living Partnership

description: In March 2011, UnitedHealthcare announced a new, innovative partnership with 4-H,
America’s largest child-focused organization, to implement 4-H’s Youth Voice: Youth Choice program to help
tens of thousands of young people improve their health through exercise, diet and other healthy choices in
three key states: Texas, Florida and Mississippi.
Our partnership focuses on providing resources for 4-H programs in underserved communities where health
issues such as obesity and diabetes are disproportionately high. The young people who participate in the
program are encouraged to take action for themselves, for their families and in their communities to promote
healthy living priorities and achieve better physical, social and emotional well-being.
key objectives: Empower youth, especially those in underserved communities, to “take action” in
improving their health through exercise, diet and other healthy choices. The program addresses the
following MHPA Best Practice priorities:
Reduce disparities in care of racial and ethnic minorities
Demonstrate accountability of Medicaid health plans, including fraud and abuse
actions taken: The program has been delivered in multiple ways with each of the three participating
states creating programming that specifically addresses the local needs of their communities. Some sample
programming has included:

Texas – Facilitated a “fun and fitness day”, a day-long program with educational workshops, physical
activities and health screenings, including “Strictly Street Salsa” Instructor Raul Edwards leading
families in fitness dance exercises.
Mississippi – Some events have included 1,200 4-H youth leaders receiving fitness tips from a fitness
instructor, back to school health fair, community health fair, and a family nutrition and wellness
conference.
Florida – Activities have included educational workshops designed for students, nutrition education
at youth camps, youth fitness activities at county fairs, student workshops and other events at
community health fairs and schools.
outcomes: Tracking metrics are focused on the total number of children reached, which is projected to
exceed 50,000.
contact:
		
		

Brett Edelson
Vice President, Children’s Health, UnitedHealthcare Community & State
(952) 931-5359; brett_e_edelson@uhc.com
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UnitedHealthcare Community Plan - Iowa

Attention Deficit Hyperactivity Disorder in Children Intervention
description: In October 2010, UnitedHealthcare Community Plan launched a collaborative (medical/
behavioral) intervention for ADHD in children. The objective of the intervention is to promote adherence to
ADHD best practices through education and treatment referral for identified UHC Community Plan members
between 6 and 12 years of age.
ADHD is the most prevalent behavioral health condition among school-age children. The prevalence of ADHD
is generally estimated to be between 3%-5% (APA, 2000) although studies have found prevalence rates spanning
2% to 18% (Hinshaw, Klein, and Abicoff, 1998). This variability is due to a range of factors including gender, race/
ethnicity, age, socio-economic status (Rowland, Lesesne, and Abramowitz, 2002), as well as the parent’s level of
education and the family’s state of residence (Centers for Disease Control and Prevention, 2005).
key objectives: Promote adherence to ADHD best practices through education and treatment referral for
identified members between 6 and 12 years of age.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits
Reduce disparities in care of racial and ethnic minorities
Demonstrate accountability of Medicaid health plans, including fraud and abuse
actions taken: A weekly claims-based report detailing the demographics of members who have filled
prescriptions for ADHD medications. Quality Improvement staff attempt to identify “new” starts on ADHD
medication through a manual review process and direct intervention efforts towards those members. Based on
the NCQA HEDIS specifications for Follow-Up Care for Children Prescribed ADHD Medication “new starts” are
defined as children with a negative medication history of 120 days (four months) during which time the member
had no ADHD medications dispensed for either new or refill prescriptions.
Once identified, the parent/guardian will be contacted via phone by Quality staff. During the outreach call the
staff member will confirm with parent/guardian that the member in question is on the identified medication
for the purposes of ADHD treatment. The staff will educate the parent/guardian on the following best practice
guidelines for ADHD:
The importance of attending one follow-up visit within 30 days with the prescribing physician – staff
will attempt to obtain information on whether a follow up appointment has been scheduled and provide
assistance in scheduling appointment if needed.
The importance of adjunctive behavioral health therapy in the treatment of ADHD. Staff will assist in
providing referrals for therapy if needed.
The importance of medication adherence — the importance of taking medications as prescribed, the
importance of not stopping medications without consulting the prescribing physician including in
circumstances when the member is feeling or performing better in school or at home, and the importance
of discussing side effects with the prescriber.
Promote awareness of national and local ADHD resources and support groups (i.e. www.chadd.org
(Children and Adults with ADHD, www.brightfutures.org (Bright Futures), and www.nimh.nij.gov/
HealthInformation/adhdmenu.cfm (National Institute on Mental Health).
In an effort to educate providers on the ADHD best practice guidelines staff will send a letter containing those
guidelines with additional resources on ADHD to the prescribing physician who treated the identified member.
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outcomes: The National Committee for Quality Assurance (NCQA) has established a set of measures to
monitor treatment adequacy for patients with ADHD.
The percent of children prescribed an ADHD medication that had at least one follow-up visit with a
prescribing practitioner within 30 days (Initiation Phase).
After the initiation phase, the percent of children that remained on their medications for at least six
months and were seen at least twice in the next nine months by a prescribing clinician and/or a nonprescribing behavioral health clinician (Continuation and Maintenance Phase).
These measures are consistent with clinical guidelines of the best care for children with ADHD.
The health plan will review quarterly data regarding the rate of successful outreach attempts. Data in the first
year of implementation will be used to establish a benchmark for future goals. Additionally any barriers will be
identified and discussed. Annual ADHD HEDIS rates will be a guide to determining whether the intervention
has had a potential positive impact on HEDIS performance of this metric. In 1Q11 a total of 93 members were
identified as “new starts on ADHD prescription. Additionally 84 ADHD toolkits were sent to the member’s
prescriber which includes PCPs and psychiatrists. HEDIS measurement will not occur until 2012.
contact:
		
		

Nancy Lind
Executive Director, UnitedHealthcare Community Plan - Iowa Health Plan
( 319 ) 277-1979; nancy_a_lind@uhc.com
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UnitedHealthcare Share Advantage

Behavioral Health Collaboration
description: UnitedHealthcare Share Advantage established a collaboration with the Behavioral
Health vendor, who is contracted directly with the State to authorize and manage care for Mental Health/
Substance Abuse (MH/SA) services for the Medicaid population. MH/SA is carved out of the MCO’s
contract. The intent of the collaboration is to meet bi-monthly to review and jointly formulate a plan of
care for members with complex medical diagnoses compounded by mental health and/or substance abuse
problems. The purpose of the meetings is to better coordinate and improve the level of care provided to
Medicaid recipients through a multi-disciplinary approach and maximize the use of community resources
to improve the care. Bi-monthly meetings are held with the UnitedHealthcare and Magellan Medical
Directors, Health Plan Care Managers and Magellan Counselors.
key objectives:  MH/SA coverage for UnitedHealthcare Share Advantage members is the responsibility
of the State of Nebraska’s contracted provider. Several members with medical diagnoses were identified
as having mental health/substance abuse needs that made it difficult to effectively manage their health
care needs without input from mental health professionals. UnitedHealthcare Share Advantage felt it was
necessary to collaborate on formulation of a multi-disciplinary care plan with input from the State’s MH/
SA provider to better service the members’ health care needs.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken: The goal of the project was to facilitate the exchange of information between the
mental health provider and the health plan in order to better manage the needs of members with complex
diagnoses compounded by mental health/substance abuse problems. An example of this is the pregnant
mom who has a history of substance abuse. Through this collaboration, UnitedHealthcare Care Managers
could identify this member to the State’s MH/SA provider for outreach. The provider has an Intensive
Care Management program for pregnant females with substance abuse problems that is significantly
under-utilized, because they are unable to identify the population with these issues. UnitedHealthcare,
through its “Healthy First Steps Program,” can refer these members to the MH/SA providers program
to help improve the outcome of the pregnancy. The MH/SA provider has been helpful in identifying
community programs to address the needs of members’ for which the UnitedHealthcare Care Managers
may not have been aware. Similarly, UnitedHealthcare Care Managers can now refer members to the
State’s MH/SA provider that are enrolled in disease management programs (e.g. diabetes), who are also
suffering from depression or other mechanisms where they have high mental health needs and collaborate
on the plan of care with the therapists.
The State of Nebraska has been very supportive of this effort and encouraged the interaction. NCQA
reviewers stated that they believed this effort was innovative and commented in an exit interview that
UnitedHealthcare was “living its values by establishing strong relationships and partnerships in the
management of their members.”
outcomes:  The collaboration is realizing some success as evidenced by the progress made with a
20-year-old female member with a diagnosis of uncontrolled diabetes, 3rd grade functioning level,
schizophrenia, along with multiple social problems. Through the efforts of the team, we were able to
enroll the member in a diabetes education class geared to her level of understanding, have the member
participate in a day care program that will address her behavioral needs as well as provide her with a
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balanced meal to help control her diabetes. Her sister reports that the member is doing much better and
her diabetes is currently under control. The member is keeping her appointments with her psychiatrist and
counselor. We continue to monitor her progress in successive team meetings to assure her physical as well as
her mental health needs are being met.
This is but one example of how we at UnitedHealthcare live our values through compassion for our members
and relationship building with community agencies and resources.
contact:
		
		

Laure J. Hope, RN
Senior Director of Health Services and Quality, UnitedHealthcare Share Advantage
(402) 445-5316; laure_hope@uhc.com

Horizon NJ Health

Call Night Out Campaign
description: It is often difficult to contact working parents and caregivers during traditional business
hours. In an effort to reach these individuals, Horizon NJ Health’s Outreach Center initiated a quarterly
telephone campaign called Call Night Out.
Currently, we encourage members from birth to age 21 to have Early Periodic Screening, Diagnosis and
Treatment (EPSDT) visits in accordance with the periodicity requirements set by national standards. Horizon
NJ Health is contacting parents and caregivers to promote and encourage utilization of the appropriate
preventive service for members who have not received EPSDT services.
During the Call Night Out campaign, parents and caretakers are asked specific questions in regard to their
child’s health that include well child visits, immunizations, dental, vision, blood lead level testing and hearing
examinations in an effort to improve EPSDT compliance.
actions taken: Employees from our Health Services Department volunteer to accept and make calls to our
members after 5 p.m. Fliers were mailed to parents, inviting them to call our Health Experts between 5 p.m.
and 8 p.m. to ask questions about their child’s health care. Call scripts and resource guides were developed for
all volunteers to ensure accuracy and consistency in our educational material.
outcomes:
Held 15 Call Night Out campaigns.
Successfully contacted 3,706 parents and caregivers who were unavailable during traditional business
hours.
contact:
		
		

Jacqueline Moore
Supervisor, Outreach & Special Projects, Horizon NJ Health
(609) 718-9616; jacqueline_moore@horizonNJhealth.com
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UnitedHealthcare Community Plan - Pennsylvania

Care-A-Van Program

The Cares Program

description: Horizon NJ Health’s CareA-Van Program is a multi-faceted strategic
endeavor to provide greater access to
health care in all New Jersey communities;
increase health literacy through health
education; and provide preventative
screenings at no cost that include, but are
not limited to, blood pressure, glucose,
cholesterol, dental and skin analysis. The
goal of the program is to travel directly
into New Jersey communities via mobile
health units, for the provision of greater
access to quality health care to underserved
populations through our outreach, health
education and prevalent disease-related
screening efforts.

description: The Cares Program is designed as a healthcare quality initiative for members that are noncompliant with accessing healthcare services and critical health screenings, and for whom all other health
plan outreach activities have failed. The Health Plan recognized the need to provide a grass roots communitybased approach to its current member outreach model and partners with one of our Disadvantaged Business
(MBE/WBE) vendors, Baker & Company, a community organization in Philadelphia managed by a prominent
minister in the faith-based community. Baker & Company has great success in community outreach, public
relations, and neighborhood engagement for various initiatives throughout the city.
We measure the results at a cohort and plan level. At the cohort level, we evaluate how many members
previously lost to care access health care services. At the plan level, we measure the impact on our HEDIS
Comprehensive Diabetes Screenings, Cholesterol testing following cardiovascular event and prenatal and
post-partum care results.
Our mission is to improve the health outcomes and quality of life for our members by providing a grass root
communit-based approach that touches a population that has historically been non-compliant. It was decided
early on that the Cares Program would support members with a personal touch. Outside of the health plan’s
current outreach methods of calling and mailing, we wanted to get “feet on the street.” The Cares Program is
an entirely new service/customer experience for our members.
The intent of the program is to address the health needs and concerns of our members while providing them
with the education and resources necessary for accessing care and health services, and with issues of health
literacy. The program empowers our members with tools to navigate care and coordination. The activities
and services provided by the program afford UnitedHealthcare Community Plan with the ability to show our
members that we not only value them but that we also care about their overall health and well-being.
The Cares Program is equally beneficial to the health plan as it positively impacts diabetes, prenatal and
post-partum and cholesterol HEDIS rates and helps to fulfill our commitment to disadvantaged businesses in
Pennsylvania.

actions taken:  Horizon NJ Health
establishes and maintains relationships
with partnered community entities such as
community-based, faith-based and school-based organizations. “Care-A-Van” events are identified, targeted or
created by the Horizon NJ Health team and with community partners. Each Care-A-Van is staffed with nurses
who provide on-site screenings. The Horizon NJ Health Dental Director provides dental screenings at select
events. Horizon NJ Health Community Health Educators engage attendees at events with health entertainment
activities (Health Wheel; Dancing for Your Health; Wii Fit) and provide health education and materials.
Community Health Representatives offer plan information for enrollment and provide service to Horizon NJ
Health members.
outcomes:
Two 40-foot Care-A-Vans have been used as marketing vehicles at community health fairs and events to
promote and enroll New Jersey’s uninsured into NJ FamilyCare (SCHIP).
At “Care-A-Van” events, 7,338 screenings, in conjunction with disease-related health education,
administered at 216 events through June 2011.
587 members were connected by Care-A-Van Nurses to Horizon NJ Health’s Care Management staff for
follow up and/or referral to disease management programs.
Due to screening results, 60 people were identified as needing urgent or emergent care and were
immediately assisted with access to the nearest hospital or medical facility.
Two additional 26-foot Care-A-Vans were purchased in the summer of 2011 to increase community
outreach and expand the program into retail locations.
contacts:
		
		

Len Kudgis
Director, Marketing & Communications, Horizon NJ Health
(609) 718-9007; len_kudgis@horizonNJhealth.com

		
		
		

Elizabeth (Beth) Young
Community Health Nurse, Horizon NJ Health
(609) 718-9418; elizabeth_young@horizonNJhealth.com

key objectives:
1. To provide a community-based approach to reaching our disparate non-compliant members.
2. To provide our members and the community with education, information and resources for accessing care
and health services.
3. To positively impact diabetes, prenatal and post partum and cholesterol HEDIS rates.

The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
Reduce disparities in care of racial and ethnic minorities
actions taken: Members were identified by lack of claims for disease/prenatal related care. Targeted zip
codes were chosen. The Cares team members began visiting the homes of those identified, often having to
leave a card in the doorway announcing their visit. Many members had moved or identified their home as a
parking lot, necessitating community networking to find members. For many, the team has to make several
attempts before they would gain the trust our members.
Once a member agrees to be seen a brief needs assessment is performed and if possible a call from the
member’s home to schedule a primary care physician (PCP) visit is made. If needed, transportation is
arranged, referrals to the Special Needs unit and /or Case Management are made. Member Rewards and the
Healthy 1st Steps programs are discussed. Specialty and Podiatry exams are scheduled. PCPs are changed if
the member requests a change. Follow-up visits and calls are made to ensure the member keeps appointments;
if not a repeat home visit is made.
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outcomes:
Cohort 1 Outcomes: There were 164 members who were non-compliant in the following areas:
56 Diabetics
27 Cholesterol/Cardiac members
81 Prenatal Care

Calls Made:
Initial Calls Made - 239
Reminder and Follow-up Calls Made - 138
Home Visits:
Contacts Attempted – 686
Contacts Made – 338
Members Located – 118
Out of the 118 members located:
51 members were visited and scheduled or had a pre-scheduled appointment
27 were visited but no appointment scheduled
40 were members that were visited but needed continuous outreach
The Cares Team scheduled over 65 appointments for 51 members. Out of the 51 visited members:
Over 40% visited their pcp/obstetrician
Over 30% kept their scheduled pcp appointments
Over 80% kept their pre-natal appointments
Over 100 referrals to services were made
Cohort 2: In January 2011, we entered into the second cohort of 342 members non compliant in Comprehensive
Diabetes Care (CDC) and Cholesterol Management for Patients with Cardiovascular Conditions (CMC). We
expanded into additional Philadelphia zip codes. This cohort completed in July 2011. Of those members, the
Cares Team was able to assist them to obtain the following health screens:
Diabetic eye exams - 102
HBA1C screens - 208
LDL screens - 200
Nephropathy Screens - 227
10 of these members were in our HEDIS sample of 411; 9 were complete hits across the CDC measure
The Cares Team scheduled:
50 PCP appointments
85 eye exams
66 foot appointments
6 other medical related appointments
The program has proven to be a powerful mechanism to reach members in the community. The plan has
recognized the value added program and is in the process of expanding it to other areas of disparity in the health
plan including Fayette County and York County. We are targeting operation in these areas in October 2011.
contact:
		
		

Marie Hawranko, RN, BSN, MHMS
Vice President, Quality Management, UnitedHealthcare Community Plan of Pennsylvania
(412) 376-9915; marie.hawranko@uhc.com
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WellPoint State Sponsored Business

Case Management of Chronic Disease in Pregnancy in the 		
Medicaid Managed Care Population
description: Medicaid members frequently have gaps in disease and pregnancy knowledge, as well as
gaps in care. Pregnancy can cause worsening of chronic disease, just as chronic disease can negatively
impact pregnancy. In addition, as is frequently encountered in the Medicaid population, economic and social
resources can be lacking. WellPoint State-Sponsored High Risk Obstetric Program (HROB Program) helps
to increase healthy birth outcomes by improving the overall quality of care pregnant women receive. Of
particular importance is the treatment of chronic disease during pregnancy, as pregnant members affected by
chronic disease are at increased risk of adverse outcomes with both short and long-term implications for both
mother and baby.
key objectives: Through the HROB Program, WellPoint State Sponsored Business (SSB) team members
strive to optimize pregnancy outcomes in members with chronic diseases including asthma, diabetes, chronic
hypertension and cardiac disease. Through the use of various referral resources and provider and member
engagement, the HROB program strives to:
1) Identify pregnant members as early in pregnancy as possible.
2) Improve access to care and encourage early and on-going prenatal care.
3) Coordinate specialty care required when multidisciplinary care is necessary.
4) Educate pregnant members on how to best manage their chronic diseases during their pregnancies, in
the postpartum period, and lifelong.
5) Initiate and maintain provider engagement and promote the adherence to evidence-based care
guidelines.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access, and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken: The WellPoint SSB team employs multiple strategies to identify members who are pregnant.
Once identified as pregnant, all members are screened to determine risk level and are referred to the HROB
Program as appropriate. The WellPoint SSB team works in collaboration with members, obstetric providers,
primary care providers and specialists to ensure our members receive the best possible care for optimal
outcomes for both our members, and their babies.
Early identification of pregnant members is paramount to the success of our HROB Program. We utilize
several sources of identification including the following:
State Medicaid enrollment files
New member health risk assessments
Provider notifications of pregnancy (NOP)
Member self-referrals
Home health vendor requests
Utilization management referrals

Once identified as pregnant, calls are made to each member and each is screened telephonically for conditions
complicating pregnancy. Those members identified as having chronic diseases such as diabetes, asthma, or
chronic hypertension are enrolled in our HROB Program. Other examples of chronic diseases managed under
our program include seizure disorder, cardiovascular disease, infectious disease (HIV, hepatitis), cancer, renal
disease and autoimmune disorders such as lupus.
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The high-risk member identified is paired with a nurse case manager who is specialty-trained in obstetrics.
That designated nurse case manager sees the member through the pregnancy and the postpartum period,
coordinating all medical and social support services. The nurse case manager makes contact with the member to
establish a relationship, providing a direct access phone number for the member to utilize whenever necessary.
In addition, the number for the 24/7 NurseLine is provided for use if the case manager is not readily available.
Case management services begin with the initiation of prenatal care, if not already established. This may be
necessary, as many members have qualified for Medicaid based upon the diagnosis of pregnancy, but have
not sought prenatal care. In such cases, the case managers assist with physician selection and coordination of
prenatal appointments. The initial contact with a case manager is the first of many opportunities to provide
member education regarding pregnancy, the member’s chronic disease, and potential impact of the disease on
the pregnancy and pregnancy on the disease.
Pregnant members with chronic diseases often require a multidisciplinary team approach to care. Case
managers provide clarification and reinforce the plan of care, assist with coordination of appointments, and
even manage the flow of information between specialists. They provide assistance with obtaining medication,
transportation to and from appointments, and home health services. Nurse case managers are supported by a
team of social workers with in-depth knowledge of community resources that are available in various geographic
areas.
WellPoint SSB provides intensive nursing services in the home when medically necessary through an obstetric
home health vendor. Such intensive programs assist in the management of chronic diseases such as diabetes
and hypertension to help improve pregnancy outcomes and avoid repeated emergency department visits or
admissions to the hospital for disease management.
WellPoint SSB has a designated HROB medical director who is specialty-trained and board-certified in obstetrics
and gynecology. The WellPoint medical director leads HROB case managers and social workers on weekly
HROB telephonic discussions of members with chronic diseases complicating pregnancy. Every case in which
a member is receiving obstetric home services is discussed with the medical director a minimum of every two
weeks and more frequently as necessary. Medical director-led discussions allow for active collaboration of team
members for closure of any identified gaps in care.
If a member is admitted to the hospital with a complication of pregnancy, her assigned case manager follows
her through the admission and assists with any necessary discharge planning. As the nurse case manager often
knows the member and her condition well, this is an effective use of resources and can be very comforting for the
hospitalized member.
Following delivery, the HROB case manager continues to educate the member on her chronic disease and
reinforces the physician’s plan of care going forward. The CM assists with scheduling of any specialty visits
necessary and assists with transportation arrangements to such visits. The CM also reinforces the need for
compliance with prescribed medication and self-monitoring such as monitoring of blood glucose in diabetes or
blood pressure in chronic hypertension. In addition, the case manager educates the member on various issues
such as family planning options, importance of postpartum physician follow-up, as well as sleeping, feeding
and other aspects of care of her newborn. Further, the HROB team works closely with the integrated behavioral
health team on any issues related to postpartum depression.
outcomes: Through our WellPoint SSB HROB Program, we have embraced the opportunity to provide
comprehensive case management services to our pregnant members with chronic diseases. We have been
successful in identifying chronic diseases in hundreds of our pregnant members, providing great opportunity
for intervention. From January, 2010 through March, 2011, 733 of our pregnant members were identified as
having a coexisting chronic disease. The most commonly identified co-morbid condition was asthma, identified
in more than 200 of these members. Also seen with increased frequency were diagnoses of insulin-dependent
diabetes in 33 members, chronic hypertension in 27 members, seizure disorder in 17 members, cardiac disease in
13 members, sickle cell disease in eight members, and cancer in seven members. Other diagnoses identified were
HIV, hepatitis, chronic pancreatitis, previous liver or kidney transplant, and lupus, among others. The WellPoint
SSB HROB program has touched the lives of hundreds of members and their babies.
contact:
		
		

Kimberly Roop, MD, FACOG
Medical Director, SSB Care Management, WellPoint State Sponsored Business
(317) 605-0216; kimberly.roop2@anthem.com
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Centene Corporation

CentAccount Member Incentive Program
description: The CentAccount program promotes personal healthcare responsibility and ownership by
offering financial incentives that are valued and appreciated by healthcare consumers. CentAccount is
a consumer-driven incentive program designed to strengthen the relationships between Centene health
plan members and their Medical Home. By
increasing the utlization of preventive services
and reducing reliance on the emergency room,
the CentAccount program increases continuity
of care, resulting in better health outcomes
for our members. Rewarding our members
for targeted healthy behaviors increases the
likelihood that such behaviors will be continued
through positive reinforcement.
Centene launched this innovative program
in 2008 as a pilot for its Absolute Total Care
health plan members in South Carolina. The
program has received national recognition from
government officials in South Carolina and
across the country. Since the success of the pilot
program, CentAccount has been rolled out as a
benefit in 11 Centene health plans.
actions taken: Eligible members of Centene’s health plans can earn financial rewards for completing
healthy behaviors such as annual well-visits to a PCP for adults and children, health risk screenings,
mammograms and other preventive care actions. The actions rewarded vary by health plan and are
customized based on specific member needs and market conditions. Through the CentAccount program,
Centene is also able to ensure that member incentives are closely aligned with provider incentives which drive
higher quality outcomes.
When a member completes the first CentAccount behavior, a CentAccount card is sent to the member loaded
with the reward. When a member completes additional behaviors, reward dollars are added to the card
they have previously earned. Centene uses industry-leading technology to restrict purchases to products
that directly impact the member’s health and well-being, including physician and ER co-pays, prescriptions,
utilities, public transportation and baby products such as diapers and formula. Through these restrictions,
Centene is able to ensure that the earning of the reward and the redemption are focused on improving the
overall health of the member.
outcomes: In one of our health plans, when healthcare engagement outcomes among the members were
compared before and after the CentAccount program was introduced, member visits to their PCPs within 90
days of enrollment increased 19.1%, Chlamydia screenings increased 26.1%, and well visits increased as much as
115%.
Centene health plan members continue to find value in the healthcare rewards they have earned. Over 36% of
the rewards earned are spent at drug stores and pharmacies with an additional 30% being spent on physician
co-pays and baby products. Another 20% was spent on utilities, assisting them with basic needs as a reward for
completing healthy behaviors. These outcomes prove that incentives not only motivate Medicaid members
to engage in healthy behaviors, the rewards remove financial barriers in seeking the appropriate health care
services at the right time in the right setting.
contact:
		
		

Aparna Abburi
Senior Vice President, Innovation & Product, Centene Corporation
(314) 725-4477; aabburi@centene.com
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MDwise

WellPoint State Sponsored Business

description: Currently, in Indiana we need to
focus on improving pregnancy outcomes, lowering
infant mortality rates and the number of fetal
deaths, increasing access to prenatal care, lowering
teen pregnancies, decreasing tobacco use among
pregnant women, raising awareness about breast
feeding and stressing the importance of breast
feeding, having children immunized early on in
their childhood, and promoting healthy eating
habits to lower obesity rates in Indiana youth.

description: In an effort to bring maternal and child
health education to the high-risk Medicaid population
in West Virginia, WellPoint State Sponsored Business
has partnered with Community Based Organizations
throughout the state to launch baby showers and expand
outreach efforts. What started out as a WellPoint planned
and organized event has developed into a current process
where WellPoint is giving the tools and infrastructure
necessary for a Community Based Organization to hold
such an event and effectively reach their unique service
areas.
West Virginia faces many challenges in terms of maternal
and infant health. The state consistently ranks near or at
the top of the following negative health indicators:
Prenatal smoking rate
Infant mortality rate
Low birth weight
Teenage birth rate
Premature birth rate
Research has consistently shown that health disparities
exist for those in socio economically challenged groups,
such as the Medicaid population. Nearly 60% of all births
in the state of West Virginia are born to mothers enrolled
in the Medicaid program.

Community Baby Showers

actions taken:  In 2011, MDwise collaborated
with different health organizations across the state
to host community baby showers for the public.
So far, MDwise along with different community
organizations have held six community baby
shower events statewide, with more to come in the
later part of 2011.
MDwise takes into consideration community
needs when deciding when and where to host baby
Photo by Katie Kirkton, MDwise
showers. We are sensitive to all event participants’
needs, taking into consideration their language, culture
and physical needs. We also offer transportation for our members to eliminate a potential barrier to care
We provide a variety of workshops. Workshop topics include healthy lifestyles, car seat safety, safe sleep
practices and fatherhood.
outcomes: The six community baby showers statewide have attracted more than 600 participants.
Participants include moms, moms to be, moms with infants, grandparents, guardians, infants, children
and fathers. Participants attend a workshop of their choice. They are then educated on topics such as
breastfeeding, safe sleep, healthy lifestyles, car seat safety, prenatal care, tobacco use during pregnancy and
other resources.
The baby showers offer a unique opportunity for MDwise to educate expecting mothers and provide
resources to those who need it the most.
contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org
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Community Baby Showers

key objectives: (1) To bring maternal and child
health education to high-risk Medicaid populations
in West Virginia; (2) to partner with key Community
Based Organizations to expand outreach; and (3) and to
serve as a community shower train-the-trainer for other
Community Based Organizations. The program addresses
the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including
quality, access, and reliability)
Control or reduce the per capita cost of care or
increase efficiency
actions taken: In order to expand the reach of the
community baby shower concept, WellPoint State
Sponsored Business has partnered with Community Based
Organizations throughout the state of West Virginia. This
partnership has consisted of the development of “Best
Practice” template that is shared with the CBO. Some of the topics that are covered in this document include:
Marketing of the event/Working with media
Types of health education topics that should be covered during the event
A planning timeline
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In addition to this document and a financial contribution, WellPoint SSB staff also assists the CBOs with all
planning aspects of this event. This could include scheduling guest speakers, finding vendors, and securing a
location for the event.
outcomes: In 2010 and 2011, seven of these community baby showers have been held reaching a total of
approximately 600 new and expectant mothers. By working with Community Based Organizations that serve
the low-income, high-risk Medicaid population, the majority of these 600 women have been those that need
this education the most.
contacts:
		
		

Tadd Haynes MPH, Program Manager and Billie Moore, Senior Outreach Specialist
WellPoint State Sponsored Business
(888) 611-9958; tadd.haynes@wellpoint.com; billie.moore@wellpoint.com

MDwise

Community Outreach
description: State Medicaid programs are very complicated and include several different parties, from
caseworkers and enrollment brokers, to the health plans. Lack of knowledge of MDwise and the programs
that we offer can contribute to members not fully taking advantage of their health benefits. This then can
create a domino-like affect, by members not accessing health care and not receiving the proper primary care.
By receiving preventive care, members can live healthier lifestyles.
actions taken: MDwise has seven Outreach Coordinators who cover the entire State of Indiana
Our coordinators attend several health fairs, back to school functions, community events and perform
presentations statewide. At these activities coordinators distribute MDwise resources about our health plan
and special programs.
Our coordinators participate on community boards, advisory councils, and parent teacher organization
meetings in their areas. In return they are able to plan and develop health fairs that may have a health focus,
helping MDwise create member awareness about certain health conditions. Coordinators focus on educating
and increasing awareness of the MDwise health plans and special programs.
outcomes:  As a result of all the statewide activity that our coordinators participate in, we have given over
29 community presentations, 170 community events attended, and have touched over 50,000 people.
Through a combination of outreach activities we have been able to have measurable increases from 2010 to
2011 in the following areas:
Amount of viewers to the MDwise website.
Pregnant members receiving postpartum in an adequate time frame.
Members who are between the between the ages of 1 month to 15 month receiving well child visits.
Frequency of prenatal care among pregnant members.
Adolescent well care visits.
Cervical cancer screenings.
Follow-up care for children taking ADHD medications.
contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org
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WellPoint State Sponsored Business

The Community Resource Coordinators Model
description: The Community Resource Coordinators (CRC) Model is WellPoint State Sponsored Business’
(SSB) response to providing managed care assistance, health care resources and social service program referrals
to an ever-growing membership located outside of urban settings and in rural areas of the counties and states
in which it operates. With a history of providing these services at various SSB Community Resource Centers in
urban settings, WellPoint recognized a need to reach out to members unable to visit the centers to receive the same
services. Integrating this new CRC Model with services provided by care management as well as customer care
associates aligns with and supports SSB’s initiatives and has improved efficiency, while at the same time ensuring
that members are accessing needed programs; have better coordination of care; and the advocacy of CRCs,
wherever they happen to be — whether that’s in their communities, at a local clinic, in a hospital emergency room
or even in a member’s home.
WellPoint State Sponsored Business recognizes immense growth in managed care membership in non-urban areas
in many states and counties in which it operates. It also recognizes the challenges and barriers of accessing health
care services by the disadvantaged and the underserved of this population. Outreaching to members themselves
— where they are, rather than waiting for members to seek assistance is deemed to be the most effective way of
meeting these members’ needs.
key objectives: (1) Provide a direct personal link of assistance between WellPoint State Sponsored Business
staff and providers and members and the communities in which it operates; (2) Support access to care and the
importance of the medical home model; and (3) Identify and support the needs of the disadvantaged and the
underserved. The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access, and reliability)
Control or reduce the per capita cost of care or increase efficiency
Reduce disparities in care of racial and ethnic minorities
Demonstrate accountability of Medicaid health plans, including fraud and abuse
actions taken: Community Resource Coordinators serve myriad functions. For instance, members needing
assistance and/or interventions are identified through case management and utilization management nurses.
Case Manager (CM) triage nurses and Utilization Manager (UM) nurses assess and identify members in need of
appropriate care and resolution of issues related to health care by reviewing medical records, pharmacy data and
hospitalization and emergency room utilization. If determined to be the best course of action, CMs contact a CRC
and request that s/he conduct a home visit, an informal member needs assessment, an evaluation of the member’s
transportation needs, provide the member with Medicaid managed care education, and the name and contact
information of the member’s primary care physician (PCP). The CRC also encourages the member to contact the
PCP for follow-up care, and following the home visit, the CRC submits a written report to the CM with his/her
findings.
In the event that the member has a chronic illness that is uncontrolled/unmanaged or the member is assessed to be
incapacitated and unable to seek care for him-/herself, the CRC often works closely with the CM, PCP, and disease
management nurses to arrange for coordination of care. In doing so, the CRC becomes the point of contact for the
member and complements the customer care associates.

24 |

MHPA 2011-2012 Best Practices Compendium

outcomes: The Community Resource Coordinator Model and the services provided by the Community
Resource Coordinators have been recognized to assist in the following outcomes:
Optimized health plan operational efficiency
Increases in knowledge of the needs of the disadvantaged and the underserved
Increases in member understanding of the importance of a medical home
Increases in better coordination of care
Reductions in ER visits
Reductions in cost of care
contact:
		
		

Les Ybarra
Regional Field Operations, WellPoint State Sponsored Business
(818) 655-1250; les.ybarra@wellpoint.com

MDwise

Compassion Fatigue Rounds
description: Compassion fatigue describes an emotional state in which health care workers develop
burnout and can become detached from emotional and professional connections critical to successful
patient care. Workers can develop burnout, anxiety, depression and loss of satisfaction — all of which can
lead to high turnover and poor performance. While not interacting face to face with members, complex
care management, case management, and utilization management staff are at high risk for the development
of compassion fatigue from working in a demanding environment, and in situations where they may
ultimately be helpless in ensuring that needed interventions are implemented by members with challenging
psychosocial needs.
actions taken: MDwise implemented Compassion Fatigue Rounds, a monthly meeting based on the
Schwartz Rounds concept, for the case, care and utilization management teams. This 1.5 hour meeting
focuses on the sharing of narratives about patient care experiences, identification of emotions and the
impact situations have on ones work and personal lives. The session is co-facilitated by two experienced
clinicians, and considered a “safe venue” in which freedom of expression and speech are encouraged without
downstream consequence.
outcomes: Compassion Fatigue Rounds has become a well attended and highly respected event leading to
supportive and close interactions between staff.
contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org
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Select Health of South Carolina

Comprehensive Prenatal Care Program
description: Pregnancy and newborn outcomes statistics for South Carolina are cause for action to
improve the education and outreach to women of childbearing age. The most recent data from 2008, reports
that the birth rate for women ages 15 to 44 years is 69.7 per 1,000 women. Pre-term births account for one
in seven or 14.3 percent of live births. Between 1998 and 2008, the rate of infants born preterm in South
Carolina increased by more than 5 percent. In 2008, one-in-five infants, or 21.7 percent of live births, was
born to women receiving inadequate care.
actions taken: Select Health’s maternal child program, “Healthy Moms and Babies,” has developed
a comprehensive approach to educate members by partnering with community resources to improve
pregnancy outcomes. The following demonstrates the many dimensions of our program.
Identify high-risk pregnancies by screening the Risk Assessment forms provided by obstetrical
providers. These providers are incentivized to return the completed forms to achieve earlier outreach
to members that have a potential for poor birth outcomes.
Review medication claims of the plan’s pregnant members weekly to assist in early identification of
potentially high-risk pregnancies based upon the category of medication.
Prenatal case managers screen and attempt to contact all high-risk members who have been
identified from a weekly report generated from laboratory claims and state files.
Partner with the Progesterone Outreach Program (POP) to educate providers about the benefits and
appropriate use of 17P (Alpha-Hydroxyprogesterone Caproate).
Refer to community programs, Alere, Family Nurse Partnership and Healthy Start to provide needed
in-home education and monitoring for high-risk and first time mothers.
Collaborate with Member Services to refer all pregnant members to the maternal child team if
identified with a potential high-risk pregnancy. This is accomplished during the new member
orientation call or any contact with a member.
Collaborate with utilization management for referrals to prenatal case managers for any
hospitalizations or frequent emergency room use for pregnant women.
Mail letters to all newly identified pregnant women, which includes pregnancy educational material,
text4baby leaflet and directions on how to contact a prenatal case manager if needed. Post-delivery
letters with postpartum information and the Healthcare Effectiveness Data and Information Set
(HEDIS®) time frame requirements are mailed to every member who delivers on the plan.
Contact women after delivery and verbally give postpartum information. Member Services also
performs a follow-up contact with members to encourage postpartum appointments within three to
four weeks after delivery.
Provide utilization and case management services for those families with detained/sick newborns.
The neonatal nurses assist with discharge planning and follow the newborn after discharge for up to
one year of life.
Provide support for those mothers who suffer the loss of their infant. Educational materials are sent
and community resources are offered.
outcomes: Select Health has demonstrated continued improvement in our outreach efforts to this
population in all three maternity HEDIS® measures. Currently the plan is in the process of developing a
pilot program with a maternal-fetal medicine clinic at a large teaching medical center to provide additional
education, home visits and monitoring for the highest-risk pregnancies.
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The HEDIS® 2011 results are as follows:
Program Profile for
Timeliness of prenatal care – 91.1%, an increase of 9.2% from HEDIS® 2009.
MHPA
BestanPractices
Compendium
Frequency of
ongoingCBP’s
prenatal2011-2012
care >81% – 70.1%,
increase of 21.2%
from HEDIS® 2009.
Postpartum care between 21 and 56 days after delivery – 71.62%, an increase of 6%from HEDIS® 2009.

Please complete this questionnaire and return it to Joe Reblando jreblando@mhpa.org on or
before Friday, July 29th, 2011.

contact:
		
		

Linda Satterthwaite, RN, BSN, CCM
Quality Administrator, Quality Improvement, Select Health of South Carolina
(843) 569-4598; linda.satterthwaite@selecthealthofsc.com

1. Program Description
Please provide a brief (2-3 sentence) overview description of your program. Include results
using specific data points, or if none are available yet, indicate how the results will be measured.

Connected Care™ is an initiative to improve the connection and coordination of care for those
with serious mental illness (SMI) among health plans, personal care physicians (PCP), and
behavioral health providers in outpatient, inpatient and emergency department (ED) care
settings.
Behavioral
UPMC
Health
Planhealth is a carve-out for the mandatory Medicaid managed care program in
Pennsylvania, thus members would have a different managed care plan for behavioral and
Connected
physical healthCare™
care. Members qualify for Connected Care if they are a member of UPMC for
You and Community Care (Behavioral Health MCO) member, age 18 or older, live in Allegheny
description
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disorders, episodic mood disorders, or borderline personality disorder.

health providers in outpatient, inpatient and emergency department (ED) care settings. Behavioral health
is a carve-out for the mandatory Medicaid managed care program in Pennsylvania, thus members would
have a different managed care plan for behavioral and physical health care. Members qualify for Connected
2. What
was theofproblem
you
were
to address
with this program?
You
andtrying
Community
Care (Behavioral
Health MCO), age 18 or
Care if they
are a member
UPMC for
Use
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planwhich
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program.
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schizophrenic disorders, episodic mood disorders, or borderline personality disorder.
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PCPs. This
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similar
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other
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This occursand
regardless
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Coordination
a challenge Coordination
posed by confidentiality
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posed by confidentiality provisions.
People with SMI die at age 51, on average, compared to age 76 for Americans overall. Their odds of dying
from
the following
causes,
to average,
the general
population
are:76 for Americans overall. Their
People
with SMI
die atcompared
age 51, on
compared
to age

odds of dying from the following causes, compared to the general population are:
Cause
Heart Disease
Diabetes
Accidents
Respiratory conditions
Pneumonia, influenza

Times more likely to die
3.4
3.4
3.8
5.0
6.6

Increased morbidity and mortality associated with SMI result in high rates of premature death.
Increased
mortality
associated
withthan
SMIthe
result
in high
rates of premature
death.
Those morbidity
with SMI and
die 25
to 32 years
younger
general
population.
This trend
has Those with
SMI die 25 to 32 years younger than the general population. This trend has accelerated in recent decades.
accelerated
in to
recent
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(60% to with
70%)treatable
result from
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conditions
with
Most
deaths (60%
70%) decades.
result fromMost
physical
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risk factors,
as metabolic
treatable
risk
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such
as
metabolic
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disease,
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and
disorders, cardiovascular disease, diabetes and modifiable risk factors such as obesity and smoking.
modifiable risk factors such as obesity and smoking.

UPMC for You’s population has a high rate of BH and PH admissions and readmission and emergency room
utilization. Baseline data for this program is located in section 5, titled “Outcomes.”
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key objectives: There are three overall goals of this project and consistent with IHI’s Triple Aim: (1)
improve the health of this population; (2) enhance the consumer’s experience; and (3) to reduce or at least
minimize the cost of care. The measurements for these goals are described below:
Decrease PH and BH admission/1000
Decrease PH and BH readmission/1000
Increase average number of community days between each PH or BH admission
Decrease average length of stay
Decrease ED visits/1000
Increase the percent of members with at least 3 atypical antipsychotics filled with glucose screen
Increase the percent of members with at least 3 atypical antipsychotics filled with an annual glucose
screen or HbA1c
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access, and reliability)
Control or reduce the per capita cost of care or increase efficiency
Reduce disparities in care of racial and ethnic minorities
Demonstrate accountability of Medicaid health plans, including fraud and abuse
actions taken: New processes were implemented to facilitate care coordination among the physical
health and behavioral health care management staff and the identification of members who had an inpatient
admission or emergency room visit. The care managers were jointly trained on the program and to help
the staff from each organization understand the differences in their approach to care management. An
integrated care plan was developed that was viewable by staff from both organizations. Data from the two
discrete care management systems was merged to create a common view. This helped staff to identify who
the member was seeing, the care managers involve with the member, key barriers and a text field for case
notes. As members were identified for the program, the care managers discussed the case and determined,
based on the member’s existing relationships, the staff member that would take the lead in managing the
member. Weekly integrated care team meetings were implemented were the most complex members were
discussed. The meeting included medical directors from both organizations, care managers and pharmacists.
Information that had been obtained from the member or their providers was discussed along with the review
of the member use of services and medication profile. A care plan was developed based on the team’s input.
The responsible care manager then facilitated the implementation of the care plan with the member and
applicable providers.
To help the member and their providers manage acute episodes of care, daily processes were implemented to
identify when a Connected Care member was admitted to a physical or behavioral health inpatient facility or
had an emergency room visit. This information was shared with the care managers from both organizations
and faxed to the member’s behavioral health provider and PCP. The care managers would assist with
discharge planning and contact the member upon discharge or after the emergency room visit to provide
education and care coordination.
A monthly process was implemented to notify the prescribing provider and PCP of gaps in filling
antipsychotic medications or other medication that are used to treat chronic conditions. In addition to this
information, the providers were informed if recommended laboratory tests that help to monitor specific
conditions were not done. This include an annual glucose screening for members on antipsychotics.

Other activities that were implemented to support the program are provided below:
Consumer group meetings to obtain input on program design and materials.
Using BH providers to help obtain consents.
In 2009 provided a $25 gift card incentive to 4,400 members who had a visit with their PCP. In 2010
the incentive was changed to a $25 gift card for completing the consent form and enrolling in the
program.
Access to a 24-hour/day phone line managed by Community Care to answer member questions.
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The following summarizes activities done to promote provider engagement:
Mailing sent to PCPs and BH providers explaining the Connected Care program.
UPMC Health Plan and Community Care clinical leadership conducted joint on site visits to high
volume PCP offices and BH providers to explain Connected Care and shared materials consumers
would be receiving.
In the first quarter 2010 Community Care met with the BH providers and shared the list of their
members so that they could assist in informing them of the program and help in obtaining consents
resulting in increased consents.
outcomes:
Number of unique members with PH admission
Baseline – 685 (13.8%)
First Year – 1062 (15.8%)
PH admission/1000
Baseline – 273.56
First Year – 302.77
Number of unique members with BH admission
Baseline – 950 (19.2%)
First Year – 862 (12.8%) *(statistically
significant over baseline)
BH admission/1000
Baseline – 361.6
First Year – 239.86
Number of unique members with PH
readmission
Baseline – 146 (2.9%)
First Year – 187 (2.8%)
PH readmission/1000
Baseline – 62.06
First Year – 57.02
Number of unique members with BH
readmission
Baseline – 177 (3.6%)
First Year – 169 (2.5%) *(statistically
significant over baseline)
BH readmission/1000
Baseline – 64.08
First Year – 45.22

contact:
		
		
		

Number of unique members with PH and BH
admission
Baseline – 208 (4.2%)
First Year – 196 (2.9%) *(statistically
significant over baseline)
Average number of community days between each
PH or BH admission
Baseline – 52.09 days
First Year – 66.66 days *(statistically
significant over baseline)
Average length of stay
Baseline – 17.47 days
First Year – 15.23 days *(statistically
significant over baseline)
ED visits/1000
Baseline – 1963.1
First Year – 1961.14
Percent of unique members with ED visits
Baseline – 54.6%
First Year – 53.7%
Percent of members with at least 3 atypical
antipsychotics filled with glucose screen
Baseline – 64.35% (1267)
First Year – 67.45% (1616) *(statistically
significant over baseline)
Percent of members with at least 3 atypical
antipsychotics filled with glucose screen or HbA1c
Baseline – 65.26% (1285)
First Year – 68.86% (1650) *(statistically
significant over baseline)

Debra Smyers
Senior Director Program Development, Medicaid, Special Needs Plan and CHIP
UPMC Health Plan
(412) 454-7755; smyersd@upmc.edu
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UnitedHealthcare Community & State - Tennessee

Coupon for Care (Diabetic Eye Exam Outreach)
description: This is a program designed to make our members more aware of the importance of dilated
retinal exams for diabetics, facilitate their access to these services, and increase our HEDIS rates for this
particular measure. We identified optometrists and ophthalmologists throughout our network, and then
paired those up with lists of diabetic members who reside within a 20-mile radius of each provider. A period
of two weeks is then determined for the “outreach event,” and a coupon redeemable for a dilated eye exam at
no cost to the member is then mailed out.
This program was initiated to identify and break through the barriers associated with ability of our diabetic
members to obtain a dilated retinal eye exam. Our consistently low HEDIS rates for this measure compelled
us to investigate why our members were not receiving this needed service.
key objectives: (1) Improving the health of our members by ensuring that they receive the necessary
screenings; (2) Educating our members on the fact that although vision is not a covered benefit, a diabetic
dilated retinal eye exam is covered due to medical necessity; and (3) Increase access to these services by
identifying and educating both PCPs and the specialists who can provide the services.
The program addresses the following MHPA Best Practice priority:
Improve the health of the population
actions taken: For our initial pilot, we targeted a rural county in West Tennessee that had 125 of our
diabetic members. At the time of the pilot, members in this county were 88% non-adherent for this measure.
We selected a local Walmart Vision Center as our partner for the two week eye exam event. All of the
members were mailed a coupon to redeem at the vision center for their eye exam during the testing period.
Staff at the vision center asked members to complete a brief survey after their screening, all coupons were
collected and the members were entered in drawing for a free gift card.
For the first week of the pilot, the mailed coupon was the only form of outreach to the members.
outcomes: For week two, we added in a phone call to see if this would increase participation. We screened
12 members during week one and 13 members during week two. In just two weeks, we were able to increase
adherence for diabetics in this county by 20%.
The other significant outcome of this pilot stemmed from the surveys completed by our members after
receiving the screening. It was originally believed that the need to see a specialist was causing the low rates
for dilated retinal eye exams. That is why we selected Walmart as our pilot site. We felt that our members
would be more comfortable in that environment. As it turns out, 96% of those members tested stated that
it was the coupon that motivated our members to go in for the exam. Although this particular exam is
a covered benefit for diabetic members, there was confusion among our membership since vision is not
typically covered for our Medicaid members. The members clearly associated the retinal screening with the
vision benefit that ends at age 21 for this population. An overall member educational mailing directed at
correcting this perception will be implemented in addition to the targeted program described above.
contact:
		
		

Amanda Hamblen
Manager of Disease Management, UnitedHealthcare Community & State, Tennessee
(615) 758-3451; amanda_m_hamblen@uhc.com
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Health Partners of Philadelphia, Inc.

Crazy Praise Dance Showcase and Health Fair
description: Health Partners of Philadelphia, Inc. is a Medicaid physical health MCO that has been serving
Philadelphia and the surrounding four counties for over 25 years. The Crazy Praise Dance Showcase (CPDS),
first presented in 2009, is a celebration of healthy living through dance. The free, faith-based initiative was
designed to entertain and educate our African-American members/community. Results included:
In just one year, attendance increased by 100 percent (to 2,000 participants). This health and
entertainment powerhouse package reached Health Partners’ largest demographic member base,
African Americans (49 percent of our total membership), with a message of health and wellness.
Health Partners sought to increase awareness and promote prevention of childhood and adult obesity, by
showing members how to get active in a fun way, such as the universal language of dance. We understand
that faith and faith leaders heavily influence the decisions of some of our African-American members. We
believed that we had the opportunity to reach out to this population in an innovative way, raising awareness
about their increased risks for heart disease, hypertension and diabetes, problems often rooted in obesity, and
offering recommendations to reduce those risks and promote healthier lifestyles. We also wanted to educate
our members, particularly adolescents (pre-teens and teens) about the importance of well visits.
key objectives: Empower youth, especially those in underserved communities, to “take action” in
improving their health through exercise, diet and other healthy choices.
The program addresses the following MHPA Best Practice priorities:
Reduce disparities in care of racial and ethnic minorities
Improve the health of the population
Enhance the patient experience of care (including quality, access, and reliability)
actions taken:  Health Partners has partnered with RadioOne to host the Crazy Praise Dance Showcase
and Health Fair since its inception in 2009. As part of the partnership, Praise 103.9 FMs Stellar-award
winning Radio Announcer Lonnie Hunter serves as emcee. In addition to his massive audience appeal,
Lonnie Hunter uses his influence as one of the most popular mid-day radio announcers in the country to
share Health Partners’ message of good health and the importance of regular doctors visits with the masses.
The Crazy Praise Dance Showcase also includes dance performances by some of the most talented
praise dance groups from local churches
throughout the region. Each year, Health
Partners collaborates with four to five
local churches, including the host church,
where the event takes place, to identify
showcase participants. As an added draw
for our members and the general public,
Health Partners has also invited some
of the top names in the gospel music
industry to participate in the Crazy Praise
Dance Showcase: Tye Tribbett and Greater
Anointing (2009) and Israel Houghton and
New Breed (2010). In addition to offering
a full-length concert, these award-winning
artists use their star power and influence
to encourage attendees to pursue healthier
lifestyles through healthy eating, exercise
and regular doctor’s visits.

best practices
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Health Partners also offers a pre-showcase health fair. In year one, this health fair was for members only. We
distributed an eye-catching, targeted mailer to the parents of children who had not had an annual well visit.
Parents were encouraged to take their child to the doctor for a well visit and then bring proof of the well visit
to the CPDS health fair in order to receive CPDS tickets and other incentives. We also shared educational
materials and made Health Partners staff from various departments, including Healthcare Management,
available to consult with our members and answer any questions they had.
In year two, we built upon the strides of our launch year by expanding the health fair to include the entire
community. The 2010 health fair:
Encouraged member parents (or teen members) to schedule well visits and bring proof of visits
to CPDS.
Encouraged member parents to schedule lead screenings for their children and bring proof of the
lead screening to CPDS.
Invited Health Partners member and non-members in the community to receive free BMI screening
as well as a limited edition “I KNOW” (my BMI) T-shirt for participating.
Educated parents about the importance of well visits .
Provided general health information and answered questions.
Provided activities for children, including face painting and a visit from Ms. Roo, our 		
kangaroo mascot.
The Crazy Praise Dance Showcase, with its celebrity emcee, offered us a wonderful opportunity to speak to
kids and their parents and left attendees with a powerful message about the importance of taking care of
one’s spiritual and physical self.
outcomes: Hosting the health fair and showcase the past two years has enabled Health Partners to reach a
large segment of our membership — African Americans, that is not accessing care regularly, or not living the
healthiest lifestyles to prevent or reduce their risk for chronic conditions. We chose praise dance because it
takes a holistic approach to maintaining good physical health, combining elements of spiritual well-being
and the benefits of being physically active. By opening the event to the larger African-American community
(not just members), we focused on improving the health of a population. Further:

In just one year, attendance at the Crazy Praise Dance Showcase increased by 100 percent.
In just one year, Health Partners members’ participation in the health fair increased by 30 percent.
We received legislative support from the offices of State Representatives Ron Waters, Vincent
Hughes, and Vanessa Lowry Brown, as well as a Proclamation from the Mayor of The City 		
of Philadelphia.
In both years, we reached Health Partners’ largest demographic member base — African Americans
(49 percent of our total membership), connecting the faith and legislative communities to help us
communicate the message of healthy living through dance.
Through the Health Fair, we provided BMI screenings as well as health education to health 		
fair attendees.
We increased awareness and recognition of Health Partners’ 25 years of building healthier
communities by celebrating our silver anniversary with over 2,000 people.
We increased awareness of the importance of well visits and lead screenings and encouraged —
through the offer of dance showcase tickets — members to show proof of their member child’s recent
adolescent well visit or lead screening at the health fair.
contact:
		
		
		

Mary K Stom, MD
Chief Medical Officer & Senior Vice President of Healthcare Management
Health Partners of Philadelphia, Inc.
(215) 991-4102; mcstom@healthpart.com
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Midwest Health Plan

Customer Focus – Customer Service Redesign

90% 85%
85% 80%
80% 75%
75% 70%
70% 65%

outcomes: Midwest realized improvements across a number of customer service measures. Ratings for
individual customer service questions on the annual member satisfaction survey, CAHPS, showed statistically
significant improvements. Getting help from customer service increased from 59% in 2009 to 73% in 2010.
Being treated with respect and courtesy increased from 79% in 2009 to 85% in 2010. And the customer service
composite rating increased from 69% in 2009 to 80% in 2010.
Call abandonment rates fell from an average of 13.7% in 2008 to 5% in 2011.

2008

65% 60%

2008 2009
2009 2010

60% 55%
55% 50%

key objectives: The program addresses the following MHPA Best Practice priorities:
Enhance the patient experience of care (including quality, access, and reliability
Control or reduce the per capita cost of care or increase efficiency
actions taken: The plan included the following changes and action steps:
Customer service process evaluation: department activities and processes (high volume call times,
lunch/break times) were evaluated and redesigned to remove unnecessary activities to ensure
representatives could focus on making answering phones its highest priority.
Member complaint and grievance process redesign: the entire member complaint and grievance process
was redesigned to ensure complaints were accurately recorded and responded to. Call and complaint
codes were evaluated and updated to more accurately classify calls and complaints. Return calls to
members who called with complaints were implemented.
Staff training: all customer service staff was trained on the new processes, including review of updated
call and complaint codes.
Cross training of all Customer Staff (empathy training and new duties and projects training).
Hired additional bilingual staff: Midwest hired additional bilingual staff to meet the linguistic needs
of its membership. The Plan now has three Arabic and three Spanish-speaking customer service
representatives.
Member welcome calls initiated to welcome members, answer questons, assist in making PCP
appointments and remind them of needed preventive services.
Member retention calls: Ongoing outbound calls are being made to members to remind them of needed
preventive services and importance of seeing their PCP.
Mailed a heart-shared magnet to Plan members with the contact number of Customer Service in 2010
and 2011.
Use of Midwest intranet for internal communication: resources for staff, policies and procedures, and staff
correspondence.
Moved to new location in December 2010 so now all Customer Service Representatives are located in one
area (instead of separate rooms).
Invested in a new phone system that allows for easier access to interpreters, ability to record calls for
quality improvement purposes and training, and ability to get accurate phone statistics.

Midwest Health Plan
Midwest Health Plan
CAHPS Survey - Customer Service Trend
CAHPS Survey
Customer
Midwest -Health
Plan Service Trend
CAHPS Survey - Customer Service Trend

90%

description: To address high call abandonment rates, high staff turnover, low member satisfaction with
Customer Services and high complaint volumes, Midwest implemented a multifaceted approach to redesigning
the entire Customer Service Department.
Midwest Health Plan Customer Service Department was facing a number of challenges at the end of 2008,
including high call abandonment rates, high member complaint volumes, and staff turnover at all levels of the
department, and staff located in different areas of the building. Member satisfaction, as measured through
CAHPS surveys, with customer service was also lower than Plan goals. To address these issues, the Plan
implemented a number of operational changes within the department. A new Director of Customer service was
hired in early 2009. She was charged with developing an operational plan to improve customer service. The plan
included multiple changes and action steps.
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contact:
		
		

Q2
Q2

Q3
Q3

Q4
Q4

Kathleen Harkness, RN, MSHSA, CPHQ
Sr. Director of Corporate Quality, Midwest Health Plan
(313) 586-6063; kharkness@midwesthealthplan.com

3
3
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UnitedHealthcare Community Plan - Wisconsin

WellPoint State Sponsored Business

description: The program is a partnership with an FQHC and was developed because of a dental health
crisis in WI. Integration of dental care for the individuals including early education, incorporation of true
oral exam within the health checks and application of fluoride varnish as the teeth break through in the PCP
setting. Additionally, developing a referral pattern that goes in both directions from the PCP to the dentist as
well as from the dentist to the PCP. Poor Dental Health within the Medicaid Population. This was the subject
of a Legislative Audit Bureau (LAB) audit in 2007 and 2008.

description: Through a series
of partnerships, WellPoint State
Sponsored Business developed
and initiated a Diaper Change
campaign in June 2011 focused
on providing diapers to lowincome families in the Hampton
Roads area of Virginia. More than
a dozen organizations banded
together to round up diapers in
an effort to help change diapers
for local babies in need. In eight
weeks, the diaper change drive
collected over 32,000 diapers —
to be distributed to non-profit
agencies serving low-to-middle
income families.
Babies need 8-12 diapers
a day and may spend 2.5
years in diapers, needing
about 12 thousand diaper
changes costing over
$3,000.
A healthy change of
diapers can cost $100 or
more per month.
One-in-three American
mothers struggle to
provide diapers for their
babies.
Babies in low-income
households often spend
an entire day in a single
diaper.
Inadequate diaper changing increases the risk of many health problems, from skin disease to hepatitis.
A baby crying from being in a soiled diaper for prolonged periods of time may be at a greater risk for
child abuse.
Diapers are not covered by social service programs.
Parents who can’t afford to leave the required diaper supply at childcare may have to quit work to care for
their children.

Dental Health Home Pilot

key objectives: (1) Increase Oral Health in Medicaid Population and community as a whole; (2) increase
preventative utilization and decrease interventional care needs; and (3) increase collaboration between dental
health providers and primary care providers. The program addresses the following MHPA Best Practice
priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits
actions taken: Set up a pilot program that enrolled all members in a county into the Dental Health Home.
Trained PCP/Pediatricians on Oral Health (gum and teeth) exams and application of fluoride varnish. Added
Oral Health exam and Fluoride applications (as appropriate) to every child health checks. Additionally, we
have a referral program being added that will evaluate and refer care from the emergency room setting to the
pilot location.
outcomes: Still being realized, but to date, we have increased fluoride varnish applications in the county,
and bi-directional referrals that are increasing the percentage of members within the county accessing dental
services. Anticipate having additional results for HEDIS and short term outcomes available at the end of
the first year of the program. Due to the long term benefits anticipated with this program, the overall results
will take significantly longer to document but should be able to show a year over year improvement for those
individuals who began as infants in this program.
contact:
		
		

Laura Freedy
Central Region Compliance Officer, UnitedHealthcare Community Plan of Wisconsin
( 414 ) 443-4137; Laura_J_Freedy@uhc.com

Diaper Change Program

key objectives: (1) To positively impact family and child health by addressing the diaper-related needs of lowincome families; and (2) to help organize stakeholders and communities around this important and often silent
health problem. The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
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actions taken:  In an effort to help low- and middle-income households during turbulent economic times
WellPoint SSB staff partnered with 27 agencies and churches. Old Point National Bank, Banana Republic,
Eastern Virginia Medical School, Peninsula Metropolitan YMCA’s, and Portfolio Recovery Associates were
some of the non-traditional partners. The partnering agencies and churches were energized to address a silent
problem within our communities. During the course of eight weeks, agencies thought of creative ways to collect
diapers: such as diaper showers; incentives for employees; and artistic creations made from diapers. Social Media
— a Facebook page created by a partner — aided in recruiting and mobilizing the masses to speak on behalf of the
most vulnerable members in our communities. Parents were also provided continuous education on appropriate
time to begin toilet training, and the amount of time a baby should stay in a diaper.
outcomes: Since this is a pilot, outcomes are in progress, and include:
Number of diapers collected.
Parent education on toilet training and diaper use.
Number of claims submitted for infants with skin disease caused by diaper rash.
Intermediate and long-term outcomes include:
Development of a diaper change team to sustain collections efforts in the community.
Growing the program to an annual event and including adult diapers for the senior and/or disabled
population.
The pilot garnered immense media coverage/attention and had a ripple effect in the community:
http://www.wavy.com/dpp/news/local_news/anthem-sponsors-diaper-change
http://www.voicenewspaper.com/yahoo_site_admin/assets/docs/HR-8-18-11.22964617.pdf
http://www.facebook.com/HRDiaperDrive?sk=wall
contact:
		
		

Tresserlyn L. Jones
SSB Health Promotions Consultant, WellPoint State Sponsored Business
(757) 813- 9396; tresserlyn.jones2@anthem.com

best practices

Data-driven Outreach – Contact, education and connection to primary care physician (PCP) and
specialty care for frequent utilizers.
Transition Managers – Care Managers in the ER assess barriers and drivers of ER use, strengthen care
management relationships, make PCP appointments and forward the ER discharge summary to the
PCP.
4 Your Kids’ Care – Educational program targeting new mothers with information on caring for
common childhood illnesses.
Discharge Outreach Surveys – Automated follow-up calls to check on discharge arrangments and
ensure PCP follow–up.
Targeted mailings – Educational information based on common non-emergent diagnoses, such as otitis
media.
Urgent Care Centers and PCP offices offering after-hour appointments – Locations and hours promoted
in member materials.
New Member Assessment question (“Has anyone in the household been to the ER 4 times or more in
the last six months?”) – Members responding “yes” receive assessment and follow-up from the Rapid
Response team.
Monthly medication adherence letters – For members who are prescribed asthma, heart failure and
diabetes medications.
Playground build sponsorship – To provide safe play areas.
outcomes:  In 2009, Keystone Mercy’s emergency room utilization increased 5.7 percent over 2008. However,
the threshold for the 90th percentile nationally rose 12 percent that year. ER utilization was impacted
nationally in the late third and fourth quarters of 2009 by the appearance of the H1N1 virus. There was a more
than 20 percent increase in ER visits in September 2009, with diseases of the respiratory system surpassing
the injury and poisoning category for the first time in volume of visits reported. Flu educational materials
and outreach helped to reduce the trend by the end of the fourth quarter. With continued intervention, ER
utilization decreased significantly from 69.21 in 2009 to 64.47 in 2010, representing a six percent decrease.
(We are awaiting the publication of the current HEDIS benchmarks.)

Keystone Mercy Health Plan, a member of the AmeriHealth Mercy Family of Companies

Emergency Room Outreach

description: Overuse of the Emergency Room (ER) is a growing national problem that transcends
demographic groups and is particularly acute within the Medicaid program. Many people use the ER for minor
injuries or illnesses. Receiving non-urgent care in the ER results in fragmented care, duplicate testing and
inadequate follow-up. The 2007 Institute of Medicine publication, “Hospital-Based Emergency Care: At the
Breaking Point,” reported that Medicaid patients use the ER twice as often as the uninsured, and four times as
often as those with commercial insurance.
Keystone Mercy’s 2008 ER utilization totaled 65.75 visits/1,000, well above HEDIS’ National Medicaid 90th
Percentile.
actions taken: An in-depth analysis including data points such as diagnoses, time-of-day, member zip code,
race and ethnicity and member feedback was used to identify drivers. As a result, several multi-directional
initiatives were implemented:
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contact:
		
		

Tina Morton
Senior Director, Quality Management, Keystone Mercy Health Plan
(215) 937-8551; tina.morton@kmhp.com
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UnitedHealthcare Community Plan - Texas

WellPoint State Sponsored Business

ER Diversion Project

ER Health Management & Education

description: Our goal is to be sure that the members have a connection with their PCP and any roadblocks
to utilization of services from the PCP are removed. We also are educating on what would be acceptable ER
utilization and alternatives to the ER use.
Utilization of emergency room visits to address ambulatory care issues that can be addressed by the
member’s PCP or nurse line advice.
key objectives: (1) Appropriate level of care for service needed (office visit vs. ER visit); (2) relationship
building, providing alternatives for advice for medical issues and also establishing expectations of PCP; and
(3) making sure all needs of member are met including preventative cares with each encounter.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits
Reduce disparities in care of racial and ethnic minorities
Demonstrate accountability of Medicaid health plans, including fraud and abuse
actions taken: Outreach calls are made to members being seen in the emergency room the month they
were seen (goal is within one week) by the level 3 Care Manager at the health plan. The focus of the calls are:
Be sure the member knows who their PCP is and how to contact them.
Assist with making ER follow up visits and arrange transportation if needed.
Provide information on NurseLine (how to contact and services available).
Inquires about any unmet needs of the member and work to meet those needs.
Provides condition specific education as needed.
outcomes: The data provided is monthly results of ER visits per 1000 STAR members since
implementation of the ER diversion project. Visits are decreasing monthly and year to date. The outreach
response has been positive as we have identified PCP issues along with members needing Case Management
and Disease Management services. The outreach helps to develop a trusting relationship with the member
as they see us working through issues with them.

Cost & Utilization Metrics

YE 2010
Baseline
Metric

2011
Target

Month
Actual

YTD

ER Visits/1000 June 2011
ER Visits/1000 July 2011

540
540

531
531

511
449

547
542

ER Visits/1000 August 2011

540

531

420

525

contact:
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Linda DiBartolo
Health Services Director, UnitedHealthcare Community Plan - Texas
(713) 778-8694; linda_g_dibartolo@uhc.com

description: The goal of this program is to outreach and provide interventions with our members who
frequently utilize the ER and attempt to assist these members in the coordination of their health care needs and
with the re-direction, as appropriate, to the member’s primary care physician or other alternatives (urgent care
or retail clinics) for timely and cost effective health care intervention. It has been estimated that approximately
14% of all emergency room visits for non-emergent care could be managed in alternative care settings. Our
primary objective toward reaching this goal is to identify Medicaid members who are frequently utilizing the
emergency room for non-urgent services through an analysis of daily ER-Census reports received from select
California hospitals, which provides real-time notifications of member ER utilization.

Data shows that over 36% of Medicaid or SCHIP ED visits are for conditions classified as semiurgent
(patient should be seen with 61-120 minutes) or nonurgent (patient should be seen within 121
minutes-24 hours).
The high frequency of emergency room (ER) visits for non-urgent, low-acuity conditions considerably
affect appropriate delivery of health care services. Timely and appropriate outpatient care of conditions
which are primary care in nature will often times reduce ER visits and/or hospitalization.
Numerous studies have found that the Medicaid population and groups with enhanced vulnerabilities
(i.e. those with chronic diseases/conditions) have a disproportionately higher rate of ER visits for lowacuity, non-urgent events.
Inappropriate utilization of ER services diverts critical medical resources from those experiencing a
true medical emergency, creates barriers to continuity of care, and produces added financial burdens to
a health care system that is already faced with formidable challenges related to cost.
key objectives: (1) Empower members by providing education and a strong knowledge base to make
informed decisions when seeking care for non-emergency events; (2) collaborate with PCPs and encourage
physicians to be actively engaged in providing access to care and treatment to their assigned members whom
are identified as high ER users; and (3) work in partnership with members and providers to identify and reduce
barriers to access.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits
actions taken:
1. Daily ER report is received by e-mail notification of report posting on the E-processes Share Point (under
shared documents, ER-census report)
2. Data is then sorted by member’s number of ER admissions
3. Members are then stratified as follows:
1 to 3 ER Visits/12-months: These members are case managed by the Health Management and Education
(HME) team. Outreach comprises but is not limited to:
Members receive an ER Program Education packet:
Introductory letter
24/7 NurseLine information
24/7 NurseLine sticker
“When Should You Go to the Emergency Room” brochure
“Not Sure It’s an Emergency” brochure
Self-care tips for common primary care conditions

before Friday, July 29th, 2011.
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Members receive a live outreach call (script based).
Health Management and Education outbound calls:
Assist member in making an appointment with the PCP.
Assist member in making PCP change (if requested by member).
Arrange transportation to physician’s office (if necessary).
Refer member to WellPoint SSB disease management program(s), community resources and/or
health education classes (as appropriate).
Pre-screening members for various health management and disease management programs (e.g.
asthma, diabetes, and cardiovascular programs).
Refer member to Case Management (nurse and/or social worker as appropriate).
Offer member a free copy of the Healthwise self-care book.
Digital thermometer with instructions on how to take a temperature (if member is age 12 and under
with at least one ER visit diagnosed as “fever”).
>3 ER Visits/12-months: These members are screened and case managed by the Medical Management Case
Management Team as appropriate. Once the member is engaged by the non-clinical associate, he/she is
referred to the RN Case Manager and/or Social Work Case Manager for intervention and assistance.
outcomes: Although the program is relatively new to have an outcomes analysis already completed, we do
have great success stories from the interventions being done. For instance:
The SSB Member Health Education team was established to give members correct information about these
issues and about common health conditions like asthma, diabetes, heart disease and maternity. “I am getting
the sense that a lot of our members are lost and intimidated by the health system,” said one SSB patient
education coordinator. “They don’t understand how the health system works. I’ve seen cases where a member
isn’t happy with their primary care provider and not getting any results when seeking treatment for a health
condition.”
These SSB Patient Education Coordinators provide information to members, assist them in resolving issues
with their providers and benefits and refer them to programs that may help them achieve their health goals.
They also help members understand appropriate emergency department use and provide information on ER
alternatives. Members who have an established relationship with a trusted primary care provider are much
less likely to use the emergency department for conditions that don’t require expensive emergency treatment.
Our members appreciate this service, too. One patient education coordinator told us of a young member
whose mother said we are the only insurance company that calls and cares and asks about the boy’s asthma
and his health. The mother said that she loves that we take the time to really care about our members.
contact:
		
		

Cynthia De La Torre
Manager II, Health Management and Education, WellPoint State Sponsored Business
(805) 557-5838; Cynthia.DeLaTorre@wellpoint.com

UPMC Health Plan

Foster Care

1. Program Description
Please provide a brief (2-3 sentence) overview description of your program. Include results
using specific data points, or if none are available yet, indicate how the results will be measured.

Our goal was to improve the coordination of physical and behavioral health care of children in
care in Allegheny
County. The
developed
focusedhealth
on better
communication
description: Our goal was foster
to improve
the coordination
ofinterventions
physical and
behavioral
care
of children
and care coordination among the physical and behavioral health managed care organizations and
in foster care in Allegheny County. The interventions developed focused on better communication and
to provide the county children and youth agency with electronic data on services that the children
care coordination among the had
physical
and
behavioral
health
managed
carespecific
organizations
andastomeasures,
providethethe
received,
based
on claims data.
Although
there were
types of visits
county children and youth agency
with electronic
data on
onallservices
thatbehavioral
the children
hadgaps
received,
on
care management
team focused
medical and
needs and
in care. based
Below are
claims data. Although there were
specific
of visits
as(Note:
measures,
the care
management
focused
the four
measurestypes
and baseline
data.
The results
are based
on continuousteam
enrollment
with
UPMC for You and time in foster care. This is specified in each measure description.)
on all medical and

behavioral needs
and gaps in care.
To the right, are the
four measures and
baseline data. (Note:
The results are
based on continuous
enrollment with
UPMC for You and
time in foster care.
This is specified
in each measure
description.)

Measure
Send an electronic health record to Allegheny County Children, Youth, and
Families
(The record was created monthly and included children still active in the foster
pilot)
For children identified as having a behavioral health need, ensure each
receive a BH service within 60 days from notification of placement
(to be included the child had to be enrolled with UPMC for You for 60 days and over
age five due to services rendered by Alliance for Infants)
Each child receive an annual well visit
(to be included the child had to be enrolled with UPMC for You for 12 months)
Each child receive an annual dental visit
(to be included the child had to be enrolled with UPMC for You for 12 months and
are 3 years or older)

Baseline Results
0%

55.7%

53.4%
60.4%

At present, the
Allegheny County Medicaid population
is approximately
approximately
(75,400 individuals) of
2. What was
the problem you145,000,
were trying
to address with52%
this program?
which are children and/or adolescents.
Of
these,
approximately
2,000
are
in
foster
care
any single point in
Use data or descriptive information to show why your plan developed thisat
program
time, and just over half are in family foster care.
Half of these children and adolescents are or have been diagnosed with a behavioral health disorder
(such as ADHD, Externalizing Disorders, Post-Traumatic Stress Disorder, and Depression/Anxiety).
Many have more than one diagnosis.
Some of these children who are placed into foster care either have not received active evaluation and/
or treatment for physical and behavioral health disorders or well-child care.
They experience disruption in care they have received because of their physical re-location, and there
may be difficulty with coordinating the arrangement of health care services with their biological family
after placement.
Community Care provides behavioral health services to all Medicaid-covered children in Allegheny County.
They are responsible for behavioral health services for all children involved in the child welfare system and
consequently have all 2,000 foster children in the county in its membership.
key objectives: Our goal was to improve the coordination of physical and behavioral health care of children
in foster care in Allegheny County by:
1. Create an electronic health record for the target population and send to Children, Youth and Families.
2. Improving the rate of annual well child visits.
3. Improving the rate of annual dental visits.
4. Increasing behavioral health services for children (over 5) newly placed in family foster care and identified
by Children, Youth and Families (CYF) as needing a behavioral health service.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)

42 |

MHPA 2011-2012 Best Practices Compendium

best practices

actions taken:  Although the focus of this program was to better coordinate the care for children in foster
care, two other key factors had to be addressed in order to move forward. The policies and issues surrounding
the exchange of data and sharing of information was one. The other was the implementation of a data
management and transfer process that would enable UPMC for You and Community Care to combine their
claims data in order to create an electronic health record and to send the electronic health record to Allegheny
County in a secure format. This required input from the attorneys at the Department of Public Welfare, UPMC
for You, Community Care and Allegheny County CYF.
Once these issues were addressed, the focus was to implement a structure that provided timely identification of
children placed in foster care and development of a mechanism for the care managers from UPMC for You and
Community Care to jointly review the needs of the children and develop a coordinated approach to helping the
children access needed services.
Some of the key steps taken to implement the program are described below:
Developed weekly program design meetings that include all three entities.
Developed strong relationships between Allegheny County Department of Human Services, UPMC for
You and Community Care Behavioral Health.
Understand the legalities of the pilot concept and data sharing.
Obtained commitment of each entity and key contacts.
Developed a method of identifying children timely and accurately.
Created process flows for data sharing, communication, and outreach efforts.
Identified the need to have a common language as each partner had different perceptions of the same
term and to understand the organizational structure and services provided by each partner. Educated
staff involved in the program for all three partners using training sessions and a brochure describing the
program and support available.
Developed the structure for an integrated care team that included representatives from each of the three
partners. This team weekly reviewed new cases and determined the needs of the children and who was
accountable for follow-up actions.
Developed an electronic health record for each child in foster care which is transmitted to Allegheny
County monthly (began March 2009).
outcomes:  To
the right are the
four measures,
baseline data, and
final outcomes.
Please note
that the results
are based on
continuous
enrollment with
UPMC for You and
time in foster care.
This is specified
in each measure
description.
contact:
		
		

Measure
Send an electronic health record to CYF
(The record was created monthly and included children still active in the
foster pilot)
For children identified as having a behavioral health need, ensure
each receive a BH service within 60 days from notification of
placement
(to be included the child had to be enrolled in UPMC for You for 60 days and
over age five due to services rendered by Alliance for Infants)
Each child receive an annual well visit
(to be included the child had to be enrolled in UPMC for You for 12 months)
Each child receive an annual dental visit
(to be included the child had to be enrolled in UPMC for You for 12 months
and are 3 years or older)

Baseline
Results
0%

Final Outcomes –
Year 1
100%
(over 1500 sent)

55.7%

68.8%
(66/96) **

53.4%

74.2%
(132/178)
**
66.9%
(83/124)

60.4%

** Statistically significant

6. Organization Information

Lindsay Moore
Organization Name:
UPMC Health
Plan Health Plan
Sr. Manager Performance
Improvement,
UPMC
(412) 454-5107; moorele@upmc.edu

Geographic location related to case study: Allegheny County, Pennsylvania
Name of person completing form: Lindsay Moore
Title: Sr. Manager Performance Improvement
Department: Medicaid, Special Needs Plan, and CHIP Medical Management
E-mail: moorele@upmc.edu
Phone: (412) 454 - 5107
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Keystone Mercy Health Plan, a member of the AmeriHealth Mercy Family of Companies

Gift for Life: Aggressive Mammography Outreach and Event Scheduling
description: Keystone Mercy Health Plan took an aggressive approach to ensure that eligible members
receive recommended mammography screenings for breast cancer. Breast cancer is the second most common
cancer among women, and experts report that African-American women have higher mortality rates because
the cancer is often detected in later stages of the disease. Early screening and detection of breast cancer
remains the most effective way to combat this deadly disease. The Gift for Life program was developed
to engage and educate Keystone Mercy members who have not had screenings in the past two years and
encourage them to have a mammogram.
actions taken: The Gift for Life program provides mammography screenings for Keystone Mercy members
in the neighborhoods where they live. Keystone Mercy partners with mobile mammography vans and local
providers to arrange accessible locations throughout their five-county service area. The Medical Management
staff provides scripting and the Informatics department identifies the names and contact information for
members who meet the requirements for a mammogram but have not had a claim within the last two years.
Keystone Mercy contacts non-adherent plan members to explain the importance of the screening, help them
schedule the test and assist with transportation needs.
In addition to the proactive outreach, Keystone Mercy modified their software systems to flag members in
need of a mammogram. Member Service representatives and Care Managers who are speaking with a member
for any reason are alerted to the member’s need for a mammogram, and attempt to schedule the member at a
mammography screening day in the member’s area. Prior to the event, outreach team members make reminder
calls to maximize participation, and following the mammogram, members receive a gift card incentive for
their participation. This collaborative, cross-functional strategy has increased community accessibility to
mammograms.
outcomes: From May through December 2009, Keystone Mercy held 88 separate mammography events,
providing a mammography screening to 1,196 members. During 2010, 85 mammography events were held,
with 1,010 additional members receiving a mammography screening. Approximately 12 percent of the
members screened received follow-up care or testing related to a finding on the screening mammography.
Keystone Mercy’s HEDIS results for breast cancer screening rose from 52.28 in 2008 to 57.9 in 2009 and 58.03
in 2010.
contact:
		
		

Victor Negron
Director, Public Affairs and Marketing, Keystone Mercy Health Plan
(215) 863-6679; victor.negron@kmhp.com

DC Chartered Health Plan, Inc.

Health Check Outreach Program
description: DC Chartered Health Plan Inc., (Chartered) is a Medicaid MCO for the District of Columbia.
Chartered serves a predominantly minority, inner city population. Approximately 60% of Chartered’s
membership is under age 21. Wellness services for the target population have been historically under-utilized.
Promoting the utilization of preventive health care services has been problematic in the face of members’
profound socio-economic challenges. The Health Check Outreach Program provides reminders and incentives
to members aged birth to 21 years for well-care visits, immunizations, blood lead screening and dental exams.
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key objectives: The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Reduce disparities in care of racial and ethnic minorities
Demonstrate accountability of Medicaid health plans
actions taken: To assist members in receiving the services required under Early, Periodic, Screening,
Diagnosis and Treatment (EPSDT) mandates, Chartered implemented a series of interventions:
1. Monthly telephonic and written notices to every member due or overdue for EPSDT services;
2. Birthday cards for members turning 2 years of age reminding them of services needed by the member’s
2nd birthday;
3. Reminders for immunizations that include information on immunization clinics;
4. Reminders on blood lead screening;
5. Assistance making appointments with the primary care practitioner;
6. Assistance arranging free transportation to appointments for the member and accompanying family
members;
7. Notification of community health events offering EPSDT services; and
8. Gift card incentives for receiving all recommended EPSDT services.
outcomes:  Chartered has exceeded an 80% participant ratio for the past two years.
contact:
		
		

Christina Bristol
Senior Director, Quality Management, DC Chartered Health Plan, Inc.
(202) 216-2317; cbristol@chartered-health.com
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UPMC Health Plan

Healthy Home Environment Program
description: The Commonwealth of Pennsylvania’s Department of Health (DOH), the Department of
Public Welfare, East Stroudsburg University, and UPMC for You, Inc., are collaborating on a joint initiative
known as the “Healthy Home Environment Program.” The goal of this initiative is to help members better
manage their asthma through an in-home assessment of the environmental factors that can trigger an
asthma attack and education on how to manage those triggers. Eligible members in four Southwestern
Pennsylvania counties (age 5-56) were identified using the HEDIS® definition for asthma along with three
other criteria: lack of a controller medication; primary diagnosis of asthma for an emergency department
visit or hospital admission; or filled prescriptions for three or more rescue medications.
Data suggests that a comprehensive approach to reducing triggers may be effective in reducing asthma
morbidity, particularly for targeted at-risk populations. The Guide to Community Preventive Services,
recognized and supported by the Centers for Disease Control and Prevention (CDC), recommends homebased, multi-trigger, multi-component environmental interventions. In addition, The Center for Managing
Chronic Disease, University of Michigan reported that asthma programs with close ties to the community,
with robust interactions with other agencies, and with an intensive home trigger control component were
most successful in reducing asthma hospitalizations (http://cmcd.sph.umich.edu/assets/files/final_AHOP_
report.pdf, 2007). The CDC’s National Asthma Control Program has vigorously researched and supports the
use of an in-home environmental intervention.
UPMC for You identified 514 members in year one of this program who met the definition for poor control of
asthma. The following is a summary of their baseline utilization prior to the initiation of this program. This
data reflects dates of service 03/1/2009 through 02/28/2010:

Summary totals for targeted population

MDwise

Health Risk Screener Completion
description: Achieving a goal of completing Health Risk Screeners on 70% of all new members within 90 days.
This can be difficult in the Medicaid population since this population tends to be transient.
actions taken:
Attempt to reach our members as soon as we receive the enrollment information from the state.
Use an automatic dialer to alleviate our team from manually calling disconnected numbers, wrong
numbers and leaving voicemails.
After approximately 45 days in dialer, the list of members who have not completed a Health Risk Screener
is pulled from dialer and research is conducted to find updated contact information for our members.
outcomes:
We have better success when we contact the member closer to the enrollment date as we have the most
up-to-date contact number.
The automatic dialer allows us to only speak to live callers which the majority of the time ends in a
completed Health Risk Screener.
Gives us the opportunity to find updated contact information for better outreach to our members.
Mail unable to reach postcards to members who we have not been able to reach for a Health Risk
Screener.
contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org

Total
Members
514

Total
PCP
Visits
622

AVG
PCP
Visits
1.21

Total
ED
Visits
424

AVG
ED
Visits
0.82

Total
AVG
Total
AVG
AVG
Inpatient Inpatient Inpatient Inpatient Inpatient
Admits
Admits
Days
Days
LOS
110
0.21
378
0.74
0.42

key objectives: Our goal is to help members better manage their asthma by:
3. Program
1. Enhancing
memberObjectives
knowledge related to asthma symptom identification and management.
Please list the
top program objectives
(1-3)
priorities.
check the
boxesand
below
to showthe member to
2. Identification
of environmental
triggers
thatormay
initiateAlso
an asthma
attack
assisting
whichremediation
priorities aremeasures
addressedthat
by your
identify
can plan’s
reduceprogram.
asthma triggers.
3. Enhance care coordination with members and providers to address specific asthma-related concerns (e.g.
Our goal adherence).
is to help members better manage their asthma by:
medication
 addresses
Enhancing the
member
knowledge
related
asthma priorities:
symptom identification and
The program
following
MHPA
Best to
Practice
management
Improve the health of the population
 Identification of environmental triggers that may initiate an asthma attack and assisting
Enhance the patient experience of care (including quality, access and reliability)
the member to identify remediation measures to reduce asthma triggers
Control or reduce the per capita cost of care or increase efficiency
 Enhance care coordination with members and providers to address specific asthma
related concerns (e.g. medication adherence)
actions taken: Key initiatives included:
A UPMC
for You care
manager
members via telephone to explain the program and enroll
__x__ Improve
the health
of thecontacted
population;
the member in the program.
__x__emergency
Enhance themedicine
patient experience
of care
(including quality,
access,byand
reliability);
and
Trained
technicians
or paramedics
contracted
UPMC
for You
conducted
__x__
Control
reduce the
peragreed
capita cost
of care
increase
efficiency
home
visits
with or
members
who
to enroll
inorthe
program.
Home visits were conducted to
_____
Improveknowledge
delivery ofrelated
benefitsto asthma, treatment and potential asthma triggers. A home
assess
member
assessment
was
completed
to
identify
specific
environmental
_____ Reduce disparities in care
of racial
and ethnic
minorities triggers that may contribute to an
asthma
attack
(e.g.
Tobacco
smoke,
cleaning
fluids,
mold,
etc.). fraud and abuse
_____ Demonstrate accountability of Medicaid health plans,pets,
including

4. Actions Taken
Identify the key initiatives your organization has taken to meet the program objectives. For
example, if your program targeted ER utilization, please describe your methods of intervention.
Key initiatives included:
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Water
Damage

notified the member’s physician regarding any medical issues identified during home
visits or in subsequent telephonic outreach, (e.g. member failure to fill prescriptions as
ordered).
Members were provided with educational materials including a review of prescribed asthma
 medications
A follow up including
in-home visit
place
4-6
weeks after
initial visit to
the took
proper
useapproximately
of inhalers and
nebulizers
as the
appropriate.
confirm
steps
that
the
member
or
caregiver
had
taken
to
correct
possible
environmentalteam to guide
A comprehensive assessment was shared with the UPMC for You care management
triggers.
Approximately
45 days
after
this follow-up
a telephone
was notified the
further
education
by a health
coach
including
tobaccovisit,
cessation.
Casesurvey
managers
member’s
any medical
issues
identified
visits or in subsequent
conductedphysician
to identifyregarding
any new concerns
related
to asthma
and during
whetherhome
recommendations
telephonic
outreach,
(e.g. visit
member
to fill prescriptions
as ordered).
offered during
the initial
havefailure
been implemented
by the member.
A follow up in-home visit took place approximately 4-6 weeks after the initial visit to confirm steps
that the member or caregiver had taken to correct possible environmental triggers. Approximately
days after this follow-up visit, a telephone survey was conducted to identify any new concerns
5. 45Outcomes
related
asthmaoutcomes
and whether
recommendations
offered during
the initial
visit
have
been
Briefly identifytospecific
related
to the initiative identified
in question
3. Use
data
where
implemented
by
the
member.
possible. Feel free to present data in chart, graphs or tables if it will help depict how your
initiative met program objectives.
outcomes: Year One: Seventy-four of the eligible members (14.4%) enrolled in the program in the first
year of this program. Slightly less than half (33) of the enrolled members completed the initial home visit.
Year One:
Seventy-four
of the
eligible
members
enrolled
in thecompleted
program inthe
thefollow
first up survey via
Twelve
members
followed up
with
the second
visit(14.4%)
and seven
members
year of this program. Slightly less than half (33) of the enrolled members completed the initial
telephone.
home visit. Twelve members followed up with the second visit and seven members completed
An
member
utilization patterns one year after the initiation of the program (Dates of Service:
theevaluation
follow upof
survey
via telephone.
03/1/2010 to 02/28/2011) is currently in progress. The measures are the same as indicated in the baseline
analysis.
Actions as a result of those home assessments:
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contact:
		
		
		

29%
Smoking

100%
NO

80%

3 days

4 days

5 days

Year Three: Member outreach for year three will include members in the remaining four counties of the
southwest region of Pennsylvania. An additional intervention will be added for this third year. UPMC for You
will collaborate with the member’s primary care providers to give them information about the program and
encourage them to refer their members to this program.

NO

Child Asthma

42%

2 days

Year Two: Approximately 1400 UPMC for You members have been identified in a six county region as meeting
the criteria for this program. To date, 993 members have received a telephonic outreach to participate in
the program. Of those, 166 members have enrolled in the program and 39 initial visits have been conducted
by the contracted emergency medicine technicians or paramedics. A new intervention of a $25 gift card for
completing the two home visits and survey was also added for Year Two.
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Smoking Cessation
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Child Asthma

42%

63%

60%

62.5

Moisture Control
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Smoking

100%

80%

65.8

Trigger Mitigation

Pet

100%

73.2

Refer to PCP

29%

Adult Asthma Outcomes

Actions as a result of those home assessments:

Asthma Self-Management

40%

36%
NO

Debra Smyers
Senior Director Program Development, Medicaid, Special Needs Plan and CHIP
UPMC Health Plan
(412) 454-7755; smyersd@upmc.edu
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UPMC for You

Helping Families Raise Healthy Children
description: Helping Families Raise Healthy Children; an innovative cross-systems quality improvement
initiative supported by UPMC Health Plan, a consortium of other local funders, and the Robert Wood Johnson
Foundation, helps Medicaid-eligible families with children ages birth to three living in Allegheny County,
Pennsylvania who are facing the related and often co-occurring challenges of caregiver depression and early
childhood developmental delays receive the support and services they need to live healthier lives. The initiative
represents the most recent program outgrowth of the Allegheny County Maternal and Child Health Care
Collaborative convened in 2002 and the Allegheny County Maternal Depression Initiative implemented under
the leadership of UPMC for You and the Allegheny County Department of Human Services, Office of Behavioral
Health in 2007 as part of the health plan’s maternal child health initiatives and the collaborative’s mission to
improve service delivery for maternal depression within the local Medicaid system. Sustainable best practices
executed through the Allegheny County Maternal Depression Initiative include implementation of routine
depression screening for pregnant and postpartum women and active participation by all three local Medicaid
physical health managed care companies by providing referrals and connecting members to services as
appropriate through collaboration with the local Medicaid behavioral health managed care company, Community
Care Behavioral Health Organization. Based upon the success of the Allegheny County Maternal Depression
Initiative (increased screening, referral, and treatment engagement rates for pregnant and postpartum women)
and due to recognition by UPMC for You, a subsidiary of UPMC Health Plan, and collaborative partners that
parental depression can affect early childhood development; the collaborative has taken the next step in maternal
depression care to further advance system integration and implement innovative best practice approaches to
care for parents and their children.
Since 2009, Community Care Behavioral Health Organization has operated the Helping Families Raise Healthy
Children initiative in partnership with over 35 local maternal and child health care providers including all local
Medicaid physical health managed care organizations. The initiative is transforming the way care is provided
to families by integrating the local early intervention system for infants and toddlers with the infrastructure that
supports maternal and child health care by screening for parental depression in the early intervention system for
children ages birth through three, enhancing access to services, and providing integrated, family-centered care
and supports.
Many families in our community experience both parental depression and early childhood developmental delays.
Although these conditions are closely related, local systems of care identify and treat them separately. As a
result, many caregivers are not receiving the supports and services they need to manage their depression as well
as their child’s developmental needs, placing the health and well-being of the family at risk.
Each year 2,500 infants and toddlers in Allegheny County are referred for early intervention services because of
concerns related to developmental issues. Up to 60% of these very young children are estimated to have mothers
who are at increased risk for depression and other risk factors due to adverse life circumstances, including
poverty, lack of social supports, and stress. Caregiver depression can have serious consequences for fulfillment
of the parenting role, family functioning, and child development. Research has shown that healthy early
development is directly linked to the quality of the parent-child relationship, that maternal depression poses a
serious risk to this relationship, and that a child’s developmental delays can negatively impact maternal stress
and depression. Research indicates that young children in families with incomes below the poverty level are
particularly at risk for the adverse effects of caregiver depression, including lower activity levels, problems with
social interactions, and difficulty achieving age-appropriate developmental and cognitive milestones. Further,
the reverse impact of early childhood developmental delays on parental depression can be significant. The
extra care needed by infants and toddlers suffering from complex medical/behavioral conditions can overwhelm
caregivers and compromise the health and well-being of the entire family system.
Depression in parents is associated with poorer physical health and well-being, for both parents and their
young children. Several negative health behaviors have been identified for parents as closely associated with
depression including inadequate preventative health care, inadequate care for chronic illness, inadequate sleep
and poor hygiene, appetite disturbances and/or poor nutrition. Depression can significantly impact the physical
health outcomes for children as well. Depressed caregivers are less likely to adhere to recommended schedules
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for well-child visits and early childhood immunizations and have reduced ability to cope with their children’s
physical health needs and to adhere to the complex treatment plans often required for young children
with developmental delays. As the working paper, The Foundations of Lifelong Health Are Built in Early
Childhood co-authored by the National Scientific Council on the Developing Child and the National Forum
on Early Childhood Policy and Programs, reports, “A child’s environment of relationships can affect lifelong
outcomes in emotional health, regulation of stress response systems, immune system competence, and the
early establishment of health-related behaviors.” The documented interconnectedness of parental depression
and early childhood developmental delays, as well as the prevalence of these outcomes in our community,
leads us to expect that significant numbers of parents with depression and at increased risk for depression
will also have children at risk for or with developmental delays and that many of the children referred for early
intervention due to developmental delays will have parents at increased risk for or with depression.
Historically, local systems of care are not set up to identify or address the related and often co-occurring
challenges of caregiver depression and early childhood developmental delays in an integrated, family-centered
fashion. Systems typically serve children at risk for developmental delays and parents at risk for depression
as if these conditions and individuals are independent of each other. Behavioral health providers, physical
health providers, and community agencies that serve adults with depression often do not consider the impact
of caregiver depression on children in the family or the value of the adult’s role as a parent. Early intervention
services typically focus on addressing the specific developmental delays experienced by children and may not
consider the emotional impact on caregivers or the adult’s need for support and services. Early Intervention
legislation does not provide for parental depression screening within the early intervention system, nor does
it recognize parental depression as an eligible risk factor for tracking early childhood development. Moreover,
there are no established practices for referring caregivers and children across local systems of care. As a result,
we are missing hundreds of opportunities to identify at-risk parents and infants/toddlers and engage them in
appropriate care.
These challenges are not unique to Allegheny County, indeed, the Institute of Medicine (IOM) Consensus
Report: Depression in Parents, Parenting, and Children: Opportunities to Improve Identification, Treatment,
and Prevention released in June 2009 reports that “the delivery of adequate screening and successful
detection and treatment of a depressive illness and prevention of its effects on parenting and the health of
children is a formidable challenge to modern health care systems.” At the same time, research consistently
indicates that depression, especially when identified early in onset, is highly treatable. Furthermore, the IOM
Consensus Report identifies integrated care that promotes interventions within the context of the parent-child
relationship as a promising practice.
Consistent with the recommendations of the IOM Consensus Report, the Helping Families Raise Healthy
Children initiative employs a two-generation cross-systems quality improvement approach designed to
ensure that both caregivers and their young children are well served by integrating the local early intervention
system for infants and toddlers with the infrastructure that supports maternal and child health care. The
initiative works in partnership with local organizations across systems of care to overcome these challenges
and successfully identify and address caregiver depression and early childhood developmental delays within
a framework of culturally competent, family-centered supports and services. For primary caregivers at
increased risk for depression, expanded access to and engagement in family-centered supports and services
will assist with the management of their depression as well as their child’s developmental disability, provide
the education and skills needed to understand and address their child’s unique situation, improve their social
support, and link them with community services for transportation/financial assistance and other crucial
resources associated with obtaining adequate health care. This will result in reductions in their depressive
symptoms as well as improvements in the overall functioning of the family. In turn, these outcomes are likely
to have a significant and related impact on (1) the physical health outcomes of the primary caregiver; (2) the
behavior of the primary caregiver and the resulting physical health outcomes of children 0-3; and (3) potential
future pregnancies of mothers and the health status of newborns.
key objectives: Helping Families Raise Healthy Children has three main objectives in support of the goal
to expand upon the work of the Allegheny County Maternal Depression Initiative to establish an integrated
system of care for families experiencing or at risk for caregiver depression and early childhood developmental
delays:
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1.

To improve identification of depression among Medicaid-eligible caregivers of children ages birth to three
by implementing screening for caregiver depression in the early intervention system.
2. To enhance access to support and services for caregivers at risk for depression and infants/toddlers at risk
for developmental delays by establishing cross-system referral processes.
3. To improve the quality of care provided to families by cross-training behavioral health and early intervention
practitioners to providing integrated, home and community based family-centered care that addresses
caregiver depression in the context of parenting and the parent-child relationships.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
actions taken: Key actions taken to meet the program objectives include:
All early intervention service coordinators from The Alliance for Infants & Toddlers (the early
intervention service coordination unit for children ages birth to three) were trained to administer
depression screenings using the Patient Health Questionnaire (PHQ-9) to all primary caregivers of
infants/toddlers receiving early intervention services and to refer caregivers to supports offered through
behavioral health and community maternal child health care organizations. Screening implementation
began March 1, 2010.
Established referral protocols for cross-system referrals among all initiative partners and provided
education to all partners about the interconnectedness between caregiver depression and early
childhood development. Maternal and child health care organizations including all local Medicaid
physical health managed care organizations, physical health practices , behavioral health providers, and
community organizations who screen for caregiver depression now also refer families to The Alliance
for Infants & Toddlers (The Alliance) for family-centered service coordination if the caregiver has a
positive depression screen. The Alliance provides developmental screening and tracking services for
infants/toddlers of caregivers experiencing depression, engages services for children identified with a
developmental delay, and links caregivers to behavioral health services, community supports, and other
critical resources.
A key element to the success of Helping Families Raise Healthy Children that expands upon the
foundation and spirit of cooperation strategically developed by the collaborative in the Allegheny
County Maternal Depression Initiative is the high level of communication and cooperation among
initiative partners. To support effective partnerships and strengthen relationships among stakeholders,
the Helping Families Raise Healthy Children project team has organized and hosted over fifty crosssystem networking meetings. All Medicaid physical health managed care organizations are participating
partners with the initiative with the leadership from plans taking an active role in the development of
clearly defined referral protocols between the managed care and early intervention systems. UPMC
for You maternal and child health care managers outreach to and refer eligible caregivers identified
with young children to The Alliance for family-centered service-coordination and care and routinely
share the initiative’s “Self-Help Tips for Overwhelmed Caregivers” booklet and initiative materials with
members. Service coordinators from The Alliance also ensure that families are well connected to their
Medicaid physical health managed care organization care managers as many of the children involved
with early intervention services have complex medical needs and are often eligible for specialized
care management programs. Cross-system relationship building between the Medicaid managed care
system and early intervention has strengthened these key systems knowledge of the services available to
families, improved access to needed services, and demonstrates best practice in coordinating care to help
families raise healthy children.
Provided training to behavioral health and early intervention practitioners on evidence-based familycentered intervention models and relationship-based practice. Family-centered interventions recognize
the key role of attachment to healthy social-emotional development, are dedicated to promoting child
development through responsive and nurturing caregiver-child relationships, and provide tools and
strategies that clinicians across disciplines can use in their work to support caregiver-child relationships
and promote the health of caregivers experiencing depression and the health of their children.
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Established and expanded the availability of in-home behavioral health services for Medicaid-eligible
caregivers through mobile outpatient mental health treatment and family-focused solution based
services.
Expanded capacity in the early intervention service system for practitioners (i.e. physical therapists,
occupational therapists, developmentalists, speech therapists, social workers) to use family-centered
interventions and relationship-based practices with families.
Development of data collection tools and initiative database to support outcomes measurement, data
analysis, and program evaluation by RAND; a key collaborative partner in the initiative. Process
and impact measures are continuously monitored and outcome measures will be evaluated this year.
Caregivers who screen positive on the PHQ-9 at baseline complete the screening and assessment
process every six months. Outcome measures include:
Changes in scores on depression screening tool
Changes in scores on parent-child relationship assessment
Improvements in caregiver health measures such as general health status, sleep, diet, exercise,
preventive health care, emergency room visits, safety
Improvements in child health measures such as emergency room visits, preventive health care , and
immunizations
outcomes: UPMC for You, Community Care Behavioral Health Organization, Allegheny County, and all
Helping Families Raise Healthy Children collaborative partners are committed to building a model system of
care for parents and young children in the community. Since operations began in 2009:

Over 2,500 caregivers involved in the early intervention system for children ages birth to three have
been screened with the PHQ-9 for depression risk.
10% of screened caregivers identified at high risk for depression
66% of caregivers who screened positive also had total parental stress levels in the clinical range on
the Parenting Stress Index-Short Form (PSI-SF) when assessed
Over 150 new families have been referred to early intervention for family-centered service coordination
at The Alliance by a community-based partner (i.e. medical provider) based on a positive screening for
caregiver depression.
All children ages birth to three of these referred families received a developmental screening. 12%
of children screened showed a previously unidentified developmental delay and were linked to
needed services.
75% of identified families accepted referral to services (reference point for referral rate among those
who screen positive for maternal depression is 50%)
85% of referred families engaged in home-based behavioral health therapy and relationship-based early
intervention services (reference point for engagement in treatment among those who screen positive
for maternal depression is 20%)
Baseline assessment information on health and safety reveals the following:
Caregivers with positive screens do not get adequate sleep and experience worse perceived health,
worse diet, and less physical activity than comparison populations.
80% of these caregivers reported having a regular place for routine and preventive health care.
46% of the children had visited the emergency department at least once in the past six months,
compared to approximately 30% in the general population over the course of the past year. It is
important to note, however, that some of these additional visits are due to NICU admission or
complex chronic health problems.
94% of children had a regular physician and were up to date with immunizations, which is
comparable to national norms.
164 caregivers who were screened with the PHQ-9 through their involvement with early intervention
did not screen at risk for depression, but requested referrals to services to address other behavioral
health issues and family stressors. The simple act of asking the caregiver how they are doing and
offering the depression screening opens the door for caregivers to share concerns and for service
coordinators to respond effectively by linking caregivers to helpful supports.
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Over 1,000 practitioners and family members have been educated on the interconnectedness between
caregiver depression and early childhood development .
The initiative hosted nine workshops for 300 practitioners on evidence-based family-centered
intervention models. The initiative continues to sponsor a family-centered intervention learning
collaborative as a forum for practitioners to share their experiences implementing family-centered care
and to learn from the collective experiences of this community of practice.
contact:
		
		

Lindsay Moore
Sr. Manager, Performance Improvement, UPMC for You
(412) 454-5107; moorle@upmc.edu
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Those remaining in our plan received first class disease education, on-going monitoring of their disease state,
and a better quality of life. Their quality of life can best be conveyed by their voluntary decrease in their use of
their life-saving medications.
Annual expenses for our plan decreased from $2.6M down to $220,000, or from $7PMPM to $1.30PMPM.
In addition to our initiative, our specialty provider has come into the market and sponsors yearly camps for the
entire state’s hemophilia population, helping them network with other families and support systems.
contact:
		
		

John L. Pang
Pharmacy Director, Evercare by UnitedHealthcare
( 808 ) 544-8874; john_pang@uhc.com

Evercare by UnitedHealthcare

WellPoint State Sponsored Business

description: As a LTC/ABD program made up of 20,500 members, primarily dual eligibles, our program
inherited approximately 13 hemophiliacs at program inception in 2009, costing the plan $2.6M annually in
drug costs alone. Hemophilia is a blood disorder which is considered by CMS to be a “temporary” disability,
entitling members to ABD benefits. However, once stabilized with proper medical management for a minimum
of six months, these individuals can actually rejoin the workforce, thus nullifying their disability and benefits.
Surveillance of these members “temporary” disability was not being performed on a timely basis prior.
We addressed two problems. These were: proper monitoring of these “temporary” disabilities and the over
utilization of an extremely high-cost product. Re-evaluation and re-certification of these members were not done
on a timely basis. Proper patient education was not performed to help these individuals and family members
better understand their disease.

description: The ABD program leverages a multi-disciplinary team and intense care management to improve
health care utilization and quality of care in the Medicaid ABD population with the highest risk/need, i.e., those
with the highest likelihood (top 1%) of inpatient readmission or the highest historical claims cost.
The Medicaid ABD population presents a particularly complex challenge to traditional case management
because of their illness and demographic profile. In addition to having a notable prevalence of chronic illness,
they suffer from a combination of physical and mental disabilities, and, sometimes, substance abuse. They are
plagued with problems related to their poverty status, such as: (1) poor housing; (2) limited reading and writing
skills, which, in turn, affect health literacy; (3) suboptimal support systems; and (4) mobility and transportation
issues.

key objectives:  The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits
Demonstrate accountability of Medicaid health plans, including fraud and abuse

key objectives: To improve health care utilization and quality of care in the Medicaid ABD population with the
highest risk/health care needs. The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits

actions taken: The health plan raised the concern with the State of its untimely evaluation and created a new
process within their eligibility practices for member reassessment and reassignment to more appropriate levels
of service.
Secondly, Pharmacy (AMC C&S) contracted with a Specialty Pharmacy provider to dispense these products
at a discounted rate in addition to providing disease state management services to each member, so they
would better understand their medical condition while minimizing those activities that placed them at risk for
unnecessary bleeds.

actions taken:  Methods: We used predictive modeling, which examines a member’s previous claims and
demographic data, to determine the sickest members and those at highest hospital readmission risk. We targeted
the top 1% of ABD members in central Virginia (N =60), and, to evaluate our intervention, we identified a similar
population in eastern Virginia as a control group. This approach yielded a historical quasi experimental design.
Members in eastern Virginia received usual care; central Virginia received intensive care coordination (ICC).
We used a logic model to plan our program (see appendix). We calculated traditional managed care metrics as
well as bivariate statistics to evaluate program effects. Finally, in order to make the groups more comparable, we
adjusted managed care population metrics (e.g., PMPM, events/k) by the median risk score of the control group.
Intervention: We assembled an integrated interdisciplinary care team. This team was comprised of a physician,
psychologist, social worker, behavioral health case manager and a medical case manager, two epidemiologists,
as well as three non-clinical field-based staff. The latter were Intensive Care Coordinators (ICC) with prior field
experience in case management and knowledge of local community and faith-based resources.

Hemophiliacs Medication Program

outcomes: As a result of this re-certification for temporary disability, 7 of our 13 hemophiliacs were removed
from our program and reassigned to more appropriate health plans. Our competitor in this market also benefited
from our actions.

Holistic Approach to Behavioral and Physical Health Care of the
ABD Member
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We used bivariate tests of association, the Mantel-Haenszel chi square, to assess our results on the overall
groups but more so in the control group, $6.00 versus $13.00, respectively.
population and did not find significance. We also used nonparametric statistics, the Wilcoxon sign test, for
the continuously enrolled top 1% to evaluate change in inpatient admissions and readmissions. Results were
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the overall population and did not find significance. We also used nonparametric statistics, the
Wilcoxon sign test, for the continuously enrolled top 1% to evaluate change in inpatient
admissions and readmissions. Results were not statistically significant.
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Figure 2: IP Admits/k Intervention Period - Baseline
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contact
:
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MD, care
MPH,
MBA
		
Medical Director, SSB Care Management, WellPoint State Sponsored Business
		
(804) 354-3752; kathryn.rankin@anthem.com
Organization Information
Organization Name: WellPoint State Sponsored Business
Geographic location related to case study: Northern Virginia
Name of person completing form: Kathryn Rankin, MD, MPH, MBA
Title: Medical Director
Department: SSB Care
Management
UnitedHealthcare
Great
Lakes Health Plan
E-mail: kathryn.rankin@anthem.com
Phone: (804) 354-3752

Improving Breast Cancer Screening Rates for African American
and Arab American Women
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description: UnitedHealthcare Great Lakes Health Plan identified that African American and Arab American
members living in Wayne County were less likely to get breast cancer screening compared to Caucasian
members who reside in Wayne County.
In 2010, UnitedHealthcare Great Lakes identified four primary care physician (PCP) offices with large numbers
of female African American or Arab American members who were non-adherent for breast cancer screening
34
and outreach Specialists approached PCPs located in Detroit, Michigan and secured the offices’ participation in
the project.
The project Outreach Specialists worked one-on-one with PCP offices and non-adherent members to educate
members on the importance of cancer screening; how the screening is done; to address misperceptions and
fears; to secure appointments and transportation; and, to do personal follow-up reminders.
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UnitedHealthcare Great Lakes Health Plan identified that African American and Arab American members
living in Wayne County were less likely to get breast cancer screening compared to Caucasian members who
reside in Wayne County. The combined 2010 breast cancer screening rate was 50.35% compared to the rate
for Caucasian members of 55.56%.
The following barriers to breast cancer screening (mammograms) were identified from talking with members
and from literature review:
Lack of care continuity
Forget to be screened
Perception of pain associated with a mammography
Embarrassment
key objectives: The key objective was to improve preventive health screening rates. The program
addressed the following MHPA Best Practice priority:
Reduce disparities in care of racial and ethnic minorities
actions taken: In 2010, UnitedHealthcare Great Lakes identified four PCP offices with large numbers of
female African American or Arab American members who were non-adherent for breast cancer screening.
Outreach Specialists approached PCPs located in Detroit, Michigan and secured the offices’ participation in
the project.
The project involved:
Securing dedicated dates from the mammogram center to screen Health Plan members;
Securing signed mammogram orders from the physician;
Providing personal one-on-one phone contact from outreach specialists to educate on the importance
of cancer screening, how the screening is done, and to address perceptions and fears;
Providing members with culturally-appropriate educational material;
Visiting members in their homes to further discuss members’ concerns as needed;
Securing members’ agreement for screening appointments and securing appointments for free
transportation;
Sending written reminders to members;
Making reminder phone calls in the days preceding the exams; and
Providing members a $20 gift card for completing the screening.
The Specialists attended each mammogram event day offering refreshments and offered further discussion
for attending members.
outcomes: Using HEDIS® technical specifications, which are based on nationally accepted preventive
health guidelines, the health plan measured the performance of breast cancer screening at the selected PCP
offices. HEDIS measures whether the eligible population had breast cancer screening in the measurement
year or preceding year. For example, HEDIS 2011 measured breast cancer screening in calendar years
2010 and 2009. The table below shows a statistically significant improvement in breast cancer screening of
African American women and Arab American women.
The HEDIS 2011 rate of the PCP offices involved
in the project is above the national HEDIS
Breast Cancer
Screened Total
2011 90th percentile for Medicaid health plans
Screening Rate
Members Members
submitting HEDIS results to the National
HEDIS 2009
53.40%
87
163
Committee for Quality Assurance (NCQA). In
HEDIS 2010
57.50%
115
200
2011, UnitedHealthcare Great Lakes is expanding
HEDIS 2011
77.80%
182
234
the project to add additional PCP offices.
contact:
		
		

best practices

| 57

Select Health of South Carolina

In Control Diabetes Care Management
description: South Carolina ranks eighth highest in the nation for percentage of population with
diabetes, according to the most recent Diabetes Fact Sheet by the South Carolina Department of Health and
Environment Control.
actions taken: First Choice members with diabetes were stratified into low-risk and high-risk groups, based
on resource utilization rates (ER visits, medications, inpatient stays) and predictive modeling scores. Both the
low-risk and high-risk members received educational mailings throughout the year. These mailings included a
welcome packet of comprehensive diabetic information for newly diagnosed plan members, quarterly printed
material informing members about necessary health management topics and periodic member newsletter
articles relating to seasonal diabetic topics of interest.
High-risk members were further screened by a nurse case manager to determine the candidates most
appropriate for case management intervention. The nurse collaborated with the member or caregiver and
their primary care provider, specialist or other providers to develop an appropriate individualized plan of
care to match the member’s needs. High-risk members engaged in disease case management received
focused educational mailings when appropriate based on the diabetic care plan. Mailings focus on healthier
eating habits, promoting physical activity, smoking cessation, medication compliance, screening tests, home
monitoring glucose testing and managing stress.
In 2010, a supplemental mailing was sent to all members with diabetes to educate about the need for
cholesterol screening, what the results indicate and ways to improve their LDL results if elevated. For members
with diabetes, lowering the LDL is essential to lower the risk of a heart attack or stroke.
The plan’s members with diabetes in all risk categories were additionally mailed a Vision Care Directory with
a listing of all participating vision care providers by county in 2010. Members were encouraged to select a
provider and schedule a yearly retinal eye exam as recommended by the American Diabetes Association.
outcomes: Select Health achieved significant improvement in 2011 Healthcare Effectiveness Data and
Information Set (HEDIS®) results (measurement year 2010) for the following diabetes measurements from the
previous measurement year:
Members receiving HbA1c testing increased from 80.8% to 83.3%.
Members with poor HbA1c control (>9) decreased to 47.13% from 57.65% (decrease denotes better
performance).
Members with an LDL C screening (<100) increased to 28.16% from 20.71%.
Retinal eye exams increased to 61.69% from 55.2%.
contact:
		
		

The HEDIS 2011 rate of the PCP offices involved in the project is above the national HEDIS 2010 90th
percentile for Medicaid health plans submitting HEDIS results to the National Committee for Quality
Mary Ellen Gies
Director, Quality Management, UnitedHealthcare
Great Lakes Health Plan
Assurance (NCQA).
(248) 331-4286; mgies@uhc.com
In 2011, UnitedHealthcare Great Lakes is expanding the project to add additional PCP offices.

Vicki Vacchiano
Manager, Medical Affairs, Select Health of South Carolina
(843) 529-5259; vicki.vacchiano@selecthealthofsc.com
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UnitedHealthcare Community Plan - Iowa

UnitedHealthcare Community & State

description: Iowa Home Ownership Education Project (IHOEP) seeks to work with members and others to
increase quality home-ownership education services and financial literacy throughout Iowa; collaborate with
organizations and expand home ownership in under-served areas. We have successfully outreached to several
IHOEP member agencies and they have included a question for Iowa’s Children’s Health Insurance Program
(CHIP) on their financial counseling intake forms. Potential members are provided with UnitedHealthcare
Community Plan materials educating them about CHIP and their options.
We are hoping to meet the needs of families in Iowa. Even before the recession, the number one reason a
family faced foreclosure was due to high medical costs. In addition, families are seeking budget and credit
counseling. There are many families with children potentially uninsured or underinsured and they not aware
of the program or changes to eligibility criteria (i.e., income guidelines). We are educating them about an
insurance program for their children, how to apply and the UnitedHealthcare Community Plan option.

description: Program design is targeted to improve lead screening rates through:
“Lead Away” materials that we created with Sesame Street, including a children’s focused lead
awareness newsletter and a DVD for provider officers. The newsletters will be distributed to members
in Delaware and New Jersey starting in Q4 2011 and 1,000 DVDs are available for providers to educate
families on the importance of lead testing.
A provider focused outreach strategy, including materials (e.g., stickers, prescription pad) to support
member engagement on lead testing.
Sharing best practices between health plans during a quarterly “Lead Work Group.”

Iowa Home Ownership Education Project Member Outreach

key objectives:
1. Increase UnitedHealthcare Community Plan brand awareness in Iowa.
2. Educate potential members about UnitedHealthcare Community Plan option in Iowa’s CHIP program.
3. Increase enrollment in Iowa’s CHIP program and increase UnitedHealthcare Community Plan market
share in Iowa.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Reduce disparities in care of racial and ethnic minorities
actions taken:  We have exhibited at IHOEP member conferences and outreached to member agencies
across the State. In addition, we regularly seek out opportunities to support these agencies in serving
minorities and ensure they have materials that fit their needs.
outcomes: The Executive Director and Board President of IHOEP encouraged member agencies to add the
children’s insurance question to agency intake forms. As the state handles enrollment it is difficult for us to
track the applications as a result of this outreach initiative but based on the positive feedback we receive from
the agencies they are a key audience for us.
contact:
		
		

Jeni Hanselman
Marketing Supervisor, UnitedHealthcare Community Plan - Iowa
(515) 986-1380; jeni_hanselman@uhc.com

Lead Awareness with Sesame Workshop

This program was developed, because:
HEDIS includes a requirement for children to have one blood lead screenings before their second
birthday.
Providers indicate that compliance with blood lead screening standards is challenging because it often
requires the member to visit a lab outside the PCP office.
New Jersey and Delaware Medicaid have recently increased their focus on lead screenings.
key objectives:
Goal #1 – Increase lead screenings in provider offices with low rates of compliance.
Goal #2 – Increase member awareness of lead poisoning.
Goal #3 – Distribute best practices broadly across the organization.

The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
actions taken:
Worked with Sesame Workshop to create Lead Away! educational materials focusing on lead awareness.
Created a provider pack of information including: DVD with Sesame episode focusing on the dangers
of lead poisoning, sesame stickers, a patient reminder pad (Rx pad) to give a patient at their ninemonth well-child visit indicating that their 12-month appointment will include a lead test, informational
pamphlets featuring Sesame providing further education on the dangers of lead poisoning, Sesame
posters for waiting rooms and Sesame stickers.
Created member outreach to target members who have not had their lead test after their 13-month
birthday.
Documented and distributed best practices from each health plan to drive lead blood screenings to all
health plans including Sesame outreach kits, WIC partnerships, and Lead 2 Analyzer information.

Members who have not yet been tested for lead poisoning receives a mailing each quarter reminding them
to get their blood test. Providers are armed with material to easily discuss Lead poisoning with families,
considerations around the house, and the need for blood lead screenings.
outcomes:  Outcomes will track the number of members receiving lead tests.
contact:
		
		

Joe Dietlin
National Director, Children’s Health, UnitedHealthcare Community & State
(952) 931-5389; l_joseph_dietlin@uhc.com
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Select Health of South Carolina

Mammograms Save Lives!

description: Breast cancer is currently the leading cancer diagnosed among US women of all races.
According to the State Cancer Profiles and the National Cancer Institute, South Carolina ranks 25th in the
nation for estimated deaths due to breast cancer. The earliest signs of breast cancer are often detected on a
mammogram, before it can be felt by a self-exam or a healthcare professional. Often without access to this
preventive health service, women are not given the chance to be a survivor.
actions taken: The preventive health team at Select Health recognized the need to educate First Choice
plan members about the importance of receiving mammography screenings. The plan launched a Mobile
Mammography Campaign, partnering with local mobile mammography units across the state, to provide
breast cancer screening mammograms to First Choice members in their local community. Members were
able to schedule an appointment with ease and receive screenings with less wait time.
Members were identified as missing or overdue for this important screening through the plan’s care gap
report. The preventive health team, using this report information, selected a location to target, sent an
invitation to members in that area and with each member’s response, registered them for the event. At these
screenings, members could discuss other health concerns with First Choice community outreach specialists.
In 2010, the plan hosted three events and a total of 43 women received mammograms. In the first half of
2011, the campaign has almost doubled, with a total of 80 women screened across two regions of the state.
The plan is on target to surpass the 100 mammogram completion goal for 2011 with two scheduled events
remaining.
In addition to the screenings, the team has developed a tool to track the schedule for community mobile
mammography events across the state. Posting the mobile mammogram schedule online has allowed case
managers to refer members in need of a screening to a mobile mammography unit event in their community.
outcomes: Overall, this campaign has enhanced member awareness about the importance of early
detection and need for mammogram screening. Improving the member’s experience by simplifying the
process for preventive health services will encourage participation in other health plan benefits.
contact:
		
		

Jennie M. Butler
Preventive Health Project Manager, Quality Improvement, Select Health of South Carolina
(843) 529-5246; jennie.butler@selecthealthofsc.com
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UnitedHealthcare Share Advantage

Management of Emergency Usage for Non-Emergent 			
Conditions-ER Collaboration
description: UnitedHealthcare Share Advantage reviews emergency room reports daily. Outreach to
members using the ER for non-emergent services was not having a measurable or sustaining impact on
utilization and more importantly the greater concern was that members seeking care in the emergency room
lacked continuity in the management of their conditions. Recognizing that, it was decided to address this as a
population based project and involve the ER physicians and administrators in formulating an action plan.
Members were using the ER as their primary source of medical care for non-emergent care rather than their
Primary Care Physician resulting in a lack of continuity of care and failure to obtain preventive services needed
to maintain health and meet HEDIS standards.
key objectives:
1. Improve communication between ER departments by sharing the top ten high utilizer lists generated by
the health plan to the hospital ERs.
2. Develop universal pain management protocols to be used citywide to avoid ER hopping and ensure
consistency.
3. UHC to encourage use of urgent centers for non-emergent care after-hours.

The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken: An Emergency Room Collaboration meeting was scheduled with the 10 Omaha area
hospitals. ER Physicians and ER Department Directors were invited to attend. Of the 10 hospitals invited, 8
were represented by 11 ER Physicians and 7 ER Directors. Two Primary Care Physicians were in attendance
as well to present the Primary Care perspective. The Plan shared blinded Emergency Room utilization data
identifying the number of members with six or more ER visits in a 6 month time span and the number of
different ERs frequented by those members.
outcomes: One hospital director shared that she had over 400 patient specific care plans established for
frequent ER utilizers so ER staff on all shifts would have a consistent approach especially related to the use of
pain medications. A workgroup was formed to begin working on the issues discussed at the meeting.
As an alternative to patient specific care plans, one ER physician volunteered to head the a workgroup to
establish Care Plans directed at the treatment of certain conditions such as Sickle Cell Disease, migraines and
back pain rather than patient specific care plans. The goal would be to share those care plans across all of the
Metro area ER Departments. The first condition to be addressed will be the management of pain in members
with Sickle Cell Disease.
Review by legal departments from both UnitedHealthcare and the hospitals are underway to determine the
most appropriate manner to share patient specific information.
The project is in the beginning phase but has generated much interest. A follow-up meeting will be held to
maintain the momentum and update the group on progress of the workgroups.
The project is in keeping with UnitedHealthcare’s values of being innovative, acting with compassion for our
members and establishing strong relationships with community partners.
contact:
		
		

Laure J. Hope, RN
Sr. Director of Health Services & Quality, UnitedHealthcare Share Advantage
(402) 445-5316; laure_hope@uhc.com
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MDwise

outcomes: Since the program started in 2010,
we have reached over 12,000 students with these
backpacks filled with school supplies. MDwise has
received a very positive response about this program
from the legislators, school administrators, principals,
teachers, the media and the students themselves.
Here is a quote that also represents the outcome:

MDwise Rewards Program
description: Provide a comprehensive incentive program for members. MDwise has implemented different
member incentive programs over the years with varied success. With the new contract year with our state
in 2011, the decision was made to implement a more comprehensive incentive program to impact positive
member health decisions and actions, assist in promotion of the MDwise plan, and positively impact HEDIS
rates and pay for performance measures.
actions taken: MDwise determined 10 actions that members could take that would support MDwise goals.
Members can earn points for actions that range from making their monthly payments on time to points for
getting an annual physical exam or well child exams. MDwise contracted with a vendor to build a system to
determine points based on eligibility, claims received and other pertinent data feeds. Members can view their
points and how they earned them online through the MDwise member portal (requires sign-up) or if they do
not have access to a computer or the Internet, they can inquire through customer service. Members are able
to view reward options available to them and select their reward online or through customer service as well.
Points are structured so that a member must complete at least two actions in order to earn the first tier of
rewards. Bigger rewards are available if the member waits and accumulates their points.
outcomes: Due to recent launch (April 2011) data is not yet available. While it is anticipated that there
will be members who may not take the step to actually redeem their points, we are hopeful that we will see
an increase in the activities that we are rewarding and in our HEDIS scores. It has proven to be a positive
marketing tool. A recent postcard to member households resulted in a marked increase in website activity
and related calls to customer service to learn more. There are plans to continue to remind members about this
program through existing and specific mailings as well as outreach.
contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org

MDwise

MDwise Tools for Schools
description: MDwise wants to ensure that children have the tools they need to learn. In particular, our
research has shown that the second half of the school year children are running out of the school supplies they
need to finish the year out strong. Since a good education is an important part of every child’s overall health
and well-being, we developed a program to address this need.
actions taken: In 2010, MDwise started a program that provides free backpacks with school supplies to
schools, chosen by the local legislator. These “schools in need” receive backpacks with school supplies for
every student in the particular school chosen.
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contact:
		
		

“This is the time of year when most
students’ school supplies are depleted,”
said Dr. Crystal Thomas, Principal
of Scott Academy in Fort Wayne, IN.
“To receive this donation mid-year
is incredibly good timing. Our entire
school community truly appreciates the
generous support.”

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org

WellPoint State Sponsored Business

Medicaid Social Worker Case Manager Program
description: The WellPoint State Sponsored Business Social Work Case Managers are an integral part of the
Care Management department. The social workers work closely with Medicaid and other low-income clients to
determine psychosocial and other respective care needs. Social workers interface with a myriad of social service
and health related county agencies on a daily basis. Prior to determining the best route/care for their clients,
social workers must first perform a clinical psychosocial assessment to identify problems and resource issues.
To understand and address the paramount psychosocial and coping needs of Medicaid members to increase
their engagement and optimize their care management.
key objectives: Increase member engagement rates and reduce recidivism rates associated with:
1. Under utilization of specialty and medical services;
2. Over utilization of services when the disease process has reached catastrophic levels; and
3. Remain member-centric and focused on coaching vs. professing.
Improve psychosocial functioning: define the issues; quantify any psychiatric and substance related
problems; assess urgent risk and safety factors; and communicate at member’s cognitive and
emotional levels in order to facilitate movement and awareness.
Timely and proactive coordination of services for members with complex medical conditions or
health care risks.
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Development of a plan of care in collaboration with the member and provider that addresses
the member’s health care needs, and provides for ongoing monitoring of the member’s progress
towards established goals.
Facilitate networking with community resources and benefits available: provide list of available
referrals that strive to assist identified needs, i.e. legal, financial, IHSS, disability, mental health.
SW/RN case managers can use a directive, client-centered counseling style for eliciting behavior change
by helping clients to explore and resolve ambivalence by using open ended scaling questions to trigger
dissonance.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
actions taken: Social Work (SW) Case Managers (CM):
Communicate with members and their families to gain a clear understanding of psychosocial and
care needs through a comprehensive assessment.
Help calm fears, reduce anxieties and promote self-worth.
Help members overcome barriers to meeting their health and psychosocial needs.
Help members accomplish positive change and assist to restore emotional balance among members
with psychosocial needs.
Support and coach members as they learn to set long- and short-term health goals and achieve them.
Work to coordinate care with case management team, member, family members, providers and
organizations.
Work with case managers to monitor, document and modify the plan of care as their needs change
over time.
Members are identified through several mechanisms:
Clinical information obtained during activities rendered as part of WellPoint’s daily medical
management utilization process that refer the CMSP members for focused RN/SW case
management.
Utilization Management Medical Management RN and SW CM Discharge Planner may see that a
need exists for a referral to SW/RN focused CM services.
Readmission Database
Daily MD Case Rounds
Members identified are contacted by the RN and SW CM’s to begin the interviewing process and
interventions process. The assessment includes:
1. Member predisposing factors (medical and psychiatric)
2. Functional level of impairment
3. Complexity and chronic nature of the problem/s identified
4. Environmental and Social factors
5. Awareness of social and emotional needs
6. Interpersonal Compliance and Resistance
7. Coping Style
The outcome of this assessment is the social worker’s clinical synopsis of the problem that requires
intervention. Throughout the intervention process, the psychosocial assessment is dynamic in that it is
revisited continually as new information is acquired, as circumstances and goals change, and as progress
towards goals is made.

best practices

| 65

outcomes: One of the most integral components to managing the medical needs/services of the Medicaid
population is to manage and address psychosocial concerns and coping needs. We involve social work case
managers to assist this population by promoting their optimal psychiatric, emotional, social and physical
functioning.
Assistance offered by the social work case managers ranges from linking members with transportation and
food services to performing mental status and safety psychosocial assessments that require networking with a
licensed behavioral health professional.
The social work case manager can assist with discharge planning needs. They use their clinical skills to
evaluate psychosocial needs and member funding needs for discharge planning such as transportation,
housing and food assistance and assistance in locating community resources. They can help families and
members make care decisions when multiple options are available and help with transitions to alternative care
settings.
Our social work case managers are also integrated with our Behavioral Health programs. They also help with
linkage to mental health and substance abuse programs.
The quantitative measures of the program include the following:
Consistency of use of medical home and/or primary care provider by CM Members.
Increased oversight of CM Members by primary care provider, including monitoring of prescription
drug prescribing.
Reduced frequency of inpatient hospital stays for CM Members.
Reduced use of emergency department for non-emergency conditions by CM Members.
Increased referrals of using motivational interviewing and positive psychology techniques.
Reduction in overall costs for health care services benefiting CM Members.
Methodology of Collecting Data:
Simple member focused interviewing and assessment methods are used to assess and rate for case
acuity purposes, the members’ level of functioning at baseline and after the interventions (i.e. access to
community resources and psychiatric counseling) have been accomplished.
The SF 12 for pain and depression, the SW comprehensive assessment for level of Depressive and
Anxiety related symptoms, and Discharge assessment questions are used to obtain member’s Level of
Functioning and needs pertaining to medical and psychiatric help.
Analytic approach to Understanding Social Work Outcomes generated.
Each member is asked during a SW assessment to rate subjective levels of anxiety, depression, and
knowledge of community resources ranging from 30 days to 90 days or more based on complexity of
the case.
This integrated case management model of social work and RN case management reduces the number of
member hand-offs and promotes a comprehensive, holistic, patient-centric approach to addressing care needs
from a medical and behavioral perspective.
The program has been very successful in comprehensively assessing and meeting the unique needs of
the Medicaid member. For instance, in California, the SW CMs have a member engagement rate of 87%
— including newly enrolled SPD members — a huge accomplishment in meeting program objectives and
ensuring appropriate delivery of care.
contact:
		
		

Stephanie Sencil, PsyD, PhD, LCSW, DCSW
Social Worker Sr, WellPoint State Sponsored Business
(907) 357-9066; sencist@wellpoint.com
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WellPoint State Sponsored Business

Member Health Education Program
description: In our experience, we have found that some members don’t know who their doctor is. Others
don’t like their primary care physician (PCP) and aren’t aware that they can change their doctor. And then there
are others who think that the emergency room is their only option for medical care. One internal study showed
that almost 20% of ER visits involved avoidable medical services across WellPoint-affiliated health plans.
The WellPoint State Sponsored Business (SSB) Health Management and Education team was established to give
members correct information about these issues, about ER use and about common health conditions like asthma,
diabetes, heart disease and prenatal care/maternity.
The Health Management and Education (HME) Programs are dedicated to providing comprehensive health
education programs and enhancing the health status of its members through culturally appropriate customerfocused and customer-driven services. Operating under the direction of a Medical Director and Operations Vice
President, a staff of trained Patient Education Coordinators assists members.
“I am getting the sense that a lot of our members are lost and intimidated by the health system,” said one SSB
patient education coordinator. “They don’t understand how the health system works. I’ve seen cases where a
member isn’t happy with their primary care provider and not getting any results when seeking treatment.”
key objectives: (1) To educate members on appropriate access and utilization of care; (2) To educate members
on the importance of establishing a medical home in a primary care setting.; and (3) To support continuity of care
by reinforcing the importance of a follow-up visit with a PCP after an ER visit, regardless of the non-emergent
nature of the ER visit.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)

MDwise

“Move It!” — an Elementary School Program Fighting 			
Childhood Obesity
description: Currently, overall childhood obesity rates in Indiana are 29.9%. Numbers seem to be increasing
overall. The medical problems associated with this overweight state are likewise increasing. These include
diabetes, high blood pressure and heart disease.
actions taken: MDwise teamed up with Radio Disney Indianapolis WRDZ 98.3 FM to present Move It!, a
youth fitness program that encourages an active lifestyle for kids. Move It! is a national initiative and Radio
Disney’s response to an epidemic effecting kids of all ages — childhood obesity.
Radio Disney showcased the importance of staying active through the theme “Get Off Your Seat and On Your
Feet!” Each tour stop was a high-energy, interactive show featuring music and prizes all while highlighting the
benefits of exercise. Children enjoyed Ms. Bluebelle, the MDwise mascot, performing and dancing to a variety
of songs.
outcomes: In 2010–2011, Move It! has reached more than 6,500 children statewide, visiting over 50 schools,
summer day camps and community events. A maximum of 250 students participate in each event — an ideal
size for leading the students.
Schools that are targeted for Move It! have a percentage of 80% or more of children who are on the free and
reduced lunch program. Each child receives a goodie bag which includes a letter from MDwise explaining
the importance of healthy eating and exercising, a Ms. Bluebelle card with the MDwise toll-free number for a
healthy message and a sports band.

actions taken: The SSB Patient Education Coordinators provide information to members, assist them in
resolving issues with their providers and benefits and refer them to appropriate programs to help them achieve
their health goals. Members are stratified by condition severity through an analysis of medical and claims
records, missed services and other factors. HME programs include:
Health Habits Count for Your Heart
Healthy Habits Count with Asthma
Health Habits Count with Diabetes
Emergency Room Program
Healthy Habits Count for You and Your Baby
Health Education Classes
outcomes: All these programs help educate members who in turn are better equipped to get the right health
care in the right setting at the right time. For instance, the Emergency Room (ER) Program helps members
understand appropriate emergency department use and provides information on ER alternatives. Members who
have an established relationship with a trusted primary care provider are much less likely to use the emergency
department for conditions that don’t require expensive emergency treatment. Members are identified for the
program through a variety of methods — from claims, physician and self-referrals, ER census data and referrals
from other WellPoint SSB care management programs. Depending on the severity of their condition, they may
receive educational mailings, outreach calls or referrals to Case Management. For all of these programs, the team
updates health care providers on current clinical practice guidelines for health conditions and provides them
information on their patients who have been enrolled in the Member Education programs.
contact:
		
		

Cynthia De La Torre
Manager II, Health Management and Education, WellPoint State Sponsored Business
(805) 557-5838; Cynthia.DeLaTorre@wellpoint.com

| 67

Photo by Katie Kirkton, MDwise

contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org
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WellPoint State Sponsored Business

Health Partners of Philadelphia, Inc.

description: By working with community partners and
volunteers, WellPoint State Sponsored Business developed
the Move More Eat Right program to encourage healthy
eating and increased activity for families in our Northern
Virginia region. We partnered with the INOVA Partnership
for Healthier Kids, a large Elementary School, Reston
Interfaith, and engaged chef/owner of To Your Taste
Catering to create and implement the program.
The childhood obesity epidemic has significant physical,
social, and psychosocial consequences. Minorities
are particularly at risk. In addition, opportunities and
interventions to address this issue have had limited success.
For instance, we noted that in area food banks, Latino
families (who make up a large segment of our population in
this region) were not taking advantage of donated canned goods as they were unfamiliar with how to cook
with canned food (especially among immigrant families). Innovative and culturally-competent interventions
are required to optimize available resources and address this epidemic.

description: Health Partners is a MCO that has been serving Philadelphia and the surrounding counties for
more than 25 years. The majority of our membership is African American or Latino and we serve a number of
other minority populations as well. When the National Committee for Quality Assurance (NCQA) announced
its first-ever Multicultural Healthcare Distinction designation, Health Partners chose to apply.
As a result of our preparation and services, Health Partners of Philadelphia was the first in the nation to
receive the NCQA Multicultural Healthcare Distinction for culturally competent health care services in
2011.
We continually focus on racial, ethnic, linguistic and other cultural barriers that prevent members from
accessing the most appropriate care. Through established workgroups and committees, we address these
barriers through measurable initiatives.
Focusing on the NCQA submission process became another part of our ongoing effort to improve health
outcomes by reducing disparities in the care of racial and ethnic minorities. As we aligned our initiatives
across the organization, we hoped to find new opportunities for multicultural outreach. Further, we wanted to
ensure that our current initiatives met a wide range of NCQA standards that kept pulse with the community’s
needs.

Move More Eat Right

key objectives:  To provide culturally-competent, innovative and easily accessible interventions to
leverage existing resources, encourage healthier eating and promote physical activity among Latino and
other ethnic minority Medicaid families. The program addresses the following MHPA Best Practice
priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Reduce disparities in care of racial and ethnic minorities
actions taken: Our regional Health Promotion Consultant, worked directly with the INOVA Partnership
for Healthier Kids and representatives at Bailey’s Elementary School of the Fairfax County Public Schools
and Reston Interfaith to develop the program. A local Latino chef, Javier Quiroga of To Your Taste Catering,
offered to volunteer his time and service to the program. Programs are offered quarterly at the two locations
to provide cooking demonstrations for the adults using seasonal food bank staples and introducing healthier
cooking methods. While the cooking demonstration is taking place, children are invited to another room onsite and activities to promote healthier food choices and increased physical activities are conducted. During
some programs, a Zumba instructor may also be on-site to provide a group Zumba demonstration.
Promotion of the program is done by the school and community center. While the program initially targeted
Latino families, it is now increasingly pulling in families with other ethnic backgrounds as well. The program
also has a nutritionist on-site and demonstrations are conducted in different languages as appropriate.
outcomes:
Program attendance continues to grow – representation by different ethnicities has increased as well.
Outcome surveys from participants have been extremely positive and participants have noted that
they will change their cooking habits as a result of the demonstrations.
The program has received media attention. Below is a link to one article in English/Spanish:
http://www.washingtonhispanic.com/nota6024.html
contact:
		
		

Patricia Moreno
Health Promotion Consultant, WellPoint State Sponsored Business
(703) 227-5312; patricia.moreno@anthem.com

Multicultural Healthcare Distinction – FIRST in the Nation!

key objectives: The program addresses the following MHPA Best Practice priorities:
Reduce disparities in care of racial and ethnic minorities
Improve the health of the population
Enhance the patient experience of care
(including quality, access and reliability)
actions taken: Through work groups and
interdepartmental teams, Health Partners
addressed:

How we utilize race/ethnicity and
language data
Our provision of language services.
The responsiveness of our provider
network to the diverse needs of members
Culturally and Linguistically Appropriate
Services (CLAS)
Areas where we are seeing improvement
in reducing disparities
Health Partners has initiated programs that track
and analyze comprehensive data on members’
health status by race, ethnicity and language to
identify disparities. We can even drill down by
zip code, then bring an organization-wide focus
to disparities we want to improve. For example,
to help members better control diabetes, Health
Partners launched a series of nutrition classes
in Spanish and English. We have trained and
certified bilingual staff members and provide
members with access to a multicultural network
of providers who speak 35 different languages.
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Health Partners officials and team members continually seek partnerships with community organizations that
can better help us understand reach, and support our members and the community-at-large. We join together in
presenting events that honor a community’s heritage while providing health screenings (like BMI testing) and
education.
We recently established our Nurse Advice Line, offering round the clock telephonic guidance from registered
nurses to help members unsure of whether to seek medical care. The toll-free line also offers general education in
multiple languages.
Members are informed of the myriad of services available to them through:
Health education and information
Telephonic translation services
Telephonic case management
Community events
Automated telephone messages
Member newsletters
Health Partners website
24/7 Member Services line
Printed materials with a five-language tag
outcomes: By looking at data in ways we didn’t before, and encouraging all staff members to help us seek new
multicultural outreach opportunities (through communiqués and workgroups), we have initiated new activities
and approaches. For example, we identified cultural barriers inhibiting good perinatal care in inner city AfricanAmerican neighborhoods. We learned that women in these communities trust relatives and neighbors more
than our nurses and education. So now we’re educating entire neighborhoods, not just pregnant women on that
block. In addition to perinatal care, we are gaining ground overall in the member management of asthma, and
diabetes with regard to our African American, Latino and other minority members.
We are proud that Health Partners became the first health plan in the nation to receive the new “Multicultural
Healthcare Distinction” from the National Committee for Quality Assurance (NCQA) for our multicultural
outreach. Our organization was recognized for the provision of culturally competent health care services that
impact health outcomes of diverse populations. We continue to seek ways to enhance our multicultural outreach
and look forward to the coming year.
contact:
		
		
		

Mary K Stom, MD
Chief Medical Officer & Senior Vice President of Healthcare Management
Health Partners of Philadelphia, Inc.
(215) 991-4102; mcstom@healthpart.com

Description of Problem Issue (100 words or less):
MDwise is a federated model of ACO-like delivery systems. Because each delivery
system has | 71
best practices
ultimate responsibility for the development and implementation of quality improvement activities
with their contracted providers, quality outcomes and HEDIS scores are variable between
systems. 2009 HEDIS scores for well child and behavioral health follow-up were not at
expected levels.
MDwise

Network Improvement Team

Action Taken (100 words or less)
description: MDwise is a federated model of ACO-like delivery systems. Because each delivery system has
developed
and
implemented
theimplementation
Network Improvement
Team
(NIP), a cross
cutting
ultimateMDwise
responsibility
for the
development
and
of quality
improvement
activities
with their
team
composed
of members
from
quality
department,
provider
relations,
andThe
behavioral
contracted
providers,
quality
outcomes
andthe
HEDIS
scores
are variable
between
systems.
2009 HEDIS scores
for well-child
behavioral
health
follow-up
were not at reasons
expectedfor
levels.
health.andThis
team was
tasked
at “investigating”
low performance among the
delivery systems, and disseminating best practices unique to each delivery system or individual
actions taken: MDwise developed and implemented the Network Improvement Team (NIP), a cross-cutting
provider group setting. Best practices included academic detailing, evaluation of coding,
team composed
of members from the quality department, provider relations, and behavioral health. This team
provider
meetings, and
marketing
efforts
directed at
quality.
to success
was tasked
at “investigating”
reasons
for low
performance
among
the Keys
delivery
systems involved
and disseminating best
development
of interventions
unique
to each delivery
system,
and multi-layered
communication.
practices
unique to each
delivery system
or individual
provider
group setting.
Best practices
include academic
detailing, evaluation of coding, provider meetings and marketing efforts directed at quality. Keys to success
involvedOutcome
development
interventions
to each
system and multi-layered communication.
(100of
words
or less –unique
definitive
notdelivery
speculative)
In three
of theofselected
measures,
a significant
improvement
was was
noted
in HEDIS
performance.
outcomes
: In three
the selected
measures,
a significant
improvement
noted
in HEDIS
performance.

Well Child 3-6 y/o
Adolescent Well Care
Behavioral Health 7-day f/u

HEDIS 2009
62.8%
40.2%
22.7%

HEDIS 2011
72.0%
65.4%
48.7%

contact:
Jamie Bruce, MBA, CHC
		
Chief Marketing and Business Development Officer, MDwise
(follow
this format)
		Contact(317)
822-7118;
jbruce@mdwise.org
Jamie Bruce, MBA, CHC
MDwise Chief Marketing and Business Development Officer
MDwise, 317-822-7118; jbruce@mdwise.org

Health Partners of Philadelphia, Inc.

Nurse Advice Line

description: Health Partners of Philadelphia, Inc. is an MCO that has been serving Medicaid members in
Philadelphia and the surrounding four counties for more than 25 years. In order to help members better address
their health needs and seek the appropriate form of care (visit to primary care provider vs. ER care, for example),
Health Partners established a toll-free, 24/7 Nurse Advice Line (NAL) in 2010. The Nurse Advice Line is
directing people to the most appropriate forms of care, and helping to decrease low acuity visits to area ERs.
Particularly when a member follows up with his/her primary care provider instead of delaying care until there is
an emergent need, health outcomes improve.
We wanted our members to have a place to turn if they had a health-related question, especially at times when
their providers might not be available. Nationwide statistics (along with our own ER utilization data) tell us that
those within the Medicaid population tend to seek care at later stages of their health problem — and often from
emergency departments rather than their primary care providers. This is at the expense of the patient’s health/
recovery, as well as an already overburdened hospital acute care environment.
The reason might be as simple as not being sure whether a health symptom is a true health problem that warrants
a trip to the doctor, or a lack of member understanding of his/her chronic condition. With member children,
especially, conditions like ear infections and colds are all too common, and all too confusing as to their severity.
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By providing 24/7 professional guidance as a benefit to our members, we could respond to our members in
an immediate way, while directing them on to the appropriate next step (including general/preventive health
education). At the same time, we could collaborate with our providers and provider hospitals to help members
access quality care in the most effective way.
key objectives: The program addresses the following MHPA Best Practice priorities:
Improve delivery of benefits
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken: Health Partners established the toll-free, 24/7 Nurse Advice Line to help ensure that member
health needs were met in the most appropriate, expeditious format. We contracted with a phone-based service
that puts members in touch with highly-trained registered nurses — nurses with an average of 19 years of
experience. Our Nurse Advice Line vendor uses a phone-based translation service as well, so is able to respond
to members in different languages if needed.
The service uses a Rapid Transfer System (RTS) to route incoming callers to a specially trained medical service
representative, who confirms eligibility and documents the member’s presenting problem. These “problems”
are checked against clinical “red flag” criteria developed by the American College of Emergency Room
Physicians to screen for emergencies. Identified emergencies are immediately routed to a registered nurse,
who then directs the patient to the nearest ER or to call 9-1-1. (Callers are also asked if they understand the
instructions; if they do not or refuse to seek emergency care, an ambulance will be called on their behalf).
If the caller does not present with a life-threatening emergency, determinations are made as to severity and
follow-up needed (urgent care versus referring the member to his/her primary care provider within the next
24 hours, for example). This triage system is supported by a computer “knowledge base” of more than 5,500
topics covering health conditions, medical tests and procedures, and medications. Our vendor’s operation has
been approved by the URAC, a national organization that checks the quality of healthcare centers. The NAL
professionals also make arrangements to send general health information to members when appropriate. Each
telephonic interaction with a patient is documented and Health Partners receives daily reports for follow up
and analysis.
Health Partners promotes the NAL in Health Partners publications, enrollment packets, our website, a special
magnet mailer, and at community events and screenings. Members are encouraged to use the benefit freely
(and advised to call 9-1-1 or go to the ER in life-threatening situations). At the same time, Health Partners and
the Nurse Advice Line encourage members to keep regular provider appointments and consult their doctors
with any urgent health concerns.

Centene Corporation

Nurtur’s Diabetes Program
description: Health Coaches who are Certified Diabetes Educators teach participants
and/or their parent or caregiver how to control blood glucose levels, comply with
recommended screenings, promote healthy eating habits, and encourage regular
physical activity. Our diabetes program provides health coaching and support delivered
through telephonic coaching and educational materials. We address life barriers,
improve self-management skills, and promote adherence to prescribed treatment
guidelines in order to minimize the development and/or progression of diabetic
complications.

actions taken:  Members are identified for enrollment based on medical and
pharmacy claims data. Members may also be referred to the program by a health plan
physician, case manager or self-referral. An introductory mailing is sent to targeted
members and health plan physicians announcing the program and informing members
or caregivers they will receive a phone call. Telephonic outreach begins seven days after
the introductory mailing is sent and several attempts to contact a member by telephone
are made. Members who do not respond to telephonic outreach are sent a postcard
encouraging enrollment. Once contact is made, the program is explained to members,
eligibility is confirmed and a health assessment is initiated to identify clinical risk,
education needs, and assign the member to a Certified Diabetes Educator. The Health
Coach will complete an assessment and develop an individualized care plan based on the
member’s or caregiver’s knowledge of their condition, lifestyle behaviors and readiness to
change. Internal clinical guidelines are developed from nationally-recognized, evidencebased guidelines published by The American Diabetes Association.
The Health Coach uses a variety of creative
tools to Our
ensure
the members
the
Outcomes:
review
consistedare
ofgetting
6256 members
from 6 health plans enrolle
educational materials in a format that fits
themcoaching
best. The
programasuses
MP3 players
health
program
compared
to a matched control group. The average
for those with literacy issues. For members
without
coaching
wassafe,
244reliable
days. phone access, a preprogrammed cell phone is given to them loaded with our Diabetes Management book
(which received the Merit Award for the 2011 Web Health Awards) as well as other
Participants
in the
program
had a 26%
decrease
in diabetes-related admission
podcasts on wellness and managing their
disease. The
phones
also include
videos
on
claimant
years
(p<.001)
as
compared
to
the
matched
group. Diabetic-r
diabetes and insulin as well as a link to the American Diabetes Association. A trial of memberscontrol
with smart
per
1000
claimant
years
decreased
by
23.4%
(p<.001)
.
HbA1c
phones is currently underway in one of our health plans. These phones contain applications in general testing increase
to the control
group
(p<.001).
categories: calorie counting, meditationcompared
music, medicine
reminder
and sugar
tracking.

outcomes:
The Nurse Advice Line has enabled Health Partners to respond to members around the clock with a
broad spectrum of health information provided by qualified professionals. Our snapshot of callers and
their follow-up interventions demonstrates a positive impact on the health of our population.
Most significantly, our statistics highlight that the Nurse Advice Line is directing people to the most
appropriate forms of care, and helping to decrease low acuity visits to area ERs. Particularly when
a member follows up with his/her primary care provider instead of delaying care until there is an
emergent need, health outcomes improve.
In 2010 and 2011, approximately 74 percent of members who had planned to go to the ER before calling
the NAL were diverted to other more appropriate forms of care.
To date, 43 new referrals were made to Health Partners’ Disease Management department, which
includes our programs for chronic diseases like asthma, diabetes and heart disease.
To date, the NAL referred 120 members to Baby Partners, Health Partners’ comprehensive perinatal
program.

outcomes: Our review consisted of 6256 members
from six health plans enrolled in our diabetes health
coaching program as compared to a matched control
group. The average time in health coaching was 244
days.
Participants in the program had a 26% decrease in
diabetes-related admissions per 1000 claimant years
(p<.001) as compared to the matched control group.
Diabetic complication-related admissions per 1000
claimant years decreased by 23.4% (p<.001). HbA1c
testing increased by 11% as compared to the control
group (p<.001).

contact:
		
		
		

contact:
		
		
		

Mary K Stom, MD
Chief Medical Officer & Senior Vice President of Healthcare Management, Health Partners of 		
Philadelphia, Inc.
(215) 991-4102 ; mcstom@healthpart.com
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Mary Mason, MD
Senior Vice President & Chief Medical 		
Officer, Centene Corporation
(314) 725-4477; mmason@centene.com

510

Diabetes-Related Admissions
per 1000 claimant-years

410
26% decrease

310
210
110
10

Control
Group

Participant
Group

Value is statistically significant

Contact:
Mary Mason MD
Senior Vice President and Chief Medical Officer, Centene Corporation
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UnitedHealthcare Community Plan - Wisconsin

MDwise

description: The State of Wisconsin has initiated an OB Medical Home Program for high-risk obstetrics
(OB) patients and teens in Southeast Wisconsin. UHC Community Plan of Wisconsin has 15 OB Medical
Home sites. The purpose of the OB Medical Home Program is to improve birth outcomes and reduce
racial disparities through optimal care coordination, home visits, Centering Pregnancy programs and other
innovative approaches to OB care. Good birth outcomes are defined as: (1) gestational age greater than
37 weeks; and (2) birth weight greater than 2500 grams or less than 4500 grams. UHC Community Plan
of Wisconsin co-led an HMO collaborative to develop a common web-based Registry to track OB Medical
Home members. The Registry tracks risk factors, demographics, gestational age, number of prenatal visits,
‘no shows,’ birth weight, method of delivery and postpartum visit. The Registry is housed by the University
of Wisconsin-Milwaukee and maintained by the Center for Urban Population Health. HMOs, OB Medical
Homes and the State have access to the Registry which will be used to track outcomes and evaluate the
OB Medical Home Program. The Registry will reduce administrative burden for the State, OB Medical
Homes and HMOs. Wisconsin UHC’s legal team has developed appropriate agreements ensuring HIPAA
regulations are adhered to and data use agreements are in place.
The OB Medical Home Registry was developed: (1) to minimize administrative burden related to reporting
and information exchange for HMOs and OB Medical Homes; (2) to achieve consistency in tracking
information and reporting outcomes; and (3) to support the State’s need for information to evaluate the OB
Medical Home Program.

description: A significant number of refugees from Burma/Myanmar have come to two main areas in
Indiana: Fort Wayne and Indianapolis. Refugees have come to the United States seeking political asylum. As
a condition of being a refugee, a refugee is awarded Medicaid for a minimum of 8 months upon their arrival.
Refugees may be eligible for the MDwise Hoosier Healthwise Health Plan for low-income pregnant women,
children and families. Refugees face issues with access to health care due to language barriers and lack
of knowledge about how health care in Indiana works. Refugee members miss or do not schedule medical
appointments, do not have transportation to their appointments and have issues navigating the Medicaid
health system.

OB Medical Home Member Registry

key objectives: (1) Increase efficiency by reducing administrative burdens; (2) Provide a patient tracking
Registry to improve patient care and reduce birth outcome disparities; and (3) Support evaluation of the OB
Medical Home Program.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Increase efficiency
Improve delivery of benefits
Reduce disparities in care of racial and ethnic minorities
Demonstrate accountability of Medicaid health plans
actions taken:
Collaboration with the State and other SE Wisconsin Medicaid HMOs who participate in the State’s
OB Medical Home Program
Development of Registry information fields
Collaboration with Center for Urban Population Health on Registry development
Development of legal agreements to assure protection of patient information
Training on use of Registry
Deployment of Registry
outcomes:
Reduce administrative burden for HMOs, OB Medical Homes and State
Real-time tracking of OB Medical Home members
Enhanced ability to evaluate OB Medical Home Program
Ability to track individual member outcomes
contact:
		
		

Sandra Mahkorn, MD, MPH, MS
Chief Medical Officer, UnitedHealthcare Community Plan of Wisconsin
(414) 443-4512; sandra_mahkorn@uhc.com

Open House for Refugees from Burma/Myanmar

actions taken: MDwise, in a collaborative effort with other Medicaid MCOs in Indiana, has held “Open
Houses” in both the Fort Wayne and the Indianapolis areas to assist and answer any questions that members
from Burma/Myanmar may have. At these sessions, MDwise educates refugees on how to contact the health
plan’s customer service with questions, covered benefits, special programs, how to pick a doctor, and how to
schedule transportation, in their own languages.
MDwise has created resource materials for members in a variety of dialects which are Burmese, Chin, Sagaw
Karen and Po Chin. The materials consist of the member handbook and member “tip sheet.” MDwise has
also hired a customer service representative who is fluent in Burmese, Chin and other languages to handle
questions and concerns that members from Burma/Myanmar may have. This representative also conducts an
initial outreach call to welcome new refugee members and detail how to contact us and navigate their health
care. MDwise also uses language line services to assist with language needs in addition to the bi-lingual
representatives.
outcomes: Attendance at the “Open Houses” has increased as word of the event has spread through the
community. This has been a good indication that members are finding the service valuable. Also as a result
of our efforts, MDwise has been able to increase member knowledge about how to access care. MDwise has
received acknowledgement from community organizations for their efforts in assisting this population.
We hope for and anticipate an increase in refugee members from Burma/Myanmar accessing our customer
service department to get their questions answered. We also hope to see an increase in refugees utilizing their
Primary Medical Provider for services as a result of these outreach efforts.
contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org

Midwest Health Plan

“Opportunity Knocks: IT Listens”: Aligning Health Information
with Pay for Performance
description: In 2008, Midwest implemented a pay-for-performance (P4P) bonus program for a number of
HEDIS-related services. Quarterly paper overdue reports were being sent from the Plan to assist providers in
identifying members overdue for services (there was an “Opportunity” for the doctors to perform the services).
The paper reports were costly to prepare and mail and required manual effort from provider office staff to
take action. Midwest was also expanding its secure provider portal that offers participating practitioners
information such as member eligibility, remittance advice and financial reports. Recognizing the need to
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MDwise

provide more actionable reports to support the new
P4P program, Midwest Health Plan added a new
“Opportunity Report” to its secure provider portal.
Through the Opportunity Reports and the P4P
program, Midwest helped to address the problems
of Providers’ lack of knowledge on what preventive
services their members needed. The Opportunity
Reports provided the PCPs with the necessary
information on their entire Midwest membership in
an easy-to-use spreadsheet or in single–individual
patient sheets to keep them updated on what
preventive services were still “opportunities” or
needed to be conducted. This was done while
aligning these services with a pay for performance
to encourage Providers to order and conduct these
necessary services.
key objectives: The program addresses the
following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care
(including quality, access and reliability)
Improve delivery of benefits

Partnership with Reach Out and Read (ROR) to Impact MDwise
Member Children Between the Ages of 6 Months to 6 Years
description: Getting children in to well-child exams has long been an important focus for MDwise. Building
bonds between physicians and families helps ensure continuity of care. The issue of poor literacy rates and
low health literacy is also of concern. When Reach Out and Read (a national program) started the first clinics
in Indiana in 1996, MDwise felt it was a great opportunity to get involved and support the goals of the program,
which target children living in poverty by incorporating free books and anticipatory guidance into well-child
exams, in order to foster a love of books and better prepare children for school.

Example of Opportunity Report shown above. Example of HEDIS
results shown below.

Breast Cancer Screening (BCS)
60.0%

58.3%

58.0%
actions taken: The new “Opportunity Report”
55.0%
56.0%
integrates Michigan Care Improvement Registry
(MCIR) data, laboratory data, claims and encounter
54.0%
52.3%
data from other providers of care, specialists,
NCQA 50%
52.0%
52.0%
50.5%
ancillary providers and hospitals. By using the
50.1%
50.0%
“Opportunity Report,” PCPs can help ensure
members receive services according to preventive
48.0%
and clinical guidelines while increasing their bonus
46.0%
payments. Providers can print member-level PDF
2009
2010
2011
profiles and place them in patient charts to help
ensure patients receive various needed screenings
and tests. The office can also download an Excel
file that can be used with mail-merge to generate
reminder letters and help office staff take action to
outreach to members. During the summer months
of 2009, 2010 and 2011, Midwest QI nurses visited provider offices
to educate
staff on theCare
use of (PPC)
the
Prenatal
and office
Postpartum
Opportunities Report. Office staff also received instructions
on how to login
navigate the provider
100.0%
94.4% and
94.9%
89.0%
portal to get such information as member eligibility, PCP/specialty
information,
claims status and remittance
90.0%
advice reports.
80.0%
73.7% 70.8%

70.0%

64.0%

outcomes: The Plan realized improvements in all of the 1660.0%
HEDIS measures included in the P4P bonus
2009
50.0% an annual cost savings of over $22,000
program in 2011 when compared with 2009. The plan estimates
2010
associated with generating, preparing and mailing quarterly40.0%
Overdue Service Reports that were replaced with
2011
30.0%performance bonus template for clinical and
the Opportunity Report and increased revenue from the State’s
access measures. Other benefits included a 6% reduction in 20.0%
the number of medical record chases for HEDIS
10.0%
hybrid review in 2011 compared with 2009 due to improved data
submission of claims and encounters.
0.0%

contact:
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Timely Prenatal Care

Kathleen Harkness, RN, MSHSA, CPHQ
Sr. Director of Corporate Quality, Midwest Health Plan
(313) 586-6063; kharkness@midwesthealthplan.com

Postpartum Care

actions taken: MDwise worked with local literacy advocates to organize and expand the program in Indiana.
This included the contribution of an intern and staff resources to start building a coalition. An executive
director was hired and ROR Indiana officially achieved coalition status in 2002. Through fundraising efforts
and structural changes, the Indiana ROR program has grown to three staff and has become increasingly selfsufficient. MDwise continues in-kind support as a contribution to sustain the program in Indiana.
Indiana ROR staff work with MDwise to engage network providers in offering the program. Physician offices
are provided with assistance in completing the application process, training, implementation and sustaining
the program. This ultimately has a direct, positive impact on MDwise members.
outcomes: Since 1996, Reach Out and Read Indiana has grown to a total of 152 clinic sites across the state
that offer the program to their pediatric patients. Of those clinics, 86 are MDwise provider sites and new
MDwise provider sites are starting each year. The ROR Indiana program serves 182,256 children annually.
Reach Out and Read is an evidenced-based model with research that shows the program successfully increases
the expressive and receptive language scores of participating children.
contact:
		
		

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118; jbruce@mdwise.org

UnitedHealthcare Community & State

Pediatric Asthma – Pilot Initiative

description: Program design is targeted to improve outreach / management of asthma for children less than
5 years of age and includes two primary components:
1) “A is for Asthma” materials that we created with Sesame Street, including a children’s focused asthma
management newsletter and a DVD on asthma awareness for provider officers. The newsletters will be
distributed to 8,000 members starting in Q4 2011 and 1,000 DVDs are available for providers.
2) We have engaged provider groups in the pilot markets to develop tools and resources to improve
asthma-related baseline assessments, staff training, chart reviews, notification and discharge planning.
Each market has a different focus – children’s hospital, community health outreach team, primary care.
Our data shows that children less than 5 years of age have the highest asthma related: ED visits/1,000;
hospitalizations/1,000 and medical spend and there were limited interventions or outreach aimed specifically
at this population.
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Also, we believe a community approach, one that involves a collaborative effort on the part of the member,
the provider, the health plan and the local community is the most effective way to educate and reinforce the
importance of early identification, treatment and support for children with asthma.
key objectives:
1. Drive children and their families to their primary care provider/specialist for asthma maintenance care.
2. Collaborate with providers to leverage programs and resources available to children and families and
assist in identifying members for additional education/support.
3. Provide actionable and timely information to providers to aid them in supporting children with asthma.

The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken: We are using modified criterion to expand the identification of members with asthma,
identifying opportunities that exist within current processes for improving outreach and follow up capabilities
after an ER visit / hospitalization and reaching out to our high volume providers to understand how we can best
collaborate to drive families to seek out asthma education, support and maintenance care for their children.
outcomes: The outcomes we are driving to are:
Lowering asthma-related: ER/1,000, Admits/1,000 and Medical spend
Increasing the number of children who have a PCP follow up after an ED visit or hospitalization
Identifying and engaging members <5years of age in asthma outreach via educational materials and case
management activities as appropriate
Collaborating with high volume providers to tailor member outreach efforts to meet the local needs of
the community
contact:
		
		

Jennifer Kyle
National Market Manager, Children’s Health, UnitedHealthcare Community & State
(952 ) 931-5332; jennifer_kyle@uhc.com

WellPoint State Sponsored Business

Post-Discharge Call Program

description: Medicaid members are a vulnerable client population and are at risk for preventable readmissions. The WellPoint State Sponsored Business (SSB) Post Discharge Call Program has been in place
since late 2008. A SSB vendor performs a member scripted outreach call and clients identified with gaps in care
are referred either via a warm call transfer or a scheduled appointment to be assessed by a Registered Nurse
Case Manager regarding their health care gaps.
The issue that is addressed by this intervention is identification of Medicaid client post-discharge needs, and to
provide timely intervention(s) to avoid client re-hospitalization. It is also a method for identify high-risk clients
that would benefit from Disease Management and or Case Management.
key objectives:
1. Reduce hospital readmissions of recently discharged members.
2. Provide daily notification of members at highest risk for readmission.
3. Identify high risk patients as candidates for Disease Management/Case Management.
4. Provide information useful to predict and manage future high cost members.
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The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken: Positive responses to any of the post-discharge questions require a referral either by warm call
transfer (depending on the urgency of the identified issue) or client scheduled appointment for an outreach call
from a Registered Nurse Case Manager. The Case Manager reviews the client issues of concern and facilitates
an appropriate intervention based on the identified care gaps. The largest barrier to care identified by the
Western Region Case Management department team was knowledge deficit regarding the client’s disease
process, how to navigate the Medicaid Managed Care health care system, including accessing medications and
the primary provider.

Actionable Member Rate: 31%
828 Gaps In Care/ 2,630 Surveys
Completed
RN
Case
Manager
Appointments:
Western Region
Western Region
January – December 2010
January – December 2010
Vendor Contact Rate: 16%
RN Appointments Scheduled: 907
3,090 Contacts/ 19,789 Total Calls
Member coaching
Vendor Survey Completion Rate: 90%
“Teachable Moment”
2,794 Surveys Completed/ 3,090
Total Warm Transfers: 57
Contacts
Immediate referral to WellPoint RN for
Actionable Member Rate: 49%
urgent situations
1,359 Gaps In Care/ 2,794 Surveys
East/Central Region
Completed
January – December 2010
East/Central Region
SSB Program
RN Case Manager Appointments andWellPoint
CM
January – December 2010
MHPA’s Best Practices
Referrals:
Vendor Contact Rate: 14%
RN Appointments Scheduled: 305
2,830 Contacts/ 20,582 Total Calls
Barriers to Care/ Care Gaps, SSBWarm
Western/Eastern/Central
Regions 2010
Transfers: 98
Vendor Survey Completion Rate:
Referrals
only (no appt/warm
Gaps93%
in care were assessed for allCM
members
participating
in the post discharge call and
2,630 Surveys Completed/
2,830 services as well as enrolled
transfer):
446
necessary
in complex
or short term case management for m
Contacts
Total:
849
education and coordination of care.
outcomes:
Vendor-related:

Barriers to Care/ Care Gaps,
SSB Western/Eastern/
Central Regions 2010
Gaps in care were assessed
for all members participating
in the post discharge call and
linked to necessary services as
well as enrolled in complex or
short-term case management
for member education and
coordination of care.

GAPS IDENTIFIED

Western Region

No PCP/MD issues

80

Eastern/Central
Region
29

Transportation

94

28

Community resources

42

45

Med access/compliance

60

32

Knowledge deficit

213

90

Requires medical attention

29

3

High risk

66

3

DME/Supplies

44

18

Behavioral/Mental Health

31

12

CSR discharge issues

21

0

Total Gaps Identified

680

260

Barriers to Care/ Care Gaps, SSB Western Region 2010
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0
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WellPoint State Sponsored Business

Barriers to Care/ Care Gaps, SSB Western Region 2010

Promoting Healthier Lifestyles

description: The WellPoint State Sponsored Business (SSB) Childhood Obesity Initiative is a multifaceted
program committed to promoting healthier lifestyles and addressing childhood obesity by partnering
with and assisting physicians to screen members for obesity, implementing preventive efforts, instituting
appropriate management, and partnering with communities and schools. A diverse physician advisory
committee provides guidance on initiative objectives and activities. The initiative has been the recipient of
numerous awards and has achieved national recognition for its programs.
The program was designed to address the following challenges:
One in three low-income children are overweight or obese before their 5th birthday. Minorities are
particularly at risk. Childhood obesity has significant short- and long-term consequences.
These children are more likely to turn to Medicaid for their health care needs.
Medicaid providers are in a bind — doing more with less.
Health care expenses are nearly twice as high for an obese child covered under Medicaid versus
private insurance.
Medicare and Medicaid paid for approximately one-half of obesity– attributed medical expenditures
in 2003.
If rates continue to increase at their current levels, health care costs attributable to obesity are
expected to be $344 billion in 2018.
WellPoint SSB Program Profiles for
MHPA’s Best Practices Compendium

Barriers to Care/ Care Gaps, SSB Eastern/Central Region 2010
Barriers to Care/ Care Gaps, SSB Eastern/Central Region 2010
18
3

12

0

No PCP/MD issues

29

3

Transportation
28

Community resources
Med access/compliance
Knowledge deficit
Requires medical attention

45

90

High risk
DME/Supplies
Behavioral/Mental Health

32

CSR discharge issues

contact:
Joyce Adams, RN, MN, CCM
Organization
Information
		
Manager
II, Medical Management, WellPoint State Sponsored Business
Organization
WellPoint
State Sponsored Business
		
(805)Name:
713-3943;
joyce.adams@wellpoint.com

Geographic location related to case study: California, Indiana, and West Virginia
Name of person completing form: Joyce Adams, RN, MN, CCM
Title: Manager II, Medical Management
Department: SSB Care Management
E-mail: joyce.adams@wellpoint.com
Phone: (805) 713-3943

8

key objectives: Short-term goals of the initiative are to increase BMI screening, improve nutritional
choices, and increase physical activity levels. Long-term goals are to decrease the rate of obesity and achieve
long-term reductions in health care costs incurred due to obesity. The initiative targets Medicaid children
and their families in the states of California, West Virginia, Virginia, Indiana, Kansas, South Carolina, Texas
and Wisconsin. The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
actions taken:

Provider Outreach and Education
Provider outreach is performed to support and engage primary care in obesity prevention and management
through tools, resources and trainings to detect, prevent and manage obesity in children.
WellPoint SSB has developed a Child and Adolescent Obesity Provider Toolkit to give physicians quick
access to current data and resources related to child and adolescent obesity. The Toolkit represents a best
practice that was first implemented in 2005 in California and since then distributed to more than 45,000
Medicaid and Commercial physicians in 14 states. The toolkit can be used to initiate a dialogue with the
family about their child’s weight, nutrition, physical activity, and enhance patient knowledge and care
of such issues. It includes physician and family resources such as a national childhood obesity CME, a
childhood obesity physician reference guide, BMI calculator wheel, CDC BMI growth charts, physician
survey and parent-educational materials. Office staff can request additional materials at no cost by emailing
childhoodobesity@wellpoint.com or calling a designated toll-free number.
Primary care settings represent strategic venues to identify children who are overweight or obese, or at risk
for these conditions. Given the importance of Body Mass Index (BMI) as a screening measure, WellPoint
SSB has developed a BMI training program. The program is designed for clinical staff working in pediatric
and family medicine offices. The overall goal of the program is the early identification of children who are
either overweight or obese, or at risk for these conditions, and to enable timely delivery of preventive and
management services. To expand outreach and impact, WellPoint collaborated with the state child health
and disability prevention program in California (CHDP) and provided free access to its statewide in-person
trainings to CHDP health care providers and clinical staff. Since 2006, WellPoint has implemented more
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than 60 BMI workshops with over 2,400 clinical staff, school nurses and health educators completing the
training. WellPoint SSB has also made its Online BMI Training for Clinical Staff available to primary care
physician offices.
In collaboration with the national American Academy of Family Physicians (AAFP), WellPoint SSB has
developed a six-page physician CME bulletin. The CME, authored by pediatric and family medicine experts,
focuses on the causes and consequences of overweight and obesity, measures to facilitate early identification
and management, provision of directed anticipatory guidance, and referral options. The CME Bulletin,
“Childhood Obesity: Assessment, Prevention and Treatment,” provides access to a nationally-accredited CME
on childhood obesity, a subject matter that was not a focus area — nor on the curriculum — for most students
in medical school and is acceptable for up to 1.0 prescribed credit by the American Academy of Family
Physicians. In 2011, WellPoint SSB partnered once again with the AAFP to renew and update the CME to
reflect recent advances in childhood obesity prevention and management. The updated CME was released in
May 2011: http://www.aafp.org/online/en/home/cme/selfstudy/cmebulletin/Obesity.html

Member Outreach
Member outreach prioritizes Medicaid children and their families with a compendium of resources for
the prevention and management of childhood obesity. Programs and materials focus on functional health
literacy and cultural competency and range from a 24/7 Breastfeeding Support Line to mailed reminders,
from free telephonic support using smart-voice technology, to nutritional counseling benefits.
WellPoint SBB starts with member education and outreach at the time of birth by educating new moms on
the options and benefits of breastfeeding. There is evidence that breastfeeding has a protective effect on
childhood obesity. A 24-hour, 7-days-a-week breastfeeding support phone line is available to all WellPoint
members.
Educational materials are provided to members. Partnerships with weight management programs have
been established and offered to members along with nutritional counseling. The Get Up and Get Moving!
Family Food and Activity Work Book (GUGM) focuses on promoting healthier lifestyles for our youngest
members and their families and is available in multiple languages including English and Spanish.Since 2008,
approximately 60,000 GUGMs have been distributed to members to encourage them to lead a healthier
lifestyle through tips on physical activity and nutrition and working with their doctor for optimal weight
management. The initiative has also focused on the co-morbidities of obesity reaching out to adults to
educate them about the importance of knowing their blood pressure and cholesterol numbers through
culturally appropriate mailers with a “score card” to enable sharing of key indicators with their doctor at each
visit. Leveraging HEDIS and claims-based data, in 2009 and 2010, the initiative distributed Hypertension/
Cholesterol score card reminder mailers to a total of 6,878 Medicaid members in California, Indiana and West
Virginia and diabetes score card reminder mailers to 4,551 Medicaid members in California, Indiana, Kansas
and West Virginia. All together, the initiative touched 56,418 Medicaid member lives directly and countless
others indirectly through their physicians.
Two new smart-voice technology interventions to promote healthier lifestyles are currently in development.
HEDIS and claims-based data will be leveraged for targeting these interventions to pediatric and adult
members in 2011/2012.
Keeping a focus on the life course perspective and health across the continuum, WellPoint SSB has
additionally launched high-risk obstetric and childhood obesity patient-centered medical homes in
Wisconsin and West Virginia respectively. We have also launched Text4Baby in Virginia, Wisconsin and
Indiana to facilitate healthy birth outcomes for our pregnant members.
In 2008, WellPoint SSB partnered with the California Medical Association Foundation, the California
Association of Health Plans (CAHP) and other commercial and Medi-Cal health plans to develop a set of
clinical tools in the form of three toolkits to help healthcare providers more effectively prevent and manage
overweight and obesity in the clinical setting. In 2011, WellPoint SSB reconvened with these stakeholders to
update the Child and Adolescent toolkit. We are also partnering with the CMA Foundation and the California
Office of Multicultural Health (OMH) to develop cultural resources to strengthen the capacity of healthcare
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providers to address overweight and obesity in clinical practice, incorporating the cultural influences on
health decision making regarding healthy food choices and physical activity. This is timely given that obesity
screening and counseling are now covered in preventive services for children as part of the Affordable Care Act
in addition to CA Medi-Cal Managed Care adopting the new HEDIS measure on childhood obesity. WellPoint
is a primary sponsor of this effort. http://www.thecmafoundation.org/projects/obesityProject.aspx.

Community Outreach
The initiative reaches out to schools and communities and empowers them to lead healthier lifestyles through
distribution of health promotional materials, active participation in community-sponsored health fairs, and
collaboration with local coalitions. The initiative has also implemented the following key public-private
partnerships to modify children’s environments to increase opportunities to engage in physical activity and
improve access to high quality foods:
Boys & Girls Clubs: The initiative is currently collaborating with the Boys & Girls Club of Camarillo to help
kids increase their fitness levels through “exergaming” – interactive video games that incorporates exercise
in a way that promotes inclusion and appeals to all levels of skill and body types through the popular gaming
system Kinect® for Xbox 360® from Microsoft®. http://www.prnewswire.com/news-releases/anthem-blue-crossand-boys--girls-club-of-camarillo-collaborate-to-help-kids-get-active-through-exergaming-121900913.html
School Fruit & Vegetable Bars: WellPoint SSB partnered with UCLA and the Los Angeles Unified School
District to implement a quasi-experimental study with eight Title 1 elementary schools (4 control, 4
intervention) with predominantly ethnic minority (Latino) children. The multi-component intervention of
fruit and vegetable bars with classroom nutrition curriculum was found to be effective in improving diets
among low-income children and in December 2009, the study findings resulted in congressional briefings
to support Child Nutrition and Salad Bar legislation (facilitated by DC based United Fresh). In 2010/2011,
WellPoint expanded
the pilot with UCLA
to implement fruit
and vegetable bars
in additional LAUSD
schools.
http://www.
unitedfresh.org/assets/
files/Microsoft%20
Word%20-%20
final%20statement%20
Harvinder%20
Sareen%20
Congressional%20
Briefing%20Dec%20
3,%202009.pdf)
The initiative
continues to be a
major sponsor of
local health fairs in
diverse communities
and supports major
conferences including
the recent 6th Biennial California Childhood Obesity conference in San Diego in July 2011 which convened
approximately 2000 key stakeholders in the field of pediatric obesity. WellPoint SSB was a (diamond) sponsor,
presenter and exhibitor at the Childhood Obesity Conference.
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counseling and physical activity (see Figure 1).
care plans continues to be an escalating issue throughout the nation. Horizon NJ Health developed and
implemented an initiative focused towards reducing member visits for non-emergency issues. Utilization
PM160: A similar increase in rates of BMI has been observed for WellPoint’s members in the California Child
Such data
are very
instructiveforms
in further
guiding
initiative
activities
andinimpacting health andreports 44
helped Horizon NJ Health to determine that members without dental benefits as well as members
Health and Disability (CHDP) program.
CHDP
reimbursement
(PM160s)
indicate
an increase
from 17%
seeking narcotic analgesics were responsible for many of these visits. Members presenting with primary
2007 to 39% in 2009 and 2010 (see
Figure
2). WellPoint SSB has collaborated with the CHDP in implementing
quality
outcomes.
dental diagnoses codes tended to present non-life threatening, non-traumatic conditions. Hospital emergency
its BMI Training and Promotion program, expanding the program and its resources to all CHDP providers and
facilities are ill-equipped to properly diagnose and treat such patients.
clinical staff. Such data are very instructive in further guiding initiative activities and impacting health and
quality outcomes.
actions taken:  Horizon NJ Health placed case managers into four of the highest volume hospitals’ ERs to
44
provide post-utilization member education and guidance. Targeted members, identified on a monthly basis,
contact:
Harvinder Sareen, PhD, MPH, CHIE
visited the ER three or more times in the measurement month and filled prescriptions for a narcotic analgesic
		
Director, Clinical Programs, WellPoint State Sponsored Business
within 24 hours of each visit. Members were then referred to our Pharmacy Department who:
		
(805) 557-6530; harvinder.sareen@wellpoint.com

Provider Recognition Award Dinner

Reduction of Emergency Room (ER) Visits
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1.

Mailed a letter to members’ primary care physicians, notifying them of their patients’ high utilization
of the ER.
2. Referred members with frequent visits to the Pharmacy Lock-In Committee for possible lock-in to a
single pharmacy for prescription fills.
Dental outreach was provided to members on a monthly basis to help facilitate appointments at proper innetwork private practices or Federally Qualified Health Centers’ dental facilities. Education on proper ER
utilization was conducted. Horizon NJ Health also included panel members’ ER utilization metrics into its
Physician Profiling tool, which determines physicians’ annual incentive awards.
outcomes:
A 97% reduction in dental ER visits by members from 701 to 20 visits per month: A change in
visits/1000 from 1.57 to 0.04. A 98% reduction in the number of members responsible for the visits
from 592 to 13.
A 98% reduction in dental ER visits by members in which a narcotic analgesic prescription was filled
within 24 hours of the visits from 372 to 8 visits per month: A change in visits/1000 from 0.84 to 0.02.
A 98% reduction in the number of members responsible for the visits from 295 to 5.
A 100% reduction in dental ER visits from 63 to 0 by members with three or more visits in a
measurement month: A change in visits/1000 from 0.14 to 0.00. A 100% reduction in the number of
members responsible for the visits from 14 to 0.
A 100% reduction in three or more dental ER visits by members from 51 to 0 in the measurement
month in which narcotic analgesic prescriptions were filled within 24 hours of the visits: A change in
visits/1000 from 0.11 to 0.00. A 100% reduction in the number of members responsible for the visits
from 11 to 0.
contacts:
		
		
		
		
		

Brian J. Bastecki, DMD
Dental Director, Horizon NJ Health
(609) 718-9564; brian_bastecki@horizonNJhealth.com
Samuel V. Currie, RPh
Director, Pharmacy Services, Horizon NJ Health
(609) 718-9283; samuel_currie@horizonNJhealth.com

WellPoint State Sponsored Business

Right Choices Program

description: The “Right Choices” program was implemented as a safety measure to guard against
unnecessary or inappropriate use of Medicaid services. Members who use Indiana Health Coverage
Programs services more extensively than their peers are reviewed for placement in the “Right Choices”
program. If placed in the program, a case manager assists the member in establishing a “medical home” by
assigning or locking in a primary medical provider, pharmacy, and hospital. If a member requires specialty
services, the primary medical provider must make the referral for those services to be reimbursed. The
program was developed to assist members in obtaining the right service at the right time in the right place.
key objectives: (1) Control costs through reduced inappropriate ER utilization, reduced polypharmacy and
reduced health care waste; and (2) identify potential fraud and abuse.
The program addresses the following MHPA Best Practice priorities:
Control or reduce the per capita cost of care or increase efficiency
Demonstrate accountability of Medicaid health plans, including fraud and abuse

| 87

actions taken: The WellPoint SSB Right Choices Program Team consists of a Medical Director, Registered
Nurses, and Clinical Operations Specialists. The team works with members to facilitate behavior change with
Well
the goal of improving access and appropriate utilization of healthcare services resulting in improved health
MHPA
outcomes and enhanced quality of life. Strategies used include:
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The initial analysis of the first 86 Hoosier Healthwise (Medicaid) members completing six months in the
Right Choices Program is presented below. The Healthy Indiana Plan members, who typically have higher ER
utilization and higher rates of use of controlled substances, are participating in the same program, but are not
included in this outcomes summary.
Quality
All members were placed in contact with a nurse case manager, who assisted in the assessment of
need for a PCP, specialty provider and behavioral health specialists.
All members were offered counseling related to physical complaints and medical testing related to
their medical conditions.
Fraud and Abuse
A set of circumstances associated with fraud and abuse (such as member receipt of multiple
narcotic prescriptions in the same time frame from different providers or of using Medicaid as
payment for some medications, while paying for others with cash) were used to identify potential
abusers for investigation by the Fraud and Abuse team. Since January, 2010 17 referrals have been
made.
Utilization
In the six months pre- and post-program, ER utilization and controlled substance prescriptions
decreased by 72%t and 38%, respectively.
Decreases in the average number of prescribers and the average number of pharmacies used in the
comparison six-month period pre- versus post-program exceeded 50%.
Total paid claims decreased 48% over the comparison six-month period.
In collaboration with the State, a two-year review of outcomes, with member decisions for continuation
on the restricted card program for a total of five years, will start in the fall of 2011.
contact:
		
		

Stanley Reed, MD, MPP
Medical Director, Medical Management, WellPoint State Sponsored Business
(317) 287-2705; stanley.reed@wellpoint.com

Horizon NJ Health

School Nurse Program
description: Continuing education is important for school nurses as new health programs and adolescent
health concerns emerge. School nurses play a key role in caring for students, especially those who are on
Medicaid and uninsured. Horizon NJ Health offers continuing education through professional development
and provides health education and in-service programs to school nurses through our School Nurse Program.
Nurses are given information about coverage for the uninsured (NJ FamilyCare, NJ FamilyCare ADVANTAGE)
and health education programs.
actions taken: School Nurse Conferences are hosted by Horizon NJ Health. Nurses are provided with
information about heath education topics that include diabetes, asthma, seizures and cancer. During the
conference, school nurses can enroll in a monthly e-newsletter called “Health e-Notes” to stay informed
about Horizon NJ Health’s programs, New Jersey current events and local and national health awareness
observances. School nurses who attend a conference receive credit hours towards their continuing education.
Horizon NJ Health also communicates with more than 500 New Jersey school nurses through our the
Health Educators’ Network so nurses can maintain current subject knowledge of services and programs
offered by Horizon NJ Health and any pertinent health education. Horizon NJ Health Community Health
Representatives attend “Back to School” nights to provide information and enrollment material for NJ
FamilyCare, NJ FamilyCare ADVANTAGE and Horizon NJ Health services.
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In addition, Horizon NJ Health conducts Assembly Programs on Health — school assemblies that educate
students about important health topics such as chronic illness, cancer, the importance of physical activity
(obesity) and nutrition.
outcomes:
Conducted 24 conference programs in the northern, central and southern regions in New Jersey since
the program’s inception in 2007.
1,590 school nurse and health educator conference attendees to date.
Total of 43 school districts participating in our professional development programs through August
2011.
97 schools participated in Back to School nights since its inception in 2009.
Frequent ongoing communication with school nurses throughout the school year through the Health
Educators’ network.
contact:
		
		

Vinny Smith
Health Educator, Marketing & Communications, Horizon NJ Health
(609) 718-9177; vincent_smith@horizonNJhealth.com

UnitedHealthcare Senior Care Options

Senior Care Options Influenza Immunization Program
description: The Influenza Immunization Program for the Massachusetts Senior Care Options Program
is driven by a site team with the aim to protect the vulnerable elders in the program from the morbidity
and mortality associated with contracting the flu by assuring every member is vaccinated each year as
recommended by the CDC. The Program has been in place for the past three years during which time
documented influenza immunization rates have climbed from 78% to 95% of total membership based on claims
data and clinical notes in our CareOne EMR.
The basic elements of the program involve:
1) Provider and Member Education;
2) Continuous outreach and real time monitoring of members immunization status; and
3) Collaboration with community and institutional partners to assure immunization availability and
access with multiple modes of outreach to members as well as close contacts, including providers to
achieve herd immunity.
The elderly are identified as among the highest risk groups for morbidity and mortality from influenza
virus infection and influenza immunization has been shown to be among the most cost-effective preventive
service strategies for this population cohort. A study published in The New England Journal of Medicine
(“The Efficacy and Cost Effectiveness of Vaccination against Influenza among Elderly Persons Living in the
Community,” 9/22/1994) found that “vaccination was associated with a reduction in the rate of hospitalization
for pneumonia and influenza by 48 to 57 percent. Vaccination was also associated with a 37 percent reduction
in the rate of hospitalization for congestive heart failure.”
Studies have demonstrated that influenza immunization prevents morbidity and mortality and that influenza
represents a significant medical and financial burden on society.
key objectives:
1. Increase the Senior Care Options membership immunized annually against the flu virus.
2. Avoid the morbidity, mortality and other costs associated with flu infection in the elderly.
3. Improve the understanding of providers and close contacts of the need for “herd” immunity
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The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits
actions taken:
Multicultural outreach – postcards in seven languages were mailed to community-based seniors
reminding them to get the flu shot and where to go.
Staff Accountability – Care Managers were advised of their accountability for working with each
member to assure access and understanding of the importance of flu vaccine use.
Structured Flu Workgroup – A Workgroup was established and staff were assigned roles including
education, tracking, reporting and dissemination of information on a scheduled basis to all clinical
staff including immunization trending on a year-over-year comparison basis to determine focus and
need.
Internal Clinical Education – the importance of flu vaccine use was repeatedly reinforced in
messaging to all clinical staff through informative emails addressing illness burden in MA, clinical
education programs and feedback on reporting. Employees were also educated on the correct method
of documenting flu vaccine use, education and immunization status for members in the community
and in nursing facility settings.
External Education to Nursing Facility Partners – Network nursing facilities were educated on the
clinical importance of flu vaccine use and on the correct method of billing to enhance delivery of the
benefit.
External Education for Community Partners – Aging Service Access Points (ASAPs) and their
Geriatric Social Service Coordinators, key partners in case management for community-based
members were educated about the importance of vaccine use and actively enlisted in the campaign to
assure access for each of their assigned plan members.
outcomes:
Flu immunization rates
In 2009, CDC reported general influenza immunization rates for the 65 and older population to be
approximately 65%. SCO Plan rates as reported below were significantly higher.
2008: 78%
2009: 83%
2010: 95%

Rates for minority population segments have been reported to be significantly lower than for the elderly
population in general. In 2006, immunization rates were 64% overall but the rates for Hispanics and AfroAmericans were 45% and 46% respectively. Although data is not currently available for the SCO Plan, it is
assumed that rates are considerably higher than rates otherwise reported for Hispanics and Afro-Americans.
For example, at one primary care site with approximately 15% of total SCO membership, the overall
vaccination rate was 79% and more than 90% of the population was Hispanic.
contact:
		
		
		

Richard Segan
Vice President, External Clients & State Acct Management
UnitedHealthcare Senior Care Options
(781) 472-8504; richard_segan@uhc.com
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UnitedHealthcare Community Plan - Wisconsin

Sesame Street Doll Lead Testing Incentive
description: Clinical Practice Consultants (CPCs) of the UHC Community Plan of Wisconsin visit Provider
offices to help Providers improve Quality metrics. Improved rates of Lead testing for one and two year olds is a
priority. Part of the CPC role is to identify barriers to optimal care. Many independent Primary Care Providers
(PCPs), without in-office labs, indicated they consistently order Lead tests, but patients fail to get the lead tests
before leaving the PCP building. The Labs are independent of the physician practice, but generally located
within the same building. UHC Community Plan of Wisconsin developed a program to incentivize members
to receive the lead tests prior to leaving the site. Building on the UHC partnership with Sesame Street, the Plan
developed an incentive program in cooperation with Providers and Dynacare Labs in the Milwaukee area.
Goal of this program is to incentivize lead testing. After a doctor office visit that may have involved
immunizations, moms are frequently reluctant to subject their child to Lead testing. An added incentive will
induce moms to follow through on doctor’s orders for testing.
key objectives:
1. Improve lead testing rates
2. Demonstrate to providers that we are willing to collaborate on interventions intended to meet QI
objectives.
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Improve delivery of benefits
Reduce disparities in care of racial and ethnic minorities
actions taken:  Providers give mothers prescriptions for lead testing for their eligible children. The
prescription indicates that they will receive a Sesame Street doll when a lead test is completed. Dynacare labs
dispense the doll. The three hallmarks of this program are: that the incentive is: (1) desirable; (2) convenient;
and (3) immediate.
outcomes:
1. Improved lead testing rates — especially among targeted provider sites.
2. Improved provider satisfaction — anecdotally, several providers have
expressed enthusiasm for the program. More
systematic feedback will be solicited.
contact:
		
		
		
		
		

Sandra Mahkorn, MD, MPH, MS
Chief Medical Officer, 			
UnitedHealthcare Community 		
Plan of Wisconsin
(414) 443-4512;
sandra_mahkorn@uhc.com
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UnitedHealthcare Community & State

Sesame Workshop Initiative: Food for Thought — Eating Well 		
on a Budget
description: With the Healthy Habits for Life partnership, UnitedHealthcare and Sesame Workshop, the
nonprofit organization behind Sesame Street, offer tools and resources to help parents and caregivers gain a
greater understanding of the relationship between healthy habits and children’s healthy growth.
UnitedHealthcare partnered
with Sesame Workshop
to develop an educational
outreach program called
Food for Thought: Eating
Well on a Budget. This
multimedia, bilingual
outreach initiative aims
to help support families
on limited incomes make
sound food choices that are
healthy, nutritious and set
the foundation for children’s
lifelong healthy habits. The
program provides tools
and resources to families
with children between the
ages of 2 and 8. Food for
Thought is part of Sesame
Workshop’s Healthy Habits
for Life (HHFL) program
in response to the growing
needs of children and
families.
UnitedHealthcare will distribute 100,000 outreach kits to members, providers and community-based
organizations. Outreach kits include caregiver guide, original DVD featuring the Sesame Street Muppets plus a
short documentary showing families using various strategies for maintaining Healthy Habits for Life, children’s
storybook and recipes. Through the initiative, a total of one million kits will be distributed by Sesame Workshop
and distribution partners and content is available free online at www.sesamestreet.org/food.
An invisible crisis exists in the United States: the impact of food insecurity on both children and adults. Food
insecurity is defined as any household where there is limited or uncertain availability or accessibility to enough
food to fully meet basic needs at all times due to a lack of financial resources. In addition, an unprecedented
number of people are receiving services from the nutrition assistance programs SNAP and WIC.
Food insecurity is rising in the United States. In 2009, an estimated 15 percent of U.S. households, or 50.2 million
individuals, were identified as food insecure.1 This is the highest recorded prevalence rate of food insecurity
since 1995, when the first National Food Security survey was conducted.
It is estimated that 17 million American children—nearly one in four —are food insecure. Of these, more than half
(9.6 million) are under the age of six.1 For young children, food insecurity has lifelong consequences that affect
their health and school readiness and performance, as well as their growth and development.
For UnitedHealthcare, the Healthy Habits for Life partnership also aims to address childhood obesity and
improve the health of UnitedHealthcare members and the community. There is growing concern that food
insecurity combined with poor food choices contributes to childhood obesity, which impacts one in three U.S.
children putting them at risk for lifelong chronic conditions including hypertension, heart disease and diabetes.

| 93

key objectives:
1. Assist children and families in achieving a balanced and healthy diet by educating them about
nutritionally sound foods that are easier to access and that are good for child development.
2. Support caregivers facing economic challenges as they encourage children to eat healthy foods and be
physically active, and model these behaviors.
3. Provide resources that allow both children and adults to make healthy food choices based on simple and
familiar messages, including choosing between “sometime” and “anytime” foods and eating a rainbow of
colors.
4. Inform families about locally available resources and programs that can help them and their children
access nutritionally sound foods.

The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Improve delivery of benefits
Reduce disparities in care of racial and ethnic minorities
actions taken: UnitedHealthcare leverages the power of the Sesame Street Muppets to improve the health
of our members. This is accomplished by distributing Food for Thought outreach kits and sharing Sesame
Street healthy living messages with three million Medicaid members via newsletters, communications,
community outreach, specially created Food for Thought events, and a customized website, www.
uhc4healthykids.com.
outcomes:

Sesame Street healthy eating messages encourage healthy lifestyles among our members and the
greater community.
Member newsletters distributed with Sesame Street healthy messages and characters to three million
members.
Sesame Street walkaround characters and healthy habits messages shared with thousands of
community members at events.
Bilingual Sesame Street Healthy Tips flyers, posters and activity sheets shared with members in 18
states.
Sesame Street messages included in well-child and nutritional member mailings.
www.UHC4HealthyKids.com launched in September 2010.
The partnership and initiative have garnered extensive positive media coverage including three
national television interviews — ABC’s Good Morning America, CBS’s Morning Show and CNN — and
470 million media impressions surrounding project launch raising awareness of the hidden issue of
food insecurity.
1,000+ Sesame Street Reading Corners and associated healthy living books and materials donated to
Federally Qualified Health Centers.
3,000 First Lady “Ready to Read, Ready to Move” program bags included Sesame Street healthy tips
flyers.
A Food for Thought project assessment will be conducted to evaluate the impact of the initiative on
adult caregivers’ attitudes, knowledge, and behavior regarding healthier food on a limited budget.
1

contact:
		
		

U.S. Dept. of Agriculture, Econ. Res. Serv. November 2010.

Kate Waters
Director, Partnerships & Alliances, UnitedHealthcare Community & State
(952)931-5307; katie.waters@uhc.com
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UnitedHealthcare Community Plan

Small Steps Program – FQHC Obesity Reduction Project
description: UnitedHealthcare Community Plan and Greater Philadelphia Health Action, Inc. (GPHA),
one of the largest FQHCs in the state of Pennsylvania, launched the Small Steps Program to fight obesity
in Philadelphia. The program combines education, nutrition experts, fresh food markets and in-clinic
communications to guide people to healthy foods, medical information and resources available to help them
take better care of their health in partnership with their care provider.
The program was born out of the desire to provide more tools for health care providers to have meaningful
discussions with clinically obese patients, and to instigate taking small steps toward positive changes during
their frequent visits to GPHA facilities.
The Small Steps Program and events in Philadelphia are part of a local partnership between
UnitedHealthcare, GPHA and The Food Trust, a nonprofit organization established in 1992 to promote and
ensure access to affordable and nutritious foods.
“Obesity is a public health crisis in Philadelphia,” said Philadelphia Mayor Michael Nutter. “The prevalence
of diseases associated with obesity is well above the national goals, and socioeconomic and racial disparities
are a common factor. Everyone in our city, and the entire commonwealth, deserves access to information and
the resources to fight obesity and maintain healthier lifestyles.”
These concerns are supported by the following statistics from a 2008 U.S. Department of Public Health
report. In Philadelphia:
64% adults are overweight or obese
57% of children aged 6-11 are overweight or obese
In North Philadelphia, nearly 70% of children are overweight or obese
Also noted in the report is a correlation that a lack of access to affordable, healthy foods can be a risk
factor for obesity. The need for increased access to healthy foods is shown to be especially important in
low-income, minority neighborhoods in Philadelphia. The situation in Philadelphia and numerous other
underserved communities is referred to as “food deserts,” because of the significant lack of access to healthy
food choices.
key objectives:
1. Change eating behaviors among overweight and obese patients to increase the amount of fresh fruits
and vegetables in their diet.
2. Enhance accessibility to fresh fruits and vegetables in low-income neighborhoods that are food deserts.
3. Improve long-term weight management efforts of patients.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
actions taken: With the goal of changing eating behaviors and enhancing long-term weight management,
UnitedHealthcare Community Plan developed the Small Steps Program, a three-phase communications
campaign that encourages the taking and celebration of small steps toward better health.
Phase One: Capture the Interest of Patients. A series of posters speak to the personal experiences of those
who are overweight – emphasizing the positive results of taking Small Steps for better health. They are
designed to develop emotional connections with patients while in exam rooms.
Phase Two: Connect with Patients. Educational and engaging posters and floor clings provid simple but
important facts about good nutrition. They are posted in the common areas of clinics and work as tools to
help clinicians bridge nutritional conversations with patients. To ensure the posters have maximum impact
within the clinical setting, we feature dramatic and colorful food photography. The floor clings feature a floor
scale and a tip for better nutrition (e.g.. Drink less soda and sugary juices. Or even better, none at all!).
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Phase Three: Patients Commit to Action. Patients are encouraged and engaged to take Small Steps to
improve their weight.
Marketing efforts include:
Inviting all GPHA patients to a Farmers’ Market kick-off event.
Hosting weekly Farmers’ Markets, held at GPHA sites for six weeks.
Providing health care professionals with Small Steps “prescription pads” to use with patients. The pads
outline basic nutrition goals and allow providers to give patients a “prescription” to visit the clinic’s
nutritionist – and to pick up free fruits and vegetables at the Farmers’ Market.
Distributing reusable produce bags to nutritionist to give to patients for use at the Farmers’ Market.
Creating and distributing recipe cards featuring simple and tasty dishes that use fresh fruits and
vegetables.
Recording patients’ successes on note cards; the cards are displayed throughout the clinics and serve
as inspiration and support for others.
outcomes: Measurable outcomes are still being collected, as the Small Steps Program is currently in full
swing. However, there are numerous successful outcomes to share as of the midpoint of the test pilot period:
Filling the Void of a Food Desert – There was outstanding participation in the Farmers’ Markets and an overall
enthusiasm for having easy access to fresh food. They have “sold out” of produce at each of the markets, and in
many cases people in the neighborhood stopped by to participate. One neighbor was heard saying, “I’ve never
tasted a tomato so good!”
Successful Patient/Nutritionist Visits – The number of patients wanting to meet with a nutritionist was so
high, the format of the consultations had to be changed from one-on-one visits to group consulting sessions.
Participants demonstrated desire to make changes to their eating habits.
Built Relationships – Strong collaboration efforts with The Food Trust, GPHA and others in the community
resulted in a deeper understanding of the needs in the community and established a foundation for further
outreach efforts.
Lifting the Spirit of the Community – Our efforts have helped create a sense of joy and celebration around the
process of making healthy food choices. By making fresh produce accessible to an underserved community,
we have received positive results and feedback from patients, health care professionals, neighbors and others
in the community.
Model Program – With the success of this initial program, UnitedHealthcare Community Plan expects to
expand the Small Steps Program in the Philadelphia area and eventually roll-out the program nationally.
contact:
		
		

Lilian Vang
Marketing Director, UnitedHealthcare Community Plan
(952) 931-5672; lilian.vang@uhc.com
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UPMC for You

Spina Bifida and Spinal Cord Injuries Initiative
description: Implemented in May 2011, the UPMC Center for Wellness targets individuals with spina bifida
and spinal cord injuries. It is a wellness program aimed at fulfilling three objectives: (1) enhancing coordination
of care among health care providers; (2) improving quality of life for participants; and (3) reducing health care
utilization associated with conditions that can be prevented with proper follow up and education. The focus
of the program is to provide individualized member education and treatment around preventable conditions
that are specific to these diagnoses. The program is staffed by a UPMC Health Plan-employed certified
registered nurse practitioner, working in collaboration with four University of Pittsburgh Physical Medicine and
Rehabilitation physicians who coordinates services with the member’s primary care provider.
Individuals with spina bifida or spinal cord injuries are part of a vulnerable population with complex medical
and social needs. Common attributes of this group include low socioeconomic status, lack of health care follow
up, and behavioral health issues. Avoiding preventable conditions through wellness interventions is key to
maintaining the health of those with spina bifida or spinal cord injuries.
Overall, expenses are proportionately higher for this population. In 2009, $54.1 million was associated with
medical expenses for 2,841 members living in the targeted counties. Of that amount, 48.8% can be attributed to
inpatient cost.
According to a study published by Dicianno and Wilson (2010) which reviewed 7,670 admissions with a
secondary diagnosis of spina bifida between 2004 and 2005, the most common reasons for admission included
the following:
10.2% Urinary Tract Infection (UTI)
9.1% Device/graft/implant complications; of these, 53% were a result of shunt complications
5.9% Wounds
“Preventable conditions” are defined as UTI, chronic ulcer of skin, skin and subcutaneous tissue infection,
septicemia, complications of surgery or medical care, pneumonia, infective arthritis or osteomyelitis, and
indwelling urinary catheter infection. These conditions represent $26.1 million in cost for the targeted population
in 2009.
key objectives: Participants will have improved outcomes in the following areas:
Home and community function
Psychological symptoms
Medical complications and health care utilization
Quality measures (pre/post comparison)
Number of “preventable conditions”
Number of emergency department visits
Number and length of acute hospital stays that were unplanned
Medical expenses related to unplanned care (enrolled vs. control group) (note: unplanned care is defined
as admissions to a hospital through the emergency room, emergency room visits, or urgent care visits).
A goal was set to reduce the average cost of care associated with preventable conditions by at least 10% lower
(enrolled vs. control group).
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken: UPMC Health Plan hired a full-time certified registered nurse practitioner (CRNP) to function
in collaboration with a physical medicine and rehabilitation (PM&R) clinic. The CRNP is responsible for:
Enrolling clinic patients into program
Following clinical practice guidelines for the treatment of spina bifida or spinal cord injuries
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Ensuring that gaps in care are addressed, by working with the patient’s primary care physician to order
outstanding tests/screenings
Providing education and support to member functions to ensure that barriers to successful selfmanagement are identified and addressed.
Providing patient education to avoid health care utilization associated with the preventable conditions.
Working closely with various health care providers when patient is in emergency department, inpatient
facility, skilled nursing/long term care facility to ensure the best possible outcome.
Communicating patient progress to the patient’s primary care physician.
Developed in collaboration with the PM&R physicians, a structured preventative care model that is associated
with the targeted preventable conditions is used to develop each individual care plan. The participant is
assessed using a data collection tool twice per year to measure knowledge and ability to effectively manage
their care. The preventative care models include the following:
Skin integrity
Bladder management
Bowel management
Medication management
Diet and fluid intake
Body mass index
Exercise
Health care visits
Behavioral health and quality of life
Functional independence
The participant is provided with educational materials and hands-on demonstration, when applicable. The
educational materials include various tracking tools that can be used to encourage the participant to take
better control of their health and work toward self-management.
outcomes: Measures for Enrolled population:
1. Home and Community Function – Baseline measure versus annual measure for enrolled population
a. Physical and cognitive independence, mobility, social integration, activity and employment
outcomes
b. Total paid and unpaid caregiver hours each member requires per day
c. Number hours participant spends doing his/her own self-care
2. Psychological symptoms – Baseline measure versus annual measure for enrolled population
3. Medical Complications and health care utilization – Baseline measure versus annual measure for
enrolled population
a. Frequency of self-reported incontinent episodes
b. BMI (HT/WT or calculated with arm span, a validated technique)
c. Time lost from work/school
d. rate of “preventable conditions”
e. Emergency department utilization
i. Rate of emergency room visits/1000 during the prior 12 months
ii. Rate of emergency room visits/1000 by treatment level during the prior 12 months
f. Inpatient Utilization
i. Inpatient admissions/1000 during the prior 12 months
ii. Average length of stay during the prior 12 months
g. Expenditures – per member per month (PMPM) with
i. PMPM for each type of service claims paid during prior 12 months
ii. Total PMPM for all services paid during prior 12 months
4. Quality measures – Baseline measure versus annual measure for enrolled population
a. Life satisfaction across environment, physical health, psychological and social factors
b. Measurement of receipt of services that are patient-centered, proactive and planned
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Control Group

Start Smart for Your Baby – The 17P Program to Reduce
Prematurity
description: The Start Smart for Your Baby®
17P Program identifies women who are potentially
appropriate candidates for 17 alpha hydroxprogesterone
caproate (17P) injections. 17P is a naturally occurring
metabolite of the hormone progesterone and is
endorsed by the American College of Obstetricians
and Gynecologists for the use during certain high-risk
pregnancies to reduce the rate of recurrent preterm
delivery and neonatal intensive care unit (NICU)
admissions. A formulation of 17P has also received
FDA approval for prevention of preterm birth in women
with a previous spontaneous preterm birth.
actions taken: A sophisticated early identification
process to flag potential candidates for 17P has been established using a variety of data sources including the
Start Smart Notification of Pregnancy form completed by the member, OB staff or physician, health plan staff
or vendors. Claims history showing a prior preterm delivery is also used.

number of pregnancies

Centene Corporation
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Mary Mason, MD
Senior Vice President & Chief Medical Officer, Centene Corporation
(314) 725-4477; mmason@centene.com

40.0%

10.0%

number of pregnancies

Debra Smyers
Sr. Director, Program Development, Medicaid, Special Needs Plan and CHIP, UPMC for You
(412) 454-7755; smyersd@upmc.edu
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Percentage of Premature Deliveries
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number of pregnancies

contact:
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5. Knowledge Assessment
(Components: Exercise, behavioral health, bladder, bowel, nutrition, BMI, Health Care, QOL and
function, skin integrity, medications)
Measures to compare enrolled versus control group:
6. Medical Complications and health care utilization –
a. Rate of “preventable conditions”
b. Emergency department utilization
i. Rate of emergency room visits during the prior 12 months
ii. Rate of emergency room visits by treatment level during the prior 12 months
c. Inpatient Utilization
i. Inpatient admissions/1000 during the prior 12 months
ii. Average length of stay during the prior 12 months
d. Expenditures – PMPM
i. PMPM for each type of service paid during past 12 months
ii. Total PMPM for all services paid in last 12 months
This program started May 2, 2011. An outcomes analysis will occur annually, with the first report due after
April 30, 2012

Control Group
17P Group
An educational program aimed at physicians, their office staff, patient members and our health plan staff
helps to increase 17P utilization in appropriate candidates. Each health plan clinical staff is given goals for 17P
utilization based on anticipated number of potential candidates.
Much emphasis is put on educating the mother who has just delivered
a premature
infant through
the Start
Percentage
of Premature
Deliveries
Smart NICU kit. The OB case manager visits with the mother at the hospital while
sheweeks)
is visiting her child in
(%<
32
25.0%
the NICU. The teachable moment is seized and the mother is instructed that if she becomes pregnant again,
she needs to get early prenatal care in order to be considered
for 17P and prevent another premature infant.
20.0%
Once the candidate is prescribed 17P treatment by the physician,
arrangements are made to administer the
15.0%
injections either in the physician office or through home health by the case management team.
outcomes: A review of 2010 data of pregnant women who 10.0%
delivered while receiving 17P included 824 women
in the intervention group and 60 in the matched control group.
5.0% There was a statistically significant reduction
21.7%
8.9%
in the percentage of babies born at <37 weeks, <32 weeks, <2500 grams and
<1500 grams as demonstrated
in the
0.0%
graphs below. Overall this resulted in a $5.3 million savings in avoided NICU costs in 2010.
Control Group
17P Group

48.3%

27.3%
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17P Group

Percentage of Low Birth Weight
Deliveries (<1500g)

7.2%
17P Group
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UnitedHealthcare Community Plan - Wisconsin

Centene Corporation

Stylin’ Healthier Futures

Start Smart for Your Baby® NICU/Special Care Nursery Breast
Pump Program
description: The Breast Pump is a targeted intervention
program encouraging breastfeeding initiation and
continuation for mothers with babies admitted to the Neonatal
Intensive Care Unit (NICU) or Special Care Nursery. The
physical limitations of the NICU and/or a premature infant’s
inability to latch create barriers to breastfeeding. Other issues
include difficulty accessing high-quality breast pumps due
to the payment structure of hospital-based lactation centers
or the inconvenience of traveling to a Women, Infants,
Children (WIC) center for a breast pump after delivering a
premature infant. These infants benefit greatly from receiving
breast milk for the protection provided against necrotizing
enterocolitis, shorter time to full enteral feeding, long-term
differences in neurological development, and fewer illnesses
such as otitis media and upper respiratory infections.
Obtaining a quality breast pump device is necessary for these
mothers to establish and maintain milk production. Centene’s
goal is to make breastfeeding as accessible and uncomplicated
as possible by distributing high-quality electric breast pumps and supplies to mothers of premature infants.
actions taken:  Three high-volume Atlanta area hospitals were selected for this program. Potential
candidates were identified as any mother whose infant was admitted in the NICU or the Special Care
Nursery who: (a) elected to breastfeed; and (b) would be separated from her infant for longer than two days.
Each mother received a “Start Smart Lactation Kit” through the mail, which included a Medela® portable
double electric home pump, Medela breast milk transport bags, a picture frame to see her baby’s face while
pumping, educational materials, and other breast care supplies. Pump distribution was coordinated through
Centene’s mail order pharmacy subsidiary, RxDirect®. Centene conducted telephone surveys of 72 mothers
who participated in the program about their experiences
breastfeeding with the pump.
outcomes: Mothers who received pumps breastfed longer
than mothers who were not part of the program. Among
program participants, average duration of breastfeeding
was 5.0 months (SD =2.8). 38.5% of mothers breastfed for
at least six months. Case management assessments were
used to determine breastfeeding duration for a comparison
group of 57 Georgia mothers who delivered from 2009-2011
and who initiated breastfeeding while their infants were in
the NICU or the Special Care Nursery. Compared to the
comparison group, the Breast Pump Program participants
were significantly more likely to continue breastfeeding for
three or more weeks. In the matched control group, 31.6%
discontinued breastfeeding prior to three weeks whereas
none of the mothers in the intervention group discontinued
breastfeeding before six weeks.
contact:
		
		

Peggy Gottschalk, RN BS
Centene Corporation
(314) 505-6325; pgottschalk@centene.com
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NICU Breast Feeding Duration Comparison
Breast Pump Program
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description: Stylin’ Healthier Futures enlists licensed hair stylists as lay health promoters to help create
awareness about women’s health. They engage their customers in health chats which include ways to
improve diet and the importance of regular exercise and doctor visits. Then, they work with their clients to
style their hair so they can exercise and still look great.
According to the US Department of Health and Human Services, Office of Minority Health, nearly 80% of
African American women are overweight or obese. Obesity is a primary risk factor for Type 2 diabetes, a
disease that affects African Americans disproportionately. In fact, African Americans are on average twice
as likely to be diagnosed with, hospitalized for and die from diabetes as non-Hispanic whites. Additionally,
the health outcomes resulting from diabetes affects African-American women at an even more strikingly
disparate rate. For instance, in Wisconsin, 6.9% of all African-American women have been diagnosed with
diabetes, compared with 2.8% of non-Hispanic white women. Furthermore, according to the Kaiser Report on
racial and ethnic disparities among women:
“Among women ages 18 to 64, diabetes is the 6th leading cause of death. Women of color are particularly at
risk for this disease, which has severe health implications, raising the risk for heart disease, kidney disease,
high blood pressure, complications during pregnancy, and a host of associated health problems if not well
controlled.”
Type 2 diabetes can be prevented.
Eating right, exercising and seeing your doctor regularly help reduce risk.
Many African American women do not exercise because it can ruin their hairstyles.
key objectives: The program addresses the following MHPA Best Practice priorities:
Improve the health of the population.
Control or reduce the per capita cost of care or increase efficiency.
Reduce disparities in care of racial and ethnic minorities.

Stylin’ Healthier Futures stylists and salons will:
Conduct health chats with participating clients.
Provide their clients with exercise-friendly hairstyles and hair maintenance tips before, during
and after workouts.
Complete a quarterly feedback survey.
Offer a health information station on location.
Stylin’ Healthier Futures participants will:
Participate in two health chats with their hair stylists
Demonstrate one or more changes in behavior (healthy eating, exercise, doctor visit) upon
completion of the program.
actions taken:
Partner with key community organizations to garner support and assistance.
Hosted a focus group of hair stylists in Milwaukee Co.
Provided a training for hair stylists to ensure they could conduct “health chats” and promote exercisefriendly hair styles.
Supplied salons with health information, program tools and resources.
Provided incentives (stylist and client) for participation in program.
Conducted regular visits to participating salons, providing ongoing support and mentorship to
stylists who engage their clients to complete two health chats, one about risk factors and the other
about behavior change.
Hosted a mid-campaign dinner for stylists to obtain feedback and recognize their efforts.
Hosted a UnitedHealthcare Women’s Health & Hair Expo to expand the program messages to the
community.

any outcome, quality or cost benefits can be measured.
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As broadly contracted specialty providers became available to the Presenting Sites, utilization
grew at a fast pace. In 2007, 1312 of the 2927 clinical consultations were psychiatric
consultations. In 2010, 3515 of the 6739 clinical encounters were psychiatric consultations.
Contracting efforts became more focused on the specific specialties Site Coordinators identified
as being in short supply.
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outcomes:
Increase awareness of women’s health disparities among African-American women in our community.
Improved community health.
contact:
		
		

Daphne Jackson
Community Relations Specialist, UnitedHealthcare Community Plan - Wisconsin
(414) 443-4236; daphne_l_jackson@uhc.com

WellPoint State Sponsored Business

Telemedicine Program

description: WellPoint State Sponsored Business is the only private health plan to develop, manage and
comprehensively support a statewide Telemedicine program to improve access to care in California. The
Telemedicine Program has allowed patients to receive consultations from top medical specialists. When
conditions are diagnosed weeks or months after they are first suspected, treatment is usually more invasive,
more expensive and less successful. Telemedicine can be used by local primary care providers to obtain
second opinions on difficult cases to avoid misdiagnosis and prescribing ineffective medications. The learning
opportunities that remote physicians receive by connecting with specialists can be immeasurable and truly help
further their understanding and knowledge of specialized cases. Timely access to specialty care means early
identification and treatment of conditions, resulting in better health outcomes and lower health costs. Results
are measured by growth in the number of rural residing Californians that access specialty care via Telemedicine
technology from their local rural health care facilities.
There are great levels of disparity between health care available to urban and rural patients. Rural residents
requiring access to specialty health care often wait months to receive an appointment and must travel great
distances to urban medical centers. Unfortunately, for many rural residents this becomes a complete deterrent
to health care. Consultation delays often result in greater risk of emergency medical care, intensive care
hospitalization, and potentially poor outcomes for the patient. Telemedicine is a powerful healthcare delivery
system that can significantly reduce disparities and accessibility barriers.
key objectives:
1. To leverage the Telemedicine healthcare delivery system to significantly reduce disparities and accessibility
barriers related to access and utilization of care.
2. Telemedicine uses telecommunication technology, diagnostic equipment and computers to exchange
medical information between locations, allowing the patient the convenience of not having to travel great
distances to seek care or take time off from work or school. The technology allows patients to maintain their
relationship with their local primary care provider and receive faster diagnosis and treatment. Ultimately,
increased access to care means early identification and treatment of chronic conditions, resulting in savings
for the entire healthcare system.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Enhance the patient experience of care (including quality, access and reliability)
Control or reduce the per capita cost of care or increase efficiency
actions taken:

Specialty Contracting for the Medicaid Population
After the California WellPoint State Sponsored Business Telemedicine Network had been in operation for almost
nine years (1999-2007), we were disappointed with the incremental increase in utilization. Seeking a remedy, we

surveyed the Presentation Sites (the site
where the Telehealth encounter originates)
for advice. The information gathered
revealed the following issues:
1. 95% of the Presenting Sites were
Federally Qualified Health Centers
(FQHCs) or Rural Health Clinics
(RHCs) with Medicaid patient
populations, on average, above 75%
2. The majority of available specialists
either refused to see Medicaid
patients, demanded block time
payment for seeing Medicaid
patients, or were booked up for
many months
3. Greatest specialty demand was
for Behavioral Health providers
(Psychiatrists) and the supply was
minimal
Organization Information
An appropriate and adequate selection of
Organization Name: WellPoint State Sponsored Business
specialists is critical to the success of a telemedicine
network. It is difficult to recruit specialists who participate
Geographic location related to case study: California
in programs that cover uninsured, underinsuredName
or Medicaid
patients.
Through
marketing, negotiations and
of person completing
form: Carolyn
P Carter
Title: Business
Managerencouraged to contract with Medicare,
selective support, telemedicine specialists contracted
withDevelopment
us have been
Department: SSB Telemedicine Department
Medicaid, SCHIP and as many other health plans
as possible.
Specialists have come to realize the Presentation
E-mail:
Carolyn.Carter@WellPoint.com
Phone:
Site Coordinator is their customer. If the specialist
is(661)
not510-4493
contracted with a majority of payers, the specialist
becomes an out-of-network provider for some patients and cannot provide services. The Site Coordinator will 27
do business first with specialists who accept the most insurance plans.
The strategies listed below were used to develop and maintain a robust network of specialists providing
services, regardless of the patients’ payer source:
Recruiting private provider groups not affiliated with the severely impacted University of California
Telehealth programs.
Providing site fee reimbursement for specialty centers.
Providing small incentives to encourage targeted providers to serve Medicaid patients.
Contracting FQHCs that have comprehensive behavioral health specialists, seek out Medicaid patients
due to their reimbursement model, and are usually very financially stable.
Recruiting semi-retired physicians and specialty groups with excess capacity and an affinity for
technology.
We discourage the practice of Presenting Sites purchasing specialist block time with grants because we believe
that model is not sustainable. We provide Presenting Sites with access to an appropriate specialist network.
Reimbursement comes from billing payers, not from grant funds. Since it was implemented in 2008, the
recruiting strategy has resulted in rapid utilization growth.
outcomes:  Our data indicates an explosion of mental health and other telemedicine encounters that have
occurred since the model became operational in 2008. Creating access to care must occur before any outcome,
quality or cost benefits can be measured.
Data - As broadly contracted specialty providers became available to the Presenting Sites, utilization grew
at a fast pace. In 2007, 1312 of the 2927 clinical consultations were psychiatric consultations. In 2010, 3515 of
the 6739 clinical encounters were psychiatric consultations. Contracting efforts became more focused on the
specific specialties Site Coordinators identified as being in short supply.
contact:
		
		

Carolyn P. Carter
Business Development Manager, WellPoint State Sponsored Business
(661) 510-4493; carolyn.carter@WellPoint.com
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UnitedHealthcare Community and State - Children’s Community Solutions

Telemedicine Services for Medically Complex Children on the
Navajo Nation

description: Utilizes high definition telemedicine technology connected through established T1 network
allow Phoenix-based pediatric neurologists to provide clinical services for neurologically complex pediatric
patients living in remote locations on the Navajo Nation. Children and their families or physicians
historically traveled over 200 miles each way to get or deliver clinical care.
Creative funding for telemedicine expansion is possible through a Title V grant written and fully funded to
support development capital, start-up and implementation costs.
Navajo Nation best practice received national recognition from the American Telemedicine Association
invitation to present during the 2011 International meeting and published in their spring journal.
Utilize creative funding opportunities to provide medical home based specialty care to neurologically complex
children living in remote areas on the Navajo Nation using telemedicine technology.
key objectives:
1. Leverage newly developed trust with Navajo Nation leadership to improve access to care for Navajo
children.
2. Utilize block grant award to provide program start-up, capital infrastructure and program coordination to
plan members.
3. Providing medical home telemedicine service to Navajo members is creating synergy to develop similar
programs with Hopi and other special needs minority children in the region.
The program addresses the following MHPA Best Practice priorities:
Improve the health of the population
Control or reduce the per capita cost of care or increase efficiency
Reduce disparities in care of racial and ethnic minorities
actions taken:
Develop trust with Navajo Nation leadership through regular face-to-face meetings.
Provide medical home-based clinic services to neurologically complex children living in remote areas
of Arizona using telemedicine technology.
Reduce costs associated with all day travel including time away from school, work, food and lodging.
Increase productivity of specialty physicians who can see more patients during time otherwise spent
traveling.
Utilize creative funding to cover start up, capital and coordination costs.
outcomes:
Patient and provider surveys results delivered highly favorable ratings in satisfaction.
Efforts to expand telemedicine service model to other remote locations and to include other
subspecialties continue.
Discussions with Navajo Nation leadership have now expanded to include opportunities for other
UnitedHealthcare lines of business.
contact:
		
		
		

Don Graf
Director of Telemedicine, UnitedHealthcare Community and State Children’s Community Solutions
(602) 664-2926; donald_a_graf@uhc.com
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Horizon NJ Health

Use of Webinars for New Provider Orientation
description: Effective July 1, 2011, the State of New Jersey, Division of Medical Assistance and Health
Services (DMAHS) transitioned key services from Medicaid Fee-for-Service to the managed care benefits of
Horizon NJ Health and other managed care organizations who serve Medicaid/NJ FamilyCare members.
These benefits included home health care, personal care assistant, physical therapy, occupational therapy,
speech therapy and adult and pediatric medical day care services.
In order to offer these benefits to its members, Horizon NJ Health was required to expand its network and
recruit and credential providers who were individually contracted with Medicaid. Focus was on continuity of
care and to ensure that providers were able to receive prior authorizations and file claims for services rendered.
Webinars were determined to be a quick, effective way to educate providers on how to treat Horizon NJ Health
members in a managed care setting while getting the necessary credentials and determining what prior
authorization was required.
actions taken:  A faxed invitation was sent to providers that worked in the Medicaid Fee-for-Service
environment. Attendees were given the option of joining multiple sessions offered on that day. Each webinar
was scheduled to last one hour. A 20-minute formal presentation covered how to join the provider network,
claims processing and medical management while the remainder of the time was allocated towards a questionand-answer session.
outcomes:
29 webinar sessions held over a three-week period.
Assisted 270 new providers in joining Horizon NJ Health’s network within four weeks.
Processed more than 5,000 authorizations within the first two weeks of managing new benefits.
contacts:
		
		

George Ingram
Director, Network Contracting and Strategy, Horizon NJ Health
(609) 718-9100; george_ingram@horizonNJhealth.com

		
		
		

Dee Rago
Director, Health Services, Horizon NJ Health
(609) 718-9220; dolores_rago@horizonNJhealth.com
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WellPoint State Sponsored Business

Veggie Toss

description: WellPoint State Sponsored
Business has created a fun children’s activity
with a nutritional message to engage children at
outreach events and reinforce the importance of
healthy eating habits in the state of West Virginia.
The burden of obesity in West Virginia is not
limited to adults alone. According to Centers for
Disease Control and Prevention, the 2007 Youth
Risk Behavior Survey data indicated 15% of West
Virginia youth (9-12 grades) are overweight and
another 17% are obese. Approximately two-infive youth in these grade levels are not meeting
current physical activity recommendation levels.
Only 20% eat fruits and vegetables five or more
times a day. Almost half drink at least one nondiet soda each day. Approximately one third
watch three or more hours of television each day.
key objectives: Leveraging interactive games
to encourage healthier nutritional choices and
promote physical activity among children. The
program addresses the following MHPA Best
Practice priorities:
Improve the health of the population
Control or reduce the per capita cost of
care or increase efficiency
Demonstrate accountability of Medicaid
health plans, including fraud and abuse
actions taken: With a focus on the childhood
obesity epidemic, a children’s activity was created
in 2011 called “Veggie Toss,” which is used at
outreach events. The game is interactive and
promotes an educational message to encourage
the importance of healthy eating habits and
physical play. Veggie Toss is derived from the
old fashion corn-hole toss. The game engages children and their families with a corn-hole board decorated with
animated fruit and vegetable characters along with a dinner place setting as well as fruit and vegetable shaped
bean bags. The objective of the game is to toss the fruit and vegetable bean bags into the hole (dinner plate)
to earn points. The team with the most points wins. After the game is over, the children receive companion
materials including healthy eating coloring activity books to reinforce the message, crayons, and plastic bracelets
shaped as various fruits and vegetables.
outcomes: Veggie Toss has been recognized as a Best Practices activity for WellPoint health plans in several
states. South Carolina is in the process of implementing the program and Indiana has expressed interest. More
than 500 children have participated in the Veggie Toss Program and the number is only increasing.
contacts:
		
		

Tadd Haynes MPH, Program Manager and Billie Moore, Senior Outreach Specialist
WellPoint State Sponsored Business
(888) 611-9958; tadd.haynes@wellpoint.com; billie.moore@wellpoint.com
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VITAS Palliative Care SolutionsSM

VITAS: An End-of-Life Care Practice
description: Vitas Palliative Care SolutionsSM (VPCS) is a subsidiary of VITAS Healthcare Corporation,
which also encompasses VITAS Innovative Hospice Care – the nation’s largest and most progressive hospice
care provider. VITAS Palliative Care SolutionsSM (VPCS) is a palliative medicine practice offering consultations
for patients with serious or life-limiting illnesses and their family members. Consultations assist in identifying
patient and family expectations, goals of care and/or advance directives. Palliative medicine specialists assist
primary care teams and other involved providers to manage the patient’s pain and other symptoms and in
decision making regarding complex treatment decisions. Palliative care licensed clinical social workers
provide emotional counseling and chaplains can provide spiritual counseling.
Over the years, VITAS recognized that many patients with serious illness or injury could benefit from palliative
medicine, even when hospice care would be inappropriate or undesirable. Thus VPCS was created as a separate
division to offer care to both adults and children. The primary goal of the VPCS team is to provide patients
and their families with a forum for the discussion of treatment goals and expectations, and to provide the time,
information and expertise they need to make informed decisions — especially when considering treatments
options at any point in the disease trajectory.
key objectives: The program addresses the following MHPA Best Practice priorities:
Enhance the patient experience of care (including quality, access and reliability)
Improve delivery of benefits
Control or reduce the per capita cost of care or increase efficiency
actions taken: VPCS has opened palliative medicine specialty practices in a variety of markets to meet the
needs to this patient population. Palliative care consultations are provided in a variety of settings including
hospitals, long-term care facilities, assisted living facilities, private residences and clinics. Following the initial
consultation by either a VPCS physician or nurse practitioner, communication with the referring physicians
regarding recommendations takes place. Changes to the patient medications or treatment plans are modified
in conjunction with other involved health care providers. The goals are to align care with patient and family
choice, coordinate care across health care settings and improve communication among health care providers.
outcomes: In one particular VPCS market, a partnership with a large multi-hospital system was established to
bring palliative medicine to the patients and providers. Outcomes at two years included:
Patient self-reported pain score reduction by 42%. On average, patients rated their pain on a scale of 1 to
8 to be a 6.5 before palliative care team involvement. After the palliative care team became involved in
patient treatment, pain scores, on average, were rated at a 3.8.
The average cost per patient at one hospital in the system prior to palliative care was $131.30; these
average costs were reduced to $31.40 after one year of partnering with VPCS.
The average cost per patient at a second hospital in the system was reduced by 76% following the
implementation of palliative medicine.
In many cases, palliative care patients can be moved out of acute-care settings more quickly, which can
help lower hospital overhead and free up resources. Palliative care also helps hospitals improve clinical
and quality outcomes.
Current literature shows patients undergoing palliative care benefit from pain and symptom
management, typically have fewer emergency room visits, shorter hospital stays and improved clinical
outcomes. They also express a higher level of satisfaction with their entire health care experience.
In addition, palliative care services can positively impact a hospital’s financial outcome by reducing
costs associated with medications, lab work and critical care, among others.
contact:
		
		

Barry M. Kinzbrunner, MD
Executive Vice President & Chief Medical Officer, VITAS Healthcare, Inc.
(305) 350-5920; barry.kinzbrunner@vitas.com
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Magellan Biosciences

The Wisconsin WIC / Medicaid Managed Care Organization 		
Partnership to Fight Childhood Lead Poisoning
description: Four local Medicaid
MCOs – UnitedHealthcare Community
Plan of Wisconsin, Children’s
Community Health Plan, Managed
Health Services (Centene), and Abri
Health Plan (now Molina) — teamed
up with state and local WIC agencies
and BadgerCare+ (Wisconsin’s
Medicaid program) to provide threeminute LeadCare® II testing in WIC
clinics, as recommended by the CDC.
This collaboration was designed as
a vehicle for MCOs to improve their
HEDIS scores for blood-lead testing,
focus resources on those children truly
at risk, and serve their members better.
The program launched in 2010 with
the donation of 10 LeadCare® II
analyzers and 20 test kits (supplies
to test 960 children) by three of the
Medicaid MCOs. WIC children are
able to receive two rapid tests —
iron (mandated as part of the WIC protocol) and blood-lead — using just one
fingerstick. Beyond significantly improving screening rates and identifying
children that need important follow-up care, the program helps to empower
parents to prevent future lead poisoning: they receive the results of their
children’s tests before they leave the clinic; at the same time, they are educated
on how to minimize the chance of lead exposure, and on what they can do
to counter the effects of lead to help their children thrive. This knowledge is
important so that parents can intervene to prevent children identified with
blood-lead levels in the 5-9 µg/dL range from rising above the CDC’s action
level of 10 µg/dL.
The concept of increasing lead testing rates by testing one- and two-year old
children at WIC clinics came out of a subcommittee working on the Wisconsin
Childhood Lead Poisoning Elimination Plan in 2007. According to The Legacy
of Lead — a 2008 report by Wisconsin’s Department of Health and Family
Services — the state’s children are at above-average risk for lead poisoning
due to the state’s high percentage of older homes and its industrial history.
The report also begins to quantify the cost of lead poisoning to the state: “For
each poisoning we prevent, we not only avoid unnecessary human tragedy, but
the savings are estimated to be $40,000 to $50,000 per child.” Important new
research has shown that significant health and learning deficits occur from
blood-lead levels significantly below the CDC’s current action level, and recent
studies have begun to attribute some of the achievement gap in education to
higher blood-lead levels in minority children.
Approximately 85% of all Wisconsin children seen in WIC clinics are Medicaid
eligible, and thus, it is an ideal place to reach those most at-risk for lead poisoning. (In Milwaukee, 90% of
WIC children are Medicaid eligible.) Despite the good intentions and repeated efforts of health plans and
providers to encourage parents to take children to a reference lab for testing, compliance has been very low.
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key objectives:  The program
addresses the following MHPA Best
Practice priorities:
Improve the health of the
population
Enhance the patient experience
of care (including quality, access
and reliability)
Control or reduce the per capita
cost of care or increase efficiency
Improve delivery of benefits
Reduce disparities in care of
racial and ethnic minorities
actions taken: A large hurdle in
planning the project was to get WIC
offices certified with the state as
BadgerCare+ providers in order to bill
for children’s tests. In doing so, the
blood-lead screening program could
become self-sustaining and enable
testing for all at-risk children. Each
WIC site signed a memorandum of
understanding with each of the MCOs.
Additional start-up requirements
included granting WIC staff access to
the state’s electronic reporting system,
as well as developing the policies and
procedures for staff training, workflow,
client education, results reporting, and
a robust, workable protocol to ensure
that children with elevated blood-lead
levels receive all necessary referrals for
follow-up care.
outcomes: The state WIC program reported a 41% increase in testing of WIC children in the Milwaukee
region during the first 10 months of the program, compared to 2009. Importantly, although the prevalence of
children with levels 10 µg/dL or above remained constant from 2009 to 2010 (2.4%), there was a nearly 300%
increase over each of the previous two years of children identified with lead poisoning (139 children in 2010) —
because children in high-risk urban areas were now being tested whereas before they were often missed.
Subsequent analyses showed that between 12/5/2010 and 5/26/2011, the program identified 96 children with
blood-lead levels of 10 µg/dL or above, and 569 children with results between five and nine µg/dL (7% of those
tested)! The results are particularly dramatic when viewed in the context of health disparities for minority
populations; 9.7% of non-white children tested had results in the 5-9 µg/dL range, compared with 4.7% of white
children. Reimbursement revenue has enabled the program to purchase additional analyzers for high-volume
clinics and pay for staff time spent on testing.
This sustainable program has proven that blood-lead testing is an ideal complement to WIC’s core services and
mission: the program bolsters WIC’s nutrition goals, while dramatically improving blood-lead testing rates — a
critical step in eliminating lead poisoning, ensuring a healthy start for WIC children, and preventing the costly
problems associated with lead poisoning, such as learning difficulties, health issues and behavior problems.
contact:
		
		

Caroline Grossman
Communications & Public Affairs Consultant, Magellan Biosciences
(781) 771-5579; caroline.grossman@gmail.com
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PART III: Managed Care Industry Statistical Data
The following pages offer the most current statistical data released from the Centers of Medicare &
Medicaid Services (CMS) on July 1, 2011.

CMS Statistics: National Summary of Medicaid Managed Care Programs & Enrollment

Managed Care Trends
As of July 1, 2010

YEAR

         TOTAL MEDICAID
POPULATION

MANAGED CARE
POPULATION

OTHER
POPULATION

% MANAGED CARE
ENROLLMENT

2010		

54,612,393		

39,020,325		

15,592,068		

71.45%

2009		

50,471,859		

36,202,281		

14,269,578		

71.73%

2008		

47,142,791		

33,427,582		

13,715,209		

70.91%

2007		

45,962,271		

29,463,098		

16,499,173		

64.10%

2006		

45,652,642		

29,830,406		

15,822,236		

65.34%

2005		

45,392,325		

28,575,585		

16,816,740		

62.95%

2004		

44,355,955		

26,913,570		

17,442,385		

60.68%

2003		

42,740,719		

25,262,873		

17,477,846		

59.11%

2002		

40,147,539		

23,117,668		

17,029,871		

57.58%

2001		

36,562,567		

20,773,813		

15,788,754		

56.82%

2000		

33,690,364		

18,786,137		

14,904,227		

55.76%

These figures represent point-in-time enrollment as of June 30th from 2000-2009 and as of July 1st for 2010. 		
		
The unduplicated managed care enrollment figures include enrollees receiving comprehensive benefits and
limited benefits. This table also provides unduplicated national figures for the Total Medicaid population and
Other population. The statistics also include individuals enrolled in State health care reform programs that expand
eligibility beyond traditional Medicaid eligibility standards.
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Medicaid Managed Care Enrollment - As of July 1, 2010
ROW
NO.
1		
2		
3		
4		
5		
6		
7		
8		
9		
10		
11		
12		
13		
14		
15		
16		
17		
18		
19		
20		
21		
22		
23		
24		
25		
26		
27		
28		
29		
30		
31		
32		
33		
34		
35		
36		
37		
38		
39		
40		
41		
42		
43		
44		
45		
46		
47		
48		
49		
50		
51		
52		
53		

NAME OF
STATE		

MEDICAID
ENROLLMENT

MANAGED CARE
ENROLLMENT

PERCENT IN
MANAGED CARE

ALABAMA
		
ALASKA				
ARIZONA
		
ARKANSAS
		
CALIFORNIA
		
COLORADO
		
CONNECTICUT
		
DELAWARE
		
DISTRICT OF COLUMBIA
FLORIDA
		
GEORGIA
		
HAWAII
		
IDAHO
		
ILLINOIS
		
INDIANA
		
IOWA
		
KANSAS
		
KENTUCKY
		
LOUISIANA
		
MAINE
		
MARYLAND
		
MASSACHUSETTS
		
MICHIGAN
		
MINNESOTA
		
MISSISSIPPI
		
MISSOURI
		
MONTANA
		
NEBRASKA
		
NEVADA
		
NEW HAMPSHIRE
NEW JERSEY
		
NEW MEXICO
		
NEW YORK
		
NORTH CAROLINA
		
NORTH DAKOTA
		
OHIO
		
OKLAHOMA
		
OREGON
		
PENNSYLVANIA
		
PUERTO RICO
		
RHODE ISLAND
		
SOUTH CAROLINA
		
SOUTH DAKOTA
		
TENNESSEE
		
TEXAS
		
UTAH
		
VERMONT
		
VIRGIN ISLANDS			
VIRGINIA
		
WASHINGTON
WEST VIRGINIA
		
WISCONSIN
		
WYOMING			

872,501			
113,439			
1,322,359		
595,556			
7,326,862		
554,275			
542,524			
180,429			
221,348			
2,853,392		
1,496,733		
260,457			
213,559			
2,429,500		
1,035,251		
429,860			
325,593			
813,062			
1,180,923		
287,055			
901,560			
1,417,247		
1,828,749		
734,366			
702,775			
892,261			
100,726			
230,498			
265,019			
131,470			
1,039,398		
546,101			
4,740,518		
1,465,190		
62,486			
2,125,105		
669,499			
550,319			
2,029,591		
1,037,552		
189,286			
807,591			
113,274			
1,204,239		
3,763,896		
269,643			
176,812			
8,993			
883,916			
1,121,278		
335,397			
1,144,184		
68,776			

520,375			
0			
1,196,192		
466,955			
4,033,378		
524,426			
379,171			
139,567			
154,375			
1,839,940		
1,362,416		
255,213			
186,988			
1,371,600		
728,457			
387,279			
282,051			
716,854			
752,269			
194,464			
716,412			
758,280			
1,576,588		
468,437			
533,107			
884,150			
75,133			
197,275			
225,459			
0			
798,299			
399,289			
3,226,755		
1,135,097		
42,038			
1,561,673		
603,083			
477,035			
1,658,509		
743,126			
127,576			
807,591			
90,953			
1,204,239		
2,520,307		
224,696			
100,251			
0			
523,654			
972,253			
163,131			
713,959			
0			

59.64%
0.00%
90.46%
78.41%
55.05%
94.61%
69.89%
77.35%
69.74%
64.48%
91.03%
97.99%
87.56%
56.46%
70.37%
90.09%
86.63%
88.17%
63.70%
67.74%
79.46%
53.50%
86.21%
63.79%
75.86%
99.09%
74.59%
85.59%
85.07%
0.00%
76.80%
73.12%
68.07%
77.47%
67.28%
73.49%
90.08%
86.68%
81.72%
71.62%
67.40%
100.00%
80.29%
100.00%
66.96%
83.33%
56.70%
0.00%
59.24%
86.71%
48.64%
62.40%
0.00%

TOTALS

54,612,393

39,020,325

71.45%

The unduplicated Medicaid enrollment figures include individuals in State health care reform programs that expand eligibility beyond traditional
Medicaid eligibility standards. The unduplicated managed care enrollment figures includes enrollees receiving comprehensive and limited benefits.

Dual Eligible Enrollment - As of July 1, 2010
   STATE					

MEDICAID DUAL ELIGIBLES

Alabama						
Alaska							
Arizona							
Arkansas						
California						
Colorado						
Connecticut						
Delaware						
District of Columbia					
Florida							
Georgia							
Hawaii							
Idaho							
Illinois							
Indiana							
Iowa							
Kansas							
Kentucky						
Louisiana						
Maine							
Maryland						
Massachusetts						
Michigan						
Minnesota						
Mississippi						
Missouri							
Montana						
Nebraska						
Nevada							
New Hampshire						
New Jersey						
New Mexico						
New York						
North Carolina						
North Dakota						
Ohio							
Oklahoma						
Oregon							
Pennsylvania						
Puerto Rico						
Rhode Island						
South Carolina						
South Dakota						
Tennessee						
Texas							
Utah							
Vermont							
Virginia							
Washington						
West Virginia						
Wisconsin						
Wyoming						

187,130
13,064
147,772
110,894
1,135,406
78,556
106,443
23,185
16,447
577,163
236,983
29,723
22,993
649,200
131,771
74,980
68,931
165,940
176,078
84,539
102,557
242,000
239,262
121,394
152,414
168,084
19,970
33,223
39,796
26,405
189,503
62,442
676,143
286,798
14,081
284,818
101,359
88,039
390,971
220,496
35,752
131,649
18,429
233,094
578,134
22,947
30,347
161,847
149,182
70,172
169,543
9,534

National Total

9,098,049

This table provides an
unduplicated number of
Medicaid dual eligibles
receiving full or partial
Medicaid benefits.
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Number of Managed Care Entity Enrollees by State - As of July 1, 2010
			
STATE
HIO
Alabama		
Alaska		
Arizona		
Arkansas		
California		
Colorado		
Connecticut
Delaware		
Dist of Columbia
Florida		
Georgia		
Hawaii		
Idaho		
Illinois		
Indiana		
Iowa		
Kansas		
Kentucky		
Louisiana		
Maine		
Maryland		
Massachusetts
Michigan		
Minnesota
Mississippi
Missouri		
Montana		
Nebraska		
Nevada		
New Hampshire
New Jersey
New Mexico
New York		
North Carolina
North Dakota
Ohio		
Oklahoma
Oregon		
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas		
Utah		
Vermont		
Virgin Islands
Virginia		
Washington
West Virginia
Wisconsin
Wyoming

commercial

MCO

0		
0		
0		
0		
780,019		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		

TOTALS                780,019

0		
0		
0		
0		
3,211,912
0		
88,706		
0		
0		
756,125		
0		
179,015		
0		
134,200		
493,587		
0		
0		
0		
0		
0		
0		
152,180		
0		
413,155		
0		
0		
0		
40,247		
78,256		
0		
288,539		
314,103		
881,942		
0		
0		
0		
0		
51,279		
1,094,568
977,186		
49,051		
0		
0		
0		
240,119		
0		
0		
0		
350,141		
654,159		
163,131		
586,710		
0		

medicaid-only

MCO

0		
0		
1,196,192
0		
8,201		
43,786		
290,040		
131,720		
154,375		
334,754		
930,614		
76,184		
0		
48,000		
206,301		
0		
163,603		
166,060		
0		
0		
674,495		
309,763		
1,196,687
55,282		
0		
376,810		
0		
0		
67,844		
0		
509,759		
85,144		
2,293,891
0		
0		
1,560,941
0		
339,158		
0		
0		
78,331		
392,689		
0		
1,160,628
1,430,435
46,148		
100,251		
0		
173,513		
0		
0		
95,180		
0		

PCCM
498,406		
0		
0		
418,425		
0		
26,512		
425		
0		
0		
581,485		
123,580		
0		
186,988		
1,189,400
73,807		
199,397		
23,065		
315,085		
752,027		
194,464		
0		
322,823		
0		
0		
0		
0		
144,740		
50,544		
0		
0		
0		
0		
15,520		
1,116,044
41,987		
0		
449,216		
4,044		
290,807		
0		
2,404		
111,486		
90,953		
0		
848,808		
65,431		
0		
0		
55,837		
6,381		
9,345		
0		
0		

PIHP
0
0		
116,014		
0
106
539,331		
0		
0		
4,145
846,885
0
0		
0
0		
0		
387,279		
258,423
0
0		
0		
0
322,823		
1,576,588
0		
0
0
0		
0		
0
0		
0
366,415		
28,574		
81,733		
0
0		
0
447,100
1,629,152
514,655		
0
0
0		
43,611
365,127
222,202
0		
0		
0
972,253
0		
31,189		
0		

PAHP
21,969
0
0
445,003
556,741
0
0
0
44,480
331,953
1,362,416
0
162,753
0
0
0
388,698
716,854
0
0
41,917
0
313,554
0
533,107
507,160
0
0
225,459
0
798,299
0
0
0
3,370
0
603,083
460,790
479,596
0
48,626
807,591
0
1,813,268
62,980
206,447
0
0
523,654
8,342
0
0
0

PACE

| 115

CMS Statistics

National Breakout of Managed Care Entities and Enrollment OTHER

0
0
0
0
0
0
36
0
2,466
0
1,702
0
0
921,695
0
7,847
0
0
360
8,749
0
0
14
0
0
0
0
0
0
977
71
0
279
0
0
0
242
0
0
0
147
687
2,487
0
573
0
0
0
0
0
180
0
43
0
0
197,275
0
0
0
0
193
0
388
0
3,519
3,309
114
0
51
0
732
0
57
0
842
0
2,198
0
0
0
194
0
457
0
0
0
328
0
948
0
0
0
108
0
0
0
569
0
364
0
0
0
880
0
0
0

              11,198,311               14,696,779               8,209,436                 8,753,605           11,468,110 20,542 1,140,539

This table provides duplicated figures that include enrollees receiving comprehensive and limited benefits. Total number of enrollees includes those who were
enrolled in more than one managed care plan. Figures also include individuals enrolled in State health care reform programs that expand eligibility beyond
traditional Medicaid eligibility standards.

As of July 1, 2010

     MANAGED CARE ENTITY TYPE

# OF PLANS

# OF ENROLLEES

Health Insuring Organization				

4				

780,019

Commercial Managed Care Organization			

152				

11,198,311

Medicaid-only Managed Care Organization		

163				

14,696,779

Primary Care Case Management				

38				

8,209,436

Prepaid Inpatient Health Plan				

154				

8,753,605

Prepaid Ambulatory Health Plan				

61				

11,468,110

Program of ALL-inclusive Care for the Elderly 		

75		

Other							

9				

  TOTAL

656

20,542
1,140,539

               56,267,341

This table provides duplicated figures by plan type. The total number of enrollees include 17,247,016 individuals who
were individuals who were enrolled in more than one managed care plan. It also includes individuals enrolled in State
health care reform programs that expand eligibility beyond traditional Medicaid eligibility standards
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Total Annual Medicaid Population (Percentage) Distribution by Year
Managed Care vs. Other -As of July 1, 2010

Number of Managed Care Entities by State - As of July 1, 2010
			
STATE
HIO

commercial

MCO

medicaid-only

MCO

PCCM

PIHP

PAHP

PACE OTHER

Alabama		
Alaska		
Arizona		
Arkansas		
California
Colorado
Connecticut
Delaware
Dist of Columbia
Florida		
Georgia		
Hawaii		
Idaho		
Illinois		
Indiana		
Iowa		
Kansas		
Kentucky
Louisiana
Maine		
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri		
Montana		
Nebraska
Nevada		
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio		
Oklahoma
Oregon		
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas		
Utah		
Vermont		
Virgin Islands
Virginia		
Washington
West Virginia
Wisconsin
Wyoming

0		
0		
0		
0		
4		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		
0		

0		
0		
0		
0		
22		
0		
1		
0		
0		
21		
0		
4		
0		
1		
4		
0		
0		
0		
0		
0		
0		
2		
0		
5		
0		
0		
0		
1		
1		
0		
1		
5		
18		
0		
0		
0		
0		
2		
13		
9		
2		
0		
0		
0		
6		
0		
0		
0		
3		
8		
3		
20		
0		

0		
0		
29		
0		
2		
2		
2		
2		
2		
6		
3		
1		
0		
2		
1		
0		
2		
1		
0		
0		
7		
6		
14		
3		
0		
6		
0		
0		
1		
0		
3		
1		
13		
0		
0		
7		
0		
13		
0		
0		
1		
4		
0		
6		
13		
1		
1		
0		
2		
0		
0		
6		
0		

1		
0		
0		
1		
0		
2		
1		
0		
0		
1		
1		
0		
1		
1		
2		
1		
1		
1		
1		
1		
0		
1		
0		
0		
0		
0		
2		
1		
0		
0		
0		
0		
3		
2		
1		
0		
2		
1		
1		
0		
1		
1		
1		
0		
1		
1		
0		
0		
1		
1		
1		
0		
0		

0		
0		
1		
0		
1		
6		
0		
0		
1		
27		
0		
0		
0		
0		
0		
1		
1		
0		
0		
0		
0		
1		
18		
0		
0		
0		
0		
0		
0		
0		
0		
1		
20		
1		
0		
0		
0		
9		
39		
2		
0		
0		
0		
1		
1		
10		
0		
0		
0		
2		
0		
11		
0		

1
0
0
1
13
0
0
0
1
9
1
0
2
0
0
0
2
1
0
0
5
0
1
0
1
1
0
0
1
0
1
0
0
0
1
0
1
6
2
0
1
2
0
2
1
2
0
0
1
1
0
0
0

0
0
0
1
5
3
0
0
0
3
0
1
0
0
0
1
2
0
2
0
1
6
4
0
0
1
1
0
0
0
2
1
7
2
1
2
1
1
12
0
1
2
0
1
3
0
1
0
5
1
0
1
0

0
0
0
0
0
0
2
1
0
2
0
0
0
0
1
0
0
0
0
0
1
0
0
0
0
0
0
1
0
0
0
0
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

TOTALS

4

152

163

38

154

61

75

9

Total Annual Medicaid Population (in Millions) Distribution by Year
Managed Care vs. Other -As of July 1, 2010
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Regional Break-Out of Medicaid Managed Care Enrollment

States with Comprehensive Health Care Reform Demonstrations

As of July 1, 2010
          US
REGION

MEDICAID
ENROLLMENT

MANAGED CARE
ENROLLMENT

% REGION BENEFICIARIES
ENROLLED IN MANAGED CARE

As of July 1, 2010

% NATIONAL MANAGED
CARE ENROLLMENT

    US
STATE

MEDICAID
ENROLLMENT

EXPANSION
ENROLLMENT

MANAGED CARE
ENROLLMENT

% ENROLLED IN
MANAGED CARE

I - Boston		

2,744,394

1,559,742		

56.83%				

4.00%

Arizona			

1,322,359		

218,954			

1,096,365		

82.01%

II - New York		

6,826,461

4,768,180		

69.85%				

12.22%

Arkansas		

595,556			

5,978			

466,556			

78.34%

III - Philadelphia		

4,552,241

3,355,648		

73.71%				

8.60%

Colorado		

554,275			

31,339			

524,426			

94.61%

Delaware		

180,429			

31,779			

139,567			

77.35%

IV - Atlanta		

10,215,483

8,119,619		

79.48%				

20.81%

Florida			

2,853,392		

225,749			

1,839,940		

64.48%

V - Chicago		

9,297,155

6,420,714		

69.06%				

16.45%

Hawaii			

260,457			

28,948			

255,213			

97.99%

VI - Dallas		

6,755,975

4,741,903		

70.19%				

12.15%

Indiana			

1,035,251		

46,215			

728,457			

70.37%

Kentucky		

813,062			

0			

716,412			

88.11%

VII - Kansas City		

1,878,212

1,750,755		

93.21%				

4.49%

Maryland		

901,560			

41,917			

716,854			

79.51%

VIII - Denver		

1,169,180

957,246			

81.87%				

2.45%

Massachusetts		

1,417,247		

86,432			

758,280			

53.50%

IX - San Francisco		

9,174,697

5,710,242		

62.24%				

14.63%

Minnesota		

734,366			

75,427			

468,437			

63.79%

New Mexico		

546,101			

32,303			

399,289			

73.12%

X - Seattle		

1,998,595

1,636,276		

81.87%				

4.19%

New York		

4,740,518		

383,247			

3,226,755		

68.07%

54,612,393

39,020,325		

71.45%				

100.00%

Oklahoma		

669,499			

0			

603,083			

90.08%

Oregon			

550,319			

31,339			

477,035			

86.68%

Rhode Island		

189,286			

22,893			

127,576			

67.40%

Tennessee		

1,204,239		

29,707			

1,204,239		

100.00%

Utah			

269,643			

15,293			

224,696			

83.33%

Vermont		
176,812			
34,387			
				
			
							
TOTALS			
19,014,371		
1,341,907		

100,251			

56.70%

14,073,431		

74.01%

TOTALS		
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The unduplicated managed care enrollment figures include enrollees receiving comprehensive benefits and limited benefits.
This table also provides unduplicated Medicaid enrollment figures by region. The enrollment figures include individuals
enrolled in State health care reform programs that expand eligibility beyond traditional Medicaid eligibility standards.

The unduplicated managed care enrollment figures include enrollees receiving comprehensive benefits and limited benefits.
This table also provides unduplicated Medicaid enrollment figures by region. The enrollment figures include individuals
enrolled in State health care reform programs that expand eligibility beyond traditional Medicaid eligibility standards.
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Medicaid Managed Care Enrollment

CMS Statistics

As of July 1, 2010
Rank		

States		

Waiver Type				

Managed Care Entity Types - As of July 1, 2010
Managed Care Enrollment		

STATES 1-10
1		

California

1915(b), 1932(a), 1915(a), PACE			

4,033,378

2		

New York

1115, 1915(a), PACE				

3,226,755

3		

Texas		

1915(b), 1932(a), 1915(a), 1915(b)/(c), PACE		

2,520,307

4		

Florida		

1915(b), 1115(a), 1915(b)/(c), 1915(a)/(c), PACE

1,839,940

5		

Pennsylvania

1915(b), 1915(a), 1932(a)/(c), 1902(a)(70), PACE

1,658,509

6		

Michigan

1915(b), PACE					

1,576,588

7		

Ohio		

1932(a), PACE					

1,561,673

8		

Illinois		

1932(a), 1915(a)					

1,371,600

9		

Georgia		

1932(a), 1902(a)(70)				

1,362,416

10		

Tennessee

1115(a), PACE					

1,204,239
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Subtotal							
National Managed Care Grand Total				
Percentage							

20,355,405
39,020,325
52.17%

STATES 11-20
11		

Arizona		

1115(a)						

1,196,192

12		

North Carolina

1915(b)/(c), 1932(a), PACE				

1,135,097

13		

Washington

1915(b), 1932(a), PACE				

972,253

14		

Missouri 		

1915(b), 1902(a)(70), PACE				

884,150

15		

South Carolina

1932(a), 1915(a), 1902(a)(70), PACE			

807,591

16		

New Jersey

1915(b), 1932(a), 1902(a)(70), PACE			

798,299

17		

Massachusetts

1115(a), 1915(a)/(c), PACE				

758,280

18		

Louisiana 1932(a), PACE						

752,269

19		

Puerto Rico

1915(a)						

743,126

20		

Indiana		

1932(a), PACE					

728,457

				
				
				

Subtotal						
National Managed Care Grand Total			
Percentage					

8,775,714
39,020,325
22.49%

The unduplicated managed care enrollment figures include enrollees receiving comprehensive benefits and limited benefits.

           STATE

HIO

MCO

PCCM

PIHP

PAHP

PACE

Arizona					
100,784					
Arkansas									
45,961		
35
California		
138,539		
89,323					
26,748
2,210
Colorado				
3,220
5,526
66,809		
1,520
Connecticut												
Dist. of Columbia				
102			
4		
102		
Florida					
22,500		
264
27,119
3,199		
342
Georgia									
132,653		
Hawaii					
26,436							
14
Idaho						
15,822			
956		
Iowa								
60,637			
59
Kansas								
34,000
57,706
242
Kentucky				
31,051					
96,654		
Louisiana										
221
Maryland										
129
Massachusetts				
14,100						
2,327
Michigan										
452
Minnesota				
50,102					
Missouri											
145
Mississippi									
80,527		
Montana											
39
Nebraska												
Nevada										
24,065		
New Jersey				
22,851							
28
New Mexico				
31,652			
31,652		
377
New York				
5,976		
950
25,186		
2,915
North Carolina					
93,895
13,396			
103
North Dakota											
31
Ohio												
594
Oklahoma									
101,359		
54
Oregon					
32,110
1,035
46,644
53,952		
822
Pennsylvania				
2,739		
801
216,245
55,719
2,073
Puerto Rico				
228,990			
33,146			
Rhode Island											
177
South Carolina					
11,604			
131,649		
422
Tennessee				
133,856			
1,577
752		
308
Texas					
88,960			
26,588			
885
Utah					
2,839
4,804
15,362
17,786		
Vermont				
15,123							
103
Virginia										
109,286		
534
Washington				
829			
209,495			
304
Wisconsin				
10,292			
24,197			
743

TOTALS

               138,539             913,835            134,701

  832,057           939,074              18,208

This table provides duplicated figures that include enrollees receiving comprehensive and limited benefits.
Total number of enrollees includes those who were enrolled in more than one managed care plan.
Figures also include individuals enrolled in State health care reform programs that expand eligibility beyond
traditional Medicaid eligibility standards.

OTHER

106,443
237

426

20,171

  127,277
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CMS Statistics

Number of Prepaid Inpatient Health Plans (PIHPs) and 				
Enrollment by State

Number of Prepaid Ambulatory Health Plans (PAHPs) and 				
Enrollment by State

As of July 1, 20010

As of July 1, 2010
*MH denotes Mental Health

State

   # of
Medical# of
MH
# of MH    MH &
   SUD
Long- LongMedicalonly
MH
PIHP
& SUD
Enrollees Term Term
Others*
SUD
only
Enrollees PIHPs Enrollees PIHPs Enrollees
Care Care
PIHPs
PIHPs Enrollees

Arizona

1

California
Colorado

1

16,786

DC

1

4,145

Florida

4

115,520

1

106

5

522,545

6

714,171

Iowa

116,014

AL

17

1
1,576,588

New Mexico

1

366,415

Pennsylvania

9
5

Puerto Rico
Tennessee

1

Utah

9

221,409

Washington

1

940,232

Wisconsin
Totals

12

180,301

50

4,788,566

30,318

1

1,362,416

1

130,275

1

716,854

MS

1

533,107

MO

1

507,160

NV

1

225,459

NJ

1

798,299

1

1

81,733

34

1,628,913

2

514,655

1

365,127

MD

28,574

2

43,343

1

956
1

237,503

32,021

2

1,000

44

3,449,565 258,423

30,189

46

75,957

1

OK
OR

6

RI

1

UT

1
1

603,083

1

426,548

2

807,591

53,048

1

62,980

1

8,342

9

148,529

744,086

33,258

1

173,189

1

523,654

WA
9

1

48,626

VA
Totals

3,370

460,790

SCl
TN

1

TX
* Others - PIHP refers to Utah’s Health Outcomes Medical Excellence plan 		
which combines both Medical-only and Mental Health services.

1

313,554

PA

793

20,789

41,917

ND

9

5

161,797

258,423

MI

793
1

5

Disease
Mgmt.
Enrollees

556,741

KY

43,611

Texas

1

1

KS

447,100

239

44,480

ID

20

Oregon

1

13

GA

322,823

New York
North Carolina

445,003

FL

387,279
258,423

18

1

DC

17,194

Disease
Mgmt.

21,969

CA

Kansas
Michigan

1

AK

1

Massachusetts

MH Substance Substance Dental    Dental Transpor- TransMedical- MH
Medical- only
Enrollees tation portation
Enrollees Use
Use
Enrollees
State only
Disorders            Disorder
Enrollees
Enrollees

141,443

1

258,423

0

0

25

2,523,097

16

7,327,436
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PART IV: Resources/Reference
State Medicaid Directors
As of September 12, 2011
alabama

R. Mullins, MD, MPH, Commissioner
State of Alabama, Alabama Medicaid Agency
501 Dexter Avenue
P.O. Box 5624
Montgomery, AL 36103-5624
Tel: (334) 242-5600

alASKA

Kimberli Poppe-Smart, Medicaid Director
Department of Health and Social Services
Frontier Building, Suite 902
3601 C Street
P.O. Box 240249
Anchorage, Alaska 99524-0249
Tel: (907) 269-7800

american samoa

Niuatoa Andy Puletasi, Medicaid – CHIP Director
Department of Health
LBJ Tropical Medical Center
Pago Pago, AS 96799
Tel: (684) 633-4590

arizona

Thomas Betlach, Director
Arizona Health Care Cost
Containment System (AHCCCS)
801 East Jefferson, MD 4100
Phoenix, AZ 85034
Tel: (602) 417-4711

arkansas

Eugene Gessow, Director
State of Arkansas, Department of Human Services
112 West 8th Street
Slot S401
Little Rock, AR 72201-4608
Tel: (501) 682-8740

Florida

Justin Senior, Acting Deputy Secretary for Medicaid
Agency for Health Care Administration
2727 Mahan Drive
Mail Stop 8
Tallahassee, FL 32308
Tel: (850) 488-3560

california

Toby Douglas, Chief Deputy Director
Health Care Programs
Department of Health Care Services
1501 Capitol Avenue, 6th Floor
MS 0000
Sacramento, CA 95814
Tel: (916) 440-7400

colorado

Suzanne Brennan, Medicaid Director
Medical & Child Health Plan Plus Administration
Office
Department of Health Care Policy & Financing
1570 Grant Street
Denver, CO 80203-1818
Tel: (303) 866-5929

connecticut

Mark Schaefer, PhD, Director
Medical Care Administration
Department of Social Services
25 Sigourney Street
Hartford, CT 06106
Tel: (860) 424-5067

GEORGIa

Jerry Dubberly, Chief Medicaid Division
Department of Community Health
2 Peachtree Street, Suite 36450
Atlanta, GA 30303
Tel: (404) 651-8681

Guam

Theresa L. Arcangel, Administrator
Department of Public Health and Social Services
123 Chalan Kareta
Mangilao, Guam 96913-6304
Tel: (671) 735-7282

Hawaii

Kenneth S. Fink, Division Administrator
Med-Quest Division
Department of Human Services
601 Kamokila Blvd., Room 518
PO Box 700190
Kapolei, HI 96709-0190
Tel: (808) 692-8050

idaho

Delaware	

Rosanne Mahaney, Director
Department of Health and Social Services
1901 N. Dupont Highway
P.O. Box 906, Lewis Building
New Castle, DE 19720
Tel: (302) 255-9535

Leslie Clement, Administrator
Department of Health and Welfare
Division of Medicaid
3232 Elder Street
Boise, ID 83705
Tel: (208) 334-5747

illinois

District of Columbia

Linda Elam, Deputy Director
Medicare/Medicaid
899 North Capitol Street, NE
Suite 6037
Washington, DC 20002
Tel: (202) 442-9075

Theresa Eagleson, Administrator
State of Illinois
Department of Healthcare and Family Services
201 S. Grand Avenue, East, 3rd Floor
Springfield, IL 62763-0001
Tel: (217) 782-2570

indiana

Patricia Casanova, Director of Medicaid
Family and Social Services Administration
402 W. Washington Street, Room W461 MS 25
Indianapolis, IN 46204
Tel: (317) 234-2407

iowa

Jennifer Vermeer, Medicaid Director
Iowa Medicaid Enterprise
Department of Human Services
100 Army Post Road
Des Moines, IA 50315
Tel: (515) 256-4640

kansas

Andrew Allison, PhD, Director
Department of Health and Environment
900 SW Jackson Avenue, Suite 900-N
Topeka, KS 66612
Tel: (785) 368-8162
Barbara Langner, PhD, Medicaid Director
Department of Health and Environment
900 SW Jackson, Suite 900
Topeka, KS 66612
Tel: (785) 296-3512

kentucky

Neville Wise, Acting Commissioner
Department of Medicaid Services
275 East Main Street, 6 West A
Frankfort, KY 40621
Tel: (502) 564-4321

louisiana

Don Gregory, Medicaid Director
State of Louisiana
Department of Health and Hospitals
628 North 4th Street
Baton Rouge, LA 70802-9030
Tel: (225) 342-3891
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state medicaid directors

missouri

new mexico

Oklahoma
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Stefanie Nadeau, Acting Director
Office of MaineCare Services
Department of Health & Human Services
221 State Street
Augusta, ME 04333
Tel: (207) 287-2093

Ian McCaslin, MD, MPH, Director
Missouri Department of Social Services
615 Howerton Court
P.O. Box 6500
Jefferson City, MO 65102
Tel: (573) 751-6922

Julie Weinberg, Acting Director
Medical Assistance Division
New Mexico Human Services Department
P.O. Box 2348
Santa Fe, NM 87504-2348
Tel: (505) 827-6253

Garth Splinter, MD, Medicaid Director
State of Oklahoma, Oklahoma Health Care Authority
2401 NW 23rd Street, Suite 1A
Oklahoma City, OK 73107
Tel: (405) 522-7365

maryland

montana

new york

Judy Mohr-Peterson, Medicaid Director
Department of Human Services
500 Summer Street, NE E49
Salem, OR 97301
Tel: (503) 945-5768

Chuck Milligan, Deputy Secretary
Health Care Financing
Department of Health and Mental Hygiene
201 West Preston Street-Room 525
Baltimore, MD 21201
Tel: (410) 767-4139

massachusetts

Julian Harris, Medicaid Director
Office of Medicaid
1 Ashburton Place, 11th Floor
Room 1109
Boston, MA 02108
Tel: (617) 573-1770

michigan

Mary Dalton, State Medicaid Director
Department of Public Health & Human Services
P.O. Box 4210
111 N. Sanders
Helena, MT 59604
Tel: (406) 444-4084

nebraska

Vivianne M. Chaumont, Director
Nebraska Department Health and Human Services
301 Centennial Mall South, 3rd Floor
P.O. Box 95026
Lincoln, NE 68509-5026
Tel: (402) 471-2135

nevada

Jason Helgerson, State Medicaid Director
Deputy Commissioner
New York State Department of Health
Empire State Plaza
Room 1466, Corning Tower Building
Albany, NY 12237
Tel: (518) 474-3018

north carolina

Craigan L. Gray, Director
Department of Health and Human Services
1985 Umstead Drive, 2501 Mail Service Center
Raleigh, NC 27699-2501
Tel: (919) 855-4100

north dakota

OREGON

Pennsylvania

Vincent D. Gordon, Deputy Secretary
Medical Assistance Programs
Department of Public Welfare
Health and Welfare Building, RM 515
Commonwealth Avenue & Forster Street
P.O. Box 2675
Harrisburg, PA 17105
Tel: (717) 787-1870

puerto rico

Charles Duarte, Administrator
Department of Health and Humans Services
Division of Health Care Financing and Policy
1100 E. Williams
Suite 101
Carson City, NV 89710
Tel: (775) 684-3677

Maggie D. Anderson, Director
Medical Services Division
ND Department of Human Services
600 E. Boulevard Avenue, Dept. 325
Bismarck, ND 58505-0250
Tel: (701) 328-1603

David Godfrey, State Medicaid Director
Department of Human Services
540 Cedar Street
P.O. Box 64983
St. Paul, MN 55164-0983
Tel: (651) 431-2182

new hampshire

Kathleen Dunn, Medicaid Director
Office of Medicaid Business and Policy
129 Pleasant Street
Concord, NH 03301-6521
Tel: (603) 271-5254

Helen Sablan, Administrator
Medicaid
Commonwealth of the Northern Mariana Islands
PO Box 409CK
Saipan, CM 96950
Tel: (670) 664-4884

Elena Nicolella, Medicaid Director
Department of Human Services
600 New London Avenue
Cranston, RI 02920
Tel: (401) 462-3575

mississippi

new jersey

ohio

Tony Keck, Director
Department of Health & Human Services
P.O. Box 8206
1801 Main Street
Columbia, SC 29201-8206
tel: (803) 898-2504

Steve Fitton, Medicaid Director
Medical Services Administration
Michigan Department of Community Health
400 S. Pine Street
Lansing, MI 48913
Tel: (517) 241-7882

minnesota

Robert L. Robinson, Executive Director
State of Mississippi, Division of Medicaid
550 High Street
Suite 1000
Walter Sillers Building
Jackson, MS 39201-1325
Tel: (601) 359-9562

Valerie J. Harr, Director
Division of Medical Assistance and Health Services
7 Quakerbridge Plaza
P.O. Box 712
Trenton, NJ 08625-0712
Tel: (609) 588-2600

northern mariana islands

John McCarthy, Medicaid Director
Ohio Department of Job and Family Services
Ohio Health Plans
50 W. Town Street, 4th Floor
Columbus, Ohio 43215
Tel: (614) 466-4443

Miguel Negron-Rivera, Executive Director
Commonwealth of Puerto Rico
Department of Health
P.O. Box 70184
San Juan, Puerto Rico 00936
Tel: (787) 250-0453

rhode island

south carolina
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south dakota

resources for medicaid health plans

virgin islands

Larry Iversen, Division Director
Medical Services
Department of Social Services
Kneip Building
700 Governors Drive
Pierre, SD 57501-2291
Tel: (605) 773-3495

Paul Ritzman, Executive Director
Bureau of Health Insurance and Medical Assistance
3730 Estate Altona
Suite 302
St. Thomas, US Virgin Islands 00802
Tel: (340) 774-4624

tennesee

Douglas Porter, Administrator
Department of Social and Health Services
Health and Recovery Services Administration
626 8th Avenue
P.O. Box 45502
Olympia, WA 98504-5050
Tel: (360) 725-1040

Darin Gordon, Director/Deputy Commissioner
State of Tennessee
Department of Finance and Administration
310 Great Circle Road
Nashville, TN 37243
Tel: (615) 507-6443

texas

Billy Millwee, State Medicaid Director
Associate Commissioner for Medicaid/CHIP
Texas Health and Human Services Commission
11209 Metric Blvd., Building H
Mail Code H100
P.O. Box 85200
Austin, TX 78758
Tel: (512) 491-1867

utah

Michael Hales, Deputy Director
Utah Department of Health
P.O. Box 143101
Salt Lake City, UT 84114
Tel: (801) 538-6689

vermont

Mark Larson, Commissioner
Department of Vermont Health Access
312 Hurricane Lane, Suite 201
Williston, VT 05495
Tel: (802) 879-5901

virginia

Cynthia B Jones, Director
Department of Medical Assistance Services
600 East Broad Street - Suite 1300
Richmond, VA 23219
Tel: (804) 786-8099

washington

west virginia

Nancy Atkins, Commissioner
State of West Virginia
Department of Health & Human Resources
350 Capitol Street - Room 251
Charleston, WV 25301-3706
Tel: (304) 558-1700

wisconsin

Brett Davis, Medicaid Director
Department Of Health and Family Services
1 West Wilson Street - Room 350
PO Box 309
Madison, WI 53701-0309
Tel: (608) 266-1271

wyoming

Teri Green, State Medicaid Agent
Wyoming Department of Health
6101 Yellowstone Road, Suite 210
Cheyenne, WY 82009
Tel: (307) 777-7531

The above information was provided courtesy
of the National Association of State Medicaid
Directors.
List effective as of September 2011
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ALERE
Pete Desai
VP, Strategy & Global Health - Health
Improvement
Email: pete.desai@alere.com
3200 Windy Hill Road
Suite B100
Atlanta, GA 30339
Tel: (770) 767-8797
www.alere.com

member benefits and accurate reimbursement.
The company’s solutions address a full continuum
of revenue management needs including risk
adjustment, encounter reporting, eligibility
and enrollment services, and quality reporting.
Altegra Health helps health plans gain a deep
understanding of the health of their members in
order to bring together the right benefits, the right
care and the right reimbursement.

Alere, Inc. believes that people all over the
world want to be involved in their own care
while remaining in their homes; and that when
they do so, they have an improved quality of
life. By providing individuals with the tools and
services that enable judgments to be made at
home, under medical supervision, their health
either improves or the progression of an existing
chronic problem is delayed. Alere’s primary
areas of interest are in cardiology, women’s
health, infectious disease, oncology and drugs of
abuse. Alere also sees exciting opportunities to
develop innovative health management programs
supported by advanced diagnostic and monitoring
tools to help people with these conditions better
look after themselves.

THE AMERIHEALTH MERCY FAMILY 		
OF COMPANIES
Michael Rashid
President & CEO
Email: michael.rashid@kmhp.com
200 Stevens Drive
Philadelphia, PA 19113
Tel: (215) 937-8400

Altegra Health
Behzad Mohazzebi
President, DCA
Email: behzad.mohazzebi@altegrahealth.com
1489 Baltimore Pike, Suite 224
Springfield, PA 19064
Tel: (609) 617-0068
www.altegrahealth.com
Altegra Health, Inc., leads
the U.S. healthcare industry with business and
technology solutions that improve health plan
performance by aligning member health status,

Flora M. Castillo
Vice President, Corporate Marketing
Email: flora.castillo@amerihealthmercy.com
100 Stevens Drive
Philadelphia, PA 19113
Tel: (215) 863-5605
www.amerihealthmercy.com
The AmeriHealth Mercy Family of Companies is
one of the nation’s leaders in health care solutions
for the underserved. The company is among the
largest organizations of Medicaid managed care
plans and related businesses in the United States,
touching the lives of millions of individuals covered
by Medicaid, Medicare, SCHIP and other insurance.
Headquartered in Philadelphia, AmeriHealth
Mercy is a mission-driven company with more
than 25 years of experience serving low-income,
chronically- ill populations. AmeriHealth Mercy’s
core products include full-risk HMOs, management
contracts, administrative services, pharmacy
benefit management, care management services
and behavioral healthcare services. For more info,
visit www.amerihealthmercy.com.
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APS HEALTHCARE
Cynthia Feiden-Warsh
National Vice President Channel Sales
Email: cfeiden-warsh@apshealthcare.com
44 South Broadway, Suite 1200
White Plains, NY 10601
Tel: (914) 288-4705
Cell: (914) 582-3673
Main: (800) 305-3720
www.apshealthcare.com
APS works collaboratively with Medicaid
Agencies,
state and local
governments,
health plans,
employers
MHPA
and labor
P
V
M
H
P
A
trust groups
to design and
deliver services and solutions to meet today’s
healthcare challenges. Tailored to address the
needs and challenges unique to each population,
our services include disease management and
care coordination, clinical quality and utilization
review, and behavioral health. By connecting
all the players in the healthcare equation —
participants, practitioners and payors — APS
delivers person-centered, provider supportive
services that optimize expenditures and improve
health. Headquartered in White Plains, New
York, APS serves 20 million people through
government and commercial programs across
the United States and in Puerto Rico.
REFERRED

resources for medicaid health plans

Baxter
International,
Inc. through
its subsidiaries, develops, manufactures and
markets products that save and sustain the lives
of people with hemophilia, immune disorders,
infectious diseases, kidney disease, trauma, and
other chronic and acute medical conditions.
As a global, diversified healthcare company,
Baxter applies a unique combination of expertise
in medical devices, pharmaceuticals and
biotechnology to create products that advance
patient care worldwide. Baxter had 2010 sales
of $12.8 billion and has approximately 47,600
employees.

Advantage

ENDOR OF

EDICAID

Baxter International Inc.
Michelle Lee
Senior Marketing Manager
Email: michelle_lee@baxter.com
1 Baxter Parkway
Deerfield, IL 60015
Tel: (847) 940-5228
www.baxter.com

EALTH

LANS OF

MERICA

BEACON HEALTH STRATEGIES, LLC
John Colburn, PhD
Director of Clinical Development
Email: john.colburn@beaconhs.com
500 Unicorn Park Drive
Woburn, MA 01801
Direct: (781) 994-7133
Main: (781) 994-7500
www.beaconhealthstrategies.com
Beacon Health Strategies is a
behavioral health management
organization
specializing in the
MHPA
P
V
M
H
P
A
development and
management of
behavioral services for
a wide variety of customers including integrated
health care delivery systems, academic medical
centers, health maintenance organizations and
state and local governments. Beacon integrates
managed care operations
and information technology to improve the
quality, effectiveness and efficiency of health
and human services.
REFERRED
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ENDOR OF
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EALTH

LANS OF

MERICA
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BLOCK VISION, INC.
Stephanie Lucas
Senior Vice President, Business Development
Email: slucas@blockvision.com
325 Columbia Turnpike, Suite 303
Florham Park, New Jersey 07932
Direct: (973) 514-1191
www.blockvision.com

Capitol Advocates
Jay Keese
Principal
Email: jpkeese@cagdc.com
400 North Capitol Street, NW, Suite 585
Washington, DC 20001
Tel: (202) 624-1450
www.cagdc.com

Block Vision is a
national vision benefits
manager, arranging
services for more than 3 million covered
lives across the country. They offer programs
on a private-label basis through managed
care organizations, dental plan, insurance
companies and other third party payors, as
well as directly to employer groups. Our
programs include Commercial, Medicaid and
Medicare product lines.

Capitol Advocates is a full-service government affairs
firm dedicated to assisting clients with their public
policy, legislative, political and regulatory challenges.
Capitol Advocates offer clients a wealth of experience
on public policy issues, appropriations, federal
government marketing and public affairs. Over the
tenured careers of Capitol Advocates’ principals, the
group has demonstrated measurable performance in
healthcare as well as numerous other practice areas.

CGS
Ric Bush
Director of Marketing & Strategy
Email: ric.bush@cigna.com
2 Vantage Way
Nashville, TN 37228-1514
Tel: (615) 782-4615
www.cgsbpo.com

CALLMD.com
Tony K. Uglunts
Executive Vice President
Email: tony@callmd.com
2745 N. Dallas Parkway, Suite 600
Plano, TX 75093
Tel: (469) 235-6575
www.callmd.com
CCallMD is a
non-emergency
medical
service with
MHPA
a nationwide
P
V
M
H
P
A
network
of licensed
and board certified physicians that can
diagnose, treat and provide prescriptions for
nonnarcotic/non-DEA controlled substances.
All calls are coordinated through CallMD’s
24/7 medical call center staffed with
registered nurses.
REFERRED
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CGS provides a variety of
administrative and business
process services for state Medicaid agencies,
Managed Care Organizations, commercial health
plans, Medicaid members, Medicare beneficiaries,
health care providers and medical equipment
suppliers in 33 states supporting the needs of
over 16 million beneficiaries nationwide. As an
administrative services organization, CGS performs
all phases of activities for both health care providers
and health plan members. For providers, we handle
Provider Credentialing, verification and maintenance,
call center services, outreach and education, and
Medical Review development and implementation.
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For members, we provide eligibility and
maintenance, and call center services. CGS
handles all aspects of claims processing from
initial receipt, to payment, to overpayment
recover and appeals leveraging the latest
technology solutions. Additionally, CGS
provides front-end operation services for
paper claim and correspondence receipts as
well as print mail and distribution services
for all outgoing correspondence.

CONNOLLY HEALTHCARE
John-Michael Loke
Director of Business Development
Email: john-michael.loke@connolly.com
50 Danbury Road
Wilton, CT 06897
Tel: (404) 242-7809
www.connollyhealthcare.com
Establishing itself
in 1979 as a recovery
audit pioneer, Connolly
Healthcare introduced
medical claim
data mining
MHPA
audits to the
P
V
M
H
P
A
healthcare
industry in 1998,
and is now recognized by commercial and
government health plans as the recovery
audit expert. With the industry’s large and
fast growing volume of complex medical
claim transactions, small errors can quickly
add up to millions of lost dollars. That’s why
four of the largest six insurance payers and
other major insurers use Connolly.
REFERRED
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DAIICHI-SANKYO PHARMACEUTICALS
Elizabeth Salter
Regional Account Manager
Email: esalter@dsi.com
9412 Eagle Ridge Drive
Bethesda, MD 20817
Direct: (301) 767-7092
www.dcasolutions.com
Daiichi Sankyo headquartered in Parsippany,
New Jersey, is the U.S. subsidiary of Tokyobased Daiichi Sankyo Co., Ltd., which is a global
pharmaceutical innovator. The headquarters
company was established in 2005 from the
merger of two leading Japanese pharmaceutical
companies. The company believes good science
walks hand-in-hand with humanity – and,
as they move forward into our next century,
Daiichi Sankyo seeks to build on its history of
discovery with the development of new therapies
in cardiovascular disease, cancer, metabolic
disorders and infection.

EPSTEIN, BECKER & gREEN
Clifford Barnes
Partner
Email: cbarnes@ebglaw.com
1227 25th Street, NW, #700
Washington, DC 20037
Direct: (202) 861-1856
www.ebglaw.com
Founded in 1973,
Epstein Becker & Green, P.C. is a national law
firm with global reach that takes a “boutique
approach” to five complementary areas of
practice: business law; health care and life
sciences; labor and employment; litigation and
real estate. EpsteinBeckerGreen’s commitment
to these practices reflects its founders’ belief
in focused proficiency paired with seasoned
experience. Each practice is comprised of teams
of experienced attorneys with the flexibility to
take on cases of all sizes, and the mandate to
deliver truly professional service.

ETHICON ENDO-SURGERY, INC.
Natalie Heidrich
Director, Strategic Initiatives, National Payors
Medical Devices & Diagnostics Sector
Johnson & Johnson
Email: nheidric@its.jnj.com
4545 Creek Road
Cincinnati, OH 45242
Tel: (864) 458-9371
www.ethiconendosurgery.com
Ethicon EndoSurgery, Inc.,
a Johnson
Reimbursement & Healthcare Economics
& Johnson
company, develops and markets advanced
medical devices for minimally invasive
and open surgical procedures, focusing
on procedure-enabling devices for the
interventional diagnosis and treatment of
conditions in general and bariatric surgery,
as well as gastrointestinal health, gynecology
and surgical oncology. More information can
be found at www.ethiconendosurgery.com

FURST GROUP/MPi
Deanna L. Banks
Principal
Email: dbanks@furstgroup.com
2300 M Street, Suite
800
Washington, DC 20037
Main: (800) 642-9940
www.furstgroup.com
Furst Group provides a “total-solution”
approach to traditional executive search,
as well as an array of consulting products
tied to what we refer to as the Human
Capital Interaction. Our firm has extensive
experience working with Managed
Government Programs, specifically,
Medicare programs which include Medicare
Advantage, PDP, Private Fee for Service,
Medicare Supplement, MediGap and
Corporate Retirees.
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GENOMED, INC.
David Moskowitz
Email: dwmoskowitz@genomed.com
9666 Olive Blvd.
Suite 310
St. Louis, MO 63132
Main: (314) 983-9933
www.genomed.com
GenoMed is a Next
Generation DM™ company that uses medical
genomics to improve patient outcomes. GenoMed
is working to translate knowledge of medical
genomics — the study of which genes cause
disease — into clinical practice. We combine
biotechnology with Disease Management (DM).
We develop new and better drugs, we use existing
drugs for new disease indications, and we uncover
disease before symptoms arise. By studying
disease genes, we hope to make medicine more
proactive and disease prevention more effective.

GORMAN HEALTH GROUP
John K. Gorman
CEO
Email: jgorman@
gormanhealthgroup.com
4737 36th Street, NW
Suite 1000
Washington, DC 20008
Direct: (202) 364-8283
www.gormanhealthgroup.com
Gorman Health Group helps execute the mission
of the Federal health programs by providing
exemplary counsel, products, and services to
Medicare and Medicaid’s private sector partners.
Our expert model brings together senior managed
care professionals and veteran regulators to
provide strategic, operational, financial, and
clinical services to managed care organizations,
pharmaceutical companies, PBMs, advocacy
groups and others.
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HEALTH INTEGRATED, inc.
Suzanne Dudzik Janczak
Director, Marketing
Email: sjanczak@healthintegrated.com
10008 North Dale Mabry Hwy
Tampa, FL 33618
Tel: (813) 388-4040
www.healthintegrated.com

HEALTHX, inc.
Chuck Rolfsen
Vice President, Sales
Email: crolfsen@healthx.com
9339 Priority Way West, Suite 150
Indianapolis, IN 46220
Tel: (317) 218-0631
www.healthx.com

HUMAN ARC
Jill Spencer
Vice President of Business Development
Email: jspencer@humanarc.com
1457 East 40th Street
Cleveland, OH 44103
Direct: (216) 426-3535 ext. 1137
www.humanarc.com

Health
Integrated
is the
leading
MHPA
P
V
M
H
P
A
innovation
partner for
health plans, providing evidence-based solutions
to accelerate achievement of health management
goals for clinical outcomes, quality measures and
cost containment.

Healthx was formed in 1998 to meet the unique
communication needs of the healthcare industry
by helping payers and employers deliver benefits
faster, more effectively and at a lower cost.
Healthx has rapidly grown to be the healthcare
industry’s leading developer of self-service
communication and data integration portals
serving more than 150 payers and 25,000 groups,
representing over 12 million individual lives.
Our clients include some of the most well-known
health plans in the nation whose members,
employers and providers use our portals to
access claims, eligibility, medical authorization
and other benefit information. Healthx provides
this information on the web as well as to callers
via IVR and Fax. Everything is customized to
give users the information they want, in a format
that meets our clients’ business needs. In fact,
all Healthx technology solutions are flexible and
tailored to serve our clients’ needs, both today
and tomorrow.

Human Arc
provides
highly
effective dual eligibility outreach/retention,
documentation/adjustment and other
innovative member management services
to Medicare Advantage plans, dual status
re-determination programs for SNPs, SSI
enrollment assistance to Medicaid managed
care plans, plus complete solutions for
commercial plans to the challenges of disability
program enrollment and Medicare conversion.
Human Arc helps clients optimize their fiscal
health in the marketplace while improving
quality of life and healthcare access in the
communities they serve.

REFERRED
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Health Literacy Innovations (HLI)
Aileen L. Kantor
Marketing & Innovation
Email: aileen@healthliteracyinnovations.com
7706 Oldchester Road, Bethesda, MD 20817
Tel: (301) 229-6782
www.HealthLiteracyInnovations.com
Knowing that “literacy”
is the single most
important indicator of a
health outcome,
Health Literacy
MHPA
Innovations
P
V
M
H
P
A
(HLI) creates
tools to help
eliminate medical mistakes and confusion due
to low health literacy. HLI’s flagship product, the
Health Literacy Advisor (in Spanish-Asesor de
Comunicación en Salud™ ) is the nation’s first,
only, and most powerful health literacy software
tool. As a “health literacy checker,” the HLA
streamlines the review and simplification process
by allowing users to assess the health of their
documents and then fix it using plain language
principles. Contact us for a free 48-hour trial.
REFERRED
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HMS
Ron Singh
Executive Vice President
Email: rsingh@hms.com
5615 High Point Drive
Irving, TX 75038
Direct: (404) 644-7035
www.hms.com
HMS leads the nation in cost containment,
coordination of benefits, and program integrity
services for government healthcare programs.
Using information technology and data-mining
techniques, HMS identifies other insurance
coverage, coordinates benefits, and recovers
overpayments.

Integrated Management Services
Timothy L. Bagley
Senior Consultant
Email: tbagley@integratedmgt.com
3607 Norris Place
Alexandria, VA 22305
Tel: (202) 997-8262
www. integratedmgt.com
IMS recognizes
how difficult
it can be for
individuals and
businesses to keep up with new information,
methodologies and technology in today’s
increasingly complex and fast-moving business
environment. IMS works with clients to
tackle their most challenging problems and
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complex circumstances. By integrating IMS’
expertise with clients’ own internal resources,
IMS helps create truly original solutions that
elevate client performance to extraordinary new
levels. The collaborative IMS approach facilitates
a seamless transition into daily operations and
provides continued transition support after
project completion. IMS serves clients in the
legal, healthcare and corporate environments
by providing unique capabilities and business
leverage to reduce cost, improve efficiency,
mitigate risk and increase revenue.

Johnson & Johnson Health care
Systems, Inc.
Tom Knox
Strategic Market Director
Email: tknox1@its.jnj.com
2490 Peppermill Court
Verona , KY 41092
Tel: (859) 485-4901
www.jjhcs.com
Johnson & Johnson
Health Care
Systems Inc. (JJHCS) provides contracting, supply
chain and business services to customers of the
Janssen Pharmaceutical Companies of Johnson
& Johnson including hospital systems and group
purchasing organizations, health plans, physicians,
specialty pharmacy providers, distributors and
wholesalers, pharmacy benefits managers, longterm care providers, employers, government payor
programs and government health care institutions.

136 |

MHPA 2011-2012 Best Practices Compendium

LILLY USA, LLC
John H. Poulin
Advisor, Business to Business - Professional
Relations
Email: jhpoulin@lilly.com
Lilly Corporate Center
Indianapolis, IN 46285
Direct: (317) 277-8173
www.lilly.com
Founded by Eli Lilly in 1876, Lilly USA is now
the 10th largest pharmaceutical company in the
world. The company has steadfastly remained
independent, but not isolated. Across the
globe, Lilly has developed productive alliances
and partnerships that advance its capacity to
develop innovative medicines at lower costs.
Lilly is consistently ranked as one of the
best companies in the world to work for, and
generations of Lilly employees have sustained
a culture that values excellence, integrity, and
respect for people.

MAGELLAN BIOSCIENCES
Caroline A. Grossman
Communications & Public Affairs
Email: caroline.grossman@gmail.com
47 Ellison Park
Waltham, MA 02452
Direct: (781) 771-5579
www.magellanbio.com
Founded in 2004,
Magellan’s innovative
technologies make diagnostic testing easier,
more cost-effective, and less labor intensive.
The company’s products deliver the timely
information that clinicians need to make
appropriate treatment decisions and improve
outcomes for patients. They include LeadCarebrand rapid point-of-care systems to screen
children and adults for lead poisoning and
Dynex®-brand automated ELISA processing
systems for a wide variety of immunoassays
– from infectious disease to autoimmune and
food-safety testing.

resources for medicaid health plans

McKesson Health Solutions
Greg Steimel, Sr.
Marketing Analyst & Tradeshow Manager
Email: greg.steimel@mckesson.com
335 Interlocken Parkway
Broomfield, CO 80021
Tel: (303) 926-6524
www.mckesson.com		
McKesson is
dedicated to
delivering the
vital medicines,
supplies and information technologies that
enable the health care industry to provide
patients better, safer care. McKesson is made up
of many businesses, all serving the health care
industry. Our businesses fall into one of two
primary categories -- distribution solutions and
technology.

MedAssurant
Katy Benjamin
Senior Health Services Researcher
Email: kbenjamin@medassurant.com
4321 Collington Road
Bowie, MD 20716
Tel: (301) 809-4000 ext. 1909
www.medassurant.com 		
MedAssurant, Inc., is
a leading technologyenabled health care
solutions provider focused on the importance
of health care data and its ability to drive
dramatic, objective improvement in clinical
and quality outcomes care management and
financial performance throughout the health care
community. Proprietary health care datasets,
aggregation and analysis capabilities, combined
with a national infrastructure of leading-edge
technology, clinical prowess and deep human
resources, empower MedAssurant’s advanced
generation of health care assessment and
improvement solutions. Driven by a mission

to improve today’s health care landscape, the
employees of MedAssurant proudly apply care,
ingenuity and dedication to delivering a new
approach to health care touching more than 100
million Americans — one driven by data and
insight — one resulting in meaningful action.

MEDCO HEALTH SOLUTIONS
Michelle Vancura
Senior Vice President & General Manager
Email: michelle_vancura@medco.com
N19 W24130 Riverwood Drive		
Waukesha, WI 53188
Direct: (262) 312-3551
www.medco.com
Medco® is a leading
pharmacy benefit manager (PBM), with the nation’s
largest mail order pharmacy operations. Through
advanced pharmacy, Medco improves the health
and lowers the total cost of care for clients and their
members. If you represent a health plan, insurance
company, or third party administrator, Medco offers
you comprehensive, affordable, flexible pharmacy
benefit management capabilities to complement
and enhance your current health care offerings.

MERCK & CO., INC.
Paul J. Bader, RPh
Director, Payer Strategies
Email: paul_bader@merck.com
UG 3A-70, 351 Sumneytown Pike
North Wales, PA 19459
Office: (267) 305-0237
Fax: (267) 305-8533
www.merck.com
Merck & Co., Inc. is a global research-driven
pharmaceutical company dedicated to putting
patients first. Established in 1891, Merck discovers,
develops, manufactures and markets vaccines and
medicines to address unmet medical needs.
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Mitchell, Williams, Selig, Gates &
Woodyard, P.L.L.C.
Randi Reichel, Counsel
Email: rreichel@mwlaw.com
601 Pennsylvania Ave., NW, Suite 927
Washington, DC 20004
Tel: (202) 220-3061
www.mwlaw.com
Charles B. Cliett, Jr., Counsel
Email: ccliett@mwlaw.com
425 West Capitol Avenue, Suite 1800
Little Rock, AR 72201
Tel: (501) 688-8819
At Mitchell
Williams, our
attorneys believe
that every relationship begins with a crucial first
step: learning your business and understanding
your objectives. This process of immersion
builds the foundation that assures the best
possible results and creates an energized
and collaborative partnership. To do this, we
combine our diverse professional experience
with relentless pursuit of your success to
provide you the most timely, cost-effective and
first-rate legal services possible..

MyHealthDIRECT
Zachary Fritz
Senior Vice President – Sales and Marketing
Email: zfritz@myhealthdirect.com
150 N. Sunnyslope Road, Suite 305
Brookfield, WI 53005
Tel: (262) 787-3435
www.myhealthdirect.com
MyHealthDIRECT
provides an innovative
browser-based, software
solution that connects members and patients
to health providers at the most appropriate
level of care. MyHealthDIRECT supplies the
missing gateway that enables managed care
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organizations, hospitals, Health Information
Exchanges (HIEs) and state Medicaid agencies
to link people to the right health professionals
offering the right health care services and the
right cultural sensitivities at the right time and
location. Our proprietary application transforms
referral and scheduling processes by linking
patients to provider appointments by viewing
directly into over 95% of the most popular,
commercially-available practice management
systems to match the patient to the right
provider, service and insurance coverage. Our
software leverages text and e-mail confirmations
to ensure that appointments are kept.

OPTIMETRA, INC.
Holly Smith
Vice President of Business Development
Email: hrsmith@optimetra.com
4420 Red Rock Ranch Road
Monument, CO 80132
Tel: (719) 964-2323
www.optimetra.com
Optimetra
specializes
in providing
solution-oriented
business development and project management
services to healthcare organizations. Our
services can best be summarized as:
Competitive analysis and market
positioning
Leadership and development of proposal
response
Implementation planning and project
management
Project management education and
training

resources for medicaid health plans

Qualis Health
David Coronado
Director, Strategic Development
Email: davidc@qualishealth.org
10700 Meridian Ave., N., Suite 100
Seattle, WA 98133
Tel: (206) 288-2575
www.qualishealth.org
As a nonprofit organization committed to
improving healthcare quality and value,
Qualis Health has always looked forward. We
are dedicated to ensuring that patients get
the right care at the right time and in the right
setting, through evidence-based healthcare
consulting and improvement services that
directly influence the care delivered to over
10 million people. Headquartered in Seattle,
Washington, Qualis Health strives to achieve
performance excellence for our clients by
adhering to best practices that lead to better
quality care, high patient and provider
satisfaction and greater efficiency. We
advance healthcare and improve health every
day across the country.

Roche Diagnostics Diabetes Care
Bruce T. Taylor
Director, Government Strategy and Relations
Email: bruce.taylor@roche.com
9115 Hague Road
Indianapolis, IN 46250-0457
Direct: (317) 521-3071
www.roche.com
Roche plays a
pioneering role in
health care. As an innovator of products and
services for the early detection, prevention,
diagnosis and treatment of diseases, Roche
contributes on a broad range of fronts to
improving people’s health and quality of life.
Roche is providing the first products that
are tailored to the needs of specific patient
groups. Our mission today and tomorrow is to

create added value in health care by focusing on
our expertise in diagnostics and pharmaceuticals.
Roche is the world leader in in-vitro diagnostics
and drugs for cancer, transplantation, and active in
other major therapeutic areas with a high medical
need such as autoimmune diseases, inflammatory
diseases, virology, metabolic disorders and
diseases of the central nervous system.

Special Needs Consulting Services
Joel Menges
Executive Vice President & COO
Email: JMenges@sncservices.com
1101 Vermont Avenue, 12th
Floor
Washington, DC 20005
Direct: (202) 507-7574
www.sncservices.com

SELLERS DORSEY
Nancy L. Hardy
Senior Vice President
Email: nhardy@sellersdorsey.com
230 S. Broad Street
Suite 1802
Philadelphia, PA 19102
Direct: (215) 279-9745
www.sellersdorsey.com

Special Needs Consulting Services was created
to contribute to the evolution of coordinated
care programs that improve quality of life and
lower expenditures for high-need Medicaid
and Medicare beneficiaries. Our team has a
strong and compassionate commitment to the
well-being of special needs beneficiaries, and
we offer our experience and expertise in the
design, development, operation, improvement,
and evaluation of coordinated care programs
for these subgroups.

Sellers Dorsey, a
market-leading
healthcare consulting
firm, specializes
in creating
transformational
change in public healthcare programs. Highly
regarded for its strategy and insight, our firm
is at the forefront of Medicaid and healthcare
reform. As we focus our efforts on eliminating
the ranks of the uninsured, Sellers Dorsey designs
and implements exceptional solutions for our
clients by providing an effective combination of
policy acumen, political savvy and professional
skill. Sellers Dorsey is at the nexus of policy,
politics and business in the transformation of
healthcare. Our innovative strategies enable
us to realize breakthrough results, assuring
the mutual benefit and interest of both public
and private sector clients. We understand that
fundamental change requires commitment from
state and federal governments as well as private
business to achieve tangible, progressive results.
Sellers Dorsey partners with states, counties,
municipalities, healthcare providers, advocacy
organizations and other industry stakeholders.

Summit Reinsurance Services, Inc.
Anne Cavanaugh
Assitant Vice President
Email: acavanaugh@summit-re.com
7030 Pointe Inverness Way, Suite 350
Fort Wayne, IN 46804
Tel: (260) 469-3003
www.summit-re.com
Summit Re is a
managing underwriter
and reinsurance advisor, focusing exclusively
on medical and managed care business. We
help insurers, health plans, providers and
employers protect their financial stability
through individualized insurance and
reinsurance solutions. Summit Re brings a
singular level of expertise to the table - and can
apply this knowledge to enhance the success
of your company. With our years of experience
in health insurance and a bird’s eye view of the
marketplace, we offer additional perspectives insights that can be invaluable in helping you
develop on-target risk management strategies.
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SunRx, Inc.
Timothy Liebmann
Chairman & CEO
Email: tliebmann@sunrx.com
3260 Tillman Drive, Suite 75
Bensalem, PA 19020
Tel: (267) 525-3425
www.sunrx.com
SUNRx helps healthcare safety net
organizations manage 340B drug discount drug
programs that save money, generate revenue,
and expand access to affordable medications.
Our technology manages contract pharmacy
networks and regulatory compliance, and
ensures that payors, entities and patients
always pay the lowest price for medications.
Our “340B Medicaid Advantage” program
creates partnerships between Managed Care
Organizations and safety net providers to
reduce Medicaid costs and improve community
healthcare. For more information, visit www.
sunrx.com.

Taggart Morton, LLC
A.J. Herbert, III
Section Head – Healthcare and Insurance
Regulatory Practice Groups
Email: aherbert@taggartmorton.com
1100 Poydras Street, Suite 2100
New Orleans, LA 70163
Tel: (504) 599-8514
www.taggartmorton.com
Effective
representation
of today’s
managed health
care industry requires an array of legal skills
delivered in a cost-conscious fashion, coupled
with a thorough knowledge of the industry
and an excellent grasp of the ever-changing
regulatory environment. Lawyers at Taggart
Morton have represented participants in all
facets of the health care industry -- HMOs,

managed care insurers, self-insured employer
sponsored benefit plans, third party plan
administrators, hospitals, nursing homes, singlespecialty and multi-specialty physician practices,
health care consultants and management service
organizations, inventors of medical devices,
manufacturers of medical devices, distributors
of medical devices, suppliers of durable medical
equipment and medical supplies, home health
care agencies, medical billing and collection
companies, and provider networks. Projects for
these clients have required the business, tax,
antitrust, litigation, labor and employment law,
technology and qualified plan expertise of firm
lawyers as well as the expertise of firm lawyers
necessary to daily work in the managed health
care environment.

TAX & FINANCIAL GROUP
James E. Townes
Financial Planner
Email: j.townes@verizon.net
4001 MacArthur Blvd., Suite 300
Newport Beach, CA 92660
Direct: (949) 223-8283
Toll-free: (800) 373-2177
www.tfgroup.com
Established in 1970, Tax and Financial Group
(TFG) is a leading financial services firm
headquartered in Newport Beach, California
with offices in Orange and San Diego Counties,
Honolulu and Seattle. TFG is comprised of over
120 individuals dedicated to assisting a successful
clientele with the creation, management and
preservation of wealth. It brings expertise
in: exit strategies; employee stock ownership
plans; business transfers; employee retention
programs; executive compensation strategies;
strategic estate planning; and employee benefits.
TFG retains multiple experts in several areas
of specialty. Each has maintained a vigorous
continuing education program to keep current on
financial products, tax laws, advanced strategies
and legislation that can impact our clients.
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TD & P Consulting
Tom Dawson
Managing Partner
Email: tomdawson@tdpartnersconsulting.com
1150 18th Street, NW, Suite 1010
Washington, DC 20036
Tel: (202) 293-2444
www.tdpartnersconsulting.com

URAC
Cynthia Cook, RN, BSN
Senior Director, Business Development
E-mail: ccook@urac.org
1220 L Street NW, Suite 400
Washington, DC 20005
Tel: 202-962-8833
www.urac.org

D & P Consulting is a bi-partisan government
relations firm. Our mission is to ensure that
our clients are able to successfully navigate
Washington’s challenging legislative and
regulatory environment. We provide our
clients with superior strategic advice, access,
and policy insight. TD & P Consulting is a
team of experienced professionals with the
relationships to help us get the job done for
our clients.

URAC, an independent, nonprofit organization,
is well-known as a leader in promoting health
care quality through its accreditation, education
and measurement programs. URAC offers a wide
range of quality benchmarking programs and
services that keep pace with the rapid changes
in the health care system, and provide a symbol
of excellence for organizations to validate their
commitment to quality and accountability.
Through its broad-based governance structure
and an inclusive standards development
process, URAC ensures that all stakeholders are
represented in establishing meaningful quality
measures for the entire health care industry.

Thomson Reuters
Tony Glebe
Vice President
Email: tony.glebe@thomsonreuters.com
777 East Eisenhower Parkway
Ann Arbor, MI 48108
(303) 954-0540
www.thomsonreuters.com
Thomson
Reuters is
the world’s
leading
source of
intelligent information for businesses and
professionals. We combine industry expertise
with innovative technology to deliver critical
information to leading decision makers in the
financial, legal, tax and accounting, healthcare,
science and media markets, powered by the
world’s most trusted news organization.

U.S. Advisors, Inc.
Terry Chesser, ARM
Principal
Email: tchesser@advisorsus.com
783 Old Hickory Blvd., Suite 310 West
Brentwood, TN 37027
Tel: (615) 263-5901
www.advisorsus.com

U.S. Advisors, Inc. is an independently owned
and operated broker dedicated to the Managed
Care Industry with clients nationally. We broker
Managed Care Insurance and Reinsurance
throughout the United States. We believe you
will find that U.S. Advisors, Inc. has the necessary
time, resources, knowledge, expertise and
commitment to work well with your firm and
get you the right results. This commitment and
stewardship of your Insurance/Reinsurance
Program is a promise we are proud to accept.
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VALUEOPTIONS, INC.
Jeanette Tate
Sales Manager, Commercial Sales
Email: jeanettetate@valueoptions.com
1199 S. Beltline Road, Suite 100
Coppell, TX 75016
Office: (972) 906-2558
www.valueoptions.com
ValueOptions®,
the nation’s
largest
independent behavioral health care company,
provides services to more than 22 million
individuals through a variety of contracts
with state and county agencies, as well as with
health plans and employers. ValueOptions® is
a managed care company that specializes in
management for all behavioral health issues,
and mental health and chemical dependency
diagnoses.

VITAS INNOVATIVE HOSPICE CARE
Brian Thomas Connor
Vice President, National Accounts
Email: brian.connor@vitas.com
100 South Biscayne Boulevard
Miami, FL 33131
Direct: (305) 350-4349
www.vitas.com
VITAS Innovative
Hospice Care®, a
pioneer and
MHPA
leader in
P
V
M
H
P
A
the hospice
movement
since 1978, is
the nation’s largest provider of end-of-life care.
Our name is derived from the Latin word for
“lives” and symbolizes the VITAS mission: to
preserve the quality of life for those who have a
limited time to live. Headquartered in Miami,
Florida, VITAS operates 46 hospice programs
in 15 states and the District of Columbia.VITAS
REFERRED
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has enjoyed dynamic growth since its founding
as a volunteer organization by a United
Methodist minister and an oncology nurse.
Today, VITAS employs 9,000 professionals
who care for terminally ill patients daily —
primarily in the patients’ homes, but also in the
company’s inpatient hospice units as well as in
hospitals, nursing homes and assisted living
communities/residential care facilities. VITAS
team members include registered nurses,
licensed practical nurses, home health aides,
physicians, social workers, chaplains and other
caregiving professionals.

Index

ZeOmega
Ron Wozny
Director of Marketing
Email: rwozny@zeomega.com
3010 Gaylord Parkway, Suite 210
Frisco, TX 75034
Tel: (214) 618-9880 ext. 8077
www.zeomega.com

Health PARTNERS of Philadelphia, Inc. – 3 Submissions
Crazy Praise Dance Showcase and Health Fair ..................................................................................................................... 30
Multicultural Healthcare Distinction - FIRST in the Nation ........................................................................................ 69
Nurse Advice Line .................................................................................................................................................................................... 71

ZeOmega is a
leading provider of
web-enabled and
rules-driven workflow software for integrated
care management. Our software solutions
transform traditional episodic-based care
management into a proactive and collaborative
population healthcare management paradigm.
Our solutions enable integration of workflows
across the care management continuum,
automate workflows intelligently based on
client business rules and facilitate collaboration
between payers, providers, and members.
Our solutions allow for the identification,
stratification and engagement of populations
and high risk members, and enhance
collaborative multi-channel communication
between members, providers and stakeholders.
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(Share Advantage).................................................................................................................................................................... 61
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