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Message from the CEO
Jeff M. Myers

Dear Reader:
All MHPA member companies run innovative programs
which improve the health of Medicaid enrollees by ensuring
high-quality care.
In this edition of the Best Practices Compendium, you will find
a diverse array of case studies ranging from outreach strategies
to reduce preventable hospital readmissions, to programs that
coordinate care for members with serious illness, to a program
working to bring farmers market produce to low-income
communities.
Where possible, health plans measure quality improvements
through standardized metrics, a hallmark of health plan
transparency. These best practices demonstrate accountability of
Medicaid health plans for high-quality care, along with innovations
that bring plans closer to the communities they serve.
Thanks to all our plans who contributed to this publication. Your
sharing of knowledge and lessons learned provides a valuable
service to our industry. But more important, you’ve contributed to
improving the health of our nations sickest and poorest citizens,
which is really what it’s all about.
Sincerely,

Jeff M. Myers
President and CEO
Medicaid Health Plans of America
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Part I:

Introduction

MHPA and Medicaid Managed Care Making a Diference

W

elcome to Medicaid Health Plans of

is the diversity of beneficiaries. Medicaid provides

America’s 2014-2015 Best Practices

insurance coverage to low-income people, people with

Compendium. Medicaid Health Plans

disabilities, foster children, and the poor elderly. Many

of America (MHPA) is the leading national trade

of these individuals have multiple chronic conditions or

association solely focused on representing the

physical health challenges coupled with mental health

universe of Medicaid health plans. This 2014-2015

disorders. Recognizing the diversity of beneficiaries,

Best Practices Compendium showcases many of the

health plans develop targeted, relevant and culturally

groundbreaking strategies adopted by Medicaid

competent approaches to engage members.

health plans, along with proven programs designed
to improve quality. By building on best practices and
constantly innovating, health plans are able to serve
Medicaid beneficiaries more effectively while being
responsible partners to state Medicaid agencies.

Low-income populations served by Medicaid
often need supportive services such as language
interpretation, transportation, or links to social services
in order to gain the full benefit of health care services.
Medicaid health plans are unique in their capability

Readers will find a wide variety of programs

to deliver programs and coordinate services for these

submitted by MHPA member health plans. Health

challenging populations. Medicaid health plans

plan initiatives that range from community outreach,

design outreach and care management services that

enhanced communication and technological

promote better health and health care coordination

strategies, wellness and preventive measures for

for individuals. As evidenced in this Compendium,

seniors and the disabled, and innovative efforts

Medicaid health plans also work with communities

which focus on improved health care for infants,

and community members to improve the health of the

children and expectant mothers.

population overall.

The Medicaid program serves 66 million people, with

Medicaid health plans offer higher value to states

over half of them enrolled in Medicaid health plans.

and Medicaid beneficiaries than fee-for-service or

Medicaid health plans partner with states to deliver

other Medicaid delivery approaches. In addition to

benefits to members and ensure that Medicaid

employing advanced care management strategies

beneficiaries have accessible, efficient, high-

to serve members, Medicaid managed health plans

quality care. A hallmark of the Medicaid program

offer a higher level of accountability for quality and
cost management. Medicaid health plans compete
to participate in state Medicaid programs, and once
selected, are accountable to states and beneficiaries
for the cost and quality of care delivered to enrolled
beneficiaries. In short, plans consistently meet quality
benchmarks while being accountable for cost of care.
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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 that provides advocacy, research, analysis, and
organized forums which support the development of policies that enhance the
delivery of quality health care.

MHPA’s 2014-2015 Best Practices Compendium is a compilation of the best
practices put forward by the Medicaid health plan community. This booklet,
published annually, should serve as a valuable reference tool. The compendium also features award-winning case studies, a
listing of the current state Medicaid directors, and an MHPA member health plan/vendor resource directory.

Unlike fee-for-service providers, Medicaid health plans:

Helping members to find primary care

Perform outreach to patients who may need

practitioners to care for acute and chronic

care, rather than wait for patients to seek out

health care needs;

services;

Coordinating access to specialists as required

Track cost, quality, and health care utilization of

by state standards;

patients;

Having care coordinators and case managers

Implement programs to improve quality and

on staff to help people with serious mental

efficiency;

or chronic illness or other complex health

Help doctors, hospitals, and other practitioners

problems;

develop capacity and improve office practices to

Offering enhanced enrollee benefits such as

improve quality of care;

peer support, community-based programs and

Report publicly on cost, quality, and access using

diabetes education;

standard definitions;

Linking members with behavioral health and

Survey members about their satisfaction;

primary care practitioners; and

Are evaluated by independent accreditation

Facilitating access to care by providing

and quality organizations to ensure integrity of

language interpretation services and

programs and processes;

transportation to visits, as well as monitoring

Carry out fraud detection and prevention

Part II:

Best Practices
Case Studies
Categories
1.
2.
3.
4.
5.

Care Coordination and Improving the Health Care System
Healthier Babies and Children
Health Plan Innovations to Improve Health Care Results
Helping People Help Themselves
Prevention and Wellness

wait time and satisfaction with access.

activities; and
Are accountable to states and members

MHPA applauds health plans submitting programs to

for managing costs while at the same time

this year’s Best Practices Compendium, and is pleased

improving and reporting on quality.

to highlight the work of our member organizations.
We invite readers to contact us for more information

They also offer the person-centered care needed to meet
the complex health and social needs of low-income

on how Medicaid health plans improve quality and
manage costs in the Medicaid program.

patients. Some of these strategies include:
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Care Coordination and Improving the
Health Care System
Medicaid health plans rely on high-quality physicians and hospitals to deliver services to Medicaid
beneficiaries. Health plans provide care coordination and supportive services to maximize the value of the
delivery system. This section illustrates health plan innovations in helping to create a more effective delivery
system by engaging providers and building medical homes. It also illustrates health plan activities to reduce
unnecessary costly emergency room use and inpatient care, two types of services that often can be prevented
through better care coordination and outpatient care. The following 13 case studies are presented in
alphabetical order by title.

Care Coordination

UnitedHealthcare Community Long Term Care Plan of Arizona

12
12

An Interdisciplinary Approach to Improving Care in
the Elderly and Physically Disabled Population
Description:
Diabetes and flu are significant contributors to adverse outcomes in the elderly and physically disabled (EPD) Medicaid
population. Taking a closer look, coordination of care plays a major role in successful health outcomes for people in the
EPD population. At UnitedHealthcare Community Long Term Care Plan of Arizona, effectively coordinated care is being
achieved for EPD members by assigning them to care managers and interdisciplinary teams.

Abstract:
Diabetes and flu are significant contributors to adverse outcomes in the elderly and physically disabled (EPD) Medicaid
population. Taking a closer look, coordination of care plays a major role in successful health outcomes for people in the
EPD population. At UnitedHealthcare Community Long Term Care Plan of Arizona, EPD members are assigned to care
managers who assist with and coordinate their individual care needs. The care management process includes face-toface visits at either 90- or 180-day intervals, depending upon the member’s acuity. Through these visits, in conjunction
with ongoing telephonic care, and coordination with an interdisciplinary team made up of physicians and other health
care professionals, the care manager works to ensure that members’ healthcare needs are successfully actualized.
While monitoring of member diabetes and flu services is critical to guide care manager actions, a large portion of
members often hold primary insurance coverage from plans other than UnitedHealthcare. This produces monitoring
challenges when providers do not bill the secondary insurance plan, and result in reporting that is largely unhelpful to
care managers. In an effort to ensure members receive timely immunizations, screening and testing, UnitedHealthcare
Community Plan developed an infrastructure and process in Arizona to track receipt of immunizations, as well as HbA1c,
LDL-C, and eye exams/tests for diabetic members and members in need of annual flu immunizations. This information
was used to guide care manager actions, and was also used to communicate accurate and timely information to both
health plan members and their primary care physicians regarding appropriate services.

Key Objectives:

Actions Taken:
Accuracy of Services Rendered: Because of the frequent absence of evidence in the administrative data that key services
were performed, care managers assigned to members were asked to communicate with members, or their caregivers, during
face-to-face visits to determine if services were rendered. In turn, efforts to motivate member or caregiver action for services
that were not rendered included verbal discussions and supplying them with simple one-page documents indicating how to
schedule necessary services. When administrative claim data was not available, the care managers also worked to verify receipt
of diabetic services and flu immunizations by obtaining member chart information and documenting receipt of these services
(if not available via other means).
Using Innovative Technology: Given the difficulty of tracking information from both administrative and chart data for the
full population, an application was launched in late 2012 to store member information for key diabetic indicators and flu
immunizations. Information from administrative data was updated monthly, and care managers were able to scan and store
chart documentation daily.
Maintaining a Clear Focus: Care managers and supervisors were able to review their assigned caseloads to identify the
remaining gaps, and identify members requiring further effort. Senior managers were also able to identify underperforming
areas and take timely action when required.
Leveraging Member Data: In addition to care managers contacting physicians, letters listing member-by-member gaps in
care were sent to physician offices with a request to complete the critical services or transmit chart evidence of critical services
to the health plan.
Partnering to Close the Gaps: A contracted vision provider was supplied with lists of members who did not show evidence
of diabetic retinal eye exams or a negative result from the year prior. As such, the provider initiated targeted phone calls to
members and directly scheduled visits for an eye exam when successful contact was made.

Outcomes:
One outcome of this initiative was improved data acquisition which supported accurate monitoring of member gaps in care, despite
incomplete administrative claims information. Easy access to reporting allowed supervisors and managers to swiftly act upon systemic
barriers. Most importantly, care managers were able to track, support and engage members, and their caregivers, to close the gaps in
care and improve health outcomes.
Initiation of the program produced statistically significant improvements in recorded rates across all three targeted diabetes services,
as measured by evidence of services in the full population of members meeting eligibility requirements applied for each contract
year derived from NCQA HEDIS Comprehensive Diabetes Care measure criteria specified by 2012/2013 Technical Specifications. A
statistically significant change was also observed in recorded rates for evidence of
a flu vaccination for members continuously enrolled during a September to March
flu season. Based on this program, the following year-over-year results were
noted between 2012 and 2013: HbA1c testing rates increased 8%;
LDL-C screening improved 11%; eye exams raised 18%; and
flu shots increased by over 21%.

Location:
This program took place in Arizona.

Contact:

Craig Newton, PhD
Vice President, UnitedHealthcare Community
Long Term Care Plan of Arizona
(602) 255-8991 | craig_newton@uhc.com

Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
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Meridian Health Plan

Care Coordination – It Takes a Team
Description:
Meridian Health Plan has an innovative approach to coordinate care for members living with chronic
disease. The Meridian Care Coordination program integrates the medical and behavioral health
needs of the member and addresses social determinants of health for members by improving access
to care and linking members with community resources. The program provides patient-focused,
individualized care coordination for members with active disease processes, those who require
extensive utilization of resources and those at high risk for health complications. Meridian has seen
a reduction in utilization of inpatient, emergency room and urgent care services for a cohort of
members enrolled in the Medical Care Coordination program.

Outcomes:
2014
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Abstract:
Chronic diseases (diabetes, cardiovascular disease, asthma, and hypertension) account for 70 percent of all deaths in the United States
each year and are a leading cause of disability. About 25 million people, nearly one-in-10 Americans, suffer major limitations in daily
living due to chronic disease. According studies through the Partnership for Solutions, the total direct health care costs for patients with
chronic conditions is expected to increase from $510 in 2000 to $1.07 trillion in 2020. Patients with chronic and co-morbid conditions
often seek care from multiple providers across multiple settings in a fragmented and poorly coordinated system.

Key Objectives:
The objectives of the program are to:
Coordinate care for high-risk members living with chronic conditions
Integrate medical and behavioral health needs
Connect members with community resources to help address social determinates of health
The objectives of the program are to:
Improve the health of the population
Control or reduce the per capita cost of care or increase efficiency
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
Key components of the program include:
Health Risk Assessment completed for members within 90 days of enrollment to determine health, social, psychological and
other needs and help establish care goals.
Predictive Modeling to analyze member demographics, diagnosis, medical and pharmacy utilization data and stratify
members into levels of care.
Care Coordinators (CC) who are familiar with local community and healthcare resources for the members they serve. The Care
Coordinator then works with the members to create a Care Plan where problem areas and health goals are identified.
Interdisciplinary Care Team including the CC, nurse team leads, medical directors and behavioral health and pharmacy
consultations. The Care Team help members by:
Working with members to create individualized care plans and periodically discussing or updating these plans
Identifying and removing barriers to accessing care
Linking members with community resources to facilitate referrals and respond to social service needs
Educating members on condition management, appropriate use of services and self-care techniques
Referring members to appropriate community resources to address medical, social and financial needs and following up
to ensure fulfillment
Providing health education for patients and families
Working to decrease ER visits and acute patient stays
Promoting prevention of disease and wellness
Integrated Information through Meridian’s Managed Care System (MCS), including automated referrals and work-flow, color
coded case prioritization, and automated notifications to CCs for inpatient and emergency room admissions.
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Meridian has seen improvements
in a number of outcome and
service measures. Most notably are
improvements in a number of chronic
condition HEDIS® measures over the
past three years. Meridian has seen
improvements in its Controlling High
Blood Pressure (CBP) measure, exceeding
the 90th percentile when compared
with Quality Compass national Medicaid
benchmarks. Meridian also saw
reductions in utilization data for a cohort of 4,209 Medical Care Coordination
members:
Inpatient Facility utilization
declined by 26%
Emergency Room utilization
declined by 18%
Urgent Care utilization declined
by 22%
In addition to a reduction in utilization
and improved quality scores, Meridian
members who participate in the Care
Coordination program are more satisfied
with the Health Plan. Members in Care
Coordination reported higher rates for
the Getting Care Quickly, Customer
Service, and Rating of Health Plan CAHPS
questions.
Members who participate in the Meridian
Care Coordination program appreciate
having one point of contact at the
Health Plan with whom they establish
a relationship. The member can direct
all questions to the Care Coordinator
including questions about medications
and community resources. The Care
Coordinator can assist the member
in appointment scheduling and post
discharge follow up.

MHPA 2013‐2014 Best PracticeControlling High Blood Pressure
Care Coordination – It Takes a Team
HEDIS® Trend
Page 3
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7. Geographic Location

MHPA 2013‐2014 Best PracticeThis
took place
in the following: Michigan, Illinois, and Iowa
Location:
7. program
Geographic
Location
Care Coordination – It Takes a Team
Page 3

This
program took place in the following: Michigan, Illinois, and Iowa
This program took place in Michigan, Illinois, and
Iowa.

Contact:

Controlling High Blood Pressure

Diane Lecerf
HEDIS® Trend
Director of Quality Improvement, Meridian Health Plan
(313) 324-3754
90% | diane.lecerf@mhplan.com

80%
70%
60%
50%
40%
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Cigna-HealthSpring®

Cigna-HealthSpring Behavioral Health
Intensive Outpatient Program

Description:
Case Management Stabilization is a health plan readmission management program that includes
member identification strategy, nurse outreach protocols, and targeted interventions. After
implementation the 30-day readmission rate decreased from 11% to 5%, with an estimated
savings of $1.2M for the study population (n=1,908).

Abstract:
Readmissions within a short period time (30 days) following a hospital stay adversely impacts on health care
outcomes and costs. CMS has revised its Medicare hospital payment policies to promote effective discharge planning and
effective admission management. According to the Healthcare Cost and Utilization Project (HCUP) Statistical Brief #89, Medicaid
patients have a higher readmission rate than commercial health plan members (10.7% vs. 6.3%). And the Center for Health Care
Strategies reports that non-dual Medicaid beneficiaries with disabilities have a 16% readmission rate. The Case Management
Stabilization initiative addresses preventable readmissions to improve health care quality and to reduce hospital spend.

Key Objectives:
Improve the health of the population
Control or reduce the per capita cost of care or increase efficiency

Actions Taken:
The initiative had three key components: Member Identification, Nurse Outreach Protocols, and Targeted Interventions.
Member Identification – a readmission predictive model was built to provide an indicator of readmission within 30 days of discharge.
The methodology included demographic, utilization, clinical and current admission data to predict admission risk. The Readmission
Score (RAS) ranged from 0 to 100, where a score of 80 would represent an 80% likelihood of readmission within the next 30 days. The
RAS appears on the health plan’s Inpatient Daily Census and is recalculated daily using the most recent admission information.
Nurse Outreach Protocol – Nurse outreach to the member/caregiver would begin prior to or immediately after hospital discharge.
The call protocol allowed for both outbound and inbound contacts. Members were engaged for 30 – 45 days post discharge.
Targeted Interventions – once engaged with a member, the nurse’s interventions were based on the Coleman Care Transitions
model: Medication Reconciliation, Red Flag Recognition, Follow-up Care, and Patient Centric Medical Record. The nurse would
work with the member/caregiver to obtain the hospital discharge medication list to review against the medications in the member’s
possession. The goal of the reconciliation is to resolve any discrepancies with review with the outpatient provider. Our Red Flag
Diagnoses were congestive heart failure, Angina, COPD, and Diabetes. A problem list including the admission diagnosis and
comorbidities was created to identify the diagnosis and root cause of the admission. The nurse ensured that the member had followup appointments and contacted the treating physicians/ancillary providers to facilitate timely resolution of questions/issues. The
nurse created a Care Plan shared with the member and treating physician which included the problem list, medication list, any red
flags noted, and the discussion notes with the member/caregiver/other providers.

Outcomes:
The study population was 75% non-dual, 13% had both a behavioral health and physical health diagnoses, with the three top
diagnoses being cardiovascular (27%), renal (17%), and behavioral health (11%). The RAS ranged from 3 to 100, with 75% at 20 or
less. Members were managed on average 28 days. Evaluation showed that after implementation of the Stabilization initiative, the
readmission rate for any condition decreased from 18.6% to 16%. The greatest improvement was seen in the readmission rate for like
conditions which showed a decrease from 11% to 5%. The difference in the expected vs. actual readmissions translates to a savings of
$1.2M for the study population.

Location:
This program took place in the following Amerigroup markets: Florida, Maryland, Louisiana, New York, Tennessee, and Texas.

Contact:
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Diane Smeltzer
Vice President, Clinical Programs & Systems
(813) 830 -6944 | diane.smeltzer@amerigroup.com

Description:
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Serving the “sickest of the sick,” including members with schizophrenia, bipolar disorder,
substance use disorder, and personality disorder, the Cigna-HealthSpring Behavioral Health
Intensive Outpatient Program is best described by its motto, “Do whatever it takes to allow
the member to live as independently as possible in the community.” The program is an
intensive delivery of services in the home, under bridges, in shelters, or wherever the
member is located. Services are provided by Cigna-HealthSpring contracted vendors,
specifically using registered nurses with a behavioral health background. The nurse
may visit as often as needed for as long as is needed. With close health plan physician
oversight and coordination with the treating community physician the nurses ensure that services are
delivered timely and with consistency. The nurses administer medication, perform mental status assessments,
address and resolve social, housing, and financial issues. The nurses will even follow the member through the judicial
system when needed. The program has resulted in remarkable outcomes including reduction of inpatient admissions as
high as 90%, reduction of Medical Loss Ratios, and garnering numerous letters from members, family, and caregivers attesting to the
life changing outcomes that are allowing families to come together for the first time in years.

Abstract:
Data analysis revealed that members with primary behavioral health and substance use disorders resulted in higher cost services, and
unusual use patterns. Apart from transplants and a few extraordinary drug costs, 21 of the top 25 most expensive members were noted
to have primary behavioral health and substance use diagnoses. As we investigated further, we found that these diagnoses were the
primary cost and utilization drivers for our most expensive top five percent of members.
Additional review of the members with behavioral health and substance abuse diagnoses uncovered patterns of repeated Emergency
Room (ER) use and hospital readmission rates that far exceeded all other member risk groups. Hospital admissions for some of these
members occurred twice a month. The Health Plan discussed our concerns with the Texas Medicaid Health and Human Services
Commission staff regarding super-utilizers and confirmed that these members had been tracked for years by the State, noting the
same ER and hospital admission patterns.

Key Objectives:
Enhance the patient experience of care, including quality, access, and reliability
Control or reduce the per capita cost of care or increase efficiency
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
The Cigna-HealthSpring Behavioral Health Intensive Outpatient Program (BH IOP) key initiatives are:
Redefine the home health model of care by changing the focus from a service specific, time specific, frequency specific model
to a member-centric, outcome driven model based on strong therapeutic relationships and trust.
Removal of authorization limits with the close consultation and guidance of the plan Medical Director.
Empowering the nurse to, “Do whatever it takes to keep the member living as independently as possible in the community.”
Vendor agency nurses with a behavioral health background are empowered to spend as much time as necessary and to visit
the member as frequently as needed to comprehensively address all of the member’s needs.
Remove boundaries between areas of member need. Member needs may extend across physical health, behavioral health,
and socioeconomic domains. The nurse may administer oral or injectable medication, take the member to appointments,
monitor the member’s involvement with the court system, provide feedback to the treating physician, and work to establish
trust and cooperation among caregivers and family members. With support from health plan staff, the nurses are equipped
with the resources necessary to find appropriate housing, arrange durable medical equipment, schedule appointments, and
arrange for other services to stabilize the member’s medical, behavioral and social conditions.
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Go wherever the member can be found. Unlike many programs, the BH IOP does not wait for a member outreach. Once
identified, the nurses actively seek out members whether at home, in shelters, or in jail. Oftentimes, the nurses locate
members who are reluctant to engage in their own care.
Never give up. Nurses in the BH IOP are persistent advocates for the members in their care. Members often have little insight
of their disease conditions/symptoms, which makes it difficult to engage them in their care, and may result in repeated relapse.
Given the unique patient needs, the BH IOP nurses utilize every opportunity to gain the member’s confidence and trust. The
nurses work to reinforce the member’s self-worth through the highs and lows of the treatment process.
Real-time treatment intervention. By establishing a strong rapport with the member, the nurse is able to communicate a
deeper insight into the member’s needs with treating physicians. The close relationship allows the nurse to recognize subtle
changes in the member’s behavior, interactions with others, and to alert a provider before the member’s symptoms and
actions disrupt the member’s life. The nurse is also positioned to immediately implement any medication adjustment or
treatment orders, and to observe any resulting behavioral changes.

Outcomes:
The BH IOP has resulted in dramatic improvements in rates of ER use, inpatient admissions, decreased interaction with law enforcement
and the court system, revitalization of member/family and caregiver relationships and appropriate use of resources. Some examples
include:
A male member with schizophrenia who lived under a bridge was reunited with his family, became medication compliant, and
had a reduction in his medical loss ratio from 513% to 289%.
A female with schizophrenia was previously alienated from her family. Her psychosis had invaded her ability to maintain a
healthy relationship with her children. With assistance from the program, she was court committed to a psychiatric facility.
That court commitment was then modified to the outpatient setting. With mandated compliance by the court, monitored by
the nurses of the program, the member’s psychosis was controlled. The member’s family saw such improvement that she was
allowed to attend her oldest son’s graduation from a military boot camp, and her youngest son’s graduation from high school.
A male member with methamphetamine addiction and a cardiac ejection fraction of 20% was relocated from a crack house to
an assisted living facility. The change in living conditions improved his medication compliance and sobriety. His medical loss
ratio was reduced from 462% to 300%.
A homeless female member with chronic psychosis was taken off the streets and reunited with her family. Her primary
psychosis was controlled, and the severe side effects she suffered from the medications was minimized. Her medical loss ratio
was reduced from 513% to 250%.
A female with histrionic personality traits had twice a month psychiatric hospitalizations for years. After enrollment in the
program, her admittance rate declined to two times in the last year.

Location:
The Cigna-HealthSpring Behavioral Health Intensive Outpatient Program is operational in the Texas Medicaid Hidalgo Service Delivery
Area consisting of 10 counties in southwest Texas; and in the Texas Medicaid Tarrant Service Delivery Area consisting of six counties in
the Fort Worth area.

AmeriHealth Caritas Family of Companies

Community Care Management Team (CCMT) Hubs Reduce
Inpatient Admissions, Number of Inpatient Days and 30-Day
Readmissions in Superutilizers
Description:
AmeriHealth Caritas’ Community Care Management Team (CCMT) approach was developed to support and engage high-need, highcost members whose health care needs extend beyond the reach of physician practices and telephonic care management programs
(so-called “superutilizers”). The CCMT provides intensive, face-to-face care coordination and timely, personalized interventions to 118
superutilizers in Pennsylvania (PA) and South Carolina (SC) as of early July 2014. Although results are preliminary, substantial, doubledigit percent reductions have been observed in inpatient admissions, the number of inpatient days, and 30-day readmissions.

Abstract:
Superutilizers overuse emergency departments and hospital inpatient services, placing a huge burden on the health care system
regarding both resources and cost. These members are generally high utilizers of health care services, have multiple/complex chronic
conditions, are prescribed large numbers of medications, and have unmet social needs that impact their health outcomes. Moreover,
providers do not have the capacity or staff to engage with these members and provide population-based care outside of the office
environment. Our CCMT approach was developed as an industry-leading model to implement a community-based, high-touch
individualized care management program that will lead to greater quality outcomes, reduced medical costs and more effective
utilization of care for superutilizers. The expectation was that this high-touch support will lead to fewer emergency room visits and
inpatient admissions of superutilizers at substantial cost savings and improved quality of life.

Key Objectives:
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 CCMT consists of professional care managers (nurses and social workers) and community care connectors (community health
workers) under medical direction who engage superutilizers in their community through frequent, high-touch, in-person interaction,
and provide follow-up to address physical, behavioral and socio-environmental needs. The team also functions as a convener of
services for members, working with independent practitioners in the community and other stakeholders, as necessary, to ensure that
hard-to-reach members with chronic disease(s) or at high risk of hospitalization are adequately supported and engaged.
The multi-phase approach includes: (1) identifying high-risk members with the highest utilization patterns through data mining or
referral; (2) finding and engaging the members in the community where they live; (3) assessing and addressing immediate medical,
behavioral and social need(s); (4) establishing a connection to the medical and behavioral health neighborhood and social services;
(5) monitoring and supporting execution of a common plan of care by addressing barriers and closing care gaps; and (6) promoting
independence in self-management where appropriate.

Contact:

Johnny Gore, MD
Senior Medical Director, Cigna-HealthSpring
(817) 554-5619 | john.gore@healthspring.com

Outcomes:
AmeriHealth Caritas has developed community hubs in the cities of Chester and Philadelphia, PA; Charleston, SC; and Baton Rouge,
LA (not reported here). The Chester and Philadelphia hubs were activated in September 2013 and April 2014, respectively, with robust
member growth since their initiation (Figure 1). In total, the PA-based hubs are engaging 86 active members (as of early July 2014) and
are on track to reach their target membership goal. The Charleston hub was activated on November 2013 with almost linear member
growth since its initiation (Figure 1), and is currently engaging 35 active members (as of early July 2014).
Preliminary results indicate that both PA- and SC-based hubs have made considerable progress in achieving their 2014 inpatient
utilization targets. Double-digit percent reductions have been observed in inpatient admissions per member per year; in the number
of inpatient days; and in 30-day readmissions. The example of a single member — one of our earliest participants — illustrates the
success of this approach. Mr. S is a 46 year-old male living in a residential boarding home with type I diabetes, coronary artery disease
and a cognitive disability. His medication and glucose monitoring are managed by the boarding home staff. Keystone First Case
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Management was unable to engage him telephonically. When the CCMT first engaged this member, he had not seen his provider for
a year, and had 32 admissions in 18 months for diabetes with ketoacidosis. In the month following CCMT engagement, he had one
11-day hospital admission and for the next two years following engagement, he had only one additional five-day hospital admissions
(Table 1). The 2011 pre-engagement claim cost for Mr. S alone was over $180,000, and was reduced by 96 percent after one-year postengagement (August 2012–2013).

Location:
This program took place in Chester and Philadelphia, Pennsylvania, and Charleston, South Carolina.

Contact:

Grace Lefever
Director, Strategic Medical Management Initiatives, AmeriHealth Caritas
(215) 937-8739 | glefever@amerihealthcaritas.com

Figure 1: Actively engaged members in Community Care Management
Actively Engaged Members in Community Care Mangagement
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Developing Patient-Centered
Medical Home (PCMH) Expertise in a
Health Plan Network: 2014 Update
Description:

Table 1: Hospital Utilization of a Sample Patient from Philadelphia
Table 1: Hospital Utilization of a Sample Patient from Philadelphia
PRE-ENGAGEMENT
Mr. S

Baseline
1 – 6/2011

POST-ENGAGEMENT
1st Month
into engagement*
7/2012

2 Years
post-engagement*
7/2012–2014

Arbor Health Plan continues to develop and implement a practicetransformation program to assist primary care practices in meeting the
requirements of a patient-centered medical home (PCMH). The program
provides a step-by-step guide and monthly meetings with Arbor Quality
staff to assist practices to meet Nebraska PMCH requirements and position
itself for National Committee for Quality Assurance (NCQA)-certification.
Arbor Health Plan has engaged 11 practice sites; all 11 practices have applied
for NCQA PCMH certification and five practices have met the state’s Tier I and
Tier II PCMH requirements within two years of implementation.

Abstract:
Admissions
(ICU)-coded
Ketoacidosis

32

1

1

Inpatient days
(% total days)

167/548
(30%)

11
(35%)

5
(1%)

Days out of
hospital
(% total days)

377/548
(70%)

20
(65%)

725
(99%)

The PCMH is a transformative model for the delivery of comprehensive
primary care whose key principles have been defined as:
Access to a personal physician who leads the care team within a
medical practice
A whole-person orientation to providing patient care
Integrated and coordinated care
Focus on quality and safety (2007 Joint Principles for the Patient
Centered Medical Home)

Staff at Children and Adolescent Clinic in Hastings receives PCMH award.

#30 Day
Readmit
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1

0

Using the PCMH model, practices seek to improve the delivery of care by
ensuring it meets the individual patient’s needs first and foremost. No PCMHcertified practices existed in Arbor’s service area prior to the initiation of Arbor Health Plan’s PCMH program.

Different
Hospitals

4

1

1

Key Objectives:

* CCMT services are being provided by CCS Inc.

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

8. Geographic Location
This program took place in the following: _ Chester and Philadelphia, PA, and Charleston, SC_ (may list
states, cities, or counties)
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Actions Taken:
Arbor Health Plan created a comprehensive workbook and master audit tool to educate and guide the participating practices, outlining
the steps and processes the practices needed to complete in order to fulfill the PCMH requirements. A Six Sigma approach was used to
identify core practice-transformation processes and areas of focus. The process was divided into phases, with each section building on
the work of the prior phase. The practices performed a self-analysis regarding the extent of their progress against the standards of full
PCMH implementation, thereby identifying areas that required additional attention and resources. Arbor Quality staff met monthly to
coach participating practices in meeting PCMH criteria, assisting with policy workflow development, sharing resources, and providing
recommendations.

Outcomes:
Eleven practice sites were engaged to participate in the PCMH program, all of whom applied for NCQA certification as a PCMH (Table 1)
by May 2014. One site (Community Action Partnership of Nebraska) is expected to achieve final NCQA certification shortly. Additionally,
five practices met Nebraska Tier I and Tier II requirements by May 2014, one year in advance of the state’s contract requirements. Award
ceremonies were held during the third and fourth weeks of June (Table 1).
Table
1: PMCH
Site Practice
Transformation
Program: Status Update
Table 1: PMCH Site
Practice
Transformation
Program:
Status Update
PCMH Site

Location

Start Date

Pawnee Hospital and
Rural Health Clinic
Falls City Hospital and
Family Medicine Clinic
Children and
Adolescent Clinic
Prairie Pediatrics
1. Pierce Street Clinic
2. Morningside/Glenn
Ave. Clinic
Mary Lanning Clinics
1. Blue Hill Clinic
2. Edgar Medical
Clinic
3. Hastings Family
Care
4. Community Health
Center
Community Action
Partnership of NE
Thayer County Health
Services
South East Rural
Physicians Alliance
Network (SERPA) –
eight clinics

Pawnee, NE

Meridian Health Plann

Driving Quality through Provider Engagement
Description:

MHPA 2013‐2014 Best Practice

Meridian Health Plan takes a proactive role in empowering its provider network with the
Care Coordination – It Takes a Team
tools to deliver the highest quality of care. We do this by visiting their offices in person
Page
3 providers is key to impacting patient outcomes. Meridian’s
each month. Educating
Provider Network Development Representatives (PNDR) live in the communities they
serve. Every month a representative visits each primary care office in the network. That was over 43,000 visits in 2013. At these
Controlling
Highbased
Blood
Pressure
monthly visits, providers are given actionable
reports, evidence
guideline
information, and assistance in accessing resources
HEDIS®
Trend
and tools through the Meridian provider portal 24 hours
a day, 7 days
a week. These in person visits allow providers to give
feedback, ask questions, and work in partnership with the plan to hit quality and access measures. This best practice has proven
90%
beneficial to our organization, and contributes to our overall success.
80%

Abstract: 70%

Dec 2012

NE DHHS Tier
I/II Status?
Yes

NCQA Certification
Status
Applied

Met Contract
Requirements
Yes

Falls City, NE

Dec 2012

Yes

Applied

Yes

Hastings, NE

May 2013

Yes

Applied

Yes

Sept 2013
Sept 2013

Yes
Yes

Applied
Applied

Yes
Yes

Oct 2013
Oct 2013

N/A
N/A

Applied
Applied

Additional Site
Additional Site

Oct 2013

N/A

Applied

Additional Site

Oct 2013

N/A

Applied

Additional Site

Gering, NE

May 2014

N/A

Additional Site

Hebron, NE

May 2014

N/A

Final NCQA
Certification Pending
Applied

Sioux City, IA

Hastings, NE

Additional Site

David City,
Yes*
Did not apply
Additional
York, Geneva
Collaboration Sites
Hastings,
Kearney,
Arbor Health Plan’s efforts in assistingBroken
practices
Bow, attain PCMH certification have earned praise from Senator Mike Gloor, Chairman of the
andCommittee.
State Legislature’s Health and HumanMcCook,
Services
Lexington, NE

Location:
This program took place in Pawnee City, Falls City, Hastings, Gering, and Hebron, Nebraska; and Sioux City, Iowa.

Meridian has a large
60% provider network spread across both urban and rural communities in Michigan. The Plan has also expanded
operations into Illinois and Iowa. In order to drive quality improvement and contain costs during a period of rapid health care
50% that the network keeps abreast of new benefit plans and innovative approaches in health care delivery
reform, it is imperative
such as patient-centered medical homes, team-based care, and current clinical practice guidelines. To ensure providers are aware
40% of new information and Plan tools available in print and electronic format through the provider portal,
of and take advantage
Meridian takes a30%
hands-on approach to communicate with its provider network.

20%

Key Objectives:

10%
The program objectives are to:
Educate0%
providers on clinical practice guidelines and patient centered medical home models of care
2013 offices drive quality improvement
2014
Provide actionable reports2012
and information to help provider
Offer tools that leverage quality improvement activities across the entire network
Rateand patient
90th
percentile
Reduce missed opportunities for neededCBP
services
education
when members visit their provider by
identifying member specific preventive and clinically needed services based on clinical guidelines
Improve the likelihood that members act on reminder notices by printing them on behalf of providers (members are
more likely to act on messages sent by their provider than the Plan

In working to achieve these objectives, Meridian strives to achieve
the following
goals:
2013 CAHPS
Results
Improve
delivery of benefits
95.0%
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
90.9%

90.0%
85.0%

88.4%

87.3%
83.5%

81.8%

80.0%
76.6%

Contact:
Robin Linsenmeyer
Quality Performance Specialist, Arbor Health Plan
(402) 507-5914 | rlinsenmeyer@arborhealthplan.com

75.0%
70.0%
65.0%
Getting Care Quickly

Customer Service
Members in CC
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Rating of Health Plan

Members not in CC
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Actions Taken:
Meridian Health Plan takes a proactive role in empowering its provider network with the tools to deliver the highest quality of
care. Educating providers is key to impacting patient outcomes. Meridian employs PNDRs that live in the communities they serve.
Monthly, PNDRs visit each primary care office in the network. That was over 43,000 visits in 2013. During the visit, every office is given
a report card, by practitioner, outlining all patients due for services, which services, the due date, and outstanding incentive earnings.
The report card displays all time-sensitive screenings, such as immunizations and well child visits, at the forefront of the report to
draw attention to these important needed services. Meridian created a ‘hot list” for those services that are due in the next 60 days.
This allows the practitioner to place special focus on these items.

NurseWise

Emergency Department Cost Avoidance in Pediatric
Medicaid Recipients
Description:

PNDRs also deliver double-sided educational pieces to highlight evidence-based guidelines. One side outlines the importance of the
service, who should get it, and why it is important, while the flip side provides information outlining how to bill, incentives tied to the
service, and claims processing. During their monthly visits, PNDRs also provide information and support to help practices achieve
recognition as a Patient Centered Medical Home (PCMH). In 2013, in Michigan a total of 319 PCPs were either nationally certified as a
medical home, or had completed a self-assessment demonstrating compliance with PCMH principles.

Centene and NurseWise initiated a comprehensive outreach program that focused on early identification of new enrollees in the
targeted age group and health screening, education and information that promotes: PCP selection and visits, use of the nurse line
to triage symptoms, and use of non-emergency care settings for non-emergent issues. Per an evaluation of our program results, this
educational approach was found to be effective with parents and guardians of young children in avoiding inappropriate use of the
Emergency Department (ED).

Meridian has a provider portal available online to offices 24 hours a day, 7 days a week. Monthly visits allow PNDRs to train offices to
utilize the portal to verify eligibility of our members, submit supplemental data, review claims of members, send postcard reminders
at no cost to them, to remind their members of the outstanding services that are due. Meridian prints these postcards weekly
right from our headquarters in Detroit, MI. These postcards provide the contact information of their PCP so they may schedule an
appointment.

This study was based on analysis of the Emergency Department utilization of newly eligible health plan members who were
continuously eligible for at least 180 days (26,689 total members). To measure the effects of the program on member education and
behavior, claims data related to treatment patterns were analyzed against whether the members received an assessment.

Outcomes:
By personally visiting PCPs monthly, Meridian is able to drive quality health care delivery by promoting evidence based guidelines,
fostering patient centered medical home models, and providing actionable reports and tools to help providers outreach and engage
with their patients. Positive outcomes from this activity are reflected in high performance in the following areas:
Meridian was one of only two Medicaid plans in 2013 to meet all of the State of Michigan’s performance monitoring
measures — including high performance in clinical measures and low rates of member complaints.
Meridian had the second highest point score in the State of Michigan’s performance bonus measures, reflecting high
performance across women’s care, living with illness, pediatric care, access to care and member satisfaction performance
measures.
Meridian has gained enrollment market share reflecting both increases in member self-selection of the plan and increased
auto-assignments due to quality performance.
This best practice has proved successful to our organization and our provider partners alike.

Location:
This program took place in Michigan, Illinois, and Iowa.

Contact:

Diane Lecerf
Director of Quality Improvement, Meridian Health Plan
(313) 324-3754 | diane.lecerf@mhplan.com

The study revealed that individuals who underwent assessment had significantly lower number of admin claims per member (p<0.001).
Additionally, there is a significant reduction (p<0.001) in the proportion of admin (non-urgent) ED claims out of total ED claims. These
findings support that members who participated in the EDE assessment program are visiting the ED more for urgent treatment and less
for non-urgent treatment then the non-assessed members. Year over year, the program continues to perform at best practice levels and
to show strong results.

Abstract:
Preventable Emergency Department visits are a significant cost driver for any managed Medicaid organization covering the TANF
(Temporary Assistance to Needy Families) and CHIP (Children’s Health Insurance Plan) populations. As a subsidiary company of a multienterprise Managed Health Care Organization, developing programs to educate our members about how to appropriately access
medical services based on health care needs is a significant contribution to our mission to provide better health outcomes at lower
cost.
We determined that the best use of our telephonic outreach expertise was to focus on pro-active education before members had the
chance to use the ED. With the historical high volume utilization in the 1-5 year age group, and a close secondary volume for the 6-13
ages, we resolved to target those age groups.

Key Objectives:
Enhance the patient experience of care, including quality, access, and reliability
Control or reduce the per capita cost of care or increase efficiency
Educate patients to make informed decisions regarding seeking care

Actions Taken:
Our Emergency Department Education program has four primary goals:
Reduce health care utilization of emergency room
Increase utilization of alternate resources: physician office visits, urgent care and nurse advice line
Promote participant engagement with Primary Care Provider (PCP)
Empower decision-making through provision of information and resources
Our identified outreach strategies with Medicaid member parents or guardians to meet our goals are as follows:
Establish a relationship with a primary care physician
Screen for health needs that may need follow up
Provide access to case management/complex care when indicated
Educate on recognizing emergent symptoms, and to seek professional advice when needed
Inform of available resources for after-hours care, including PCP access, urgent care, and nurse advice line
Educate about access to transportation benefits and problem-solving options
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7. Outcomes
Briefly identify specific outcomes related to the initiative identified in question 3. Use specific data where
possible. (Limit to one or two paragraphs.)
Outcomes:

Non-Assessed

Assessed

% Improved

Significance

Ratio Total ED Visits to Member

0.35

0.22

37.2%

P<0.001

Ratio Admin. ED Visits to Member

0.31

0.18

42.2%

P<0.001

Prevalence Admin. ED vs. Total ED

Non-Assessed

Assessed

% Improved

Significance

89%

82%

7.9%

P<0.001

The greatest impact was noted for the children Ages 1-2.99.

Age Category 1-2.99 yrs

Non-Assessed

Assessed

% Improved

0.31

0.24

24.4%

These measures indicate that members who participate in the ED Education program have a greater

These
measuresofindicate
members
who
participate
in the
ED Education
program
havewith
a greater understanding of how to access
understanding
how to that
access
alternative
resources
and are
empowered
to manage
their care
alternative
resources
and
are
empowered
to
manage
their
care
with
their
physicians.
All
results
are statistically significant.
their physicians. All results are statistically significant.
We also observed significantly fewer total ED visits (driven by the reduction in non-urgent visits) and hospital visits in the group that
We also observed significantly fewer total ED visits (driven by the reduction in non‐urgent visits) and
received
the phone interview assessment, compared to the Non-Assessed group. The numbers of urgent ED visits and urgent care visits
hospital visits in the group that received the phone interview assessment, compared to the Non‐
perAssessed
member
wereThe
similar
between
groups.
These
resultscare
indicate
that
members
not reducing non-urgent ED visits by increasing
group.
numbers
of urgent
ED visits
and urgent
visits per
member
wereare
similar
utilization
of
urgent
care
facilities
or
hospitals.
We
did
see
a
difference
in
subsequent
between groups. These results indicate that members are not reducing non‐urgent ED visits byutilization of the nurse advice line between the
assessed
and
non-assessed
groups.
increasing
utilization
of urgent
care facilities or hospitals. We did see a difference in subsequent
utilization of the nurse advice line between the assessed and non‐assessed groups.

Home State Health/Centene® Corporation

Emergency Department Super-User Outreach Program
Description:
Home State Health initiated a comprehensive outreach program in 2013 that focused on members who were frequent users of the
emergency department. Using both claims and facility real time emergency department visit date, this program was designed to
educate members on appropriate emergency department use, offer alternatives such as urgent care and nurse triage services, and to
promote members’ engagement with their primary care physician. Home State Health has seen a significant reduction in use of the
emergency department (ED visits/1,000) from our baseline period (July-Dec 2012) through the first six months of 2014. In addition,
nearly 60 percent of the members who receive outreach through this program refrain from additional emergency department visits
during the subsequent 90-day period.

Abstract:
Preventable emergency department visits are a significant cost driver for any managed Medicaid organization covering the Temporary
Assistance to Needy Families and Children’s Health Insurance Plan populations. Developing programs to educate our members on how
to appropriately access medical services based on healthcare needs is a significant contribution to our mission to provide better health
outcomes at lower costs.
Since beginning operations in 2012, Home State Health has experienced a member emergency department utilization rate far greater
than anticipated or experienced in other Centene managed Medicaid markets. Frequent emergency department use, especially for
non-emergencies, can indicate a host of issues including lack of a primary care provider, lack of knowledge about urgent care centers or
transportation benefits, and possibly mental health issues. Frequent emergency department use for true emergencies likely indicates a
need for case management and assistance.

Key Objectives:
Enhance the patient experience of care, including quality, access and reliability
Control or reduce the per capita cost of care or increase efficiency
Educate patients to make informed decisions when seeking care
Promote engagement with primary care physicians

5

Utilization of Nurse Advice Line

Non-Assessed

Assessed

% Improved

Significance

1.5%

3.1%

106.7%

P<0.001

Our Emergency Department Education program model supports members’ decision‐making by giving

Our Emergency Department Education program model supports members’ decision-making by giving them the education, tools and
them the education, tools and resources to determine appropriate action when seeking health care
resources to determine appropriate action when seeking health care services during and after physician office hours. It serves as a
services during and after physician office hours. It serves as a model for a national best practice
model
for a national
bestonpractice
implementation
basedthat
on addresses
its positiveutilization
promotion
concept
thatthe
addresses utilization behavior before
implementation
based
its positive
promotion concept
behavior
before
theperceived
perceived
need
occurs.
It interweaves
education
and screening
is oriented
to encourage
need
occurs.
It interweaves
education
and screening
and is and
oriented
to encourage
a trustinga trusting relationship between the
member
and their
PCP.the member and their PCP.
relationship
between
8. Geographic Location
Location:

This program took place in the following: _____________ (may list states, cities, or counties)

This program took place in Georgia. NurseWise serves clients across the entire United States.
This program was conducted with a Medicaid health plan in Georgia.

Contact:

9. D.Awards
Kimberly
Tuck Consideration
Please
indicate
in which
categories you believe this program should be considered for MHPA Best
President
and CEO,
NurseWise
Practice
Awards. |Programs
can be considered in multiple categories. Use the opt out if you do not want
(314) 505-6355
ktuck@centene.com
the program considered:
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__X__ Making a Difference Award – The best practice that made the biggest difference in the
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Actions Taken:
This program was designed to provide education and case
management/care coordination to members who are found to be
using the emergency department at a rate of three or more visits in
the last 90 days. Case managers, program coordinators and Member
Connection representatives called and met with members. We
educated members about available benefits including transportation,
nurse triage and urgent care availability, as well as appropriate use of
the emergency department. We also coordinated and set up primary
care physician appointments and provided associated transportation.
We assessed the member’s overall health to identify the need for case
management or to refer the member to other services such as disease
management or social services assistance. In 2014, we also offered
in- home primary care physician visits to our emergency department
super-users.

Outcomes:
Since beginning the emergency department outreach program,
Home State Health has seen a statistically significant (p- value=.0.034)
9.5% reduction in emergency department claims per 1,000 since our
baseline period (July-Dec 2012). In addition, we see a corresponding
cessation of subsequent emergency department visits by nearly 60%
of members who receive outreach from this program.
In addition to a reduction in ER utilization, one of the key benefits of
this outreach program was the assistance provided to members to
establish a relationship with a primary care physician who will serve
as their health home. This health home provides overall coordination
of care which can prevent hospitalizations, treatment complications,
adverse drug reactions, duplication of tests, and overall poor health
outcomes.

Location:
This program took place in all 54 Medicaid managed care counties in
Missouri.

Contact:

Wendy L. Faust
Vice President, Medical Management, Home State Health
(636) 534-4602 | wfaust@homestatehealth.com
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Trusted Health Plan™

Health and Wellness Outreach Center Designed to
Reduce LANE (Low Acuity Non-Emergent) Admissions
to Emergency Rooms
Description:
Trusted Health Plan is a fully-licensed health maintenance organization in the District of Columbia. Trusted began providing
comprehensive managed care services to Medicaid recipients in the District of Columbia on July 1, 2013.

Abstract:
One of the primary challenges articulated by the Director of the Department of Health Care Finance for the District of Columbia
Managed Care Organizations was to reduce LANE (low acuity non emergent) emergency room visits. We decided to create a “health
and wellness outreach center” in the heart of the Medicaid community — East of the River — with the overriding goal to provide
a comprehensive approach to reducing LANE visits. The Center is located in an old community service office building well known
to Medicaid recipients. We renovated the building to include a demonstration kitchen, multi-purpose exercise/conference room,
children’s library, “cyber café”, and offices for case management, health education, diabetic education, quality, EPSDT, outreach and
member services staff.

Key Objectives:
Improve the health of the population
Control or reduce the per capita cost of care or increase efficiency
Enhance the patient experience of care, including quality, access, and reliability

Actions Taken:
The following actions were taken:
Located Member Services staff in Center for members to resolve any problems, arrange transportation, identify and change
PCP, provide replacement ID cards, and coordinate appointments.
Located EPSDT staff on-site to explain importance of services, coordinate appointments, and assure that members are
assigned to PCP.
Located outreach team in Center. Outreach team calls every member that has gone to an ER and coordinates them with the
on-site case manager, as appropriate. The members are invited to come to the Center and provided a full tour of facility and
invited to upcoming events, as well as participation in exercise, cooking demonstrations and health education.
Developed a case manager/outreach team to work directly with emergency room “abusers” — members who went to the
emergency room more than 10 times in six months.
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Provided a full range of activities for members to participate in, including aerobic exercise, yoga classes, cooking
demonstrations, weekly events for pregnant women “Healthy Beginnings” and monthly events for targeted populations.
Located Diabetic Health Education Program in Center. Provides on-site screening, education, nutritional consultation,
glucose monitoring and care coordination for diabetic members.
Located our Quality Department in the Center to monitor outcomes and implement strategic programs to improve HEDIS
measures.

MDwise, Inc.

Integrated Healthcare in Indiana: Collaborating with
Network Partners
Description:

Outcomes:
We expect to reduce LANE admissions by over $1.2
million during the next fiscal year. Participation at the
Center has averaged over 500 visits per month, with
approximately one-third members coming for health
education activities (including cooking demonstrations),
one-third for case management and the balance divided
between member services, center events and utilization
of Children’s and Adult libraries.
We are tracking center utilization by activity. We are
measuring outcomes based on increasing PCP visits,
reducing LANE ER utilization, hospital readmissions,
diabetic, hypertensive, and asthma-related HEDIS
measures.

TRUSTED HEALTH PLAN HEALTH & WELLNESS OUTREACH CENTER
MEMBER VISITS
700

MDwise has run successful integrated care programs in Indiana, with a statewide presence involving multiple community mental health
centers and thousands of consumers. Many network providers provide integrated care that includes Community Mental Health Centers
and Federally Qualified Health Centers. MDwise has capitalized on these relationships to increase the use of integrated models of
service delivery and to improve health outcomes. MDwise members have noted satisfaction with the care they have received.
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Abstract:
500

495

Increasing the use of integrated care in the MDwise network to reduce the cost of care in high cost members and improve HEDIS rates
in well-care measures and LDL by using CMHC’s and their relationships with MDwise members to increase compliance with needed
services.

404

400
300

Key Objectives:

200
100
0

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

94
38
0
1-Jan

1-Feb

1-Mar

1-Apr

1-May

1-Jun

Actions Taken:
MDwise is working with its network providers to integrate behavioral health and medical services and to improve the overall health of
MDwise members, with a particular emphasis on members with serious mental illness. MDwise provides technical support and data to
these sites to support their efforts to integrate care. The CMHC’s working on the improvement of HEDIS measures meet regularly with
MDwise. MDwise also provides administrative data on the results of these efforts.

T H P E N R O L LM E N T
2013 - 2014
31,000
30,096

30,000

29,000

29,747
28,886

28,803
28,067

28,000
27,505
27,000

26,708

26,811

26,000

26,529
,

26,649

26,764

26,710

Outcomes:
MDwise’s Medical Economics team analyzed members who were enrolled in integrated care programs. Members were required to
have at least one month of eligibility prior to and following enrollment in the program. Additional analyses were also completed for
members with six months of eligibility in MDwise before and after enrollment. Additionally, we evaluated members who were high
cost members who had total healthcare spending more than two standard deviations above the average enrollee. The data show
positive outcomes for these programs over the last three years as described below. The trend is clear, integrated care results in cost
savings for high cost members.

26,170

25,000

24,000

Location:
The Health and Wellness Center is located in Ward 7 in Washington, DC.

Contact:

Robin Barclay
Director of Outreach, Trusted Health Plan
(202) 821-1137 | rbarclay@trustedhp.com
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WellPoint, Government Business Division

Rising Star
Description:
Members with three or more admissions over a six-month period for behavioral health disorders or lengthy behavioral health
hospitalizations are offered the opportunity to be connected to a behavioral health home hospital/ hospital physician and home
provider to encourage enhanced care quality from someone knowledgeable about the member’s history with the ultimate goal of
getting members involved in their health care decisions and direction. Providers are chosen for their willingness to work with members
who may be difficult to engage and may have challenges adhering to treatment plans. Home hospitals/ providers are similarly chosen
because of experience with such members and willingness to jointly create treatment plans with managed care case managers,
member’s home provider and the member and to hold the institution accountable for consistent enforcement of the treatment plan.
No financial incentives are provided to the providers/hospitals but an agreement to release the provider/hospitals from traditional
utilization management for members enrolled in the program. Each member is also assigned a field-based case manager that visits the
member as needed in hospital or clinic and is able to work with the member and the members providers around care coordination.

2013 High Cost Members

Abstract:
Individuals with significant behavioral health challenges are frequently disadvantaged and underserved by
the health care system. We have been working to identify a variety of protocols and programs to improve
their care delivery and better meet their needs. More specifically we wanted to remedy the high utilization,
lack of care coordination, and limited engagement by individuals with behavioral health needs.

Key Objectives:
CMHC HEDIS Project
Working with six Community Mental Health Centers, we have focused on access to preventive medical

CMHC
HEDIS
care for
ourProject
members. By using hot-spotting data analyses, we identified members who had been
Working
with
six Community
Mental
Health
Centers,
we received
have focused
on access
to preventive
medical
care forwere
our members. By using
receiving
behavioral
health
services,
but
had not
well-care
visits.
The partner
CMHCs
hot-spotting
data
analyses,
we
identified
members
who
had
been
receiving
behavioral
health
services,
but
had
not received well-care
given lists of MDwise members who received behavioral health services in their centers, but had not
visits.
The
partner
CMHCs
were
given
lists
of
MDwise
members
who
received
behavioral
health
services
in
their
centers, but had not
received care measured under HEDIS measures for childhood, adolescent, and adult preventive care
received
care
measured
under
HEDIS
measures
for
childhood,
adolescent,
and
adult
preventive
care
and/or
cholesterol
screening
and/or cholesterol screening (AWC, W34, LDL) each center designed outreach efforts to increase
(AWC,
W34,
LDL)
each
center
designed
outreach
efforts
to
increase
compliance
with
these
measures.
Additionally,
provider
incentives
compliance with these measures. Additionally, provider incentives were set for reaching certain
were
set
for
reaching
certain
benchmarks
for
each
measure.
All
six
centers
earned
incentive
monies
for
improving
the
receipt
of
benchmarks for each measure. All six centers earned incentive monies for improving the receipt of
preventive
care
for
their
work
in
2013.
preventive care for their work in 2013.
This
project
waswas
one one
of several
initiatives
designed
to improve
HEDIS rates
for these
measures.
This
project
of several
initiatives
designed
to improve
HEDIS
rates
for these measures.

MEASURE
W34
AWC
LDL-C

MDwise HEDIS 2013
REPORTED RATE
69.34%
50.85%
66.24%

MDwise HEDIS 2014
REPORTED RATE
76.89%
58.88%
69.53%

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:
Each member that met the eligibility criteria worked
with case manager to choose a willing home hospital
and home physician. Members were provided
support to obtain care from the home hospital
and home physician. Home providers were
exempted from some utilization management
activities and provided supports to more fully
engage members. Members were also assigned
a WellPoint Case Manager who was able to engage
the member in the field as needed.

For
AWC,
of member
compliance
ranged
from 41.1%-60.7%
For
AWC,
ratesrates
of member
compliance
ranged from
41.1%-60.7%
across the 6across
centers.the 6 centers
For
W34,
rates
of
member
compliance
ranged
from
53.1%-83.3%
across
the 6 centers
For W34, rates of member compliance ranged from 53.1%-83.3% across the 6 centers.
For
LDL,
member
compliance
rates
ranged
from
61.1%-80.4%
across
the
For LDL, member compliance rates ranged from 61.1%-80.4% across the 6 centers. 6 centers
8. Contact Information
Location:

In case there are inquiries on your submission, please provide name and contact information to be listed in
Compendium.

This program took place in Indiana.

Contact:
Dr. Lynn Bradford, PhD, HSPP,

Lynn Bradford,
PhD, HSPPHealth
Director
of Behavioral
Director of Behavioral Health, MDwise, Inc.
Phone Number: 317-822-7307; lbradford@mdwise.org
(317) 822-7307 | lbradford@mdwise.org
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Outcomes:
The program was initiated in the Houston Texas health plan and resulted in a dramatic reduction in hospital utilization, total medical
and behavioral costs as demonstrated in the table and better stabilization of the member in the community. In Tennessee, the
program resulted in a 48% reduction in Total Paid for Medical and Behavioral Costs, 47% reduction in admissions, 59% reduction
in Length of Stay, and a 56% reduction in Readmissions of the Rising Star members. This also has resulted in a longer period of
stabilization in the community and the program has “graduated” 18 members of the original 50 members in the program who have
not been hospitalized for one year, a milestone not achieved by these members prior to their joining this program.

Tables and Figures

Table 1. Member Characteristics ( Texas Only – initial pilot)
Table 1. Member Characteristics ( Texas Only – initial pilot)
Outcome
Mean (Min, Max)
[25th, 75th percentile]
Length of Preprogram eligibility
(months)
Length of ActiveStage program
eligibility (months)
Length of Postprogram eligibility
(months)
Total Medical
Episodes/month
Total Medical
Cost/month
All Inpatient
Days/month
All Inpatient
Cost/month
Total medical less BH
Episodes/month
Total medical less BH
Cost/month
Mental
Health/Substance
Abuse
Episodes/month
MH/SA Cost/month
ER Visits/month
ER Cost/month

Baseline all
Members

Baseline Members
Completed Program

(N=18)
Study Characteristics
5.68 (1.5, 6.13)
5.36 (1.50, 6.10)
[5.97, 6.10]
[5.03, 6.10]
(N=38)

Post-Pre Program
Difference

1.01 (0, 6.00)
[0, 0]

4.65 (0.93, 6.00)
[3.07, 6.00]

-

0.95 (0, 3.61)
[0.50, 1.30]

0.94 (0, 3.61)
[0.66, 0.99]

$3,498 ($0, $13,363)
[$2,201, $4,235]

$3,224 ($0, $7,584)
[$2,049, $4,354]

0.98 (0, 26.07)
[0, 1.01]
$230 ($0, $3,346)
[$0, $281]

2.22 (0, 26.07)
[0.25, 1.65]
$390 ($0, $3,346)
[$38, $409]

8. Geographic Location

6.34
95% CI: 1.81 – 10.88
$3,082
95% CI: 1,312 - $4,852
0.88
95% CI: 0.39 – 1.37
$2,883
95% CI: $1,298 $4,468
5.69
95% CI: 1.50 – 9.87
$703
95% CI: -$342 –
$1,748
0.66
95% CI: 0.22 – 1.10
$2,379
95% CI: $1,275 $3,482
1.91
95% CI: -0.97 – 4.78
$351.1
95% CI: -$35 - $737

Key Objectives:

0.009
0.002
0.001

9. Awards Consideration

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:

0.174

UnitedHealthcare Community Plan of Arizona targets reductions in readmissions among congestive heart failure patients. Participants
are provided with home monitoring equipment that collects, tracks and electronically reports vital sign information through cloudbased connectivity to a secure patient portal. A health care advisor monitors the portal, follows up with the patient and communicates
alerts with PCP and specialty providers as needed. The program is expanding intervention methodology to include the use of
telemedicine technology to provide post-discharge, follow-up visits between patient and PCP or specialty provider. Telemedicine will
also be used to support medication reconciliation, patient assessment and provide an additional dimension to high-touch readmission
reduction efforts.

0.006

Outcomes:

0.001
0.011

<0.001

The proof of concept readmission reduction pilot tracked and monitored two or three patients every day for 30 days post-discharge.
The pilot was conducted over a six-month period and included collaboration between UHCCP-AZ Yuma Regional Hospital and
Preferred Home Care. Prior to the pilot, base line readmission rates for high-risk congestive heart failure patients were consistently
running 20.6%. Monthly readmission rates during the pilot were reduced to 0% in some months and never exceeded 8.3% in any given
month.

0.179
0.072

Location:
This program took place in the following: (may list states, cities, or counties): Texas (multiple counties)
and
Tennessee.
This
program
took place in Texas (multiple counties) and Tennessee.

UnitedHealthcare Community Plan of Arizona is the largest Medicaid (AHCCCS) and Arizona Long Term Care Services (ALTCS) provider,
with over 30 years of experience serving the needs of the Medicaid population. This health plan conducted a readmission reduction
pilot in 2013 by the Telemedicine and Accountable Care teams, who creatively combined the use of electronic home monitoring,
secured patient portal and care coordination follow-up to reduce readmissions among high-risk congestive heart patients from 20.6%
to 8.3%. Pilot success in 2013 is setting the stage for horizontal and vertical expansion in 2014.

Recent Medicare reimbursement changes place hospitals and health plans at financial risk for patients readmitted to the hospital with
the same diagnosis within 30 days of discharge. Monitoring changes in weight and blood pressure, case managers were able to review
findings with patients, coordinate follow-up care with primary care/specialty providers and keep members out of the hospital.

-

7.12 (0.33, 35.74)
[1.33, 8.20]
$1,082 ($36, $7,672)
[$80, $616]

Description:

Abstract:

10.55 (1.67, 21.83)
[6.50, 14.70]

4.28 (0, 44.00)
[0.98, 4.31]
$616 ($0, $7,672)
[$36, $606]

Tech and Touch Topples High-Risk Readmission

(N=18)

10.53 (0, 27.52)
[5.41, 14.70]

Study Outcomes
5.23 (0.49, 46.8)
8.06 (0.99, 39.34)
[1.79, 5.28]
[2.30, 8.60]
$4,114 ($36, $14,733) $4,306 ($36, $13,180)
[$2,281, $5,166]
[$2,396, $4,970]
1.18 (0, 3.93)
1.23 (0, 3.93)
[0.66, 1.63]
[0.75, 1.33]
$3,842 ($0, $13,556)
$3,874 ($0, $12,839)
[$2,246, $4,965]
[$2,314, $4,498]

p-value

UnitedHealthcare Community Plan of Arizona

Location:
This program took place in Yuma, Arizona.

Contact:

Stephen Chakmakian
Chief Medical Officer, UnitedHealthcare Community and State
(602) 255-8205 | stephen_chakmakian@uhc.com

Contact:

4William G. Wood, MD
RVP, BH Medical Director, Government Products Division, WellPoint
(615) 804-5435
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Healthier Babies and Children
The Medicaid program is one of the largest sources of health insurance for children. According to the Centers
for Medicare and Medicaid Services (CMS), Medicaid and the Children’s Health Insurance Program (CHIP)
provide health coverage to more than 43 million children. Health plans are accountable for ensuring that
children receive necessary preventive services, including immunizations, well-child check ups, and dental care.
Since Medicaid plans also provide services to pregnant women, they also have well established programs to
improve prenatal care and care of newborns. The 12 programs described in this section illustrate health plan
innovations and creative outreach strategies to improve the health of children and infants.

Actions Taken:
Recognizing the needs, UHCCP-AZ re-launched the UnitedHealthcare Dental Education Program. This program is a
comprehensive presentation for students, school administrators, teachers and parents. The education program teaches adults
to recognize oral health care needs, and the importance of promoting preventive dental habits in children. Furthermore, the
UnitedHealthcare team decided to bring the clinical dental team to the schools during the education outreach to provide
the students with a preventive service (prophylaxis, exam, fluoride varnish). A systematic approach was taken to identify the
target districts, and schools within the district, which according to internal data showed the greatest disparities. UHC team
dental department management evaluated the social landscape surrounding these districts, and outreached to community
partners servicing the corresponding landscape. Additionally, strategic network recruitment was done to employ large dental
in-network groups who have ties to the community, strong presence within the target districts/population, and the resources
to complement the efforts. A collaborative meeting between UnitedHealthcare and community partners was set for a roundtable discussion. Goals were to identify the target population by: phase, district, school, age range and encounter opportunity.
Furthermore, all partners would volunteer their resources, strategies and networking opportunities for an all-over evaluation on
how these resources could have the greatest impact when combined.
T

UnitedHealthcare Community Plan of Arizona

Arizona Community Partners Oral Health Collaborative

Target Population Data

Target ZIP Codes

Member Age Groups

Total Count per Age Group

Total Count of ZIP Codes

Age 0 – 10

78,028

304

Age 11 – 20

61,884

Healthy Kids

ZIP Codes/Districts per Phase
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Description:

Estimated ZIP Codes per Phase

Estimated Districts per Phase

Estimated Member Count per Phase

The Arizona Community Partners Oral Health
Collaborative is a partnership between philanthropic,
business, non-profits, dental provider groups, and
UnitedHealthcare Community Plan of Arizona
(UHCCP-AZ). UHCCP-AZ, Arizona’s largest Medicaid
payer, has been providing care for the Medicaid and
special needs populations for over 30 years. This
collaborative seeks to expand oral health education
to at-risk families through encounters at community
centers, Head Starts, daycare, public health
locations and school-based settings. Additionally,
this collaborative combines forces to test real-life
integration of oral health education initiatives by
acting as outreach, health education and navigator
to deliver on-site dental screenings to a growing
Medicaid population. Target population is 120,000
UnitedHealthcare dentally-eligible members (aged 0
– 20), filtered by ZIP code and school/district settings.

3–4

12 – 20

10,000

Abstract:
Arizona state statistics shows 75% of third graders have had, or currently have, dental decay. Additionally, 50% of
children aged 0–4 have never visited a dentist (Arizona Department of Health Services, 2009). Within the Child Health
System Performance, Arizona ranks 49th for children’s health, and 50th for children’s oral health problems (Muggeridge,
2011). UnitedHealthcare currently serves approximately 200,000 dentally eligible children (aged 0–20) across 13
counties in Arizona. Internal data shows approximately 120,000 of these members have not had a dental exam in over
12 months.

Outcomes:
Community partners that agreed to participate in the collaborative are:
Esperança – Global organization whose local projects include oral health education, screenings and community
outreach to target low-income areas within Phoenix.
Golden Gate Community Center – Community center within the Isaac School District in Phoenix. Serves over
7,000 adults, children, youth and seniors annually. Programs include Head Start for preschool children, referral case
management for the community and adult education classes.
Discovery Triangle – Organization that connects like-minded partners to encourage collaboration and creativity within
the “discovery triangle” sector of Phoenix. Furthermore, manages a mobile unit that brings fresh fruits and vegetables to
target low-income schools/neighborhoods.
Risas Dental Group – Large clinical dental group that serves several counties within Arizona. Primary target population
is Medicaid and uninsured individuals. Efforts include a weekly radio program that provides free dental education to a
mass population within Phoenix. This group has a strong presence within the Hispanic population.
Murphy Children’s Dental Clinic – On-site, school-based, comprehensive dental home for the Murphy School District
(Phoenix). This dental office is the only portable, self-contained, school-based comprehensive dental clinic in Arizona.
Arizona Tooth Doctor for Kids – Dental group whose brick-and-mortar locations include offices in Phoenix, Globe and
Mesa. Furthermore, two mobile units are used to provide preventive services to Arizona children during community
events and at target school districts.
The Legacy Foundation – Philanthropic organization that strengthens and supports community collaborations that
focus on children, family and senior services. Additionally, this organization donates millions of dollars to non-profit
organizations annually.
Saint Vincent de Paul Dental Clinic – Comprehensive free dental clinic that provides treatment and preventive care to
uninsured children and adults. This organization provides over 6,284 dental appointments per year and works with local
schools to educate students on oral health.

Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
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A round table discussion yielded favorable results. Excitement and momentum was created to target specific districts, and
schools using combined resources to identify the systematic approach to ensure all students within the school/districts (by
phase) received dental preventive services. Future plans for implementation include education guides for facilitators, education
for school nurses on recognizing dental emergencies, and combination of school events (back-to-school events, student
assemblies) with clinical preventive dental services during events. Incentive strategies include gift cards for parents of students
receiving dental preventive services, school-wide contests with prizes for students with proof of a dental encounter, and
monetary grants for schools that promote oral health education.

Quantitative and Qualitative Outcomes
The quantitative outcomes are 46,585 closed dental gaps in care from the targeted population. Numerous collaborative
outreach efforts originating from the collaborative have supported the outcomes thus far.
The qualitative outcomes have resulted from the following interventions:
Community Outreach Events (education/service) – Several events were executed targeting members with gaps
in care. Events were as follows: Dia De Los Ninos (Day for Children) and back-to-school health and safety fairs (Pima
and Maricopa County). At these events, dental provider groups from the collaborative conducted screenings for both
health plan and community members. Approximately 7,500 people received education at these events.
Member Outreach – In addition to health outreach through the collaborative, provider partner Risas Dental enhanced
member reach by launching a phone call campaign of 2,000 members (targeted list) to personally invite to dental
outreach community events.
Media – Risas extended outreach parameters through radio advertisement via a local radio show. The radio show
promoted overall dental health and a back-to-school event.
Provider Outreach – Lists of contact information for targeted members was sent to 500 in-network providers. These
providers were encouraged to outreach these members and schedule a dental appointment. Additionally, fax blasts to
2,000 dental providers were sent to identify the collaborative goals, and to ask providers for help with outreach efforts
through in-office interventions (apply services according to periodicity schedule, and call for appointments).
School Outreach Dental – Dental outreach and education will begin in the fall. However, through this collaborative,
district leaders have already been identified and added to the collaborative.

Location:
This program was a statewide effort, including all counties and an estimated 304 ZIP codes.

AmeriHealth Caritas Pennsylvania and ProgenyHealth

Care Coordination for Infants with Neonatal Abstinence
Syndrome Secondary to In-Utero Opioid Exposure
Description:
The incidence of Neonatal Abstinence Syndrome (NAS) due to maternal opioid use during pregnancy continues to rise, and much of
the cost burden is born by Medicaid. AmeriHealth Caritas Pennsylvania has experienced an increase of NAS in its NICU population
similar to the national trend. ProgenyHealth noticed wide management variations and lengths of stay among NICUs and developed an
evidence-based management guideline used to conduct care management for this often difficult-to-manage cohort.
This has resulted in an average of length of stay of 21 days for this population, which compares favorably to the consensus average
of approximately 30 days as reported in the literature. Quality of care was maintained as evidenced by only a single readmission for
further NAS treatment.

Abstract:
Illicit opioid abuse has reached epidemic proportions in the United States. It has been estimated that illicit drug use occurs in 4.4% of
pregnant women, 16.2% among pregnant teens, and 7.4% among pregnant women 18 to 25 years of age. This has resulted in infants
being born with opioid dependency. After delivery these infants begin to suffer withdrawal symptoms, termed neonatal abstinence
syndrome (NAS). Based on a JAMA study from 2009, the NICU cost for an NAS admission is $53,000 or over $720M per year in aggregate,
with nearly 80% attributed to Medicaid.1 Additionally, a recent study published in the Journal of Perinatology demonstrated variation
in hospital treatment of NAS resulting in wide variation in lengths of stay and hospital charges among 14 major US Children’s Hospitals
from 2004 -2011.2 Increased length of stay is not only a cost-driver, but exposes the baby to hospital-associated morbidity, and can
negatively affect the mother-baby dyad by delaying bonding. The incidence of NAS in the AmeriHealth Caritas Pennsylvania NICU
population has continued to increase year after year, mirroring the national trend. It is now approaching 8% of total NICU admissions.
The goals of the program are to shorten the average length of stay for NAS cases thereby decreasing the associated inpatient costs by
optimizing/standardizing treatment regimens, and to promote mother-baby bonding, while not adversely affecting clinical outcomes
as measured by readmissions for NAS treatment.

Key Objectives:
Control or reduce the per capita cost of care or increase efficiency
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Promote maternal infant bond

Contact:

Sheila Shapiro
Chief Operating Officer, UnitedHealthcare Community Plan of Arizona
(602) 255-8256 | sheila_shapiro@uhc.com
Noemi Bohn
Community Outreach Supervisor, UnitedHealthcare Community Plan of Arizona
(602) 255-8270 | noemi_j_bohn@uhc.com
Denise M. Clemente
Dental Operations Manager, UnitedHealthcare Community Plan of Arizona
(602) 255-8754 | denise_clemente1@uhc.com

Actions Taken:
Due to the wide inter-institutional variation in the management of NAS, ProgenyHealth sought to develop an evidenced-based
treatment guideline for NAS. After a comprehensive, up-to-date literature review, ProgenyHealth in conjunction with its Medical
Advisory Board, a group of nationally-representative, board-certified, practicing neonatologists, developed an NAS management
guideline. This guideline is disseminated to participating NICUs to use as a clinical guideline and resource to assist them in the
management of NAS infants. It is also reviewed with providers in NAS case discussions for the purpose of sharing evidence-based best
practices to promote quality health care.
ProgenyHealth conducted a retrospective data analysis from its electronic database of all of AmeriHealth Caritas Pennsylvania’s
NICU patients with a diagnosis of NAS requiring pharmacologic treatment from 2007 through 2013 to assess the effect of its care
management strategy on this population.
_________________________________________________________________
Footnotes
1
2
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Patrick SW, Schumacher RE, Benneyworth BD, Krans EE, McAllister JM, Davis MM. Neonatal Abstinence Syndrome and associated health care expenditures United States, 2000-2009. JAMA 2012; 307:1934-1940
Patrick SW, Kaplan HC, Passarella M, Davis MM, Lorch SA. Variation in hospital treatment of neonatal abstinence syndrome in US Children’s Hospitals, 2004-2011. J Perinatol 2014 Jun 12 doi: 10.1038/jp.2014.114. [Epub ahead of print]
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Outcomes:
From 2007 through 2013, for the AmeriHealth Caritas Pennsylvania population of infants with NAS managed by ProgenyHealth, the
average length of stay (ALOS) was 21 days. This compares favorably to consensus duration of approximately 30 days reported in the
literature1,2 and represents a 30% reduction in ALOS. During this 6-year time frame, only one baby required readmission for treatment
of NAS, supporting the clinical stability and readiness of infants at NICU discharge. These results also speak to the benefit of our
well-established case management First Year of Life program, which has successfully reduced readmission rates. Case management
supports this at-risk population by addressing parents’ clinical concerns and by connecting them with available social support
programs. Less time spent in the NICU translates to cost-savings for the health plan and supports the establishment of the motherbaby dyad. Of note, some of the infants were treated with a combined inpatient/outpatient medical protocol. When one major
facility discontinued this approach due to lack of provider willingness, length of stay increased back to pre-program levels. Further
development of a combined approach remains an opportunity that requires a coordinated effort between health plans and providers
which can be facilitated by the type of programmatic approach that ProgenyHealth provides.

Location:
This program took place in Pennsylvania.

Contact:

Michael N. Musci, Jr. DO, MBA
Chief Medical Officer, ProgenyHealth
(484) 362-6545; mmusci@progenyhealth.com

About AmeriHealth Caritas Pennsylvania
AmeriHealth Caritas Pennsylvania, a member of the AmeriHealth Caritas Family of Companies, is a Medical Assistance (Medicaid) managed care
health plan serving 26 counties in Central and Northwestern Pennsylvania. Headquartered in Harrisburg, Pennsylvania, AmeriHealth Caritas
Pennsylvania is a mission-driven company dedicated to helping members get care, stay well and build healthy communities. For more information,
visit www.amerihealthcaritaspa.com.
About AmeriHealth Caritas
AmeriHealth Caritas is one of the nation’s leaders in health care solutions for those most in need. AmeriHealthCaritas operates in 16 states and
the District of Columbia, and serves more than 6 million Medicaid, Medicare and CHIP members through its integrated managed care products,
pharmaceutical benefit management services, behavioral health services and other administrative services. Headquartered in Philadelphia,
AmeriHealth Caritas is a mission-driven organization with 30 years of experience serving low-income and chronically ill populations.
For more information, visit www.amerihealthcaritas.com.
ProgenyHealth
ProgenyHealth delivers care management solutions to insurers and employer groups, managing the health care services provided to premature and
medically complex newborns in the neonatal intensive care unit (NICU) after birth. ProgenyHealth’s clinically driven program promotes appropriate
NICU utilization, improves access to care, educates family members and reduces costs while maintaining the highest quality level of care.

____________________
Footnotes
1

Kraft WK, Gibson E, Dysart K, et al. Sublingual buprenorphine for treatment of the neonatal abstinence syndrome: a randomized trial. Pediatrics 2008;122:e601–e607.
Seligman NS, Salva N, Hayes EJ, Dysart KC, Pequignot EC, Baxter JK. Predicting length of treatment for neonatal abstinence syndrome in methadone-exposed neonates.
Am J Obstet Gynecol 2008;199:396e1-e7
2

AmeriHealth Caritas Pennsylvania and AmeriHealth Northeast

Cavity Free Kids: Oral Health Education for Preschoolers
and Their Families
Description:
Cavity Free Kids is a Head Start-supported oral health education curriculum with the goal of implementing effective and creative
ways to teach oral health to preschoolers and their families. Both children and adults learn about proper oral hygiene through
a combination of demonstrations and fun, hands-on play-based activities, learning the best ways to prevent tooth decay. Since
January 2014, 28 Cavity Free Kids events have been conducted throughout Northeastern and Northwestern Pennsylvania, providing
oral health education to hundreds of members and their families.

Abstract:
Dental caries is the single most common chronic childhood disease — five times more common than asthma and seven times more
common than hay fever. Children in low-income families suffer twice as many dental caries as adults, and their disease is far less
likely to be treated. Poor oral health is related to poor performance in school, poor social relationships and lower success in later life.
Knowledge is a powerful tool in combating these problems. Through early childhood education programs, Cavity Free Kids works
to incorporate information and understanding about the importance of dental care into peoples’ daily lives, and as a consequence,
change behaviors and attitudes, leading to improved oral health.

Key Objectives:
Improve the health of the population
Improve quality of care in a specific clinical area, i.e.
prenatal care, diabetes, asthma, etc.
Oral health education

Actions Taken:
AmeriHealth Caritas Pennsylvania partnered with dentalprovider practices to hold Cavity Free Kids at a variety
of locales, including Head Start centers, YMCAs, public
schools, public libraries, shopping malls, and a Holiday
Inn. AmeriHealth Caritas Pennsylvania-based community
outreach specialists were trained and certified by the
Pennsylvania Head Start Association as health educators.
Our health educators then partnered with our local Head
Start chapters to jointly provide oral health training to
teachers, parents and children.
Cavity Free Kids provides early learning educators with
user-friendly tools to incorporate five essential oral health
concepts into classroom activities, home visits, parent
education and family-fun nights. The five essential oral
health concepts are:
Let’s Clean Our Teeth
Get a Dental Check Up
Why We Need Teeth
What Hurts/Weakens Teeth
We Can Keep Our Teeth Strong
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The training material was prepared by the Washington Dental Service Foundation (www.cavityfreekids.org). Training topics
included flossing and brushing demonstrations; acid attack demonstration; how much sugar is in an average daily meal; and a
parent meeting on taking care of teeth. These demonstrations were accompanied by training activities for children. To better
engage children and their parents, one health educator developed the idea of employing a tooth fairy theme, which has been
very well received by children and their parents alike.

Key Objectives:

Outcomes:

Actions Taken:

From January 1, 2014, to the present, community outreach specialists and health educators (trained by the PA Head Start
Association) have performed 28 Cavity Free Kids presentations throughout the 35 counties of Northeastern and Northwestern
Pennsylvania. In two of the larger events (i.e., at the Cranberry Mall and Clarion Holiday Inn), 800 to 1,000 participants
attended, including hundreds of AmeriHealth Caritas Pennsylvania members.

Clinical support staff made outreach calls to inquire about and assist with barriers. Members were provided with community resources
and assistance contacting First Choice care connectors/managers and their primary care provider as necessary. Calls were followed
with mailed communications tailored to First Choice members’ needs. The mailings provided information about transportation services
and mileage reimbursement, mail order pharmacy service, asthma action plans and other community resources. The packages also
included an “Every Day Matters – Breathe Easy” asthma bracelet and mirror/refrigerator cling as reminders of the importance of daily
medication compliance.

Location:

Control or reduce the per capita cost of care or increase efficiency
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Reduce disparities in care of racial and ethnic minorities

This program took place in 35 counties within Northeastern and Northwestern Pennsylvania.

Select Health also addressed well visits to enhance this intervention. Members with coordination of care issues were referred to care
management. Members who could not be reached by phone were referred to health plan based- or community-based asthma
educators who travelled to members’ homes to meet with them in person.

Contact:

In addition, Select Health contacted Spanish-speaking members to assist them with access to the plan’s language line service, advising
them about free language services and Spanish-speaking providers in the network. Foster care members received coordination of care
services from their Department of Social Services case workers/health plan case managers and foster parents.

Lori McNew
Director, Quality Management, AmeriHealth Caritas Pennsylvania
(717) 651-3559 | lori.mcnew@amerihealthcaritaspa.com

To further supplement these efforts, First Choice members were informed about and given assistance enrolling in asthma education
camps hosted by the American Lung Association. Select Health sponsored several local events for the purpose of asthma education.
Our asthma educator and community outreach specialist also outreached to school nurses, providing tools from the Centers for Disease
Control and Prevention and the Environmental Protection Agency related to the management of asthma in schools.

Outcomes:
After implementing this community outreach effort, our Healthcare Effectiveness Data and Information Set (HEDIS®) asthma
compliance rates improved across multiple measures and resulted in some of the best rates of compliance historically.

Select Health of South Carolina

Collaborative Community Approach to Improve Asthma
Medication Compliance

Appropriate Use of Asthma Medication for ages 5 to 11 years: Compliance increased 3.3 percent, from 90.4 percent in 2012 to
93.4 percent in 2013.
Asthma Medication Compliance (50 percent): Compliance increased 11.5 percent, from 51 percent in 2012 to 56.8 percent in
2013.
Asthma Medication Compliance (75 percent): Compliance increased 13.6 percent, from 27.3 percent in 2012 to 31 percent in
2013.
There was also a statistically significant improvement in well visit compliance.

Description:
Select Health of South Carolina initiated a multi-pronged community outreach effort to First Choice members with asthma
to increase coordination of care and decrease barriers to access of services, equipment and care. This outreach included
targeted interventions to specific populations to address disparities within the asthma population, including members who
self-identified Spanish as their primary language and those within the foster care system.

Location:
This program took place throughout
the state South Carolina.

Abstract:
Because asthma complications can be prevented with proper use of and adherence to medication, Select Health works to
ensure that all members with asthma fill their prescribed asthma controller medications. Using pharmacy data, Select Health
identified members without asthma controller medication or with 50 percent or less asthma medication. A workgroup
comprised of a representative from each department within Select Health evaluated members’ geographic location, gender,
ethnicity, preferred language and primary care provider, identifying Spanish language and foster child subset populations as
groups with particular disparities.

42

Contact:

Faleshia Jones
Director of Quality
Select Health of South Carolina
(843) 569-4588
fjones@selecthealthofsc.com
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Managed Health Services, Centene® Corporation

Early Periodic Screening, Diagnosis and Treatment (EPSDT)
On-site Review and Education Program

Outcomes:
Since 2011, over 165 on-site reviews have been conducted. Of those reviews, 27 providers were identified in need of a re-audit. As of
August 2014, all of those providers have passed the re-audit. A handful of offices requested an EPSDT on-site review to help identify
areas of improvement. For measurement year 2013, MHS reached above the 75th percentile for the HEDIS Adolescent Well Care and
Well-Child 0-15 months measure and above the 50th percent for the HEDIS Well-Child 3-6 Years measure. Exact percentage increases
are shown in the table below.

Description:
Managed Health Services, or MHS, is committed to promoting preventive health screenings and improving the complete health
of children enrolled in its health plans. The EPSDT On-site Review and Education program promotes quality and dynamic wellchild care, appropriate well-child documentation habits and provider awareness of pediatric preventive care. Over the past three
years, MHS has seen a sustained increase in child-related HEDIS measures.

HEDIS Percentage by Measure
Measurement Year

Adolescent Well Care

Well-Child 3-6 Years

Well-Child 0-15 months

2011

55.10 %

65.05 %

61.18 %

2012

54.30 %

67.55 %

65.12 %

2013

62.03 %

72.63 %

71.74 %

Abstract:
With the high proportion of children in our population, our ability to impact the incidence of EPSDT and pediatric preventive
well child exams is of vital importance to the overall well-being of our membership. Ensuring our members were receiving the
necessary preventive care was imperative.
Further, MHS was not consistently performing as desired on all child-related HEDIS measures. In measurement year 2011, MHS
scored below the 75th percentile for Adolescent Well-Care, Well-Child 0-15 months, Well-Child 3-6 Years and Lead Screening in
Children. These contributing factors were identified during the HEDIS audit process. Some office visits submitted by providers
were listed as a “well-child visit” but did not have the required documentation to count as a well-child visit. On the other hand,
some office visit notes had the required well-child documentation but were not coded or billed as so. Further, lead screenings
were being performed, but often times after the child’s second birthday, making the date of service not eligible for HEDIS.

Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Demonstrate accountability of Medicaid health plans, including fraud and abuse

MHS has continued to see an increase in HEDIS Lead Screening in Children scores. The number of Medtox Lead screenings has
improved from 1,394 in 2011, 1,961 in 2012 and up to 2,216 in 2013.

Location:
This program took place in Indiana.

Contact:

Dr. Robert Baker
Vice President, Medical Affairs, MHS
(317) 684-9478 | rbaker@mhsindiana.com

Actions Taken:
The program has implemented ongoing processes to monitor compliance with the EPSDT program requirements and initiated
interventions to promote substantial and sustained improvement over time. The key aspects of the program are on-site provider
reviews and provider education. In addition, to improve our child-related HEDIS scores, we decided to review well-child billing
and documentation, and missed opportunities for preventive care.
A Quality Improvement EPSDT Coordinator facilitates on-site reviews for at least 24 primary medical provider offices each year.
Providers are randomly chosen and targeted based on HEDIS results, and large panel providers are prioritized for an annual
EPSDT review. In coordination with Provider Relation Specialists, the primary medical providers are notified that an on-site record
review will be scheduled. The Quality Improvement EPSDT Coordinator assesses EPSDT practices and documentation habits
using a standardized audit tool. Preliminary audit results are reviewed with the provider office at the conclusion of the medical
record review. Education is offered at this time. Model record-keeping aids, such as Bright Futures and other standardized
documentation forms, are shared with providers as indicated. A comprehensive packet is mailed to the providers within 45 days
of the audit by the Quality Improvement EPSDT Coordinator. The packet includes audit result letter, a copy of the completed
audit tool and any appropriate education handouts. For any provider who’s overall audit score is below 80 percent, a follow-up
on-site review is scheduled within nine months’ time. This allows time for the provider to implement interventions.
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MDwise, Inc.

Everyone Needs Check-ups: An Initiative to Reduce
Barriers to Care and Care Gaps and Improve the Health
of MDwise Members
Description:
Everyone Needs Check-ups is a multi-faceted initiative that began in 2008 and has gained momentum over the years as it expanded
to all areas of the health plan. The program started with a campaign that appeared on the MDwise website providing preventive
care guidelines by age and gender and targeted postcards with these guidelines sent to all MDwise members. The campaign also
appears on signage used at Outreach and Provider events, in provider materials and signage, advertising and website banners.
As the program developed, the focus shifted to take a look at the planning and coordination of outreach events to meet Health
Effectiveness Data and Information Set (HEDIS) goals, establish relationships with members, and otherwise increase access to care.
The MDwise Outreach and Network Improvement Program (NIP) Team started working with providers and Federally Qualified
Health Centers (FQHC), Community Health Centers (CHC), and large volume practices to create events targeting MDwise members
who were in need of preventive health care services. The Network Improvement Program (NIP) team also offered their specialty
of ensuring that the health centers billed for the services provided at the events in order to get proper credit for HEDIS. The
MDwiseRewards program was promoted with this effort since MDwise members receive points for getting check-ups and other
preventive care through this program, which results in gift cards to the member. Additionally, the members were informed that
they’d also receive a bonus $10 gift card at the event when they were being scheduled for their appointment. Backpacks filled with
school supplies were provided at some events through the MDwise Tools for Schools program and MDwise’s mascot, Ms. Bluebelle,
was present at many of the events. MDwise members were educated on the health plan including the myMDwise member portal
on the website. At events that were also open to the community, uninsured individuals that were encountered were provided with
resources to apply for health insurance.

Abstract:
According to a focus group done with physicians and dentists by Washington University Center for Health Policy, non-compliant
/undependable patients was listed as a top medical challenge with Medicaid patients. MDwise’s experience, as most managed
care organizations and physicians report, is no different. MDwise has historically promoted to its members seeing their doctor for
preventive care. This program was designed to place even more emphasis on preventive care and use expanded tactics to promote
the message and provide opportunities for non-compliant MDwise members to get annual check-ups and health screenings
outside of normal doctor office business hours.

Key Objectives:

5)

The Outreach and NIP teams provide ideas and suggestions to the ENC planning committee on how to reach members,
advertise event, and how to plan for the event and the teams provide and explain to provider office/scheduler the talking
points for an ENC Day, highlighting the incentive offered, importance of coming into the doctor, and promote MDwise
outreach.

6)

The NIP team provides HEDIS reports to the ENC planning committee, along with other ad hoc lists of HEDIS and quality
information as requested by the committee.

7)

The NIP team conducts a data pull of non-complaint members for provider’s offices on specific HEDIS measures to guide the
planning of an event.

8)

The Outreach team partnered with provider’s offices, FQHCs and CHCs planned and hosted Outreach events to provide
expanded access to care. The events were customized to member’s needs in the targeted areas. The events were held at times
that are convenient for the member, which are typically evenings and weekends. Some events were held for an entire week
to ensure the most coverage possible. All of the events were promoted throughout the communities with flyers, posting on
the MDwise website, local publication calendar alerts and grass roots efforts to spread the word about the events. The health
plan Delivery System, Outreach team and/or the provider’s office staff contacted members with care gaps directly to set-up
appointments.

9)

Incentives were offered to increase member attendance at the events. These included points towards a gift card for the
MDwiseRewards program and backpacks with school supplies. MDwise Rewards is also promoted on the MDwise website,
member newsletter, direct mail postcards, flyers, provider office pieces, etc. Preventive care is the overarching focus of the
MDwiseRewards program.

Enhance the patient experience of care, including quality, access, and reliability
Improve the health of the population
Control or reduce the per capita cost of care or increase efficiency

Actions Taken:
In the past year, the following initiatives were in place. Some of these initiatives have been in place for several years:
1)

Developed an over-arching campaign theme “Everyone Needs Check-ups” with preventive care information that appeared
on the MDwise website, signage and materials.

2)

Created targeted direct mail postcards with preventive care schedules were mailed to all MDwise members. The postcards
were customized by age/gender. Over 200,000 postcards have been sent to MDwise households each year since 2008.

3)

Provider educational materials were developed by the NIP team and distributed to provider’s offices. These materials
include the W15 flyer for 0-15 months measure and Well-Child First poster, which provides specific procedure codes for
EPSDT/Well-Care, Preventive/Well-Care and Sick Visit Plus EPSDT, and each year’s full HEDIS performance measures with
billing codes poster.

4)
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The Outreach and NIP teams establish planning sessions with appropriate individuals at the provider offices to initiate
and discuss ENC event details, work flow, processes, best practices, resources, and expectations. The NIP team presents,
reviews, and explains HEDIS and quality data during the initial meeting to determine which HEDIS measures to target
during the ENC event.

Outcomes:
MDwise created several MDwise Member Events across the state in the past year to carry out the Everyone Needs Check-ups initiative.
1,826 MDwise members have completed preventive care appointments from Aug of 2013 to date through ENC events —
including well-child visits, LDL screenings and other quality measures.
3,124 MDwise members were scheduled to receive their check-ups through ENC events; therefore the attendance rate was
58.5%, which is slightly lower than 2013’s attendance rate of 61%. This statistic represents events that were held to date in
2014, which were mostly held between April and August.
Each member and their families received direct member education on MDwise benefits, how to stay enrolled and were able to
get answers to questions they have regarding their health coverage.
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The MDwise outreach and NIP team has forged strong relationships providers, FQHCs and other key partners to expand
opportunities for members to complete preventive visits and provide education on the MDwise Health Plans.
FQHCs in Central Indiana
140 non-compliant members who had not received their well-child visits came to a single Everyone Needs Check Up event in
partnership with IU Health Family Medicine Residency in Central Indiana. A total of 240 non-compliant members were invited,
with a similar attendance rate with all of our events. We also offered additional information about MDwise specific programs,
such as MDwiseRewards, SafeLink, ER use, and MDwise special programs.
MDwise and HealthNet have had events at multiple HealthNet health centers in Central Indiana in 2013. Out of the 238
non-compliant members that were invited, 186 members received their well-child visits. We also have offered additional
information on bicycle safety, nutrition, reading, physical activity, and dental health at these events. All of the MDwise
members who attend the events were educated on myMDwise and how to redeem MDwiseRewards at these events.
Provider groups in East Central Indiana
216 non-compliant members who had not received their well-child visits
MDwise and MDwise Hoosier Alliance worked with provider offices and community health centers to organize and hold seven
ENC events in 2013. Out of the 371 non-compliant members that were invited, 216 members received their well-child visits.
The outreach team also educated 440 MDwise members on how to sign-up for the myMDwise and how to redeem MDwise
Rewards at these events. At selected sites, free dental screenings were provided to all children that attended.
210 non-compliant members who had not received their well-child visits
MDwise teamed up with MDwise Hoosier Alliance, Select Health Network, providers, FQHCs and CHCs on 13 ENC events.
Out of the 334 MDwise members who were scheduled to receive their preventive care, 210 received their well-child visit.
The outreach team also educated 88 members on the MDwiseRewards Program and signed up 80 MDwise members on the
MDwise Portal at these events.
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Location:
The educational pieces were distributed or mailed statewide and/or available on the website to all MDwise members and providers.
MDwise and the health centers that collaborated on Outreach events conducted the Everyone Needs Check-ups initiative in the
following communities:
Michigan City, Indiana (LaPorte County)
Anderson, Indiana (Madison County)
Mishawaka, Indiana (St. Joseph County)
Evansville, Indiana (Vanderburgh County)
Indianapolis, Indiana (Marion County)
Kokomo, Indiana (Howard County)
Gary, Indiana (Lake County)
Logansport, Indiana (Cass County)
Peru, Indiana (Miami County)

Contact:

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

South Bend, Indiana (St. Joseph County)
Terre Haute, Indiana (Vigo County)
Fort Wayne, Indiana (Allen County)
Plymouth, Indiana (Marshall County)
Delphi, Indiana (Carroll County)
Bedford, Indiana (Lawrence County)
Knox, Indiana (Starke County)
Linton, Indiana (Greene County)
Seymour, Indiana (Jackson County)

Health Partners Plans (HPP)

Healthier YOU! Baby Partners Program
Description:
The Baby Partners program was designed to help educate pregnant Health Partners Plans (HPP) Medicaid members about the importance of getting proper prenatal and postpartum care. Baby Partners program participants receive:
Case management services that include telephonic-based education and information about pregnancy, childbirth and child
care after delivery
Home visits for high-risk pregnancies as needed
Member incentive where members may receive up to $100 for completing an early prenatal visit, receiving dental care and
having a postpartum visit
Referrals for domestic violence support, depression counseling, quit smoking programs and transportation
Doula support (prenatal and postpartum) for members who lack social support or require breastfeeding education or may
need childbirth coaching
Follow-up care for mom and baby after delivery
Help finding a pediatrician
A 24-hour breastfeeding helpline, staffed by certified breastfeeding counselors
In 2012, Finity Communications was awarded a Health Care Innovation Award designed to lower costs and improve the health and
care of Health Partners Plans members. One of the ways HPP used the grant was to enhance its existing Baby Partners program, by
incorporating real-time reporting and measurement into the program.
The project described in this compendium was supported by Grant Number 1C1CMS331034 from the Department of Health and Human Services, Centers for Medicare & Medicaid Services. The contents of this publication are solely the responsibility
of the authors and do not necessarily represent the official views of the U.S. Department of Health and Human Services or any of its agencies.
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Abstract:
Using evidence-based guidelines, the Baby Partners program strives to optimize the health outcomes of Health Partners Plans
pregnant members and to promote the importance of preventive health care. The program helps members understand how their
baby develops during pregnancy and the ongoing care required for a healthy outcome. It also enables case managers to maintain
regular communications with pregnant members so that they can answer questions, provide information and resources and respond
to special needs in a timely fashion. Interventions are member specific in order to address barriers to care, as well as behaviors that may
potentially jeopardize the outcome of the pregnancy.

Key Objectives:
Improve the health of the population
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Utilize new innovation and technology to improve member health outcomes, while maintaining quality and reducing costs

Actions Taken:
Our Health Care Management team developed an incentive program that rewards members who schedule needed checkups, while
staying in contact with their Baby Partners case manager throughout their pregnancy. This initiative was also designed to improve
HEDIS measures in the areas of prenatal and postpartum care, as well as dental screenings for pregnant members.
Through a partnership with acknowledged industry leaders in prepaid card and transaction technologies, Baby Partners launched the
new incentive program in 2012. Through the program, members are given a restricted gift card good for purchases such as diapers,
lotion, shampoo, milk, and medicine at participating stores. Members can earn up to $100 loaded onto the card. Upon completion of
each of the following doctor visits, the cards are credited with $25:
A prenatal visit within the first trimester or within 42 days of enrolling in a HPPs Medicaid plan.
Completion of a dental screening visit (anytime throughout the pregnancy and up to 60 days post-delivery)
Postpartum visit within 21 to 56 days
Members receive an additional $25 after completing all three visits.
If a member completes any of the above appointments within the specific timeframe, yet loses contact with Health Partners Plans,
she will receive a letter acknowledging the appointment. The letter will also inform her that she must speak with a Baby Partners case
manager in order for her card to be credited. Once the member calls, the card is loaded with the correct dollar amount.
Through the Health Care Innovation grant, members were also able to register for the new member portal that includes pregnancy
specific content. The portal offers a personalized pregnancy experience that evolves based on stage of pregnancy and tracks their
progress towards completing the Baby Partners rewards program. It also features interactive tools, games and movies to promote a
healthy lifestyle during and after pregnancy.

Outcomes:
We completed our first analysis of the Baby Partners program that includes the data collected from the Health Care Innovation Grantfunded reporting. The results are as follows:
Participants were included in the analysis if they had a delivery from July 2012 to June 2013 and earned an incentive on the
gift card
There was a total of 1,105 participants
We saw an average cost difference of babies born to participants vs. non-participants of $437.38 per-member per-month
(PMPM)
This equated to a savings for the first 3 months post-delivery for babies born to participating mothers of approximately $1.5M
$92K was spent on incentives and about $1,500 on engagement efforts. Thus, the net savings for the first three months postdelivery for babies born to participating mothers is approximately $1.4 million.
For participants, the odds of delivering a low weight baby was lowered by 14% and had a 20% higher postpartum office visit
rate
Compliance to preventive care were higher among participants, even with non-incentivized activities such as pediatric visits

Location:
This program took place in the following counties: Bucks; Chester; Delaware; Montgomery; and Philadelphia.

Contact:

Pamela B. Siren, BSN, RN, MPH
Vice President of Clinical Quality Operations, Health Care Management, Health Partners Plans
(215) 991-4046 | psiren@hpplans.com
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HealthPlus Amerigroup, a WellPoint Company

Keeping Kids in School Asthma Education Program
Description:
The Keeping Kids in School Asthma Education Program uses an innovative approach to promote asthma awareness and control among
children, parents, teachers and adults in underserved communities in New York City. The program consists of three components:
School-based interactive classroom education for students in grades 3-6; parents/adults asthma workshops and Annual Asthma School
Poster Contest & Awards Ceremony. Since the launch of the program in 2001, almost 58,000 children in NYC public elementary schools
and over 18,000 parents/adults have participated in the Keeping Kids in School Asthma Education Program.

Abstract:
Asthma, the most common chronic childhood disease, affects as many as 7 million children in the United States (National Health
Interview Survey, 2008). This makes it the leading cause of absence from school. More than 1 million NYC residents- including 400,000
children suffer from asthma. Not only does asthma needlessly claim the lives of close to 3,500 Americans and over 200 New Yorkers
each year (NYSDOH, 2013), the disease is also the leading cause of missed school and hospital stays for children in NYC.
In New York City, the greatest burden is among children from poor, minority communities. In an effort to raise awareness about
asthma (to all children), reduce disparities in care of racial and ethnic minorities and improve the quality of life for children, families,
and communities in NYC, HealthPlus Amerigroup developed the Keeping Kids in School Asthma Education Program. Committed to
promoting healthy lifestyles in NYC communities, the asthma education program is extended to all residents of the communities served
by the plan, regardless of membership in the plan.

Key Objectives:
Improve the health of the population
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Reduce disparities in care of racial and ethnic minorities

Actions Taken:
Dedicated resources committed by the health
plan: one full-time Asthma Educator dedicated
to the school-based program, to coordinate and
implement classroom education sessions at NYC
public elementary schools; a multi-lingual and
culturally diverse team of Community Health
Educators that provide parent/adult asthma
workshops at schools, health centers, FQHCs,
WIC Offices, Head Start programs, communitybased organizations and health plan offices. This
team of Health Educators also provides health
promotion programs on children’s and women’s
health, as well as prevention and control of
chronic diseases.
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Forged strong collaborative partnerships with
city and social agencies, asthma coalitions
and sports organizations: NYC Department of
Education to implement asthma classes at NYC
public elementary schools, gain support of
the Office of School Health & Office of School
Wellness Programs, and provide access to health
insurance for uninsured children. Partnership with NYC Department of Transportation- Air Quality & Education and Outreach Division to
expand venues for asthma awareness and joint community health initiatives, NYCDOT co-sponsorship of annual asthma school poster
contest and development of annual Air Quality Awareness calendar displaying winning artwork. Partnerships with NYC Department
of Health and asthma coalitions facilitate joint community interventions as well as citywide distribution of annual asthma calendar.
Partnerships with sports organizations and celebrities increased program engagement and enjoyment for children and their families,
and facilitated venues to hold school poster contest awards ceremony (i.e., Citifield with the NY Mets for various years).
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Outcomes:
Since the launch of the Keeping Kids in School Asthma Education Program in 2001, almost 58,000 children in NYC public
elementary schools have received asthma education via 2,320 classroom sessions, and over 18,000 ethnically and culturally
diverse parents/adults have been reached via multi-lingual workshops. On average, 20 public elementary schools citywide and
over 3,000 students participate in the annual school poster contest. Since 2001, over 1,000 posters have been submitted by
235 schools for the annual contest displaying children’s asthma awareness through art. Winning posters are showcased in NYC
Air Quality Awareness Calendar in collaboration with the NYC Department of Transportation, and calendars distributed to all
program participating schools, city and social service agencies, health centers and health plan employees (which are displayed in
workstations).
Impact assessments (questionnaires) conducted with participating schools, community partners, health plan members and
workshop attendees, show high satisfaction with the Keeping Kids in School Asthma Education Program, and increased knowledge
on asthma.

Health Partners Plans (HPP)

Oral Health Initiative
Description:
Since dental care is an essential element of primary care for children, the Oral Health Initiative was
developed to provide members with the ability to receive a physical well-care exam and a dental
prevention exam on the same day at the same place. We identified three Federal-Qualified
Health Centers (FQHC) — Delaware Valley Community Health (DVCH), Greater Philadelphia
Health Action (GPHA) and Spectrum Health Services. Combined, they have seven sites that
offer both medical and dental services at the same location. We identified 3,000 members
across the three FQHC locations that met the criteria for outreach and coordination of care.
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Location:
This program took place in NYC (Brooklyn, Queens, Manhattan, Staten Island and the Bronx) and Nassau County, Long Island.

Keeping Kids in School Asthma Education Program
Education
(Grades 3-6) Program
Keeping Kids inClassroom
School Asthma
School-Based
Classroom Education (Grades 3-6)
School Year

# of participating
schools

# of classroom
sessions

# of student attendees

2001-2002

11

65

1503

2002-2003

8

68

1049

2003-2004

27

213

5331

2004-2005

31

234

5682

2005-2006

30

263

6380

2006-2007

31

245

5435

2007-2008

36

296

7004

2008-2009

34

221

5925

2009-2010

31

174

4649

2010-2011

24

140

3919

2011-2012

20

127

3,250

2012-2013

25

148

4220

2013-2014
Total

24

126
2,320

3400
57,747

Abstract:
In the US, approximately 53 million children and adults have untreated tooth decay in their
permanent teeth. Much of this problem is preventable. Tooth decay remains one of the most common
chronic diseases of childhood. Therefore, we targeted children ages 2-20. By taking a proactive approach we are
hoping to help combat tooth decay early.
The Oral Health Initiative is designed to increase dental screenings and access to preventive services for our pediatric at-risk
population. Oral health impacts physical health. Additionally, there are significant cost benefits of preventive services versus
restorative services. Our program attempts to close the “dental care gaps” of our members who have not seen a dentist since 2013.
The initiative is also designed to encourage collaboration between medical and dental providers. Conference calls and site visits are
conducted with the FQHC’s Chief Medical Officer and dental providers to discuss and coordinate participation and implementation
of the program.

Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Contact:

Claribel Blake
Director, Healthcare Management Services, HealthPlus Amerigroup, a WellPoint Company
(212) 518--5222 | claribel.blake@amerigroup.com
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Actions Taken:
There are several components that make our Oral Health Initiative a success. They include:
Financial incentives for members and providers who participate.
Promoting healthy eating by giving $25 ShopRite gift cards to members who complete the dental screenings. They
also receive lunch bags with literature about healthy eating and good oral hygiene.
Appointment scheduling assistance. We perform targeted three-way telephone outreach to close gaps in care by
coordinating dental appointments with providers and members via follow up calls and rescheduling appointments.
To date, a total of 3314 calls have been placed and 541 appointments have been scheduled.
Chopper Check. In partnership with the St. Christopher’s Foundation for Children, a mailing is sent to our members
ages 3-9 who have not had a dental visit in the prior year. We conducted five Chopper Check events in 2014,
Approximately, 200 young members have been seen at the events, with 100 mailing in proof of having received a
dental screening.
Identification of pediatric members at risk of tooth decay. Through our vendor, Avesis, we identify pediatric Medicaid
members who are at high risk for serious future dental disease, based on having a sibling that had a significant
amount of dental services due to excessive decay. We obtain a list of 1,030 members that had over $1,000 of dental
work in 2013 (excluding certain claim codes and orthodontics). The HPP Health Care Economics department then
attempted to link the children on the list to family members under 21 years old. This list showed 1,132 members that
had the same subscriber number and 85 members that had the same phone numbers but not the same subscriber
numbers. This may mean that all of the identified children may have a sibling that has had high cost restorative
dental care.
Collaboration with Head Start programs in our service area to share data for enrolled children who are in need of
dental screenings.
Automated Televox calls to remind members when they are due or overdue for a dental screening.
15 “Dental Muppet Shows” that promote good dental health for children.
A designated dental hotline for members and providers.

Outcomes:
The Oral Health Initiative started July 2014. As of August, 19, 2014:
279 calls have been placed
135 members have been reached
96 appointments have been scheduled
128 dental screenings have been completed
Monthly teleconference calls are held with the FQHCs to evaluate progress, address barriers and prepare and discuss
member care gap reports
We conduct quarterly reviews of the dental rates of targeted members to determine if additional outreach is needed

Location:
This program took place in Philadelphia.

Contact:

Pamela B. Siren , BSN, RN, MPH
Vice President of Clinical Quality Operations, Health Care Management, Health Partners Plans
(215) 991-4046 | psiren@hpplans.com
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Centene® Corporation

Start Smart for Your Baby® Texting Program
Description:
The Start Smart For Your Baby® (SSFB) Texting Program is a component of our comprehensive
Start Smart For Your Baby Care Management program that was created in 2008. The Texting
Program was rolled out in January 2012 and aims to improve maternal and infant health
by providing timely heath information, resources and reminders to members during their
pregnancy and continuing six months after birth. Specifically, the program’s goals are to
encourage breastfeeding and increase prenatal, postpartum and infant well-child visits for
our Medicaid members.

20

14
Bes MHPA
t Pr

Awa actice
Win rd
ner

Abstract:
In 2010, we determined breastfeeding initiation rates among many of our health plans were lower than the
national average of approximately 75%.¹ Increasing these rates was important because of the benefits breastfeeding
has. Studies have shown breastfeeding helps protect babies from infections such as earaches, coughs, colds, and diarrhea. It
also helps protect against diseases later in life. Adults who were breastfed as babies have less tendency to become overweight
as well as a lower chance of getting diabetes, asthma, childhood leukemia and some other cancers. Moms who breastfeed also
have less chance of getting ovarian cancer, breast cancer, and diabetes.² We also saw prenatal and postpartum visit rates were
lower in the Medicaid population. In response, the Start Smart For Your Baby Texting Program was developed to communicate
the benefits of breastfeeding, share other prenatal and postpartum health tips and send reminders about doctor visits and
certain health plan benefits to our members who are pregnant or have just delivered. With the digital divide closing across all
ages and socio-economic groups, we find that online and texting services are increasingly effective in reaching and engaging
our target population.³¯⁴

Key Objectives:
Improve the health of the population
Increase breastfeeding rates, prenatal, postpartum, and well-child visit rates among our member population.
Educate our members who are pregnant or have just delivered on healthy prenatal and postpartum care for them and
their baby

Actions Taken:
We developed a thorough and comprehensive text campaign to target our members who are pregnant or have just delivered
and who agreed to participate in the program. Members may opt out of the text campaign at any point by texting back
STOP. A concurrent email campaign with more detailed information is also available to members. All text messages and
emails are individually timed to each member’s due date or baby’s date of birth so information is received when it is most
relevant. Members receive one text message every two weeks during pregnancy through six months postpartum. We worked
closely with obstetricians, pediatricians, and clinicians
to determine which information was most important to
send at each interval.
The text messages include critical information about
a variety of important topics, including talking to your
doctor during prenatal visits and scheduling postpartum
visits. We also remind them of well-child visits,
immunizations, healthy nutritional habits for pregnancy,
tips for feeling better during pregnancy, baby feeding
tips, and the benefits and importance of breastfeeding.
As we will show, we had impressive success with our
Texting Program to increase breastfeeding and HEDIS
rates for members in the program. The program has been
well-received with 94% of members who responded to
a question at the end of the program finding the texts
somewhat helpful or very helpful.
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Location:

Outcomes:
Over the life of the program, more than 476,700 text messages have been
sent out to over 37,000 different members across 16 health plans, and over
24,700 Texting Program participants have delivered babies. Nearly 22,000
members are enrolled in the program.
One goal of the texting program is to improve prenatal visit compliance.
We compared the HEDIS rates for timeliness of prenatal care and ongoing
prenatal care for members participating in the Texting Program with the same
HEDIS rates for the overall member population. HEDIS rates for timeliness
of prenatal care were 16.0% higher (p<0.01) and HEDIS rates for ongoing
prenatal care were 19.4% higher (p<0.01) for those in the Texting Program at
least 90 days during the prenatal period compared with members not in the
program. In addition, longer participation in the program was correlated
with higher rates in both prenatal care metrics (p<0.01).
The Texting Program also incorporates an optional survey to assess the
program’s effect on member breastfeeding rates. To date, over 2,000 members
have completed the survey. Compared with a control group of members
who completed postpartum assessments, 25.2% more breastfeeding survey
respondents (90.6% vs 65.4%) maintained some amount of breastfeeding
at 21 days post-delivery (Χ2= 331.3, p<0.001). Furthermore, 18.9% more
breastfeeding survey respondents (52.4% vs 33.5%) were exclusively
breastfeeding at 21 days post-delivery compared with the control group
(Χ2= 118.4, p<0.001).
Members in the Start Smart For Your Baby Texting Program had improved
HEDIS rates and higher initiation and maintenance of exclusive breastfeeding.
We continuously strive to improve the program by requesting feedback from
members and engaging healthcare providers to identify opportunities for
additional communication. The Texting Program has been well-received by
our members, and 94% of members who responded to a question at the end
of the program found the texts somewhat helpful or very helpful. Further,
most members who deliver during
the program participate for at least
two months, suggesting our Texting
Program is valuable to our members.
Centene Corporation is constantly
evaluating innovative approaches,
including the Start Smart For Your Baby
Texting Program, to engage members
and convey important and relevant
information to impact health behaviors
and improve quality of care.
We believe this program made a
difference in the lives of our Medicaid
members because we educated them
on the benefits of breastfeeding, how to
have a healthy pregnancy and how to
remain healthy postpartum. We found many of our members did not know or understand the benefits of breastfeeding; therefore, explaining
the benefits to the member will encourage the member to do what’s right.
_________________________________________________________________
Footnotes
1

CDC National Immunization Survey, 2010 provisional rates: http://www.cdc.gov/breastfeeding/data/NIS_data/index.htm
Office on Women’s Health. (2014). Why is breastfeeding important. Retrieved from: http://www.womenshealth.gov/breastfeeding/breastfeeding-benefits.php
3
Gates, A., Stephens, J., Artiga, S. (2014). Profiles of Medicaid Outreach and Enrollment Strategies: Using Text Messaging to Reach and Enroll Uninsured Individuals into Medicaid and CHIP.
Retrieved from: http://kff.org/medicaid/issue-brief/profiles-of-medicaid-outreach-and-enrollment-strategies-using-text-messaging-to-reach-and-enroll-uninsured-individuals-into-medicaid-and-chip/
4
Liang, J. (2014). Text Messaging is an Effective Outreach Strategy for Enrolling the Uninsured in Medicaid and Health Insurance.
Retrieved from: http://www.mobilecommons.com/blog/2014/04/text messaging-is-an-effective-outreach-strategy-for-enrolling-the-uninsured-in-medicaid-and-health-insurance/
2
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This program took place in the following: California, Kansas, Missouri, Illinois, Georgia, Indiana, Mississippi, Ohio, South Carolina,
Texas, Washington, and Wisconsin.

Contact:

Amy Poole-Yaeger, MD
Vice President, Medical Affairs, Centene Corporation
(314) 725-4477 | ayaeger@centene.com

Buckeye Health Plan, Centene® Corporation
Name of Program: Abuse
Substance Abuse
in Pregnancy Program
Substance
in Pregnancy
Program
Organization Name: Centene Corporation

Program Description:
The Substance Abuse in Pregnancy Program reaches out to pregnant members who abuse opiates, alcohol and
The
Substance
Pregnancywork
Program
reaches
out to pregnant
membersprimary
who abuse
opiates,
alcohol
and
other drugs.health
Case
other
drugs.Abuse
Case in
managers
with
the member,
obstetrician,
care
provider
and
behavioral
managers work with the member, obstetrician, primary care provider and behavioral health providers to develop a collaborative
providers to develop a collaborative treatment plan from pregnancy through the postpartum period. The hallmark
treatment plan from pregnancy through the postpartum period. The hallmark of the program is a nonjudgmental, trust-based
of the program is a nonjudgmental, trust‐based approach that enables case managers to truly connect with the
approach that enables case managers to truly connect with the member and understand the needs of her and her family. Once
member and understand the needs of her and her family. Once rapport is established, the treatment team guides
rapport is established, the treatment team guides the member toward counseling and supports medication-assisted treatment
the
member toward
counseling
and supports medication‐assisted treatment with buprenorphine (Subutex) or
with buprenorphine
(Subutex)
or methadone.
methadone.

Description:

Problem Addressed:

Abstract:
Drug abuse in pregnancy is a significant problem in the United States, with severe consequences for both a mother
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Research
has
found
i
pregnancy . Research has found that the number of pregnant women using opiates at the time of delivery has
that the number of pregnant women using opiates at iithe time of delivery has increased almost fivefold from 2000 to 2009.2 The
increased almost fivefold from 2000 to 2009 . The number of infants diagnosed with Neonatal Abstinence
number of infants diagnosed with Neonatal Abstinence Syndrome (NAS) has tripled in the same time period, contributing to
Syndrome (NAS) has tripled in the same time period, contributing
to increased morbidity such as respiratory
increased morbidity such as respiratory
problems and low birth weight.2 Importantly, infants diagnosed with NAS were more likely
ii. Importantly, infants diagnosed with NAS were more likely to be on Medicaid
problems
and
low
birth
weight
to be on Medicaid (78.1% vs 45.5%; P < .001).2 The US Centers for Disease Control has cited related data from a Washington study,
ii. The U.S. Centers for Disease Control has cited related data from a Washington study,
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of death was 30.8 per 100,000 in the Medicaid‐enrolled population, compared with 4.0 per 100,000 in the non‐

The
Substance
Abuse in Pregnancy
Program was piloted in Ohio by Buckeye Health Plan. Ohio has been greatly affected by opioid
iii.
Medicaid
population”
abuse. The table below shows the increasing rate of infants diagnosed with NAS and covered by Buckeye Health Plan:

The Substance Abuse in Pregnancy Program was piloted in Ohio by Buckeye Community Health Plan. Ohio has

Yearly
per 1,000by
Newborns-2004-2013
beenIncidence
greatly affected
opioid abuse. The table below shows the increasing rate of infants diagnosed with NAS and
covered by Buckeye Community Health Plan:
Yearly Incidence per 1,000 Newborns‐2004‐2013

Newborn Members
NAS Newborns Enrolled First Year of Life
Incidence per 1,000 Newborns

2004 2005 2006 2007 2008 2009 2010 2011 2012
1,042 1,762 3,337 5,610 5,905 6,098 6,121 5,666 5,873
5
5
4
13
13
18
29
33
67
4.8
2.8
1.2
2.3
2.2
3.0
4.7
5.8
11.4

Jan‐Oct 2013
4,392
62
14.1

Increasing rates of NAS lead to more NICU admissions and longer length of stays, as well as higher incidence of acute and chronic
health problems. These factors greatly increase health care costs and put greater stress on already vulnerable families. Women
Increasing rates of NAS lead to more NICU admissions and longer length of stays, as well as higher incidence of
who test positive for street drugs at the time of delivery are also more likely to have their infants removed from their custody by the
acute and chronic health problems. These factors greatly increase health care costs and put greater stress on
children’s division of state social service agencies.4

already vulnerable families. Women who test positive for street drugs at the time of delivery are also more likely to
have their infants removed from their custody by the children’s division of state social service agenciesiv.

Program Objectives:

Improve the health of the population
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Key Objectives:
Improve the health of the population
Control or reduce the per capita cost of care or increase efficiency
Improve quality of care in perinatal care

The Substance Abuse in Pregnancy Program uses data from member or health care provider Notifications of Pregnancy, claims data
and provider referrals to identify pregnant women who are using harmful substances during pregnancy. This data is combined
into a report that lists members who will be prioritized for outreach by an integrated treatment team. The treatment team consists
of case managers from the Start Smart for your Baby Program and Cenpatico Behavioral Health (a Centene subsidiary company),
as well as primary care providers, obstetricians and other specialists. Medical and behavioral health case managers work together
to address the needs of the whole person, engaging the member on many levels. The trust-based case management approach
encourages the member to participate in a personalized plan that helps her overcome addiction and improve the likelihood of a
healthy pregnancy and an infant that does not suffer from withdrawal.
The Substance Abuse in Pregnancy Program partners with state addiction programs and encourages counseling and medication
in addition to intensive outpatient or inpatient addiction treatment if needed. Case managers assess the member’s readiness to
change and focus on moving her through the stages of change related to addiction treatment. Basing interventions on readiness to
change helps ensure that the member is met with appropriate interventions that challenge but do not overwhelm her. Medicationassisted treatment with Subutex or methadone can replace the need for dangerous prescription or street drugs and prevents the
pregnant member from going into withdrawal, which can be dangerous for the fetus. Subutex is particularly encouraged, as it has
been shown to reduce the rates of infants with NAS and also NICU length-of-stay. 5,6

Outcomes:
In the first six months of the pilot program, 22 members have enrolled in the program and 13 have delivered. Retention rate until
delivery for enrolled program members is 100% thus far, excluding those who left the health plan. Preliminary data shows that
neonatal inpatient length-of-stay is reduced to an average of 13 days among infants delivered to mothers enrolled in the Substance
Abuse in Pregnancy Program. Comparatively, the average inpatient length of stay for NAS infants in Ohio ranged from 20.1 in 2008
to 15.9 days in 2011.7 Additionally, five-out-of-nine members who were enrolled in the substance abuse program with Buckeye
Health Plan at the time of delivery had infants who were NAS free. Future efforts will concentrate on identifying and enrolling more
members who are dealing with substance abuse.

How do you improve health in the Hasidic community while having a great time? Simple — call Uncle Moishey and the Mitzvah Men!
This popular children’s entertainer has a strong following in the Hasidic Jewish community and a desire to see the Hasidic community
benefit from key interactions with their health care providers. Partnering with a community-based organization that offered to host
Uncle Moishey concerts for members and families of members 3-6 years of age, the UnitedHealthcare Community Plan (UHCCP) of New
York began to collaborate in an effort to meaningfully improve the rates of well-child visits in the Hasidic population.
The events are organized and arranged with a heavy focus on cultural sensitivity. More specifically, the concerts are held during
specific, culturally focused times of the year. These include Hanukkah and Lag B’Omer, and offer two special celebrations for the families
involved. Based on cautious planning and careful execution, both concerts were sold out and feedback from the members, providers
and community has been extremely positive.

Abstract:
UHCCP-NY has a large portion of Hasidic members in the Borough Park section of Brooklyn. When looking at the rates of well-child
visits within the 3-6 year age range, UHCCP was not satisfied being under the 50th percentile. Understanding that the population in the
Borough Park area is made up almost exclusively of Hasidic Jews, a new and innovative approach was required. It was also understood
that the unique cultural characteristics of the members in this community could lead to health disparities. For instance, families are very
large, often there are over five children in a family; moreover, parents are not able to take the time to bring their children to the doctor
outside of accidents or illness. Parents often rely on the advice of other community members and neighbors to guide their health care
decision making rather than a doctor. In turn, misinformation being spread through the community was noted as a concern.
The goal of having the concerts was to help focus parents on the value of bringing their children in for well visits. The feeling was
as this task was accomplished, it would lead to the establishment of a trusted relationship with a primary care provider. In turn, they
would be given concert tickets for successfully seeing a doctor and completing the well visits. The hope is that once parents bring the
child for a visit when they are healthy, the doctor will have the opportunity to explain the value of continuing to do so each year.

Key Objectives:

Location:

Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Reduce disparities in care of racial and ethnic minorities

This program took place in Ohio.

Actions Taken:

Contact:

Dr. Brad Lucas
Chief Medical Officer, Buckeye Health Plan, Centene Corporation
(866) 246-4356, x24032 | blucas@centene.com
Laura Paynter
Clinical Manager, Northern Region, Cenpatico
(216) 643-1846 | lpaynter@centene.com
_________________________________________________________________

Footnotes
Substance Abuse and Mental Health Services Administration. Results from the 2012 National Survey on Drug Use and Health: Summary of National Findings. Substance Abuse and Mental Health Services Administration.
http://www.samhsa.gov/data/NSDUH/2012SummNatFindDetTables/NationalFindings/NSDUHresults2012.htm#ch2.6. Published September, 2013. Accessed August 5,2014.
2
Brauser, Deborah. Number of Infants Born Addicted to Opiates Triples. Medscape Multispecialty. http://www.medscape.com/viewarticle/763285. Published May 4, 2012. Accessed Augus 5, 2014.
3
Centers for Disease Control and Prevention. Overdose Deaths Involving Prescription Opioids Among Medicaid Enrollees, Washington, 2004-2007. Morbidity and Mortality Weekly Report.
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5842a1.htm. Published October 30, 2009. Accessed August 5, 2014.
4
Buckley V, Razaghi A, Haber, P. Predictors of neonatal outcomes amongst a methadone- and/or heroin-dependent population referred to a multidisciplinary Perinatal and Family Drug Health Service. Aust N Z J Obstet Gynaecol. 2013.
53(5): 464-470. doi: 10.1111/ajo.
5
Kakko J, Heilig M, Sarman I. Buprenorphine and methadone treatment of opiate dependence during pregnancy: Comparison of fetal growth and neonatal outcomes in two consecutive case series. Drug Alcohol Depend. 2008.96(12):69-78. doi: 10.1016/j.drugalcdep.2008.01.025.
6
Nocon, JJ. Opiod Dependence in Pregnency- an Evidence-Based Toolkit. Indiana Perinatal Network. http://www.indianaperinatal.org/news/news.asp?id=105526. October 15, 2012.
7
Massatti, R., Falb, M., Yors, A., Potts, L., Beeghly, C. & Starr, S. Neonatal Abstinence Syndrome and Drug Use Among Pregnant Women in Ohio, 2004-2011. Ohio Department of Mental Health and Addiction Services. http://www.
healthy.ohio.gov/~/media/HealthyOhio/ASSETS/Files/injury%20prevention/NAS%20Report%20FINAL.ashx. Published November, 2013. Accessed August 12, 2014.

58

Using Music to Promote Well-Child Visits in the Hasidic Community
Description:

Actions Taken:

1

UnitedHealthcare Community Plan of New York

Parents of members who were identified as not having an annual well visit (per HEDIS specifications) in the three ZIP codes of
Borough Park Brooklyn were sent a letter informing them of the concert, and what needed to be completed to receive a free ticket. An
attestation form was included on the letter; members saw the provider for a well visit, the provider stamped the attestation that a well
visit was completed, and the parent brought the letter to the community-based organization partner in exchange for tickets to the
show.

Outcomes:
We had over 3,100 people (including members, families and friends) in attendance for the two 2013 shows! Specifically, in 2013 the
concerts generated 312 provider visits which were confirmed in claims and related to multiple gap-in-care closures. At the time of this
submission, the rate of well-child visits (ages 3-6) for 2013 increased almost two percentage points from 2012 and it is expected to be
greater than the 50th percentile for the state. The expectation is to increase these numbers year-over-year. The 2013 concerts included
invitation mailings to 4,319 members for the December 2013 concerts.

Location:
This program took place in Brooklyn, New York.

Contact:

Kristin Sainato, RN
Director of Quality Management, UnitedHealthcare Community Plan-NY
(212) 898-8471 | kristin_sainato@uhc.com
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Health Plan Innovations

Health Plan Innovations to Improve
Health Care Results
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Medicaid health plans are leaders in working to maximize the value of health care services. Health plans
are working hard to understand the health risk factors of Medicaid beneficiaries and to improve adherence
to treatments. They are also committed to finding new and innovative ways to deliver care, for example, by
encouraging patient-to-patient interaction in group visits, improving language access, and teaching staff
and health care providers to be culturally competent. The following 13 innovations demonstrate how health
plans help to improve services and improve results of health care interventions.

Select Health of South Carolina

A Multifaceted Approach to Increase Well Visits
Description:
Annual well-visit adherence, especially among 12- to 21-year-olds, presents a very challenging care gap among the
South Carolina Medicaid population. Therefore, in 2013, Select Health of South Carolina implemented a multifaceted
strategic approach to increase annual well visits for our child and adolescent members.

Abstract:
Annual well visits are important check-ups that allow the primary care provider (PCP) to monitor development, give
immunizations and catch health problems early. For adolescents in particular, well visits give health care providers
the opportunity to help teenagers who are at risk for many preventable health problems. Counseling and treatment
can help young adults avoid or recover from a number of problems including addictive behaviors like alcohol abuse,
smoking and drug use; eating or mental disorders; sexually transmitted diseases and pregnancy.
In South Carolina, there has been an increasing challenge in making headway to improve the rates of children and
adolescents who receive annual well visits. While these preventive health check-ups promote physical and mental
health, they are a highly underutilized benefit in South Carolina. Therefore, the South Carolina Department of Health
and Human Services prompted a statewide focus on well visits and challenged all Medicaid plans to improve the rates of
compliance for well visits.

In addition, letters were sent
to all non-compliant members
offering a $10 Subway gift
card reward for completion
of a well visit by the end of
2013. The outreach letters were
also translated in Spanish and
sent in the language preferred
by the member to increase
engagement. The letter
included a form to be signed by
the provider indicating the well
visit was complete and the date
of service, along with a postagepaid envelope. A toll-free fax
option was also added to the
form to increase the ease with
which members could return
the form.
In June 2013, Select Health
launched its First Choice Fit®
adolescent well-visit campaign
starring Marcus Lattimore,
former University of South
Carolina star running back and current San Francisco 49er, as a celebrity spokesperson. An interview discussing Lattimore’s proactive
health strategies, including well visits, appeared in the summer issue of our member newsletter that reached more than 130,000
SC households. Two online videos of this interview were posted on our website, providing an intimate perspective of Lattimore’s
thoughts on the importance of staying First Choice FitS. In addition, 19,871 First Choice members ages 17 to 21 received a personalized
telephonic message from Lattimore emphasizing the importance of well visits. The campaign’s telephonic outreach was re-launched
in the fall to 17,818 adolescents who had still not yet seen their doctor to connect them with a First Choice representative who helped
schedule a well visit. Furthermore, the First Choice Fit campaign featuring Marcus Lattimore received more than $129,000 in free press
spanning local, state and national media including MSNBC, serving to further elevate the key messages for being First Choice Fit: eating
right, exercise, and annual well visits with a primary care provider. Marcus also used his social media platforms (Facebook, Twitter) to
promote these key messages. Photos and other items personally autographed by Marcus were used as a way to incentivize members
for completing well visits.
For providers, information about well visits and appropriate coding was included in the electronic newsletter and fax-blasted. Providers
were educated about the need to complete well visits as opposed to the limited sports physical many students receive to play sports.
Providers received lists of non-compliant members in June 2013 to begin proactively scheduling appointments. Providers received
early notification of the outreach and member rewards and were able to use this in scheduling appointments as an aid to reduce noshow rates.

Outcomes:
Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
For this initiative, Select Health used a collaborative approach across departments to achieve improved well-visit rates.
Our Community Outreach team coordinated with high volume provider offices to assist in scheduling appointments for
plan members. They called members ages 3-6 and 12-16 years to remind them of needed well visits and assisted with
transportation information. In addition, low-performing counties/providers (Georgetown County and Colleton County)
were specifically targeted for education and assistance with appointment scheduling. In Columbia, SC, our annual
Jump-Start Back-to-School event also promoted well visits. Members were allowed to register for a free book bag and
school supplies if they scheduled a well visit with their primary care provider prior to the event.

This multifaceted strategic approach to increase annual well visits significantly improved rates as seen through our Healthcare
Effectiveness Data and Information Set (HEDIS®) results.
Adolescent well visits improved from 39.9 percent in 2012 to 48.7 percent in 2013. Specifically, adolescent well visits increased
from 45 percent to 53.3 percent in Georgetown County and from 35.8 percent to 39.9 percent in Colleton County.
Well-child visits for ages 3-6 years increased from 60.5 in 2012 to 64.1 percent in 2013.

Location:
This program took place throughout the state of South Carolina.

Contact:

Faleshia Jones
Director of Quality Management, Select Health of South Carolina
(843) 569-4588 | fjones@selecthealthofsc.com
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Keystone First

Breathe Easy Start Today (BEST) Asthma Program
Description:
The BEST asthma program is a collaborative initiative between Keystone First and its network providers, developed to improve
medication adherence and provide hands-on education to members with asthma with the aim of reducing asthma-related emergency
room and inpatient admissions. Working with a pharmaceutical service supplier, Keystone First empowers providers with the capacity
to dispense asthma medication at the members’ point of service (POS,) and supports — through reimbursement and vendor-assisted
train-the-trainer instruction — provider education of members concerning the proper use of the members’ own asthma devices, as well
as rescue and control inhalers. Refill medications are delivered directly to the patients’ homes prior to the refill due date.

Abstract:
Adherence to asthma medications among affected individuals remains low (reported non-adherence rates range from 30 percent to
70 percent)1, and up to three-quarters of total asthma-associated costs may be due to poor asthma control. Additionally, improper
inhaler technique results in poor asthma control, and is associated with more frequent hospitalizations in children, especially in
underserved populations. Conversely, improved medication adherence will often lead to improvements in asthma control and quality
of life. Keystone First has invested considerable resources over the past two years in improving asthma control, increasing medication
adherence, and reducing the hospitalization rate of its members.

Thus, the patient receives the asthma medication and supplies while still in the
physician’s office, along with any education and training on the use of the supplies.
Upon request, a respiratory educator from the pharmacy service supplier goes
to the provider’s office to “train the trainer” using the proven teach-back method,
where the patient or guardian demonstrates use of the supplies to ensure proper
technique and understanding. The pharmacy service supplier also contacts the
patient four to five days before a refill is due (“pre-refill calls”), and hand-delivers the
refill medication to the patient’s home.

Outcomes:
There are currently 22 office sites in Keystone First’s Southeastern Pennsylvania
service area (Philadelphia, Delaware, Bucks, Berks and Montgomery counties)
participating in the BEST asthma program. Thirteen cabinet units have been
distributed to participating practices; the remaining practices have elected to use
their own secured cabinet spaces. Since the program’s inception in April 2013,
1,896 Keystone First members have received asthma prescriptions from the BEST
program. About 400-500 pre-refill calls are made weekly by the pharmaceutical
service supplier. Fifty-two percent of participating members were age 6 or under
and 86 percent were age 12 or under. Over the past six months, a total of 3,667
asthma prescriptions and devices have been dispensed, including:
1,239 rescue inhalers (e.g., albuterol sulfate)
649 corticosteroids (e.g., fluticasone propionate and budesonide)
95 long-acting beta agonists (e.g., fluticasone propionate plus salmeterol
combination)
486 valved holding chambers (VHCs)
1,197 VHC masks
1 vial of sodium chloride

The BEST asthma program supports medication adherence by:
Providing access to asthma medication and supplies onsite at the physician’s office.
Allowing patient therapy to start immediately, as the patient receives the prescribed medication and supplies (i.e., inhaler,
spacer, and mask) at the POS without having to go to a pharmacy.
Putting a refill in the patient’s hands near the refill due date without requiring member action.
Billing Keystone First directly for the medication and supplies, as well as any provider-conducted demonstration and/or
evaluation of the patient’s ability to properly use the approved asthma supplies.

Key Objectives:

10. Other Info
Name of person completing form if it differs from contact person above:

Improve the health of the population
Name: ____David Keleti________________________________________
Enhance the patient experience of care, including quality, access, and reliability
Phone Number: __215-937-7357___________________________________
Improve quality of care in a specific clinical area, i.e. prenatal
care, diabetes, asthma, etc.
E‐mail: ___ dkeleti@amerihealthcaritas.com_________________________

Actions Taken:

Cost data from participants with 6-month pre-intervention and 6-month postintervention (allowing for a 30-day grace period post-engagement) reported a
54.4% decrease in inpatient admission costs and an 8.7% decrease in emergency
room visit costs.

Location:
This program took place in Philadelphia, Delaware, Bucks, Berks, and Montgomery
counties in Pennsylvania.

Contact:

Keystone First arranged for a pharmacy service
supplier to supply participating provider offices with
an automated unit consisting of a secured medication
stock cabinet (fully stocked with asthma medication and
supplies), computer system, prescription label-maker,
and barcode scanner (Figure 1). To dispense medication
or supplies, the patient’s prescribing information and
medication directions are logged into the computer
system, the cabinet automatically unlocks and the UPC
code on the item is scanned to verify dispensing of the
product. A prescription label meeting all federal and state
regulations is printed and secured to the item (Figure 1
callout boxes). Finally, the provider e-prescribes or faxes
a prescription to the pharmacy service supplier for the
items dispensed from the stock cabinet, triggering a bill
to Keystone First and updating the inventory list so the
cabinet can be resupplied. The pharmaceutical service
supplier is reimbursed directly by Keystone First for any
prescriptions written by the provider.

Y. Lily Higgins, MD
Medical Director, Provider Networks, AmeriHealth Caritas
(215) 863-6604
yhiggins@amerihealthcaritas.com

______________________________________
Footnotes
1

Bender BG, Bender SE. Patient-identified barriers to asthma treatment adherence: responses to interviews, focus groups, and questionnaires.
Immunol Allergy Clin North Am 2005; 25:107; Global Strategy for Asthma Management and Prevention, Global Initiative for Asthma (GINA)
2012. Full text available online at: www.ginasthma.org (Accessed on March 12, 2013); Rand CS, Wise RA. Measuring adherence to asthma
medication regimens. Am J Respir Crit Care Med 1994; 149:S69.
2
Reznik M1, Silver EJ, Cao Y.Evaluation of MDI-spacer utilization and technique in caregivers of urban minority children with persistent asthma. J
Asthma. 2014 Mar;51(2):149-54.
3
Thoonen BP, Schermer TR, Van Den Boom G, et al. Self-management of asthma in general practice, asthma control and quality of life: a
randomised controlled trial. Thorax 2003; 58:30.

Figure 2: VHC with mask, rescue inhaler,
and control inhaler (from left to right)
Because of the high degree of self-management
required for asthma control and the greater degree
of complexity of inhaler administration over
simple pill consumption, the asthma population
is particularly susceptible to poor medication
adherence. Patients with asthma are typically
supplied with a VHC and mask, and rescue and
control medications along with their corresponding
inhalers (see Figure 2). Providers often give their
patients cursory instructions on how to use these
supplies, so patients often must refer to drug and
device instructions and labels that patients with
poor health literacy may find difficult to follow.
The BEST asthma program encourages providers
to educate members at their point of service
concerning the proper use of asthma supplies and
medication. Specifically, the provider trains the
member on using his/her own asthma VHC, and
rescue and control inhalers. The member is properly
fitted with a mask, which comes in three sizes, that is
then secured to the VHC. The patient is then taught
how to secure the appropriate inhaler to the inhaler
port on the VHC, followed by administration of an
inhaler dose. Patients with asthma are susceptible
to inadvertently taking rescue medication instead
of controller medication, risking poor management
of asthma and hospitalization. To minimize this risk,
stickers are secured to the inhaler; a green sticker
for the control inhaler suggesting daily use, and red
sticker for the rescue inhaler suggesting conditional
use during an asthma attack. Both inhaler devices
contain a dose meter. When contacted by the
pharmaceutical service supplier, the member is
asked to read out the number on the inhaler to
calculate the time when resupply is necessary, as
well as determine the member’s level of medication
adherence. This information is relayed back to the
provider and Keystone First for further member
follow-up when necessary.

Figure 1: KOPPS Automated Unit with Medication Stock Cabinet with computer system and prescription label-maker highlighted.
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Select Health of South Carolina

WellPoint, Government Business Division

“Can We Talk?” Language Services Campaign

Chronic Illness Intensity Index (CI3) Case-Finding Algorithm

Description:

Description:

In 2013, Select Health of South Carolina launched a statewide initiative to reduce language barriers between First Choice plan members
and health care providers. The “Can We Talk?” campaign was designed to increase member and provider awareness and utilization of free
telephonic interpretation services available to First Choice members in more than 200 languages 24 hours a day, seven days a week.

The Chronic Illness Intensity Index (CI3) is a predictive modeling algorithm that assists our case and disease management teams in
prioritizing members for these programs. The CI3 List uses a clinical filter to determine members that would be most significantly
benefitted through case management, then prioritizes them into five intervention groups using predictive models; the CI3 score uses
demographic, diagnostic, and pharmacy data to quantify how “sick” or complex a member is, and for the very highest risk members
the Likelihood of an Inpatient Admission (LIPA) model gives likelihood of admission in the next 60 days. Every member, every month is
scored and these prioritization scores are coupled with extensive clinical and utilization data and are provided to the clinicians in a userfriendly format.

Abstract:
Guaranteeing members have access to quality health care services in their preferred language is a primary concern of Select Health.
Therefore, the plan regularly evaluates the provider network’s capacity to deliver linguistically appropriate services to ensure that language
needs are being met for First Choice members. In 2012, Select Health of South Carolina conducted a Member Experience with Language
Services Survey as well as a Provider Network Cultural Assessment to gauge the quality, availability and accessibility of language services
offered to Limited English Proficiency (LEP) plan members.
While findings indicated that the plan is meeting the member’s language needs overall, both the member and provider surveys reinforced
that further education was required concerning language services offered to First Choice members. More specifically, results pointed to a
lack of awareness concerning Interpretalk®, the plan’s telephonic interpretation service with 56.78 percent of surveyed members reporting
they did not know that the plan offered free Spanish language services. In the 2012 Provider Network Cultural Assessment, it was
determined that 52 percent of provider offices used family members or friends to interpret for patients; 30 percent of those used minors
to interpret. Therefore, we realized the need to focus on education related to the provision of appropriate language services to both
members and providers to ensure the quality of the health care encounter.

Key Objectives:
Enhance the patient experience of care, including quality, access, and reliability
Reduce disparities in care of racial and ethnic minorities

This tool was developed to assist in the prioritization of members for case and disease management programs. Given large and
very diverse populations, Amerigroup wanted a way to identify those members most in need of intervention, stratify them into the
appropriate risk groups, and prioritize them in order to connect members most in need of services to the appropriate clinical resource.
Previous case-finding methods were inconsistent across the company and did not reliably refer members with preventable future
events. The CI3 algorithm was the result of clinical and analytic teams partnering to deliver an efficient solution and build proprietary
models that could help impact Medicaid members most in need of management.

Key Objectives:
Improve delivery of benefits
Prioritize members for outreach and enrollment into clinical programs based on need

Actions Taken:

Actions Taken:

The ¿Can We Talk? program was designed as a multi-faceted educational language services campaign, with targeted interventions for
Select Health of South Carolina associates, First Choice members, First Choice providers and community stakeholders to enhance the
awareness and accessibility of free telephonic interpretation services offered by the plan.

Since initiation of this tool our CM and DM teams use it to target their outreach to members based on those with the highest scores in
targeted areas such as risk score and likelihood for inpatient admission score. It gives us a consistent approach to attempt engagement
of those members most in need of care management services and reduce duplication of effort by identifying members for specific
programs based on CI3 scoring.

Most notably, Select Health instituted a new policy to include a preferred language field on member identification cards. This allows
our providers to quickly identify a member’s preferred language and arrange language services if necessary. To supplement this effort,
members identified as Spanish-speaking were mailed language services wallet cards, with instructions in Spanish and English on how to
access free language services through Select Health. Members also received information in their quarterly member newsletter and on the
website. Also, ads and articles about free language services were placed in Spanish-language publications throughout the state.
For providers, Select Health disseminated desktop displays to keep at their practice. These displays allowed members to point to their
native language and request language services. Providers also received regular articles related to language services in the electronic
newsletter and on the website. In addition, ¿Can We Talk? information was added to the provider trainings held quarterly around the state.

Outcomes:
To measure the success of ¿Can We Talk?, Select Health assessed Interpretalk’s telephonic interpretation
utilization rates for 2012 to establish a benchmark. Prior to the campaign, First Choice found that plan
members used Interpretalk® a total of 519 times in 2012, utilizing 18 languages for a total of 6,066 minutes
of interpretation service.
In 2013, usage of Interpretalk® more than doubled, with a total number of 1,070 calls,
utilizing 23 languages for a total of 12,721 minutes of interpretation service. This represented a
106-percent increase in total usage of Interpretalk®.

Location:
This program took place throughout the state of South Carolina.

Contact:

Chris Welch
CLAS Coordinator, Select Health of South Carolina
(843) 414-5122 | cwelch@selecthealthofsc.com
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Abstract:

Outcomes:
The CI3 is very effective at stratifying members based on their future risk. The LIPA model, which was
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8. Geographic Location
This program took place in the following: (may list states, cities, or counties)
All Amerigroup markets – New York, New Jersey, Florida, Georgia, Tennessee, Louisiana, Texas,

65

Location:

Abstract:

This program took place in all Amerigroup markets: New York, New Jersey, Florida, Georgia, Tennessee, Louisiana, Texas, Washington,
Kansas, Nevada, and Maryland.

Each state Medicaid Program requires multiple forms or assessments to be completed on a periodic basis (quarterly, annually, etc.) for
Medicaid long-term care members. Each form, completed in the member’s home, is designed to meet special requirements of the
state, federal government, or health plan. Currently each form, most of which have similar information, is completed by hand and/or
data is re-entered in the system, leading to hours of manual effort and usage of resources for form archives. The process also opens up
the possibility of typos, errors and data loss.

Contact:

Cara Estes
Director, Clinical Analytics, WellPoint
(757) 473-2737 x32225 | cara.estes@amerigroup.com
Diane Smeltzer
Vice President, Clinical Programs and Systems, WellPoint
(813) 830-6944 | diane.smeltzer@amerigroup.com

Key Objectives:
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

Actions Taken:
The New Mexico health plan deployed the Clinical Toolkit application on a pilot basis to approximately 10 care managers in the summer
of 2013. Initial pilot results indicated time savings of up to 50% when completing state-based forms. In May 2014, the New Mexico plan
deployed the tool to over 350 care managers and staff. The tool was developed internally and was designed so if a care coordinator
needs to complete five forms, then each repeated field only requires data entry once. For example, if “First Name” and “Last Name” are
required on all five forms, the fields will be automatically populated as soon as they are entered on the first form. The form fields that
are previously completed will be populated on the newly scheduled forms and can be easily updated. The tool requires attestation for
all new data entries, which ensures data integrity. Each completed form is auto archived online and can be reviewed and audited by
clinical management for compliance and outcomes improvement. The data extracted from the forms can be tracked for population
health trending which provides analysis tools for population health management. It is also used to fulfill and comply with the state of
New Mexico contract requirements.

Outcomes:
Early pilot results indicate a reduction in time spent completing forms by at least 50%. The tool has enabled easy scheduling of the
appointments, helping coordinators to better manage their workload and schedule. The tool also has extended offline capability,
which enables care managers to collect data during home visits and sync the data once back in the office. Digital signature capture
has created efficiencies over manual signature capture. Finally, the tool has reporting capabilities on all data elements entered, which
enables the health plan to meet extensive reporting requirements from the state.

Location:
This program took place in New Mexico.

Contact:

Eric Tryon
Director of IT Architecture, UnitedHealthcare Community & State
(763) 957-7416 | etryon@uhc.com

UnitedHealthcare Community & State

Clinical Toolkit
Description:
The Clinical Toolkit (also known as Auto Fill) is set of web-based and offline tools to: streamline the completion of state-required
assessments, care plans and forms; schedule and track member appointments; capture electronic signatures; and create reports by
auto-archiving data completed through designed forms. This tool helps care managers spend more time on member care and less
time filling out paperwork. Early results indicate time savings of up to 50% when using the Clinical Toolkit to complete state-based
forms, which can equate to potential FTE savings of 5% to 10%.
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Horizon NJ Health

Drug Utilization Review of Potentially Inappropriate
Medications in the Elderly
Description:
Horizon NJ Health has a comprehensive Retrospective Drug Utilization Review (DUR) program which provided targeted interventions
for elderly patients who filled potentially inappropriate medications (PIMs) according to criteria established by the American Geriatrics
Society. As of July 2014, Horizon NJ Health had over a 90 percent reduction in the use of PIMs for these elderly members.

Abstract:
According to the American Geriatrics Society, older adults continue to be prescribed PIMs despite evidence of limited effectiveness
and being associated with serious problems such as delirium, gastrointestinal bleeding, falls and fractures. The elderly population
represents an increasingly higher proportion of the New Jersey Medicaid population and correspondingly, the overall Horizon NJ
Health enrollment. In an effort to improve the pharmaceutical management of elderly members, Horizon NJ Health has implemented
a Retrospective DUR program which provides targeted interventions for those patients who have filled potentially unsuitable
medications. The purpose of this specific DUR program was to recommend and evaluate the rate of discontinuation of PIMs that were
filled by elderly members.

Key Objectives:
Improve the health of the population
Improve quality of care in a specific clinical area, e.g. prenatal care, diabetes, asthma, etc.

Actions Taken:
In January 2014, Horizon NJ Health targeted members who were 65 years or older and had received at least one fill of a possibly
unsuitable medication based on a six-month retrospective pharmacy claims review. Primary care providers (PCPs) were targeted
through outreach letters with an enclosed list of their patients who were identified as receiving a PIM that should be avoided according
to the American Geriatrics Society 2012 Beers Criteria Update Expert Panel. PCP letters included a table in addition to a brief description
of which drugs or drug categories should be avoided in those patients aged 65 years or older. Outcome measure included the rate of
discontinuation of PIMs.

Outcomes:
Horizon NJ Health initially identified 552 elderly members who were receiving PIMs. There were subsequently 361 letters mailed
to PCPs with patient enclosure lists. The top medications prescribed were cyclobenzaprine, hydroxyzine, glyburide, megestrol and
promethazine. Six months after the initial mailing, about 95 percent of the members were no longer receiving PIMs.

Goold Health Systems, an Emdeon Company

Goold Pharmacy Care Management
Description:
Goold Health Systems, an Emdeon Company, has initiated a Pharmacy Care Management program for a Medicaid population in a rural
state to improve clinical outcomes, abate costs, and improve member’s quality of life and satisfaction with their healthcare. These
interventions, performed by pharmacists who work closely with our physicians are targeted to members who are prescribed certain
high-cost medications. The key unique aspect of this program is that it is payor based and not provider based as many other specialty
drug management programs are. Potential patients are identified for the program in real time when they are about to initiate treatment
with a high cost medication at the time of prior authorization. A weekly report is generated based on paid claims to identify other
potential intervention opportunities. Our clinical staff comprised of pharmacists and physicians then work with the prescribers and
members to be sure that evidence-based best practices are being followed and that the treatment and dosage chosen is the most costeffective. Once the treatment is approved, the program then focuses directly on the member. Telephonic interventions are utilized to
provide in-depth counseling on proper medication storage, administration, expectations of treatment, as well as recommendations to
aid treatment to decrease the possibility of side effects as well as to assess for other deterrents to adherence. In the first nine months
of the program in this single rural Medicaid population, Pharmacy Care Management has enrolled over 580 patients that are followed
regularly through analysis of pharmacy claims data and further lab and chart notes reviews as necessary. PCM has also detected and
intervened in over fifty unique cost-savings situations that have resulted in a direct cost avoidance of over $1.7 million for the payor.
Metrics regarding adherence, patient satisfaction, quality of life assessment, medical costs, and clinical outcomes are being tracked and
will be available for reporting later this year.

Abstract:
The number of new, often high-cost, biologic and specialty medications continues to rise exponentially, creating a challenge for many
payors. These novel high cost medications are expected to account for over 50% of drug expenditures by 2018. In many cases, no
alternative therapies are available. These regimens require more intense monitoring — first for the overall appropriate use by the
prescribers for the correct diagnosis, dose and patient selection characteristics and secondly for the appropriate individual use by the
member to achieve optimal results.
Compliance is a core factor in achieveing optimal treatment outcomes with the use of these high-cost medications. Adherence
issues are a substantial treatment limiting challenge in all populations but are often further compromised in the Medicaid population.
Medication specific intervention beyond the approval of a prior authorization or prescription claim is increasingly important to realize
the value of these high cost medications.

Key Objectives:
Enhance the patient experience of care, including quality, access, and reliability
Control or reduce the per capita cost of care or increase efficiency
Increase accountability of Medicaid providers, including fraud, waste, and abuse

Location:
This program took place in New Jersey.

Contact:

Len Kudgis
Director, Marketing and Communications, Horizon NJ Health
(609) 718-9007 | len_kudgis@HorizonNJHealth.com
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Actions Taken:
Beginning in October 2013, a Pharmacy Care Management pharmacist compiled a list of patients actively prescribed a high-cost
medication (defined as those medications costing more than $3000/month average wholesale price). The members were first assessed
for appropriateness of therapy in terms of their age, sex, and diagnoses, followed by review of the actual regimens inclusive of dosage
and duration. Lastly, and most importantly, the member and regimen were reviewed to assess overall adherence measured through
Medication Possession Ratios. Any discrepancies or questions were handled through telephone interviews with the patient and/or
provider, as well as collection of prescription images and supporting chart notes when necessary. In the PCM program, the pharmacist
enrolls new patients when a Prior Authorization request is submitted for a targeted medication, or through a weekly High-Cost New
Users report generated by prescription claims data. When necessary, prescribers are advised to select more cost-effective therapies or
adjust medication doses for the safety of the patient. Adherence issues are addressed by counseling the patient and further follow-up
with the prescribers when necessary.
The PCM program is also addressing issues of medication waste. After reviewing prescription claims for medications ordered by
providers’ offices it was noted that some medications were ordered and never administered to the patient — for example Mirena IUDs
that were never inserted or Remicade injections that were never administered. The program works with practices to assist in returning
these otherwise unused products to the manufacturer/pharmacy and reverse prescription claims accordingly.
The program has developed client-specific reporting. The results of the program are made available to the client on a quarterly basis
including details of interventions made as well as measurements of cost abatement and adherence data of the enrolled population.

Outcomes:
As of July 2014, Pharmacy Care Management has enrolled 583 unique patients utilizing 84 different high-cost medications.
Interventions with these patients and/or their prescribers included 175 for direct patient education regarding medication, 41 for
questioning an inappropriate dose or duration of therapy, 16 related to medication waste or billing errors, and 77 for addressing
significant adherence deficits. Of over 300 unique interventions made, 50 have resulted in direct cost abatement for the payor through
decreasing inappropriate dosing, opting for a more cost-effective regimen at therapy initiation, and discontinuing therapies that have
been continued without reason amongst others. These interventions have abated over $1.7M.
Preliminary data suggest that within three months after initial program intervention our population experienced decreases in all
measured areas of aggregate spend — inclusive of number of hospital admissions, total spend for hospital in-patient services, total
number of emergency room visits, and total spend for emergency services. The program continues to collect adherence data via
calculation of Medication Possession Ratios for members enrolled prior to and after interventions and aims to increase overall patient
adherence.

Location:
This program took place in Maine.

Contact:

Eliza Mathias
Business Development Manager, Goold Health Systems, an Emdeon Company
(207) 512-6220 | emathias@ghsinc.com

WellCare Health Plans, Inc.

HealthConnections: My Family Navigator
Description:
My Family Navigator was created in an effort to provide case managers and field workers a readily available database where information
about community based programs and services in 15 states can be accessed. With the help of CommUnity Liaisons, information
about social service organizations, including the organization type, funding source, services offered and service area, are identified and
entered into the database on an on-going basis. Currently My Family Navigator holds information for more than 30,000 organizations.

Abstract:
Due to the recent economic crisis, social service programs have been identified as an important link to health outcomes. Public
assistance agencies that offer social service programs such as transportation, affordable child care, financial assistance and so on,
are important in closing the gaps in the delivery of healthcare. WellCare’s goal in the creation of My Family Navigator is to provide a
streamline method for case managers and field workers to easily access social service programs in a given community.

Key Objectives:
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:
My Family Navigator began in 2011. Six CommUnity Liaisons were hired in September 2013 to collect information on social service
organizations for the state of Illinois, Georgia and New Jersey. Since then, 19 CommUnity Liaisons have been hired to help build the
database to expand information available on social service organizations to eight states. The hope is to continue this growth and
eventually maintain information in My Family Navigator for 15 states.

Outcomes:
The My Family Navigator database has exponentially grown since its start in 2011. To date, the database holds more than 30,000
organizations, representing over 1.2 million services. The ability for case managers and field workers to provide members with
immediate information about local organizations and activities pertaining to their individual needs has proven to be an invaluable and
essential tool, resulting in over 4,800 social service referrals. The growth in number of social services entries available for reference, and
the resulting number of referrals shows the efficacy and the need for My Family Navigator in the stride towards providing members
with an enhanced experience of care.

Location:
My Family Navigator currently contains social service information for California, Florida, Georgia, Illinois, Kentucky, Missouri, New Jersey,
and Louisiana, and is soon expected to include information for South Carolina, Tennessee, Mississippi, and Arkansas.

Contact:

Pamme Taylor
Vice President, Advocacy and Community Based Programs, WellCare Health Plans, Inc.
(813) 317-1204 | pamme.taylor@wellcare.com
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NurseWise

Improving HRA Collaboration and Results
Description:
NurseWise and a health plan client saw the need to improve the completion rates on Health Risk Assessments (HRAs) for the health
plan’s Medicaid population. Historically, the completion rates had been below 50%. Through collaboration, improved contact
information, enriched quality improvement practices, and an enhanced training program, the results have shown great improvement
and continue to advance. The goal was to be above the required 50% completion rate. For the first four months of 2014, the lowest the
completion rate has been 58% and the highest completion rate has been 82% — a more than 30% improvement of previous year.

Abstract:
The health plan client receives an annual review from an External Quality Review Organization (EQRO) and the completion rate of the
HRAs is one of the performance measures. The EQRO looks at the completion rate for members who are new to the plan, as well as the
completion rate of the annual reassessment. The health plan asked NurseWise to participate in an improvement process to increase
the completion rates. Through analysis, we were able to identify barriers to completing HRAs including accuracy of member contact
information and member willingness to spend the time required to complete the entire length of the assessment.

Outcomes:
It might seem hard to believe that a simple phone call could change the course of someone’s life. But from warding off diseases by
recognizing probability at an early stage to ensuring medication issues are identified, a health risk assessment performed by NurseWise’s
experienced clinical professionals can unearth more information than one would ever think possible. We proactively connect with the
health plan’s members to learn about their current state of health and to educate them about health risks and preventative measures.
This not only helps members manage their own health, it also gives the health plan early indicators to possible health issues before they
magnify, and provides a smooth and timely referral to the health plan case manager. We also educate members regarding the availability
of the nurse advice line, connectivity with their PCP and other health plan support services.
As exemplified by the chart below, the completion rates are continuing to show momentum. Historically, the completion rates had been
below 50%. Through collaboration, improved contact information, enriched quality improvement practices, and an enhanced training
program, the results have shown great improvement and continue to improve each month. The goal was to be above the required 50%
completion rate. For the first four months of 2014, the lowest the completion rate has been 58% and the highest completion rate has
been 82% — a more than 30% improvement of previous year.

Percentage
completed

Key Objectives:
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:
Working collaboratively with the health plan, NurseWise set upon a course to improve our completion rate of HRAs for Medicaid
members. Through refocusing the team and working to improve member contact information, we were able to produce greatly
improved results.
Due to the length of the HRA, it was often difficult for the NurseWise team to get health plan members who were willing to fully
complete it. In defining member engagement strategies and communication skills to promote members’ willingness to spend the time
on the phone regarding their health care, NurseWise developed a skill-based training plan. Doing that enabled us to more accurately
project the staff time involved in successful completion. By working with the NurseWise Workforce Management team, we were able
to implement robust staffing strategies to identify exactly how many people are needed on the team to complete the HRAs properly
based upon the file size. As part of the training program, the team was given guidance and resources to help them get members to
complete the HRA. The monitoring and quality checks used include:
Actively engaging with the files through audits that are performed internally every day;
Implementing a coaching form that is used to give staff precise ways that they can improve in the future; and
Sending daily reports to management to ensure that all levels of the organization are engaged and aware of status.
While member engagement, training and staffing were part of the program enhancements, one of the areas that drastically needed
improvement was the accuracy of the member file. More than 50% of the time, the contact information provided to the outreach team
was incorrect. Using a multi-pronged approach, we were able to get better contact information for the members — which ultimately
translates into better completion rates. The efforts NurseWise used to better the contact info were:
Implementation of patented online searching resources;
Telephonic outreach to Primary Care Providers, and most importantly; and
The creation of a proprietary interface with pharmacy benefit claims so that when prescriptions are refilled, the NurseWise files
are updated with the correct member contact information.

Location:

8. client
Geographic
Location
The health plan
is located
in Wisconsin. NurseWise serves clients across the entire United States.

This program took place in the following: _____________ (may list states, cities, or counties)

Contact:

The health plan client is located in Wisconsin.

Kimberly D. Tuck
President and CEO, NurseWise
9. Awards
Consideration
(314) 505-6355
| ktuck@centene.com

Please indicate in which categories you believe this program should be considered for MHPA Best
Practice Awards. Programs can be considered in multiple categories. Use the opt out if you do not want
the program considered:
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__X__ Making a Difference Award – The best practice that made the biggest difference in the
lives of Medicaid health plan enrollees.
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AmeriHealth Caritas Pennsylvania

Members-Only Block Scheduling Coupled with Education
Substantially Reduces Gaps in Care
Description:
Health plan members in large medical provider practices identified as having significant gaps in care (GIC) for recommended screenings
are invited to participate in a provider- and health plan-led “AmeriHealth Caritas Pennsylvania Screening Day” with members-only block
scheduling to complete their recommended screenings. AmeriHealth Caritas Pennsylvania staff is available during the event to assist in
member processing, health education, answering questions and disseminating gift cards upon completion of screenings.

Abstract:
GIC for recommended medical screenings are a significant concern in the Medicaid population, resulting in less preventive care and
potentially more remedial care, weaker provider/patient communication and lower Healthcare Effectiveness Data and Information Set
(HEDIS) scores for health plans. Beginning in January 2013, the member screening initiative has targeted members with significant GIC
for recommended screenings, including HEDIS-based cervical and breast cancer and chlamydia screenings, and A1C (diabetes) and LDL
(cholesterol) monitoring, as well as adolescent well-child (AWC) visits.

Key Objectives:
Improve the health of the population
Improve delivery of benefits
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
Large medical provider practices
with multiple members identified
as having significant GIC for
recommended screenings
(typically 50 or more patients with
GIC) are consulted by the health
plan to discuss the importance
of addressing GIC and ways to
collaborate in eliminating GIC.
With state approval, the practice —
with health plan support — then
hosted an “AmeriHealth Caritas
Screening Day” with allocated
appointment slots (ranging
from 25–100 appointments)
exclusively for AmeriHealth Caritas
Pennsylvania members to complete
recommended screenings.
AmeriHealth Caritas Pennsylvania’s
Quality Improvement staff mailed
an event flyer to all members on
the GIC list and then followed-up
with phone calls to schedule the
providers’ appointments. Once all
the slots were filled, a reminder
appointment flyer was sent to the member, including a reminder call during the week of the event.
The community health educator and the assigned community outreach specialist remains at the event for the entire day to assist with
the flow of active members, provide health education, answer questions from the medical staff and members, and disseminate gift
cards to members upon completion of screenings.
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Outcomes:
The 2013 participation rate for members with GIC in this program was 68 percent, higher than the average participation rate for similar
AmeriHealth Caritas Pennsylvania programs (60 percent). During the six screening events conducted in four cities in the second half
of 2013 (Table 1), 260 appointments were scheduled and 178 gift cards were disseminated to members for completed screenings.
Moreover, 199 HEDIS-based GIC screenings were performed.

Table 1: Screening Events Completed
No.
1
2
3
4
5
6

Practices
Southeast Lancaster Health Services
Berks Community Health Center
Berks Community Health Center
Dr. Sotomayor Medical Practice
St. Luke’s Southside Medical Center
Sacred Heart Hospital — Pediatrics Dept.

City, Pennsylvania
Lancaster, PA
Reading, PA
Reading, PA
Reading, PA
Bethlehem, PA
Allentown, PA

Date
July 2013
August 2013
September 2013
December 2013
December 2013
December 2013

Table 2: Number and Types of HEDIS-based GIC Screenings
HEDIS-based GIC Screening
Cervical
Chlamydia
A1C (diabetes)
LDL (cholesterol)
Adolescent Well-Child Visits
Total

Total Number
66
21
29
19
64
199

Location:
This program took place in the following Pennsylvania counties: Lancaster, Reading, Bethlehem and Allentown.

Contact:

Lori McNew
Director, Quality Management, AmeriHealth Caritas Pennsylvania
(717) 651-3559 | lori.mcnew@amerihealthcaritaspa.com

9. Contact Information
In case there are inquiries on your submission, please provide a name and contact information to be listed in
compendium.
Contact Name: ___ Lori McNew ____________________________________________________________
Title: ___Director, Quality Management __________________________________________________________
Company: ___ AmeriHealth Caritas Pennsylvania___________________________________________________
Phone Number: (_717_) _651_‐_3559__
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AmeriHealth Caritas Family of Companies
[Keystone First, AmeriHealth Caritas Pennsylvania, Select Health of South Carolina,
and PerformRx]

Multifaceted Interventions Improve Medication
Adherence in Patients with Chronic Conditions

2014

M

Best PHr PA
Hon actice

orable
Mentio
n

direct costs [Viswanathan et al., 2012]. When chronic conditions are suboptimally treated, disease symptoms
and complications worsen, leading to increased utilization of health care resources.

Description:

Caritas’ medication
adherence
program was
designedastomeasured
improve by
medication
adherence for
InAmeriHealth
2013, the organization
set a goal to
increase medication
adherence,
the proportion
in four
medication
classes
health
affiliates,
and First,
determine
the effect
that improved
ofmembers
days covered
(PDC),
by 5 percent
in and
threethree
health
plan plan
affiliates
[Keystone
AmeriHealth
Caritas
adherence may
physician
officeCarolina]
and emergency
departmentclasses:
utilization, as well as hospital inpatient
Pennsylvania
andhave
SelectonHealth
of South
for four medication
admissions (not reported here).
Asthma controllers		
Antihypertensives
Oral hypoglycemics		
Statins
5. Program Objectives
Please list up to three top program objectives or priorities. You may list your own objectives or check the boxes
Abstract:
below to show which priorities are addressed by your plan’s program.
Medication nonadherence is one of the most challenging issues in managing patient health. The Agency for Healthcare Research and
Quality
(AHRQ)
reported
that 20–30
of medication prescriptions remain unfilled. On average, 50 percent of medications for
__X__
Improve
the health
of thepercent
population
chronic disease are not taken as prescribed, and medication nonadherence has been estimated to cost the U.S. health care system
_____ Enhance the patient experience of care, including quality, access, and reliability
$100 – $289 billion annually in direct costs1. When chronic conditions are suboptimally treated, disease symptoms and complications
__X__
Control
or reduce utilization
the per capita
cost ofcare
careresources.
or increase efficiency
worsen,
leading
to increased
of health
_____ Improve delivery of benefits
AmeriHealth Caritas’ medication adherence program was designed to improve medication adherence for members in four medication
__X__
quality
ofaffiliates,
care in a and
specific
clinical area,
i.e. prenatal
care, diabetes,
asthma,
etc. on physician office and emergency
classes and Improve
three health
plan
determine
the effect
that improved
adherence
may have
_____ Reduce
disparities
of racial
and ethnic
minorities
department
utilization,
as wellinascare
hospital
inpatient
admissions
(not reported here).
_____ Demonstrate accountability of Medicaid health plans, including fraud and abuse
_____ Other: ___________________________________________________________________

Key Objectives:

Improve
theTaken
health of the population
6.
Actions
Control
or
reduce
perorganization
capita cost of
or increase
the program objectives. For example, if your
Identify the KEY initiativesthe
your
hascare
taken
to meetefficiency
Improve
quality
of
care
in
a
specific
clinical
area,
i.e. prenatal
care, diabetes,
program targeted ER utilization, please describe your methods
of intervention.
(Limitasthma,
to one oretc.
two paragraphs.)
This program was multifaceted in nature, consisting of over 30 different interventions to improve medication

Actions
adherence Taken:
(see Table 1 for sampling). Most interventions were implemented enterprise‐wide, whereas some

were limitedCaritas’
to a particular
health
plan or locale.
Thewas
interventions
were
eithermedication
global or targeted
in nature,
i.e.,
AmeriHealth
medication
adherence
program
designed to
improve
adherence
for members
in four medication
they
were
applied
to
all
participating
providers/members
or
focused
on
individual
participating
classes and three health plan affiliates, and determine the effect that improved adherence may have on physician office and emergency
providers/members.
department
utilization, as well as hospital inpatient admissions (not reported here).

Global
Targeted

The data from 19,751 participating members in three
health plans were analyzed in this study (3,417
AmeriHealth Caritas Pennsylvania; 10,702 Keystone
First; and 5,632 Select Health of South Carolina). The
baseline characteristics were comparable among all
three plans regarding gender (59%–63% females),
care management (≥ 94% not previously under care
management), and risk stratification (~25% evenly
split among four risk quartile groups). Regarding age
demographics, participating Select Health of South
Carolina members < 18 years of age were overrepresented (38% vs. 17% – 23%), while those 40 – 64
years of age (47% vs. 60 – 63%) and ≥ 65 years of age
(0.02% vs. 2%) were under-represented, compared to
AmeriHealth Caritas Pennsylvania and Keystone First.
Medication adherence rates in 2013, as measured by
adjusted PDC (excluding members who did not have
PDC data in December 2013), met or substantially
exceeded our AOP goal of 5 percent increase in
comparison with the rates in 2012, both overall
and when stratified by medication class (Figure 1)
or health plan (Figure 2). The adjusted percentage
increases of PDC rates for the four medication classes
were:

Enterprise-wide
Enterprise-wide
Enterprise-wide
Enterprise-wide
Keystone First

Figure 1

Figure 2

Asthma controllers — 5.2%.
Oral hypoglycemics — 22.4%.
Antihypertensives — 24.1%.
Statins — 25.5%.
The overall percentage increase of the adjusted PDC
rate for all medication classes was 18.4 percent. When
stratified by health plan, the percentage increases
of the adjusted PDC rates were 23.8 percent for
AmeriHealth Caritas Pennsylvania; 22.4 percent for
Keystone First; and 6.7 percent for Select Health of
South Carolina.

Location:

Table
1:1:Sampling
of of
Plan-specific
andand
Enterprise-wide
Interventions
Table
Sampling
Plan-specific
Enterprise-wide
Interventions
Develop staff-, provider-, and member-oriented promotional and
educational material around medication adherence.
Use of on-hold messaging for generic medication reminders.
Enhance medical management platform to have an interventions "popup" widget on members being tracked.
Create “care gaps alerts” to notify providers and care management staff
of members missing a refill,
King Of Prussia Pharmacy (KOPP) Consignment Program for asthma
controllers.
Outreach and reminder calls for members who consistently miss refills.
Notification to primary care providers of members in their panel with
low PDC scores.

Outcomes:

Annual Operating Plan (AOP); AmeriHealth Caritas Pennsylvania (ACP); Keystone
First (KF); Select Health of South Carolina (SHSC)

This program took place in Pennsylvania and
South Carolina.

Contact:

Karen Michael
Vice President, Corporate Medical Management, AmeriHealth Caritas family of companies
(215) 937-8546 | kmichael@amerihealthcaritas.com

Enterprise-wide
Enterprise-wide

The study period ran from January 1 to December 31, 2013.
The study period ran from January 1 to December 31, 2013.
______________________________________
Footnote7. Outcomes
1 Briefly identify specific outcomes related to the initiative identified in question 3. Use specific data where
Viswanathan M, Golin CE, Jones CD, Ashok M, Blalock SJ, Wines RC, Coker-Schwimmer EJ, Rosen DL, Sista P, Lohr KN. Interventions to improve adherence to self-administered medications for chronic diseases in the United States: a
possible.
one
paragraphs.)
systematic
review.(Limit
Ann Internto
Med.
2012or
Dec two
4;157(11):785-95.
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Nurtur®/Centene® Corporation

Poverty Competency Training for Member-Facing Staff
Description:
Nurtur is dedicated to providing distinctive training programs to help drive member engagement. We cannot make a positive
difference in members’ health status if we cannot engage them. Nurtur works with a predominately low-income population —
one that has historically presented a challenge to effectively engage. As healthcare professionals, we believe that we can help
these individuals if we could simply make contact with them. Our preconceived ideas of poverty often prevent us from effectively
communicating with our members.
People living in an impoverished state often have a different set of priorities than individuals who have never experienced living in
daily crisis. Poverty continues to be a real issue in America. According to the Current Population Survey (CPS), 2013 Annual Social
and Economic Supplement (ASEC), in 2012, 15 percent of the population, or 46.5 million people, were living in poverty; 21.8 percent
of them were children under the age of 18. Since a large portion of the members we serve live in poverty, Nurtur developed a
unique Poverty Competency Training course for our member-facing staff. Nurtur employees receive the following benefits:
Deeper understanding of poverty, its history, and causes
Awareness of one’s own attitudes and beliefs about poverty and the poverty population
Recognizing poverty types and the corresponding effects
Understanding that people are likely making the best choices they can based on their worldview
Understanding oral culture and relational styles of giving and receiving information
Skills for better communication across poverty barriers
Nurtur is deeply committed to communicating the importance of understanding those in poverty in order to better engage and
help them achieve a healthier status.

Key Objectives:
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:
Cultural sensitivity and disparity has been a topic of interest and often required training for employees across all organizations.
Specific training on poverty — understanding its history and causes, people’s preconceived attitudes and beliefs, the types of
poverty and communicating effectively across poverty barriers — has been lacking. Nurtur conducted an intensive search for a
stellar training course that would enhance our understanding, communication and engagement of our members.
In early 2013, Nurtur created its Poverty Competency Training program based on the principles gleaned from Donna Beegle’s,
EdD, Poverty and Coaching Institute’s two-day course. We used the tools and training we received and applied them to fit a more
condensed training program. The resulting 3.5-hour training included the use of poignant videos, authentic audio messages as
recorded by Nurtur staff, activities, and lecture presentations. Although well-received, the course length was consistently listed as
the sole negative comment on feedback surveys. The initial training has been reduced to three hours while maintaining multimedia
and content integrity.
The ensuing frank discussions that result from the video, activities and presentation demonstrates our unique worldview on poverty.
Often, participants share their own experiences having come from an impoverished background; some remain stalwart in their
belief that people take advantage of the system. Regardless, staff leave with a deeper appreciation of the extreme hardships that
our members experience on a daily basis, such as why finding transportation to the local food pantry is more important than being
present for a scheduled health coaching call, and although they cannot make a difference in the lives of all, celebrate making the
difference to even one!

“

Every part of the
presentation was
outstanding or excellent I felt.
The presenter was speaking from
experience, really conveyed the
needs and concerns of people living
in poverty and made a lasting
difference in my perception of
poverty and my desire to become
involved in a positive way in the lives
of others. Already today I have had
an opportunity to empathize and
give encouragement to a member
with financial problems that could
impact her health. The presentation
definitely increased my sensitivity
to this issue and my motivation to
become positively involved.”

– Nurtur Health Coach
“Awesome presentation;
learned a lot on how to relate
to my members in a more
empathetic manner.”

-Bridgeway Case Manager

Outcomes:
Nurtur’s Poverty Competency Training program was presented to
more than 250 member-facing staff as well as executive leadership.
The mandatory program is offered quarterly for new employees,
and an annual Poverty and Health Literacy Refresher course was
implemented at the start of 2014; to date, 206 Nurtur employees
have attended.
Due to the overwhelmingly positive reception from Nurtur
employees and leadership, Poverty Competency Training was
offered free of charge to all Centene Health Plans. Training was
provided to member-facing staff at a number of Centene subsidiary
health plans, such as Absolute Total Care, Bridgeway, CeltiCare,
Coordinated Care (twice), Louisiana Healthcare Connections,
Managed Health Services-Indiana, New Hampshire Healthy Families
as well as to Centene’s Member Connections Reps. Nurtur trainers
presented on-site (except in two instances) to approximately 400
employees. In addition, Nurtur trainers provided training materials
to the respective Health Plan trainer in order that the Health Plan
may share to staff going forward.

Location:
Nurtur has made this training available to employees at its offices
located in Farmington, CT; Dallas, TX; Baton Rouge, LA; and Tempe
AZ. Additionally, the training was offered to all Centene health
plans. Participating health plans have included those located in
Arizona, Indiana, Louisiana, Massachusetts, New Hampshire, South
Carolina, and Washington. Numerous remote employees from
Nurtur and Centene also participated.

Contact:

Dr. Jeremy Corbett
Chief Health Officer, Nurtur
jcorbett@centene.com

“Excellent training session!
I was amazed at the difficult
decisions that families in poverty
must make. I now have knowledge
and insight that I did not have
before. Thank you so much!”

– Nurtur Employee
“The information was presented well.
It was very insightful and introduced
me to various reasons as to why
someone may not be achieving their
health-related goals that
I did not previously consider.

”

- Nurtur Employee
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UnitedHealthcare Community & State

Sickle Cell Outreach

Helping People Help Themselves

Description:

Abstract:
About 3,200 members across all UHC Health Plans have a sickle cell diagnosis and approximately 30% of these, or roughly 1,000, are
candidates for HU. HU is an inexpensive medication that can significantly reduce the frequency of sickle cell pain crises. Improving
hydroxyurea adherence among members with sickle cell disease will enable our members to live healthier lives and lower health
care costs via reduced ER visits and hospitalizations. In fact, our Healthcare Economics team conducted analysis indicating that good
compliance with hydroxyurea can yield $2,000 PMPM healthcare cost savings. The first step in supporting the use of hydroxyurea for
these members is to connect them with a sickle cell specialist, usually a hematologist, or sickle cell center of excellence.

Key Objectives:
Improve the health of the population
Control or reduce the per capita cost of care or increase efficiency
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
Using claims analysis, the health plans first identified members with sickle cell disease. Next, a referral list was created by identifying
sickle cell centers of excellence, as well as providers experienced in hydroxyurea administration. A 15-page color educational booklet
was developed by our Clinical Marketing team to help members learn more about how to stay healthy with sickle cell disease.
Once the referral lists and materials were created, we enlisted the expertise of our high-touch call team staffed with registered nurses to
make outreach phone calls. During the calls, the nurses asked members if they needed help finding a specialist to better manage their
sickle cell disease. If the member needed assistance, the nurse would refer the member to a specialist nearest to the member’s home.
The nurse also offered to conduct a three-way call during the outreach to schedule the appointment with the member still on the line.
Educational materials were also offered during the call, and any member interested in receiving these materials was mailed the 15-page
educational booklet immediately following the completion of the outreach campaign. In Tennessee, we conducted a post-outreach
survey to gather feedback, which included questions such as, “How many new things did you learn about sickle cell disease by reading
the Living Well with Sickle Cell booklet?”

Outcomes:
Impact to HU Utilization: In Maryland, 13 more members were prescribed HU after campaign completion, an increase of 33%. For the
more recent Tennessee and Louisiana outreaches, the impact of HU prescriptions has yet to be determined. However, below are some
preliminary results:
In Tennessee, eight members responded to a post-outreach survey. 100% indicated the educational sickle cell booklet:
(1) provided useful information; and (2) was easy-to-understand. Seven-out-of-eight members learned one or more new
things after reading the booklet.
In Louisiana, we identified 20 members during outreach calls who requested additional assistance managing their disease.
All of these members received follow-ups from nurse case managers.

Location:
This program took place in Maryland, Tennessee, and Louisiana.

Contact:

Sara Leivermann
Vice President, Product Development, UnitedHealthcare Community & State
(952) 931-4373 | sara_e_leivermann@uhc.com
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Health plans recognize that health care is a partnership, and patients have to be engaged in both
prevention and treatment. Plans have implemented many initiatives to empower beneficiaries to take
charge of their health. They also create incentives to support people in making healthier choices. The
following eight submissions, presented in alpha order, focus on methods health plans took to help their
members/beneficiaries make the most out of the health care.

UnitedHealthcare Community Plan of Tennessee

Bringing People Together to Overcome Chronic
Conditions (Stanford Model Classes)
Description:
Feeling alone after being diagnosed with a chronic condition is a commonly encountered issue faced by many
Americans challenged by illnesses like diabetes. UnitedHealthcare Community Plan of Tennessee (UHCCP-TN) has
partnered with the Tennessee Department of Health and the University of Tennessee (UT) Extension Services to
offer our members the Stanford Model, six weekly, group-style educational sessions that promote self-management
and a teaming approach to combat chronic conditions. Both the “Taking Charge of Your Diabetes” and “Living Well
with Chronic Conditions” programs are: being used to increase member understanding related to their conditions;
increasing member support by feeling included in a group; closing gaps in care; and creating healthy lifestyle changes.

Abstract:
The goal of this initiative is to increase member engagement, provide disease-specific education, and empower
members. As a result, members are better able to self-manage their chronic condition(s) resulting in improved quality
of life for the member and reduced episodes of inpatient ED visits and/or hospital stays. The Health Plan conducted
focus groups in each of the three state regions to better understand how to motivate members to make lifestyle
changes. The focus groups took time, but significantly helped to meaningfully understand the specific behaviors
needed to better manage the participant’s chronic conditions.
Based on the feedback from the focus groups, the Health Plan sought opportunities to bring groups of members with
similar diagnoses together for educational sessions and peer support. In order to keep members in the comfort of their
own communities, the Health Plan partnered with local Health Departments and the UT Extension to offer the Stanford
Model Classes. These classes are conducted by certified trainers employed by either of the two host agencies.

Key Objectives:
Improve the health of the population
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Improve member self-efficacy

Helping People

A member outreach campaign including claims analysis, nurse phone calls and clinical marketing materials to connect members with
a sickle cell specialist. The specialist will be able to evaluate whether the member is a good candidate for the medication hydroxyurea
(HU), which has been shown to significantly reduce the incidence of sickle cell crises, hospitalizations and ER visits.

81

Actions Taken:
The action taken was extracted from the member focus groups and was tied to specific member wants, needs and desires. The Health
Plan partnered with two state organizations that were receiving federal grant funding to support population health and in turn,
the Stanford Model Classes. Together, a system was crafted to increase potential member participation by increasing convenience.
More specifically, the classes are offered across the state. When a class is set up, the Health Plan provides targeted outreach to invite
members identified with chronic conditions who live within a 15-mile radius of the class location. They provide a small incentive to
members who successfully complete the course; in addition, they collect individual member surveys that detail lifestyle changes and
care gap closures that have resulted after attending the entire course. In turn, the Health Plan can continuously improve the courses
and innovate based on member feedback.

Outcomes:
We collect and monitor several data points. We look at both our engagement rates and our graduation rates. A member is considered
to have graduated from the course if they attend at least four of the six classes. At graduation, per state guidelines, we can count
these graduates as educational face-to-face visits. A major focus is on the self-reported data provided in the surveys that we designed
for the end of the course. We are expecting and experiencing increased year-over-year growth based on member-suggested course
improvements, word of mouth, and new member engagement strategies.
In 2013, we had a total of 41 classes. We had 65 members who attended at least one class and a total of 42 who actually graduated
(attended at least four of the six classes). In 2014, we have had a total of 47 classes year-to-date. A total of 34 of those classes have
ended and 13 of those classes are still ongoing, so no outcome data is available on those as of yet. We have had a total of 52 members
who have attended at least one class and a total of 35 of those graduated. We are currently averaging two closed gaps in care and
three lifestyle changes for each of our graduates from these courses.

MHPA’s 2014-2015 Best Practice Compendium Submission
Meridian Health Plan
Calling all Members! Welcome Calls to Engage Members in their Health
Page
2 of 4 All Members! Welcome Calls to
Calling

Engage Members in Their Health
6. Actions Taken
Description:

As
the largest Medicaid Health Plan in Michigan, Meridian has a large number of new enrollees each
Each and every member enrolled with Meridian Health Plan receives a welcome call. This allows us to welcome them to managed
month.
implementation
Healthyresources,
Michigan,
the state’s
Medicaid
expansion
care, explainDuring
their benefits,
connect them withof
community
verify member
demographic
information,
and conductpopulation,
a health
risk
survey.
Each
member
is
explained
their
benefits
and
is
provided
with
an
opportunity
to
ask
questions.
Our
outreach
team
refers
Meridian was onboarding up to 20,000 new enrollees within a given month. In order to reach
all new
members to programs offered, and assists with setting up their first PCP visit. We utilize this call to explain the importance of their
members
with welcome calls, the Plan uses an auto‐dialer system combined with a Welcome Call alerts
medical home, and to provide important information about recommended services. In 2013, Meridian dialed 354,657 welcome calls.
within
managed
system
(MCS).
Meridian its
consistently
rankscare
among
the highest
performing plans with quality and access to care measures. Welcoming all members
has proven to make a difference in the lives of our members, as well as our outcomes, exceeding NCQA’s 90th percentile in Customer
Service, and
exceeding
75th percentile
for Access toenrollment
Care.
When
Meridian
receives
the monthly
file from the State, a red “W” alert is populated within

its managed care system (MCS) which is displayed on the member demographic screen to inform staff of
Abstract:
each
newly enrolled member. This alert is not removed until the member receives a welcome call. These
Meridian
Health
Plan
recognizes
that members
newly enrolling
the the
plan need
education
and assistance
in order to or
understand
welcome
calls
are
completed
if a member
calls in
into
Member
Services
Department,
when reached
their benefits and effectively access health care and plan services. This process is particularly important for members who are new to
through
theoroutbound
call.
Welcome
calls
aretimes,
always
completed
live
staff date,
member.
managed care
previously didauto‐dialer
not have health
insurance
coverage.
Often
members
are unsureby
of a
their
effective
the plan
benefits, or how to access them. In early 2014 Meridian enrolled over 62,000 new members under Michigan’s Medicaid expansion

Location:
This program took place in Tennessee (all three regions).
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Amanda Hamblen
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Actions Taken:

The outbound dialing system, Presence, is used to complete outbound welcome calls. Presence retrieves phone numbers from MCS
based on the call campaign logic and dials out at random. Presence filters out incorrect phone numbers and calls going to voicemails,
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7. Outcomes

Outcomes:
In 2013, Meridian performed 354,657 welcome calls using its Presence auto‐dialer system and
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Keystone First, AmeriHealth Caritas Partnership

Empowerment Tour: 40-Day Journey to Better Health
Description:
The Health Ministry provides underserved communities with a safe, supportive, and faith-based
setting in which to learn about their health and receive health screenings. Participants are
introduced and encouraged to change their eating and exercise behaviors by using the Daniel Fast,
a Bible-based program that promotes eating fruits, vegetables, and whole foods during the 40 days
of Lent. From February to March of 2013, we partnered with three area churches in underserved
communities of Philadelphia to provide a series of faith-based health education programs and
screening events to Keystone First members and nonmembers alike over a six-week period.
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In the area of Adult Access to Care, Meridian has
consistently performed well exceeding NCQA’s national
Medicaid 75th percentile in both age categories. (See
graph at bottom right.) In 2014, Meridian also exceeded
the 90th percentile in Adult Access to Care for ages 45
to 64.

Location:
This program took place in the following: Michigan, Illinois,
and Iowa.
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Diane Lecerf
Director of Quality Improvement
Meridian Health Plan
(313) 324-3754 | diane.lecerf@mhplan.com
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In various formal and informal surveys, Philadelphia — the 5th most populous city in the United States — has consistently ranked
among the unhealthiest cities for its size,1,2 and the unhealthiest county in the state of Pennsylvania3. A 2008 CDC study ranked
Philadelphia as the 5th unhealthiest city out of the 20 largest metropolitan areas in the United States4. An unhealthful lifestyle is
the sum total of a combination of factors, including an adverse physical environment, socioeconomic factors, poor clinical care, and
unhealthful behaviors. In order to address the complexity of factors resulting in an unhealthful lifestyle and to engage the attention of
an underserved population, a holistic wellness-based approach with unique and stimulating programing is required.
Since the Health Ministry was launched in 2000, more than 15,000 minority men and women across three states have received
potentially life-saving screenings, including mammograms, blood pressure and cholesterol testing, and screenings for depression
through this program. The program goals include:
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100%

Promoting health education, health literacy, and preventive health care among underserved communities.
Increasing knowledge of diseases.
Improving screening behavior and readiness to change.
Reducing risk associated with diseases and symptoms of diseases.
Engaging Keystone First and community members in proactively managing their health.
Reducing unnecessary hospitalizations/emergency department visits.
Reducing the potential costs associated with emergent/urgent care.
Promoting and encouraging medication adherence.
Collecting data on shopping habits, nutrition knowledge and food choices.
Partnering with sponsors and other interested parties, including the Drexel University School of Public Health, the American
Diabetes Association, the American Heart Association, YMCA, ShopRite, Enterprise Kitchen, Zipongo, Coca Cola, Pfizer,
ShopRite, and Walgreens.
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Improve the health of the population
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Reduce disparities in care of racial and ethnic minorities
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The 10 Most Unhealthy Cities in America. MOVOTO blog. 2013. http://www.movoto.com/blog/top-ten/most-unhealthy-cities/
Woehr M. The Least Healthy Cities to Live in the U.S. http://www.ehow.com/info_8193269_least-healthy-cities-live.html
3
RWJF/University of Wisconsin Population Health Institute. 2013 Rankings: Pennsylvania. County Health Rankings & Roadmaps. http://www.countyhealthrankings.org/sites/default/files/states/CHR2013_PA_0.pdf
4
Hughes E, Kilmer G, Li Y, Valluru B, Brown J, Colclough G, Geathers S, Roberts H, Elam-Evans L, Balluz L. Surveillance for Certain Health Behaviors Among States and Selected Local Areas – United States, 2008. MMWR, Dec. 10, 2010, 59(SS-10).
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Actions Taken:
Keystone First members were targeted for participation through care gaps using hypertensive and diabetic criteria. The community
was engaged through mapping and partnership collaboration. Three churches with primarily African-American constituents were
selected as host sites due to their locations. The six-week program featured:
Pre- and post-health screenings (offered no charge on the first and last dates of the program) for blood pressure, blood sugar
(HbA1c), cholesterol, weight (BMI), and more.
Prayer, fellowship, and music.
The “Daniel Fast” and healthful eating.
Interactive sessions on stress, heart health, diabetes, nutrition, exercise, and why medication adherence matters.
Cooking demonstrations and food sampling.
Motivational speakers and celebrities.
Member incentives, like gift cards, raffles, and more.
Sign-up for Zipongo’s Text Message program using mHealth technology, a mobile health application that encouraged
shopping for whole foods by incentivizing cost through grocery store discounts.
In addition to hosting workshops designed to prevent and manage chronic conditions (e.g., breast cancer, diabetes, obesity, stroke
and hypertension, heart disease, stress, and depression), speakers also focus on exercise, smoking cessation, proper nutrition, healthy
lifestyles, and emotional and mental well-being. At all workshops and events, the Health Ministry program offers individual health
assessments and screenings provided by a team of physicians and nurses. Health assessments examine each participant’s level
of physical activity, diet and other lifestyle choices. Each participant also receives a healthy living guide featuring articles written
specifically for the Health Ministry by medical experts and health professionals. The guide focuses on prevention, awareness and
education to help participants and their families make informed health decisions.

Outcomes:
From February to March of 2013, 609 Philadelphia residents living in underserved communities, including 348 Keystone First members
(57 percent) expressed interest and registered in the 40-Day Journey Empowerment Tour in three area churches. Within this population,
a total of 278 people (members and nonmembers) participated in the program; 108 were Keystone First members with diabetes and/or
hypertension and 81 (75 percent) members attending at least two sessions. At almost every weekly event, over 100 people attended a
session and participants reported high rates of satisfaction and positive feedback concerning the program.
For the present analysis, 1,341 total health screening results were collected from the 108 Keystone First members. Several notable
positive outcomes after six-month follow-up included:
A 13 percent drop in total cholesterol in participants in two of the churches.
A 10 percent drop in overall blood pressure among participants in one of the churches.
An average weight loss of 6.2 pounds among those participants who lost weight.
An average 1.4 inch loss in waist circumference.
A 27 percent average reduction in BMI among those who received a pre- and post-screening.
Among all three churches, 70 participants lost a combined total of 434 pounds of weight. Finally, participants also increased their
awareness of nutrition content in foods and their willingness to try healthier foods and substitutes. One-hundred fifty-four members
participated in Zipongo’s Text Message program; out of the 69 (45 percent) respondents to a survey, 97 percent replied that texts were
very helpful.

Location:
This program took place in Philadelphia, Pennsylvania.

Contact:

Maria Pajil Battle
President, AmeriHealth Caritas Partnership
(215) 863-5606 | mbattle@amerihealthcaritaspartnership.org
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UnitedHealthcare Community Plan of Arizona

It’s All About me* (Member Empowerment)
Description:
UnitedHealthcare Community Plan of Arizona’s me* program is a member-centric, goal-oriented program designed to empower
members, in our UnitedHealthcare Community Plan long-term care product, to live happier and healthier lives through goal-setting.
Case managers and their members set the member’s personal goals together, track progress on a regular basis and celebrate successes.
The program has spun off to other opportunities to empower members, such as through workshops we created called Abilities
Workshops. These workshops are opportunities to provide members with information to lead healthier and happier lives. This health
plan is the largest Arizona Medicaid (AHCCCS) payer, while serving members covered in the largest geographic areas for the Arizona
Long Term Care Services (ALTCS) program. The plan has over 30 years of experience serving the needs of the Medicaid population.

Abstract:
Long-term care members quite often lose the desire or capability to pursue goals or dreams after a life-changing injury or illness. Many
are placed into long-term care settings. This can lead to feelings of unhappiness and reduced self-worth. Our members quite often
talked about desires, without the ability to follow through. UnitedHealthcare Community Plan staff wanted to do something to make a
real difference in the lives of the members they serve.
So the employees of UnitedHealthcare Community Plan developed and implemented me* with the goal to have members and staff
think more about member empowerment. For the member, me*means “what goals do I have?” and “what will make my life better and
make me happier and healthier?” For the staff, me* means “what specifically can I do to help my member meet his or her personal
goals?” Employees show members, their families, providers and facility staff that empowering individuals by providing resources to
meet their goals will in turn improve each person’s quality of life and engagement in their community.

Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability
Improve delivery of benefits

Actions Taken:
The primary action was in creation of the program itself. The program construct entails:
Goal setting for every member – discussion with case managers and documented for progress. The goals that members
establish can be as simple as learning to knit, volunteering or moving to a home in the community.
Case management tracking of goals with regular follow-up with members on progress
Case managers support of the member to help remove obstacles to achieving goals
Local resource directory comprised of names of resources to help members with such things as employment, housing,
transportation, education and volunteer opportunities
me* resource team to support all case management staff with questions or barriers that may arise in their day-to-day work
with our members in the community. The team helps find solutions to barriers to goal success, such as locating options and
obscure resources to meet the most unique care needs of the members.
Reintegration specialists help members with goals to move home, and who have more complex discharge needs, reintegrate
into their communities. The reintegration specialist possesses knowledge of the community resources and is equipped to
address obstacles through creative care planning activity.
Provider education in me* and the member’s goals, often resulting in provider engagement in the member meeting their
goals
Provider collaboration meetings to share ideas about engaging members in achieving goals
Celebrations when members reach their goals
Annual member Abilities Workshops to bring resources and services to members to help them achieve their goals
Staff newsletter highlighting the monthly me* success stories
Scrapbook of member success stories to share with agency providers and members. It is a way to honor the hard work and
accomplishments, and has received positive feedback of pride and fulfillment from those who view it.
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Outcomes:
100% of the members are evaluated and encouraged to develop a personal goal that is meaningful to the member.
100% of the members have a personal goal established in their care plan.
About 25% of our members annually achieve the personal goals they set, with the assistance of their case managers. Some
are short-term goals (e.g., purchasing a sewing machine), while other goals are accomplished over a longer period (e.g.,
college degree). Whether in the short or long term, our dedicated case managers empower members to remain focused on
accomplishing the goals they have set for themselves.
Trickle-down effect: By highlighting success stories with all staff, they understand how better to empower their members. This
has led to other departments, such as provider services, hosting and coordinating events with our providers to better support
those who care for our members.

Location:
This program was initiated across the State of Arizona, and is being adopted by UnitedHealthcare Community Plans throughout the
country.

Contact:

Francine Pechnik
Vice President, Case Management, UnitedHealthcare Community Plan
(602) 255-8059 | francine_pechnik@uhc.com

Abstract:
HAP Midwest Health Plan worked to address a need for efficiency in enrollment and customer services, and reduction in processing
times through the use of this single point of access to quality information in real time. Through this program, an increased data quality
was addressed to contribute to HEDIS measures, as well as an investment in the productivity from this tool. Features were also added to
read and respond to messages and feedback from the users of the new HAP Midwest Health Plan websites and to manage access, pins,
website content and disease information for a more streamline communication process between the website users and the health plan.
All of these main points outlined were in an effort to reconcile the issues related with the quality of data and imperative nature of real
time information within the system.

Key Objectives:
Control or reduce the per capita cost of care or increase efficiency
Improve delivery of benefits

Actions Taken:
The system serves as a dashboard and central repository of knowledge and information eliminating the need to login to different
systems and look up different resources. It serves as a workflow communication tool automating and managing manual processes.
HAP Midwest Health Plan realized a number of benefits from this project that increased the efficiency of processing transportation
requests by electronically faxing, auto-filling the member demographics on the request form, and providing auto populated total miles
for each trip. These improvements have enhanced the quality and accuracy of our transportation process.

Outcomes:
These improvements listed below have enhanced the quality and accuracy of HAP Midwest transportation process which resulted in
the following accomplishments for the 700 transportation requests processed monthly.
1.5 minutes less processing time per call resulted in an additional 17.5 hours per month for customer representatives to focus
on special projects
The electronic faxing function has eliminated duplicate transportation requests which have increased the accuracy of
reporting, billing, and service to our customers.
The ability of the system to electronically notify management on a daily basis of the capacity of the transports allows us to
utilize our resources to enhance efficiency of the scheduling with numerous vendors

HAP Midwest Health Plan

Knowledge Sharing and Tool Management for a
Better Tomorrow

Other improvements include a member screen that lists any preventative medical needs for the members and are populated as an alert
to remind the customer service representative when conversing with the member on the phone. The customer service representative
is able to tell the member what medical appointments may be needed, and if there are incentives attached to the completed
appointment. This increased the health plan’s outreach efforts to make sure members stay healthy and in compliance with MDCH
quality standards of care. The alerts also show when members are in need of services that are HEDIS related and if there is a gift card
incentive for the member to complete these needed services, too. These improvements are in relation to an increase in HEDIS scores
and better health outcomes, as well as an increase in member satisfaction.

Description:
In 2012, HAP Midwest Health Plan developed a web-based system in-house for use by enrollment and customer services staff. This
system integrated information from various sources, such as, weekly, monthly Medicaid plan enrollment data and remittance advice
received from the State of Michigan, authorizations, claims from trading partners, pharmacy claims and internal member and customer
service databases. The Enrollment group uses this system to enroll and dis-enroll members, maintain member information, check
eligibility in real-time or in batch mode, change primary care physician, request and generate ID cards, enter memos and alerts, and
upload and attach emails and documents. Customer Services staff can view and update member details, enter and update alternate
contact information, add and maintain customer log entries, communicate with member and or responsible party and generate
transportation requests. Managers are able to assign tasks to enrollment and customer services staff. The alerts also show when
members are in need of services that are HEDIS related and if there is a gift card incentive for the member to complete these needed
services too. Upon login, staff can view and respond to their assigned tasks that correlate to the ensuring the quality of communication
occurs between the health plan and the member for required services through the prompted alerts. This system serves as a
communication tool between two groups.
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Location:
This program took place in Southeastern Michigan.

Contact:

Kathy Harkness RN, MSA, CPHQ, CHC
Vice President of Medicare and Corporate Compliance, HAP Midwest Health Plan
(313) 586-6063 | kharkness@midwesthealthplan.com
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MDwise, Inc.

Outcomes:

MDwise Community Advisory Councils

Examples of where the Community Advisory Councils have provided valuable input in 2013 and 2014 include, but are not limited to:
regional information that was used in MDwise’s Culturally and Linguistically Appropriate Services work; insights and feedback that
were communicated to Medicaid staff as the Presumptive Eligibility Program for pregnant women in Indiana was being revised; and
assisted in the development of a reference guide for asthma and diabetic supplies.

Description:

We attempt to measure participant satisfaction with program content at each meeting through an evaluation. The chart below
depicts the “top box” scores, or those that indicated above average to excellent (scores 4 and 5) on a 5-point scale.

MDwise, as a state-wide health plan, hosts Community Advisory Councils across the state. These Councils are comprised of a broad
coalition of community organizations that serve a significant number of MDwise members across all Indiana Medicaid programs.
The primary goals of the Councils are:
1)
2)
3)
4)
5)

To help MDwise better understand the unique needs in each geographic and cultural region
To learn which strategies that have proven successful in meeting local needs
To get local input into how MDwise health-focused programs are designed and rolled out
To obtain feedback from participants about what MDwise is doing well and what we can improve upon
To allow participants time to network and share information with one another

Abstract:
As a health plan that is contractually mandated to serve the entire state geographically, MDwise is challenged to serve extremes in
terms of cultural dimensions. We serve areas that are extremely rural and extremely urban, with unique cultural diversity in both
settings. We did not have a forum where we could get input and feedback from our constituents about how well we were meeting the
local needs of members and providers. Through the councils, we are able to discuss various challenges and barriers to care in order to
understand the community and tailor quality improvement efforts. We are also able, through the councils, to communicate valuable
information about MDwise to assist our community partners in better understanding what MDwise programs are available to serve our
members and their communities.

Key Objectives:
Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.
Reduce disparities in care of racial and ethnic minorities

Actions Taken:
The Community Advisory Councils began with a pilot program in Northwest Indiana in 2010 and have expanded to seven regions
across the state in 2014. Each regional council meets two times each year with an average of 10-12 attendees at each meeting.
Feedback is collected from participants through an evaluation at each meeting and trended over time in order to measure the success
of convening these councils. What we have found is positive responses over time, with high percentages of participants reporting
that they have had an above average to excellent experience and learned something new that they could utilize in their work in the
community.

Location:
This program is available throughout the state of Indiana.

Contact:

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

Some of the topics discussed in 2013 included: Culturally and Linguistically Appropriate Services (CLAS), HEDIS and CAHPS, Affordable
Care Act and the MDwise Marketplace, medication adherence, family planning and asthma and diabetes tools.
We classify and communicate key findings to:
State Medicaid staff
MDwise Delivery Systems for follow-up on issues related to providers
MDwise departments for consideration and action
Research and responses back to the group
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MDwise, Inc.

MDwiseREWARDS Program
Description:
In the MDwiseREWARDS program, members can earn REWARDS points for
actions that range from completing a health risk screening with health plan
staff to getting an annual physical exam or annual diabetes testing. MDwise currently has identified 14 activities for which members
can earn points, and is adding two additional activities in the fall of 2014. Points expire one year from the date that they were earned.
Members are able to view reward options available to them and select their reward online or through customer service. Points are
structured so that a member must complete at least one important action in order to earn the first tier of rewards. The program was
officially made available to MDwise membership in April of 2011 and has continued to show steady growth through 2014.
Redemptions in the initial year suggest that only a small percentage of our membership was aware of or took advantage of the
program. We have seen increases over time as additional messaging has been introduced to members and providers about the
program. MDwise always sees a spike in activities and redemptions when targeted postcards are mailed to member households.
The messaging emphasizes “free” and clarifies how members can find out more about the REWARDS program. We continue to trend
over time to evaluate the impact of various communications and thus far have continued to see a sustained increase in overall
awareness month over month from previous year data.

We also wanted to see whether the REWARDS Program motivated members to seek care and positively impact our HEDIS measures.
The following depicts an increase in REWARDS’ activities that earn points:

Abstract:
The REWARDS program was designed to incentivize members to make positive health choices, develop loyalty to MDwise as a health
plan and positively impact quality measures such as HEDIS. We also hoped REWARDS would serve as an incentive for members to
complete the state’s required Health Risk Screener. MDwise incentivizes members to sign up for the member portal, which requires
provision of an email address, to enhance communication efforts with members. We sought to develop a unique program that would
be appealing to our members and would be easy to understand and implement.

Key Objectives:
Improve the health of the population
Improve delivery of benefits
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
MDwise processes and tabulates member points based on eligibility, claims received and other pertinent data feeds. Members are able
to view their points, how they earned them and redeem them for a gift card, online through the MDwise member portal (requires signup). Members without access to a computer or the Internet can inquire and take action through MDwise customer service. MDwise
offers a variety of gift card choices, values equal to $10, $30 and $50, depending on the number of points the member has earned and
wants to redeem.
The program is communicated to members in a number of ways. Annually, MDwise sends out a specific mailing to each member
household about the REWARDS program. The ways in which we communicate this program in other member materials such as the
quarterly newsletter and other notices that are distributed have increased over time. We have developed informational tools for
provider offices, so that providers can promote this program and encourage wellness behaviors their MDwise patients. Our customer
service and case management staff use the program as a tool to encourage members to complete Health Risk Screenings and to
comply with needed screenings such as LDL, mammograms and cervical cancer, as well as prenatal/postpartum appointments.

In an attempt to look further at the efficacy of the REWARDS program, we looked at the total number of pregnant women in our HEDIS
denominator for the postpartum measure. We then looked at the number of redemptions in 2013 versus 2014 and found that more
pregnant members took advantage of the REWARDS program in 2014.

The outreach department has also employed the use of iPads at community events to assist members with enrolling in myMDwise
portal, where members can check and redeem their MDwiseREWARDS points. In 2014, 39,780 MDwise members were signed up for
myMDwise portal compared to 9,877 to members in 2011. This is a 302.75% increase in portal sign up since the MDwiseREWARDS
program started.

Outcomes:
We have seen a steady upward trend in the number of redemptions over time as the following chart indicates. Targeted mailings about
the program occurred in May and December of 2012 and October 2013 to every member household. Spikes in redemptions can be
seen as a result.
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We then calculated a postpartum rate for both the redeeming and non-redeeming groups. We can see that the member’s engaged in
the REWARDS program had a higher rate of postpartum visits.

UnitedHealthcare Community Plan of Kansas

UnitedHealthcare — Empower Kansans
Description:
UnitedHealthcare created the Empower Kansans program to evaluate and fund the implementation of innovative programs that
provide support to persons with disabilities in their pursuit of meaningful employment. These employment opportunities align with
both an individual’s capabilities, as well as an individual’s personal aspirations as it relates to employment. A committee consisting of
community leaders, representatives from disability organizations and advocacy groups, state employees and others was created to
consider and evaluate proposals for funding, which totaled $1.5 million over three years.

Abstract:

We then calculated a postpartum rate for both the redeeming and non-redeeming groups. We can see that the member’s engaged in
the REWARDS program had a higher rate of postpartum visits.

Persons with disabilities experience a higher unemployment rate than their non-disabled peers. According to the Department of
Labor’s Office of Disability Employment Policy’s website, labor force participation for persons with disabilities is at 19.3%, while persons
without disabilities have a 69.3% participation rate. Many persons with disabilities want to work, but are facing various personal and
systemic barriers. UnitedHealthcare encourages a holistic approach in support of our health plan members, which includes addressing
the need for supports that assist individuals to obtain and maintain employment. When people gain employment, they are able
to benefit financially, socially and generally experience an increased quality of life. A 2010 study by the Kessler Foundation and the
National Organization on Disability (NOD) found that individuals with disabilities are more than twice as likely to live in poverty and
have limited access to transportation. Therefore, they are less likely to socialize. (2010 GAP Survey of Americans with Disabilities)

Key Objectives:
To develop programs that leverage existing community resources, consider expansion of current innovative programs
and evaluate and implement new pilots and programs to support individuals in their pursuit of competitive, integrated
employment, particularly programs that may be scalable to benefit larger populations.
To support a commitment to a holistic approach to health care, including improving outcomes related to employment of
persons with disabilities.
To engage with key stakeholders with a broad base of expertise and experience regarding employment of persons with
disabilities, and consider innovative practices supporting employment first initiatives.

Actions Taken:
1.
2.
3.
4.

While REWARDS was not the only intervention that was used to impact these rates, it played a strong part in motivating members to
seek care. In regards to gift selection, the overwhelming first choice selected by members at the $10 level has been a Subway gift card.
At the $30 level, a discount department store card was the most popular choice.

Location:
This program is available to MDwise members throughout Indiana.

Development of the Empower Kansans Advisory Committee, with key stakeholder representation, to inform program
development and focus of funds.
Dissemination of Request for Proposal (RFP) targeted at employment of persons with disabilities (CY2013 & CY2014).
Review of proposals by committee and clarifications of outcomes with applicants:
Received eight proposals as a result of the first RFP. Received 18 proposals as a result of the second RFP. Increased response and
improved quality of proposals. A third RFP is scheduled for August 2014.
Grant Awards
1st RFP: Five (5) projects awarded funds totaling $264,000;
2nd RFP: Seven (7) projects awarded funds totaling $455,000

Outcomes:
The first five grantees are currently in the fourth quarter of their year-long grant cycle. All grantees are on target to complete their
proposed activities, and some will exceed their identified outcomes for people with disabilities becoming employed. One grantee,
Cottonwood, Inc., proposed facilitating integrated employment for at least five job seekers previously working in non-integrated
settings. They are using a peer group/job club model to generate interest and provide job readiness training. By the end of the
third quarter, this grantee reported five individuals with intellectual and developmental disabilities who have obtained integrated
employment in their community. In addition, they are actively supporting job development activities for 14 additional job club
members.

Contact:

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118 | jbruce@mdwise.org
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A second grantee, Assistive Technology for Kansans (University of Kansas), proposed providing digital training/iPad workshops to
individuals with disabilities in three Kansas communities. The workshops were designed to support skills needed in competitive and
integrated employment settings. Participants completed a work/learning plan that reflects their employment interests. For example,
employment tasks could include learning to complete online job applications or search for jobs that match your skills online. Many of
the workshop attendees are now employed, more than the original target.

Location:
Programs have focused supporting individuals or addressing barriers to employment in the following targeted locations in the state of
Kansas, although beneficiaries of the funding may live in other locations as well: Kansas City (Kansas), Johnson County, Miami County,
Wyandotte County, Beattie, Wichita/Sedgwick County, Hutchinson, Stafford, Dodge City, Medicine Lodge, Pratt, Waterville, Topeka,
Pittsburgh (Kansas).

Contact:

David W. Rossi
Chief Operating Officer, UnitedHealthcare Community Plan of Kansas
(913) 333-4006 | david.rossi@uhc.com

Prevention and Wellness
Medicaid health plans have developed diverse programs to reach Medicaid beneficiaries and engage
them in healthier behaviors. This section includes Best Practices illustrating both community-based
and individually targeted strategies. From smoking cessation programs to increasing access to healthy
foods, health plans are reaching out to beneficiaries to improve health and health care services.
The following 10 case studies are presented in alphabetical order.

MDwise, Inc.

“Advising Smokers and Tobacco Users to Quit” —
Postcard and Call Intervention
Description:
The purpose of the outreach was to remind adult MDwise members of the tobacco cessation benefits and services
available to them. In order to emphasize the CAHPS question and attempt to impact a positive response, we designed
the postcard so that it mirrored the CAHPS question. We also implemented an automated call that reinforced the
message as well.

MDwise has struggled to improve the CAHPS score on “Advising Smokers and Tobacco Users to Quit” with one of our
adult coverage programs that includes pregnant women and low income families. Indiana is ranked as the 6th highest
smoking state in the United States. Because of a high smoking rate among Medicaid members, the state Medicaid
agency makes the CAHPS scores for doctors “Advising Smokers and Tobacco Users to Quit”, a Pay for Outcomes
(P4O) measure for its health plans. The state Medicaid agency withholds money from capitation and based on predetermined measures, MDwise can earn that money back based on performance. “Advising Smokers and Tobacco
Users to Quit” has been part of the P4O program for three years. Internal data shows approximately 120,000 of these
members have not had a dental exam in over 12 months.

Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
MDwise developed, and improved a postcard and automated call message to reach members prior to the annual
CAHPS survey time. The purpose of the outreach was to remind adult members of the tobacco cessation benefits and
services available to them. The first attempt was made in 2012 with little impact. We made changes to the postcard
and the call script in 2013, incorporating information about cessation aids that were available, as member services
indicated this was their top question from members about tobacco cessation. We also re-worded the message on the
postcard to mirror the CAHPS question, letting members know that their doctor advises them to quit. We were hopeful
that this message would be more impactful. Postcards and calls were conducted with MDwise members 18 years and
older, one per household.
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Abstract:
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Outcomes:
In the past, the MDwise Smoke-free program has had lower satisfaction and participation scores. These numbers reflect the steady
and increased CAHPS scores.
For the automated calls we had consistent results over time. The following is our percent of successful contacts:
22012

2013

2014

72%

75%

74%

Centene® Corporation

Breast Cancer Screening Member Mailer and Proactive
Outreach Manager Outreach Pilot
Description:

MDwise’s CAHPS scores for “Advising Smokers and Tobacco Users to Quit” are as follows:
CAHPS Score 2012

CAHPS Score 2013

CAHPS Score 2014

68.6

72.8

74.9*

The Breast Cancer Screening Member Mailer and Proactive Outreach Manager Outreach Pilot program targeted female Medicaid
members between the ages of 50–74 who had not received a mammogram screening in the previous two years as of November 2013.
We conducted a randomized controlled trial to evaluate the effectiveness of this pilot program and found that those receiving the
outreach were subsequently more likely to have a breast cancer screening than a control group that received no outreach.

*Significantly higher than 2012 score; All significance testing is performed at the 95% significance level.

Abstract:

Our outreach messages just prior to survey time appear to have impacted the score, resulting in a better outcome in 2013 and better
yet in 2014.

Breast cancer is the most common cancer among women in the United States. Mammograms every two years are recommended
for women ages 50-74 years as a way to lower the risk of dying from breast cancer.1 There are barriers, however, to meeting this
recommendation. The Komen website indicates lack of access to care (for example, access to mammography centers or access to
transportation to those centers) and lack of awareness of breast cancer risks and screening methods among potential barriers to breast
cancer screening.2

Location:
This program was available to MDwise adult members within the state of Indiana.

Key Objectives:
Test the effectiveness of a newly designed member mailer
Test the effectiveness of the current Proactive Outreach Manager
Test the effectiveness of a combined outreach approach of member mailer plus Proactive Outreach Manager
Increase breast cancer screening rates among noncompliant Medicaid members

Contact:

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

Actions Taken:
To address these barriers among our Medicaid members, we developed an outreach pilot that included creating a new member
mailer and using an existing Proactive Outreach Manager telephone script to encourage mammogram screening. Members who
completed a mammogram were rewarded with a gift card that could be used for health purchases. We chose to pilot this outreach
strategy in one state. Each mailer was designed to address the barriers listed above by providing facts about breast cancer risks,
information about mammogram screenings, a toll-free number for health plan transportation services, incentive information and a list
of three mammography centers. To determine which centers would be listed on each member’s mailer, we examined our Medicaid
claims for mammograms and selected the three centers with the highest number of claims for each county in the pilot area. The
member’s county of residence was then cross-referenced to determine which centers would appear on each mailer. This approach
guided members to mammogram centers that were nearby and also likely to accept their insurance. The Proactive Outreach Manager
campaign called each member with an automated message that encouraged the member to schedule and complete a mammogram.
To evaluate the impact of these outreach strategies, we conducted a randomized control trial among members in the pilot area’s target
population. Eligible members were randomly assigned into four groups: Group A received the mailer only; Group B received the
Proactive Outreach Manager call campaign only; Group C received both the mailer and call; and Group D served as a control group and
received no outreach materials. The rate of completed mammograms for the 120 days following outreach was compared for the three
intervention groups versus the control group using chi-square analysis.

______________________________________
Footnotes
1
2
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Centers for Disease Control and Prevention. http://www.cdc.gov/cancer/breast/
Komen, Disparities in Breast Cancer Screening. http://ww5.komen.org/BreastCancer/RacialEthnicIssuesinScreening.html
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Outcomes:
A total of 632 members were eligible to participate in this pilot study: 221 were randomly selected for Group A; 221 for Group B; 126 for
Group C; and 64 for Group D. Members who lost eligibility during the follow-up period were excluded from the analysis, as were those
who did not answer calls or have voicemail, leaving results for 501 members for assessment of outcomes (79.3% of those originally
included). Following the outreach pilot, mammogram rates were considerably higher in Group A (mailer outreach, 11.3%) and Group
B members
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controlthe
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8.2%). The rate for the combined outreach
for assessment
outcomes (79.3%
of those
originally
included).
outreach
mammogram
rates were
in Group
A (mailer
outreach,
11.3%)
Group
B (Proactive
Manager outreach,
(Group
C) considerably
was similarhigher
to that
in the
control
group.
Weand
also
observed
thatOutreach
the screening
rate for all outreach groups combined was
13.5%) than
the control
group (no
outreach,
8.2%).vs.
The
rate forDue
the combined
outreach
(Group size,
C) wasthe
similar
to that screening rates for the outreach groups
greater
thanin for
the control
group
(11.6%
8.2%).
to the small
sample
improved
in the control group. We also observed that the screening rate for all outreach groups combined was greater than for
were
not statistically
to sample
the control
the control
group (11.6% significant
vs. 8.2%). Duerelative
to the small
size, thegroup.
improved screening rates for the outreach groups
were not statistically significant relative to the control group.

Mammogram screening rate following outreach pilot
Rate in outreach groups

Rate in control group (8.2%)

16%

Select Health of South Carolina

Eye Exams for Members with Diabetes: An Approach to
Improve Access, Compliance and Engagement
Description:
The plan identified a need among our members with diabetes for improved access to and compliance with vision exams. Using a
multi-faceted approach, we conducted an in-depth analysis to identify barriers to vision care. Using these findings, we strengthened
provider and member engagement through multiple points of education, improved primary care and specialty communication and
coordination, and we conducted targeted interventions to underserved populations, including a mobile option where possible. We
also included a member incentive and facilitated care coordination and communication between our primary care providers and vision
care providers, including ophthalmologists and optometrists.

13.5%

14%

11.6%

11.3%

12%
10%

8.6%

8%
6%
4%
2%
0%
Group A: mailer only

Group B: POM only

Group C: mailer + POM Any outreach (Groups A,
B, and C combined)

Our results suggest that a mail or telephone outreach strategy that includes screening reminders, accurate information
about breast cancer risks and screening methods, transportation support, and member‐specific options for screening
Our
results suggest that a mail or telephone outreach strategy that includes screening reminders, accurate information about breast
sites may positively impact the rate of mammograms among previously non‐compliant Medicaid members. Based on
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AWARDS CONSIDERATION: Outreach Award
CONTACT INFORMATION

Amy Poole‐Yaeger, MD
Location:

Vice‐President, Medical Affairs

This program
took place in Florida.
Centene Corporation
314‐725‐4477
ayaeger@centene.com

Contact:

OTHER INFORMATION
Ryan Stewart
Project Manager II, Medical Affairs
Company: Centene Corporation
314‐505‐6808
rystewart@centene.com

Amy Poole-Yaeger, MD
Vice-President, Medical Affairs, Centene Corporation
(314) 725-4477 | ayaeger@centene.com

Abstract:
People with diabetes are at an increased risk of developing eye diseases that can cause vision loss and blindness. However, these risks
can be reduced substantially with annual dilated eye exams. Using annual Healthcare Effectiveness Data and Information Set (HEDIS®)
data, Select Health identified that less than 40 percent of our members who have diabetes received an eye exam in 2012. The plan
set the goal to increase First Choice member and provider awareness of the importance of the annual dilated eye exams, thereby
increasing the number of members with diabetes receiving annual screenings for diabetic retinopathy.
Early in 2013, a multi-disciplinary workgroup determined ways to improve this important component of comprehensive diabetes care.
We reached out to First Choice providers and members in various low-performing counties to identify and collaborate to mitigate
barriers. We identified a multitude of barriers that needed to be addressed to increase compliance with this measure.
Providers were confused about the benefit and unaware that vision exams were covered. As a result, many were not referring
members to a vision care provider.
Members were also unsure of the benefit. In some cases, members failed to show up for appointments with vision care
providers for fear they would have to pay for the exam. When members did show up for appointments, they often failed to tell
the vision provider they had diabetes.
Lack of understanding about the benefit trickled down to the state’s transportation provider, and in some cases, the
transportation request was denied, assuming the service was not covered.
There was a lack of coordination between the vision care provider and the primary care physician. In many cases, the results of
completed vision exams were not sent to the primary care physician.
In some rural areas, there was very limited access to vision care or long-distance access, resulting in higher gas costs or
longer rides with the transportation service. There was a clear need to improve education and engagement, strengthen care
coordination and target interventions to improve access in rural areas.

Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
Select Health educated primary care physicians and vision care providers through provider electronic newsletter articles, fax blasts
and face-to-face contact. We provided relevant information related to clinical guidelines, covered services and coding, outlining the
coverage of the eye exam service for our members with diabetes, the overall low rates of compliance with this important standard of
care and appropriate coding of services to avoid inappropriate denials. We addressed care coordination, the importance of primary
care physician referrals to vision care providers and the need to establish internal protocols to assure the results of the vision exam are
recorded on member medical records. The Medicaid transportation broker also received clarification that vision exams are covered
services and that transportation for these services should not be denied. The broker’s management team also received training
materials for staff. New questions were added to their workflow to better identify those seeking medical rather than vision screening
services. In addition, we established a protocol for a biannual review of this education with the primary care physicians, vision care
providers and transportation staff. We also worked with vision care providers to reach out to members due for a vision exam. Providers
worked in tandem with the First Choice outreach team on calls and coordinated results with primary care offices.
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Centene® Corporation

Fluvention® Texting Program: Improving Influenza
Vaccination Rates through Text Messages to SafeLink® Phones
Description:
The Fluvention Texting Program uses a fast and effective communication medium — text messages to SafeLink phones — to tell
members about the importance of influenza, or flu, vaccinations. The use of SafeLink phone numbers is a cost-effective way to reach
a large set of members through free text messages. This program aims to increase the number of members receiving annual flu
vaccinations.
This study establishes text messaging as an effective medium to quickly reach members and motivate them to get vaccinated: The
flu vaccination rate was 10.5% for those who received any text messages compared with 9.3% for those that did not receive text
messages, showing a significant impact of sending text messages (p<.05). This program has made a difference in the lives of members
by providing continual reminders about the importance of flu vaccinations and letting members know where to receive them.
Additionally, members who are vaccinated as a result of this program offer protections to others who live and interact with them. Thus,
this program’s benefits extend beyond the member and helps protect the population.

Abstract:

For members, mobile dilated eye exams were offered in rural/disparity areas. By working with a local provider with a mobile Retasure
vision unit, members were able to have services performed onsite at diabetes-focused community health fairs. Results were then
coordinated with the member’s primary care physician.
Members also received education through phone calls and mailings. Mailed materials included specific information related to the
coverage and importance of eye exams. In addition, a county/region-specific vision care provider directory was mailed to all First
Choice members who have diabetes. Members received this directory based on the region where they live to make it easier for them
to identify in-network vision care providers nearest to them. This was also shared with primary care providers to assist with increasing
referrals. Calls went out to members in known areas of disparity to mitigate barriers. Referrals were also made to care management and
community resources were offered. The plan also assisted members by funding applications to community agencies for eyeglasses if
they weren’t covered in their benefit structure.

Influenza and influenza-like illnesses are responsible for over 200,000 hospitalizations and 36,000 deaths in the average flu season.1
Vaccination is the best defense as it decreases influenza-associated hospitalizations and medical costs,2-4 prevents influenza-related
deaths,5-6 and results in a gain of quality-adjusted life-years.5,7 The flu vaccine is recommended for pregnant mothers and anyone
over the age of 6 months. 1 To reach such a broad population, we explored the use of an innovative and rapid medium for health
communication. Text message, or short messaging service, has proved to affect behavior change in preventive health initiatives8-12
Most Americans (90%) own a cell phone and 80% use their phones to send and receive text messages.13 Text messaging offers a costeffective way to communicate important health information with the potential to reach a wide variety of people over a vast geographic
area. This study aims to add to the literature around the effectiveness of using text messages to increase influenza vaccination rates in
the Medicaid population.

Key Objectives:
Improve the health of the population
Increase communication directly with members in a more effective way
Educate patients to make informed decisions about seeking care

Outcomes:
In 2012, only 40.1 percent of members with diabetes were compliant with a needed dilated eye exam. Due to our efforts, the rate of
members receiving this important exam increased to 50.7 percent. This demonstrates a 26-percent increase in member compliance.
Improved rates were also identified in many disparity areas. These efforts began in 2013 and are expected to continue to improve in
2014 with this ongoing strategy.

______________________________________
Footnotes
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Location:
This program took place throughout the state of South Carolina.

Contact:

Faleshia Jones
Director of Quality Management, Select Health of South Carolina
(843) 569-4588 | fjones@selecthealthofsc.com
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Actions Taken:
Centene’s records were used to determine Medicaid members in its health plans who had a SafeLink phone as of September 2013.
SafeLink Wireless is part of Lifeline, a federally regulated program that provides members with a free, basic phone that includes 250
minutes per month. Centene extends this program and provides members with health plan calls and free unlimited inbound and
outbound text messages. Members who had a SafeLink phone were randomly assigned to one of three intervention groups to test
the impact of frequency of messages sent: Group A received 12 text messages; Group B received seven text messages; Group C was
the control group and did not receive any text messages. The text messages contained the health plan name and phone number,
encouraged members to get a flu vaccine, helped dispel myths about the flu and flu vaccine, and provided members with information
on where to obtain the flu vaccine. An external vendor programmed and tested all texts. Text messages were sent to members
throughout the flu season (October-March). Each member could opt out of the campaign at any point. After receiving a claim
verifying that a member received his/her flu vaccine, we removed the member from the texting schedule. At the end of the campaign,
intervention Groups A and B received evaluation text messages, regardless of whether or not the member received a flu vaccine. The
evaluation helped determine whether the text program was helpful in the decision to get a flu vaccine and accounted for self-reports
of the flu vaccine as members may have received the vaccine in a location that claims data does not capture.
We conducted univariate chi-square analyses to determine the association between the Fluvention Texting Program and likelihood of
getting a flu vaccine in the 2013-14 flu season. We conducted multivariate logistic regression to examine the predictors of getting a flu
vaccine, and included race, intervention group (# of texts), any amount of texts received, gender, member geography, pregnancy status
and flu vaccine in the previous flu season.

Outcomes:
We evaluated outcomes for 11,906 members
(8,734 in the two intervention groups; 3,172
controls). Overall, 1,211 members (10.2%)
received a flu vaccine over the course of the
intervention. Members who received text
messages (either Group A or Group B) had a
flu vaccine rate of 10.5% compared with 9.3%
of members in the control group. Vaccination
rates within each intervention group were
as follows: Group A-10.3%; Group B-10.7%;
Control-9.3%. When compared with the
control group, members in Group B (seven
text messages) had a statistically significant
higher vaccination rate (10.7% vs. 9.3%)
(p<.05). Differences in flu vaccine rates were
evident across the four health plans in the
program. Wisconsin was the only plan that
had a statistically significant higher flu vaccine rate in both intervention Groups A and B compared with the control (10.6% vs 12.3%
vs. 6.22% respectively) (p<.05). Furthermore, multivariate logistic regression revealed that the only significant predictor of getting a flu
vaccine in the current flu season was receipt of a flu vaccine in the previous season. Members who received a flu vaccine during the
previous season (2012-13) were seven times more likely to obtain a flu vaccine during the current flu season (2013-14) than members
who did not get a flu vaccine in the previous flu season (p<.001) (aOR=7.11, 95% CI=6.24-8.12).
Qualitative analysis revealed that over half (52.7%) of members that responded stated that the text messages were helpful in their
decision to get a flu vaccine (Figure 1). The most common reasons given by members who did not receive a flu vaccine were: afraid
of getting sick (39%), do not like shots (28%), do not have time (28%) and that it is not easy (5%). Our results suggest that the study
population generally found the text messaging campaign to be helpful. The results also indicate that intervention B, which sent fewer
texts, was more effective than intervention A, which sent more texts. In addition to limiting the number of texts sent, future campaigns
should focus on dispelling the myth that the flu vaccine makes you sick. Outreach to members in future campaigns should also differ
based on receipt of the flu vaccine in the last flu season. Finally, evaluations should be sent to members of the control group to get a
true picture of the actual vaccination rate, which may not be accurately reflected in claims data.

WellCare Health Plans, Inc.

HealthConnections: LINK Up Illinois, Farmer’s Market Initiative
Description:
Harmony Wellcare has established a partnership with Experimental Station (LINK Up Illinois program) to increase access to healthy
foods for low income populations. Incentives to purchase fruits and vegetables will be available in 17 farmers markets throughout Cook
County for both Harmony and non-Harmony members, allowing measurable results to be attained on the economic benefits for the
small business Farmers Market, as well as community members.

Abstract:
Urban and rural areas are faced with issues associated with access to healthy foods and the ability for low income families to afford
healthy foods. The creation of farmers markets in these communities has provided thousands of families access to healthy food items;
however, many of these families rely on LINK benefits which require the use of EBT (Electronic Benefit Transfer) systems not readily
available at farmers markets. WellCare’s partnership with Experimental Station aims to promote a healthy lifestyle in these communities
by funding incentive programs which allow families to double purchases made at local farmers markets.

Key Objectives:
Improve the health of the population
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:
Wellcare’s funding for Experimental Station’s LINK Up Illinois program will initiate an incentive program at 16 farmers markets in Cook
County to utilize Harmony WellCare Double Value Coupons, which will match LINK consumers up to a dollar amount. This incentive will
allow an increase in purchases of fruits and vegetables, thereby promoting a healthier community.

Outcomes:
In 2011, LINK Up Illinois served more than 2,000 families by training and funding 20 Illinois farmers markets. This number exponentially
increased in 2012 when funding increased to 38 markets, serving over 6,000 families which projected a 300-400% increase in purchases
of healthy foods. Evaluation of surveys distributed to customers utilizing the farmers market incentive showed that 76% of customers
shopped at the farmers markets because of the Double Value Coupon Program; 85% said that they purchased and consumed more
fresh fruits and vegetables as results of this program as well. On July 15, 2014, WellCare began use of Harmony WellCare Double Value
Coupons at 17 markets in Cook county which will run until January, 15, 2015. A continued rise in purchases of fruits and vegetables,
and economic growth in the community is expected in comparison to last year’s standings.

Location:
The program is currently being implemented in Cook County, Illinois until January 15, 2015. WellCare plans to monitor the economic
benefits within the community during this time period.

Contact:

Pamme Taylor
Vice President, Advocacy and Community Based Programs, WellCare Health Plans, Inc.
(813) 317-1204 | pamme.taylor@wellcare.com

Location:
This program took place in Illinois, Mississippi, Ohio, and Wisconsin.

Contact:

Amy Poole-Yaeger, MD
Vice-President, Medical Affairs, Centene Corporation
(314) 725-4477 | ayaeger@centene.com
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HAP Midwest Health Plan

Helping People Vaccinate Against HPV
Description:
The program was created in order to raise awareness among providers and members about the importance of HPV vaccination. The
program was also was created to increase HPV HEDIS outcomes. HAP Midwest Health Plan initiated a HPV project in the fall of 2012 and is
currently still in progress.

Abstract:
Human papillomavirus (HPV) is the most common sexually transmitted infection (STI). There are more than 40 HPV types that can infect
males and females. About 79 million Americans are infected with HPV and 14 million people become newly infected each year. HPV
can however be prevented with vaccines. The vaccine protects males and females against diseases caused by HPV when given in the
recommended age of 11-12 years old. The goals of the project were created to address this problem by educating providers on the
importance of vaccinating at every office visit, and stressing the importance that PCPs can help promote HPV vaccination by talking with
parents about the HPV vaccine. The health plan also worked to address this problem as well by taking steps to improve access to vaccines
in their offices and educate members about the importance of the HPV.

Key Objectives:
Improve the health of the population
Enhance the patient experience of care, including quality, access, and reliability

MDwise, Inc.

MDwise Battle of the Fit Program
SM

Description:
Battle of the Fit is a unique fitness program that MDwise created, directly
impacting students in public elementary schools in Indiana by promoting
physical activity, health and wellness. Battle of the Fit has been held in
Indianapolis and Terre Haute with two separate competitions involving
three schools in each of these cities. Both competitions promoted fun and being physically active, and had over 2,800 students
participate. The program encouraged teachers to incorporate fitness activities into their daily curriculum.
The schools spent over 1,500 hours staying active during the 12-week and 8-week competition. First place received $6,000 and the title
of “Fittest School,” second place received $3,000 and third place received $2,000. The prize money was to be used towards the purchase
of fitness-related equipment. Smaller prizes were awarded along the way to students, teachers and volunteers as motivation and
reward for their hard work.

Abstract:
According to the most recent statistics, overall childhood obesity rates in Indiana are 29.9%. The medical problems associated with this
overweight state are likewise increasing. These include diabetes, high blood pressure and heart disease. MDwise used Battle of the Fit
to make physical fitness fun for kids, in hopes that they would be more active both at school and at home. We also hoped that teachers
would continue to include physical activity in their daily lessons because healthy kids are known to do better in school. Another goal of
the program was to forge strong relationships with Indiana public schools and increase MDwise awareness, especially with those that
have a high rate of children on the free and reduced lunch program.

Actions Taken:
HAP Midwest Health Plan developed an action plan to meet the project goals that included the following interventions:
Established a member incentive for the completion of the recommended HPV series.
Mailed proactive incentive letters monthly to members due for the HPV vaccine.
Joined Merck’s vaccine outreach program to notify members quarterly via postcard that they were due to complete the HPV
vaccine series.
Partnered with Merck’s vaccine account representatives to offer provider education sessions on HPV vaccine guidelines. The
program was piloted with nine high volume practices and included four 15 – 20 minute educational sessions on immunizations
and process improvement strategies.
Mailed a letter to PCP offices regarding the recommended guidelines for HPV and the educational sessions available through the
Merck partnership.
Published articles in the Plan’s member and provider newsletters to provide education regarding the importance of the HPV
vaccine.
Promoted use of Michigan Quality Improvement Consortium (MQIC) Routine Preventive Services for Children and Adolescents
guideline among provider network.
Executed opportunity reports to the provider portal to support improvements in preventive and chronic care for members.
These reports integrate Michigan Care Improvement Registry (MCIR) data, laboratory data, claims, and encounter data.
Opportunity reports are updated monthly and inform PCPs of the services due for their members. The reports are aligned with
the Plan’s pay for performance (P4P) bonus program so PCPs can use the reports to help increase their bonus payments.
Implemented a provider incentive for HPV vaccine series completion through the P4P program.

Outcomes:
HAP Midwest Health Plan has seen improvements in its HPV HEDIS measure from 2012-2014. In 2012, HPV was a first year measure;
therefore, no NCQA benchmark data is available. The plan’s 2014 HPV rate exceeded the goal of the NCQA 75th percentile. The plan will
continue to outreach to members and providers regarding the importance of HPV vaccination..

Location:
This program took place in Southeastern Michigan.

Contact:

Kathy Harkness RN, MSA, CPHQ, CHC
Vice President of Medicare and Corporate Compliance, HAP Midwest Health Plan
(313) 586-6063 | kharkness@midwesthealthplan.com
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Key Objectives:
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:
Battle of the Fit is unique because MDwise created the program
inception, including the logo development, development of all
materials such as the parent and school information, contracts, rules
and mechanics of the program. B efore launching Battle of the Fit,
MDwise administered focus groups with local schools to further
tailor the program to fit the schools’ needs. Two focus groups were
conducted with a total of 13 people. The adult session included two
parents of IPS students, two administrators, two general teachers and
two PE teachers. The kids’ session included five kids from IPS schools.
The kid’s session lasted approximately 45 minutes and the adult’s
session was approximately 90 minutes. The information garnered from
this focus group helped shape the program.
A website was developed for use during the program to provide a
tool to keep track of activities and points, provide information, a photo
gallery and a graphic showing the placing of each school. The website
can be seen at battleofthefit.MDwise.org. Before the program was
launched, MDwise conducted training with each school contact on how to use the website and the general operations and rules of the
program.
MDwise staff made several visits to the schools during both programs so students were motivated to stay active. The program
began with kick-off events at the schools. MDwise’s mascot, Ms. Bluebelle, was present and participated in a fitness activity with the
kids. MDwise also held motivational visits once a month at each school. The motivational visits consisted of fitness activities in the
classrooms. The MDwise staff led the visit and Ms. Bluebelle participated.
MDwise also provided bi-weekly Ms. Bluebelle’s Health Tips for schools to include in their newsletters which are sent home to parents,
as well as in their school-wide announcements. At the end of each competition, MDwise held an awards ceremony for each school.
Schools were presented a check and a trophy to display.
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HAP Midwest Health Plan (HMO SNP)

Seeing Clearly Now: Addressing Glaucoma in Members at Risk
Description:
HAP Midwest Health Plan determined during its annual strategic planning that there was an unmet need to educate more members
about the importance of glaucoma screenings. The project was implemented to encourage members to complete the screening and
as a result, an improvement in HEDIS rates also occurred.

“

Abstract:
HAP Midwest Health Plan acknowledges and works diligently towards effectively educating their members about preventative health
measures and preventing disease. The health plan also understands some of it’s’ members may be considered high risk. Members at
risk are people over age 65, members with a family history of glaucoma; members diagnosed with diabetes, and/or are a part of certain
minority groups. Early diagnosis and treatment is the key to preserving sight. Routine screenings are important because once damage
to the optic nerve has occurred it cannot be reversed. HAP Midwest Health Plan recommends that their members over the age of 65
be screened for glaucoma every other year and worked to address this issue by informing and incentivizing members concerning the
imperative nature of these screenings.
“This program hits on so many cylinders – good health and helping to insure the well-being of our students and their families
through MDwise service along with the physical education piece...We are blessed to be part of this!”

Key Objectives:

–Kate Voss, Battle of the Fit liaison and parent community coordinator, Paul I. Elementary School 114
“As for Battle of the Fit it has become a whole school initiative and my whole school is making it happen!
The Bears want first place. We thank MDwise for such an awesome, motivational, health focused endeavor.”
–William Crawford, Battle of the Fit liaison and gym teacher, James A. Garfield Elementary School 31

Improve the health of the population
Reduce disparities in care of racial and ethnic minorities

”

“We discovered that we can easily incorporate fitness activities into our day. Staff and students look forward to our AM and PM Minute to Move.
We’ll keep integrating activity after the competition ends-it’s become a habit.”
– Peggy Pfrank, School Principal, West Vigo Elementary

Over 2,800 students participated in both Battle of the Fit competitions. The schools completed a combined total of 1,510 hours of
physical activity in the allotted timeframe for each program. In calendar year 2014, MDwise achieved dramatic increases in the HEDISbased measures for Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC). Our rates
increased 18.97 percentage points for BMI percentile documentation, 12.66 percentage points for counseling for nutrition and 11.19
percentage points for counseling for physical activity.

A lasting effect of the program is that the curriculum at all of the schools changed permanently to include more activity. During the
competition for example, Paul I. Elementary School 114 implemented the “Jammin’ Minute” to start their day and James A. Garfield
Elementary School 31 took time throughout each day for “Brain Breaks.” All schools are planning to continue these activities beyond the
Battle of the Fit competition.
In addition, we have built strong relationships with our contacts at each of the schools that participated in Battle of the Fit. Awareness
about the services MDwise offers has increased as well. We are working with each school on additional outreach efforts such as the
100% Enrollment Campaign, health fairs and specific health education sessions.

Location:
The program was conducted in Indianapolis and Terre Haute, Indiana at three Indianapolis public elementary schools that have high
rates of children on the free or reduced lunch program and were geographically spread out throughout the city.

Actions Taken:
Many interventions were created in an effort to actively increase glaucoma screenings and educate the health plan’s population.
Annual member newsletters with information specific to glaucoma were mailed, and educational letters regarding the importance
of glaucoma screening were mailed twice a year. The plan also Implemented an incentive for members that received a glaucoma
screening according to HEDIS specifications and members received a quarterly incentive letter as a reminder that they were due for a
glaucoma screening. The final action taken was the plan established a provider incentive for annual glaucoma screening through the
Pay for Performance (P4P) program.

Outcomes:
Due to increased member education and member/provider incentives that HAP Midwest Health Plan implemented, the HEDIS measure
for screening of glaucoma has increased significantly. HAP Midwest Health Plan HEDIS rates improved from 62.0% in 2012 to 71.9%
in 2014. HAP Midwest Health Plan rates are above the NCQA 50% and just below the NCQA 75%. This is an incredible growth for the
population at large in need of a glaucoma screening. This NCQA HEDIS rate serves as an excellent determinant of the positive ways
HAP Midwest Health Plan is effectively reaching its community in need, and educating members through beneficial and informative
methods.

Location:
This program took place in Michigan.

Contact:

Kathy Harkness RN, MSA, CPHQ, CHC
Vice President of Medicare and Corporate Compliance, HAP Midwest Health Plan
(313) 586-6063 | kharkness@midwesthealthplan.com

Contact:

Jamie Bruce, MBA, CHC
Chief Marketing and Business Development Officer, MDwise
(317) 822-7118 | jbruce@mdwise.org
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UnitedHealthcare Community Plan of Arizona

Sports Fitness — Health and Wellness for Youth with Disabilities
and Their Families
Description:
UnitedHealthcare Community Plan of Arizona (UHCCP-AZ) has been providing care for members with disabilities and special health care
needs for more than 30 years. We know that people with disabilities are less likely to engage in regular physical activity than people
without disabilities; they have similar needs, yet may not have the same access to participate. Over the past three decades, multiple
studies have shown that physical activity and sport participation result in improved functional status and quality of life among people
with disabilities. UHCCP-AZ and our community partners identified barriers youth with physical and mental disabilities and their families
encounter when seeking a safe, accessible environment for trying out organized sports and fitness programs.

Abstract:
UHCCP-AZ partnered with the Virginia G. Piper Sports & Fitness Center (SpoFit) located at the Disability Empowerment Center operated
by the Arizona Bridge to Independent Living (ABIL) to open access and provide programs designed to promote the health, inclusion
and independence for our members and their families. SpoFit has a state-of-the-art, 45,000-square foot, universally accessible facility
with adaptive equipment and trained staff. However, several barriers existed. One participation obstacle was families did not feel
comfortable at facilities or programs that lacked experience serving youth with disabilities, or didn’t offer the family the opportunity to
participate with their son or daughter. Many of our community partners were not aware of the SpoFit program and that it is available for
children, youth and their families.
The second identified barrier was the availability of sports-specific wheelchairs. Many potential league participants do not own or
have access to the type of chairs needed to participate in these sports. UHCCP-AZ donated 10 sports-specific wheelchairs for youth
participants and their families to gain exposure and possibly discover and enjoy the benefits of physical activity and team participation
in the various sports programs offered at SpoFit. UHCCP-AZ partnered with a wheelchair vendor, Numotion, to adapt the donated chairs
and provide the ongoing maintenance needed to keep these chairs ready and available. The final barrier was how individuals could take
away the experience gained at SpoFit and apply it to a community program or fitness center. The SpoFit staff works with members as
they prepare to transition to their community or school programs to ensure continued involvement in fitness activities. UHCCP-AZ and
SpoFit have also partnered with Special Olympics Arizona to assist and support the participation of individuals with disabilities through
the Healthy Athletes, Young Athletes and Unified Sports programs throughout the entire state of Arizona.

Actions Taken:
Leveraged partner relationships to expand fitness programs for the diverse population of Arizona’s persons with disabilities.
Currently, the program serves 40 families, with plans to double that number before the end of 2014.
Recruited SpoFit athletes, Paralympics rugby champions, professional wheelchair basketball players, and Paralympics tennis,
swimming, and weight lifting athletes to provide technical assistance and support for youth and family participation.
Expanded relationships with community partners to include the promotion of health and wellness for persons with disabilities
and their families through member materials, promotions and contracts. SpoFit has more than 20 active community partners;
forums for these partners are held quarterly in Tucson and Phoenix.
Created integrated plan with partner organizations to promote fitness activities and events.

Outcomes:
Established partnerships with shared investment in increasing access and addressing needs and barriers to physical activities,
accessibility and affordability for youth with disabilities and their families.
Increased awareness, understanding and response to the fitness needs of persons with disabilities with community partners,
providers, members and families.
Identified community-based fitness programs for members to transition to once they become confident in their fitness skills
and routines.
Partnered with IronKids to provide the first-of-its-kind special needs segment of the IronMan/IronKids race to be held in Tempe
in the fall of 2014, allowing individuals the opportunity to race whether utilizing this new equipment or on their own.
Provided opportunity for individuals with disabilities to receive a free visit to SpoFit to explore the available options the center
has to offer. If individuals choose to continue at SpoFit, UHCCP-AZ sponsors a family punch card good for 12 visits. To date,
SpoFit has sponsored 103 punch cards, equaling a total of 1,236 visits. Visits were made by youth both with and without their
families.
Created opportunity for event to be held at SpoFit, through the newly formed relationship established by UHCCP-AZ; Special
Olympics Arizona will work with participants throughout the state. Special Olympics Arizona’s Unified Sports program will
continue to track transitioning youth as they move from SpoFit to their local school districts’ Unified Sports program. Another
opportunity for families to join the SpoFit program will be provided through a youth/parent health, wellness and fitness
conference to be held this fall.

Location:
This opportunity is open to all individuals with special needs across Arizona.

Key Objectives:
Improve the health of the population
Create additional programs at SpoFit for ongoing physical activities and learning opportunities for youth with disabilities
and their families. Children and youth with disabilities participate in clinics designed to prepare them for participation in
fun runs, including the UHC-sponsored IronKids Run.
Establish monthly events specifically designed to address the needs of families with youth with disabilities who serve/have
served in the military, are members of special needs programs, or families who have English as a second language.
Reduce disparities in care of racial and ethnic minorities
Inaugurate an annual Youth-Parent Health and Fitness conference to offer youth and their parents the chance to work out
or play together, learn healthy eating strategies specific to their unique needs, and tips for parents to stay healthy in their
caregiver role.
At the national level, influencing future health and fitness promotions for persons with disabilities and special health care
needs of all ages.
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Contact:
Judie Walker									
Ombudsman/Member Advocate, UnitedHealthcare Community Plan of Arizona						
(602) 255-8245 | judith_a_walker@uhc.com		
Robert Slenske
Territory Manager, Numotion		
(602) 452-4320 ext. 2812 | robert.slenske@numotion.com			
Gus LaZear
Vice President and General Manager, Arizona Bridge to Independent Living; Virginia G. Piper Sports & Fitness Center		
(602) 386-4280 | gusl@abil.org		
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Centene® Corporation

`

The Adventures of Boingg & Sprockette:
Splotch the Madpole Does A Whole Lot of Bullying!
Description:
The Adventures of Boingg & Sprockette is a comprehensive educational book series, for children ages 5-9, that teaches the reader about
various health and behavioral issues. “Splotch the Madpole Does A Whole Lot of Bullying” is a book in the series that takes the reader on a
journey that explores various types of bullying (e.g., physical abuse, verbal abuse, and social bullying like spreading of rumors).
This book includes activities to initiate positive interactions with others, self-awareness tools, and a memorable anti-bullying pledge and
is accompanied by a parent/guardian guide with information to help their child understand the impact of bullying. Creative phrases
and messaging such as “Splotch is a mad tadpole, Team Mean, Team Nice and No Bullyfrog Zone,” provide the reader with simple “verbal
takeaways” to impact their future behavior.

Abstract:
Bullying is a serious threat to children and teenagers. According to Kidpower at www.kidpower.org, bullied children are more likely to skip
school, engage in criminal behavior in adulthood and develop suicidal thoughts. At least half of educators are untrained in how to handle
bullying situations, and most students are not confident that they can get help from their teachers for bullying incidents. Moreover, when
bullies target appearances and behaviors with verbal assaults, many bullies felt the victim was at fault for these behaviors or appearances.
The Adventures of Boingg & Sprockette - “Splotch the Madpole Does A Whole Lot of Bullying” was created and designed to educate the
readers on types of bullying, as well as increase their awareness on the causal relationship that their words and actions have with others.
Dr. Joseph Wright, a leading authority in anti-bullying education and public policy, provided a medical and clinical perspective for the
book. Dr. Wright and Michelle Bain, an award-winning children’s author, combined their efforts to provide an impactful experience for the
reader.

Part III:

The Awards
MHPA Best Practice Awards:
1.
2.
3.
4.
5.
6.

Technology Award
Children’s Health Award
Cultural Competency Award
Outreach Award
Innovation Award
Making A Difference Award

Key Objectives:
Improve the health of the population
Improve quality of care in a specific clinical area, i.e. prenatal care, diabetes, asthma, etc.

Actions Taken:
This educational book program is part of Centene’s larger Adopt- A-School Program, which targets grade schools in our states of
membership, with the goal of educating the student community as a whole on important topics in health. As part of this anti-bullying
campaign, the children’s author of the book came into schools for an assembly where she read the book, “Splotch the Madpole Does A
Whole Lot of Bullying,” to the students. Darby, our mascot, appears during the assembly and helps tell the story. Children took an antibullying pledge and took part in signing a traveling anti-bullying wall.
At the completion of the assembly, each child received a copy of the anti-bullying book, a parent/guardian guide and a bracelet that
reminds him or her of the lessons learned during the assembly.

Outcomes:
The 1,184 participants in the program completed a five-question pre-test exercise assessing prior knowledge and awareness of key
bullying issues. Students in the program ranged from Kindergarten through fifth grade across eight states. At the conclusion of the
program, students repeated the assessment, creating a measure of pre- to post-test enhancements in accuracy and awareness of bullying
concepts. 16% of the 1,184 participants tested improved their scores from pre- to post-test.

Location:
“Splotch the Madpole” has been distributed in over 15 states, to over 20 schools and 15,000 children,
teachers and parents.

Contact:

Mary Mason, MD
Senior Vice President, Chief Medical Officer, Centene Corporation
(314) 505-6924 | mmason@centene.com
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And the 2014 MHPA Best Practices Awards Go to. . .

Technology Award

2014

MHPA

Best Practice
Each year, MHPA recognizes Medicaid health plans that have demonstrated innovative and effective approaches to
providing services to Medicaid beneficiaries and communities.
For 2014, MHPA is pleased to honor six health plans for outstanding programs in the areas of health disparities, prenatal
care, behavioral health, oral health, and women’s health. Each of the award winners has demonstrated innovative
approaches to improving quality health care for a challenging population, and has achieved measurable results. These
plans are outstanding examples of how Medicaid health plans are accountable for high-quality, patient-centered services.
All submissions from this year and those published in the 2013-3014 Best Practices Compendium were considered
for awards. Special thanks to the Best Practices Advisory Panel (listed on page 116), experts in Medicaid and quality
improvement, for their review of case studies and recommendations on award winners.
Listed below and on the following pages are the award recipients in the following Best Practice categories: Technology;
Children’s Health; Cultural Competency; Outreach; Innovation; and Making a Difference.

Technology Award
The program that demonstrates innovative use of
technology in improving the health of Medicaid members
Keystone First
Moms2B Program: Improving Birth Outcomes
through Use of Cell Phones, Texting and
Intensive Case Management

Children’s Health Award
The practice that best embodies Medicaid health plans’
commitment to quality in children’s health
Centene® Corporation

Innovation Award
The model program for using groundbreaking programs,
policies, or approaches that improve Medicaid services
Health Partners Plans
Oral Health Initiative

Making a Difference Award
The practice that has made the biggest positive change
in the lives of Medicaid health plan enrollees
Cigna-HealthSpring®
Cigna-HealthSpring Behavioral Health Intensive
Outpatient Program

Start Smart for Baby Texting Program

Cultural Competency Award
The program that epitomizes Medicaid health plans’
dedication to reducing health care disparities and
providing culturally-specific services
Midwest Health Plan
Spread the Word, Not the Disease Improving Chlamydia Screening in Women

Outreach Award
The prime example of how Medicaid health plans
engage members in health improvement activities
UnitedHealthcare Community Plan of Mississippi
Farm-to-Fork Program, a Partnership between UHC and
Alcorn State University Extension Program

Honorable Mentions
AmeriHealth Caritas Family of Companies
Multifaceted Interventions Improve Medication
Adherence in Patients with Chronic Conditions (page 76)
Health Partners Plans
Healthier YOU! Baby Partners Program (page 49)
Meridian Health Plan
Care Coordination – It Takes a Team (page 14)
WellPoint, Government Business Division
Case Management Stabilization (page 16)

note: For those submissions that were submitted in 2014 and appear in this booklet, a short abstract of the best practice
is featured. For those winning submissions that received awards that were submitted in 2013 and published in last year’s
compendium, an abbreviated summary of the case study is provided.
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The program that demonstrates innovative use of technology in improving the health
of Medicaid members

Award
Winner

AWARD WINNER

Moms2B Program: Improving Birth Outcomes through Use of Cell Phones,
Texting, and Intensive Case Management
Keystone First
Abstract:
In an effort to reverse the trend of premature birth and the associated negative outcomes in the
Philadelphia area, Keystone First, in partnership with Verizon Wireless, launched the Moms2B program
to directly engage our high-risk pregnant members. In this voluntary pilot program, participants
were supplied with cell phones and free minutes with the goals of improving frequency of prenatal care and health outcomes, as
well as keeping members connected to the Keystone First Bright Start Maternity program. The program encourages participants to
receive early prenatal care; provides them with current information about screenings; and encourages participation in educational and
community-based programs.
Early and regular prenatal care can help keep both mothers and their unborn babies healthy. Babies born to mothers who do not
receive prenatal care are three times more likely to have a low birth weight and five times more likely to die than those born to mothers
who do receive prenatal care (HHS/HRSA). Philadelphia ranks as the fifth worst of more than 200 most populous counties nationwide
in infant mortality (Sapatkin, 2013). African-American women—the largest racial membership of Keystone First—have the highest rate
of inadequate prenatal care (CDC, National Vital Statistics Report, 2012) and are two-to-three times more likely as Caucasian women to
give birth early (HHS/OMH, 2005).

Actions Taken:
Keystone First, in partnership with Verizon Wireless, supplied cell phones and free minutes to our high-risk pregnant members.
Keystone First’s Bright Start Care Management team used the cell phone to remain in contact with and provide coaching and care
coordination for the member during the pregnancy and postpartum period. Text messages were sent to members, with specific
nutritional and clinical information based on gestational age. Participants received encouragement to obtain regular prenatal care
and information about screenings, educational and community-based programs. Several incentives were provided to participants as a
means of encouraging their adherence to prenatal and postpartum doctor visits. Keystone First’s Community Outreach Solutions team
provided support to the program through additional participant contact in the community to keep them connected to Keystone First
care managers.
In May 2012, Keystone First launched the Moms2B program at two Community Baby Showers, where each participant received Bright
Start assessments, nutrition counseling, and information about the importance of prenatal care and resources available. Participants
were introduced to the Moms2B program, receiving free phones and text messaging services for immediate connection with their
Bright Start care coordinators. All moms meeting treatment guidelines also received dental screenings.

Outcomes:
In 2012, 106 pregnant expectant moms attended two Community Baby Showers in Philadelphia and Chester, PA. Thirty-one participants were also introduced to the Mom2B program and received phones and text messaging services. Twenty-six of the 31 high-risk
pregnant moms (84 percent) successfully delivered babies less than 31 days from their expected delivery date (many of whom had multiple diseases and multiple prior preterm deliveries), while only five high-risk pregnant moms (16 percent) delivered earlier. Participants
reported high rates of satisfaction and positive feedback concerning the program.
A comparison analysis was performed that matched 17 participants actively engaged in the Moms2B Program (intervention group)
to 17 severely high-risk pregnant members with similar risk factors (control group). The matching variables included: age group (<18,
18–34, 35+), race, ethnicity, number of high-risk diagnosis codes, and member’s zip code. Both groups had high-risk diagnoses—including prior history of preterm delivery, insulin dependent diabetes, hypertension, multiple gestation, and incompetent cervix—which
are known predictors of low birth weight and premature delivery.
This best practice was submitted by Keystone First in August 2013. You can find the full case study in its entirety with graphs and tables on pages 83
to 85 of the 2013-2014 Best Practice Compendium published last October or online at www.mhpa.org
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Children’s Health Award

2014

MHPA

Cultural Competency Award

The practice that best embodies Medicaid health plans’ commitment to quality
in children’s health

Award
Winner

2014

MHPA

Best Practice

Best Practice

The program that epitomizes Medicaid health plans’ dedication to reducing health
care disparities and providing culturally-specific services

Award
Winner

AWARD WINNER
Start Smart for Baby Texting Program
Centene® Corporation

Spread the Word, Not the Disease — Improving Chlamydia Screening in Women
Midwest Health Plan, Inc.

Abstract:

Abstract:

The Start Smart For Your Baby® (SSFB) Texting Program is a component of our comprehensive Start Smart For Your Baby Care
Management program that was created in 2008. The Texting Program was rolled out in January 2012 and aims to improve maternal
and infant health by providing timely heath information, resources and reminders to members during their pregnancy and continuing
six months after birth. Specifically, the program’s goals are to encourage breastfeeding and increase prenatal, postpartum and infant
well-child visits for our Medicaid members.

Midwest Health Plan created and implemented interventions concerning its large Middle-Eastern population with culturally sensitive
materials and focus groups to better assist this demographic. The program has been chosen by the NCQA “National Committee for
Quality Assurance” as a Best Practice and has seen highly favorable results within the population at hand.

AWARD WINNER

In 2010, we determined breastfeeding initiation rates among many of our health plans were lower than the national average of
approximately 75%. Increasing these rates was important because of the benefits breastfeeding has. Studies have shown breastfeeding
helps protect babies from infections such as earaches, coughs, colds, and diarrhea. It also helps protect against diseases later in life.
Adults who were breastfed as babies have less tendency to become overweight as well as a lower chance of getting diabetes, asthma,
childhood leukemia and some other cancers. Moms who breastfeed also have less chance of getting ovarian cancer, breast cancer, and
diabetes. We also saw prenatal and postpartum visit rates were lower in the Medicaid population. In response, the Start Smart For Your
Baby Texting Program was developed to communicate the benefits of breastfeeding, share other prenatal and postpartum health tips
and send reminders about doctor visits and certain health plan benefits to our members who are pregnant or have just delivered. With
the digital divide closing across all ages and socio-economic groups, we find that online and texting services are increasingly effective
in reaching and engaging our target population.
This best practice was submitted by Centene® Corporation in August 2014. You can find the full case study in its entirety on page 55 of this book.

Midwest Health Plan (MHP) serves a culturally and linguistically diverse membership with the majority of its members residing in the
cities of Dearborn and Detroit, Michigan. In 2010, MHP’s HEDIS® rates for Chlamydia Screening in Women were below national Medicaid
benchmarks. Plan results reflected disparities that were consistent with national data with regard to preventive health for minorities.

Actions Taken:
Actions taken for the adolescent population include but are not limited to: A Teen Talk newsletter that is sent out to our teen members.
The articles in the newsletter are geared towards the adolescent population. Midwest now employs Arabic- and Spanish-speaking
customer services representatives to better serve our diverse population. Bi-lingual staff is called upon to assist with member outreach
activities when needed. Targeted reminder letters and incentives mailed out to teen members as well at health fairs that are conducted
throughout the community in both English and Arabic materials.
Midwest has also worked with providers in the Dearborn area which predominately Arabic demographically to ensure the practices
have female Arabic Medical Assistants (MA) and office staff. Finally providers are given incentives for performing Chlamydia screens
on their members; in 2010 we increased the Pay for Performance “P4P”from $25 a screening to $35 a screening in an effort to improve
screenings for the health of Midwest members.

Outcomes:

Medicaid Health Plans of America 2014 Best Practices Advisory Panel
Pamela Allweiss MD, MPH
Centers for Disease Control and
Prevention, Division of Diabetes
Translation

Kylanne Green
President and CEO
URAC

David Moroney, MD, MSHA
Vice President and Chief Medical Officer
BlueCare Tennessee

Caroline A. Grossman
Communications and Public Affairs
Magellan Biosciences

Joseph Moser
Director of Medicaid
Indiana Family and Social Services
Administration

Angela Ford PhD, MSW
Health Program Manager
Black Women’s Health Imperative

Greg Howe
Deputy Director and Senior
Program Officer
Center for Health Care Strategies, Inc.

Harvinder Sareen, PhD
Management Consulting
Accenture: Insight Driven Health

Fred Goldstein
President and CEO
Population Health Alliance

Anne M. Kaeser, MD, MBA
Senior Medical Director
Aetna Medicaid

Andrew Sperling
Director of Legislative Advocacy
National Alliance on Mental Illness

Anne De Biasi
Director of Policy Development
Trust for America’s Health
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Since 2011 Midwest has maintained chlamydia screening rates in the 75th percentile by the National Committee for Quality Assurances
(NCQA) standards. Midwest was asked to speak at NCQA’s 2012 HEDIS Updates and Best Practices on Chlamydia due to our innovative
and proven interventions that are a Best Practice for Chlamydia Screening. Chlamydia screenings with provider “P4P”Incentives have
increased dramatically from $65,000 in 2009, $72,300 in 2010, $73,740 in 2011, and $105,875 in 2012. The outcome has been wonderful
for the member as well as the ability for the health plan to effectively connect with its community and members.
This best practice was submitted by Midwest Health Plan, Inc. in August 2013. You can find the full case study in its entirety on pages 100-101 of
the 2013-2014 Best Practice Compendium published last October online at www.mhpa.org.
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Outreach Award

2014

Innovation Award

MHPA

The prime example of how Medicaid health plans engage members in health
improvement activities
AWARD WINNER

MHPA

Best Practice

Best Practice

Award
Winner

2014

The model program for using groundbreaking programs, policies, or approaches
that improve Medicaid services

Award
Winner

AWARD WINNER

Farm-to-Fork Program, a Partnership between UnitedHealthcare and
Alcorn State University Extension Program
UnitedHealthcare Community Plan of Mississippi

Oral Health Initiative
Health Partners Plans (HPP)

Abstract:

Abstract:

In Q2, 2012, our community outreach deployed UnitedHealthcare Community Plan of Mississippi “Farm-to-Fork Project,” a partnership
with Alcorn State University Extension Program. The program consists of UnitedHealthcare distributing free, locally grown, organic
vegetables from designated facilities throughout the state to MSCAN members. The distribution points started in the MS Delta and
extended to the Jackson Metro area. In the “Farm-to-Fork Project,” members were notified through various advertisements distribution
times and locations. Upon arrival to distribution points, members were required to show their member identification cards in order to
receive the food at no cost.

In the US, approximately 53 million children and adults have untreated tooth decay in their permanent teeth. Much of this problem is
preventable. Tooth decay remains one of the most common chronic diseases of childhood. Therefore, we targeted children ages 2-20.
By taking a proactive approach we are hoping to help combat tooth decay early.

Farm-to-Fork exemplifies the mission of UnitedHealthcare, which is to help people live healthier lives. By partnering with the Extension
Program at Alcorn State, we provided nutritionally sound options to our members and greater the community. Additionally, we
positioned ourselves as contributors to preventative healthcare. Mississippi has a critical need for nutrition education and healthy
food habits. Providing healthy food options affords us the opportunity to be at the forefront in the fight against diseases such as, heart
disease, diabetes and obesity, three of the most prevalent chronic illnesses in the state. By sponsoring this project, the community
outreach team empowers members and plays a role in health and wellness of the communities served by UnitedHealthcare.

The Oral Health Initiative is designed to increase dental screenings and access to preventive services for our pediatric at-risk population.
Oral health impacts physical health. Additionally, there are significant cost benefits of preventive services versus restorative services.
Our program attempts to close the “dental care gaps” of our members who have not seen a dentist since 2013. The initiative is also
designed to encourage collaboration between medical and dental providers. Conference calls and site visits are conducted with the
FQHC’s Chief Medical Officer and dental providers to discuss and coordinate participation and implementation of the program
This best practice was submitted by Health Partners Plans in August 2014. You can find the full case study in its entirety on page 53 of this book.

Actions Taken:
Mississippi has a critical need for nutrition education and healthy food habits. Providing healthy food options affords us the opportunity
to be at the forefront in the fight against diseases such as, heart disease, diabetes and obesity, three of the most prevalent chronic
illnesses in the state. More than half of the diabetes cases caused by obesity are preventable with proper nutrition. Close to 4 out of
10 people in Mississippi are obese. Nearly $170 billion in obesity-related health care costs are in the US every year. Farm to Fork allows
UnitedHealthcare to begin addressing this health issue within a vulnerable population.

Outcomes:
UnitedHealthcare has administered a survey to participants beginning in July 2012 to-date. With four main distribution points, 3%
percent of membership has been reached over the course of the project, starting in May to-date (4% of members were reached in
2012).
Please note that we are currently at 3% membership reached and are on track to surpass our distribution totals of 4% for all last year.
This is significant because we increased our total membership numbers with the expansion from approximately 130,000 in 2012 to
162,000 members in 2013. We have increased the produce from Alcorn by 50% (from approximately 2 tons in all of 2012 to 4 tons todate). So far in 2013, we have donated $2495 to our distribution center partners.

This best practice was submitted by UnitedHealthcare Community Plan of Mississippi in August 2013. You can find the full case study,
including graphs and tables in its entirety on pages 49 to 51 of the 2013-2014 Best Practice Compendium published last October and onlin
at www.mhpa.org.
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Making a Difference Award

2014

MHPA

Best Practice

The practice that has made the biggest positive change in the lives of Medicaid
health plan enrollees

Award
Winner

AWARD WINNER

Cigna-HealthSpring Behavioral Health Intensive Outpatient Program
Cigna-HealthSpring®

Part IV

Reference
Information

Abstract:
Data analysis revealed that members with primary behavioral health and substance use disorders resulted in higher cost services,
and unusual use patterns. Apart from transplants and a few extraordinary drug costs, 21 of the top 25 most expensive members
were noted to have primary behavioral health and substance use diagnoses. As we investigated further, we found that these
diagnoses were the primary cost and utilization drivers for our most expensive top five percent of members.
Additional review of the members with behavioral health and substance abuse diagnoses uncovered patterns of repeated
Emergency Room (ER) use and hospital readmission rates that far exceeded all other member risk groups. Hospital admissions for
some of these members occurred twice a month. The Health Plan discussed our concerns with the Texas Medicaid Health and
Human Services Commission staff regarding super-utilizers and confirmed that these members had been tracked for years by the
State, noting the same ER and hospital admission patterns.
This best practice was submitted by Cigna-HealthSpring® in August 2014. You can find the full case study in its entirety on page 17 of this book.
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Idaho

State Medicaid Directors

Directors Listing (as of August 2014)
Alabama

Connecticut

Stephanie Azar
Acting Commissioner
Alabama Medicaid Agency
501 Dexter Avenue
P.O. Box 5624
Montgomery, AL 36103-5624
Tel: (334) 242-5600

Kate McEvoy
State Medicaid Director
Connecticut Department of Social Services
Medical Care Administration
25 Sigourney Street
Hartford, CT 06106
Tel: (860) 424-5067

Alaska

Delaware

Margaret Brodie
Director, Health Care Services
Alaska Department of Health and Social Services
4501 Business Park Boulevard, Building L
Anchorage, AK 99503-7167
Tel: (907) 334-2520

Stephen Groff
Medicaid Director, Division of Medicaid & Medical
Assistance Delaware Department of Health and
Social Services
1901 N. Dupont Highway, The Lewis Building
New Castle, DE 19720
Tel: (302) 255-9626

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

Arkansas
Dawn Zekis
Interim Director, Division of Medical Services
Arkansas Department of Human Services
112 West 8th Street
Slot S401
Little Rock, AR 72201-4608
Tel: (501) 682-8740

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

Colorado
Suzanne Brennan
Medicaid Director, Department of Health Care
Policy and Financing; Medicaid & Child Health Plan
(CHP+)
1570 Grant Street
Denver, CO 80203-1818
Tel: (303) 866-5929

District of Columbia
Claudia Schlosberg
Interim Deputy Director and Medicaid Director,
District of Columbia Department of Health Care
Finance
One Judiciary Square
441 4th Street, NW
Washington, DC 20001
Tel: (202) 442-9075

Floriada

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

Indiana
Joe Moser
Director of Medicaid
Indiana Family and Social Services
Administration
402 W. Washington Street, Room W461 MS
25
Indianapolis, IN 46204
Tel: (317) 234-8725

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

Justin Senior
Deputy Secretary for Medicaid
Florida Agency for Health Care Administration
2727 Mahan Drive
Mail Stop 8
Tallahassee, FL 32308
Tel: (850) 412-4007

Kansas

Georiga

Kentucky

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

Lawrence Kissner
Commissioner
Department of Medicaid Services
Kentucky Cabinet for Health & Family
Services
275 East Main Street, 6 West A
Frankfort, KY 40621
Tel: (502) 564-4321

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

The above information was provided courtesy of the National Association of State Medicaid Directors.
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Lisa Hettinger
Division Administrator for Medicaid
Idaho Department of Health and Welfare
450 West State Street
PTC Building, 10th Floor
Boise, ID 83705
Tel: (208) 334-5801

Susan Mosier, MD, MBA, FACS
Medicaid Director, Kansas Department of
Health and Environment
900 SW Jackson Avenue, Suite 900
Topeka, KS 66612
Tel: (785) 296-0461

Louisiana
Ruth Kennedy
Medicaid Director
Louisiana Department of Health and
Hospitals
628 North 4th Street
Baton Rouge, LA 70802-9030
Tel: (225) 342-9240
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Maine

Missouri

New Mexico

Pennsylvania

Stefanie Nadeau
Director, Office of MaineCare Services
Maine Department of Health & Human
Services
221 State Street
Augusta, ME 04333
Tel: (207) 287-2674

Joe Parks
Director, MO HealthNet Division
Missouri Department of Social Services
615 Howerton Court
P.O. Box 6500
Jefferson City, MO 65102
Tel: (573) 751-6922

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

Maryland

Montana

Leesa M. Allen
Executive Medicaid Director
Medical Assistance Programs
Pennsylvania Department of Public Welfare
Office of the Secretary
331 Health & Welfare Building
Harrisburg, PA 17120
Tel: (717) 787-2600

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

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

Jason Helgerson
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

Massachusetts

Nebraska

Kristin Thorn, Acting Medicaid Director
Office of Medicaid
Massachusetts Department of Health and
Human Services
1 Ashburton Place, 11th Floor
Room 1109
Boston, MA 02108
Tel: (617) 573-1770

Ruth Vineyard, Courtney Miller and
Jeanne Larsen
Deputy Directors, Division of Medicaid &
Long-Term Care
Nebraska Department of Health and Human
Services
301 Centennial Mall South, 3rd Floor
P.O. Box 95026
Lincoln, NE 68509-5026
Tel: (402) 471-2135

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

Minnesota
Jim Golden
Medicaid Director
Minnesota Department of Human Services
540 Cedar Street
P.O. Box 64983
St. Paul, MN 55167-0983
Tel: (651) 431-2319

Mississippi
David J. Dzielak, PhD
Executive Director
Division of Medicaid
Mississippi Department of Human Services
550 High Street, Suite 1000
Walter Sillers Building
Jackson, MS 39201-1325
Tel: (601) 359-9562
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Nevada
Laurie Squartsoff
Administrator, Division of Health Care
Financing and Policy
Nevada Department of Health and Humans
Services
1100 E. Williams
Suite 101
Carson City, NV 89710
Tel: (775) 684-3677

New Hampshire
Kathleen Dunn
Director, Office of Medicaid Business and
Policy
New Hampshire Department of Health and
Human Services
129 Pleasant Street
Concord, NH 03301-6521
Tel: (603) 271-9421

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

New York

North Carolina
Sandra Terrell
Acting Medicaid Director
North Carolina Department of Health and
Human Services
1985 Umstead Drive, 2501 Mail Service
Center
Raleigh, NC 27699-2501
Tel: (919) 855-4100

North Dakota
Julie Schwab
Director, Medical Services Division
North Dakota Department of Human
Services
600 E. Boulevard Avenue, Dept. 325
Bismarck, ND 58505-0250
Tel: (701) 328-1603

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

Oklahoma
Garth Splinter, MD
Medicaid Director
Oklahoma Health Care Authority
4345 N. Lincoln Blvd.
Oklahoma City, OK 73105
Tel: (405) 522-7365

Oregon
Judy Mohr Peterson
Medicaid Director
Oregon Health Authority
500 Summer Street, NE E49
Salem, OR 97301
Tel: (503) 945-5768

Rhode Island
Elena Nicolella
Director of Policy and Innovation
Executive Office
Rhode Island Health and Human Services
600 New London Avenue
Cranston, RI 02920
Tel: (401) 462-3575

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

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

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

Texas
Kay Ghahremani
Associate Commissioner for Medicaid/CHIP
Texas Health and Human Services
Commission
11209 Metric Blvd., Building H
P.O. Box 85200
Austin, TX 78758
Tel: (512) 491-1339
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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
Vermont Department of Vermont Health
Access
312 Hurricane Lane, Suite 201
Williston, VT 05495
Tel: (802) 879-5901

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

Washington
MaryAnne Lindeblad
Director
Washington Health Care Authority
626 8th Avenue
P.O. Box 45502
Olympia, WA 98504-5050
Tel: (360) 725-1040

West Virginia
Nancy Atkins
Commissioner, Bureau of Medical Services
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
Wisconsin 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
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US Territories
American Somoa
Sandra King Young
Medicaid Director
American Samoa Government
Medicaid State Agency
Pago Pago, AS 96799
Tel: (684) 633-4818

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

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

Puerto Rico
Ricardo A. Colón-Padilla
Executive Director, PR Medicaid
Program
Puerto Rico Department of Health
P.O. Box 70184
San Juan, Puerto Rico 00936
Tel: (787) 765-2929 ext. 6700

Virgin Islands
Renée Joseph-Rhymer, MSW
Director
Virgin Islands Bureau of Health
Insurance &
Medical Assistance
3730 Estate Altona
Suite 302
St. Thomas, US Virgin Islands 00802
Tel: (340) 774-4624

MHPA and its partners are committed to providing innovative solutions for federal and state governments that reduce costs, expand coverage and increase the quality of public health care. MHPA is honored to be associated with the following companies that have generously sponsored the organization
through MHPA’s Partner program:

Altegra Health
Mark Fabiano
Executive Vice President and Chief Sales Officer
1801 S. Extension Road, Suite 111
Mesa, AZ 85210
(480) 337-6602
mark.fabiano@altegrahealth.com
www.altegrahealth.com
Altegra Health is a
leading provider of
technology-enabled,
end-to-end payment
solutions that enhance quality, strengthen
compliance, and optimize financial performance
for health care organizations. As a quality, care
and revenue management solutions partner,
Altegra Health empowers Medicare Advantage,
Managed Medicaid, and Health Insurance
Marketplace/Exchange health plans to integrate
key areas of financial performance and continuity
of care while improving the quality of life of the
individuals they serve. For more information, visit
AltegraHealth.com.

Avalere Health
Jennifer Kowalski
Vice President
1350 Connecticut Avenue, NW
Suite 900
Washington, DC 20036
(202) 207-1300
jkowalski@avalerehealth.net
www.avalerehealth.net
Avalere is a vibrant
community of
innovative thinkers
dedicated to solving
the challenges of the
health care system.
Avalere delivers
a comprehensive
perspective, compelling substance, and creative
solutions to help you make better business
decisions. Avalere partners with stakeholders
from across healthcare to help improve care
delivery through better data, insights, and
strategies. For more information, please visit
www.avalerehealth.net.

Baxter Healthcare Corporation
Alison Kocanda
Senior Marketing Manager, Hemophilia
1 Baxter Parkway, DF3-2W
Deerfield, IL 60015
(224) 948-5212
alison_kocanda@baxter.com
www.baxter.com
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 health
care 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.

Centene Corporation
Joseph Musker
Vice President, Federal Affairs
1150 Connecticut Avenue, NW
Suite 1000
Washington, DC 20036
(202) 223-8010 ext. 25730
jmusker@centene.com
www.centene.com
Centene Corporation, a
Fortune 500 company, is a
leading multi-line health care enterprise that provides
programs and services to government sponsored
health care programs, focusing on under-insured
and uninsured individuals. Many receive benefits
provided under Medicaid, including the Children’s
Health Insurance Program (CHIP), as well as Aged,
Blind or Disabled (ABD), Foster Care and Long Term
Care (LTC), in addition to other state-sponsored/
hybrid programs, and Medicare (Special Needs Plans).
The company operates local health plans and offers a
range of health insurance solutions. It also contracts
with other health care and commercial organizations
to provide specialty services including behavioral
health, care management software, correctional
systems health care, dental benefit management,
in-home health services, life and health management,
managed vision, pharmacy benefits management,
specialty pharmacy, and telehealth services.

MHPA Partners

Utah
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Deloitte LLP

Express Scripts

Connie Segreto
Health Plan Marketing Leader
225 West Santa Clara Street
San Jose, CA 95113
(408) 704-4206
csegreto@deloitte.com
www.deloitte.com

Krista Ward
Senior Director, Medicaid Product Management
One Express Way
St. Louis, MO 63121
(314) 684-6134
kmward@express-scripts.com
www. express-scripts.com

At Deloitte, we focus
on helping clients transform their strategic vision
into innovative, practical health care solutions that
support their business goals today and tomorrow.
Deloitte’s Life Sciences and Health Care practice
is among the largest in the world, leveraging the
extensive knowledge, skills and experience of over
7,000 professionals in 80 countries around the
world and approximately 4,465 professionals in the
United States. Its practice offers a distinctive menu
of professional services delivered in an integrated
approach that address all segments of the health
plan, health provider and life sciences industries.
The mission of Deloitte’s Life Sciences & Health
Care practice is to work with our clients to help
shape the new health economy and the roles they
play within it. Drawing on more than 70 years of
Life Sciences & Health Care experience, Deloitte
offers wide-ranging, customized services and
solutions designed to help clients in their efforts to
capitalize on opportunities and tackle their most
pressing and complex challenges. Learn more at:
www.deloitte.com/us/healthplans.

EpsteinBeckerGreen
Clifford Barnes
Partner
1227 25th Street, NW, #700
Washington, DC 20037
(202) 861-1856
cbarnes@ebglaw.com
www.ebglaw.com
EpsteinBeckerGreen,
founded in 1973, 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. EBG’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.
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Express Scripts has
been supporting
the Medicaid market
for two decades. Today, it provides high-value
pharmacy management and specialty pharmacy
benefit management (PBM) services for dozens
of clients and millions of their members. For the
managed Medicaid market, it provides strategic
PBM management services to make the use of
prescription drugs safer and more affordable,
including network-pharmacy claims processing,
specialty benefit management, benefit design
consultation, drug-utilization review, formulary
management, and medical and drug data analysis
services. Their Medicaid clients benefit from
its compliance excellence, considerable track
record working with federal and state regulators,
understanding of state-by-state regulations,
consultative partnership and innovation solutions
for managing care and costs. Express Scripts’
superior service model for serving regulated
markets includes a dedicated division aligned
with Medicaid, Medicare, Medicare-Medicaid
Plans (MMPs) and the Public Exchanges. For more
information, visit www.express-scripts.com/
governmentsolutions, Lab.Express-Scripts.com or
follow @ExpressScripts on Twitter.

First Quality

years of experience implementing best practices
across the post-acute care spectrum that deliver
high quality products and reduce costs in a
capitated environment, First Quality now offers a
continence management program, Continence
Coach™, for Medicaid Health Plans. Continence
Coach is specifically designed to help Health
Plans analyze and reduce supply costs and help
Health Plan Members receive the education
and products they need to better manage their
incontinence condition. Please visit
Prevail.com/CC for more information.

Furst Group
Deanna L. Banks
Principal
2300 M Street, Suite 800
Washington, DC 20037
(800) 642-9940
dbanks@furstgroup.com
www.furstgroup.com
Furst Group is in its
fourth decade of providing leadership solutions
for health plans and providers in the health
care industry. Their experience in evaluating
talent, structure, and culture helps companies
align its organizations to execute their strategic
initiatives. Furst Group’s talent and leadership
solutions provide a comprehensive array of
retained executive search and integrated talent
management services, from individual leadership
development and executive team performance
to organizational/cultural assessment and
succession planning.

Gorman Health Group

Julie Hyer
Director of Managed Care
80 Cuttermill Road, 5th Floor
Great Neck, NY 11021
(570) 295-0288
jmhyer@firstquality.com
www.Prevail.com/CC

John K. Gorman
Founder and Executive Chairman
5335 Wisconsin Avenue, NW, Suite 340
Washington, DC 20015
(202) 364-8283
jgorman@gormanhealthgroup.com
www.gormanhealthgroup.com

First Quality is a
diversified family
of companies that manufactures a variety of
products including absorbent hygiene products
for the home care, long-term care and retail
markets. Our Home Care Group focuses on
disposable absorbent incontinence products
for adults and children and manufactures these
products exclusively in the US. With more than 20

Gorman Health Group, LLC
(GHG) is a leading consulting
and software solutions firm
specializing in government health programs,
including Medicare managed care, Medicaid
and Health Insurance Exchange opportunities.
For nearly 20 years, their unparalleled teams
of subject-matter experts, former health plan
executives and seasoned health care regulators
have provided strategic, operational, financial,

and clinical services to the industry, across a full
spectrum of business needs. Further, its software
solutions have continued to place efficient and
compliant operations within our client’s reach.
Find out more at www.gormanhealthgroup.com.

Health: ELT
Amanda Havard
Chief Innovations Officer
7557 Rambler Road, Suite 626
Dallas, TX 75231
(214) 628-8650
amanda@healthelt.com
www.healthelt.com
Health: ELT is a
mobile- and cloudbased solution for
managing managed
care in Medicaid. Designed to coordinate care,
continuously connect members and plans, and
create conversations between member and
provider, Health: ELT is poised to give information
a central home in an industry segment plagued
by silos and boundaries, and give all stakeholders
simple yet sophisticated mobile apps and web
dashboard tools that can drastically change
the way we all do business. The Health: ELT
approach utilizes mobile apps for members, and
for providers and supervisors in the field who
would be better served by new technologies and
streamlined, app-based communications and
systems. Users are able to coordinate between
plan and provider, between provider and patient,
in simpler, faster communication paths.
Health ELT is creating transformative tools for
the Medicaid managed care sector to make
real and lasting change.
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HMS
Shalece Pollock
Marketing Event Coordinator
5615 High Point Drive
Irving, TX 75038
(972) 894-8717
shalece.pollock@hms.com
www.hms.com
HMS powers health
care with integrity through coordination of
benefits, program integrity, and eligibility
solutions for payers. HMS’ clients include
health and human services programs in more
than 40 states; commercial payers, including
group health plans, Medicare Advantage Plans,
more than 150 Medicaid managed care plans,
and employers; the Centers for Medicare and
Medicaid Services; and Veterans Administration
facilities. As a result of the company’s services,
every year clients recover more than $3 billion
and save billions more through the prevention
of erroneous payments.

InComm Healthcare (Medagate) /
Finity Communications
Suzanne O’Hara
Director of Business Development
1001 Bayhill Drive, Suite 185- B
San Bruno, CA 94066
(484) 947-1653
suzanne@medagate.com
www.incomm.com
InComm
Healthcare,
a leading prepaid product and transaction
services company, and Finity Communications,
a leading systems-based technology solutions
company, are partnering to create a new
interactive member incentives platform that
will reward health plan members for making
healthy choices, and ultimately improve on
health plans’ ROI. The new rewards platform

130

offering will combine features
from InComm’s restricted-spend,
personalized engagement rewards
card product with Finity’s integrated
behavior-based health, wellness, and
condition management solution,
EveryBODY Get Healthy. Health plans will
have access to Finity’s closed-loop platform
that delivers personalized engagement and
reward communications in multiple mediums,
including personalized LifeTrack portals, text
messaging, email communications, mobile
apps, auto-calls, and on-demand printed
communications, as well as InComm’s
restricted-spend card for members. Plan
administrators can customize the platform to
create a tailored experience for plan members.
Administrators also have access to robust
program tracking and reporting on-demand,
creating a powerful package that helps to
improve health and reduce spending for health
insurers and members.

Merck & Co., Inc.

Johnson & Johnson Health Care
Systems, Inc.

Millennium Health

Aliza Tomlinson
National Advocacy Director
175 Hilltop Drive
Churchville, PA 18966
(815) 899-0690
atomlins@its.jnj.com
www.jjhcs.com
As the Janssen
Pharmaceutical Companies, we are committed
to developing innovative solutions for the
most important medical needs of our time.
Over the past 50 years we have brought to
market paradigm-changing treatments for
addressing needs in schizophrenia, bipolar
disorder, Alzheimer’s dementia, and severe
pain. Our work to help patients, families
and communities affected by these illnesses
continues. Our vision is to transform and enrich
patients’ lives by raising global standards of
care. At Janssen, we are passionately pursuing
science for the benefit of patients.
For more information please visit
www.janssenpharmaceuticalsinc.com.

Steve Dorning
Director of Account Management
351 Sumneytown Pike
North Wales, PA 19459
(267) 305-8736
stephen_dorning@merck.com
www.merck.com
Today’s Merck is a global
health care leader working
to help the world be well.
Merck is known as MSD outside the United States
and Canada. Through prescription medicines,
vaccines, biologic therapies, and consumer
care and animal health products, Merck works
with customers and operates in more than 140
countries to deliver innovative health solutions.
It also demonstrates their commitment to
increasing access to health care through farreaching policies, programs, and partnerships.

Paige Nardi
Senior Director, Corporate Accounts, Managed
Markets
16981 Via Tazon
San Diego, CA 92127
(877) 451-3534
paige.nardi@millenniumhealth.com
www.millenniumhealth.com
Millennium Health is a
leading health solutions
company that delivers
accurate, timely, clinically actionable information
to inform the right treatment decisions for each
patient at the right time. The company shares
a unified belief that everyone has the right to
safe and effective medicine and aims to deliver
on that idea by shortening the time it takes to
make patients feel better and reducing the high
costs associated with unnecessary treatment.
Millennium Health offers a comprehensive
suite of services including The RxAnte System,
Millennium PGTSM and Millennium UDTSM,
that can be used to better tailor patient care.
More information can be found at www.
millenniumhealth.com.

MTM
Aaron Crowell
Vice President, Managed Care
16 Hawk Ridge Drive
Lake Saint Louis, MO 63367
(636) 695-5623
acrowell@mtm-inc.net
www.mtm-inc.net
MTM is a medical and transportation
management company whose mission is to
improve the overall health and well-being of
individuals by removing barriers to healthcare
and promoting independence. MTM provides
transportation management, home- and
community-based services, call center services,
ambulance claims management, and functional
assessments and travel training to state and
county governments, Medicaid and Medicare
managed care organizations (MCO), third-party
administrators, and health care providers. By
providing careful assessments, comprehensive
care management, and responsible network
development and oversight, MTM is able to
improve member outcomes while helping
clients align incentives, reduce costs, and
increase customer satisfaction.

Navitus
Byron Mickle
Senior Vice President, Sales & Marketing
2601 W. Beltline Highway
Suite 600
Madison, WI 53713
(608) 729-1543
byron.mickle@navitus.com
www.navitus.com
Navitus Health Solutions LLC is a fullservice, URAC-accredited pharmacy benefit
management company. As a
zero-spread, full pass through pharmacy
benefit manager (PBM), Navitus aligns
performance with plan sponsors’ benefit
goals to deliver comprehensive clinical
programs and cost-saving strategies that
lower drug trend and promote good
member health. Navitus provides its
flexible services to health plans,
including managed Medicaid and
Medicare Part D, government
entities, self-funded
employers, coalitions, labor
organizations, and
third-party administrators.
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PopHealthCare

ProgenyHealth

Eddie Gilmartin
Vice President, Product & Business Development
51 West 3rd Street, Suite 500
Tempe, AZ 85281
(720) 232-6555
eddie.gilmartin@pophealthcare.com
www.pophealthcare.com

Frances Decker
Senior Strategic Account Executive
450 Plymouth Road, Suite 200
Plymouth Meeting, PA 19462
(484) 362-6570
fdecker@progenyhealth.com
www.progenyhealth.com

PopHealthCare offers
groundbreaking
programs in highrisk population
management that drive rapid, large, and
demonstrable improvements in member
quality of life and satisfaction, while helping
its partnering health organizations realize
appropriately enhanced revenues, enhanced
quality scores, and reduced medical costs. With
decades of experience, PopHealthCare is led by
a team of long-standing leaders in health care
analytics, field-based high-risk population care
delivery, and both prospective and retrospective
risk adjustment services. PopHealthCare has
designed its high impact services to meet the
needs of local, regional and national health
plans across Medicaid, Managed Long Term
Care and Medicare populations and currently
partners with over 30 health plans across the
U.S. and in Puerto Rico.

ProgenyHealth is a leading
provider of care management
solutions for premature and medically complex
newborns. Our program promotes appropriate
utilization, improves access, educates family
members and reduces costs. Progeny’s
foundation is built on evidence-based best
practices, timely communication, and ongoing
collaboration with clients and providers. This
proactive approach has resulted in our expansion
into all 50 states and significant and reproducible
cost savings for our clients.

Primrose Healthcare
Henri Cournand
President, Primrose Healthcare, LLC
7047 E. Greenway Parkway, Suite 250
Scottsdale, AZ 85254
(480) 993-1967
hcournand@primrosehealthcare.com
www.primrosehealthcare.com
Primrose Healthcare
combines clinical
pathways developed by nationally recognized
specialists in HCV and liver disease management
with leading edge technology. Its proprietary
software automates and standardizes care plans
while offering flexible features that improve
engagement, adherence and compliance.
Their program supports patients throughout
the stages of therapy and care, while helping
providers manage the intricacies of pretreatment, treatment, and post-treatment of
Hepatitis C — all toward the goal of achieving a
disease-free life for the patient.
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PwC
Nadia Leather
Marketing Director, PwC Healthcare
300 Madison Avenue
New York, NY 10017
(646) 471-7536
nadia.m.leather@us.pwc.com
PwC’s Health Industries Group is a leading advisor
to public and private organizations across the
health industries, including health care providers,
pharmaceuticals, health and life sciences, payers,
employers, academic institutions and non-health
organizations with significant presence in the
health market.

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.

Sellers Dorsey
Christopher Labonte
Principal, Director of External Affairs
230 South Broad Street, Suite 1802
Philadelphia, PA 19102
(215) 279-9739
clabonte@sellersdorsey.com
www.sellersdorsey.com
Sellers Dorsey, a marketleading health care
consulting firm, specializes
in creating transformational
change in public health care
programs. Highly regarded for its strategy and
insight, the firm is at the forefront of Medicaid
and health care reform. Sellers Dorsey designs
and implements exceptional solutions for our
clients by providing an effective combination
of policy acumen, political savvy and technical
expertise. Sellers Dorsey understands that
fundamental change requires commitment
from state and federal governments as well
as private businesses to achieve tangible,
progressive results. It partners with states,
counties, municipalities, health care providers,
health insurers, advocacy organizations and
other industry stakeholders.

TMG Health
Roche Diagnostics Diabetes Care
Bruce T. Taylor
Director, Government Strategy and Relations
9115 Hague Road
Indianapolis, IN 46250-0457
(317) 521-3071
bruce-t.taylor@roche.com
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. Its
mission today and tomorrow is to create added
value in health care by focusing on our expertise
in diagnostics and pharmaceuticals. Roche is

Ed Weirich
Marketing Director
25 Lakeview Drive
Jessup, PA 18434
(570) 344-9237 ext. 73576
eweirich@tmghealth.com
www.tmghealth.com
TMG Health is the
leading national provider of Business Process
Outsourcing solutions for Medicare Advantage,
Medicare Part D, and Managed Medicaid
plans. With more than 16 years of experience
in providing technology-enabled services
to the government market exclusively, our
knowledge of health plan processes, regulatory
requirements, and the daily challenges plans
face within the government market is second
to none. Our expertise, coupled with a strong

commitment to our Clients’ success, positions
us as a trusted partner who can help solve the
challenges of today and prepare for those of
tomorrow.

WellPoint
Samuel Marchio
Regional Vice President of Federal Government
Relations
Head of Congressional Affairs
1001 Pennsylvania Ave, NW, Suite 710
Washington, DC 20004
(202) 628-7831
samuel.marchio@wellpoint.com
www.wellpoint.com
WellPoint is working to
transform health care with
trusted and caring solutions. Its health plan
companies deliver quality products and services
that give their members access to the care they
need. With nearly 69 million people served by
its affiliated companies, including more than
37 million enrolled in its family of health plans,
WellPoint is one of nation’s leading health
benefits companies. WellPoint companies
serve members as the Blue Cross licensee for
California; and as the Blue Cross and Blue Shield
licensees for Colorado, Connecticut, Georgia,
Indiana, Kentucky, Maine, Missouri (excluding 30
counties in the Kansas City area), Nevada, New
Hampshire, New York (as the Blue Cross Blue
Shield licensee in 10 New York City
metropolitan and surrounding
counties and as the Blue Cross or
Blue Cross Blue Shield licensee in
selected upstate counties only)
Ohio, Virginia (excluding the
Northern Virginia suburbs
of Washington, DC), and
Wisconsin. In most of
these service areas, WellPoint
does business as Anthem
Blue Cross, Anthem Blue
Cross and Blue Shield,
Blue Cross and Blue
Shield of Georgia
and Empire Blue Cross
Blue Shield, or
Empire Blue Cross (in the
New York service areas).
It also serves customers in
other states through its
Amerigroup, CareMore
and UniCare subsidiaries.
To find out more about
WellPoint, go to
wellpoint.com.
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