5.0
TECHNICAL SPECIFICATIONS

Your proposal must clearly explain how your organization meets each of these requirements or, if you do not meet one or more of the requirements, identify comparable experience that the Board should consider and/or state what tasks would be undertaken in order to meet the requirement.  If you believe that additional objectives are appropriate, note them and the rationale for the change.

Your proposal should follow exactly the same numbering system, use the same headings, and address each point given below, clearly identifying any milestones or deliverables when appropriate. Failure to use this outline and respond to each requirement may result in proposal rejection as unresponsive to the RFP.

The Technical Proposal must be preceded by a detailed Table of Contents, which references not only the narrative replies, but also any associated attachments.  

5.1
Vendor Qualifications

To be considered as a “qualified” vendor, your organization must meet each of the following requirements.  In addition, describe in detail your ability to meet the minimum requirements detailed in Sections 5.1.1 through 5.1.18 of this RFP.  NOTE:  Please cross-reference, as required, your response to the minimum requirements as they may relate to any specific requirements in 5.2 and beyond.

5.1.1 Have experience in handling a plan similar to the State of Wisconsin's, and be able to operate within the dictates of the Board's program as outlined in Attachment 1, Program Description.

5.1.2 Have the capability and experience of administering a direct claims systems whereby the patient ‑ for most hospital and professional services ‑ presents an I.D. card to the provider and the provider submits the charges to the claims processing facility. (The Board will consider other reasonable alternatives.)

5.1.3 For the purpose of insured coverages, have an annual premium volume in the group health line of at least $200 million (identifying what portion, if any, is reinsured) and be able to transact/write group health insurance within the State of Wisconsin. (If you are administering self‑insured plans you will meet this requirement if your claims volume is approximately the same amount.)

5.1.4 For the purpose of administering the group health plan you must demonstrate that you have administered a health plan(s) involving at least 150,000 members and handled groups involving 5,000 or more employees (excluding dependents). You must provide the name, address, and phone number of a contact person in each of your largest contracts (but not more than five).

5.1.5. Demonstrate the ability to handle additional claims in excess of 10,000 per week (from Wisconsin and other states) and benefit inquiries of approximately 1,000 per week average, 2,500‑3,000 per week during peak periods. Inquiries are 86% telephone, 13% written, 1% walk‑in.

5.1.6. Have the capability to recommend and provide, or sub‑contract for, hospital pre-certification and large‑case management services (managed care).

5.1.7. Have the capability to provide, or sub‑contract for, aggregate and/or specific stop loss insurance for part of or the entire program.

5.1.8. Have the capability to provide, or sub‑contract for, an insured Medicare supplement plan similar to the Local Annuitant Health Program.

5.1.9. Have established (or will establish) and will maintain a mechanism for peer review of professional fees and patterns of practice, and have staff available to maintain an active professional relations program with the state medical community.

5.1.10. Provide for appropriate performance standards and penalties for non‑performance under the contract.

5.1.11. Interface with the Board's health membership database.

5.1.12. Demonstrate the capability to respond to the needs of the State in a changing health care environment. This should also include the ability to: 1) assist in or administer wellness and prevention programs; 2) administer premium billing and collection for the entire state health program (currently encompasses more than 300 separate administrative entities/and or units of local government, including units up to 25,000 employees; 3) participate in and/or administer regional purchasing coalitions; 4) provide member services and other general services for the Board’s annual Dual Choice enrollment; 5) review opportunities for innovative approaches to health care administration, such as ‘smart cards’, analytical systems, best practice standards, etc.

5.1.13. Provide legal representation and associated expertise relating to subrogation, defending participants in matters relating to fee determinations, and in defending its benefit determinations, when necessary, in matters on appeal to the Board.

5.1.14  Indemnification:   Hold harmless the Board and participants, as required. Please see: Exhibit A, (the current contract), Professional Administrative Services Agreement III. LIABILITY AND INDEMNITY.  Confirm that your provider contracts include a provision whereby the physician and/or hospital and/or health care provider (as defined under Wis. Stat. § 655.001 (8)) agrees to accept the payments provided by the plan as full payment for covered services. This provision shall be considered as satisfied if arrangements have been made which prevent the enrollee from being held liable for hospital or professional charges except for those benefits which require the enrollee to satisfy a deductible; be paid on a co‑payment basis; or in those instances where the individual failed to comply with published requirements for seeking medical care.

5.1.15 Comply with Health Care Quality Information Based on Health Plan Performance (HEDIS) for preferred provider plans.  The three measures required are regarding claims timeliness (CLT), call answer timeliness (CAT) and call abandonment (CAB).  Demonstrate how your organization collects HEDIS data, and how it has been utilized.

5.1.16. Comply with the Health Insurance Portability and Accountability Act (HIPAA) privacy, security and standard transactions regulations according to the terms of a HIPAA business associate agreement with the State.

5.1.17. Have the capability to conduct all types of HIPAA standard electronic transactions.

5.1.18  Vendor will be required to provide a claims file at no additional cost and upon Department request (usually annually), that includes demographic information on claimants and non-claimants with the ability to link family members.    This file must not include individually identifying information, but must be able to link to future claims data through the use of a separately created, unique identifier.  

5.2. Clerical Errors 

The contract shall contain a clause or clauses substantially in the following language:

5.2.1. No clerical error made by the employing agency, the third party administrator, or the Department of Employee Trust Funds shall invalidate insurance otherwise validly in force, nor continue insurance otherwise validly terminated.

5.2.2. If an eligible employee, before date of eligibility or within 30 days of hire, has made written application for either single or family coverage and has authorized the premium contributions, the insurance, if otherwise entitled thereto, shall not be invalidated solely because of the failure of the employing agency or the Department, due to clerical error, to give proper notice to the third party administrator of such employee's application.

5.3. Administration

Administrative Services

Exhibit A, Professional Administrative Services Agreement, article XII enumerates administrative services provided by the current administrator. Prospective vendors may develop alternatives to current procedures, reports, etc. as is deemed appropriate to ensure the effective and efficient administration of the contract.

The administrator will provide the following printed material, the cost of which is to be included in the administrative expense charges:

5.3.1. Individual certificates and handbooks (or combination) for distribution to all participating employees initially and as needed due to plan changes (plan changes may be made annually). These shall contain a complete description of the plan, including benefit provisions and limitations.  Such description shall, to the extent possible, mirror the language of the contract and will be approved by the Department prior to distribution.

5.3.2. Individual identification cards for all participating employees.

5.3.3. Posters or other dual choice information, and materials announcing enrollment procedures, conversion privileges and other items important to administration of the program, for distribution to state agencies, subdivisions and local government units (distribution about 500).

5.3.4. Necessary claim forms.

5.3.5. Management reports.  


Management information reports currently provided by the program administrator are summarized in Exhibit A Professional Administrative Services Agreement (the current contract), XII.E Management Reports.


Beginning with the effective date of the contract resulting from this procurement, the contractor shall furnish to the Board annually specific health care data reflecting member access, financial capability, health plan management and activities, membership, quality of care, member satisfaction and utilization. The Board anticipates requiring this data in the most recent finalized version of HEDIS as published by National Committee on Quality Assurance or other comprehensive measurement system as recommended by the Department and approved by the Board.


The Board wishes to make clear its intent to grant prospective vendors wide latitude in designing innovative management reports, which provide the most meaningful information in an efficient manner. Vendors submit, in as complete a form as possible, examples of management reports which it has found to be of value to clients in the implementation and evaluation of health benefit plans similar to those of the Board.


Management reports should address all areas typically of interest to parties contracting for third party claims administration, including financial accounting, claims payment accuracy and timeliness, utilization review, quality, and customer service.


Required utilization data and provider reports are found in Addendum “1” and “2” of the Guidelines (Exhibit B).  These reports may be modified annually by the Board.

5.3.6. Other informational material that the Board determines is necessary and reasonable.

The administrator will provide the following services, the costs of which are to be included in administrative expense charges:

5.3.6.1. In the past, communication to participants on how the plan works was found to be an issue.  How would you communicate information on this topic to employees, annuitants and their dependents through the Internet or via written materials to enhance understanding?

5.3.6.2. Actuarial consultation relating to premium projections. 

5.3.6.3. Claims Services. The responsibility of facilitating submission of claims and processing shall, insofar as is reasonably possible, be with the provider of service and the administrator.  Duties of the administrator shall include determining proper payments and providing cost controls for all claims.  The Department shall assist the administrator in providing contractual interpretations. The administrator shall furnish explanation of benefit (EOB) payment statements to subscribers after a claim has been received and payment issued or claim is rejected.  Provide examples.

5.3.6.4. Reports from the administrator to the Board shall include periodic reports of state and local employee group experience (specific to each of the plans), rate projections, coverage reconciliations, and other reports that the Board may reasonably from time to time require. (See section on Cost Containment.)

5.3.6.5. Direct premium billing services.

5.3.6.6. Customer service, including claims inquiry, complaint and grievance resolution. Correspondence to members and the Department should not reference subscriber social security number, however, this information must be available if requested.  Describe policy and procedures to ensure privacy of social security numbers.  Vendor must also have the capability of working with the Board’s member numbering system, and requests by members for identification numbers that are not related to social security numbers.

5.3.6.7. Dependent child status for children over age 19 must be updated annually. The necessary data reflects disability, marital status, student status, and dependency for support and maintenance.

5.3.6.8. The administrator may be asked, at the Department’s option, to assist in the annual enrollment period or process, on a cost reimbursement basis, for actuarial or legal services related to the administration of the program. Any charges incurred as a result of this activity will be separately identified and should not be included in the proposal.

5.3.7. Compliance with Regulations

Chapter 40, Wis. Stats., and the Administrative Rules of the Department are the basis for these specifications. Any conflict between the statute or rule and these specifications must be resolved in favor of the statutes and/or rules. The Board will be the final arbiter of disputes between the employee and the Department.

The Board intends to comply fully with all applicable federal legislation such as the 1979 Amendments to the Age Discrimination in Employment Act of 1967, the Pregnancy Discrimination Act, P.L. 95‑555, the Tax Equity and Fiscal Responsibility Act of 1982, DEFRA, COBRA, HIPAA, and applicable state laws. Any conflict between such laws and regulations and these specifications must be resolved in favor of the laws and regulations.

NOTE:
Employees eligible for federal Medicare who continue an employment relationship with the State of Wisconsin will continue coverage under the Standard Plan rather than the Medicare Plus $1,000,000 supplemental health coverage.

5.4

System Security and Emergency Procedures

Not withstanding the No Default for Causes Beyond Reasonable Control provision elsewhere in this RFP, the contractor is expected to provide security and emergency protection for all data, records, forms, and data processing operations devoted to the ASO contract, in whole or in part.

5.4.1
Security Protection

The HIPAA privacy and security regulations, as well as Chapter 40, Wis. Stats., require safeguards for the protection of health plan data.  Describe in detail the measures you will institute to protect the security of health plan data, records, forms and data processing operations.  Provide copies of any related manuals or procedures or indicate the need for such and propose a timeline for development.

Contractor’s Responsibilities:
The contractor will

5.4.1.1.  Secure all data from intentional sabotage, manipulation, theft, or breach of confidentiality.

5.4.1.2.  Control all data received through use of control numbers or another appropriate system.

5.4.1.3.  Separate personnel duties so that no single person has complete control over check issuance, accounting transactions, program changes, and data entry.

5.4.1.4.  Inform all personnel of the confidentiality of data and the penalties involved in breaching confidentiality and require that each person sign a statement that they understand the requirements of confidentiality.

5.4.1.5.  Audit systems on a mutually agreeable timeframe using a program developed to check systems for computer fraud or tampering. These audit reports should be made available to the State within forty‑five (45) days of their completion.

5.4.1.6.  Audit physical security of the facility on a periodic basis to be mutually agreed upon.

5.4.1.7.  Maintain sign‑out procedures and dual locks requiring separate keys to get access to blank check stock and signature blocks.

5.4.1.8.  Establish recovery and restart procedures.

5.4.2
Emergency Protection

Provide a written operations recovery plan, with a schedule for periodic testing that will ensure that the ASO systems will be back in operation within 30 days of a disaster.  Provide copies of any related manuals or procedures, or indicate the need for such and propose a timeline for development.

Contractor’s Responsibilities:  The contractor will

5.4.2.1.  Establish procedures to ensure that its data processing system will be back in full operation not less than sixty (60) days after a disaster, such as a fire, flood, tornado, or bomb.

5.4.2.2.  Develop and/or maintain a business recovery plan and provide a copy of this plan to the Department within 30 days of signing the contract resulting from this RFP initiative.

5.4.2.3.  Ensure complete, accurate, and up‑to‑date documentation of all systems and procedures used in operations covered by this ASO contract. This documentation shall include a back‑up copy of all documentation stored off premises.

5.4.2.4.  Back‑up all files daily for changes.

5.4.2.5.  Ensure programs and operational procedures are duplicated with a copy stored off premises.

5.4.2.6.  Store a supply of all forms, including checks, in a separate location so that, in case of a disaster, they are available until a new supply can be printed.

5.4.2.7.  Provide emergency procedure training for all new personnel and refresher training at least annually for all other personnel.

5.4.2.8.  Provide procedures for designating back‑up personnel to operate the system in the event of a disaster.

State’s Responsibilities:  The State will

5.4.2.9.  Provide final approval, within 30 days of submission, of all materials and procedures developed to ensure the security and protection of the ASO contract materials and information.

5.4.2.10.  Assist the contractor, if requested and at no expense to the State, in carrying out the requirements of this section

5.5.       Grievance and Independent Review Procedure

Describe any experience you have had in developing and/or administering a complaint resolution, grievance and independent review procedures. If you are currently administering a grievance procedure, indicate what your experience has been with it in terms of number of complaints filed, tracking mechanisms, speed of resolution, and number and percent appealed beyond first level resolution. What is your company’s rate of reversal before or as a result of grievance?

Describe the manner in which you intend to report complaint, grievance and independent review results to the Department. How many Independent Review Organization requests has your company received since June of 2002?  How many were overturned in favor of the member?  Is the vendor capable of analyzing complaints in comparison to the locations of Preferred Providers, in order to implement systematic solutions of issues identified?  Describe.

In conjunction with complaints, grievances, and/or independent reviews the administrator must demon​strate the capability to represent and defend its position relating to benefits determination in legal proceedings involving appeals to the Board under chapter ETF 50, Wis. Admin. Code. 

5.5.1. Contractor’s Responsibilities

The contractor shall establish, subject to State approval, a grievance procedure, with mutually agreed upon timeframes, for participants 1) whose claims are denied in whole or in part or not processed in timely fashion or 2) who may have other grievances against the contractor.

5.5.2. State’s Responsibilities

Should any grievance not be resolved through the procedure established by the contractor, plan participants may appeal to the State for final determination and resolution.

5.5.3. Administrative Hearings

The contractor, upon Department request, shall participate in administrative hearings, as determined by the Department; said hearings shall be conducted in accordance with guidelines and rules and regulations promulgated by the Department.

Costs for participation of vendor employees are expected to be included in the global fees in Section 7.0, in addition, explain in detail how your organization would charge for any cost required for participation in the administrative hearing by any approved subcontractor, or consultant, including but not limited to time spent at the hearing and travel time to and from the hearing. 

5.6

Turnover Plan

It is necessary to develop and have on file a turnover plan that provides for the complete transfer of all ASO contract operations and data to the State or to a successor contractor. Such a plan will be used at contract termination whether by normal expiration of the contract or by other contract termination.  Its purpose will be to minimize any disruption of processing and service to plan participants, and its goal will be continuity of plan operation.


Provide a detailed plan depicting the phases and tasks required to accomplish a smooth plan transition to the State or a successor contractor. Address at least, though not limited to, the following areas:

5.6.1.  File conversion

5.6.2.  Program and system documentation

5.6.3.  Training of State or contractor staff, if necessary

5.6.4.  Parallel processing

5.6.5.  Testing of the system

5.6.7.  Phase‑in period

5.6.8.  Hardware requirements

5.6.9.  Time period for trouble shooting and consulting after the new operation begins.

5.6.10. Contractor’s Responsibilities

The contractor will:

5.6.10.1.  Develop a plan acceptable to the State to provide for a complete turnover of the ASO contract operations (including any services currently being provided which continue until contract termination) to the State or a successor contractor and submit it to the State for approval within 60 days of signing the ASO contract.

5.6.10.2.  Review and update, if necessary, such plan every six months during the term of the contract and resubmit it for State approval.

5.6.10.3.  Help tailor such plan to the requirements of a successor contractor should one be selected.

5.6.10.4.  Provide the State with any required technical assistance and advice during a turnover period.

5.6.10.5.  Provide an updated turnover plan to the State within 30 days of the receipt of any notice from the State of its intention to terminate its contract.

5.6.11. State’s Responsibilities

The Department will:

5.6.11.1.  Provide review and/or approval of the turnover plan and any updates within 30 days of submission.

5.6.11.2.  Assign a project manager who will be responsible for the coordination of turnover activities.

5.6.11.3.  Schedule weekly or other meetings as necessary during the turnover period.

5.6.11.4.  Purchase surplus forms and supplies in the contractor's inventory at an agreed upon price not to exceed the contractor's acquisition cost.

5.6.11.5.  Retain the final payment of the contractor's administrative fees until successful turnover has been accomplished.

5.7. Personal Computer

Provide and maintain at an address specified by and associated with the Department, one personal computer (PC) or terminal or allow access to the required information over the internet.  If it will be supplied by a computer, this PC or terminal must be in complete functioning order, including all hardware and software, office connections, cabling, and all other equipment directly associated with the computer terminal or PC.  The required data must include access all state and local subscribers claims and membership data. The cost of servicing and maintaining such remote terminal shall be the responsibility of the administrator. 

5.8. Grievance and Claim Appeal Report

A complete report on the number and status of grievances and claim appeals must be provided. A sample should be submitted with the proposal.

Periodically, specialized claims reports are requested by the Board. The administra​tor must make a reasonable effort to submit such reports within 30 days of the request. In addition, on occasion, the Department is required to provide information to executive or legislative agencies on very short notice. The contract requires the administrator to make every effort to assist in filling these requests. Your proposal should specify if and how much you will charge additional for these special reports.

5.9. Maintenance of Accounting Procedures

The contractor shall maintain an accounting system in accordance with Generally Accepted Accounting Principles (GAAP) for the purpose of audit and examination of any books, documents, papers, and records maintained in support of the contract. All funds under the contract shall be fully accounted for separately and independently of any other funds for the contractor. The contractor shall establish and maintain separate ledgers and checking accounts for the revenues from the contract, wherein funds shall be clearly identifiable.

The administrator will be required to furnish its annual report, including financial statements with an opinion from an independent accounting firm, to the Board on a yearly basis.

5.10.Documentation for Audits

The administrator shall maintain sufficient documentation to provide for the financial and management audits of its performance under the contract. These shall include, but are not limited to, program expenditures, claim processing efficiency, and customer service.

The frequency and extent of such audits shall be determined by the Board or the Department. Records of paid claims must be maintained in a format and on a media acceptable to the Department. If this will affect your proposal, your proposal should specify the acceptable frequency and intensity of the audits and any charges if that frequency or intensity is exceeded.

5.11.Audits

At its discretion, the Board may require independent or third party audit or review of any function relating to the health insurance program and may designate a vendor which shall provide the annual description of benefits and such other information or services it deems appropriate. If so, the administrator shall make payment for such audit, review or other services, which shall be reimbursed to the administrator on a cost basis.

5.12.Performance Standards

The current claims processing standards described in Exhibit A, Professional Administrative Services Agreement, Section XII, Performance Standards are as follows: 

Performance Standards

· Financial Accuracy

99%

· Payment Accuracy

97%

· Processing Accuracy
97%

· Claim Processing Time
95% in 30 days

· Telephone Inquiries 
Less than 5% abandoned, respond to all inquiries that can’t be answered on the initial call within working 5 days.

· Written Inquiries

all resolved in average of 12 calendar days

Payment accuracy is calculated by dividing the number of claims containing no payment error by the total number of claims in a sample. The other definitions remain as indicated in the current contract.

Describe your proposal for setting claims processing and other administrative performance standards and penalties as they relate to individual claims and aggregate standards.  How many of these calculations could be done systematically, versus manually?  How are these calculations balanced to ensure report data is accurate?

Specifically address the determination of out‑of‑contract claims payment settlements, including the payment of interest on claims not processed timely, as a means of addressing equitable relief.

5.13.Performance Measures

Specify any performance measurements your organization presently uses to evaluate claims processing volume, accuracy, turnaround time, etc. Specify how these measurements are derived.

How does your organization address issues identified by performance measures? Does your company use internal quality control, ongoing training support and/or others? How is accuracy monitored to ensure the claims processing standards are met?  Where are samples taken?  Who performs the quality control function?  What corrective actions are taken to ensure accuracy of claims processing?  Describe.

5.14.Customer Service

The Board expects superior customer service.  Demonstrate specifically how your firm accomplishes, monitors, and improves customer service.  Examples of areas to be addressed include training programs, call-back times, response-times to inquiries, inquiry resolution times, and claim appeal completion times, but should include any innovative approaches your firm uses.  

5.14.1. How does your organization propose to handle telephone inquiries through "human" responses or voice responses?  TTY? What types of Internet customer service capabilities does the vendor offer?

5.14.2. Does your organization offer ombudsperson services?  

5.14.3. Describe the hours of operation of your customer service, and if there is flexibility for extended hours.

5.15
Claims Processing

5.15.1. On what date did your current claims processing system become operational?  Include samples of claims payment notifications (such as remittances) to providers.  Does your organization anticipate changing this system or any other computer system for the term of the contract?  If so, when?  Describe potential impact on this program, and how the change would be managed.

5.15.2. Does your organization propose to use a centralized or satellite location(s) for: claims processing, handling claims inquiries, walk-in member inquiries, other?

5.15.3. Has your claims processing function been audited by an outside audit team? If so, list the name of the organization(s) conducting the audit, audit frequency, date of last audit, period audited, claims processing accuracy rate determined and the method used to measure the rate.     

If you have had a third party audit performed within the past 4 years for a client of similar size to the State, provide the executive summary from that audit that identifies the major findings.  What steps have been put in place to remedy any errors found?  If this audit is confidential, try to obtain release in order to provide the information.

5.15.4. Describe your claims processing system. List data elements which are collected and their sources. Indicate which data elements are mandatory (that is, claim will be pended, returned or otherwise not processed if the data element is not provided with the claim). Indicate the percentage of claims which require some form of manual intervention in processing. Describe capability for electronic claims transmission.  How is the system monitored and managed for accuracy?

5.15.5. What is your organization's current time lag in processing claims, that is, expressed in consecutive calendar days from date claim is received in the mailroom to date payment is presented to the U.S. Postal Service?  

Time Lag (Days)
Percentage of Claims

0-5


6-10


11-15


16-20


21-25


26-30


Over 30


What is the period of time represented for the above schedule (that is, 12 months, 1 month, etc.)?

5.15.6. For those claims that require additional information before processing can continue, what notice, if any, is sent to the provider and/or subscriber advising them of this fact? How much of a delay would generate such notice?

5.16
Certificate of Insurance

Provide a sample copy of the type of certificate of insurance or booklet‑certificate which you believe should be employed. The Board will ultimately determine the format; lay language booklets will be mandatory.

5.17
Cost Containment

The Board is concerned about the efficient and cost‑effective delivery of benefits under the group health insurance program for members both in and outside of Wisconsin. It is the Board's intent to give substantial consideration to those vendors who can develop and recommend comprehensive and effective cost containment programs through administration and plan design for the members enrolled in the PPP, base/major medical plan, Medicare supplement or carve-out, and State Maintenance Plan (SMP) (which operates like an HMO in Board specified counties in Wisconsin).

The Board requests that each proposal contain a detailed description of your organization's innovative efforts for containing health care costs. The description should include an explanation of each strategy for each of the populations above, the historical success of your organization in employing the strategy, and an estimate of the savings available from each strategy, expressed either as a percentage of claims paid or dollars saved per weighted contract.

In addition, specifically address the following:

5.17.1. Describe methods used to identify and/or reject claims for the following items.  How are these monitored and updated?

· Treatment inconsistent with diagnosis. 

· Procedures considered medically inappropriate or outdated. 

· New procedures of unproven value. 

· Over utilization (excessive lengths of stay, inappropriate use of hospital facilities, etc.). 

· Coordination of benefits, duplicate billings by providers (both physicians and hospital inpatient services such as ancillary charges). 

· Unbundled claims. 

· Subrogated claims including worker’s compensation coordination.  Include information on how these claims are identified in your system, for example, are they pulled using primary diagnosis, or primary and secondary diagnosis?

5.17.2. Describe the process by which your firm:

· Monitors claims.  Specify how much monitoring is manual, computer determined, or computer assisted.  How is accuracy verified?

· Establishes the guidelines used for rejecting claims 

· In‑house medical advisor 

· National Blue Cross, Blue Shield 

· Other (specify)

5.17.3. Include data for the most recent 12 month period that indicates for your entire group health business:

· Number of claims received (specify what constitutes a “claim"). Number of claims reviewed under the above guidelines. 

· Dollar value of reviewed claims. 

· Number of reviewed claims rejected. 

· Net dollar value of rejected portion (reflecting any additional payment at a later date after further review).

Of the total net dollar value above, specify the dollar value of rejections/savings due to:

Unbundling


Not Medically Necessary


Subrogation


UCR Fee Reductions


Coordination Of Benefits





5.17.4 Fee Determinations

Provide a thorough explanation of how the administrator will handle the establishment of professional fees, fee screens and the determination of prevailing (that is, usual, customary and reasonable {UCR}) rates under the Standard Plan and others. What measures are in place to monitor for consistency in UCR values over time, to avoid aberrations due to sampling?

If provider profiles are to be used, please identify the percentile you propose using. Also identify the frequency and method employed to adjust such profiles for inflation/new technology, etc. Also identify what coding system(s) you use to identify procedures (such as CPT-4 CRV, ICD-9, DRG, etc.) and, if applicable, the methodology used to establish dollar values for such procedures.

5.17.5. Fee Discount Arrangements and Network Savings

Does your organization have in place any agreements with providers or vendors that permit discounts for fees?  Account for difference between PPP and other contracted providers.  Account for differences between PPP networks in and outside of Wisconsin.

5.17.5.1. On what basis are the discounts provided (prompt or advance payment, such as sight drafts, capitated payments, rebates, etc.)? For each type of provider contract, please specifically describe the nature and extent of discount arrangements. Include a listing or description of the number and location of providers from whom these discounts are obtained.  

5.17.5.2. Estimate how many physicians and hospitals that you have negotiated discounts with in the state and the United States separately, for PPP and other discounts that are to be passed on to the State for this program.  In addition, provide in-state estimates for PPP, HMO and other down by the following three categories: Dane county, Milwaukee county and balance of the state, and estimate the number of physicians and hospitals, and the average discount.  (For example, 500 physicians in Dane county with an average discount of 6%.)  For your PPP and other networks (not HMO), identify any major provider groups and hospitals that are excluded.

5.17.5.2.1. Supply a list of Wisconsin in-network Preferred Providers by listed area and specialty, including facilities.  For provider groups, list the group name and the number of listed specialists.

Specialties:  cardiology, oncology, endocrinology, orthopedics, and behavioral health.

Areas:  Milwaukee, Waukesha, Madison, Marshfield, Stevens Point.

5.17.5.2.2Does your company have flexibility in tightening your network in order to access higher discounts?  If so, identify which provider groups would be eliminated in this more narrow network compared to the more comprehensive network.

5.17.5.2.3.  Provide a GeoAccess network accessibility and disruption analysis outlining network access based on the following parameters (or comparable report) using the current enrollment data provided in exhibit O., 6.  Provide the GeoAccess summaries on paper and electronically and back-up detail electronically only for employees who fall both within and outside the following access standards.  This GeoAccess analysis must be provided separately for your Wisconsin statewide PPP, HMO and Other network for those members noted in exhibit O., 6. Your match should include all valid zip codes in which participants reside, including those not in your service area.  In addition, you should include only open practices in your analysis.

Provider Type
Access Standard

Primary Care Providers (family/general practice, pediatrics, internal medicine and OB/GYN)
2 in 10 miles

Specialists
2 in 10 miles

Hospitals
1 hospital in 15 miles

Pharmacies
1 pharmacy in 15 miles

State of Wisconsin Top Facility Providers (attached report)
Participation in Wisconsin statewide PPO network

5.17.5.2.3.1. Please complete the following tables regarding your PPP and HMO networks in the State of Wisconsin. 

Number of PPP or HMO Providers

Location/Zip Code
Location/Zip Code
Primary Care
Specialists
Hospitals

PPP State of Wisconsin
HMO State of Wisconsin




53211
54481




53705
54501




54701
54452




54901
54494




53092
54401




5.17.5.2.3.2. Are any parts of your networks leased?  Please describe the percentage.  If yes, identify owner of the network and the geographic service area.

5.17.5.2.3.3. What is your standard process and advance notification timeframe to notify the State of Wisconsin and its members of network changes?

5.17.5.2.3.4. Please list your most recent annual network provider turnover rates (percentages) for both voluntary and involuntary turnover?

5.17.5.3. PPP, HMO and Other Network Fee Schedule Analysis:   Complete a set of the following information for each network proposed for the program.  For example, complete one for PPP providers, another for providers offered to members under the SMP (an HMO look-alike plan) and the freedom of choice local Standard Plan.  Submit a copy of this in an electronic format to the Department contact listed in 1.2.

5.17.5.3.1. Physician Reimbursement – Primary Care

Please complete the table below with your average network physician reimbursement levels ("allowed" amount) in each of the cities (or city groupings) indicated.

Type
CPT Code
Description
Madison
Milwaukee 
Eau Claire
Marshfield  & Stevens Point 

Gen
99213
OFFIC/OUTPT VISIT E&M EST LOW-MOD SEVERITY 15MIN
$
$
$
$

Gen
99214
OFFIC/OUTPT VISIT E&M EST MOD-HI SEVERITY 25 MIN
$
$
$
$

Gen
99203
OFFIC/OUTPT VISIT E&M NEW MODERAT SEVERITY 30MIN
$
$
$
$

Lab
81000
UA DIP STICK/TABLET REAGENT; NON-AUTO W/MICRO
$
$
$
$

Lab
85025
BLD CT; HG/PLATELET CT AUTO & AUTO COMPLT WBC
$
$
$
$

Rad
71020
RAD EXAM CHEST 2 VIEWS FRONTAL & LAT
$
$
$
$

Rad
71010
RAD EXAM CHEST; SNGL VIEW FRONTAL
$
$
$
$

Surg
36415
ROUTINE VENIPUNCT/FINGER/HEEL STICK-COLLEC SPECM
$
$
$
$

5.17.5.3.2.  Physician Reimbursement - Specialist

Please complete the table below with your average network specialist reimbursement levels ("allowed" amount) in each of the cities (or city groupings) indicated.

Type
CPT Code
Description
Madison
Milwaukee
Eau Claire
Marshfield & Stevens Point 

Gen
99213
OFFIC/OUTPT VISIT E&M EST LOW-MOD SEVERITY 15MIN
$
$
$
$

Gen
99214
OFFIC/OUTPT VISIT E&M EST MOD-HI SEVERITY 25 MIN
$
$
$
$

Gen
99203
OFFIC/OUTPT VISIT E&M NEW MODERAT SEVERITY 30MIN
$
$
$
$

Lab
81000
UA DIP STICK/TABLET REAGENT; NON-AUTO W/MICRO
$
$
$
$

Lab
85025
BLD CT; HG/PLATELET CT AUTO & AUTO COMPLT WBC
$
$
$
$

Rad
71020
RAD EXAM CHEST 2 VIEWS FRONTAL & LAT
$
$
$
$

Rad
71010
RAD EXAM CHEST; SNGL VIEW FRONTAL
$
$
$
$

Surg
36415
ROUTINE VENIPUNCT/FINGER/HEEL STICK-COLLEC SPECM
$
$
$
$

5.17.5.3.3. Facility Reimbursement 

Please complete the table below with your average network facility reimbursement levels ("allowed" amount) in each of the cities (or city groupings) indicated.
DRG Code
Type
Description
Madison
Milwaukee
Eau Claire
Marshfield & Stevens Point 

373
Med
Vaginal Delivery W/Out Complicating Diag.
$
$
$
$

370
Surg
Cesarean Section W Complicating Diag.
$
$
$
$

209
Surg
Major Joint Replacement
$
$
$
$

317
Med
Admit for Renal Dialysis
$
$
$
$

107
Surg
Coronary Bypass  W Cardiac Cath
$
$
$
$

133
Med
Atherosclerosis W/Out CC
$
$
$
$

167
Surg
Appendectomy W/O Complicated Principal Diag W/O CC
$
$
$
$

176
Med
Complicated Peptic Ulcer
$
$
$
$

196
Surg
Cholecystectomy W C.D.E W/O CC
$
$
$
$

302
Surg
Kidney Transplant
$
$
$
$

522
Med
Alc/Drug Abuse or Depend W Rehabilitation Therapy W/O CC
$
$
$
$

223
Surg
Major Shoulder/Elbow Proc, or Other Upper Extremity Proc W CC
$
$
$
$

5.17.6. Medical Consultation

Describe in full the process for obtaining medical consultation needed for claims payment determinations. What qualifications do your medical consultant(s) possess, that is, practice specialty, general practitioner, internist, chiropractic, etc.? How often does the consultant(s) meet to review claims? What percentage of claims require medical consultant(s) review?  How are the consultant’s responsibilities balanced with other activities and medical review staff? How many consultants are on site versus how many are subcontracted? Are there contingency plans for back-up staffing support?
5.17.7. Length of Stay Guidelines (answer completely)

Do you employ Length of Stay guidelines for diagnostically related groups in claims processing? Were those guidelines developed by your organization or otherwise? What is your policy/practice for those confinements that exceed those guidelines? What is your policy/practice concerning admissions where treatment should have been rendered on an outpatient basis (hospital or ambulatory surgical center)? What is the net amount of claims that are rejected, expressed in dollars as well as percentage of total inpatient charges for the most recent 12 month period (exclude separately billed professional charges)? If you rely on a managed care company or program, you may cross-reference your response to Section 5.17.10., below.

5.17.8. Pattern of Practice Review and Network Analysis

Do you have in place a method of identifying those providers whose medical practice deviates from accepted norms, and notifying those providers so as to encourage modification toward better cost containment in the areas of length of stay, utilization, medical tests, etc.? Describe how your organization would provide the Board with experience rating reports on providers showing all components of cost, not just surgical/medical, but hospital related costs as well.  Please describe if and how your organization can provide an annual report comparing the location of in-state members to in-network Preferred Providers and total providers? Is your organization able to provide an annual report comparing the numbers and types of in-network Preferred Provider’s (and total provider’s) locations relative to the claims that have been paid?  For example, can the vendor document their PPP has enough in-network cardiologists in the locations where are members seek those services?  Describe and/or supply an example.  

5.17.8.1  Briefly describe your credentialing process for hospitals and physicians.

5.17.8.2.  Do you have a system for maintaining credentialing information?

If Yes, is this system:

1. Paper Files (2), 

2. Electronic (2), 

3. Both paper files and electronic (5), 

4. Other (0), 

5. N.A. (0), 

5.17.8.3.  Do you have a credentialing committee that gives the final approval of an applicant for your provider network?

5.17.8.4.  How often is each physician recredentialed?

1. Once a year (5), 

1. Every 2 years (3), 

1. Every 3 years (1), 

1. Less frequently than every 3 years (0), 

5.17.8.5.  How often is each hospital recredentialed?

1. Once a year (5), 

1. Every 2 years (3), 

1. Every 3 years (2), 

1. Less frequently than every 3 years (0), 

5.17.8.6.  What information is verified during physician/hospital recredentialing? 


Physician 
Hospital 

State License 



DEA 



JCAHO 



Board Status 



Hospital Privileges 



Malpractice 



Site Visits 



Practice Patterns 



Morality 



Morbidity 



Readmission Rates 



Other (list) 



5.17.9. Coordination of Benefits (COB) 

Explain your current procedure for identifying and processing claims for COB.

If your organization provides standard claim forms, they must be designed to elicit either a "Yes" or "No" response on the existence of other coverage and a description of that coverage. If the information is not complete, how do you handle (or propose to handle) processing the claim for COB?

If submitted claims do not provide sufficient COB information, a coordination of benefits inquiry must be generated at least every 12 months for that subscriber and dependents, but only upon receipt of a claim.

The automated system must have the capacity of storing and tracking coordination of benefits information so as to apply it during claims processing and must also have the ability to identify and differentiate between primary and secondary carriers.

5.17.10. Hospital Pre-certification, Large Case Management, Disease Management and other innovative Utilization Review opportunities including use of Centers of Excellence

The current contract has Hospital Pre-Admission Certification and Large Case Management services for state and certain local employees and retirees not on Medicare.

The Board is committed to the concept of effective cost containment for which documented savings can be provided. In your proposal explain how you count managed care savings and provide examples of your documenta​tion and reports on managed care savings.

Each proposal must contain a detailed description of the hospital pre-certification and large case management component and documented savings.  Also, provide information about any disease management, centers of excellence and other utilization managing programs you offer, including how long they have been operating, and documented results based upon their function.  Submit examples of:

· brochures, etc. provided to subscribers for education and implementation,

· management information reports that illustrate net cost savings over time, and

· contractual agreements, if the managed care component is to be sub‑contracted.

5.17.11 Retrospective Review of Hospital Bills

Exhibit A, Professional Administrative Services Agreement, describes the current administrator's hospital bill audit program.  Vendors should provide the Board a description of any such program it would recommend, including cost (see proposal form Attachment 2) and documented savings.

5.17.12 Describe what types of quality improvement plans your organization has in place that could benefit our members and provide cost containment for the program.  Include examples of innovations in technology (analytical systems, data warehouses, smart cards), best practice standards (disease management, etc.), provider contracting (reimbursements that incent quality, initiatives to encourage participation in and compliance with Leapfrog and other quality measures that are available to members).

5.17.12.1 Are your disease management and best practice standards programs available as a carve-out service that could be bidded separately, for the entire State pool?

5.17.12.2 If you have a diabetes, cardiac, mental health or other disease management program, describe your efforts to encourage prevention in your population and treatment.  Does your plan have ties to community groups in order to promote prevention and treatment?  Does your company have provider contracts or reimbursement schedules that coincide with these programs?  Describe. How does your company measure compliance?  What requirements exist?  Is the program able to work with an outside Pharmacy Benefit Manager (PBM)?  Describe savings, both gross and net including per member per month. 

5.17.12.3.
Is your quality outcome information available to members on your website or in printed form (Leapfrog, CAHPS, HEDIS)? Describe and/or provide an example.

5.17.12.4. Does your company have a written policy regarding issues of patient safety?  If yes, please describe including staffing, timeframes, and dissemination of information guidelines.

5.17.12.5. Has your company worked within the community on the implementation of initiatives for preventable medical error reduction or other projects?

5.17.13 Group underwriting of prospective local employers 

Exhibit A, Professional Administrative Services Agreement, describes the current administrator's role in underwriting of prospective large local groups to assess their risk prior to entering our pool. Is your organization capable of providing the Board with experience rating of such employers?  Include the cost in Attachment 2.  This cost is passed on to the employer.  Provide a sample contract.

5.18 Stop Loss Insurance

The local government (Standard and SMP) portion of the contract requires that aggregate stop loss insurance be provided by or through the administrator. The proposal form sets forth the level at which stop loss may be purchased. Your proposal must include the sample contract for stop loss.

5.19 Local Annuitant Health Plan

This program is provided on an insured basis to local government annuitants who elect to participate. Coverage provided should be similar to that outlined in Exhibit K, form ET‑2156, Local Annuitant Health Program. This is an insured product of the current administrator. It currently offers prescription drug coverage to those in the Copay plan.  If you propose to offer a different coverage, it must be substantially equivalent and you should explain the differences in detail.  The Board reserves the right to offer other options to such annuitants if they become available.

5.20 Contractor Evaluation 

Describe the steps you will take to ensure that an adequate evaluation process is built into the ASO contract. Provide copies of any self‑evaluation forms you would like to recommend as well as copies of the form you suggest for survey of participant satisfaction. Outline the plan and timeframe you would institute to respond to poor evaluations.

5.21 Staffing 

The plan administrator will have a full time employee physically located at the Department of Employee Trust Funds, 801 West Badger Road, Madison WI or at another location as determined by the Department.  This individual should have the administrative skills, plan knowledge and office supplies necessary to perform the following functions:

5.21.1. review and revise contract language and benefit booklets

5.21.2. respond to complex customer inquiries

5.21.3. access and operate efficiently the administrator’s claims processing and membership systems and database

5.21.4. perform liaison services between the administrator and the Department regarding

· policy/benefit interpretations

· claim appeals

· Group Insurance Board appeals

· Group Insurance Board reports

5.21.5. review and revise annual Dual-Choice materials and submissions

5.21.6. conduct thorough research regarding benefit or procedural matters

It is important that the individual located, and performing business functions at the Department have the level of authority, or direct access to such authority as to obtain effective results from any work area within the administrator’s operations.

5.21.7. Describe your organizational structure and staffing pattern.   In addition, does your organization employ a medical director?  Include a description of his or her responsibilities and background.

5.21.8. Complete the following table.


How many employees on your staff will be assigned to the state account?

Title
Number of Full-Time
Number of Part-Time
Total FTEs
Number of FTEs in WI, if any

Account Executive





Clerical & Data Entry





Legal





Inquiry Services





Medical Advisor





Actuarial





Other (Specify)
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