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PRACTICE FACILITATION INFORMATION



[bookmark: _GoBack]Practice facilitation is a process improvement focused approach directed toward SoonerCare primary care providers to improve care for members with chronic illness. OHCA anticipates these services will range in level of service from brief periods of academic detailing to full practice facilitation services occurring over a lengthy duration. The practice facilitation process will also be used to prepare the practices that are selected for health coach services. Services will be aimed at improving care for members with chronic illness. 

Practices’ ability to participate and succeed in quality improvement initiatives vary depending on circumstances such as ownership structure, competing quality improvement initiatives and other priorities such as Electronic Medical Record implementation.   SoonerCare primary care providers vary in size from individual providers with small to mid-size panels to very large clinics housed within academic medical centers and are inclusive of FQHCS and ITU facilities. As described in the previous section, OHCA anticipates many practices being served with an embedded health coach. However, some practices may not have either a large enough chronic disease burden to warrant an embedded health coach or are participating in a service delivery model where health coach services would be duplicative.  In these instances, the practice may warrant stand-alone practice facilitation services. OHCA anticipates a tiered Practice Facilitation service approach with a menu of services being available to suit the variable needs of our primary care providers. 

OHCA anticipates the development of selection criteria to determine appropriate practices for each level of service. In our current program, predictive modeling software is used to identify practices based on member volume, number of empanelled high risk members, chronic disease guideline adherence and other factors. An outreach visit is then used to introduce these practices to the program and if interested, these practices are invited to apply for participation in the program. Applications are screened and the practice receives a second visit from key program management personnel to discuss the importance of leadership in the quality improvement process. OHCA anticipates a similar approach being utilized.  

Practice facilitation services are expected to include:

1. Full Practice Facilitation Services

These are intensive and potentially long-term improvement activities with the practice.  OHCA anticipates comprehensive services utilizing a strategy that includes: 



· Foundational interventions such as assistance with creation of policies, procedures, job descriptions, team development and leadership engagement. Information Technology infrastructure is thoroughly assessed to determine how best to proceed with registry implementation. 



· A comprehensive assessment/evaluation is conducted.  Chart abstraction and practice self-assessment is necessary to determine baseline status and perception of adherence to quality measures. An understanding of staff capabilities and comprehension of QA principles is important. Understanding of practice culture, paradigms and interpersonal relationships is also a key to implementing quality improvement initiatives.  The assessment phase is also where basic process/clinic mapping is conducted. The status of other QA or Process improvement processes currently employed in practice is also necessary to determine competing priorities. All of this information gathered in this phase is critical in facilitating chronic condition identification/prioritization and determining interventions for 1st disease or set of diseases.  The PF also assists practice with self-evaluation of compliance with Patient-Centered Medical Home criteria (if applicable) for their respective tiers. 



· Process improvement intervention phase is anticipated to follow the foundational and assessment phases. This includes process mapping and targeted education related to specific disease processes. The practice is provided education regarding redesign principles such as PDSA cycle and change theory. Implementation of routine meetings is important. Consideration is given to appropriate process improvement interventions to address weaknesses in compliance with PCMH self-assessment (if applicable.) 



· Implementation of a Registry is also a key component of practice facilitation. The ability to track and manage a population with chronic disease is fundamental to the practice facilitation process.  OHCA anticipates the contractor would have the ability to provide access to a registry to any practice that needs one. It is also a possible scenario that the EMR in the practice would have population management features or a registry already in place. Regardless of the registry, the contractor should be able to track practice outcomes and aggregate the data. It is not essential that the state have access to practice level data, but availability of aggregate data for ongoing program evaluation is necessary. Registry management entails arranging access to registry if one is not available.  The provision of basic education regarding registry functionality is core and it may be necessary to do front loading of patient data. Emphasis is on the development of care delivery processes that integrate the registry as a tool. Common population management efforts include implementation of standing orders and referral tracking processes. Practices receive education regarding reporting functions of the registry and use of a flow sheet or summary report of guideline gaps and care opportunities. Practices receive assistance in development of proactive outreach strategies.  



· After fundamental process work is completed by the practice facilitator, additional work is done with practices to implement advanced concepts such as development and utilization of patient education library and community resources. Practices can also be assisted in further enhancing behavioral health screening processes and patient interaction methods such as motivational interviewing. 



2. Academic Detailing

If a practice does not require or desire full practice facilitation services, there may be other process improvement opportunities. Academic detailing is an educational method whereby a healthcare professional, with specialized training in interactive learning techniques, visits providers in their practice setting. Academic detailing is intended to influence or change the provider's behavior through presentation of evidence-based information on a specific topic in a face-to-face encounter.  This would usually entail a brief intervention with short-term follow-up and longer term data tracking. OHCA anticipates the bidder will have a strategy for provision of this service. This type of brief intervention could be used to support program, agency and community health goals that have a positive impact on chronic disease in the SoonerCare population.



3. Health Coach Preparation and Support 

Selected practices will be served with an embedded health coach. OHCA anticipates practice facilitators will be utilized to help practices prepare for utilization of a health coach as that role is implemented. Practices will need to be familiarized with health coaching and population management principles to increase the success of the program and leadership buy-in. Preparation for Health Coaching should involve work with the practice to help them understand process improvement, population management and effective use of registry.  Many segments of full practice facilitation services, as described below, should be offered as preparation for a health coach, but on a limited basis.  
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HEALTH COACHING INFORMATION



Health coaching is care management directed at select members with chronic disease or at extreme risk for chronic disease (i.e. obesity, tobacco use, etc.) and embedded at the primary care practice site.  Nurse case management generally involves a preliminary assessment of clinical, pharmacy, functional, cognitive, psychosocial, nutritional, environmental and caregiver status in order to identify barriers to appropriate care and provide a basis for intervention.  OHCA highly values evidence-based concepts such as motivational interviewing and member-driven action planning principles to impart change in behaviors that impact chronic disease care.  Member non-compliance is a frequent concern and this strategy is expected to identify and address issues contributing to this concern. Health coaches should be formally trained and proficient in motivational interviewing techniques. The use of literacy and health literacy with appropriate educational components is also critical.  Structured curriculum for common chronic diseases (asthma, diabetes, coronary artery disease, congestive heart failure, hypertension, chronic obstructive pulmonary disease) should be utilized in health coach training and member interactions. 

The rationale behind embedding health coaches at the practice site is to better join the care management resource with the member’s health care provider and to enhance member engagement, both of which have been a challenge in our current program. By providing the health coaching service at the point of care, where the provider can also influence the process, greater engagement rates with fewer wasted resources are expected.  Instead of relying solely on claims and predictive modeling data to identify potential members, providers will be able to contribute to the member selection process. The goals of the member and the provider can be more readily coordinated by the health coach at the point of care. 

OHCA is also interested in models that explore the potential of group coaching visits for members who are cared for at common practice sites as well as creative approaches to incentivize members to actively participate. Evidence-based self-management programs (i.e., Stanford model Chronic Disease Self–Management Program) are also potential approaches to a comprehensive chronic disease strategy. 

At the request of our provider community and in collaboration with our Medical Advisory Task Force, the Oklahoma Health Care Authority implemented a patient-centered medical home (PCMH) primary care delivery system on January 1, 2009. This model incorporates a managed care component with traditional fee-for-service and incentive payments. Under this model, primary care providers and practices declare the level of service they are able to provide (Tier 1, 2 or 3) and are compensated with a monthly bundled Care Coordination fee.  Attached to this fee are requirements for care coordination duties that the providers are expected to fulfill.  It is critical that the practice staff members fulfilling the PCMH care coordination requirements and the practice-embedded health coaches work collaboratively but do not overlap in duties and scope. A description of the PCMH obligations by service level (Tier 1, 2 and 3) is included in the RFP Library. Additional details and assurances will be outlined during the clarification period and should be detailed in a memorandum of understanding with participating practices. 

Various selection strategies for coaching are referenced in A2.2. Additional considerations for prioritization and selection for health coaching services should be prior participation and success in HMP practice facilitation services as well as the PCMH Tier level.  Participation in health access networks, FQHC status and other projects or models that may result in duplication of efforts or federal/state resources should also be considered in prioritizing possible clinics to receive this resource. The HMP is a statewide program and thus vendors should be prepared to provide services to potential practices and their member panels in all areas of the state.

Additionally, health coaches could be a shared resource between practices in a community or in areas within close proximity. For example, identifying providers who serve a common regional hospital may be an efficient use of a health coach. 

OHCA has experience with a variety of other initiatives aimed at improving health outcomes and reducing unnecessary expenditures.  The Health Management Program interfaces with several of those initiatives due to the nature of our work with both members with chronic disease and providers who care for them. Development of OHCA state-wide efforts such as the Emergency Room Utilization Project and delivery systems such as the Health Access Networks and Health Homes have made it necessary for us find appropriate ways to coordinate services and programs. While OHCA does not expect prospective bidders to propose an approach to manage these situations, it will be necessary to consider these issues during the clarification period and throughout the contract as the need arises.

 Health Coach duties should include the following principles:

1. The fundamental principle surrounding OHCA’s Health Coach services is Self-Management Supports. The key components include:

· Working with members to create a plan for Health Behavior Change utilizing evidence-based approaches such as motivational interviewing principles. This includes assessing and working on the member’s readiness to change, the importance of change and their confidence in the ability to change. It is also critical to help the members identify and overcome barriers to behavior change. 

· Setting short and long-term goals for self-management of chronic disease

· General accessibility and frequent follow-up with the members. Relationship development leading to more productive member-coach interaction. 



2. Additional self-management support principles that should be closely coordinated with the primary care provider are: 

· Addressing medication adherence for members not meeting outcome goals

· Providing education regarding specific health care skills and general disease concepts with consideration given to Evidence-based educational materials.  



3. Education, materials and communication consistent with each member’s functional literacy and health literacy level. 



4. Coordination of care across the care continuum is a key role for a Health Coach. In practices that are SoonerCare Choice Patient Centered Medical Homes, the health coach will work in partnership with PCMH staff.  The health coach is in a supportive role to that of the patient-centered medical home. A similar approach must be taken where there is a potential for duplication of services supported by state or federal resources, such as FQHC or ITU facilities. Each situation will require examination of roles and responsibilities to avoid duplication of services.  Examples of care coordination are:

· Assisting as liaison with members, their families and the patient-centered medical home staff.

· Assisting as liaison with hospitalized members and the patient-centered medical home staff to facilitate transition of care. 

· Assisting as a liaison with members, patient-centered medical home staff and specialty clinics.

· Responding to and working to resolve member concerns as well as providing a link to needed community resources. 

· Assist with behavioral health resource referrals, coordination and follow-up.



5. Use of a disease registry database. The use of a registry will be a requirement for clinics provided a health coach.  The Health Management Program Practice Facilitators will be instrumental in implementing a registry during the health coach preparation phase but the use of the registry would likely be a shared responsibility between clinic staff and the health coach.  SoonerCare patient-centered medical homes have requirements related to referral tracking, diagnostic test tracking and use of other data sources, but a registry is not a requirement.  Working in collaboration with the practice in the management and maintenance of a registry are in the scope of the health coach.  Duties affiliated with registry management are: 

· Coordinating with PMCH staff to keep data up to date

· Coordinating with PMCH staff to identify members overdue for visit, labs or referral and arrange follow-up services

· Coordinating with PMCH staff to identify members not meeting clinical goals such as BP control or glucose control and arrange follow-up by protocol or as needed

· As above, efforts must be taken to identify any potential duplication of resource with other programs and support models. 



6. Coordination with PCMH staff to conduct a pre-visit chart review in order to: 

· Identify all needed preventive health maintenance, immunizations and chronic disease interventions. When standing orders allow it , the interventions may be ordered or completed before the member sees a provider (actual orders are carried out by clinic staff; health coach may facilitate)

· As above, efforts must be taken to identify any potential duplication of resource with other programs and support models. 





7. Maintain involvement in clinic QI activities (after initial implementation of quality processes by practice facilitator/process improvement specialist): 

· Communicates and coordinates with the healthcare team (including management, providers, practice facilitators and other population health nurses if applicable) in the ongoing development of tools for optimal patient outcomes and report findings. 

· Actively participates in/coordinates committees as needed/requested, i.e. Performance improvement teams

· Meets on a regular basis with other population health managers/ clinic staff, as coordinated by clinic administration, for information sharing and continuing education activities. 

[bookmark: _GoBack]

Members who fit intervention criteria but are not served by a primary care provider with an assigned health coach will be served in a similar manner, but through an internal OHCA chronic care management unit.  Coordination with this unit will also be necessary as members can potentially move between providers. 



Health Coach Resource Center

Balancing the multiple care coordination roles required for a member with chronic conditions is a complex problem. Under this new proposed approach, health coaching intervention with the member is a scheduled event that will generally occur when the member has a provider visit. It could also be done  on special arrangement with the member.  OHCA anticipates that a resource center, staffed by clinical and social service experts employed by the bidder and preferably embedded at OHCA, would enhance the health coach model.  Having access to this additional staff, dedicated to solving urgent matters and problems for the members receiving health coaching, would afford the health coach the ability to refer the member’s problem for a solution, while allowing the coach and member to proceed with the coaching activities or other planned activities.  

SoonerCare PCMH’s have many care coordination requirements under the terms of their contract with OHCA. The resource center, or the health coach role, is not intended to substitute for the requirements of the PCMH. Those roles will need to be clearly delineated in memorandums of understanding with the practices. However, this resource center, especially if housed within OHCA, would be able to solve problems on behalf of the member and health coach, through coordinated access to services such as OHCA’s member services unit, provider services unit, medical authorization unit, pharmacy help desk and OHCA’s internal care management department.  The OHCA has 1 FTE currently dedicated to coordinating Behavioral Health referrals for the HMP members.  OHCA anticipates this FTE would remain in place and be closely aligned with the Health Resource Center. 

OHCA is also interested in exploration of transitional care management solutions pertaining to inpatient discharge planning and follow-up. Tier 2 and Tier 3 PCMHs have inpatient follow-up requirements in their compensated care coordination duties. However, health coach collaboration with the Tier 2 and 3 medical homes regarding inpatient events and follow-up is necessary.  Similarly, transitional care for members of a Tier 1 medical home being served by a health coach would need to be considered in the scope of work for the health coach.

Additionally, a mechanism should be in place for members’ access to health coaching resources when the health coach is out of the office or providers’ offices are closed during otherwise regular business hours.  Vendors should propose a solution for this issue. The resource center could be a potential avenue for this access.  
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OTHER SERVICES INFORMATION

Certified Diabetic Educator Support  

OHCA funded nutritional education services are available but limited by OHCA policy. OHCA HMP staff has received frequent feedback from providers that clinical diabetic education resources in some geographic areas are sparse. OHCA is interested in solutions that would fill this service gap being verbalized by providers. OHCA is interested in regional approaches whereby Certified Diabetic Educator (CDE) support could be used as a shared resource within regions and between communities.  Models that include group approaches are also of interest. 

Provider networking support

[bookmark: _GoBack]In the current Health Management Program, monthly regional provider collaborative meetings are held in order to promote provider networking and idea sharing. These meetings help program staff learn of successes and challenges that providers face.  However, OHCA and the current HMP vendor are challenged with lack of consistent attendance and varying levels of attendee participation. OHCA is interested in solutions from Bidders that may encompass this same approach, but with strategies to ensure provider participation and turnout. OHCA is also interested in technology based approaches such as list serves, webinars and video conferencing to promote provider networking and problem-solving. 

Information Systems and Data Analysis

A critical component to any quality improvement, process improvement and care management/coordination endeavor is an Information Technology solution. A patient registry must be implemented for use in the health coach process as well as the practice facilitation process.  When patient registries are not integrated with an EMR, duplicate data entry by the provider is required. The recent federal initiatives that incentivize providers to purchase EMRs and bring them to a defined level of meaningful use have dramatically increased EMR utilization in the state of Oklahoma.  It is critical that the successful bidder have a solution for this problem. Practices have a multitude of certified EHRs from which to choose. The registry functions contained within those EHRs are limited at this time. Therefore, if an external registry is used, either in the anticipated practice facilitation or health coaching portions of the HMP, integration solutions are critical. 

Embedding health coaches into practices will create additional patient documentation complexities.  Health coaches will be working in a variety of settings, all with varying electronic or paper-based systems for patient documentation. A solution will be required for documentation of coaching and care management activities to the member’s medical chart. A method for general tracking, reporting and quality assurance review to and by OHCA will also be required. The vendor should be prepared to present the most efficient and seamless solution possible.

Other related population management/chronic condition management software and technology solutions such as robo-calls, text programs and or other outreach methods may be proposed as a component of a comprehensive practice-based chronic condition care solution. 

OHCA is also interested in ideas that will help align any applicable collected quality data measures with industry standard measures such as CHIPRA Core Measure and the Initial core Adult Ambulatory Care Measure sets. 
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Comprehensive Primary Care Initiative



· http://www.innovations.cms.gov/initiatives/Comprehensive-Primary-Care-Initiative/index.html



County Health Improvement Organizations (CHIO)



· http://www.publichealthok.org/IMPaCT/index.html



Health Coaching



· Health Literacy Universal Precaution Toolkit for providers:  http://nchealthliteracy.org/toolkit/Toolkit_w_appendix.pdf



· American Association of Diabetic Educator’s Career Path Certificate Program for Diabetes Self-Management Education http://www.diabeteseducator.org/ProfessionalResources/cpcp/



· Stanford Chronic Disease Self-Management Program http://patienteducation.stanford.edu/programs/cdsmp.html



· Evidence Suggesting That a Chronic Disease Self-Management Program Can Improve Health Status While Reducing Hospitalization: A Randomized Trial (Lorig et al.,Medical Care, 1999)  http://www.dhs.wisconsin.gov/hw2020/health/chronic/evidencemanagemen.pdf

Health Homes



· http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-Support/Integrating-Care/Health-Homes/Health-Homes.html

[bookmark: _GoBack]

Motivational Interviewing



· http://motivationalinterviewing.org/



· Miller, Dr. William, and Rollnick, Stephen. Motivational Interviewing Helping People Change, 3rd edition. 2012.



· Motivational interviewing as a prelude to coaching in healthcare settings. Miller NH. J Cardiovasc Nurs. 2010 May-Jun; 25(3):247-51. 



· Helping Patients Take Charge of Their Chronic Illnesses; The best thing you can do for your patients with chronic diseases is to let them run with the ball. Martha M. Funnell, MS, RN; Fam Pract Manag. 2000 Mar;7(3):47-51.



· http://www.healthsciences.org/



· Time To Talk CARDIO is a program to help patients and health care professionals make the most of their conversations by building communication skills to help better manage heart health. http://www.aafpfoundation.org/online/foundation/home/programs/education/timetalkcardio.html



· Regional Health Education Online Learning- Kaiser Permanente- Practice proven approaches to help patients manage their chronic condition using this online interactive program. http://www.kphealtheducation.org/



· CS2day-Cease Smoking Today provides a brief introduction to the concept of Motivational Interviewing components and provided video demonstrations of successful MI as it relates to smoking cessation. https://www.cs2dayuwpi.com/default.aspx

· Using Motivational Interviewing to Promote Patient Behavior Change and Enhance Health http://www.medscape.org/viewprogram/5757



Oklahoma Health Care Authority	



· Fast Facts http://www.okhca.org/research.aspx?id=87&parts=7447&parts=7447



· Patient-Centered Medical Home and Health Access Network http://www.okhca.org/providers.aspx?id=8470&menu=74&parts=8482_10165



Practice Facilitation



· The Teamlet Model of Primary Care by Dr. Thomas Bodenhiemer and Brian Laing http://annfammed.org/content/5/5/457.full



· Physician resource guide to patient self-management support from the American Medical Association; http://www.ama-assn.org/ama1/pub/upload/mm/433/phys_resource_guide.pdf

		

		 

		



		· HealthTeamWorks trains quality-improvement coaches to transform medical practices.    http://www.healthteamworks.org/coach-training



Registry



· http://effectivehealthcare.ahrq.gov/index.cfm/search-for-guides-reviews-and-reports/?pageAction=displayProduct&productID=12



		

		





Self-Management Support



· The Patient Activation Measure http://www.chcf.org/publications/2010/12/helping-patients-help-themselves



· Helping Patients Help Themselves: How to implement self-management support from the California Healthcare Foundation; December 2010 http://www.chcf.org/publications/2010/12/helping-patients-help-themselves



· http://www.cincinnatichildrens.org/assets/0/78/1067/2709/2777/2793/9199/a8b6f19b-e8fe-476e-9ee1-6b51a7112e28.pdf



Stages of Change



· A ‘Stages of Change’ Approach to Helping Patients Change Behavior GRETCHEN L. ZIMMERMAN, PSY.D., CYNTHIA G. OLSEN, M.D., and MICHAEL F. BOSWORTH, D.O., Wright State University School of Medicine, Dayton, Ohio Am Fam Physician. 2000 Mar 1;61(5):1409-1416. http://www.aafp.org/afp/2000/0301/p1409.html



· UCLA Center for Human Nutrition, Prochaska and DiClemente’s Stages of Change Model http://www.cellinteractive.com/ucla/physcian_ed/stages_change.html



· Prochaska, J.O., DiClemente, C.C. & Norcross, J.C. (1992).  In search of how people change: Applications to addictive behaviors.  American Psychologist, 47(9), 1102-1114. 



· Prochaska, J.O., Velicer, W.F., Rossi, J.S., Goldstein, M.G., Marcus, B.H., Rakowski, W., Fiore, C., Harlow, L.L., Redding, C.A., Rosenbloom, D., & Rossi, S.R. (1994).  Stages of change and decisional balance for twelve problem behaviors.  Health Psychology, 13(1), 39-46. 






MMIS ACCESS REQUIREMENTS

1.	Contractor shall provide its own hardware, software and information technology support services necessary to meet the infrastructure requirements for accessing the Medicaid Management Information System (MMIS) production environment and/or other MMIS applications and/or the MMIS test environment as detailed below:

(a)	Connection Options – Contractor shall use one of the following:

1. Leased line from Contractor to OHCA’s fiscal agent with an Ethernet or Fast Ethernet handoff; or

1. VPN (virtual private network) connection across the internet to OHCA’s fiscal agent with high speed internet access and as well as a device capable of establishing a VPN tunnel with OHCA’s fiscal agent’s hardware.

1. Internet Browser compatible with OHCA version (currently utilizing: Internet Explorer Version 7 or above).

(b) Transmission -– Contractor shall encrypt all connections with OHCA’s fiscal agent utilizing all of the following minimum standards:

1. 3-DES (data encryption standard) encryption

1. Group 2 Diffie-Hellman

1. MD5 (message-digest algorithm 5) Hash

1. ESP (encapsulated security payload) Protocol

(c) Authentication - Contractor shall establish a one-way Microsoft Active Directory trust with OHCA’s fiscal agent in which the fiscal agent will trust the Contractor with one of the following to ensure that Domain controllers and DNS (domain name system) servers on both networks communicate properly:

i. Either servers with publicly registered IP (internet protocol) addresses or Servers with private IP addresses which requires the following:

(1) Static NAT (network address translation) for each Domain Controller and DNS server (IP range to be assigned by OHCA’s fiscal agent).

(2) A manually configured DNS Zone with all DNS servers and Domain controllers only on the Contractor’s network. This zone shall be manually set to reflect the Static NAT addresses of each of the servers.

(d)	Once an acceptable DNS Zone is established for the trust, OHCA’s fiscal agent and the Contractor shall exchange DNS records. Contractor shall update and exchange DNS records if additional Domain Controllers are added to the Contractor’s network.

2.	Contractor shall:

(a)	Submit requests for employee passwords for the MMIS;

(b)	Train appropriate staff to use the MMIS;

(c)	Notify OHCA when an issued password is no longer needed due to termination of employment or change in duties within five (5) business days;

(d)	Ensure that its employees are informed of importance of system security and confidentiality including HIPAA;

(e)	Document and notify OHCA of system problems to include type of problem, action(s) taken by Contractor to resolve problem and length of system down-time within eight (8) hours of problem identification.

[bookmark: _GoBack](f)	Provide a Microsoft Active Directory user account for use with the MMIS production environment.


WEEKLY RISK REPORTING GUIDE



1. OVERVIEW

a) The Weekly Risk Report (WRR) is a companion to the Risk Management Plan created by the selected Bidder during the Clarification Phase. The WRR allows OHCA to analyze Contract performance based on risk and agreed-upon metrics. The WRR does not substitute for or eliminate other reporting required by the solicitation.  

b) The WRR allows the Contractor to manage and document all risks that occur throughout the life of the Contract. Risk is defined as anything that compromises OHCA objectives, quality, customer satisfaction or impacts the cost or schedule. This includes risks caused by the Contractor or its subcontractors as well as risks caused by OHCA, e.g. program changes, changes in federal or state requirements, etc. 

c) The WRR will be used by OHCA in part to evaluate the Contractor’s performance during and at conclusion of the Contract. 



2. SUBMISSION

a) The Bidder shall submit the WRR as a Microsoft Excel file attached to an email on the Friday of every week during the entire Contract period.

b) Naming convention: The WRR is named using the date and name of the project; for example, the WRR for the “CRM” submitted on Friday, March 1, 2012 would be named “120301_CRM” .

c) The WRR is emailed to both the OHCA Program Monitor and the OHCA Contract Coordinator and any other parties requested by OHCA. 



3. WRR CONTENT

a) The WRR includes scope changes, requirements changes, or unforeseen events that are risks to the Project. It should also include any issues that may potentially become a risk. When a new issue is identified, it is added to the project risks along with date the risk was identified, the plan to minimize the risk, the resolution due date and/or actual date, and the known or potential impact of the risk in terms of quality, cost, satisfaction, or objectives.

b) Before submitting the WRR, the Contractor should contact the OHCA Program Monitor if a new risk or potential risk is identified to discuss the resolution plan.

c) The Program Monitor and Contract Coordinator will rate their satisfaction with the risk mitigation on a scale of 1-10 where 10 represents “completely satisfied” and 1 represents “completely unsatisfied”. The Monitor and Coordinator may modify their ratings at any time throughout the project.

d) [bookmark: _GoBack]The WRR shall also show the original milestone schedule, the current milestone schedule, and any schedule impact of new risks identified.

Oklahoma Health Care Authority	Solicitation Package - page 1




Implementation Cost Example



1. If the Bidder is proposing an implementation payment of $100,000 on July 1 assuming no funding is available earlier:

The Cost Proposal (Form 10) should list this milestone and the payment amount associated with it:

Operational Readiness 				$100,000 



The Milestone schedule (Form 9) should show this milestone, i.e. “operational readiness” and the date on which it will be complete, i.e. July 1, 2012.



2. If the Bidder wants to also propose an alternative series of implementation payments in the event that funding is available before July 1 (note that this cannot be the only implementation payment schedule shown – it must be an alternative to a single payment on July 1 or later): 

[bookmark: _GoBack]The Cost Proposal (Form 10) should also list these milestones and the payment amount associated with each along with a note that this is an alternate schedule of payments which will only be made if funding is available:



Member selection methodology complete*  	$  20,000

Staff Training completed*			$  30,000

Resource Center established*			$  50,000

		*Alternate implementation payment if funding is available



The Milestone schedule (Form 9) should show these milestones and the dates on which they are estimated to be complete:

Member selection methodology complete  	May 1, 2012

Staff Training completed			June 15, 2012

Resource Center operational			July 1, 2012





Example of implementation payment:



Suppose OHCA has funding available before July 1 of $30,000. Since funding is available, the Contractor invoices on May 1 for the completed methodology and OHCA pays the implementation payment of $20,000. On June 15, 2012, the Contractor could invoice an additional $10,000 for staff training completed. The Contractor would invoice the remainder of implementation under “operational readiness” – in this case $70,000 – on July 1.








Developed By: Performance Based Studies Research Group

www.pbsrg.com



Performance Information Procurement System  

PIPS
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PROCUREMENT APPROACHES
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What is Performance or Value-Based Contracting

In the performance-based approach, an agency says what problem needs to be solved and allows contractors to make bids detailing their proposed solutions. 



According to: 

.com





Price vs. Performance Based

Price-Based:

Agency tells the vendor what to do and how to do it

Agency gets the minimum acceptable quality for the lowest possible price



Performance-Based:

Agency tells the vendor what its objectives and budget are

Vendor tells agency the best way to achieve its objectives within its budget



	





Oklahoma’s PIPS Experience
2008-2012

Procurement savings of $30 million

Percent where selected vendor was lowest cost: 92%

Budget deviation after award: -.0003%

Schedule deviation after award: 0.5%

Agency satisfaction with PIPS: 9.5/10

Vendor satisfaction with PIPS: 9.8/10







What does PIPS offer?

Saves time and effort for OHCA and bidders

Bidders with superior expertise can easily differentiate themselves

OHCA doesn’t have to know exactly what it wants and can rely on bidder expertise

Bidder develops its own plan, measures deviations, and controls the project

Simple and transparent, relying on verifiable metrics and dominant information











Simple and concise



Understandable to non-experts



Demonstrates understanding of the project



Always verifiable and generally quantitative



Careful – quantitative is not ALWAYS dominant

What is dominant information?









Dominant information simplifies everyone’s decision making.
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Roof material is high performing:



Tensile strength is 800 PSI

Elongation is 300%

Tear strength is 400 lbs

Xenon testing: 10,000 hrs

Roof material has been installed on 65 buildings and is performing:



Average Roof Age: 25 years

Percent Not Leaking: 99%

Customer Satisfaction: 9.8/10



Non-Dominant

Dominant

Dominant 

  vs.

 Non-Dominant

Just because you use numbers does NOT mean it’s dominant if it’s not clear and understandable to non-experts.





Specifications should not be confused with imperative (dominant) information. Meeting specifications does not necessarily give you the result. 

8









Performance Information Procurement System

CLARIFICATION



Vendor is an Expert



Vendor expertise must be proven



Vendor is an Expert

Dominant

Simple

Differential

Clarification 

Both parties may walk

Risk Management

Quality Control

Quality Assurance
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				PIPS PROCESS

	Vendor is an expert







Filter 1

Past

Performance

Information

Filter 2

Project Capability

Filter 4

Prioritize 

(Identify 

Best Value) 

Filter 5

Cost

Verification

Filter 6

Pre-Award

Period











Time

Quality of Vendors

Filter 3

Interview



























Award

High

Low

Blind Rating

Technical Risk of Competitors

Non-technical risk (no control)

Value Added

Cost Proposal

Milestones (percentage quicker)

PA Docs

WRR

RMP

Tech. Coord.



Criteria

Interview

TR

NTR

VA

Cost

PPI



Selection Phase

Dominance

Check



Ratings are dominant



Best value is within cost range







Vendor’s expertise must be proven
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Selection Criteria

Past Performance Information (PPI)

Project Capability (PC) – 2 pages

Risk Assessment Plan (RA) – 2 pages

Value Added (VA) – 2 pages

Price

Interview
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Rating System

Two parts for each item:

The Bidder’s claim or statement about its capabilities, approach, risk mitigation plan, etc.

Dominant information/verifiable metrics to substantiate each claim





High performance indicator with dominant information



No dominant information or unclear or blank or providing no information



Low performance indicator with dominant information

6-10



5



1-4
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Project Capability Submittal

Claim: Best company in the Midwest with a unique focus on clean room projects

Dominant information to substantiate: 

20 clean room projects in the last five years

scope $50M

customer satisfaction 9.5

cost deviation .1%

time deviation 1%
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Risk Assessment Submittal

Risk:

Excessive transactions, information flow or complaints from client’s personnel

Claim: 

Project Manager uses the clarification period to identify client’s personnel who will cause the most transactions and complaints to discuss their expectations, educate them about the project plan and minimize unnecessary transactions.



Dominant information to substantiate claim: 

Project manager has 10.0 rating on last five projects.

Zero complaints at the end of the last five projects.  

No deviation from schedule on the last five projects.
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More Risk Plan Examples 


Identified risk: Rapidly rising cost of concrete



Claim without dominant information

The client can be assured all risks associated with material escalations will be eliminated because we offer the benefit of an experienced project team that includes the most detailed, prequalified and extensive list of subcontractors and suppliers from around the world.



Claim with dominant information

Since this project requires a substantial amount of concrete, we have secured and signed a contract with a local concrete manufacturer to prevent any increase in cost during the duration of this project.









Value Added Submittal

Claim: Vendor will track all building major components for the first year including energy consumption, and give client recommendations to extend life of the building



Verifiable performance metrics: 

This service provided on our last five projects. 

Performance information: 

9.5/10 customer satisfaction with additional service

0 deviation from cost or schedule 

Customers identified savings of $4 million based on this service; references and documentation available upon request
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More Value Added Submittal

Claim:

	The client’s RFP specifies 10 foot ceilings in the restrooms. While 10 foot ceilings are desirable in many areas, our experience is that lower ceilings in restrooms do not diminish the attractiveness or functionality of buildings. Reducing ceiling height to 8 feet results in a 5% decrease in cost and a 3% reduction in time to complete.



Verifiable performance metrics: 

10 similar buildings completed with 8 foot ceilings in restrooms

Client satisfaction with buildings 9.9/10

Buildings rented at 102% of projected rental amount
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OHCA will interview key personnel, including the Project Manager and others as specified.

All individuals will be interviewed separately and preferably in person; OHCA may approve telephone interviews in certain circumstances.  

No substitutes will be allowed after proposals are submitted without the consent of OHCA.

Questions are non-technical and focus on understanding of the project plan and the capabilities of the individual and organization.

Interviews
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