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INTRODUCTION
Health insurers have been at the forefront of a number of trends driving healthcare industry improvement, from using 
data to fight fraud to innovative programs to manage population health to mobile applications that help engage and 
retain members. 

And an explosion of data and new software tools are propelling payers even further. Where once data-sharing between 
payers and providers was the exception to the rule, it’s now a savvy business strategy. Where once patients were in the 
dark about quality scores and the cost of treatment, now they are active participants in their own care. 

“Decision support tools have gone digital and are empowering patients with data,” says Jay Courtney, a spokesperson 
for America’s Health Insurance Plans.

This report, which accompanies our 2015 FierceHealthIT Innovation Awards, celebrates the advances payers are making and the solutions 
that are helping them do so, including data analytics software, financial and operational systems, customer engagement platforms and more. 

The report also highlights the winners and finalists of our awards program. 15 finalists were recognized within six categories, including digital 
solutions, fraud and abuse prevention and detection and privacy and security solitions.

Judges for this year’s awards included leaders from some of the top health insurance companies in the nation, including United Healthcare, 
Independence Blue Cross and Tufts Health Plan.

We were impressed with the volume and quality of the entrants this year and the innovative solutions they’re bringing to the market.

Jack Fordi 
Group Publisher, FierceHealthPayer
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BEST IN SHOW

FIERCEST COST-SAVING SOLUTION
SpendWell Health  //  SpendWell eCommerce Marketplace Platform

FIERCEST ENGAGEMENT SOLUTION 
InstaMed  // Member Payments

FIERCEST NEW PRODUCT/SERVICE
HHAeXchange  //  HHAeXchange Payer Management Solution 
(Professional)

WINNERS

Section continued on next page

CUSTOMER ENGAGEMENT/MEMBER HEALTH
InstaMed  //  Member Payments
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WINNERS

DATA ANALYTICS/BUSINESS INTELLIGENCE
Softheon, Inc.  //  Marketplace Connector Cloud Platform (MC2) 

DIGITAL SOLUTIONS
Grand Rounds  //  Grand Rounds

FRAUD AND ABUSE DETECTION/PREVENTION
HHAeXchange  //  HHAeXchange Payer Management Solution 
(Professional)

FINANCIAL/OPERATIONAL SOLUTIONS
SpendWell Health  //  SpendWell eCommerce Marketplace Platform

FINALISTS
BioClaim  //  CAQH  //  Edifecs  //  Healthx, Inc.  //  HMS  //  NextHealth Technologies  //  Wellframe  //  Wellthie  //  Xcenda
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JUDGES

VICTORIA BOGATYRENKO 
Vice President, Consumer Strategies  //  United Healthcare

Victoria Bogatyrenko serves as vice president, Consumer Strategies, of UnitedHealthcare Community & State, 
the nation’s largest provider of health benefits for Medicaid beneficiaries. In this role, she leads the development 
and implementation of the organization’s consumer strategy to create experiences that will meet the needs and 
preferences of this diverse population. Prior to joining UnitedHealthcare, Victoria held positions in health care 
management and finance at Oxford Health Plans, Deloitte and Touche Healthcare Consulting, Lehman Brothers 
and Chemical Banking Corp. She earned a bachelor’s degree from Middlebury College and an MBA from the 
University of Pennsylvania.

TERRY BOOKER
Vice President, Corporate and Business Development  //  Independence Blue Cross (IBC)

Terry Booker is vice president of corporate and business development at Independence Blue Cross (IBC). 
In this position, he is responsible for growing IBC’s core businesses in commercial, individual, Medicare, 
and Medicaid business lines. Terry also oversees IBC’s corporate growth through diversification efforts that 
include acquisitions, partnerships, affiliations, and development of new companies. Terry was the founder and 
managing partner of Axis Partners LLC, a business development advisory practice that provides services to 
small corporations as well as governmental and nonprofit entities. Terry graduated with a bachelor of science in 
economics with a dual concentration in entrepreneurial management and marketing from the Wharton School 
of the University of Pennsylvania.

DEBORAH GORDON
Vice President of Marketing Sales and Product Strategy for Senior Products  //  Tufts Health Plan

Deborah Gordon is CEO of Voxent, a technology organization supporting reproductive health providers 
nationwide. Deb was previously chief marketing officer at Network Health, a nationally ranked Medicaid 
plan, leading marketing/communications, business development, and product management. Deb traveled in 
Australasia exploring consumer empowerment as one of nine 2013 USA Eisenhower Fellows, and was a 2011 
Boston Business Journal “40 Under 40” honoree. She has written for Harvard Business Review online, and served 
on Marketing Health Services’ Editorial Board, FierceHealthPayer’s Advisory Board, Massachusetts’ Choosing 
Wisely campaign, and Family Services of Greater Boston Board of Trustees. Deb earned a BA in Bioethics from 
Brown University and an MBA with distinction from Harvard Business School. 
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JUDGES

SHAUN GREENE
COO  //  Arches Health Plan

Shaun Greene graduated from West Point with honors and was commissioned an infantry officer in the U.S. 
Army. He earned his airborne ranger qualifications and served a tour with the 25th Infantry Division in Schofield 
Barracks, Hawaii. After resigning his commission, he attended Harvard Business School, and earned his M.B.A. 
Shaun took a position with Deloitte Consulting working in operations and logistics in diverse industries from retail 
to health care. After consulting, he assumed positions of increasing responsibility managing P&Ls, operations, and 
logistics.  He worked extensively in the insurance sector, in three successful start-ups, including VP of Medicare 
at eHealthInsurance.

JENNIFER MALIN
Vice President, Clinical Strategy  //  Anthem, Inc.

Jennifer Malin, M.D., Ph.D., is staff VP for clinical strategy at Anthem, Inc. In this role, she provides clinical 
leadership for the enterprise strategy to improve the health and outcomes of Anthem members, with a focus on 
oncology, maternity and infant health, and behavioral health. After graduating from Harvard University, Jennifer 
received her medical degree and doctorate in public health from UCLA.  She is board certified in internal 
medicine and medical oncology.  An Associate Professor of Medicine at the UCLA David Geffen School of 
Medicine, she is the author of more than 90 peer-reviewed articles and is widely recognized for her research on 
the quality of cancer care. Jennifer continues her clinical practice by volunteering at the Veterans Affairs Greater 
Los Angeles Health Care System.

JULIE SLEZAK
Chief Analytics Officer  //  eviCore

Julie Slezak is an experienced business executive with over 20 years in healthcare.  Her focus has been in 
research, analysis, outcomes data science and data analytics.  She has lead research and analytical organizations 
including teams at the University of Illinois’ School of Public Health and the enterprise analytics organization at 
CVS Caremark. At Hewitt Julie partnered with Fortune 100 companies as the national expert for clinical analytics 
and health outcomes.  She is considered an expert on utilization management, medication adherence, health and 
wellness strategy & design, and implementations of these and related programs for health plans and employers. 
At eviCore as the Chief analytics officer, she leads the analytics organization focusing on building foundational 
data for self-service tools, data science, predictive modeling and analytic strategy.
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False and intentionally inaccurate claims cost the industry billions 
of dollars each year. Watchdog agencies and Payers have long 
considered home healthcare inherently susceptible to fraud, waste 
and abuse. The fraud problem may be the worst in Medicaid, the 
largest health program in the US as measured by enrollment which 
represents one sixth of the national health economy. As this market 
evolves and expands, cauterizing the loss requires pre- and post-
payment tools designed to detect and prevent fraud and abuse.

Even back in 2012, the Government Accountability Office reported 
that 40% of all fraud convictions initiated by a group of Medicaid 
fraud-control units were for home health—the biggest category of 
providers convicted through the Medicaid units’ efforts.

Claims of work that were never performed are a particular risk with 
home-care personal assistants who are selected by the beneficiary 
and provide mainly nonmedical services covered by Medicaid. The 
vulnerability of Medicaid’s personal-care services program to fraud 
has been well documented. The total cost of the program soared 
35% nationally between 2005 and 2011. In particular, states that 
allow Medicaid beneficiaries to select their caregivers face greater 
risk of overpayments. The margin for error runs very high. 

The key factor that makes home care so susceptible to fraud is the 
lack of oversight and connectivity.

That’s where the HHAeXchange Payer Management Solution 
(Professional) comes in, changing the game for Payers and home 
health agency providers by providing Health Plans with a portal or 
“window” into the real time patient service activities of home care 
agencies.  This enables management oversight at the Health Plan 
Level. 

Take Ms. Betty Jones for example, a 75 year old patient with 
chronic conditions currently receiving long term service and 
supports/home community based services from Medicaid.   
She was just discharged from the hospital and now requires 
a careworker that speaks Polish as their first language and 
needs to be able to operate a Hoyer lift.  Before HHAeXchange, 
difficult to staff cases like Ms. Jones could take hours or days.  
Care coordinators would fax, text, call multiple providers about 
placing the case and discussing authorization changes.  Case 

managers lacked visibility into real-time service delivery, caregiver 
compliance and patient schedules. 

After HHAeXchange is implemented, Payers can easily 
communicate and gain acceptance (within minutes) of difficult 
to staff cases like Ms. Jones via the HHAeXchange “auto 
broadcasting feature”.  All communication about Ms. Jones occurs 
within the Payer Management Solution, time stamped with an audit 
trail, eliminating confusion. Electronic visit verification data provides 
real-time information regarding missed or late service visits as well 
as confirmation of start and end times and access to schedules. 
The system provides an up to date view of all caregiver compliance 
across all providers.  

Once the services are rendered for Ms. Jones, a claim needs to be 
submitted. Before HHAeXchange, Payers received paper claims 
and billings for hours not authorized or with the wrong member 
ID, DX/billing codes. Denial processing at the plan level required 
significant effort and it took significant EDI effort to set up a new 
provider.  

After implementing HHAeXchange, claims undergo pre-bill edit 
checks and can’t pass through unless the service reconciles with 
both the authorization and electronic verification of the visit. The 
elimination of denials allows denial reprocessing resources to be 
redeployed by the Payer. Providers are onboarded in a few days 
and all paper is converted to electronic files for greater efficiency 
and reporting. 

HHAeXchange provides peace of mind that fraud, waste 
and abuse is being reduced and in many cases, eliminated.    
HHAeXchange creates a new “homecare echo system” not 
seen before in the healthcare technology industry;  it creates 
operating efficiencies, reduces fraud and abuse, ensures rock-
sold compliance, and most importantly contributes to ensuring that 
our must vulnerable patient populations receive the best possible 
home care services. 

OVERSIGHT & CONNECTIVITY ARE KEY TO REDUCING HOME CARE FRAUD

Sponsored Content

https://www.hhaexchange.com/hhalogin/htmlpages/default.html
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Health payers are increasingly turning to new technologies to 
engage and inform members, help them to stay in control of 
healthcare choices and give them the most opportunity to be 
healthy—healthy members are cost-effective members.

“Digital health technologies play an important role in delivering 
on the promise of patient-centered care,” says Jay Courtney, 
spokesperson for America’s Health Insurance Plans (AHIP). 

Mobile technology is a valuable resource for health plans to connect 
with Medicaid beneficiaries, as well. “Through text notifications from 
their health plans, beneficiaries stay informed about preventive and 
ongoing care and receive convenient reminders about proactive 
steps they can take to improve their overall health and well-being.” 

Tech solutions not only help consumers make good choices and 
get organized by easily putting together a team of doctors before 
they get sick, this brave new world of digital coaches, online portals, 
mobile apps, tele-health and price comparison tools also helps keep 
costs down. 

If a member is sick or injured while out of town, there’s a technical 
solution to help him or her find an in-network urgent care center, 
free-standing radiology facility or laboratory. Perks like these help 
retain members.

Innovative payers are deploying a number of solutions to meet a 
variety of goals. 

DIGITAL COACHING
The goal: Keep members healthy even if they don’t have time or 
money to hire a personal coach. The solution: Health insurance 

companies like Cigna are using mobile tools that can make health 
goals into games with social media connectivity, among other perks. 

Launched in January 2015, Cigna Health Matters helps customers 
fill out their gamified health assessment twice as quickly as their 
non-gamified health assessment. During the program’s pilot period, 
Cigna learned that customers who used a health device and shared 
the related data with a Cigna health coach were three times more 
likely to work with a private coach to improve their health. And perks 
to members included the distribution of more than $80 million in 
rewards to customers who completed 1.6 million health goals. 

WEB APPLICATIONS
The goal: Help customers build a personal healthcare team, save 
money with price comparison tools and generally get the most from 
their healthcare plans. The solution: Payers are coming up with 
unique applications that crunch data such as biometrics, claims 
history, incentive information and coaching program involvement. 

Previously, it was up to the customer to figure out how to make 
the most of their benefits, but Cigna has a web application, Cigna 
Compass, that seeks out customers by anticipating their needs and 
preferences and offering solutions that have been personalized, 
complete with customer alerts to improve health and lower 

MEMBER ENGAGEMENT 2.0
How health insurance companies are using new tech to engage, inform members

“DECISION SUPPORT TOOLS HAVE GONE DIGITAL AND 
ARE EMPOWERING PATIENTS WITH DATA.” 

Jay Courtney, spokesperson, America’s Health 
Insurance Plans
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healthcare costs.  For example, for those without a primary care 
doctor, Cigna Compass uses a customer’s current location to provide 
a list of nearby in-network healthcare professionals and facilities. 

Aetna’s iTriage is a healthcare app that helps consumers find 
medical answers in real-life language, locate care options, connect 
with doctors and maintain health information—all in one password-
protected place. 

“With iTriage, anyone can search symptoms, conditions and 
medications, find nearby care appropriate for a condition, request 
an appointment, view wait times and preregister at select facilities,” 
says Aetna Spokesperson Matthew Clyburn. “Aetna members of 
participating plan sponsors can locate in-and-out-of-network doctors 
and medical facilities and view their member ID card and claims 
history.”  

TELE-HEALTH
The goal: Deliver virtual medical, health, and education services to 
enhance care and education. The solution: Tele-health and tele-
medicine utilize a broad array of technologies and methods that 
include dentistry, counseling, physical and occupational therapy, 
home health, disaster management and the monitoring and 
management of chronic diseases. 

“Telehealth technology has also been effective for members living 
in rural areas so they’re able to access care when they need it,” 
says Courtney. For example, Medicaid health plans have partnered 
with Project ECHO (Extension for Community Healthcare Outcomes) 
at the University of New Mexico, a program that trains primary 
care providers to treat chronic and complex diseases in rural and 
underserved areas via video conference. 

A report in the New England Journal of Medicine demonstrated 
the ECHO model overcame healthcare access barriers by bringing 
expertise and clinical resources to rural clinicians, which positively 
impacted patient outcomes. The ECHO model not only provided the 
right care for patients, it also was associated with high rates of cure 
for hepatitis C.

“Whether it’s a cost calculator or a mobile app, health plans provide 
consumers with a wide-range of tools that allow individuals to 
easily compare data on estimated costs of certain procedures and 
treatments as well as quality measures so they can make informed 
choices when selecting a provider or hospital,” Courtney says. 
“Decision support tools have gone digital and are empowering 
patients with data.” n

http://www.nejm.org/doi/full/10.1056/NEJMoa1009370
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Healthcare is in the midst of a seismic shift. Payers are adopting 
value-based reimbursement models; practices are transforming 
care using evidence-based metrics; and patients are demanding 
greater transparency.  It’s no secret there’s a need to share 
information more effectively. What’s not widely known is the 
progress many payers have made by implementing best-in-class 
technologies to support true payer-provider collaboration.

Their vision, shared and powered by NaviNet, is to supply critical 
information at the point of care to help practices elevate clinical 
and administrative efforts, while reducing operational costs. With 
NaviNet Open, the industry’s leading payer-provider collaboration 
platform, payers can deliver real, measurable with their provider 
networks to achieve joint success in a value-based world.

1) Reduce customer service calls for greater productivity and 
operational efficiency

As the number of narrow networks grows and as patient financial 
responsibility skyrockets, so rises the need for accurate and 
real-time coverage and benefits information. Within just months 
of using NaviNet Open Eligibility and Benefits (E&B), some payers 
have seen as much as a 37% drop in E&B calls, with correlating 
operational efficiencies for provider offices who no longer need 
to call payers directly.

2) Replace paper with rich, electronic information to eliminate 
costs and increase provider satisfaction

Some estimates put the cost of a manual claim status inquiry 
transaction at twenty times that of an electronic inquiry. NaviNet 
Open Claim Status Inquiry electronically delivers claim and 
payment details that are well beyond the information contained 
within standard EDI transactions. More claims completed without 
touching the phone equate to lower costs and a dramatic 
improvement in satisfaction.

3) Close care gaps to drive up reimbursements and achieve 
value-based metrics  

As payers monitor high-risk patient populations and identify 

opportunities to deliver necessary care, NaviNet Open Document 
Exchange lets payers share gaps in real-time, even within the 
context of an existing workflow, such as a patient eligibility check.  
This capability allows practices to save time and effort.  The payer 
receives back clinical documents delivered, closing gaps and 
meeting value-based metrics for better reimbursement. 

4) Keep referrals in-network to control utilization and revenue

With NaviNet Open Advanced Referrals, payers can provide 
network insights to practices including benefit tiers, preferred 
providers, and patient financial responsibility.  This information 
lets PCPs guide patients to the highest value specialists, while 
also controlling network utilization and medical expenses. This 
can also help patients feel more confident in their directed care.

5) Automate authorizations for accurate reimbursement and 
operational savings

Industry Sources have cited that authorizations are one of, if not 
the most costly transaction in healthcare at $22.48 per manual 
transaction, with only 15% of authorizations initiated electronically.  
NaviNet Open Authorizations allows providers to electronically 
submit and check authorizations, dramatically reducing the effort 
required to check medical necessity. 

Today, NaviNet connects over 40 health plans and 450,000 
administrative and clinical healthcare professionals. With 
NaviNet Open—and its rich set of administrative, financial, and 
value-based network applications—payers and providers can 
collaborate more effectively, reduce costs, and make better 
decisions in a value-based world.

NaviNet OPEN: DRIVING DEEPER PAYER-PROVIDER COLLABORATION FOR 
A VALUE-BASED WORLD

Sponsored Content

http://www.navinet.net
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An explosion of data and new software tools—including predictive 
modeling—are helping health insurance companies not only detect 
fraud, but identify areas of risk and prevent it. Pre- and post-payment 
tools include data analytics and predictive modeling tools specifically 
designed to detect fraudulent and abusive billing patterns. 

According to a recent report on the state of insurance fraud 
technology by the Coalition Against Insurance Fraud (CAIF), 95 
percent of health payers are now using anti-fraud technology, up 
from 88 percent in 2012, when CAIF last surveyed payers. Two-thirds 
of insurers surveyed said they use anti-fraud technology developed 
by a software vendor.

The first line of defense continues to be automated red flags/
business rules (81 percent of respondents reported using such 
technologies). But as fraud patterns and behavior become more 
sophisticated, said the report, insurers are deploying more advanced 
analytical techniques such as link analysis (50 percent said they use 
it), anomaly detection (45 percent), predictive modeling (43 percent), 
text mining (43 percent) and data visualization (40 percent).

What benefits do payers get from these technologies? Better 

referrals, uncovering complex and organized fraud and improved 
investigator efficiency, according to CAIF’s report, which showed that 
a greater percentage of referrals is coming from automated systems 
than it was two years earlier. 

The Centers for Medicare & Medicaid Services (CMS) has given the 
trend a big boost with its new office of enterprise data and analytics, 
which aims to improve access to large amounts of data across 
multiple programs. That’s led to a greater degree of enforcement 
actions and criminal prosecution. 

CMS began with a fraud prevention system (FPS) that “applies 
predictive models and other algorithms to identify providers and 
suppliers exhibiting a pattern of behavior that is indicative of 
potential fraud, waste and abuse,” says spokesman Ray Thorn. 

The system, he said, screens Medicare fee-for-service claims (which 
includes all national Medicare Part A, Part B, and DME claims) and 
builds profiles that are aggregated by healthcare providers and 
suppliers to help CMS identify aberrant or suspect behavior. The 
FPS generates alerts based on billing behaviors, calculates a priority 
score and assigns the alert to a program integrity contractor based 
on jurisdiction. 

CMS’s system added the ability to deny or reject claims prior to 
payment in its second year of implementation and has continued to 
expand.

DATA ANALYTICS TO FIGHT FRAUD 
CMS programs, data-sharing help helps insurers detect fraud, waste and abuse

“CMS IS NOW ROUTINELY ANALYZING CLAIMS DATA  
IN REAL TIME AND APPLYING PREDICTIVE ANALYTICS 
TO PROACTIVELY IDENTIFY FRAUD AND ABUSE 
AND TRACK KEY METRICS SUCH AS HOSPITAL 
READMISSIONS.”

Ray Thorn, spokeperson, Centers for Medicare & 
Medicaid Services
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Has there been stop loss? Definitely, Thorn says. 

“The FPS has demonstrated its value to identify and prevent fraud 
and abuse in the Medicare program during the first three years of 
its implementation,” he says. “During this time, FPS identified $820 
million in improper payments, generating a return on investment in 
the most recent year of 10-1.”

According to the authors of the CAIF report, one of the most 
promising advances in fraud-prevention technology for payers is 
the ability to use data sources that that have been ignored either 
because they were too big or changed too frequently for traditional 
fraud systems to scrutinize. High-performance analytics of this type 
are driving innovation, said the authors, adding that this enables 
insurers to process large and complex data sets quickly, and to alter 
and update their fraud detection algorithms in real time to get the 
best outcomes. 

Last year, CMS took matters up several notches when it launched 
the Office of Enterprise Data and Analytics. This built on prior CMS 

efforts to marry data from multiple sources to promote high quality, 
patient-centered care at a lower cost, and to identify fraud and 
abuse. 

“CMS is now routinely analyzing claims data in real time and applying 
predictive analytics to proactively identify fraud and abuse and track 
key metrics such as hospital readmissions,” Thorn says.

Additionally, he said, accountable care organizations and state 
Medicaid agencies now receive monthly “near real-time feeds” of 
Medicare data to support care coordination there. Also, CMS has 
launched the Virtual Research Data Center to facilitate lower cost 
access to CMS data for researchers and federal grantees. 

Where will things go from here? Eighty-five percent of insurers 
surveyed by CAIF said they expect funding for anti-fraud technology 
to increase or remain the same. Link analysis, predictive modeling 
and text mining are the top three areas for future investment, they 
said. n
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The healthcare business model in the US is quickly shifting from 
a wholesale to a retail consumer experience due to factors like 
the rising number of covered Americans, growing frictionless 
consumer expectations, and the ubiquitous availability of 
information/big data. In the face of these market forces, as it 
relates specifically to analytics, CIOs and CEOs in the healthcare 
sector are seeing limited outcomes despite significant and 
continued investments. 

QUANTIFIABLE OUTCOMES
With a platform that seamlessly integrates prescriptive analytics, 
behavioral economics, and consumer engagement, NextHealth 
Technologies is helping its customers achieve groundbreaking 
outcomes such as a sustained 25% reduction in avoidable ER 
visits within a targeted Medicaid population (equating to over 
$17 per member per year in medical claims cost reduction). 
Utilizing multiple competing trials and comparing them to controls, 
NextHealth can also identify and measure causality, allowing 
them to offer an at risk contract based on outcomes. The platform 
quickly evaluates and compares campaigns with parallel adaptive 
learning to optimize what is working for members and turn off 
what is not cost-efficient, resulting in unmatched outcomes. 

SPEED TO VALUE
NextHealth’s customers are risk-bearing entities including 
regional and national health plans, hospitals, accountable care 
organizations, Blues, and state Medicaid departments. Typically, 
they’ve invested a great deal in robust data warehouses and are 
seeking to leverage that information. NextHealth’s integrated 
platform quickly translates and augments customers’ raw data into 
actionable insights. NextHealth’s platform integrates behavioral 
economics through carefully constructed messages, nudging 
the most impactable members to use more cost-effective care 
settings such as an advanced nurse call line, telemedicine, 
and scheduling assistance for well child visits. As a result, 
NextHealth’s customers are, typically within 10 weeks of platform 
deployment, seeing profound results such as the sustained 
25% reduction in ER visits and costs within a targeted Medicaid 

population. NextHealth also addresses other use cases including 
out-of-network reduction, readmission reduction and retention of 
high value members.

SCALABLE, INTEGRATED PLATFORM
NextHealth’s SaaS platform incorporates breakthroughs in 
predictive analytics, behavioral economics, and consumer 
engagement techniques to predict risk and prescribe 
personalized member-level actions or “nudges” to improve 
outcomes. NextHealth first starts by defining which problem to 
solve, e.g., reducing ER visits, readmissions, member retention, 
or out-of-network conversion. Then the NextHealth platform and 
managed services cycle through four  stages. One: Assembly of 
a predictive database from sources such as longitudinal claims, 
clinical and lifestyle information, and demographic data to predict 
and change member behavior. Two: Application of principles from 
behavioral economics and experimental marketing to construct 
campaigns, and prescriptive analytics to determine which actions 
or nudges are most likely to change member behavior. Three: 
The consumer engagement tier delivers personalized nudges 
through a proprietary multi-channel approach including outbound 
calls, texts, direct mail, and emails. Four: Measure and optimize 
campaign effectiveness and derive causality by identifying 
highly predictive clusters of member behaviors, claims histories, 
attributes, and responses to past events and offers. For a free 
copy of our white paper, visit: http://www.nexthealthtechnologies.
com/whats-new/white-paper-registration/.

REDUCING AVOIDABLE ER VISITS WITH PREDICTIVE ANALYTICS    
BY ERIC GROSSMAN, CEO, NEXTHEALTH TECHNOLOGIES

Sponsored Content
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mPulse Mobile is a mobile engagement company providing solutions that help healthcare companies engage patients 
and members. Our solutions offer real-time, intelligent messaging capabilities that improve health outcomes and create 
administrative efficiencies – all while simplifying the consumer experience. 

 We enable the leading health plans, providers and pharmaceutical companies to improve the health and wellbeing of 
consumers by making health care communications relevant to the modern lifestyle.

We uniquely bring the following strengths into every client engagement:
- Healthcare expertise
- Mobile-centered approach
- Context driven engagement
- Outcomes-driven solutions

We are proud to serve the nations largest and most innovative health and wellness companies. Please click here to download 
our new eBook: Top 5 Mobile Best Practices for Member Engagement.To learn more, visit www.mpulsemobile.com.

PDR, LLC, trusted by generations of healthcare providers to deliver credible health information, brings actionable health 
messages directly into the provider-patient encounter—at the point of prescribing and the point of dispensing. Payer 
messages that change behavior are delivered in the largest aggregated, provider-patient communications network:

• EMR/On-Screen:   Reaching >300,000 providers to inform screening, preventative care and prescribing

•  EMR/Auto-Print:  Highly targeted patient education to motivate the Rx fill, medication adherence and positive changes in 
health behaviors

•  Pharmacy Auto-Print:   Highly targeted patient education in over 17,000 pharmacies to encourage adherence and 
educate regarding therapy options

PDR messages are targeted to the right prescribers and to millions of patients—based on the prescription, drug history, age/
gender, geo-targeting and Rx filling behavior and other considerations. These capabilities, along with a 70+ year history of 
trusted communications with healthcare providers, makes PDR messages matter.   

TM

CleverCap is a revolutionary system for medication adherence comprising a medication dispenser for the outpatient setting 
that broadcasts real-time dose-by-dose information to a cloud based analytics system with visualization and messaging 
tools that take engagement to new heights. With CleverCap patients get reminders of when to take their medication while 
managed care (payers, IDNs and/or ACOs) monitor therapy adherence in real time. CleverCap systems are not only HIPPA 
compliant but also CFR-Part-11-Validated given its use in pharmaceutical research. Learn more about medication adherence 
and CleverCap’s impact at our central repository for medication adherence research - Adherence Research Center (“ARC”)

http://mpulsemobile.com/resources/ebook-best-practices-for-health-plans/
http://www.mpulsemobile.com
http://www.pdrnetwork.com
http://www.pdrnetwork.com/payers/
http://www.pdrnetwork.com/payers/
http://www.clevercap.org/
https://ssl.clevercap.org/arc/adherence.html
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Prevalent’s “analytics” inception began inadvertently in 2001 
as CIO of a 5 hospital system in Texas whose ongoing financial 
distress caused constant finger pointing between management, 
central business office, internal billing and coding department, 
vendors, payers and ultimately bankers over declining revenues 
despite growing receivables. Many animated discussions 
attributed this issue to coding, charge capture, gateway, payor 
rule changes and a multitude of reasons providing no definitive 
answer. No one could point to a single answer because the 
divergent complexity of the revenue cycle process.

Upon this realization, Prevalent took the initiative by consolidating 
the various databases into data sets and drawing out the 
relational logic into a mathematical matrix and assigning “points of 
comparison algorithms” that identified both positive and negative 
results. The “calculus” of these discrepancies and variations could 
now be reconciled and actionable data was the result. 

As it turns out, a significant portion of the problem existed 
where no one could see it. It was literally “invisible” to our 
management at the time. Data fields that did not align ultimately 
lead to data being transferred but not properly processed and 
this is a major contributor to our revenue cycle and clinical 
documentation shortcomings.

 Progress continued and revenues improved but the process 
was not efficient. One would think that if a person with a deep 
understanding of these complex issues could architect a system 
and build it to his specifications it would remedy the problem at 
hand? The truth is no HIS system will remedy all these issues. 

Epic, Cerner, et al, all have their own core issues that affect their 
performance. Each of them have their merits and detractors but 
at that point, Mr. Fry had an epiphany and resigned as CIO in May 
of 2006 and Prevalent was born. The right way to approach the 
problem was to leverage the existing installed system at hand 
which has already been capitalized and use advanced analytics 
tools against payer data to determine needs and build the 
appropriate workflows to have an immediate impact. It worked 
and Prevalent has gone on to lead the industry ever since.

 Prevalent today is system agnostic and interfaces with each of 
them. Our clinical analytics and comprehensive claims analyzer 
and adjudication system will examine your 837 and 835 files and 
provide immediate feedback as to how to improve your data 
processes, workflows and most importantly tell us where to look 
in your database(s) for lost data artifacts. Employees could be 
doing their jobs perfectly, but the complexity of the process fails 
them to the benefit of the payors. 

 Our results are actionable, our system is transparent, empirical 
in nature and provides no disruption or little to no consumption 
of valuable staff time. Please give us a shot and perhaps we can 
reveal what you have been missing. 

A FIRST PRINCIPLE’S THINKER APPROACH TO REVENUE CYCLE ANALYTICS 

Sponsored Content

http://www.nexthealthtechnologies.com/
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Turn-Key Health is an end-of-life population health management company that aligns payers, community-based palliative 
care providers, and members through technology and process to solve the problem of poor quality, low satisfaction, 
and extreme high cost during the last 18 months of life. The Company utilizes payer claims data and predictive analytics 
to identify members who are likely to die within 12 months. That data is stratified based on members who are predicted 
to experience an over-medicalized death. Turn-Key Health utilizes the stratified data to populate its mobile acute 
illness management (AIM) platform, which instructs and guides the community-based palliative care partners on patient 
assessments, interventions, and real-time risk stratification. All interactions and outcomes are provided in real-time 
dashboard views for payers and community-based palliative care providers. The result is improved quality, higher member 
satisfaction, and decreased expense for the member and payer.

For more information visit www.turn-keyhealth.com

Wellframe partners with health plans and healthcare providers to extend the capacity and effectiveness of existing care 
management resources while guiding higher-risk members toward improved experience, care plan adherence and health 
outcomes. Wellframe’s Intelligent Care Management Platform is a clinically proven technology that converts evidence-based 
clinical protocols into simple, interactive, multimedia daily health checklists delivered directly to patients through a mobile 
application on their phone.

At SpendWell, insured care seekers and health care providers connect directly in our benefits-integrated, e-commerce 
marketplace. Our solution delivers an intuitive, online retail experience—shoppers can see known prices for routine 
health services and pay for their share of care before they walk through a provider’s door. Automatic benefits coordination 
and upfront pricing means no more confusion or surprise bills for your members. No more eligibility verification, claims 
submissions or collection risks for providers. Plus, lower administrative and medical costs for you. For more information, 
visit www.SpendWellHealth.com   

Best in Show

Finalist

http://www.turn-keyhealth.com
http://www.SpendWellHealth.com
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The Healthcare industry is traditionally built upon the relationships 
established within the ecosystem of health payers, members 
and patients. To be successful, payers need to strengthen 
their relationships with members and patients, and ensure that 
member complaints are managed as per regulatory mandates. 
Though effective member complaints management offers the 
best opportunities to retain, and ultimately grow membership, 
many payers continue to struggle due to various factors. Firstly, 
workflow inefficiencies induced by primitive processes hinder 
staff from identifying shortest resolution path to effectively close 
complaints, affecting employee productivity and increasing issue 
resolution time. Secondly, inflexible and unintegrated systems 
across multiple departments deter data consolidation efforts 
resulting in missed deadlines and hefty fines from regulatory 
bodies. Finally, the lack of an automated escalation process 
and visibility into historic data inhibits faster resolution, drastically 
affecting complaints management efficiency.

Virtusa’s platform agnostic, customer-centric CMS Complaints 
Management Solution encompasses a flexible platform which 
offers specific capabilities to achieve faster and effective 
complaints management: 

1. Transparency and Accountability: Virtusa’s solution 
automatically creates complaints registered with CMS and 
intelligently routes cases based on issue, skillset and availability. 
The solution expedites interventions using CMS protocol and 
correspondence templates. The 360° member and provider 
lookup feature helps identify frequent engagements and enables 
personalized member engagement. Further, the solution’s drill 
down capabilities allows traceability of notes automatically 
uploaded from CMS and internal departments. 

2. Optimized workflow: Integrated complaints management 
coordinates work across departments, easing daily workflow. 
The solution’s ability to make global announcements enables 
managers to communicate system-wide issues with all customer 
service representatives, eliminating redundant work. The solution 
also navigates to “next-best-action” enabling real-time, automated 
business decisions allowing detailed documentation, streamlining 
audits and report generation for CMS.

3. Automated escalation and Analytics: The solution’s 
dashboards and alerts ensure effective department-level 
escalation and prompt compliance with SLA. Further, advanced 
analytics into aggregated portfolio of cases and staff productivity 
continuously improves quality.

Virtusa leverages cutting-edge accelerators that enable clients to 
accelerate their solution time-to- market. The prebuilt architecture 
is configurable to the needs of an organization, and reduces 
development timelines and costs. An implementation playbook 
is leveraged to facilitate template requirements gathering, design, 
UAT and rollout. Use cases that include process maps and root-
cause analyses prior to designing ideal end-state workflows, 
increase efficiencies and reduces risks. Training and QA guides 
with train-the-trainer and escalation guides into daily processes 
reduces QA efforts. Opportunity assessments enable leaders to 
drive long-term performance improvement and diagnostic tools 
identify gaps and map future goals. 

Virtusa’s CMS Complaints Management solution offers significant 
benefits including:

• 100% CMS compliance
• Significant improvement to ROI
• Increased agent productivity and customer satisfaction
• Reduced training time and costs 
• Reduced recurring complaints

Virtusa’s proven experience in Healthcare empowers us to 
understand the nuances of the payers market and proactively 
respond to varying market needs. Our solution is specifically built 
to help payers overcome challenges pertaining to CMS mandates 
around complaints management through a robust BPM-driven 
platform.  

For more information visit http://www.virtusa.com/industries/
healthcare/perspective/ or write to salesinquiries@virtusa.com 

ACHIEVE OPTIMIZED CMS COMPLAINTS MANAGEMENT WITH VIRTUSA 
BY MURTUZA MUKADAM, SENIOR DIRECTOR - HEALTHCARE PRACTICE, VIRTUSA CORPORATION

Sponsored Content

http://www.virtusa.com/industries/healthcare/perspective/
http://www.virtusa.com/industries/healthcare/perspective/
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Wellthie is a health care technology company offering cloud-based software solutions to acquire, retain and engage 
consumers in the retail insurance market. Wellthie’s next generation e-commerce platform is used for all individual lines 
of business (Under-65, Medicare, Medicaid, CHIP and Duals) and small group, to maximize membership and profitability.  
Wellthie’s platform is also focused on retaining members through education, decision support, and engagement in the 
health plan’s programs. To request a demo, contact Wellthie here. 

DIRECTORY LISTINGS: DATA ANALYTICS/BUSINESS INTELLIGENCE

Altruista Health provides a suite of technology solutions that support collaborative, data-driven and person-centered 
approaches to population health management.

Founded in 2007 and headquartered in Reston, Virginia, Altruista Health has been recognized by Gartner as one of the 
fastest-growing care management technology companies serving the government sector. Every day, thousands of health 
professionals in more than 33 states use Altruista Health solutions to break down barriers to care, reduce avoidable 
healthcare expenses and improve the health outcomes of nearly 10 million people.

We present ourselves not as a technology vendor but as a population health management partner. For each client, we share 
our experiences as past health plan executives and consultants to state Medicaid agencies, as well as through our current 
support for a variety of emerging models of care across the country. With this approach, we strive to become program 
partners and trusted advisors to all of our clients.

Finalist

https://www.wellthie.com/
https://www.wellthie.com/contact
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Xcenda’s PHORCE (Population Health Outcomes Reporting 
Centralized Engine) is a desktop-based analytics tool that allows 
payer organizations to generate plan-specific analyses of mission-
critical activities. PHORCE provides intelligent and transparent 
real-world evaluation of the organization’s own data that is readily 
imported from medical, pharmacy, and standardized fields from 
electronic health record (EHR) sources. By connecting disparate 
datasets, PHORCE affords payer organizations the ability to identify 
key insights for enhancing member engagement, implementing 
financial efficiencies, and promoting innovation throughout the 
business.

PHORCE was developed out of Xcenda’s long-standing expertise 
in creating interactive software programs that comprehensively 
measure the value of medical, pharmaceutical, and other health 
technology interventions with real-world evidence data. Our health 
outcomes specialists have designed numerous disease-specific 
programs, known as Outcomes Analyzers, that study interventions 
in rheumatology, oncology, mental health, diabetes, hepatitis 
C, and many others. The PHORCE platform builds upon these 
capabilities by applying pre-built reporting solutions to some of the 
most challenging needs in the payer landscape. These solutions 
are targeted to furnish actionable intelligence for the organization 
in understanding their members’ treatment patterns, cost of care, 
and overall performance in comparison to national and/or regional 
benchmarks. 

Users of the PHORCE platform can readily implement the 
technology with a desktop installment of the software. Claims data 
are imported into the desktop platform from the organization’s own 
local network, without the risk of sharing the data over the web or 
among third-party exchanges. 

The PHORCE platform is structured around six core focus 
areas that are specialized to deliver out-of-the-box solutions 
for a diverse audience of payer organization type. These core 
focus areas, known as Query Kits, include Quality Metrics, 
Guideline Auditing, Member Initiatives, Medication Adherence, 
Alternative Payment Modeling, and Rebate Forecasting. 

The following capability descriptions for each of the Query Kits 
highlight the comprehensive value the platform brings to the payer 
organization: 

•  Quality Metrics: Allows organizations to identify specific 
opportunities for improving measures related to key HEDIS and 
CAHPS scores. 

•  Guideline Auditing: Equips organizations with integrated 
abilities to assess key clinical decision making in adherence to 
established clinical practice guidelines. 

•  Member Initiatives: Identifies appropriate members to engage 
within any clinical interventional program that is already 
established, or enables organizations to build their own 
engagement program. 

•  Medication Adherence: Provides an adaptable instrument to 
measure drug adherence, and correlate findings with potential 
cost offsets. 

•  Alternative Payment Modeling: Tests implementation of a variety 
of payment models, including bundled payment, shared savings, 
and pay-for-performance agreements. 

•  Rebate Forecasting: Delivers an in-house tool for organizations 
to analyze pharmacy-spending trends and develop actionable 
considerations for drug rebates.

With this extensive set of abilities, PHORCE offers organizations 
a superior competitive advantage by having a centralized means 
for generating a variety of population and patient-level reporting. 
Xcenda’s PHORCE platform will revolutionize the way payer 
organizations understand their population’s health and help 
advance their members’ outcomes overall. For more information, 
contact us at insights@xcenda.com and visit http://www.xcenda.
com/Services/Health-Economics-Outcomes-Research/Outcomes-
Analyzers/. 

CENTRALIZED SOLUTIONS FOR THE DISPARATE POPULATION LANDSCAPE
BY BENJAMIN PARCHER, PHARMD, GLOBAL HEALTH ECONOMICS AND OUTCOMES RESEARCH, XCENDA

Sponsored Content
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Can you prove your analytics solution is working?  We can.

NextHealth Technologies is a predictive analytics company delivering causal outcomes and reduced costs by identifying 
the most impactable high-risk consumer populations and measurably changing their behavior. NextHealth is driving a 
sustained 25% reduction in avoidable ER usage and over $17 per member per year in medical claims cost reduction for 
a targeted Medicaid population. NextHealth’s SaaS platform integrates three foundational technologies –  prescriptive 
analytics, behavioral economics, and multichannel consumer engagement – to predict risk reduction opportunities and 
prescribe personalized member-level “nudges”, dramatically improving outcomes.  Customers include some of the nation’s 
largest health plans, accountable care organizations, and risk bearing hospitals. Other applications include out-of-network 
reduction, readmission reduction, and retention of high value individual members. NextHealth offers an at risk contract 
based on outcomes/results. 

Email us at info@nexthealthtechnologies.com to schedule a free demo or visit www.nexthealthtechnologies.com to  
learn more.

Care at Hand - Predicting and Preventing Avoidable Hospitalizations using Smart Surveys

Care at Hand’s evidence-based technology administers “smart surveys” which predict risk of hospitalization. The 
application, deployed by non-medical front-line workers, presents a short series of dynamic questions using comfortable, 
non-medical language. The patient’s clinical team is notified of elevated risk in real time, providing an opportunity for 
timely intervention.

PCG Public Partnerships, LLC provides financial management services for self-direction programs ranging in size from 10 
to more than 20,000 participants, in 25 states. Self-direction allows aging adults and individuals with disabilities to live 
in their homes while making choices about the services they receive, how they are delivered, and by whom. Our tag line 
sums up our role well: Supporting Choice. Managing Costs™.

Contact Care at Hand at info@careathand.com or (628)-400-2160.

Three minute video of Care at Hand     •     AHRQ report describing evidence for Care at Hand

Care
atHand

Artemetrx Specialty Drug Solutions works with U.S. clients to provide advanced analytics, consulting, and management 
solutions that help plan sponsors better control specialty drug spending across the pharmacy and medical benefit.  Our 
clients represent a variety of health care organizations, payers, plan sponsors, and the members they serve.  Artemetrx 
fills an unmet need in the specialty drug marketplace with tools that analyze, benchmark, and assess the effectiveness 
of specialty drug programs.  Our goal is to provide independent, unbiased, and comprehensive specialty insights and 
management recommendations that maximize the value of specialty drug spend and allow for coordinated management 
across all benefits.  Artemetrx now offers its web-based, analytics software, Specialty Monitor™, to enable payers to monitor 
the specialty trend, to allow comprehensive specialty drug oversight across the pharmacy and medical benefit, and to 
realize potential savings opportunities. 

Learn more at artemetrx.com or request a demo at specialtymonitor.com

Finalist
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Prevalent Analytics provides relational database relationships and vertical business intelligence on your existing clinical and 
revenue cycle data and creates actionable items to address RCM and operational issues. 

Our system identifies a broad variety of issues that occur due to technical failures in the interoperability of disparate systems 
found in a healthcare provider organization.  Legacy HIT databases and flawed interoperability affects the revenue cycle 
process as well as operations. Claim scrubbers have some merit, but their linear methodology lacked the ability to truly vet 
the accuracy and completeness of the data.

DIRECTORY LISTINGS: DIGITAL SOLUTIONS

Healthx provides the healthcare industry’s leading digital engagement platform connecting our payer customers to their 
consumer, provider, employer and broker constituents. As an innovator in cloud-based technology, Healthx supports 
over 170 payers representing 20 million members and 600,000 providers. Our engagement expertise enables us to 
guide customers to achieve their business objectives by driving online portal and mobile app utilization and producing 
measurable ROI. The Healthx Platform provides an innovative healthcare ecosystem that can integrate with over 150 
third-party applications; customized into a seamless user experience including shop and enroll, managing benefits, cost 
transparency, payment processing, wellness, health education and other specialty content. Healthx is a proven and 
trusted partner, led by healthcare and technology experts passionate about delivering engagement solutions that drive 
outcomes. www.healthx.com

Finalist
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hms.com

Healthcare fraud consumes more than $70 billion a year. 
HMS aims to make that number go down. Way down.
That’s why we created Improper Payment Prevention, your complete anti-fraud 
solution. It covers analytics and investigations, claims and medical records, even 
prepay and postpay.
The solution now equips you with link visualization, an industry-leading interface 
that shows potential fraudsters as links on a map or in street views – all to help 
you more quickly identify issues.
Link visualization led FierceHealthPayer to name HMS as an Innovation Award 
finalist in the category of fraud and abuse prevention/detection.
Now that’s powerful.

FierceHealthPayer Innovation Award Finalist: Fraud and Abuse Prevention/Detection

OVERPOWER FRAUD

http://www.hms.com
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BioClaim is the only patented solution that captures the biometric of the patient at the point of care and transmits it to the 
payer for real-time validation. The biometric proves the correct patient was physically present to receive services, thereby 
completely eliminating phantom billing—the largest type of health care fraud. However, Patients and providers benefit 
as use of the biometric device to register patients in a medical office protects the integrity of EMR from medical ID theft 
and data breaches. The data from the transaction is transmitted to the payer and creates an auditable record on behalf of 
payer and provider.

learn more at www.BioClaim.com or follow us on twitter @BioClaim

At SpendWell, insured care seekers and health care providers connect directly in our benefits-integrated, e-commerce 
marketplace. Our solution delivers an intuitive, online retail experience—shoppers can see known prices for routine 
health services and pay for their share of care before they walk through a provider’s door. Automatic benefits coordination 
and upfront pricing means no more confusion or surprise bills for your members. No more eligibility verification, claims 
submissions or collection risks for providers. Plus, lower administrative and medical costs for you. For more information, visit 
www.SpendWellHealth.com   

Best in Show

Finalist
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HMS provides the broadest suite of healthcare cost containment solutions to help payers improve performance. We 
deliver coordination of benefits, payment integrity, and data solutions to state agencies, health plans, federal 
programs, and employers. We offer scalable services—from supplemental to full outsourcing. Using innovative technology 
through powerful data services and analytics, we prevent improper payments related to fraud, waste, and abuse and 
recover on inappropriately paid claims. As a result of our services, our customers recover billions of dollars every year and 
save billions more through the prevention of erroneous payments. A publicly traded company (NASDAQ: HMSY), HMS has 
more than 2,500 employees in 30 offices across the country and is certified by HITRUST.

Founded in 2008 and headquartered in NY, HHAeXchange is one of the fastest growing technology companies solely 
focused on the home care market (30% growth y/y) thanks to being the first to commercially provide a shared case 
management platform to Medicaid Payers nationwide. 

Billing over $2 billion of home care services annually, (100,000 patients served and 130,000 careworkers using the system 
for time and attendance), the company’s comprehensive front and back-end workflow-driven Payer Management Solution 
(Professional) enables Payers to efficiently manage their best performing home care providers. 

Best-in-class functionality includes referral and authorization management, caregiver/visit/plan of care compliance, 
scheduling visibility, real-time communication/alerts/messaging, billing, payroll and business intelligence.  

Benefits include reduced fraud and abuse, improved patient outcomes, increased operational efficiencies, and improved 
compliance. 

The Clinical Pathways module, an interactive IVR solution developed by clinicians to proactively manage the most costly 
patient populations, dramatically reduces hospital readmissions.

DIRECTORY LISTINGS: FRAUD AND ABUSE DETECTION/PREVENTION

Best in Show

Finalist

http://www.hms.com
http://www.hms.com/our-solutions


EMERGENCY ROOM

CHILD HAS ASTHMA
Should have
seen a pediatrician BAD SUNBURN

Should have treated 
herself at home

SPIDER BITE
Should have gone to an 
urgent care clinic

CONFUSED ABOUT DIAGNOSIS 
Should have called
Nurse Advice Line

Avoidable emergency room visits account for over $38 billion dollars in costs annually in the United States.

A lot of big data analytics companies claim to help this problem, but only NextHealth Technologies has 
achieved a groundbreaking 25% reduction in ER visits and associated costs with our integrated predictive 
analytics,  behavioral economics and consumer engagement platform.

Contact us to find out how we can help you achieve significant and causal outcomes in ER reduction as well 
as other use cases such as member retention, readmission reduction, and out-of-network reduction.

With    NextHealth Technologies,
              of these people wouldn’t even be in line1 in 4

Contact us today
www.nexthealthtechnologies.com

info@nexthealthtechnologies.com

(303) 285-9043

http://www.nexthealthtechnologies.com
mailto:info%40nexthealthtechnologies.com?subject=
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DIRECTORY LISTINGS: FINANCIAL/OPERATIONAL SOLUTIONS

CAQH, a non-profit alliance, is the leader in creating shared initiatives to streamline the business of healthcare. Through 
collaboration and innovation, CAQH accelerates the transformation of business processes, delivering value to providers, 
patients and health plans. Many of the nation’s major health plans are CAQH members. Through CAQH they are leading 
the industry -- driving solutions that are fundamentally changing the direction of healthcare and defining how the industry 
does business today and in the future.
• COB Smart® quickly and accurately directs coordination of benefits processes.
• EnrollHub® reduces costly paper checks with enrollment for electronic payments and electronic remittance advice.
• CAQH ProView® eases provider data collection, maintenance and distribution.
•  CAQH CORE® maximizes business efficiency and savings by developing and implementing federally mandated 

operating rules.
•  CAQH Index® benchmarks progress and helps optimize operations by tracking industry adoption of electronic 

administrative transactions.

Visit www.caqh.org for more information.

NaviNet, America’s leading healthcare collaboration network, connects over 40 health plans and 450,000 clinical and 
administrative healthcare professionals, representing 60% of the nation’s physicians and enabling 30 million transactions 
per month. Through NaviNet Open, our payer-provider collaboration platform, and our ecosystem of partners, we help 
payers and providers lower costs and boost care quality while enhancing the provider and patient experience—powering 
the ability to better the lives of every person in the U.S. by delivering critical patient data at the point of care. Founded 
in 1998 in Boston, NaviNet employs more than 330 top talent, including a product development arm in Belfast, Northern 
Ireland. NaviNet is the winner of numerous awards, including 20 Most Promising Healthcare Tech Solutions Providers 2014 
(CIO Review), 2014 U.S. Healthcare Payer Hype Cycle (Gartner), “Breakthrough” Solution for Multi-Payer Portal (HealthData 
Management) and 150 Great Places to Work in Healthcare (Becker’s Hospital Review).

At SpendWell, insured care seekers and health care providers connect directly in our benefits-integrated, e-commerce 
marketplace. Our solution delivers an intuitive, online retail experience—shoppers can see known prices for routine 
health services and pay for their share of care before they walk through a provider’s door. Automatic benefits coordination 
and upfront pricing means no more confusion or surprise bills for your members. No more eligibility verification, claims 
submissions or collection risks for providers. Plus, lower administrative and medical costs for you. For more information, visit 
www.SpendWellHealth.com   

Best in Show

Finalist

http://www.caqh.org
http://www.SpendWellHealth.com
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Virtusa (NASDAQ: VRTU) is a global IT services company that combines innovation, technology leadership and industry 
solutions to deliver differentiated experiences. These services, which include IT consulting, application maintenance, 
development, systems integration and managed services, leverage a unique Platforming methodology that transforms 
clients’ businesses through IT rationalization. 

The Healthcare practice at Virtusa provides solutions and services to Fortune 1000 companies across the entire healthcare 
ecosystem encompassing healthcare payers, providers, service providers, and independent software vendors. Leveraging 
our deep domain expertise in Healthcare and thought leadership in various technology practices, we offer cutting edge, 
truly transformational solutions and outsourcing services to accelerate health outcomes. Our gamut of innovative solutions 
and differentiated services empower healthcare organizations to achieve operational excellence and improve the quality of 
care, while reducing medical costs and ensuring compliance with changing regulations. 

For more information on Virtusa’s Healthcare offerings please visit: http://www.virtusa.com/industries/healthcare/
perspective/   or write to salesinquiries@virtusa.com.

http://www.virtusa.com/industries/healthcare/perspective/
http://www.virtusa.com/industries/healthcare/perspective/
mailto:salesinquiries%40virtusa.com?subject=


Prevalent Analytics provides relational database relationships and vertical business intelligence on your existing 
clinical and revenue cycle data and creates actionable items to address RCM and operational issues. 

Our system identifies a broad variety of issues that occur due to technical failures in the interoperability of disparate systems found in a healthcare 
provider organization.  Legacy HIT databases and flawed interoperability affects the revenue cycle process as well as operations. Claim scrubbers have 
some merit, but their linear methodology lacked the ability to truly vet the accuracy and completeness of the data. 

Delivers Actionable Results
Prevalent analytics allows you to check against demographics, benefits verification, medical necessity, billing and coding issues and continually 
changing payer rules we have organized in our proprietary database to fully adjudicate claims before sending to payers.  Because Prevalent quickly 
imports the data into its database it can use multiple resources simultaneously providing a unique solution to a complex problem.  

Increases & Accelerates Cash Flow
Prevalent Analytics is the systematic use of technologies, methods, and data to derive insights to enable fact-based decision-making allows health 
care administrators and providers a path to success in risk or new value-based care arrangements. We have proven that the right analytics strategy 
navigates many of the modern day problems of the typical US health system--from lowering unit costs, managing quality, and identifying at-risk 
populations to connecting with consumers and better understanding organizational performance.

Increases & Accelerates Cash Flow
Most analytics companies are still in the qualitative stage of maturity, where the Prevalent Health approach utilizes quantitative analyses and 
beyond. We will draw upon our experiences to identify and provide creative and innovative solutions beyond “the numbers”. Our approach takes 
performance improvement to the next level by combining tested methodologies and proprietary tools with innovative insights that can address the 
individual operations of your organization. Prevalent was developed by Shawn Fry, who has multiple patents for his methods in forward error correction, 
synchronization of data across wide networks and analyzing payloads for accuracy that allowed him to take a fresh systemic approach to healthcare data 
with solid mathematical principles.  

Prevalent Health Analytics has been utilized by over a hundred individual hospitals and provider organizations and identified over $1 billion in missed 
revenue opportunities and assisted in the recovery of collectable dollars from all insurance carriers.   Prevalent has also identified and tracked data issues, 
operational issues as well as ongoing clinical documentation issues, medical necessity validation, missing ICD-10 diagnosis components for comorbidity, 
chronic conditions that affect reimbursement.  Prevalent analytics also leads the way on using analytical data at the “point-of-care” to achieve

Contact contact@prevalenthealth.com or (713) 554-6100 ext: 201

mailto:contact%40prevalenthealth.com?subject=


Get connected
with our social world

VIRTUSA’S CMS 
COMPLAINTS 

MANAGEMENT SOLUTION

Enabling optimized complaints 
management through 

payer-member collaboration

The Healthcare practice at Virtusa provides solutions and services to Fortune 1000 companies 
across the entire healthcare ecosystem encompassing healthcare payers, providers, service 
providers, and independent software vendors. Our gamut of innovative solutions and 
differentiated services empower healthcare organizations to achieve operational excellence and 
improve the quality of care, while reducing medical costs and ensuring compliance with changing 
regulations. Our CMS complaints management solution focuses on payer-member collaboration 
for optimized complaints management.

For more information on Virtusa’s Healthcare offerings please visit: 
http://www.virtusa.com/industries/healthcare/perspective/ or write to salesinquiries@virtusa.com

Payer IT PEAK Matrix 2015- 
Major Contender 
& Star Performer

http://www.virtusa.com/industries/healthcare/perspective/
mailto:salesinquiries%40virtusa.com?subject=


YOUR PATIENT POPULATION DATA
MEETS ACTIONABLE, REAL-WORLD 
EVALUATION—AT YOUR FINGERTIPS

With Xcenda’s PHORCE (Population Health Outcomes Reporting Centralized Engine), payers now have a centralized 
way to generate population- and patient-level reports on demand. Harness your own data to analyze mission-critical 
activities and advance the overall outcomes of your members. 

Get an inside look at PHORCE:

Quality Metrics
Guideline Auditing

Member Initiatives 
Medication Adherence

Alternative Payment Modeling
Rebate Forecasting

Contact us to learn more
www.xcenda.com/contact-us

http://www.xcenda.com/contact-us
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