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1. Executive Summary 

Introduction 

The Iowa Medicaid Enterprise (IME) is the division of the Iowa Department of Human Services (DHS) 
that administers the Iowa Medicaid program. DHS has continually sought to improve Medicaid and the 
State Children’s Health Insurance Program (SCHIP), as well as member choice, accountability, quality 
of care, and health outcomes. DHS has also encouraged the provision of community-based services over 
institutional care where appropriate. To build on its experience and improve the coordination of care for 
its Medicaid members, DHS developed the Iowa High Quality Healthcare Initiative. This initiative was 
created to integrate care and gain efficiencies across the healthcare delivery system, which in turn 
decreases costs through the reduction of unnecessary and duplicative services. Under this initiative, most 
Iowa Medicaid beneficiaries are enrolled in a managed care organization (MCO).  

The Social Security Act (the Act) permits the Secretary of the U.S. Department of Health and Human 
Services (HHS) to waive certain provisions within Section 1902 of the Act when states meet specific 
requirements. Before implementing the Iowa High Quality Healthcare Initiative, DHS had to complete 
and submit the application—Section 1915(b) Waiver Proposal for MCO, Prepaid Inpatient Health Plan 
(PIHP), Prepaid Ambulatory Health Plan (PAHP), Primary Care Case Management (PCCM) Programs, 
and Fee-for-Service (FFS) Selective Contracting Programs (referred to as the Section 1915(b) Waiver 
application)—to the Centers for Medicare & Medicaid Services (CMS) and demonstrate that its 
proposed managed care delivery system would not reduce access to care and is cost-effective, efficient, 
and consistent with the principles of the Medicaid program.  

In February 2016, CMS approved Iowa’s Section 1915(b) Waiver application. The approved waiver 
allowed Iowa to mandatorily enroll Section 1931 children and adults and related populations, 
blind/disabled adults and children and related populations, the aged and related populations, foster care 
children, and Title XIX SCHIP beneficiaries into contracted MCOs for services authorized under the 
State plan or a waiver of the State plan. The waiver was approved statewide for a five-year period from 
April 1, 2016, to March 31, 2021.  

To renew Iowa’s High Quality Healthcare Initiative Section 1915(b) Waiver (referred to as Section 
1915(b) Waiver in the remainder of this report), CMS requires that a renewal application be submitted 
by January 1, 2021. As part of the renewal application, the State must also arrange for an independent 
assessment of its waiver program and submit the findings to CMS. To meet the requirements for 
renewal, DHS contracted with its external quality review organization (EQRO), Health Services 
Advisory Group, Inc. (HSAG), to complete the access, quality of care, and cost-effectiveness assessment 
of the Section 1915(b) Waiver program. 
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Summary of Overall Waiver Program Evaluation Findings 

Program Impact 

As related to Program Impact, HSAG determined the following areas met or exceeded the assurances in 
the Section 1915(b) Waiver application, with no recommendations for improvement: 

• Readiness Review 
• Implementation Monitoring 
• Compliance Reviews 
• MCO Monitoring 
• Ombudsman  

Access to Services 

As related to Access to Services, HSAG determined the following areas met or exceeded the assurances 
in the Section 1915(b) Waiver application, with no recommendations for improvement: 

• Marketing 
• Enrollment and Disenrollment 

– MCO Enrollment 
– Open Enrollment and Good Cause Disenrollments 

• Information to Beneficiaries 
– Pre-Waiver Implementation Outreach 
– MCO Member Helplines 

• Member Perception of Access to Care and Quality of Care 
• Coordination and Continuity of Care 

– Transition of Care for New Members 

Quality of Care 

As related to Quality of Care, HSAG determined the following areas met or exceeded the assurances in 
the Section 1915(b) Waiver application, with no recommendations for improvement: 

• Coverage/Authorization 
• Quality Assurance and Performance Improvement (QAPI) 
• Performance Improvement Projects (PIPs) 
• Grievance Systems 
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– Appeals 
• Program Integrity 

Cost-Effectiveness 

As related to Cost-Effectiveness, HSAG determined the following areas met or exceeded the assurances 
in the Section 1915(b) Waiver application: 

• Cost Savings 
– DHS Rate Setting 
– DHS Inflation 
– DHS Cost-Effectiveness Monitoring 
– Possible Cost-Shifting Between Categories of Service 

Recommendations for Program Improvement 

While these areas met the assurances in the Section 1915(b) Waiver application, recommendations are 
noted below as options to consider for potential program improvements: 

• Program Impact: Choice. While DHS generally met waiver assurances for member choice, it 
should consider taking additional steps to ensure members are consistently offered a choice of 
MCOs. HSAG recommends that DHS take steps to stabilize the MCO participation in Iowa and 
conduct a periodic review of its participating MCOs’ capacity to ensure each participating MCO is 
able to quickly manage an influx of new members if necessary. Additionally, DHS should consider 
publishing its consumer-facing scorecard to offer eligible members additional information to support 
member choice of MCO. 

• Access to Services: DHS Call Centers. DHS met waiver assurances for its call centers; however, 
HSAG recommends that DHS consider focusing on improvements to the DHS-operated call center 
service levels. DHS could do so by conducting an evaluation of past trends in high call volume time 
periods as well as completing root cause assessments of time periods with low service levels. DHS 
could also consider establishing call center metric goals that are based on incremental improvements 
over a specified time frame (e.g., improve quarterly service level by 5 percent over the prior quarter) 
when an 80 percent service level is not consistently met. 

• Access to Services: Member Communication. Although the member materials were determined to 
be generally easy to understand in alignment with 42 CFR §438.10(c)(4)(i–ii) and met waiver 
assurances, to ensure consistency of member information and communication materials, based on 
prior external quality review (EQR) compliance review documentation, HSAG recommends that 
DHS consider improving standardization across MCO member materials and taking steps to avoid 
confusing member communications such as the DHS-initiated communications that occurred related 
to the AmeriHealth program departure. 



 
 

EXECUTIVE SUMMARY 

 

  
1915(b) Iowa High Quality Healthcare Initiative Waiver  Page 1-4 
State of Iowa  IASFY2021_1915b Waiver IA_Report_F1_0920 

• Access to Services: Primary Care Provider (PCP) and Specialist Timely Access and Capacity. 
DHS met its waiver assurances but could improve general provider access by expanding the current 
appointment availability survey among PCPs to assess provider data accuracy; monitoring 
appointment availability by conducting follow-up telephone surveys when there are larger provider 
network program changes (i.e., MCOs exiting or entering the program); and reviewing whether 
prenatal-specific appointment availability standards are appropriate for its member population (e.g., 
evaluating whether 30 days for a third trimester pregnancy visit is clinically appropriate). 

• Quality of Care: Performance Measurement. Since the overall CY 2018 emergency department 
(ED) utilization rate ranked higher than the 50th percentile in comparison to national benchmarks, 
DHS could consider conducting additional investigation into whether this inappropriate ED 
utilization is due to members being unable to access primary care effectively or due to member 
conditions being ineffectively treated or managed in a primary care setting. DHS could require 
MCOs to conduct an internal review of their data and, based on these results, MCO-specific or 
statewide interventions could be implemented to promote appropriate use of EDs.  

• Quality of Care: Provider Selection. Although DHS met waiver assurances for provider selection, 
HSAG recommends that DHS take an additional step to require the MCOs to routinely provide 
voluntary provider termination reports to DHS so that DHS can monitor the stability of the MCOs’ 
contracted provider network. 

• Quality of Care: Grievances. While DHS’ monitoring and oversight processes met the assurances 
of the Section 1915(b) Waiver, transportation-related grievances trended in the top five types of 
grievances for MCOs. HSAG therefore recommends that DHS consider requesting each MCO to 
provide a root cause analysis related to transportation grievances. DHS may then determine whether 
additional action is required (e.g., focused study, corrective action, PIP) based on the results of the 
root cause analysis. 

• Cost-Effectiveness: Capitation Payment System and MCO Departure. The Section 1915(b) 
Waiver overall is cost-effective; however, it was not cost-effective in Year 3 and is not trending to 
be cost-effective in Year 4 based on first quarter Year 4 results. HSAG therefore recommends that 
DHS continue to monitor the quarterly loss ratios of the MCOs as it develops Year 5 capitation rates, 
to ensure the Section 1915(b) Waiver remains cost-effective overall. HSAG also recommends that 
DHS put processes in place to ensure the MCOs maintain as even of a distribution as possible of the 
long-term services and supports (LTSS) member cohort so that no single MCO is burdened by a 
predominate amount of risk. Additionally, HSAG recommends that DHS implement processes to 
ensure it retains ongoing access to its subcontracted entities’ data, which includes actuarial firm 
documentation (including development papers for actuarial adjustment factors). 
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2. Background 

High Quality Healthcare Initiative 

In April 2016, DHS transitioned most Medicaid members to the IA Health Link managed care program 
under the Iowa High Quality Healthcare Initiative, along with the SCHIP population (referred to as the 
Healthy and Well Kids in Iowa program or Hawki). The State of Iowa made this change to bring 
healthcare delivery under one system, which allows for Medicaid-enrolled family members to receive 
care from the same health plan. This plan creates one system of care to help deliver efficient, 
coordinated, and improved healthcare, and creates responsibility in healthcare coordination. The 
program currently provides health coverage through two contracted MCOs that provide members with 
comprehensive healthcare services, including physical health, behavioral health, and LTSS.  

While the IA Health Link and Hawki programs are currently administered by two MCOs, DHS has 
historically held contracts with three MCOs during the review period: Amerigroup Iowa, Inc. 
(Amerigroup), AmeriHealth Caritas (AmeriHealth), and UnitedHealthcare Plan of the River Valley, Inc. 
(UnitedHealthcare). Each MCO provided for the delivery of healthcare services to enrolled IA Health 
Link and Hawki members at some point between April 1, 2016, and June 30, 2019. Amerigroup and 
UnitedHealthcare both participated in the program for the entire review period (i.e., April 1, 2016–June 
30, 2019) while AmeriHealth participated in the program from April 1, 2016–November 30, 2017. 
Although not included as part of this independent assessment due to the time period under review, Iowa 
Total Care began administering health coverage to Iowans under the managed care program effective 
July 1, 2019.  

Section 1915(b) Waiver 

According to Section 1915(b) of the Act and 42 CFR §431.55, states must assure that the Section 
1915(b) Waiver does not substantially impair access to services of adequate quality where medically 
necessary. To provide this assurance, DHS must actively monitor these components of the Section 
1915(b) Waiver:  

• Program Impact: Choice, Marketing, Enrollment/Disenrollment, Program Integrity, Information to 
Beneficiaries, and Grievance Systems 

• Access: Timely Access, Primary Care Physician (PCP)/Specialist Capacity, and Coordination and 
Continuity of Care 

• Quality: Coverage and Authorization, Provider Selection, and Quality of Care 
• Cost-Effectiveness: Comparison of Per Member Per Month (PMPM) Actual Waiver Cost from the 

CMS 64 filings to the approved Waiver Cost Projections 
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As outlined in the approved Section 1915(b) Waiver application, some DHS monitoring activities may 
yield information about more than one component of the program; therefore, monitoring activity results 
may be included as applicable within more than one component section.  

Iowa Medicaid Managed Care Quality Assurance System2- 1 

The Iowa Medicaid Managed Care Quality Assurance System is the IME Quality Strategy and Plan that 
drives the focus for Iowa’s managed care program. To accomplish these objectives, DHS maintains 
several ongoing activities regarding quality initiatives which are discussed in more detail within Section 
6. Quality of Care Assessment. The objectives of the Iowa Medicaid Managed Care Quality Assurance 
System are: 

• Promote appropriate utilization of services within acceptable standards of medical practice. 
• Ensure access to cost-effective healthcare through contract compliance by: 

– Timely review of managed care network adequacy reports. 
– Incentivizing high performance in national Children’s Access to Care and Adult Access to Care 

measures through financial incentives. 
• Comply with State and federal regulatory requirements through the development and monitoring of 

quality improvement (QI) policies and procedures by: 
– Annually reviewing and providing feedback on MCO/PAHP quality strategies. 
– Quarterly reviewing of MCO/PAHP quality meeting minutes. 

• Reduce healthcare costs while improving quality by: 
– Increasing provider participation and covered lives in accountable care organizations to 50 

percent. 
– Decreasing Total Cost of Care (TCOC) 15 percent below trend. 
– Reducing the rate of both potentially preventable readmissions and potentially preventable ED 

visits by 20 percent 
– Increasing the utilization of a health risk screening tool that collects standardized social 

determinants of health (SDOH) data and measures patient confidence, then ties those results to 
value-based purchasing agreements. 

• Provide care coordination to members based on health risk assessments (HRAs) by conducting 
quarterly monitoring to ensure 70 percent of initial HRAs are completed within 90 days of member 
enrollment. 

• Ensure that transitions of care do not have adverse effects by: 

 
2-1  Iowa Department of Human Services Iowa Medicaid Enterprise. Iowa Medicaid Managed Care Quality Assurance System: 

2018. Available at: https://dhs.iowa.gov/sites/default/files/2018%20Managed%20Care%20Quality%20Plan.pdf?042320192039. 
Accessed on: July 9, 2020. 

https://dhs.iowa.gov/sites/default/files/2018%20Managed%20Care%20Quality%20Plan.pdf?042320192039
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– Maintaining historical utilization file transfers between DHS and MCOs, including the 
information needed to effectively transfer members. 

– Monitoring community rebalancing to ensure that members choosing to live in the community 
remain in the community. 

• Promote healthcare quality standards in managed care programs by monitoring processes for 
improvement opportunities and assist MCOs/PAHPs with implementation of improvement strategies 
through: 
– Chartering a collaborative quality management committee that meets at least quarterly. 
– Regularly monitoring health outcomes measure performance. 

• Ensure data collection of race and ethnicity, as well as aid category, age, and gender in order to 
develop meaningful objectives for improvement in preventive and chronic care by focusing on 
specific populations. The income maintenance worker collects race and ethnicity as voluntarily 
reported by the individual during the eligibility process. 

• Promote the use and interoperability of health information technology between providers, MCOs, 
and Medicaid.  
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3. Assessment Methodology  

Analysis Methodology 

In completing this independent assessment, HSAG followed the guidance set forth by CMS in its 
Independent Assessment Requirement for Section 1915(b) Waiver Programs: Guidance to States. HSAG 
reviewed all available information sources to evaluate the accessibility of services and quality of care for 
the populations under the waiver, including the results of EQRO activities related to access to and 
quality of care conducted during the review period. HSAG also evaluated appendices D.1–7 from the 
waiver application and detailed information from DHS and/or DHS’ actuary, including projected 
member months, PMPM costs, and administrative costs, as well as claims, capitation rates, and 
administrative costs data pre- and post-waiver to determine cost-effectiveness. 

Each data source assessed by HSAG was categorized under access to services, quality of care, and/or 
cost-effectiveness. 

Information Sources 

To obtain relevant data and documentation to conduct the independent assessment, HSAG worked 
closely with DHS and the DHS actuary, as needed. HSAG also reviewed existing documentation and 
data to which HSAG has access under the scope of EQRO activities. In accordance with guidelines set 
forth in the Independent Assessment Requirement for Section 1915(b) Waiver Programs: Guidance to 
States, HSAG used pre-waiver data and information from April 1, 2014, through March 31, 2016, as its 
point of comparison to post-waiver data and information from April 1, 2016, through June 30, 2019.  

Table 3-1 lists the major data sources HSAG used when assessing access to and quality of care and cost-
effectiveness of the waiver. 

Table 3-1—Description of Data Sources 

Data Sources 

MCO contract requirements 
1915(b) Waiver Application and DHS response 
Code of Federal Regulations: 42 CFR Part 438 managed care regulations 
State Medicaid Manual 2106.3 to 2493  
DHS Quality Strategy and related initiatives documentation  
Readiness review documentation 
Compliance monitoring review documentation 
State monitoring efforts documentation 
Marketing material, educational material, and correspondence to eligible members 
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Data Sources 

Enrollment and disenrollment reports, including auto-assignment rates 
Call center and member satisfaction reports 
Member information, including model language documents 
Member and provider call center reports 
DHS-managed noncompliance logs 
Network adequacy reports 
Utilization data, including claims data 
Grievance, appeal, and state fair hearing data 
Consumer Assessment of Healthcare Providers and Systems (CAHPS®) results3-2 
Healthcare Effectiveness Data and Information Set (HEDIS®) results3-3 
Quality assessment and performance improvement (QAPI) program descriptions 
Provider termination reports 
State communications and meeting minutes with stakeholder groups pertaining to waiver implementation  
Clinical practice guidelines (CPGs) 
Program integrity audit results and annual reports 
State monitoring efforts 
Performance measurement requirements 
Waiver appendices D.1–7 
Medicaid Eligibility Group (MEG) expenditures 
CMS 64 filings 
Membership/enrollment files 
Capitation rates documentation 
Claim processing controls documentation 
Fraud and abuse monitoring practices 

 

 
3-2 CAHPS® is a  registered trademark of the Agency for Healthcare Research and Quality (AHRQ). 
3-3 HEDIS® is a  registered trademark of the National Committee for Quality Assurance (NCQA). 
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4. Program Impact Assessment 

Introduction 

According to Section 1915(b) Waiver of the Act and 42 CFR §431.55, to assure that Section 1915(b) 
Waiver programs do not substantially impair access to services of adequate quality where medically 
necessary, states must actively monitor the program impact of implementing the waiver. The evaluation 
of program impact of the managed care program encompasses findings pertaining to choice, marketing, 
enrollment and disenrollment, program integrity, information to beneficiaries, grievance systems, and 
other information about the managed care program as administered by the MCOs and DHS. The 
evaluation of program impact includes an assessment of how DHS and the MCOs communicated 
program changes as MCOs exited and entered the program throughout the review period. This section 
includes an evaluation of the program impact to determine the extent to which DHS conducts 
monitoring activities related to these major areas of the waiver that are categorized as Program Impact 
within the Section 1915(b) Waiver application.  

Program Impact  

DHS implemented multiple processes to monitor program impact both pre- and post-waiver 
implementation. In alignment with the Summary Chart of Monitoring Activities that DHS submitted in 
its waiver application, DHS ensured evaluation of program impact occurred for the following areas: 

• Choice 
• Marketing 
• Enrollment/Disenrollment 
• Program Integrity 
• Information to Beneficiaries 
• Grievances 
• Timely Access 
• PCP/Specialist Capacity 
• Coordination/Continuity of Care 
• Coverage/Authorization 
• Provider Selection 
• Quality of Care 

A summary of the key program impact monitoring efforts is included in this section. 
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Readiness Review 

DHS contracted with Navigant Consulting, Inc., to conduct a readiness review of each MCO prior to the 
implementation of the program. The readiness reviews were conducted to confirm whether the 
contracted MCOs were making significant progress in preparing for the transition, including activities 
such as establishing local offices, recruiting and training staff, contracting with local providers, 
uploading automated data about new Medicaid members and providers in their systems, adapting care 
management programs, developing policies and procedures for member and provider services, educating 
providers about managed care processes, and outreaching to potential members. A primary objective of 
the readiness review was to verify that MCOs are ready to provide services for the covered populations 
in accordance with the State’s contract as well as State and federal laws. 

Navigant provided DHS with the results of its review to help DHS understand the progress each MCO 
had made toward implementation. DHS used this and other information to make a “go/no-go” 
decision—in other words, to decide if DHS would allow each MCO to begin full operations on April 1, 
2016. This process identified potential areas of risk and areas for further follow-up, corrective action, 
and monitoring that may have required follow-up as transition planning and implementation continued.  

Each MCO was scored by functional area on the percentage of requirements identified as complete, 
incomplete, or pending. Then, the total percentage of completed requirements was summarized for 
DHS’ consideration. Amerigroup received an overall score of 91 percent; AmeriHealth received an 
overall score of 92 percent; UnitedHealthcare received an overall score of 90 percent. 

The following functional areas were assessed: 

• General Administrative Requirements 
• Staffing 
• Financial Stability 
• Scope and Covered Benefits 
• Pharmacy Benefits 
• Behavioral Health Benefits 
• LTSS 
• Billing and Collections 
• Provider Network Requirements 
• Enrollment 
• Member Services 
• Grievances and Appeals 
• Care Coordination 
• Quality Management and Improvement Strategies 
• Utilization Management 
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• Program Integrity 
• Information Technology 
• Claims Processing 
• Performance Targets and Reporting Requirements 
• Termination 

Through this readiness review process, DHS demonstrated alignment with waiver assurances to ensure 
member access to care and quality of care were not impeded as a result of the transition from FFS to 
managed care. HSAG therefore has no recommendations in this area. 

Implementation Monitoring 

DHS maintained a high degree of oversight during the initial implementation of the waiver, tracking 
identified go-live issues through a regular report titled Go-Live Issues Summary Report. This report 
tracked the number of active, resolved, overdue, and total issues by MCO by the following functional 
areas: 

• Provider Services 
• Member Services 
• Systems 
• Pharmacy 
• Benefits 
• Transportation 
• Provider Contracts 
• Other  

DHS also maintained the Process Improvement Working Group which provides the Medicaid director 
with an in-depth review of the current processes to work with Medicaid agency staff, MCOs, and 
providers to make improvements. Meeting monthly from February 2018 through January 2019, this 
group provided updates to DHS Council, Medical Assistance Advisory Council, and the Hawki Board. 
Some of the issues reviewed within this group include: 

• Timely Filing 
• Rates 
• Provider Training 
• Recoupments and Reprocessing of Claims 
• Appeals, Utilization Management, and Claims Dispute Processes 
• MCO Medical and Pharmacy Prior Authorizations 
• Non-Emergency Medical Transportation 
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• Member Authorization Form to Allow Provider to Appeal on Member’s Behalf 
• Data/Outcome Resources (for specific quality and performance measures) 
• MCO Joint Treatment Planning 
• Accountable Care Organizations 
• Contact Information for Case Managers 
• Case Management for LTSS 
• Health Insurance Portability and Accountability Act of 1996 (HIPAA) Referral System 
• Specialty Providers 
• MCO Credentialing Training 

DHS also hosted provider training events annually throughout the State, which were facilitated by IME 
staff with MCO representation present. DHS conducted a survey in 2018 to obtain input from providers 
regarding training topics, demonstrating a collaborative effort to ensure provider priorities and issues are 
addressed through applicable training. 

DHS met waiver assurances for monitoring the program impact both during the initial waiver 
implementation and after the first year of implementation, as these reports, workgroups, and 
collaborative forums provided heightened visibility and resolution to the key potential impact areas as 
members enrolled in managed care. 

Compliance Reviews 

As the EQRO for Iowa, during the review period, HSAG conducted a full compliance review of all 
standards in calendar year (CY) 2016 to determine the level of MCO compliance with the standards in 
42 CFR §438. Additionally, HSAG evaluated whether the MCOs met DHS’ contractual requirements 
included in the Iowa MCO Contract (referred to throughout this report as the MCO contract). Table 4-1 
and Table 4-2 display information pertaining to the MCO compliance review scores within the review 
period. Further, the tables show the total percentage of elements Met or Not Met. Elements that received 
a determination of Not Met required the MCO to submit a CAP to DHS. Of note, elements that required 
a CAP in CY 2016 were subsequently reviewed in CY 2017 to ensure the policies and procedures, 
processes, and/or actions referenced within the CAP were operationalized by the MCO.  

Table 4-1 provides information that can be used to compare the MCOs’ performance on each of the 
13 compliance standard areas. As the compliance monitoring activity completed in CY 2017 was a 
follow-up review to the one completed in CY 2016, the table presents the combined results for both 
years. 
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Table 4-1—Standards and Compliance Scores: MCO Comparison 

CY 2016 and CY 2017 Combined Scores 

Compliance Monitoring Standard Amerigroup AmeriHealth UnitedHealthcare 

I Availability of Services 90.3% 100.0% 100.0% 

II Assurance of Adequate Capacity and Services 100.0% 100.0% 100.0% 

III Coordination and Continuity of Care 98.1% 98.1% 100.0% 

IV Coverage and Authorization of Services 100.0% 100.0% 96.0% 

V Provider Selection 100.0% 100.0% 100.0% 

VI Member Information 100.0% 100.0% 100.0% 

VII Confidentiality of Health Information 100.0% 100.0% 100.0% 

VIII Enrollment and Disenrollment 100.0% 100.0% 100.0% 

IX Grievance System 89.7% 89.7% 89.7% 

X Sub-contractual Relationships and Delegation 100.0% 100.0% 100.0% 

XI Practice Guidelines 100.0% 100.0% 100.0% 

XII Quality Assessment and Performance Improvement  100.0% 100.0% 100.0% 

XIII Health Information Systems 100.0% 100.0% 100.0% 

Total Compliance Score 96.7% 98.1% 98.1% 

The MCOs received similar overall compliance scores ranging from 96.7 and 98.1 percent, indicating 
that the MCOs had the policies and procedures and operational structure in place to meet almost all 
federal and State requirements.  

All three MCOs received a compliance score of 100 percent for Standard II—Assurance of Adequate 
Capacity and Services, Standard V—Provider Selection, Standard VI—Member Information, Standard 
VII—Confidentiality of Health Information, Standard VIII—Enrollment and Disenrollment, Standard 
X—Sub-contractual Relationships and Delegation, Standard XI—Practice Guidelines, Standard XII—
Quality Assessment and Performance Improvement, and Standard XIII—Health Information Systems, 
indicating areas of strength statewide.  

Amerigroup received a compliance score of 90.3 percent for Standard I—Availability of Services, while 
both AmeriHealth and UnitedHealthcare achieved full compliance. UnitedHealthcare achieved full 
compliance for Standard III—Coordination and Continuity of Care, while Amerigroup and AmeriHealth 
both received a compliance score of 98.1 percent. However, UnitedHealthcare received a compliance 
score of 96.0 percent for Standard IV—Coverage and Authorization of Services, where both Amerigroup 
and AmeriHealth achieved full compliance. Overall, the lowest-scored area statewide was in Standard 
IX—Grievance System, with all three MCOs scoring 89.7 percent. All three MCOs received similar 
findings; each had a finding related to obtaining member written consent when required for appeals. 
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Additionally, all three MCOs had a finding as the appeal resolution letters were not consistently written 
in easily understood language.  

The compliance review cycle restarted in CY 2018, and four standards were reviewed for both 
Amerigroup and UnitedHealthcare, as DHS established that one-third of the standards would be 
reviewed in the first year of the new compliance review cycle. Table 4-2 provides information that can 
be used to compare the MCOs’ performance on each of the compliance standards reviewed in CY 2018 
(January 1, 2018–December 31, 2018). 

Table 4-2—Standards and Compliance Scores: MCO Comparison 

Standard 
Total 

Elements 
Amerigroup UnitedHealthcare 

M NM NA Score M NM NA Score 
I Availability of Services 21 20 1 0 95% 21 0 0 100% 

II Assurances of Adequate Capacity 
and Services 3 3 0 0 100% 3 0 0 100% 

IX Grievances, Appeals, and State 
Fair Hearings* 44 42 2 0 95% 41 3 0 93% 

XII Quality Assessment and 
Performance Improvement 12 11 1 0 92% 12 0 0 100% 

Total 80 76 4 0 95% 77 3 0 96% 
*Standard IX was formerly known as Grievance System and renamed in 2018 to align with MCO contract language. 

Amerigroup and UnitedHealthcare received comparable total compliance scores of 95 percent and 96 
percent, respectively. Additionally, both MCOs achieved full compliance for Standard II—Assurances 
of Adequate Capacity and Services. 

The MCOs received similar findings in the following two areas: 

● Both MCOs either dismissed or denied an oral request for an appeal if a written, signed appeal was 
not received within 10 days. 

● Both MCOs did not demonstrate that oral notices of expedited appeal resolutions were consistently 
provided. 

While findings existed in each compliance review period, DHS met the waiver assurances related to 
ongoing monitoring of MCO compliance for federal and State requirements, as the MCOs were required 
to develop and submit a CAP to DHS for each element scored as Not Met during the compliance 
monitoring activity. Since these compliance reviews are specific to managed care, there is no pre-waiver 
comparison for similar data from FFS.  

DHS met the assurances of the Section 1915(b) Waiver renewal application through the MCO 
compliance reviews conducted; therefore, HSAG has no recommendations for improvement in this area. 
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MCO Monitoring 

DHS maintained an IA Health Link Managed Care Annual Performance Report throughout the review 
period. This report included the following content areas and was published on the DHS website for 
public access: 

• Eligibility and demographic information associated with members assigned to managed care 
• Care coordination related to specific population groupings (General, Special Needs, Behavioral 

Health, and Elderly) 
• Consumer protections and support information 
• MCO program information related to operations 
• Network access and continuity of providers 
• Financial reporting 
• Program integrity actions and recoveries 
• Healthcare outcomes for Medicaid members 
• Appendices with supporting information 

DHS leveraged these reports to monitor numerous functions within each of these content areas. While 
DHS focused on member access and quality, provider services are clearly recognized as a core 
component to meet waiver assurances related to both access and quality, as DHS monitored medical and 
pharmacy claims payment status and timeliness in alignment with MCO contract requirements. 
Additionally, DHS required the MCOs to submit provider helpline data, which is also monitored and 
published within these reports. This step ensured contract requirements were met regarding the MCO 
provider helpline service levels (i.e., 80 percent of provider helpline calls were to be answered in a 
timely manner and not abandoned). DHS also conducted secret shopper calls for both member and 
provider helplines to test for adequacy, consistency, and soft skills. As required in the Section 1915(b) 
Waiver application, DHS must actively monitor major components of its waiver; DHS provided 
assurances in its waiver application to indicate it would maintain ongoing evaluation of program impact. 
DHS required the MCOs to submit annual reports, and it assessed the reports for timeliness, numerical 
values and results reasonability, completeness, and performance standard compliance, plus noted any 
identified deficiencies. DHS provided the MCOs with feedback on the annual reports, requiring 
responses and/or assessing liquidated damages in accordance with the applicable MCO contract if 
deficiencies were detected. In both state fiscal years (SFYs) 2018 and 2019, the MCOs submitted the 
following reports, unless otherwise noted: 

• Annual Independent Audit 
• Insurance Premium Notice 
• The Center for Medicare & Medicaid Innovation (CMMI) Reporting 
• Program Integrity Work Plan—Annual Plan 
• CAHPS Survey Results 
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• 24-Hour Provider Access (SFY 2019 only) 
• Biannual Provider Market Share (SFY 2019 only) 
• Biannual Provider Ratios (SFY 2019 only) 
• Biannual GeoAccess Maps (SFY 2019 only) 
• Quality Management/Improvement Work Plan 
• HEDIS Report 
• Biannual Employment Outcomes Report 

Considering the intent of the MCO monitoring activities is to monitor MCO performance, there are no 
comparable data available from FFS. DHS demonstrated meeting the waiver assurances for program 
impact evaluation through the MCO compliance reviews and ongoing MCO monitoring that included 
the IA Health Link Managed Care Annual Performance Report as well as the mandatory MCO reporting 
requirements as outlined in the MCO contract. HSAG has no recommendations in this area. 

Ombudsman 

DHS ensured that the Iowa Office of the State Long-Term Care Ombudsman (OSLTCO) provides 
assistance and advocacy services to eligible members, or the families or legal representatives of such 
eligible members, of LTSS provided through the Medicaid program. This assistance and advocacy 
included but was not limited to all of the following:  

• Assisting members in understanding the services, coverage, and access provisions and their rights 
under Medicaid managed care.  

• Developing procedures for the tracking and reporting of the outcomes of individual requests for 
assistance, the obtaining of necessary services and supports, and other aspects of the services 
provided to eligible members.  

• Providing advice and assistance relating to the preparation and filing of complaints, grievances, and 
appeals of complaints or grievances, including through processes available under MCOs and the 
State appeals process, relating to LTSS under the Medicaid program. 

An OSLTCO representative provided assistance and advocacy services to eligible members and was 
able to access members’ medical and social records as authorized by members or members’ legal 
representatives, in order to carry out the required duties of the OSLTCO role. DHS required MCOs to 
work closely and cooperatively with the OSLTCO to ensure satisfaction and safety of members, resolve 
conflicts, and facilitate transition of members during facility or provider closures. Additionally, MCOs 
were required to publicize methods on how to contract the OSLTCO during program implementation 
and on an ongoing basis.  

Since the OSLTCO supported all areas of the program, this role and the DHS requirements for the 
MCOs to work with the OSLTCO not only supported program impact evaluation but also provided 
assurances of access and quality of care for members receiving LTSS. The OSLTCO also issued 
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quarterly managed care program reports to categorize and summarize member complaints, issues, 
resolutions, trends, and ongoing concerns. DHS has met waiver assurances as they relate to the 
OSLTCO in its role interacting with MCOs and their members. 
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5. Access to Services Assessment 

Introduction 

This section includes an evaluation of MCO compliance with requirements for member access to the 
High Quality Healthcare Initiative program and to all medically necessary, Medicaid-covered healthcare 
services, as applicable. The evaluation of access to the managed care program encompasses findings 
pertaining to timely access, PCP/specialist capacity, and coordination and continuity of care. The 
evaluation of member access to medically necessary covered services addresses access to needed 
services and healthcare providers, member perceptions of access and coordination of care, and quality 
measurement and reporting activities performed to ensure adults enrolled in the Section 1915(b) Waiver 
have been provided with adequate access to services. The evaluation of continuity of care includes an 
assessment of how DHS and the MCOs assured member transitions to managed care as well as ongoing 
continuity of care as MCOs exited and entered the program throughout the review period. 

Access to Services and Care  

Through its MCO contract, DHS required MCOs to offer an appropriate range of preventive, primary 
care, specialty services, and long-term care services that is adequate for the anticipated number of 
members for the service area at the time an MCO enters into the contract with DHS, and any time there 
is a significant change (as defined by DHS) in the MCO’s operations that impacts services. DHS also 
required each MCO to adequately serve the expected enrollment; offer an appropriate range of services 
and access to preventive and primary care services for the population expected to be enrolled; and 
maintain a sufficient number, mix, and geographic distribution of providers in accordance with the 
general access standards prescribed within the MCO contract. Additionally, DHS required MCOs to 
hold their providers accountable to meet DHS standards for timely access to care and services, taking 
into account the urgency of the need for services and to ensure providers offer hours of operation that 
are no less than the hours of operation offered to commercial members or comparable to Medicaid FFS 
(if the provider serves only Medicaid members). MCOs were also required to ensure network providers 
make their contracted services available 24 hours a day, seven days a week, when medically necessary, 
and the MCOs were to establish mechanisms to monitor and ensure provider compliance with the 
network access requirements. 

Choice 

DHS has provided assurances in its Section 1915(b) Waiver application to CMS that it complies with 
Section 1932(a)(3) of the Act and 42 CFR §438.52, which require that a state which mandates Medicaid 
beneficiaries to enroll in an MCO must give those beneficiaries a choice of at least two entities. 
Although there was a time period during which approximately 10,000 members were transitioned back 
to FFS (December 2017 through March 2018) when AmeriHealth Caritas withdrew from the program, 
and Amerigroup began work to expand its capacity so that two MCOs could be offered as a choice in the 
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future, DHS otherwise offered a choice of at least two entities throughout the rest of the review period. 
DHS has therefore generally met these assurances as it removed those members from managed care for a 
short time frame; then, once Amerigroup could confirm capacity, DHS offered a choice of at least two 
entities to members who were then reenrolled in an MCO.  

On October 31, 2017, DHS provided notification to members that AmeriHealth was withdrawing from 
the Iowa Medicaid managed care program effective November 30, 2017. At the time of this notification, 
DHS indicated an intent to randomly distribute member assignment between Amerigroup and 
UnitedHealthcare effective December 1, 2017. This communication was clear and easily understandable. 
On November 22, 2017, DHS issued another notification to members to inform them that Amerigroup 
had informed DHS that it did not have capacity to take any new members; therefore, all new members 
were assigned to UnitedHealthcare. DHS assigned any members who chose to voluntarily switch to 
Amerigroup to FFS temporarily, as it initiated a plan to contract with at least one additional MCO by 
July 2019, to ensure it could continue to meet the waiver assurance of member choice. The enrollment 
fluctuations therefore reflect that UnitedHealthcare received a high volume of members after November 
2017. 

Additionally, DHS managed the December 1, 2017, AmeriHealth withdrawal from the program in 
alignment with these steps provided in its January 2018 waiver amendment application: 

• Former AmeriHealth members who self-elected Amerigroup on or before November 16, 2017, will 
temporarily transition to the Iowa Medicaid FFS until Amerigroup Iowa has capacity. 

• All other former AmeriHealth members who did not elect a change to their MCO will be assigned to 
UnitedHealthcare. 

• Amerigroup will continue to serve IA Health Link members who were enrolled with Amerigroup 
prior to the announcement of AmeriHealth withdrawal. This includes members who may have lost 
and regained eligibility, who were previously enrolled with Amerigroup. 

• All new IA Health Link members will be assigned to UnitedHealthcare. In the coming months, 
members will have another choice in MCOs and will be notified at that time. 

There is no point of comparison for member choice during the pre-waiver period as choice was not a 
factor in FFS. 

Although outside of the review period, it is important to acknowledge that with UnitedHealthcare’s June 
30, 2018, withdraw from the program, members were again offered a choice between two MCOs 
effective July 1, 2019. While DHS generally met waiver assurances for member choice, to ensure 
members are consistently offered a choice of MCOs, HSAG recommends that DHS take steps to 
stabilize the MCO participation in Iowa and conduct a periodic review of its participating MCOs’ 
capacity to quickly manage an influx of new members. 
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Marketing 

DHS required the MCOs to follow marketing and communication federal and State guidelines, as well 
as those outlined in the MCO contract. Within the Section 1915(b) Waiver renewal application, DHS 
assured compliance with the marketing requirements in Section 1932(d)(2) of the Act and 42 CFR 
§438.104 and that the CMS Regional Office reviewed and approved the MCO contracts related to the 
marketing requirements. Additionally, DHS monitored and required MCO submission of all marketing 
materials (i.e., any communication to a potential member of the MCO to try and influence the member 
to either enroll with the MCO, not enroll with another MCO, or disenroll from another MCO) at least 30 
days in advance of distribution, or within the time frame requested by DHS. As required in the Iowa 
Medicaid Managed Care Quality Strategy, if any marketing or communication materials contained 
inaccurate or misleading information, the MCOs were subject to liquidated damages per violation.  

DHS maintained oversight throughout the review period to ensure each MCO’s marketing plan and 
materials were clear, accurate, and did not mislead, confuse, or defraud members by requiring all MCO 
marketing and member materials to be pre-approved by DHS contract administrators before being used 
or shared with members or potential members. DHS also reviewed these materials to ensure that the 
information could be easily understood by members and other stakeholders. The marketing requirements 
followed by DHS and the MCOs post-waiver implementation aligned with federal requirements specific 
to managed care; therefore, the marketing requirements do not apply to pre-waiver FFS processes. 
HSAG found that the DHS requirements and monitoring of MCO marketing were adequate to meet the 
assurances of the Section 1915(b) Waiver renewal application and has no recommendations for program 
improvement in this area. 

Enrollment and Disenrollment 

MCO Enrollment 

As part of the Section 1915(b) Waiver renewal application, DHS assured compliance with the 
disenrollment requirements outlined in Section 1932(a)(4) of the Act and 42 CFR §438.56 and that the 
CMS Regional Office reviewed and approved the MCO contracts related to the disenrollment 
requirements. Further, DHS assured that it satisfies the HIPAA privacy standards, as outlined in 45 CFR 
Parts 160 and 164. DHS contracted with an independent contractor, Maximus, to conduct enrollment 
activities and had an easily accessible online process to enroll in managed care, which included 
frequently asked questions, information about services and qualification requirements, a link to the 
official Iowa government website, and customer support available via telephone or email.  

Maximus assisted members with providing information and free counseling related to MCO selection. 
Members could receive information and select their MCO through in-person meetings, email, call 
centers, and voice system option available 24 hours a day, seven days a week.  

Table 5-1 displays the enrollment counts for Amerigroup, UnitedHealthcare, and AmeriHealth for the 
first month of each SFY quarter, beginning with April 2016 as the first month of waiver enrollment and 
ending with April 2019 as the first month of the last SFY quarter within the review period.  
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Table 5-1—MCO Enrollment Comparison 

Time Frame 
Enrolled 

Amerigroup UnitedHealthcare AmeriHealth* 

April 2016 194,820 230,444 210,724 

July 2016 199,834 200,103 241,448 

October 2016 203,174 197,523 244,632 

January 2017 200,922 192,982 226,100 

April 2017 199,857 190,277 224,793 

July 2017 196,083 186,590 219,658 

October 2017 196,091 186,400 218,687 

January 2018 187,246 402,230 NA 

April 2018 186,544 428,226 NA 

July 2018 192,120 426,618 NA 

October 2018 192,397 420,217 NA 

January 2019 193,842 419,184 NA 

April 2019 198,243 417,019 NA 
*AmeriHealth participated in the program April 2016–November 2017. 

Although outside of the review period, it should be noted that when UnitedHealthcare withdrew from 
the program as of June 30, 2019, enrollment processes to ensure as minimal program impact as possible 
remained in place. This met the DHS waiver assurances as described and ensured at least as much clarity 
was in place as existed in pre-waiver FFS enrollment processes. HSAG has no recommendations for 
improvement in this area.  

DHS Call Centers 

IME managed multiple call centers throughout the review period. The Member Services call center was 
leveraged pre-waiver for member inquiries, billing issues, provider searches, Iowa Medicaid ID card 
requests, grievances, appeals, premium payments, and requests for benefits information. Post-waiver, 
the Member Services call center provided the same services for FFS members but still served as a 
resource to MCO-enrolled members as needed, while the MCO call centers were the member resource 
for MCO-specific questions. Both pre- and post-waiver, the DHS Contact Center served as the primary 
resource for individuals who were new to Medicaid and had application questions and inquiries or 
required application assistance. Throughout the review period, the Hawki call center was used for 
general member questions both pre- and post-waiver, and was available to answer questions about 
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applying or renewing health insurance coverage for children under the age of 19 with a family income 
up to 300 percent of the federal poverty level.  

HSAG reviewed the IME fourth quarter SFY call centers data beginning in April 2015 to evaluate the 
typical call volume before implementation of the Section 1915(b) Waiver in comparison to the same 
quarter post-waiver implementation. Table 5-2 shows the total combined calls received each fourth 
quarter of the applicable SFY through the IME member-specific call centers pre- and post-Section 
1915(b) Waiver implementation.  

Table 5-2—IME Call Center Statistics 

Date Span Total Calls* 

April–June 2015 124,350 
April–June 2016 202,889 
April–June 2017 133,079 
April–June 2018 127,792 
April–June 2019 186,701 

* For consistency in evaluating call volume, since provider and member calls were combined in a single 
call center until May 2016, provider calls are included in the Total Calls for each date span. 

Call volume was generally stable in the fourth quarter of each SFY with an expected influx of calls 
received for the time period of April through June 2016 when the High Quality Healthcare Initiative 
program was implemented. For fourth quarter 2019, the call volume increased; however, this did not 
demonstrate a trend, and the call center statistics generally improved from January to June 2019, 
demonstrating IME call centers’ capability to manage the increased call volume.  

The statistics of the DHS-monitored call centers varied widely throughout the review period, with the 
June 2019 DHS Member Services and Contact Center call center report (inclusive of Hawki data) 
showing an abandonment rate of 6.6 percent, while the DHS Member Services and Contact Center 
January 2019 abandonment rate was 36 percent. In January 2019 DHS experienced additional phone line 
issues, as its call center vendor had failed to turn off the phone lines during January holidays. DHS 
transitioned to a new vendor in April 2019 and retained the ability to close the phone lines 
independently of its phone vendor, which ensured the January 2019 situation would not reoccur. 

Based on these assessment findings, HSAG concludes that although DHS met waiver assurances to 
operate an enrollee hotline, assisting Medicaid members in accessing services, identifying potential 
providers, explaining how services are provided, and helping address any issues members may have 
related to their Medicaid benefits, HSAG recommends that DHS consider focusing on improvements to 
the DHS-operated call center service levels. DHS could do so by conducting an evaluation of past trends 
in high call volume time periods as well as completing root cause assessments of time periods with low 
service levels. DHS could also consider establishing call center metric goals that are based on 
incremental improvements over a specified time frame (e.g., improve quarterly service level by 5 
percent over the prior quarter) when its vendor does not consistently meet an 80 percent service level. 
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Open Enrollment and Good Cause Disenrollment 

In September 2015, DHS initiated the open enrollment period by sending introductory mailings to 
members. From October 2015 through December 17, 2015, members were permitted to select an MCO 
with whom they would be enrolled beginning January 2016. Members who did not select an MCO were 
auto-assigned equally between the MCOs. DHS allowed members to request an MCO change from 
December 18, 2015, through March 19, 2016, without good cause. After March 19, 2016, members were 
otherwise enrolled with the original MCO for a continuous 12 months unless the member had good 
cause to request to change MCOs. DHS tracked good cause disenrollment data through its IA Health 
Link Managed Care Annual Performance Reports. First quarter SFY 2017 demonstrated the highest 
volume of good cause disenrollments, with 3,489 occurring. This high volume aligned with the first 
quarter following the April 1, 2017, implementation of the program and therefore was expected by the 
MCOs and DHS. It was likely related to the adjustment of individuals as they entered managed care.  

Examples of good cause include:  

• If a member’s provider is not enrolled with the MCO and this impacts the member’s health. 
• Member-related services cannot be performed due to the lack of MCO network availability. 
• Eligibility requirements (i.e., Programs of All-Inclusive Care for the Elderly [PACE]). 
• A member moves out of the service area. 
• An MCO does not, because of moral or religious objections, cover the services a member seeks. 
• Other reasons, including, but not limited to, poor quality of care or lack of access to providers who 

are experienced in dealing with a member’s specific healthcare needs. 

Members were able to request disenrollment from an MCO with cause at any time, and members could 
change MCOs during open enrollment periods. Members were mailed a letter with the necessary 
information to change MCOs during open enrollment periods. Of note, members were automatically 
reenrolled with the same MCO if no action was taken and if there was a gap in coverage of less than two 
months. Families were assigned to the same MCO in alignment with the waiver assurances provided by 
DHS. DHS monitored enrollment monthly and annually, plus its IA Health Link Managed Care Annual 
Performance Reports included an overview of all enrollment and disenrollment data for the applicable 
SFY.  

Good cause disenrollment processes were not comparable to pre-waiver FFS processes; therefore, there 
is no direct comparison for the pre-waiver period. Based on these assessment findings, HSAG concludes 
that DHS met waiver assurances related to monitoring of members’ MCO disenrollment requests. 
HSAG has no recommendations for improvement in this area. 
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Information to Beneficiaries  

Pre-Waiver Implementation Outreach 

Maximus, as the contracted enrollment broker, maintained responsibility for education and outreach 
efforts regarding the managed care program to potential members through written materials and oral 
communications. The enrollment broker was required to be available to provide information about the 
basic features of the program and information specific to each contractor operating in the potential 
member’s service area.  

To facilitate the transition to managed care, DHS developed a comprehensive outreach and education 
plan to guide communications with members, providers, stakeholders and the general public. The plan 
included strategies and tactics to support the communication needs of individual groups. Other interested 
parties, such as advocates and provider associations, were engaged during the development of the 
initiative through a series of 42 statewide public meetings which were held in Cedar Rapids, Des 
Moines, Davenport, Iowa City, Council Bluffs, Mason City, and Sioux City. In total, nearly 1,000 
people attended the meetings in person or via phone and provided DHS with comments and questions. 
In addition, stakeholders and the public were requested to submit questions and comments directly to the 
State via email. Additionally, on July 20, 2015, DHS posted a notice for public comment on the waiver 
application. The notice and waiver documents were made available via website and hard copy, as well as 
published in multiple newspapers with statewide circulation. The notice provided the option for any 
individual to submit written feedback to the State by email or by United States Postal Service mail. 
Comments were accepted electronically through a dedicated email address, and a physical address was 
provided for written comments to be submitted by mail or in person.  

In addition, DHS held four public hearings to offer an opportunity for the public to provide written or 
verbal comments about the waiver. Hearings were held on July 27, 2015 (Bettendorf, IA), July 31, 2015 
(Des Moines, IA), August 3, 2015 (Cedar Rapids, IA), and August 5, 2015 (Sioux City, IA). Toll-free 
conference call capabilities were made available for August 3 and 5 hearings to accommodate interested 
parties who were unable to attend a hearing in person. Hearings followed the same format, beginning 
with a brief presentation by DHS staff about the initiative, a short question and answer session, and at 
least one hour of public comments. Time permitting, DHS staff fielded additional questions at the end of 
the hearing. The public comment period ended on August 24, 2015 (35 days).  

Throughout the public comment period, 162 questions and comments were received (51 questions, 42 
verbal comments, and 69 written comments). The comments addressed a broad range of topics including 
eligibility/included benefits, member choice, MCO standardization, quality/safety, enrollment, outreach, 
reimbursement, provider issues, MCO oversight/evaluation, implementation timeline, case management, 
home and community-based services, and service delivery/access. 

DHS reviewed the comments and determined the majority were not specific to the waiver but were 
instead related to the managed care program itself. DHS took the public comments and questions into 
consideration during its implementation planning. DHS met waiver assurances related to its pre-
implementation outreach efforts. 
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Member Communication 

Within seven business days of receipt of member enrollment information, each MCO provided members 
with enrollment materials, which included: 

• A provider directory and/or information on how to find a network provider near the member's 
residence online and via the Member Helpline.  
– The provider network information provided was required to include all information detailed in 

42 CFR §438.10(e).  
– MCOs could provide the provider directory in an electronic format unless otherwise requested by 

the member. 
• MCO’s contact information including address, telephone number, and website. 
• The amount, duration, and scope of services available in sufficient detail to ensure that members are 

informed of the services to which they are entitled, including service authorization requirements. 
• Contractor's office hours/days, including the availability of the Member Helpline and the 24-hour 

Nurse Call Line. 
• The procedures for obtaining benefits, including authorization requirements. 
• Description of any restrictions on the member's freedom of choice among network providers, as well 

as the extent to which members may obtain benefits, including family planning services, from out-
of-network providers. 

• Description of how to complete a health risk screening. 
• As required at 42 CFR §438.10(g), information on the grievance and appeal process. 
• The extent to which, and how, after-hours and emergency coverage are provided, as well as other 

information required under 42 CFR §438.10 related to emergency services. 
• As set forth in 42 CFR §438, poststabilization care services. 
• If applicable, any cost-sharing information. 
• Information about the availability of nonemergency transportation and how to access. 
• Member protections, rights, and responsibilities, as outlined in 42 CFR §438. 
• Procedures for obtaining out-of-network services and any special benefit provisions (for example, 

copayments, limits or rejections of claims) that may apply to services obtained outside the MCO’s 
network. 

• Standards and expectations for receiving preventive health services. 
• Procedures for changing MCO and circumstances under which this is possible. 
• Procedures for making complaints and recommending changes in policies and services. 
• Information about advance directives. 
• Information on how to contact the Iowa Medicaid enrollment broker. 
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• Information on alternative methods or formats of communication for visually and hearing-impaired 
and non-English-speaking members and how members can access those methods or formats at no 
expense. 

• Information and procedures on how to report suspected abuse and neglect, including the phone 
numbers to call to report suspected abuse and neglect. 

• Contact information and description of the role of the OSLTCO. 
• For additional specific information applicable to members enrolled in a 1915(c) Home and 

Community Based Services (HCBS) Waiver or 1915(i) State Plan. 

DHS, through its MCO contracts, required the MCOs to adhere to contract provisions related to member 
communication standards in alignment with the assurances provided in the waiver application. These 
provisions included requiring the MCOs to: 

• Provide information to members who are limited English proficient through the provision of 
language services at no cost to the individual.  

• Provide all materials in English and Spanish, and any additional prevalent languages identified 
by DHS.  

• Identify additional languages that are prevalent among each MCO’s membership and provide 
information in any identified prevalent languages. (Note: For this requirement, “prevalent 
language” is defined as any language spoken by at least 5 percent of the general population in the 
MCO's service area). 

• Use the DHS-provided primary language of each member to ensure communication materials 
are distributed in the appropriate language.  

• Make oral interpretation services available free of charge to each member and notify all 
members that oral interpretation and translated written information is available and how to 
access those services. Written materials are required to include taglines in prevalent languages 
regarding how to access materials in alternative languages. 

• Make written materials available in alternative formats and in an appropriate manner that takes into 
consideration the special needs of those who, for example, are visually limited or have limited 
reading proficiency. This includes but is not limited to 508 compliance, Braille, large font, 
audiotape, and verbal explanations of written materials.  
– MCOs are required to inform all members and potential members that information is available in 

alternative formats and how to access those formats. 

Through its MCO contractual requirements and review of MCO materials, DHS has overall met the 
intent of its waiver assurances related to member communication and materials; however, opportunities 
to improve in this area were identified through the EQR compliance reviews. Although the member 
materials were determined to be generally easy to understand in alignment with 42 CFR 
§438.10(c)(4)(i–ii) and met waiver assurances, to ensure consistency of member information and 
communication materials, based on prior EQR compliance review documentation, HSAG recommends 
that DHS consider the following improvement: 
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• Create and mandate the use of state-developed letter templates (e.g., notices of adverse benefit 
determination [NABDs], grievance resolution letters, appeal resolution letters, notice of the denial of 
an expedited service authorization, notice of the denial of an expedited appeal resolution, notice of a 
service authorization extension, notice of an appeal resolution extension). The state-developed letter 
templates should be used across MCOs. 

Additionally, the timing of the communications regarding the members’ MCO enrollment options when 
AmeriHealth exited the market could have led to member confusion as DHS initially indicated members 
were able to select Amerigroup as an MCO, then provided a revised member communication only eight 
days prior to the AmeriHealth exit, indicating Amerigroup did not have capacity to accept any new 
members. DHS should consider taking proactive steps to avoid contradictory and/or confusing 
communications such as this situation that occurred during November 2017.  

MCO Member Helplines 

Throughout the review period, DHS required the MCOs to maintain a dedicated toll-free member 
services helpline staffed with trained personnel knowledgeable about the program. Helpline staff were 
required to be equipped to handle a variety of member inquiries, and the telephone line had to be staffed 
with live-voice coverage during normal working days (Monday through Friday), excluding State 
holidays, and be accessible, at a minimum, during working hours of 7:30 a.m. – 6:00 p.m. Central Time. 
The MCOs were required to have the ability to warm transfer calls to outside entities, such as provider 
offices, as well as internal MCO department personnel, such as care coordinators, to facilitate high-
quality service. The MCOs also had to ensure all calls were answered by a live operator who identified 
themselves by name. While the MCOs were permitted to use an interactive voice response system, they 
had to ensure a caller was connected to a live person within one minute, if the caller chose that option. 

DHS required the MCOs to maintain a service level (SL) of 80 percent for incoming calls. The MCO SL 
was calculated as follows: 

SL= ((T-(A+B)/T)*l00)  

T= all calls that enter queue, A=calls that are answered after 30 seconds,  

B=calls that are abandoned after 30 seconds 

DHS met waiver assurances related to member services call centers as the MCOs were held accountable 
to meeting the same call center service levels as those required by call centers responding to Medicaid 
FFS callers. HSAG has no recommendations in this area. 

Member Perception of Access to Care and Quality of Services 

In 2017 and throughout 2018, DHS requested HSAG to develop the IA Health Link Scorecard in 
support of DHS’ public reporting of MCO performance information to be used by members to make 
informed decisions about their healthcare. As part of this 2017 and 2018 EQR, HSAG received CAHPS 
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member-level data files and HEDIS data from DHS and/or the MCOs. In 2017 HSAG also received 
encounter data from DHS to calculate the HEDIS performance measures using administrative data only 
for the measurement period April 1, 2016–March 31, 2017. The HEDIS 2017 Specifications for Survey 
Measures, Volume 3 and the HEDIS 2018 Specifications for Survey Measures, Volume 3 were used to 
collect and report on the CAHPS measures. The HEDIS 2017 Technical Specifications for Health Plans, 
Volume 2 and the HEDIS 2018 Technical Specifications for Health Plans, Volume 2 were used to collect 
and report on the HEDIS measures. While this scorecard includes both CAHPS and HEDIS measure 
data, it is included in the “Access to Services Assessment” section of the Independent Assessment since 
the scorecard is under development with the intention of helping eligible members choose a Medicaid 
MCO, showing how well the MCOs compare to national benchmarks in terms of providing care and 
services in various performance areas. 

For the scorecard, MCOs’ performance was evaluated in seven separate reporting categories identified 
as important to consumers.5-4 

• Doctors’ Communication and Patient Engagement  
● Access to Preventive Care  
● Women’s Health  
● Living With Illness 
● Behavioral Health 
● Keeping Kids Healthy 
● Medication Management (2018 only) 

HSAG compared each measure to NCQA’s Quality Compass®5-5 national Medicaid Health Maintenance 
Organization (HMO) percentiles for the applicable HEDIS measurement year and assigned star ratings 
for each measure. Star ratings were assigned as follows: 

● One star—The MCO’s performance was below the national Medicaid 25th percentile. 
● Two stars—The MCO’s performance was at or above the national Medicaid 25th percentile, but 

below the 50th percentile. 
● Three stars—The MCO’s performance was at or above the national Medicaid 50th percentile, but 

below the 75th percentile. 
● Four stars—The MCO’s performance was at or above the national Medicaid 75th percentile, but 

below the 90th percentile. 
● Five stars—The MCO’s performance was at or above the national Medicaid 90th percentile. 
● Summary scores for the seven reporting categories (Doctors’ Communication and Patient 

Engagement, Access to Preventive Care, Women’s Health, Living With Illness, Behavioral Health, 

 
5-4  National Committee for Quality Assurance. “Ten Steps to a Successful Report Card Project, Producing Comparative 

Health Plan Reports for Consumers.” Washington, DC: NCQA; Oct 1998. 
5-5 Quality Compass® is a  registered trademark of the NCQA. 
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Keeping Kids Healthy, and Medication Management) were then calculated by taking the weighted 
average of all star ratings for all measures within the category and then rounding to the nearest 
whole star. 

For both 2017 and 2018, the finalized IA Health Link MCO Scorecard included a five-level rating scale 
that provided an easy-to-read “picture” of quality performance across MCOs and presented data in a 
manner that emphasized meaningful differences between MCOs. The summaries of the 2017 and 2018 
IA Health Link MCO Scorecards are displayed in Table 5-3 and Table 5-4, respectively. 

Table 5-3—2017 IA Health Link MCO Scorecard Summary 

MCO Domain Final Star Rating 

Amerigroup 

Doctors’ Communication and Patient Engagement  

Access to Preventive Care  

Women’s Health  

Living With Illness  

Behavioral Health  

Keeping Kids Healthy  

AmeriHealth 

Doctors’ Communication and Patient Engagement  

Access to Preventive Care  

Women’s Health  

Living With Illness  

Behavioral Health  

Keeping Kids Healthy  

UnitedHealthcare 

Doctors’ Communication and Patient Engagement  

Access to Preventive Care  

Women’s Health  

Living With Illness  

Behavioral Health  

Keeping Kids Healthy  

 

Table 5-4—2018 IA Health Link MCO Scorecard Summary 
 Amerigroup UnitedHealthcare 

Doctors’ Communication and Patient 
Engagement ★★★★ ★★★★ 

Satisfaction with Providers ★★★★ ★★★★ 
Patient Engagement ★★★ ★★★ 
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 Amerigroup UnitedHealthcare 

Access to Preventive Care ★★★★ ★★★★ 

Access ★★★★ ★★★★★ 
Preventive Health ★★ ★★ 

Women’s Health ★★★ ★★★ 
Screening for Women ★★★ ★★★ 

Maternal Health ★★★ ★★ 
Living With Illness ★★★ ★★★★ 

Diabetes ★★★★ ★★★★ 
Cardiovascular ★★★★ ★★★ 

Rheumatoid Arthritis  ★ ★★★★★ 
Behavioral Health ★★★ ★★★★ 

Follow-Up Care ★★★★ ★★★★★ 
Adults on Antipsychotics ★★ ★★★ 

Children on Antipsychotics ★★★ ★★★ 
Keeping Kids Healthy ★★★ ★★★ 

Well-Child Visits ★★★ ★★★ 
Immunizations and Screenings for Young 

Children  ★★★ ★★★★ 
Immunizations for Adolescents  ★★★ ★★ 

Medication Management  ★★  ★★★★ 

Antibiotic Stewardship  ★★ ★★★ 
Respiratory  ★ ★★★★ 

Cardiovascular ★★★ ★★★ 
Behavioral Health  ★★★ ★★★★ 

DHS also monitored MCO Adult and Child CAHPS Survey results, which were reviewed within the 
SFY 2017 and SFY 2018 IA Health Link Managed Care Annual Performance Reports. However, the 
results displayed across SFYs are not comparable as DHS reported the composites in SFY 2017 to 
reflect the number of responses to domain questions where members indicated plan performance was 
always or usually satisfactory, while the composites reported in SFY 2018 reflected the number of 
responses to domain questions where members indicated plan performance was always satisfactory. 
Tracking member perception of access to care and quality of services is an improvement over the pre-
waiver period as CAHPS Surveys were not conducted for members in FFS. Presented in Figure 5-1 
through Figure 5-4 are the DHS-reported SFY 2017 and SFY 2018 CAHPS data by MCO. 
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Figure 5-1—SFY 2017 Adult CAHPS Composite Scores 

 
  

Figure 5-2—SFY 2017 Child CAHPS Composite Scores 

 

Note: NCQA does not consider a question statistically valid unless 100 responses are received for the question. In the SFY 
2017 Child CAHPS Survey, AmeriHealth Caritas responses for Customer Service were n=95 and Specialist n=92; therefore, 
the result for the Customer Service Composite was not included in the Child CAHPS final results. 
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Figure 5-3—SFY 2018 Adult CAHPS Top Box Composite Scores 

 

 

Figure 5-4—SFY 2018 Child CAHPS Top Box Composite Scores 

 

DHS’ ongoing monitoring of CAHPS survey data efforts to use and publish a scorecard intended to 
inform Medicaid-eligible individuals’ MCO enrollment decisions demonstrated alignment with the 
waiver assurances. The ongoing use of CAHPS survey data in the scorecard and the Managed Care 
Annual Performance Report also demonstrated alignment with waiver assurances for the DHS waiver 
monitoring plan, using member surveys to provide data about timely access to services. HSAG has no 
recommendations in this area. 
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PCP and Specialist Timely Access and Capacity 

Throughout the review period, DHS established general access standards to which the MCOs were held 
accountable to ensure member access, 24 hours a day, seven days a week, to adequate numbers of 
institutional facilities; service locations; service sites; and professional, allied, and paramedical 
personnel for the provision of covered services, including all emergency services. For areas of the State 
where provider availability was insufficient to meet the standards (for example, in health professional 
shortage areas and medically underserved areas), the access standards were required to meet the usual 
and customary standards for the community. 

PCP time and distance standards were 30 minutes or 30 miles from the personal residences of members. 
PCP appointment times were not to exceed four to six weeks from the date a member requested a routine 
appointment, 48 hours of a member contacting a PCP regarding persistent symptoms, and one day or 
less for a member who had urgent needs.  

DHS also required MCOs to contract with a sufficient number of specialists with the applicable range of 
expertise to ensure that the needs of members are met within each MCO’s provider network. The MCOs 
were also required to have a system to refer members to, and pay for, out-of-network providers when 
medically necessary. Additionally, DHS established time and distance standards and appointment time 
requirements for specialists as well as the following providers: 

• Hospital and emergency services 
• LTSS  
• Behavioral health 
• General optometry  
• Lab and x-ray services 
• Pharmacies 

As part of EQR in 2017, DHS requested HSAG to evaluate the degree to which each MCO has in place 
an adequate provider network to deliver healthcare services to its Medicaid members. This analysis 
evaluated two dimensions of provider access and availability: Provider Capacity and Geographic 
Network Distribution. 

The member-to-provider ratio (provider ratio) was calculated for multiple provider categories for each 
MCO. Specifically, the provider ratio measures the number of providers by provider type (e.g., 
allergists, cardiologists) relative to the number of members. A lower provider ratio suggested the 
potential for greater network access since more providers were available5-6 to render services to 
individuals. Provider counts in this analysis were based on unique providers and not provider locations, 

 
5-6  The availability based on provider ratio does not account for key practice characteristics—i.e., panel status, acceptance of 

new patients, practice restrictions. Instead, the provider ratio analysis should be viewed as establishing a theoretical 
threshold for an acceptable minimum number of providers necessary to support a  given volume of members. 
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and the member population was restricted to those members with addresses in Iowa, including members 
dually eligible for Medicare and Medicaid. Table 5-5 presents information on the number of providers 
and the member-to-provider ratios (i.e., the number of members for each contracted provider) stratified 
by MCO and provider category.  

Table 5-5—Summary of Ratio Analysis Results for Medicaid Providers, 
 Including Out-of-State Providers in Contiguous States 

Provider Category 
Amerigroup AmeriHealth UnitedHealthcare 

Providers Ratio Providers Ratio Providers Ratio 

Non-Specialty Providers       

Primary Care, Adult 4,398 22 2,709 42 3,705 23 
Primary Care, Child 503 170 2,426 38 3,575 22 
Hospital 251 721 246 832 147 1,105 
Intermediate Care 
Facility/Skilled Nursing 
Facility (ICF/SNF) 

390 464 295 694 455 357 

Intermediate Care Facilities for 
Individuals with Intellectual 
Disabilities (ICF/IID) 

119 1,521 108 1,895 123 1,320 

Behavioral Health Inpatient 40 4,526 26 7,871 59 2,752 
Behavioral Health Outpatient 234 774 2,199 93 301 540 
General Optometry 117 1,547 385 532 678 240 
Lab and X-ray Services 63 2,874 30 6,822 226 719 
Pharmacy 963 188 873 234 979 166 
Specialists for Adults       

Allergy 58 1,649 67 1,684 56 1,525 
Cardiology 373 256 347 325 429 199 
Dermatology 112 854 103 1,095 106 806 
Endocrinology 77 1,242 87 1,297 76 1,124 
Gastroenterology 162 591 198 570 158 541 
General Surgery 386 248 400 282 389 220 
Nephrology 111 862 114 990 87 982 
Neurology 227 421 209 540 189 452 
Neurosurgery 84 1,139 138 818 76 1,124 
Obstetrics and Gynecology 
(OB/GYN) 720 80 525 128 497 102 

Occupational Therapy 212 451 152 742 215 397 
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Provider Category 
Amerigroup AmeriHealth UnitedHealthcare 

Providers Ratio Providers Ratio Providers Ratio 

Oncology/Hematology 247 387 126 895 239 357 
Ophthalmology 219 437 214 527 223 383 
Orthopedics 414 231 289 390 394 217 
Otolaryngology 182 526 174 648 143 597 
Pathology 238 402 165 684 194 440 
Physical Therapy 1,088 88 882 128 1,354 63 
Psychiatry 2,434 39 334 338 345 248 
Pulmonology 151 634 188 600 177 482 
Radiology 601 159 604 187 428 200 
Reconstructive Surgery 53 1,805 14 8,059 51 1,675 
Rheumatology 51 1,876 60 1,880 57 1,498 
Speech Therapy  147 651 103 1,095 275 311 
Urology 128 747 124 910 125 683 
Specialists for Children       

Allergy 62 1,377 67 1,371 57 1,351 
Cardiology 422 202 344 267 473 163 
Dermatology 112 762 103 892 106 726 
Endocrinology 97 880 87 1,056 90 855 
Gastroenterology 191 447 200 459 182 423 
General Surgery 411 208 401 229 410 188 
Neonatology 3 28,457 38 2,417 82 939 
Nephrology 126 678 112 820 99 778 
Neurology 22 3,881 209 439 207 372 
Oncology/Hematology 274 312 123 747 264 292 
Ophthalmology 2 42,686 210 437 224 344 
Orthopedics 6 14,229 289 318 395 195 
Otolaryngology 183 467 174 528 146 527 
Pulmonology 175 488 186 494 196 393 
Rheumatology 8 10,672 60 1,531 63 1,222 
Urology 131 652 125 735 126 611 
Note: The values in the Ratio column are rounded to whole numbers. For example, 350 in any Ratio column indicates 
350 members for each provider. 
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The geographic network distribution analysis evaluated whether the number of provider locations in an 
MCO’s provider network was proportional to the size of the MCO’s Medicaid population. Table 5-6 
lists the number of time and distance contract standards that each MCO met for non-specialty providers, 
specialists for adults, and specialists for children. A detailed explanation of findings is presented in 
sections 5, 6, and 7 of this report. 

Table 5-6—Number of Time and Distance Contract Standards Met by MCO for Each Provider Type Category 

Provider Category 
Amerigroup AmeriHealth UnitedHealthcare 

Number of Standards 
Met 

Number of Standards 
Met 

Number of Standards 
Met 

Non-Specialty 3 of 10 Standards Met 6 of 10 Standards Met 6 of 10 Standards Met 
Specialists for Adults 21 of 24 Standards Met 20 of 24 Standards Met 22 of 24 Standards Met 
Specialists for Children 10 of 16 Standards Met 14 of 16 Standards Met 15 of 16 Standards Met 
Total 34 of 50 Standards Met 40 of 50 Standards Met 43 of 50 Standards Met 

Geographic network distribution analysis results indicate that each MCO generally maintained a 
geographically accessible network, with greater than 99.9 percent of members having access to providers 
within time and distance standards for most provider categories. All MCOs had lower compliance among 
the non-specialty provider categories, demonstrating an opportunity for improvement across all MCOs. 

In 2018, DHS requested that HSAG conduct a secret shopper telephone survey of PCPs. The goals of 
the telephone survey were to ascertain whether the providers were accepting new patients enrolled in 
Medicaid programs and to assess appointment availability. Results for the MCO secret shopper survey 
are summarized in Table 5-7 below. 

Table 5-7—Summary of MCO Secret Shopper Results 

 Amerigroup UnitedHealthcare 

Accepting New Patients 63.8% 75.0% 

Provider Locations Offering an Appointment 78.7% 65.6% 

Appointments Within Contract Standards 50.0% 54.2% 

While 78.7 percent of Amerigroup’s contacted provider locations were able to offer an appointment date 
for a new Medicaid patient, only 50.0 percent of these appointment wait times were in compliance with 
contract standards for the applicable appointment type. Almost 90 percent of PCP respondents accepting 
new patients who were surveyed regarding routine appointments were able to offer an appointment 
within the contract standard, whereas approximately one-third of PCP respondents accepting new 
patients who were surveyed regarding appointments for urgent or persistent symptoms were able to offer 
an appointment within the contract standard. 
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For UnitedHealthcare, while 65.6 percent of the contacted provider locations were able to offer an 
appointment date for a new Medicaid patient, only 54.2 percent of these appointment wait times were in 
compliance with contract standards for the applicable appointment type. Almost 95 percent of PCP 
respondents accepting new patients who were surveyed regarding routine appointments were able to 
offer an appointment within the contract standard, whereas 41.9 and 28.9 percent of PCP respondents 
accepting new patients who were surveyed regarding appointments for persistent or urgent symptoms 
were able to offer an appointment within the contract standard, respectively. 

While DHS has met the Section 1915(b) Waiver assurances as related to PCP and specialist timely 
access and capacity based on its MCO requirements and monitoring processes, the results of the EQR 
network adequacy activities suggest DHS may consider some additional steps to improve in this area. 
Each of the following recommendations may improve both member perception of access to care as well 
as member experience in access to care. 

• To improve the accuracy of provider information, members’ ability to successfully schedule an 
appointment, and the timeliness of available appointments relative to members’ needs, DHS should 
monitor appointment availability to assess changes in the member experience based on the changes 
to the provider networks (i.e., UnitedHealthcare exiting the IA Health Link program and Iowa Total 
Care entering the IA Health Link program) by conducting follow-up telephone surveys. Monitoring 
activities may also include validation of the MCOs’ network adequacy efforts through surveys 
focusing on PCPs, OB/GYNs, and/or other specialty providers.  

• DHS should consider reviewing the appointment availability standards and determine if prenatal-
specific standards are appropriate for its member population. Compliance with appointment 
availability for specialist providers (i.e., 30 days) may not be clinically appropriate for a member 
seeking care in the second or third trimester of a pregnancy.  

• DHS should consider expanding the current appointment availability surveys to assess provider data 
accuracy. In addition to evaluating the timeliness of appointments, the survey could verify providers’ 
demographic information, including physician name, telephone number, and address. These 
responses could then be compared to DHS’ provider data or the MCOs’ electronic provider 
directories. Quantifying discrepancies between the electronic provider data and the providers’ self-
reported feedback would provide a foundation from which DHS could aid the MCOs in improving 
data quality, and subsequently, the accuracy of provider information available to Medicaid members.  

Coordination and Continuity of Care 

DHS required MCOs to design and operate a care coordination program, which was subject to DHS 
review and approval, to monitor and coordinate the care for members identified as having a special 
healthcare need. Minimum requirements for the MCO care coordination program included catastrophic 
case management, disease management, programs to target members overusing and/or abusing services, 
discharge planning, and transition planning. Although the scope of care coordination services could vary 
between MCOs, DHS required MCOs to employ health care coordinators to assist members who have 
special healthcare needs. Special healthcare needs could include the following chronic conditions: 
diabetes, chronic obstructive pulmonary disease (COPD), and asthma. MCOs assigned members who 
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had special healthcare needs to a health care coordinator in SFY 2017. Since this was a new and more 
comprehensive strategy than was available in FFS, DHS tracked these data for its SFY 2017 Managed 
Care Annual Performance Report. Figure 5-5 summarizes the number of adult members assigned to a 
health care coordinator in SFY 2017.  

Figure 5-5—Adult Members Assigned to a Health Care Coordinator 

 

DHS also required MCOs to conduct an initial HRA for all new members within 90 days of enrollment, 
to assess the need for any special healthcare or coordination services. During this initial health risk 
screening process, MCOs were required to offer assistance in arranging an initial visit with their PCP (as 
applicable) for a baseline medical assessment and other preventive services, including an assessment or 
screening of the member’s potential risk, if any, for specific diseases or conditions. To maintain 
oversight of the MCO’s timeliness of completing these assessments, DHS tracked these data for its SFY 
2017 and SFY 2018 Managed Care Annual Performance Reports. Figure 5-6 displays the percentage of 
members who received timely initial HRAs by MCO for both SFY 2017 and SFY 2018. 

Figure 5-6—Percentage of Members Receiving Timely Initial Health Risk Assessments 

  
Note: DHS did not report AmeriHealth assessment timeliness in the SFY 2018 Managed Care Annual Performance Report as 
AmeriHealth’s contract was not effective as of the date the SFY 2018 report was released. 
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In SFY 2018 at least 70 percent of Amerigroup and UnitedHealthcare members received an initial HRA 
within a timely manner.  

MCOs were required to receive DHS approval for use of their initial HRA tool, which was required to 
assess, at a minimum, a member’s physical, behavioral, social, functional, and psychological status 
needs. The tool was further required to determine a member’s need for care coordination, behavioral 
health services, or any other health or community services. In alignment with requiring MCOs to be 
NCQA accredited, DHS required the tool to comply with NCQA standards for health risk screenings and 
to contain questions to tie to SDOH. DHS required the initial health screening to be followed by a 
comprehensive HRA by a healthcare professional when a member was identified in the initial screening 
process as having a special healthcare need, or when there was a need to follow up on problem areas 
identified in the initial screening.  

DHS permitted MCOs to offer additional services to members. Roughly 40 added services were offered 
between the MCOs according to DHS reports from SFY 2018. Additional services included family 
planning and resources, health and wellness, healthy incentives, and additional benefits. Members also 
had access to 24/7 Nurse Call Lines and healthcare information. The MCO toll-free Nurse Call Line 
provided nurse triage telephone services for members to receive medical advice 24 hours a day, seven 
days a week from trained medical professionals. The Nurse Call Lines for each MCO were required to 
be publicized and designed as a resource to members to help discourage inappropriate emergency room 
use, with a system in place to communicate all issues with a member's healthcare providers, as 
applicable. Additionally, DHS required MCOs to maintain a protocol for an on-call physician with a 
maximum response time of 30 minutes for any call that required a medical decision.  

DHS required MCOs to develop a care plan for care coordination programs, and care plans had to meet 
the members’ health needs and align with their HRA. MCOs were required to ensure the care plan was 
developed appropriately to manage and provide the member with care. Care plan updates were required 
to be completed at least annually, and all members identified through the comprehensive HRA as having 
a healthcare need were required to have a care plan. MCOs used DHS-approved risk stratification levels 
to determine the intensity and frequency of follow-up care that was required for each member who 
participated in the care coordination program. 

DHS put additional safeguards in place to assure member care coordination occurred by requiring MCOs 
to comply with requirements; otherwise, MCOs were subject to liquidated damages. Specifically, MCOs 
were subject to liquidated damages if they failed to complete a comprehensive assessment, create a care 
plan, or authorize or initiate any long-term care services developed in the care plan.  

To further assure MCO accountability related to care coordination, DHS provided MCOs with an 
incentive payment structure for the completion of initial health screenings. According to the required 
contractual standard, each quarter at least 70 percent of new members who were assigned to an MCO for 
90 continuous days should complete an initial health risk screening. DHS provided an incentive if 
MCOs completed at least 73 percent of initial screenings. Of note, MCO incentives were based on the 
percentage of completion of initial health screenings.  

HRAs and care coordination were not requirements for all Medicaid FFS members; therefore, this 
additional screening capability and early identification of member needs represented an improvement 
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from pre- to post-waiver coordination and continuity of care for members. DHS met Section 1915(b) 
Waiver assurances, and HSAG has no recommendations for improvement in this area.  

Transition of Care for New Members 

DHS maintained transition of care requirements to ensure continuity of care for members transitioning 
in and out of an MCO’s enrollment. Possible examples of transitions included, but were not limited to: 

• Initial program implementation. 
• Initial member enrollment with an MCO. 
• Transitions between MCOs during the first 90 days of a member’s enrollment. 
• Member disenrollment for cause. 

Upon initial program implementation, DHS required MCOs to honor existing authorizations for covered 
benefits for at least 90 days after a member experienced a transition of care, for both in- and out-of-
network providers. After the first year of the program, MCOs were required to honor existing 
authorizations for covered benefits for at least 30 days, for both in- and out-of-network providers. 
Additionally, to further ensure continuity of care, when a member transitioned from one MCO to 
another, DHS required the member’s former MCO to provide the member’s new MCO with information 
on any current service authorizations, utilization data, and other applicable clinical information such as 
disease management or care coordination notes.  

DHS maintained the following service-specific transition of care requirements: 

• LTSS: Members receiving LTSS were permitted to continue to see current providers at existing 
service levels until a new service plan was completed or agreed upon by the member or resolved 
through an appeals or fair hearing process (beyond 90 days or 30 days, as applicable).  

• Residential Services: MCOs could not transition members using residential providers for up to one 
year during the first year of the waiver unless certain specific conditions were met. After the first 
year, although the MCOs were permitted to transition members to contracted residential providers, 
the MCOs were only approved to do so if the members agreed to the transition. 

• Pregnancy Care: MCOs were required to develop and implement a continuity of care policy to 
address pregnant members who were receiving out-of-network services from a provider at the time 
of MCO enrollment. 

• Dual Diagnosis: MCOs were not permitted to transition members with a dual diagnosis of a 
behavioral health condition and a development disorder for at least 90 days. 

The DHS requirements to ensure well-managed transitions and continuity of care for new members met 
the assurances of the Section 1915(b) Waiver, as mechanisms have been put in place to assure minimal 
disruption to members and effective communication of service changes during a transition period. These 
requirements also assure the Section 1915(b) Waiver does not substantially impair member access to 
quality services and care as compared to the accessibility to quality services and care prior to Section 
1915(b) Waiver member enrollment. HSAG therefore does not have any recommendations in this area. 
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6. Quality of Care Assessment 

Introduction 

Pursuant to 42 CFR §438 Subpart E, DHS implemented a comprehensive system to improve the quality of 
healthcare services for Medicaid members, including the Section 1915(b) Waiver population. Evaluating 
the quality of the managed care program encompasses findings pertaining to coverage and authorization, 
provider selection, and quality of care. The evaluation of member access to medically necessary covered 
services addresses access to needed services and healthcare providers, member perceptions of access and 
coordination of care, and quality measurement and reporting activities performed to ensure adults enrolled 
in the Section 1915(b) Waiver have been provided adequate access to services. 

Quality of Care 

Performance Measurement 

In 2018 the MCOs submitted HEDIS Interactive Data Submission System (IDSS) files for HEDIS 2018 
(CY 2017). To assess MCO performance, HSAG compared the performance measure results to the 
NCQA’s Quality Compass national Medicaid HMO percentiles for HEDIS 2018. HSAG displayed 
results for 51 performance measure rates for CY 2017. Additionally, the measures were grouped into the 
following six domains of care: Access to Preventive Care, Women’s Health, Living With Illness, 
Behavioral Health, Keeping Kids Healthy, and Medication Management. The performance measures 
calculated by HSAG were provided for information only to assist DHS in refining the IA Health Link 
Scorecard as referenced in Section 5. Access to Services Assessment. 

In 2017 and 2018, to further support the future IA Health Link Scorecard, DHS requested that HSAG 
calculate potentially preventable events (PPEs) to assess current MCO performance. In 2017 
(measurement period April 1, 2016–March 31, 2017) and 2018 (measurement period April 1, 2017–
March 31, 2018), HSAG calculated 11 and 12 measures, respectively, related to potentially preventable 
inpatient admissions, ancillary services, and ED visits using administrative data only. The PPEs 
calculated by HSAG were provided for information only to assist DHS in refining its approach to the 
future IA Health Link Scorecard. 

In 2018 the following measures were calculated by MCO and key demographic variables using the 
Agency for Healthcare Research and Quality’s (AHRQ’s) Prevention Quality Indicators (PQIs), CMS 
Core Set of Health Care Quality Measures for Medicaid specifications, and the New York University 
(NYU) Center for Health and Public Service Research’s ED Utilization Algorithm:6-1 

 
6-1  NYU/Wagner. Faculty & Research. Available at: https://wagner.nyu.edu/faculty/billings/nyued-background. Accessed 

on: Aug 7, 2020. 

https://wagner.nyu.edu/faculty/billings/nyued-background
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• Inpatient Utilization 
• Diabetes Long-Term Complications Admission Rate (PQI 03)  
• Hypertension Admission Rate (PQI 07)  
• Heart Failure Admission Rate (PQI 08)  
• Uncontrolled Diabetes Admission Rate (PQI 14)  
• Asthma in Younger Adults Admission Rate (PQI 15)  
• Plan All-Cause Readmissions (HEDIS)  
• Non-Recommended Cervical Cancer Screening in Adolescent Females (HEDIS)  
• Appropriate Treatment for Children With Upper Respiratory Infection (HEDIS)  
• Use of Imaging Studies for Low Back Pain (HEDIS)  
• Use of Multiple Concurrent Antipsychotics in Children and Adolescents (HEDIS)  
• NYU ED Utilization Algorithm, which classifies ED visits into the following four classifications: 

1. Non-emergent—This measure approximates the percentage of admissions where immediate 
medical care was not required within 12 hours. 

2. Emergent—Primary Care Treatable—This measure approximates the percentage of 
admissions where treatment was required within 12 hours, but care could have been provided in 
a primary care setting. 

3. Emergent—ED Care Needed–Preventable/Avoidable—This measure approximates the 
percentage of admissions where ED care was required based on the diagnosis, but the emergent 
nature of the condition was potentially preventable/avoidable if appropriate care had been 
received. 

4. Emergent—ED Care Needed–Not Preventable/Avoidable—This measure approximates the 
percentage of admissions where ED care was required, and appropriate treatment could not have 
prevented the condition. 

Additionally, in 2019, HSAG analyzed ED utilization using enrollment, demographic, medical 
claim/encounter, pharmacy, and provider specialty data provided by DHS for CY 2018 (i.e., January 1, 
2018–December 31, 2018). HSAG used the CMS Core Set of Health Care Quality Measures for 
Medicaid specifications,6-2 the AHRQ Healthcare Cost and Utilization Project (HCUP) Clinical 
Classifications Software (CCS),6-3 and the NYU Center for Health and Public Service Research’s ED 
Visit Classification Algorithm6-4 to analyze ED use. The data were released in the Iowa DHS Calendar 

 
6-2 Centers for Medicare & Medicaid Services. Core Set of Adult Health Care Quality Measures for Medicaid and CHIP 

Technical Specifications and Resource Manual for Federal Fiscal Year 2019 Reporting. Feb 2019. Available at: 
https://www.medicaid.gov/medicaid/quality-of-care/downloads/medicaid-and-chip-child-core-set-manual.pdf. Accessed 
on: Aug 7, 2020. 

6-3  HCUP CCS. Healthcare Cost and Utilization Project (HCUP). Mar 2017. Agency for Healthcare Research and Quality, 
Rockville, MD. Available at: www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs.jsp. Accessed on: Jan 22, 2020. 

6-4  NYU/Wagner. Faculty & Research. Available at: https://wagner.nyu.edu/faculty/billings/nyued-background. Accessed 
on: August 7, 2020. 

https://www.medicaid.gov/medicaid/quality-of-care/downloads/medicaid-and-chip-child-core-set-manual.pdf
http://www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs.jsp
https://wagner.nyu.edu/faculty/billings/nyued-background
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Year 2019 External Quality Review Technical Report, demonstrating ongoing progress in DHS’ 
monitoring of these PPEs. Table 6-1 shows the ED utilization for members in different age groups as 
well as the overall statewide utilization rate for CY 2018.  

Table 6-1—ED Utilization by Age, CY 2018 

Age Group Number of ED Visits 
Member Months 

(MM) Rate per 1,000 MM 

<1 Year 23,544 238,602 98.67 
1–9 Years 79,676 1,765,431 45.13 
10–19 Years 66,272 1,603,622 41.33 
20–44 Years 198,402 2,093,152 94.79 
45–64 Years 105,840 1,119,775 94.52 
65–74 Years 13,783 130,977 105.23 
75–84 Years 7,739 88,697 87.25 
85+ Years 4,876 83,306 58.53 
Unknown/Missing 5,116 265,612 19.26 
Total 505,248 7,389,174 68.38 

When compared to national Medicaid benchmarks,6-5 the total CY 2018 ED utilization rate ranked 
between the 50th and 75th percentiles, indicating utilization rates that are on the high end of the normal 
range. Despite fluctuations in the ED utilization rates across different age groups, the rates for members 
under 65 years of age mostly fell within the normal range (i.e., between the 25th and 75th percentiles) 
compared to national Medicaid benchmarks. However, the ED utilization for the 65 years and older age 
groups were above the 90th percentile compared to national Medicaid benchmarks. Given the small 
denominator sizes for the 65 years and older population, larger fluctuations in rates were expected.  

Table 6-2 presents the NYU ED Classifications for the most common CCS categories by the number of 
ED visits.  

Table 6-2—NYU ED Classification—Top 10 CCS Categories, CY 2018 

CCS Category 
Total ED 

Visits 

ED Care 
Needed—Not 
Preventable/

Avoidable 

ED Care 
Needed—

Preventable/
Avoidable 

Emergent—
PCP Treatable 

Non-
Emergent 

Other Upper Respiratory 
Infections 31,169 1,308 

(4.20%) 
3,550 

(11.39%) 
17,133 

(54.97%) 
8,720 

(27.98%) 

Abdominal Pain 22,746 7,484 
(32.90%) 

0 
(0.00%) 

15,177 
(66.72%) 

0 
(0.00%) 

 
6-5  Rates were compared to the NCQA’s national Medicaid HMO Audit Means and Percentiles benchmarks. 
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CCS Category 
Total ED 

Visits 

ED Care 
Needed—Not 
Preventable/

Avoidable 

ED Care 
Needed—

Preventable/
Avoidable 

Emergent—
PCP Treatable 

Non-
Emergent 

Superficial Injury; Contusion 19,356 0 
(0.00%) 

0 
(0.00%) 

93 
(0.48%) 

0 
(0.00%) 

Nonspecific Chest Pain 15,196 7,742 
(50.95%) 

0 
(0.00%) 

7,454 
(49.05%) 

0 
(0.00%) 

Sprains and Strains 15,152 0 
(0.00%) 

0 
(0.00%) 

77 
(0.51%) 

0 
(0.00%) 

Headache; including migraine 14,646 2,493 
(17.02%) 

0 
(0.00%) 

1,034 
(7.06%) 

8,865 
(60.53%) 

Spondylosis; intervertebral 
disc disorders; other back 
problems 

13,357 3,106 
(23.25%) 

0 
(0.00%) 

2,147 
(16.07%) 

7,443 
(55.72%) 

Other Injuries and Conditions 
Due to External Causes 12,087 20 

(0.17%) 
0 

(0.00%) 
65 

(0.54%) 
0 

(0.00%) 

Mood Disorders 11,671 18 
(0.15%) 

0 
(0.00%) 

0 
(0.00%) 

0 
(0.00%) 

Other Complications of 
Pregnancy 10,783 190 

(1.76%) 
0 

(0.00%) 
142 

(1.32%) 
607 

(5.63%) 

Total 505,248 68,016 
(13.46%) 

33,283 
(6.59%) 

111,453 
(22.06%) 

95,618 
(18.92%) 

Table 6-2 shows that approximately 19 percent of total ED visits were classified as non-emergent and 
another 22 percent were classified as PCP treatable, which aligns with national averages.6-6 
Additionally, ED visits for five of the 10 most common CCS categories (1. Other Upper Respiratory 
Infections, 2. Abdominal Pain, 3. Nonspecific Chest Pain, 4. Headache; including migraine, and 5. 
Spondylosis; intervertebral disc disorders; other back problems) were commonly classified as non-
emergent or PCP treatable. Of note, over 70 percent of ED visits with a diagnosis of either Other Upper 
Respiratory Infections (the most common reason for an ED visit) or Spondylosis; intervertebral disc 
disorders; other back problems (the seventh most common reason) were considered non-emergent or 
PCP treatable.  

When compared to national Medicaid benchmarks, the overall CY 2018 ED utilization rate ranked 
between the 50th and 75th percentiles, indicating utilization rates that are on the high end of the normal 
range. Additionally, the NYU classification rates for statewide ED visits aligned with national trends. 

 
6-6 Rui P, Kang K, Ashman JJ. National Hospital Ambulatory Medical Care Survey: 2016 emergency department summary 

tables. 2016. Available at: https://www.cdc.gov/nchs/data/nhamcs/web_tables/2016_ed_web_tables.pdf. Accessed on: 
Jan 22, 2020. 

https://www.cdc.gov/nchs/data/nhamcs/web_tables/2016_ed_web_tables.pdf
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However, the overutilization and inappropriate use of ED services is a noted problem for the national 
Medicaid population.6-7 Of note, when looking at the 10 most common CCS categories seen in the ED, 
five of these categories are commonly classified as either non-emergent or emergent but PCP treatable.  

DHS also maintained oversight of MCO HEDIS measures through the IA Health Link Managed Care 
Annual Performance Reports. DHS uses these data to monitor MCO quality of care, as described in its 
Section 1915(b) Waiver application. DHS also used the MCO HEDIS data in setting quality strategy 
goals, performance standards, improvement plans, and MCO incentive payments. The DHS processes 
for calculation and oversight of these performance measures aligned with the State’s Quality Strategy 
and waiver assurances, to conduct monitoring of MCO performance measures related to health 
status/outcomes and use of services/utilization. The processes also represent an improvement over FFS 
processes as these measures were not previously reported and monitored as they are monitored in 
managed care. HSAG recommends, however, that DHS investigate further into whether this 
inappropriate ED utilization is due to members being unable to access primary care effectively or due to 
member conditions being ineffectively treated or managed in a primary care setting. 

Coverage/Authorization  

All MCOs had mechanisms in place to detect both under- and overutilization. MCOs relied primarily on 
interim performance measure results to identify underutilization. Underutilized services were 
investigated and interventions were implemented to correct deficiencies. DHS leveraged MCO HEDIS 
results to monitor underutilization of services, tracking these results through the IA Health Link 
Managed Care Annual Performance Reports. Each MCO also conducted a routine review of service 
denials and appeals to ensure that medical necessity decisions were appropriate. DHS also required 
MCOs to submit service utilization reports that were monitored by DHS for MCO compliance with 
utilization review criteria and to assess consistency of criteria application, which included monitoring if 
services were denied.  

All the MCOs adopted CPGs appropriate to the Medicaid population. Examples specifically relevant to 
the Section 1915(b) Waiver population include guidelines for the treatment of asthma, heart failure, 
attention deficit hyperactivity disorder, COPD, depression, diabetes, fall risk, hepatitis C, hypertension, 
obesity, sickle cell anemia, substance use, and trauma care. Practice guidelines were made available to 
providers via MCO websites. All MCOs were required to promote practice patterns consistent with the 
evidence-based CPGs as well. All MCOs disseminated practice guidelines to all affected providers and 
to members (and potential members) upon request.  

DHS required MCOs to maintain compliance with stringent turnaround time frames for prior 
authorization decisions. MCOs were subject to liquidated damages for failure to process a prior 
authorization request within 14 calendar days of the request for service (SFY 2017 requirement was 
seven calendar days), within three business days for expedited authorization decisions, or within 24 

 
6-7 Department of Health and Human Services. Reducing Nonurgent Use of Emergency Departments and Improving 

Appropriate Care in Appropriate Settings. Jan 2014. Available at: https://www.medicaid.gov/federal-policy-
guidance/downloads/cib-01-16-14.pdf. Accessed on: Jan 22, 2020. 

https://www.medicaid.gov/federal-policy-guidance/downloads/cib-01-16-14.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib-01-16-14.pdf
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hours for pharmacy prior authorizations. DHS required MCOs to ensure authorization processes did not 
impede member access to care. DHS summarized each MCO’s monthly compliance with prior 
authorization turnaround times in the IA Health Link Managed Care Annual Performance Reports. In 
SFY 2017 the MCOs achieved timely completion of 95 percent to 100 percent of regular prior 
authorizations, 87 percent to 100 percent of expedited prior authorizations, and 100 percent of pharmacy 
prior authorizations. In SFY 2018 the MCOs achieved timely completion of 100 percent of regular prior 
authorizations, 97 percent to 100 percent of expedited prior authorizations, and 100 percent of pharmacy 
prior authorizations. In SFY 2019 the MCOs achieved timely completion of 99 percent to 100 percent of 
regular prior authorizations, 97 percent to 100 percent of expedited prior authorizations, and 99 percent 
to 100 percent of pharmacy prior authorizations. 

The DHS requirements and monitoring of the MCOs’ mechanisms for under- and overutilization 
detection, as well as the requirements governing prior authorization of prescriptions and medical 
services, were adequate to meet the assurances of the Section 1915(b) Waiver. DHS has implemented 
oversight to ensure the MCO authorization processes do not impede member access in comparison to 
FFS. HSAG has no recommendations for program improvement in this area. 

Provider Selection 

The DHS requirement for MCOs to be NCQA accredited ensures industry-standard provider 
credentialing processes are in place for provider selection. MCOs were required to submit provider 
network information to DHS via an electronic file, and to keep provider enrollment and disenrollment 
information updated. DHS also relied on its network adequacy requirements and monitoring of MCO 
CAHPS survey results to conduct evaluation of MCO quality related to provider selection. According to 
its MCO contract, DHS required the following provider network reports and performance targets: 

• Network geographic access reports for providers 
• Twenty-four hour availability audit 
• Provider credentialing report 
• Subcontractor compliance summary report 
• Provider helpline performance report 
• Quality management report and performance targets which include: 

– Quality management and improvement program workplan 
– Quality management committee meeting minutes 
– Care coordination report 
– HEDIS report 
– Quarterly health outcomes clinical reports 

Additionally, HSAG evaluated the provider selection process during the comprehensive administrative 
on-site review, determining MCOs maintained an effective program for quality network provider 
selection. DHS required the MCOs to provide both member and DHS notification of provider 
termination; however, DHS did not have reports available that summarized the voluntary termination of 
provider contracts by MCO. Although DHS met waiver assurances for provider selection, HSAG 
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recommends that DHS take an additional step to require the MCOs to provide routine voluntary provider 
termination reports to DHS so that DHS can monitor the stability of the MCOs’ contracted provider 
network. DHS may be able to leverage existing MCO provider network reports to maintain close 
oversight of voluntary provider network termination trends. 

Quality Assurance and Performance Improvement (QAPI)  

To comply with the QAPI requirements described in 42 CFR §438.330, DHS required MCOs to develop 
a Quality Management/Quality Improvement (QM/QI) program that incorporates ongoing review of all 
major contract areas. The QM/QI program was required to include ongoing comprehensive QAPI 
activities aimed at improving the delivery of healthcare services to members. As a key component of its 
QM/QI program, MCOs were required to develop DHS-approved incentive programs for both providers 
and members, with the ultimate goal of improving member health outcomes. Each MCO was required to 
use the results of its QM/QI activities to improve the quality of physical health, behavioral health, and 
long-term care service delivery with appropriate input from providers and members. MCOs were 
required to obtain DHS approval of the QM/QI program, and each MCO contract indicated the QM/QI 
program was required to address and/or include information regarding: 

• Annual and prospective five-year QM/QI workplan that set measurable goals, established specific 
objectives, identified the strategies and activities to be undertaken, monitored results, and assessed 
progress toward the goals. 

• Dedicated resources that included a QM/QI committee to oversee the QM/QI functions. 
• Physical health, behavioral health, and long-term care services. 
• A process to monitor variation in practice patterns and to identify outliers. 
• Strategies designed to promote practice patterns that were consistent with evidence-based CPGs 

through the use of education, technical support, and provider incentives. 
• Analysis of the effectiveness of treatment services, employing both standard measures of symptom 

reduction/management and measures of functional status. 
• Monitoring of network prescribers’ prescribing patterns to improve quality of care coordination 

services provided to members. 
• System for monitoring services, including data collection and management for clinical studies, 

internal quality improvement activities, assessment of special needs populations, and other quality 
improvement activities found valuable by the MCO or required by DHS. 

• Incorporation of clinical studies and use of HEDIS rate data, healthcare quality measures for 
Medicaid-eligible adults described in Section 11398 of the Act, CAHPS survey results, and data 
from other similar sources to periodically and regularly assess the quality and appropriateness of 
care provided to members. 

• Using and reporting on the Iowa Participant Experience Survey (IPES) tool for members receiving 
HCBS services. 

• Submission of a report on any performance measures required by CMS. 
• Using and reporting on all DHS-required quality measures. 
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• Procedures for collecting and assuring accuracy, validity, and reliability of performance outcome 
rates as consistent with best practice protocols developed in the public or private sector. 

• Procedures for a provider pay-for-performance program. 
• Member incentive programs. 
• Other procedures to assess member satisfaction. 

DHS provided evidence of conducting an annual review of the QM/QI workplans submitted by both 
Amerigroup and UnitedHealthcare for SFY 2018 and SFY 2019. The QM/QI workplans are an 
enhancement over the FFS program; therefore, there were no processes or documents available for pre- 
and post-Section 1915(b) Waiver implementation comparison. Based on review of the DHS 
requirements of its MCOs and the DHS annual review and oversight of the MCOs’ QM/QI workplans, 
the assurances of the Section 1915(b) Waiver renewal application were met, and HSAG does not have 
any program improvement recommendations related to the QAPI.  

Performance Improvement Projects (PIPs) 

DHS committed to conducting both clinical and nonclinical PIPs in its waiver application. According to 
DHS’ waiver application, PIPs are used to monitor and improve the quality of care delivered to members. 
The MCOs develop a workplan for the QM/QI Program, which includes PIPs, to identify the goals the 
MCO has set to address its strategy for improving the delivery of healthcare benefits and services to its 
members. The workplan identifies the steps to be taken and includes a timeline with target dates. The plan 
is submitted prospectively for each year, with quarterly updates and a final evaluation of the prior year.  

The primary objective of PIP validation is to determine each MCO’s compliance with the requirements 
of 42 CFR §438.330(b)(1), including: 

• Measurement of performance using objective quality indicators. 
• Implementation of systematic interventions to achieve improvement in quality. 
• Evaluation of the effectiveness of the interventions. 
• Planning and initiation of activities for increasing or sustaining improvement. 

Table 6-3 displays the PIPs DHS required the MCOs to conduct throughout the review period and the 
corresponding final validation status for each PIP by MCO. 

Table 6-3—2017 and 2018 MCO PIPs 

Year PIP Topic MCO Results 

2017 Member Satisfaction: Overall Satisfaction with Health Plan Related 
to the CAHPS Survey Question Rating Satisfaction from 0 to 10 

Amerigroup: Met 
AmeriHealth: Met 
UnitedHealthcare: Met 

2017 Improving Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 

Amerigroup: Met 
AmeriHealth: Met 
UnitedHealthcare: Met 
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Year PIP Topic MCO Results 

2018 Member Satisfaction: Overall Satisfaction with Health Plan Related 
to the CAHPS Survey Question Rating Satisfaction from 0 to 10 

Amerigroup: Met 
UnitedHealthcare: Met 

2018 Improving Well-Child Visits in the Third, Fourth, Fifth, and Sixth 
Years of Life 

Amerigroup: Met 
UnitedHealthcare: Met 

The PIP topics remained consistent throughout the review period as DHS identified the two topics to be 
ongoing PIPs for MCO focused improvement. In 2017, Amerigroup received a Met validation status for 
both PIPs’ initial submissions, while AmeriHealth and UnitedHealthcare were required to resubmit both 
PIPs for validation due to receiving either a Not Met or Partially Met validation status; however, all 
MCOs received a Met validation status for both PIPs’ final submissions. In 2018, UnitedHealthcare 
received a Met validation status for its initial submissions, while Amerigroup received a Partially Met 
validation status for its initial submission; however, both MCOs improved to a Met validation status for 
both PIPs’ resubmissions. 

The purpose of a PIP is to achieve statistically significant, sustained improvement in an area identified 
as requiring improvement. The following section provides a comparison of the baseline performance for 
each PIP topic conducted by the MCOs. Table 6-4 displays the baseline measurement performance and 
MCO-designated goals for Amerigroup and UnitedHealthcare for both the Well-Child Visits in the 
Third, Fourth, Fifth, and Sixth Years of Life and Member Satisfaction PIPs.  

Table 6-4—Baseline Study Indicator Rates by MCO 

MCO Name PIP Topic Study Indicator 
Baseline 

Rate 

Plan-
Designated  

Goal 

Amerigroup 

Well-Child Visits in 
the Third, Fourth, 
Fifth, and Sixth 
Years of Life 

The percentage of members 3 to 6 
years of age who had one or more 
well-child visits with a PCP during 
the measurement year. 

53.9% 64.7% 

Member Satisfaction  
The percentage of members who 
answer CAHPS adult survey 
Question #35 with a score of 9 or 10. 

58.7% 64.4% 

UnitedHealthcare 

Well-Child Visits in 
the Third, Fourth, 
Fifth, and Sixth 
Years of Life 

The percentage of members 3 to 6 
years of age who had one or more 
well-child visits with a PCP during 
the measurement year. 

72.6% 75.6% 

Member Satisfaction  
The percentage of members who 
answer CAHPS adult survey 
Question #35 with a score of 9 or 10. 

63.2% 63.5% 

For the Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP, Amerigroup reported 
that 53.9 percent of members 3 to 6 years of age had one or more well-child visits with a PCP during the 
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measurement period. For UnitedHealthcare, the baseline performance showed that 72.6 percent of 
members 3 to 6 years of age had one or more well-child visits with a PCP.  

For the Member Satisfaction PIP, 58.7 percent of Amerigroup’s members and 63.2 percent of 
UnitedHealthcare’s members answered CAHPS adult survey Question #35 (overall satisfaction with the 
MCO) with a score of 9 or 10. Both MCOs set Remeasurement 1 goals based on the baseline outcomes. 

PIPs were not in place in FFS; therefore, they represent enhancements as implemented for the Section 
1915(b) Waiver populations. DHS has met waiver assurances as related to the PIP component associated 
with quality of care. HSAG has no recommendations for improvement in this area. 

Grievance Systems 

Appeals 

In alignment with Section 1915(b) Waiver assurances, DHS required that its contracted MCOs provide 
members with access to the State fair hearing process as required under 42 CFR §431 Subpart E, 
including (1) informing members about their fair hearing rights in a manner that assures notice at the 
time of an action, and (2) ensuring that members may request continuation of benefits during a course of 
treatment during an appeal or reinstatement of services if action is taken without the advance notice and 
as required in accordance with State policy consistent with fair hearings. DHS required MCOs to also 
inform members of the procedures by which benefits can be continued or reinstated, and other 
requirements for fair hearings found in 42 CFR §431 Subpart E, to have an internal grievance system 
that allowed a member (or a provider on behalf of a member) to challenge the denial of coverage of (or 
payment for) services as required by Section 1932(b)(4) of the Act and 42 CFR §438 Subpart H. 

DHS monitored the reasons for appeals throughout the review period which were reported monthly in 
grievance data files by each MCO. To evaluate for potential grievance trends, the top five grievances 
from SFY 2017 and SFY 2018 are displayed by MCO in Table 6-5.  

Table 6-5—MCO Top Five Appeals 

SFY 
Q4 

Most Frequent 
Appeal Type 

Second Most 
Frequent 

Appeal Type 

Third Most 
Frequent 

Appeal Type 

Fourth Most 
Frequent 

Appeal Type 

Fifth Most 
Frequent 

Appeal Type 

Amerigroup 

2017 Pharmacy—
Non Injectable 

Pharmacy—
Injectable Skilled Nursing Radiology Therapy—PT 

2018 Pharmacy—
Non Injectable Radiology 

BH—
Outpatient 

Service 

Pharmacy—
Injectable 

DME (Durable 
Medical 

Equipment) 

2019 Pharmacy—
Non Injectable Radiology DME 

BH—
Outpatient 

Service 
Surgery 
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SFY 
Q4 

Most Frequent 
Appeal Type 

Second Most 
Frequent 

Appeal Type 

Third Most 
Frequent 

Appeal Type 

Fourth Most 
Frequent 

Appeal Type 

Fifth Most 
Frequent 

Appeal Type 

AmeriHealth 

2017 Skilled Care/ 
Nursing Pharmacy Prior 

Authorization 
Home Health 

Aide DME 

UnitedHealthcare 

2017 Pharmacy—
Authorization 

Pharmacy—
Covered 
Services 

Medical—
Utilization 

Review Dispute 

Medical—
Authorization 

for DME 

Pharmacy—
Dispute of 
Excluded 

Medication 

2018 

Pharmacy—
Dispute of 

coverage of 
non-preferred 

drugs 

Pharmacy—
Dispute of 
drugs that 

require clinical 
coverage 
review 

Utilization 
Review 

Determination
—Dispute over 

the medical 
necessity of a 

service or 
treatment 

Notification/Au
thorization—

Dispute 
involving 

authorization 
requirement 

DME 

2019 

Pharmacy—
Dispute of 

coverage of 
non-preferred 

drugs 

Utilization 
Review 

Determination
—Dispute over 

the medical 
necessity of a 

service or 
treatment 

Pharmacy—
Dispute of 
drugs that 

require clinical 
coverage 
review 

DME Radiology 

Note: AmeriHealth did not report any appeals in Q4 SFY 2018. 

DHS tracked MCO compliance with the contract requirement to resolve 100 percent of appeals within 
45 calendar days of receipt in SFY 2017. In SFYs 2018 and 2019, MCOs were required to resolve 100 
percent of their appeals within 30 calendar days of receipt. MCOs were contractually required to resolve 
all expedited appeals within three business days of receipt. The MCOs were subject to liquidated 
damages for each occurrence that was not resolved within the required time frames. Figure 6-1 displays 
MCO compliance with the appeal resolution contractual requirements for SFY 2017 through SFY 2019.  
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Figure 6-1—MCO Appeals Resolved in Compliance With Contract Requirement 

 

DHS also tracked and monitored State fair hearing data for all MCOs and reported the data for the first 
half of CY 2017 and the entirety of SFY 2018. The most prevalent reason for State fair hearings during 
this time period was medical service denial/reduction. DHS clarified that the State fair hearing data 
reflected the type of State fair hearing requests and did not reflect the disposition of the appeal as most of 
the appeal requests received are dismissed or withdrawn due to resolution of the issue prior to the hearing.  

The DHS and MCO processes demonstrated alignment with the Section 1915(b) Waiver assurances 
DHS provided; therefore, HSAG has no recommendations in the area of appeals. 

Grievances 

For the entire period under review (April 1, 2016–June 30, 2019), DHS required the MCOs to report 
grievance data. DHS monitored MCO grievance data to determine member satisfaction with access to 
care and services and to ensure MCOs were providing quality care to their members. The MCO contract 
included noncompliance penalties of appropriate severity, specific to MCO failure to comply with 
appeals and grievances requirements. DHS’ stringent monitoring and oversight methods met the 
assurances in the Section 1915(b) Waiver application. MCOs were required to resolve 100 percent of 
grievances within 30 calendar days of receipt or within three business days of receipt for expedited 
grievances. MCOs were fined per any occurrence that was noncompliant with this program requirement. 
Additional protections were built into the program such that if a member was not satisfied with the 
MCO’s resolution to the grievance, MCO members were informed of their right to contact the Iowa 
Medicaid enrollment broker to disenroll if good cause criteria were met. 

To assess the specific time frame for the transition of newly eligible members to the Section 1915(b) 
Waiver, HSAG evaluated the pre- and post-transition CY quarters’ access grievance categories in more 
detail. The SFY 2017, SFY 2018, and SFY 2019 percentage of grievances resolved within 30 calendar 
days by MCO is displayed in Figure 6-2.  
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Figure 6-2—MCO Grievances Resolved Within 30 Calendar Days 

 

DHS also monitored the reasons for grievances throughout the review period which were reported monthly 
in grievance data files by each MCO. To evaluate for potential grievance trends, the top five grievances 
from fourth quarter SFY 2017, SFY 2018, and SFY 2019 are displayed by MCO in Table 6-6.  

Table 6-6—MCO Top Five Grievances 

SFY 
Q4 

Most Frequent 
Grievance Type 

Second Most 
Frequent 

Grievance Type 

Third Most Frequent 
Grievance Type 

Fourth Most 
Frequent 

Grievance Type 

Fifth Most 
Frequent 

Grievance Type 

Amerigroup 

2017 Transportation—
Delay 

Provider Balance 
Billed 

Provider Attitude/ 
Rudeness 

Treatment 
Dissatisfaction 

Provider Refusal to 
Treat 

2018 Out of Network Transportation 
Delay 

Provider Balance 
Billed 

Termination of 
Eligibility 

Provider Attitude/ 
Rudeness 

2019 Transportation—
Delay 

Transportation—
Driver No Show 

Voluntary 
Disenrollment 

Provider Balance 
Billed 

Termination of 
Eligibility 

AmeriHealth 

2017 
Provider Issue—

Member Received 
Bill 

Provider Issue—
Dissatisfied with 

Treatment or 
Service 

Administrative/ 
MCO—Plan Policies 

and Procedures 

Administrative/MCO
—Issue with Service 
from Care Manager 

Transportation—No 
Pick-Up 

2018 Provider—Member 
Received Bill 

Hospital—Harm or 
Danger to Member 

Hospital—Member 
Alleges Practitioner 

Failed to Treat 
Member’s Condition 

Hospital—Member 
Threatens Lawsuit N/A 

94%

95%

96%

97%

98%

99%

100%

Q1 SFY17 Q2 SFY17 Q3 SFY17 Q4 SFY17 Q1 SFY18 Q2 SFY18 Q3 SFY18 Q4 SFY18 Q1 SFY19 Q2 SFY19 Q3 SFY19 Q4 SFY19

Amerigroup AmeriHealth UnitedHealthcare
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SFY 
Q4 

Most Frequent 
Grievance Type 

Second Most 
Frequent 

Grievance Type 

Third Most Frequent 
Grievance Type 

Fourth Most 
Frequent 

Grievance Type 

Fifth Most 
Frequent 

Grievance Type 

UnitedHealthcare 

2017 Ambulance/ 
Transportation 

Provider Issue— 
Balance Billing Quality of Care Administration—

Service Concerns 

Enrollee 
Access/Availability
—Provider Locale 

Inconvenient 

2018 

Request to 
enroll/change 

benefit plan did 
not occur within 
open enrollment 

period 

Ambulance/ 
Transportation 

Enrollee 
Access/Availability
—Provider Network 

Adequacy 

Administration—
Transition of Care Balance Billing 

2019 

Ambulance / 
Transportation—
Dispute regarding 
non-ambulance 
transportation 

Ambulance / 
Transportation—
Dispute regarding 
ambulance benefit 

Quality of Care 

Enrollee Access/ 
Availability—

Provider Network 
Adequacy 

Balance Billing 

The SFY 2018 AmeriHealth data only partially represented fourth quarter SFY 2018 as AmeriHealth 
exited the program as of November 30, 2017; therefore, the grievance volume and issues are not 
comparable to Amerigroup and UnitedHealthcare information for the same reporting period. The 
reasons are displayed to outline the types of concerns members presented as AmeriHealth ended 
operations in the State. Historical FFS data were not available for comparison since the MCO appeal 
process differs from the administrative appeal process used in FFS.  

While DHS’ monitoring and oversight processes met the assurances of the Section 1915(b) Waiver, 
transportation-related grievances appeared in each MCO’s fourth quarter year-over-year results (except 
AmeriHealth fourth quarter SFY 2018 which does not represent comparable data), which could be 
indicative of member barriers to quality healthcare. HSAG therefore recommends that DHS consider 
requesting each MCO to provide a root cause analysis related to transportation grievances. DHS may 
then determine whether additional action is required (e.g., focused study, corrective action, PIP) based 
on the results of the root cause analysis. This recommendation is further supported by information in the 
SFY 2017 and SFY 2018 IA Health Link Managed Care Annual Performance Reports which indicated 
transportation questions were the most common reason members contacted Amerigroup’s MCO 
Member Helpline.  

Program Integrity 

Within the Section 1915(b) Waiver renewal application, DHS assured compliance with the following 
regulations related to program integrity: Section 1932(d)(1) of the Act and 42 CFR §438.610 
“Prohibited Affiliations with Individuals Barred by Federal Agencies,” Section 1902(p)(2) and 42 CFR 
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§431.55, and Section 1932(d)(1) of the Act and 42 CFR §438.608 “Program Integrity Requirements.” 
Additionally, the CMS Regional Office has reviewed and approved the MCO contracts related to the 
provisions in 42 CFR §438.604 “Data that must be Certified” and 42 CFR §438.606 “Source, Content, 
Timing of Certification.”  

The MCO contracts required each MCO to create a program integrity plan that addressed the prevention, 
identification, and resolution of fraud, waste, and abuse (FWA) activities. DHS reviewed and approved 
these plans; as required, each included FWA prevention and review policies and procedures (e.g., 
provider and employee training, internal monitoring and enforcement standards, payment suspension for 
providers, communication and reporting for employees and members). These plans were not specific to 
the Section 1915(b) Waiver population, but rather include the MCO’s activities overall.  

DHS required each MCO to submit an updated program integrity plan annually and a high-level 
progress report quarterly. As required, quarterly progress reports outlined progress toward plan goals 
and objectives, which are submitted prospectively for each year, along with monthly activity reports 
which outlined the MCO’s program integrity-related activities and findings and the MCO’s progress in 
meeting goals and objectives and recoupment totals for the reporting period.  

The MCO Program Integrity Plan reports included FWA quarterly findings, providing DHS with 
assurances of each MCO’s ability to investigate, identify, and prevent FWA. DHS required each MCO 
to submit a monthly FWA report that summarized the MCO’s fraud and abuse activities for the previous 
month. DHS requires the FWA monthly report to include the following: Provider Information, 2-Day 
Tip Information, Audits/ Investigations, Provider Education, Medicaid Fraud Control Unit (MFCU) 
Referrals, and Overpayments/Recoveries.  

Program integrity data were also monitored by DHS through the IA Health Link Managed Care Annual 
Performance Report. In fourth quarter SFY 2017, Amerigroup referred 10 cases to MFCU and opened 
84 investigations. During the same quarter, AmeriHealth referred 42 cases and opened 86 investigations 
while UnitedHealthcare referred seven cases and opened 46 investigations. In fourth quarter SFY 2018, 
AmeriHealth referred six cases to the MFCU and opened eight investigations. For the same time period, 
Amerigroup referred nine cases and opened 14 investigations, and UnitedHealthcare referred nine cases 
and opened 40 investigations. Finally, during fourth quarter SFY 2019, Amerigroup opened 30 
investigations and referred 14 cases to the MFCU while UnitedHealthcare opened 12 investigations and 
referred 16 cases to the MFCU. 

DHS also tracked the number of MCO-identified overpayments and member concerns that were referred 
to IME each quarter. In all IA Health Link Managed Care Annual Performance Reports during the 
review period, DHS indicated the main strategy for eliminating FWA was to use state-of-the art 
technology to eliminate inappropriate claims before they are processed. MCOs complete this pre-edit 
process through sophisticated billing systems which included a series of edits that rejected inaccurate or 
duplicate claims.  

Financial reports were also required to assist DHS in monitoring MCOs’ financial trends to assess 
stability and ability to offer services to its members. Reports included: 
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• Third party liability collections reports. 
• Copies of all required filings with the Iowa Insurance Division. 
• Annual independent audit information. 
• Disclosure of physician incentive plans sufficient to determine compliance with 42 CFRs §422.208 

and §422.210. 
• Certificates of insurance. 
• All contracts of reinsurance or a summary of the plan of self-insurance. 
• Any/all healthcare claims costs paid by the MCO’s commercial reinsurer due to meeting the 

reinsurance attachment point.  
• A medical loss ratio report.  

The DHS program integrity oversight and requirements of MCOs include more detailed reporting and 
monitoring in comparison to FFS program integrity processes. Following review of the MCOs’ program 
integrity procedures and reports, HSAG determined the assurances of the Section 1915(b) Waiver 
renewal application were met and does not have any recommendations related to program integrity for 
Section 1915(b) Waiver members. 
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7. Cost-Effectiveness Assessment 

Introduction 

The cost-effectiveness assessment of the Section 1915(b) Waiver was completed by comparing the 
actual waiver expenditures from April 1, 2016, to June 30, 2019, to projected waiver expenditures in the 
DHS Appendix D application submitted February 12, 2016, and subsequently approved by CMS. The 
waiver includes nine Medicaid Eligibility Groups: Temporary Assistance for Needy Families (TANF), 
Expansion, Family Planning, Aged/Blind/Disabled Non-Dual, Aged/Blind/Disabled Dual, LTSS—
Elderly, LTSS—Non-Dual and/or Pre-65, LTSS—Intellectual Disability, and LTSS—Children's Mental 
Health. 

This report satisfies the independent assessment cost-effectiveness requirement in accordance with the 
Health Care Financing Administration (HCFA) guidance dated December 1998. The Balanced Budget 
Act regulations of 2003 implemented new actuarial soundness requirements which resulted in a new 
cost-effectiveness test for 1915(b) waivers. This cost-effectiveness analysis was performed consistent 
with the core approaches of the updated informal CMS guidance issued to states completing independent 
assessments after the new cost-effectiveness test was issued.  

This independent assessment includes the following sections: 

• Review of the calculation of the cost-effectiveness of the Section 1915(b) Waiver 
• Review of DHS’ rate-setting, inflation, and cost-effectiveness monitoring processes  
• Analysis of the source of cost savings in the Section 1915(b) Waiver 
• Analysis of possible cost-shifting  
• Analysis of DHS’ capitation payment system 

HSAG assessed the calculation of the Section 1915(b) Waiver cost-effectiveness to confirm the 
following items:  

• Did DHS correctly report service expenditures for the 1915(b) waiver?  
• Did DHS correctly report administration expenditures for the 1915(b) waiver? 
• Did DHS correctly identify costs and member months and correctly input those costs and member 

months into the 1915(b) waiver renewal for the calculation of cost-effectiveness? 
• Were the actual 1915(b) waiver costs less than the projected 1915(b) waiver costs approved by CMS 

in the waiver application?  
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Review of Calculation of the Cost-Effectiveness of the Waiver 

Analysis of the Source of Cost Savings 

Initial Waiver Cost Projection and Adjustment Review 

HSAG was unable to review the base data, membership, and adjustment factor assumption development 
used to create DHS’ Section 1915(b) Waiver projections for April 1, 2016, to March 31, 2021, due to a 
change in actuarial firms which took effect with the July 2018 contract year. The contract with the 
original firm was allowed to expire. During the same time frame, the Iowa Insurance Division decided to 
move forward with a separate lawsuit against the original actuarial firm regarding the collapse of the 
fledgling health insurance company CoOportunity Health (a non-Medicaid health insurer). While the 
final factors were available for review, the development papers for all actuarial adjustment factors were 
not available. In general, the assumptions outlined in the preprint appeared to be reasonable for the 
initial projection of waiver costs and comparable to future assumptions used to develop capitation rates, 
except for the following.  

• The expected membership distribution did not take into account the extreme growth in the Medicaid 
expansion population created by the Affordable Care Act (ACA) legislation.  

Section 1915(b) Waiver Cost Comparisons  

HSAG reviewed the cost-effectiveness of the Section 1915(b) Waiver from April 1, 2016, to June 30, 
2019. All savings and cost comparisons in this report are based on restated capitation payments by 
incurred month with no adjustments for pharmacy rebates, and may not tie directly to any future Section 
1915(b) Waiver renewal applications. The comparisons were performed separately for the following 
time periods: 

• Projection Year 1 (P1): April 1, 2016, to March 31, 2017  
• Projection Year 2 (P2): April 1, 2017, to March 31, 2018 
• Projection Year 3 (P3): April 1, 2018, to March 31, 2019 
• Projection Year 4 (P4): April 1, 2019, to June 30, 2019 

As shown in Table 7-1, from April 1, 2016, to June 30, 2019, actual capitations paid to the MCOs plus 
the retained portion of the administrative expenses were on an unnormalized basis $450.4 million less 
than the actual service and administrative costs, and on an age/gender normalized basis the savings were 
$468.1 million. The capitations and administrative cost payments were over $737.2 million lower than 
estimated in the initial waiver filing. 
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Table 7-1—Waiver Cost-Effectiveness of Capitated Payments: Dollars in Millions Savings/(Cost) 

Medicaid 
Eligibility 

Group (MEG) 

P1 
4/1/2016-
3/31/2017 

 Savings/ 
(Cost) 

P2 
4/1/2017-
3/31/2018 

 Savings/ 
(Cost) 

P3 
4/1/2018-
3/31/2019 

 Savings/ 
(Cost) 

Partial P4 
4/1/2019-
6/30/2019 

 Savings/ 
(Cost) 

Unnormalized 
Review 
Period 

 Savings/ 
(Cost) 

vs. Actual 
Service Cost 

Age/ Gender 
Normalized 

Review 
Period 

Savings/ 
(Cost) 

vs. Actual 
Service Cost 

Unnormalized 
Review 
Period 

 Savings/ 
(Cost) 

vs. Filed 
Waiver 

TANF $106.5 $81.2 $21.4 $4.7 $213.8 $433.0 $489.7 
Expansion ($28.5) $10.1 ($82.2) ($20.5) ($121.1) ($110.2) ($70.1) 
Family 
Planning $1.6 $0.4 $0.0 $0.0 $2.0 $2.6 $6.8 

Aged/Blind/ 
Disabled 
Non-Dual 

$116.9 $99.2 $33.8 $5.3 $255.2 $205.1 ($73.8) 

Aged/Blind/ 
Disabled 
Dual 

$37.0 $59.7 $20.6 $2.0 $119.3 $66.4 $96.8 

LTSS—
Elderly ($6.0) ($26.5) ($64.0) ($18.8) ($115.3) ($50.8) $204.7 

LTSS—Non-
Dual and/or 
Pre-65 

$7.1 $15.4 ($4.8) ($3.5) $14.2 $9.0 $18.3 

LTSS—
Intellectual 
Disability 

$98.8 $59.4 ($53.3) ($12.4) $92.5 $72.2 $18.3 

LTSS—
Children's 
Mental 
Health 

($4.1) ($4.0) ($1.6) ($0.7) ($10.4) ($19.0) $46.6 

Total 
Savings/ 
(Costs) 

$329.3 $294.9 ($130.1) ($43.9) $450.2 $608.3 $737.3 

Unnormalized savings vs Actual Service Cost = (Capitated Dollars + Administrative Expense Dollars - Service Cost 
Dollars)/1000000 
Age/Gender Normalized savings vs Actual Service Cost = (Capitated Dollars/Wt. Avg A/G Factor + Administrative Expense 
Dollars - Service Cost Dollars/Wt. Avg A/G Factor)/1000000 
Unnormalized savings vs Actual Filed Waiver = (Capitated Dollars + Administrative Expense Dollars - Appendix D Waiver 
Costs)/1000000 
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Review of DHS’ Rate-Setting, Inflation, and Cost-Effectiveness Monitoring Processes 

DHS Rate Setting  

To inform the Section 1915(b) Waiver cost-effectiveness assessment, DHS provided SFYs 2017, 2018, 
2019, and 2020 capitation rate development documentation for the Medicaid managed care program. 
Capitation rates for SFYs 2016 and 2017 were developed by DHS’ former actuary. HSAG verified that 
rate documentation addressed CMS’ rate setting requirements at 42 CFR §438.4(a)7-1

Actuarially sound capitation rates are projected to provide for all reasonable, appropriate, 
and attainable costs that are required under the terms of the contract and for the operation 
of the MCO, PIHP, or PAHP for the time period and the population covered under the 
terms of the contract, and such capitation rates are developed in accordance with the 
requirements in paragraph (b) of this section. 

An actuarial certification attesting to meeting this requirement was included in the capitation rate 
documentation. 

DHS Inflation  

The initial Section 1915(b) Waiver application included a description of the trend assumptions used to 
initially project the waiver costs, outlining that historical DHS service cost trends were reviewed to 
select reasonable future trend assumptions.  

• P1 Trend is a combination of historical experience which includes legislated trend supplemented 
with internal trend sources and judgement. An annual state plan, Section 1915(b)(3), and Section 
1915(c) trend of 3 percent was used. Additionally, the trend adjustment includes a one-time 2 
percent reduction to the base costs. This 2 percent reduction was to shift costs to the incentive costs 
category, where the withhold payments may be monitored. Finally, program and policy change 
adjustments were included in the Section 1915(b)(3) and 1915(c) Waiver trend factors to avoid 
altering the structure of the Appendix D workbook. 

• Costs from P1 were projected to P2 through P5 using an annual trend of 4 percent. 
• Actual rate change impacts in the capitation rates, excluding the impact of population changes, have 

been lower than assumed annual trends for seven of the nine MEGs covered by the waiver. Table 7-2 
below outlines the total rate change by MEG throughout the review period. 
 

 
7-1  Department of Health and Human Services. Centers for Medicare & Medicaid Services. Federal Register/Vol. 81, No. 

88/Friday, May 6, 2016/Rules and Regulations; 27858. 

https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=9036ee2d772b4f377193f96f2bd1a92e&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:C:Part:438:Subpart:A:438.4
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=1daf12b5f60f2d316a82cf2b0c33d729&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:C:Part:438:Subpart:A:438.4
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=04b13365cdf0c37f21582e1c74c6bf02&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:C:Part:438:Subpart:A:438.4
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Table 7-2—Capitation Rate Change Summary 

Medicaid Eligibility Group (MEG) 
P1 to P2 

Actual Rate 
Change 

P2 to P3 
Actual Rate 

Change 

P3 to P4 
Actual Rate 

Change 

Review 
Period 

Average 
Rate Change 

TANF 2.2% 6.8% 2.2% 3.7% 
Expansion -3.4% 7.7% 2.7% 2.2% 
Family Planning 0.0%   0.0% 
Aged/Blind/Disabled Non-Dual 2.9% 20.4% 5.5% 9.3% 
Aged/Blind/Disabled Dual -26.4% 29.1% 9.8% 1.4% 
LTSS—Elderly -0.8% 2.8% 1.2% 1.1% 
LTSS—Non-Dual and/or Pre-65 -8.2% 3.2% 2.0% -1.1% 
LTSS—Intellectual Disability 1.8% 11.1% 2.6% 5.1% 
LTSS—Children's Mental Health -12.5% -9.1% -1.2% -7.7% 
Total Capitation Rate Change -1.7% 8.8% 2.8% 3.2% 

The spread between the assumed inflation rates in the projection of the waiver costs and the capitation 
rates resulted in significant savings in the cost-effectiveness study. 

DHS Cost-Effectiveness Monitoring  

DHS monitored cost-effectiveness at the time of waiver amendments and waiver renewals. DHS 
instituted a quarterly process to continually monitor the cost-effectiveness of the Section 1915(b) 
Waiver.  

Analysis of the Source of Cost-Savings 

As noted above, the Section 1915(b) Waiver resulted in aggregate savings of $744.5 million through 
June 30, 2019, when comparing the initial projection of waiver costs to the actual capitated payments 
reported by DHS as well as the administrative expenditures reported in the 64.10 forms. 

The savings for the waiver are primarily being driven by lower than expected cost trends. The lower 
overall trend is due to higher-than-anticipated membership in the Expansion population and lower-than-
expected membership in the Aged/Blind/Disabled (ABD) and LTSS populations, as outlined in  
Table 7-3. 
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Table 7-3—Member Months by MEG 

Medicaid 
Eligibility 

Group (MEG) 

P1 
4/1/2016–3/31/2017 

P2 
4/1/2017–3/31/2018 

P3 
4/1/2018–3/31/2019 

Partial P4 
4/1/2019–6/30/2019 

Review Period 
4/1/2016–6/30/2019 

Actual Variance Actual Variance Actual Variance Actual Variance Actual Variance 

TANF 3,787,812 0.2% 3,788,184 -0.8% 3,822,260 -0.9% 963,200 -0.7% 12,361,456 -0.5% 

Expansion 1,679,070 54.9% 1,699,520 55.3% 1,844,662 66.8% 474,495 70.6% 5,697,747 59.9% 

Family 
Planning 153,612 -48.3% 26,664 -91.1% 0 0.0% 0 -100.0% 180,276 -81.5% 

Aged/Blind/ 
Disabled 
Non-Dual 

352,873 -5.7% 337,268 -10.8% 333,780 -12.6% 84,168 -12.4% 1,108,089 -9.9% 

Aged/Blind/ 
Disabled 
Dual 

409,511 -18.6% 405,006 -26.8% 406,190 -29.6% 101,700 -30.0% 1,322,407 -25.7% 

LTSS—
Elderly 211,184 -10.6% 209,876 -11.1% 210,977 -10.7% 52,515 -11.1% 684,552 -10.8% 

LTSS—Non-
Dual and/or 
Pre-65 

66,707 -6.9% 70,798 -1.1% 75,059 4.8% 18,989 6.1% 231,553 -0.5% 

LTSS—
Intellectual 
Disability 

154,206 -6.0% 149,707 -8.7% 157,955 -3.7% 40,022 -2.4% 501,890 -5.8% 

LTSS—
Children's 
Mental 
Health 

12,728 -16.2% 14,591 -3.9% 14,692 -3.2% 3,724 -1.9% 45,735 -7.3% 

Total 
Member 
Months 

6,827,703 4.6% 6,701,614 1.1% 6,865,575 2.3% 1,738,813 3.1% 22,133,705 2.7% 

Analysis of DHS’ Capitation Payment System 

The total amount of capitation income allotted to the MCOs in the High Quality Healthcare Initiative—
IA Health Link program includes nine Medicaid Eligibility Groups: TANF, Expansion, Family 
Planning, Aged/Blind/Disabled Non-Dual, Aged/Blind/Disabled Dual, LTSS—Elderly, LTSS—Non-
Dual and/or Pre-65, LTSS—Intellectual Disability, and LTSS—Children's Mental Health. These 
groupings are determined by factors such as program eligibility qualifications, age, and gender. Each of 
the nine cohort categories is given a capitation rate range payment amount determined by an external, 
independent organization.  
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IME contracted with Milliman, Inc., for the development and actuarial certification of the capitation 
rates for SFYs 2016, 2017 and 2018. The IME switched contractors to Optumas to develop the 
capitation rates and provide actuarial rate certification beginning with SFY 2019 and going forward. 
Rate ranges were determined by studying the following factors and projecting expenses in order to bring 
the average expected service utilization and the amount of funds paid as close together as possible:  

• Recent claims payment amounts  
• Encounters  
• Federal and State legislative changes  
• Managed care program changes  
• Medical trends for utilization and unit costs  
• Member demographic mixes  
• Past and prospective trends  

Both Milliman and Optumas certified that the rates were developed in accordance with generally 
accepted actuarial practices and principles and with the rate-setting guidelines established by CMS. The 
methodology of the rate development was detailed, and an overview of the analyses was included in a 
narrative report, along with a set of rate tables, provided to the IME as evidence of actuarial soundness 
for each SFY. 

As part of the independent assessment, DHS provided documentation of claim processing controls in 
place to prevent improper claims payments. Throughout the lifetime of the Section 1915(b) Waiver, 
DHS has contracted with Truven Health Analytics, a part of IBM Watson Health, to develop the Annual 
Analytics Work Plan and to perform the Vulnerability Assessment. The DHS Program Integrity (PI) 
team met with the Truven team to discuss and agree on algorithms to be included in the Annual 
Analytics Work Plan. The considerations and factors used in developing the plan were based on 
requirements of PI, output and follow-ups from the prior year’s Vulnerability Assessment report, 
provider type risk/focus, economic impact, and strength of Iowa policy.  

Dependent on the algorithms to be included, the following actions were taken: 

• Letters to providers 
• Referrals to other departments/teams 
• Provider education 

The DHS PI team met monthly with each of the MCOs to review alleged and potential fraud or abuse to 
continually reduce FWA incidences in the Medicaid program. The DHS contract with the MCOs 
requires monitoring for fraud and abuse. DHS also used the outcomes and recommendations from the 
annual Vulnerability Assessment to help determine how to focus efforts to minimize FWA. 
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Analysis of Possible Cost-Shifting Between Categories of Service 

The High Quality Healthcare Initiative Section 1915(b) Waiver transitioned members from FFS to 
managed care. The movement to managed care has shifted the distribution of claims by service category. 
The largest shift was between inpatient (IP)/SNF services and outpatient (OP)/therapy services. 
Throughout the Section 1915(b) Waiver review period, the claims dollars on a PMPM basis dropped 
over 7 percent for IP/SNF services while OP/therapy saw a greater than 7 percent increase. The other 
shift in claims dollars of note was between professional and emergency services. During the review 
period, the plan saw just under a 1.5 percent decrease in professional dollar spent while emergency 
services saw a greater than 1.5 percent increase in PMPM dollars. 

Analysis of Possible Cost-Shifting Between FFS and Capitation  

The Section 1915(b) Waiver covers all services for enrolled members. Therefore, cost shifting between 
managed care and FFS is not applicable for the Section 1915(b) Waiver. 

Analysis of Impact of MCO Departure 

In October 2017, AmeriHealth made the decision to no longer participate in the Iowa Medicaid program 
effective November 30, 2017. Commentary regarding the decision to leave the program pointed to an 
inability to cover the members at the current level of reimbursement. AmeriHealth had the highest loss ratio 
of the three MCOs covering Iowa Health Link members throughout the tenure of its participation.  
Table 7-4 illustrates the ranges in the loss ratio relative to the entire block throughout the review period. 

Table 7-4—Loss Ratio Relativity by Year 

MCO P1 P2 P3 P4 

Amerigroup 0.99 0.99 1.00 0.98 
AmeriHealth  1.04 1.03   

UnitedHealthcare 0.94 0.98 1.00 1.01 
Total 1.00 1.00 1.00 1.00 

One driver of AmeriHealth’s high loss ratio relativity was the larger proportion of LTSS Section 1915(c) 
Waiver and ABD populations compared to the other MCOs, carrying a 6 percent or higher distribution 
of this cohort of members as outlined in Table 7-5 below.  

Table 7-5—Percentage of Population Tied to LTSS Waiver or ABD 

MCO P1 P2 P3 P4 

Amerigroup 15.5% 15.7% 17.4% 16.4% 
AmeriHealth  22.2% 22.4%   

UnitedHealthcare 14.6% 16.5% 17.4% 17.8% 
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Within this cohort of members, the inequality of the distribution between the various LTSS programs 
and the ABD members is also highlighted. As outlined in Table 7-6, during the first two years of the 
Section 1915(b) Waiver, Amerigroup and UnitedHealthcare had similar populations while AmeriHealth 
had a preponderance of the Intellectually Disabled population. A large portion of the Intellectually 
Disabled population is tied to a Section 1915(c) Waiver, IA HCBS Intellectual Disabilities 
(0242.R06.00). The MCOs received a much lower reimbursement rate for members tied to this waiver 
than the MCOs’ general member, which led to AmeriHealth losing a significant amount of money. This 
cohort of the population was ultimately moved to UnitedHealthcare, who terminated its participation in 
the Iowa Medicaid population effective June 30, 2019. 

Table 7-6—LTSS and ABD Member Distribution by MCO 

MCO MEG P1 P2 P3 P4 

Amerigroup  

ABD 73.2% 72.1% 67.7% 66.9% 
LTSS—Elderly 15.1% 14.9% 15.0% 16.0% 
LTSS—<65 5.2% 5.9% 6.4% 6.4% 
LTSS—Intellectual Disability 5.2% 5.7% 9.4% 9.2% 
LTSS—Children's Mental Health 1.3% 1.4% 1.5% 1.5% 

AmeriHealth  

ABD 51.1% 50.7%   

LTSS—Elderly 20.4% 20.5%   

LTSS—<65 5.7% 6.0%   

LTSS—Intellectual Disability 21.9% 21.7%   

LTSS—Children's Mental Health 0.9% 1.1%   

UnitedHealthcare 

ABD 74.0% 64.9% 58.8% 59.0% 
LTSS—Elderly 15.0% 17.7% 19.0% 18.3% 
LTSS—<65 5.3% 5.8% 6.1% 6.2% 
LTSS—Intellectual Disability 4.6% 10.4% 15.0% 15.4% 
LTSS—Children's Mental Health 1.1% 1.2% 1.1% 1.1% 
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8. Overall Conclusions and Recommendations 

Conclusions  

While HSAG provided feedback and recommendations for potential program improvement based on the 
independent assessment of access to and quality of care, no areas of correction were identified as they 
relate to the assurances in the Section 1915(b) Waiver renewal application. Areas of opportunity were 
identified as they relate to the cost-effectiveness of the Section 1915(b) Waiver renewal application. If 
DHS can ensure the continued cost-effectiveness of the Section 1915(b) Waiver, HSAG recommends 
continuation of DHS’ Section 1915(b) Waiver program. 

Recommendations 

As all areas reviewed related to access to care, quality of care, and cost-effectiveness met the assurances 
outlined in the Section 1915(b) Waiver renewal application, the recommendations below are noted as 
options for DHS’ consideration for potential program improvement, with a heightened focus on ensuring 
the continued cost-effectiveness of the Section 1915(b) Waiver. 

Program Impact 
• Choice: While DHS generally met waiver assurances for member choice, it should consider taking 

additional steps to ensure members are consistently offered a choice of MCOs, as there was a time 
period during post-waiver implementation when only one MCO was available to new members and 
to former AmeriHealth members. It is important to note that within the DHS-filed Section 1915(b) 
Waiver amendment dated January 17, 2018, CMS approved the temporary situation during which 
former AmeriHealth members who had self-selected Amerigroup were transitioned to FFS until 
Amerigroup had capacity to manage additional members.  
– HSAG recommends that DHS take steps to stabilize the MCO participation in Iowa and conduct 

a periodic review of its participating MCOs’ capacity to ensure each participating MCO is able 
to quickly manage an influx of new members if necessary.  

– DHS could potentially use the existing MCO reports and communication forums as mechanisms 
to maintain oversight regarding MCO bandwidth to manage additional members. Additionally, 
DHS should consider publishing its consumer-facing scorecard to offer eligible members 
additional information to support member choice of MCO. 

Access to Services  
• DHS Call Centers: HSAG recommends that DHS consider focusing on improvements to the DHS-

operated call center service levels. DHS could do so by conducting an evaluation of past trends in 
high call volume time periods as well as completing root cause assessments of time periods with low 
service levels. DHS could also consider establishing call center metric goals that are based on 
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incremental improvements over a specified time frame (e.g., improve quarterly service level by 5 
percent over the prior quarter). 

• Member Communication: Through its MCO contractual requirements and review of MCO 
materials, DHS met the intent of its waiver assurances related to member communication and 
materials; however, opportunities to improve in this area were identified through the EQR 
compliance reviews. To ensure consistency of member information and communication materials, 
based on prior EQR compliance review findings, HSAG recommends that DHS consider: 
– Developing managed care terminology for all terms under federal regulations and requiring the 

MCOs to use this state-developed terminology.  
– Creating state-developed letter templates for standard member communications and requiring 

that MCOs adopt them. 
– Taking steps to avoid confusing member communications such as the DHS-initiated 

communications that occurred related to the AmeriHealth program departure. 
• PCP and Specialist Timely Access and Capacity: DHS met Section 1915(b) Waiver assurances 

but could improve PCP and specialist timely access by: 
– Expanding the current appointment availability survey among PCPs to assess provider data 

accuracy by verifying provider demographic information. 
– Monitoring appointment availability by conducting follow-up telephone surveys when there are 

larger provider network program changes (i.e., MCOs exiting or entering the program). 
– Reviewing whether prenatal-specific appointment availability standards are appropriate for its 

member population, as compliance with appointment availability requirements may not be 
clinically appropriate for members seeking second or third trimester prenatal care. 

Quality of Care 
• Performance Measurement: While DHS met Section 1915(b) Waiver assurances as it maintained 

oversight of MCO HEDIS measures and conducted performance measure calculation with multiple 
EQR activities, opportunities for improvement exist. Since the overall CY 2018 ED utilization rate 
ranked higher than the 50th percentile in comparison to national benchmarks, DHS could consider 
conducting additional investigation into whether this inappropriate ED utilization is due to members 
being unable to access primary care effectively or due to member conditions being ineffectively 
treated or managed in a primary care setting. DHS could require MCOs to conduct an internal 
review of their data and, based on these results, MCO-specific or statewide interventions could be 
identified and implemented to promote appropriate use of EDs.  

• Provider Selection: Although DHS met waiver assurances for provider selection, HSAG 
recommends that DHS take an additional step to require the MCOs to routinely provide voluntary 
provider termination reports to DHS so that DHS can monitor the stability of the MCOs’ contracted 
provider network. DHS may be able to leverage existing MCO provider network reports to maintain 
close oversight of voluntary provider network termination trends. Having the visibility into the 
reasons for voluntary provider termination could assist DHS in ensuring MCOs take appropriate 
action in support of provider selection, as appropriate. 
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• Grievances: While the DHS oversight processes of MCO grievances met the assurances of the 
Section 1915(b) Waiver, transportation-related grievances appeared in each MCO’s fourth quarter 
year-over-year results (except AmeriHealth fourth quarter SFY 2018 which did not represent 
comparable data), which could be indicative of member barriers to quality healthcare. HSAG 
therefore recommends that DHS consider requesting each MCO to provide a root cause analysis 
related to transportation grievances. DHS may then determine whether additional action is required 
(e.g., focused study, corrective action, PIP) based on the results of the root cause analysis. This 
recommendation is further supported by information in SFYs 2017 and 2018 IA Health Link 
Managed Care Annual Performance Reports, which indicated transportation questions were the most 
common reason members contacted Amerigroup’s MCO Member Helpline.  

Cost-Effectiveness  

HSAG reviewed the cost-effectiveness calculations as reported in Appendix D of the Section 1915(b) 
Waiver renewal application. HSAG relied on CMS 64 filings as submitted by DHS to CMS, as well as 
additional information provided by DHS and its actuary.  

HSAG identified the following findings during the cost-effectiveness assessment, the details of which 
are displayed in Table 8-1:  

1. The initial cost projections included higher-than-observed trend assumptions in all but the first year 
of the Section 1915(b) Waiver, resulting in significant savings between actual expenditures and 
projected costs. 

2. The actual realized service costs and administrative expenses would have resulted in negligible 
actual cost savings throughout the review period. 

3. The Section 1915(b) Waiver overall is cost-effective; however, it was not cost-effective in Year 3 
and is not trending to be cost-effective in Year 4 based on quarter 1 results. 

4. Capitation rate changes have bounced from -1.7 percent to 8.8 percent in Year 3 of the Section 
1915(b) Waiver excluding the impact of population changes.  

 

Table 8-1—Cost-Effectiveness Summary 

Medicaid Eligibility Group 
(MEG) 

Projected Review 
Period Member 
Months From 
Appendix D 

(P1)—(P4Q1) 

Actual Review 
Period Member 

Months 
(P1)— (P4Q1) 

Projected Review 
Period Waiver 

Cost From 
Appendix D 

(P1)—(P4Q1) 

Actual Review 
Period Service and 

Administrative 
Cost (P1)—(P4Q1) 

Actual Review 
Period Capitation 

and Administrative 
Cost (P1)—(P4Q1) 

TANF 12,422,966 12,361,456 $282.79 $272.88 $243.18 
Expansion 3,562,321 5,697,747 $488.51 $493.39 $500.81 
Family Planning 976,101 180,276 $54.59 $30.92 $17.02 
Aged/Blind/Disabled 
Non-Dual 1,230,372 1,108,089 $1,088.96 $1,396.16 $1,155.54 
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Medicaid Eligibility Group 
(MEG) 

Projected Review 
Period Member 
Months From 
Appendix D 

(P1)—(P4Q1) 

Actual Review 
Period Member 

Months 
(P1)— (P4Q1) 

Projected Review 
Period Waiver 

Cost From 
Appendix D 

(P1)—(P4Q1) 

Actual Review 
Period Service and 

Administrative 
Cost (P1)—(P4Q1) 

Actual Review 
Period Capitation 

and Administrative 
Cost (P1)—(P4Q1) 

Aged/Blind/Disabled 
Dual 1,779,262 1,322,407 $460.76 $490.15 $387.58 

LTSS—Elderly 767,559 684,552 $3,262.62 $2,808.17 $2,963.58 
LTSS—Non-Dual 
and/or Pre-65 232,752 231,553 $4,118.83 $4,118.62 $4,040.01 

LTSS—Intellectual 
Disability 532,883 501,890 $5,609.15 $5,777.43 $5,572.76 

LTSS—Children's 
Mental Health 49,348 45,735 $4,307.82 $3,073.24 $3,289.53 

Total 21,553,564 22,133,705    

Review Period Weighted 
Average PMPM with 
Appendix D Casemix 
(P1–P4Q1 MMs) 

  $655.61 $654.75 $616.14 

Review Period Weighted 
Average PMPM with 
Actual Casemix  
(P1–P4Q1 MMs) 

  $646.27 $646.14 $612.96 

Total Review Period 
Savings/(Cost) PMPM 
with Actual Casemix 
(P1–P4Q1 MMs) 

   $0.13 $33.31 

 

• HSAG recommends that DHS continue to monitor the MCOs’ quarterly loss ratios as it develops the 
Year 5 capitation rates to ensure the Section 1915(b) Waiver remains cost-effective overall. 

• HSAG also recommends that DHS establish processes to ensure the MCOs maintain as even of a 
distribution as possible of the LTSS member cohort so that no single MCO is burdened by a 
predominate amount of risk. 

• Additionally, HSAG recommends that DHS implement processes to ensure it retains ongoing access 
to its subcontracted entities’ data, which includes actuarial firm documentation (including 
development papers for actuarial adjustment factors). 
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