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This training is a collaborative effort 
between the Managed Care 

Organizations and Iowa Medicaid 
Enterprise 

 
 

Iowa Medicaid Enterprise  
Pamela Lester 
plester@dhs.state.ia.us 
LeAnn Moskowitz 
lmoskow@dhs.state.ia.us  
 
United HealthCare of the River Valley 
Michelle Gogerty 
Michelle_gogerty@uhc.com 
Shannon Harris 
shannon.harris20@uhc.com  
 
 

 

 

Iowa Total Care 
Bill Ocker  
Bill.J.Ocker@IowaTotalCare.com 
Jason Vermeer 
Jason.j.Vermeer@IowaTotalCare.com  
 
Amerigroup 
Sara Hackbart 
sara.hackbart@amerigroup.com 
David Klinkenborg 
david.klinkenborg@amerigroup.com  
Emma Badgley 
emma.badgley@amerigroup.com 
 

    

 

mailto:plester@dhs.state.ia.us
mailto:lmoskow@dhs.state.ia.us
mailto:Michelle_gogerty@uhc.com
mailto:shannon.harris20@uhc.com
http://www.magellanofiowa.com/for-providers-ia/integrated-health-home.aspx
mailto:Bill.J.Ocker@IowaTotalCare.com
mailto:Jason.j.Vermeer@IowaTotalCare.com
mailto:sara.hackbart@amerigroup.com
mailto:david.klinkenborg@amerigroup.com
mailto:emma.badgley@amerigroup.com
http://www.ime.state.ia.us/Providers/healthhome.html
http://www.magellanofiowa.com/for-providers-ia/integrated-health-home.aspx
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• Mute your line 
• Do not put us on hold 
• We expect attendance and engagement. 
• Type questions in the chat as you think of 

them, we will address them at the end. 
 

Logistics 
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AGENDA 

1. Introductions   
2. Health Home Updates……………………………………….Pam Lester, IME 
3. Chronic Condition Health Home………………………………………………..……Emma AGP 
4. Health Home Case Study or Health Home Spotlight…………………………Emma AGP 
5. Open Discussion………………………………………………………………….…All  
(Open discussion on current issues or barriers, potentially leading to future monthly topics)  

Coming up: 
– June 17, 2019 Comprehensive Assessment 
– July 15, 2019 interRAI 
– July 29, 2019 Person Centered Planning Philosophy Requirements  
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• Enrollment 
– Adult 11,638 
– Child   6,557 

• News: Informational letters and provider list sign up 
https://dhs.iowa.gov/ime/providers/news-and-announcements 
• News and Initiatives: Subscribe to the page. 

https://dhs.iowa.gov/node/3253 
• Share the Member link to how to change MCOs.  
https://dhs.iowa.gov/iahealthlink/resources/member-specific  
• Remind about using the IME Health Home inbox for questions. 

healthhomes@dhs.state.ia.us  

 
 
 

Health Home Updates 

https://dhs.iowa.gov/ime/providers/news-and-announcements
https://dhs.iowa.gov/node/3253
https://dhs.iowa.gov/iahealthlink/resources/member-specific
mailto:healthhomes@dhs.state.ia.us
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• Overview of the Chronic Condition Health 
Home (CCHH) and Integrated Health 
Home (IHH) Programs 

• How are they supported 
• Understand appropriate referrals  

 

Objectives 

Month 01, 2018 
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• Option to submit State Plan Amendment (SPA) 
depicting a health home model targeting chronic 
conditions:  
– Primary Care SPA:  

• Approved June 8, 2012 / Effective July 1, 2012  

– SPMI Population SPA (Mental Health focus):  
• Adults and Kids, SOC approach 
• Effective date July 2013 
• Phased-in by county between July 1, 2013-July 1, 2014 

• Draw 90/10 Federal match for 8 quarters for Health 
Home Services  

 

Authority: ACA Section 2703 
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• Members who get full Medicaid benefits. 
• Members who get full Medicaid benefits who also have Medicare. 
Members in the Following Programs are Not Eligible for the 
Chronic Condition Health Home: 
• Iowa Health and Wellness Plan 
• Hawki 
• Family Planning Program (FPP) 
• Qualified Medicare Beneficiary 
• Special Low-Income Medicare Beneficiary 
• Program of All-Inclusive Care for the Elderly (PACE) 
• Presumptive Eligible 

Eligible Plan Types 
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https://dhs.iowa.gov/sites/default/files/CCHH_Provider_List.pdf?0325
20191924  

CCHH Provider list 

https://dhs.iowa.gov/sites/default/files/CCHH_Provider_List.pdf?032520191924
https://dhs.iowa.gov/sites/default/files/CCHH_Provider_List.pdf?032520191924
https://dhs.iowa.gov/sites/default/files/CCHH_Provider_List.pdf?032520191924
https://dhs.iowa.gov/sites/default/files/CCHH_Provider_List.pdf?032520191924
https://dhs.iowa.gov/sites/default/files/CCHH_Provider_List.pdf?032520191924
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• CCHH and IHH Maps are coming and will 
be posted to the website.  

• Subscribe to get updates. 
https://dhs.iowa.gov/ime/providers/enrollme
nt/healthhome 
https://dhs.iowa.gov/ime/providers/integrat
ed-health-home 
 

 

Health Home Maps 

https://dhs.iowa.gov/ime/providers/enrollment/healthhome
https://dhs.iowa.gov/ime/providers/enrollment/healthhome
https://dhs.iowa.gov/ime/providers/integrated-health-home
https://dhs.iowa.gov/ime/providers/integrated-health-home
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• IHH  
– Adult 11,638 
– Child   6,557 

• CCHH 
– 1776 

Health Home Stats 
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Chronic Condition Health Home  
Provider Qualifications 

1. Designated Provider must be Medicaid 
enrolled and at a minimum fulfill the 
following roles: 

• Designated Practitioner  
• Dedicated Care Coordinator 
• Health Coach  
• Clinic support staff 

2. Seek Medical Home recognition or 
equivalent within 12 months 

3. Effectively utilizes population 
management tools to improve patient 
outcomes 

4. Use an EHR, registry tools, and 
connect to Iowa HIE (IHIN) to report 
quality data 
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Hyper-
tension 

Over-
weight 

Heart 
Disease Diabetes Asthma Substance 

Abuse 
Mental 
Health 

Chronic Condition Heath Home 
 Member Qualifications  

 

Adults and Children with  
at least two chronic conditions, or  

one chronic condition and at-risk of a second condition  
from the above list. (Note overweight vs. obese) 
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• Assessment is completed before 
enrollment and annually 

• Identifies if the member qualifies to be in 
a CCHH and identifies the tier. 

Patient Tiering Assessment 
Tool (PTAT) 
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IHH and CCHH 
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Who is eligible to be enrolled in a HH? 
Integrated Health Home Chronic Condition Health Home 

• Adults with a serious mental 
illness (SMI) 

• Psychotic Disorder 
• Schizophrenia 
• Schizoaffective disorder 
• Major depression 
• Bipolar disorder 
• Delusional disorder 
• Obsessive-compulsive disorder 

• Children with a serious emotional 
disturbance (SED) 

Adults or Children with the two of 
the following conditions or one 
condition and at risk for another: 
• Mental Health 
• Substance Use Disorder 
• Asthma Diabetes 
• Heart Disease 
• Overweight (BMI >25 or 85th 

percentile) 
• Hypertension 

If a member does not meet criteria for 
SMI or SED, functional limitations (i.e. 
how the member’s functioning affects 
their daily life) can be considered as a 
reason for enrollment.  

ADHD and Autism are not considered a SED or Mental Health Condition. A 
member could be eligible; however, if  he/she has a primary diagnosis of 
SED and a secondary of ADHD or Autism. 



17 

• Comprehensive care management 
• Care coordination 
• Health promotion 
• Comprehensive transitional care/follow-

up 
• Patient & family support 
• Referral to community & social support 

services 
 

Health Home Services 

Presenter
Presentation Notes
How does a CCHH provide HH services  (Pam to do)
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• A provider presents the qualifying member with the benefits of a 
health home and the member agrees to opt-in to health home 
services.   

 
• Eligible individuals agree to participate in the health home at the 

initial engagement of the provider in a health home practice.   
 
• The member will always be presented with the choice to opt-out at 

any time. 

Member Choice 
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• The CCHH would also be the member’s PCP 
 
• If the member doesn’t want to switch to another PCP and the PCP 

is not a CCHH, a referral to a CCHH would not be appropriate.  
 

• Reasons to refer to a CCHH 
– Chronic Conditions are outweighed by the Mental Health Conditions. 
– Where the member feels most comfortable getting their care (Member Choice) 

 
 

Referrals to a CCHH 

Presenter
Presentation Notes
A CCHH can identify members a couple of different ways.
	Pre-visit Chart Review
	Pull a list of members that have been identified as having any of the qualifying conditions
	Patient can reach out to them 
	A referral can come from an external source
Engagement
	They call the member to talk about the program and get permission to enroll
	They meet the member when they come in for their appointment

A PTAT is completed most times before they call the member to ensure they qualify to be enrolled

They use the PCP comprehensive assessment in addition to any additional assessments that need to be completed to have a whole person view.

Then they develop a plan of how they will assist the member in setting self management goals and coordinating their care. 
What do CCHH HH Services look like?
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Questions? 
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Shenandoah and Waubonsie: A Case Study on Collaboration  
 
• Female- she was a member of our IHH here at Waubonsie 

became pregnant and the OBGYN physician wanted her enrolled 
in the Medical Home as she was gestational diabetic. 

 
She had several needs:  
• Diabetic education 
• Access to Dietician 
• Financial needs 
• After birth care 
• It was then that Sue called IHH in Clarinda- and she was staffed 

and it mutually agreed that the Medical home would best meet her 
needs. 

 
 

Health Home Case Study 
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Open Discussion 
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Thank you! 
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