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2018 IME PROCESS IMPROVEMENT WORKGROUP 
 

 
 

 
QUESTION:   
Group 3, Issue 57 
 

• Issue 57 in the Clinical and Quality Outcomes/Transparency Work Group relates to 
requiring the MCO to participate in joint treatment planning and intensive telephonic 
care coordination. 

 
• As a follow up each MCO needs to identify contract language that is in support of or 

a barrier to this activity.  Also identify all steps needed from a contractual point of 
view and a procedural point of view that will be needed to make this activity happen. 

 
 

PLAN’S RESPONSE: 
 
UnitedHealthcare has engaged in active case management and care coordination from the 
first day we began serving Iowa Medicaid members on 4/1/16.  Our commitment has been 
to provide seamless, integrated care incorporating medical, behavioral and social 
determinants of care in collaboration with members and families with a goal of helping 
Iowans live healthier lives.  To help us work towards that goal we have approached our long 
term support services (LTSS) population and non long term support services (Non-LTSS) 
population slightly differently based solely on the contractual requirements for each 
population but still aiming to provide holistic care. 
 
 
Long Term Support Services 
 
For LTSS members, there are a number of contractually specified activities that must occur 
on a monthly, quarterly and annual basis that are prescriptive with regards to how 
members needs are assessed, how a service plan is developed, how often they receive 
telephonic follow up and how often they are seen face to face.  To assist UnitedHealthcare 
in meeting the needs of the over 27,000 LTSS members we have a team of over 500 
community based case managers, managers of case managers and assessors who serve the 
case management needs of this population daily.  In December of 2017, the LTSS population 
grew by over 20,000 members with the exit of AmeriHealth Caritas from the market which 
required a massive hiring of case managers and partnerships in the community to continue 
the care coordination of these members during that transition period.  In the quarter prior 
to this transition, UnitedHealthcare CBCMs reached 99% of their members for their 
quarterly face-to-face contact and 93% on their monthly telephonic contact within the 
specified time periods.  These numbers fell during the second quarter of FY 2018 as that 
population shifted to UnitedHealthcare but the team continues to work to not only ensure 



1 
 

contractual compliance but even more importantly to meet the needs of the new members 
we welcomed in December.  These are the minimum contacts on these members but the 
case management goes far beyond that in many cases as a critical component of transitions 
of care from different care settings such as acute inpatient admissions, skilled nursing 
facilities, outpatient facility based care and home based care.   
 
Example of care coordination experience: 
 

• Family with two boys on the ID waiver, one due to traumatic brain injury as an infant 
and another due to autism.  This family has needed far more than the monthly 
contacts in order to ensure that one child receive the needed neurological care and 
the other received coordinated behavioral health care including inpatient psychiatric 
admission, intensive outpatient behavioral modification therapy and medication 
management.  Each transition included potential changes in the level of support to 
maintain safety of the child and family through the use of home/community based 
waiver services.  This case required extensive work by the family, the member’s  
providers, UnitedHealthcare  utilization management, a dedicated CBCM, the health 
plan Chief Medical Officer, Behavioral Health Executive Director and the Behavioral 
Health Medical Director through multiple care coordination meetings and 
discussions both telephonically and in person. 

 
 
Non-Long Term Support Services 
 
For Non-LTSS members, UnitedHealthcare is contractually required to provide care 
coordination for members with special needs as identified through initial health risk 
screening and comprehensive health risk assessment, via member and caregiver requests 
and through direct referrals from providers as well as internal team members who identify 
an unmet need that we can assist with addressing.   
 
Through the use of the health risk assessments and claims review we are able to identify 
persistent super utilizers who are the highest cost members predicted to be in the top 5% of 
the health care costs for the following year.  Additionally we identify members that are 
frequently coming to the ER or inpatient setting, those with behavioral health admissions, 
on medication assisted treatment or have other high risk utilization to be managed through 
our care coordination program.  Our internal team consists of nurses, social workers, 
community health workers, peer support specialist and behavioral health advocates.   
 
Outreach includes but is not limited to: 
 

• Developing a personalized care plan if they are willing to engage in care coordination 
which is voluntary in the non LTSS group. 
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• Telephonic and field based visits in an attempt to find and engage members in care 
coordination activities often going to the hospital or provider offices to work with 
members. 

• Coordination with the utilization management team for discharge planning as well 
as assistance with identifying post discharge care settings. 
 

• Assistance with finding a PCP or other providers. 
 

• Management of healthy and high risk pregnancy. 
 

• Housing and meal assistance. 
 

• Setting up transportation for medical appointments. 
 

• Coordinating care with home health providers, DME suppliers, pharmacy.  
 

• Working on avoidance of ER and inpatient admissions through getting to know 
member needs, drivers of utilization and providing assistance with access to 
appropriate care. 

 
• Care plans are developed collaboratively with members, families and providers.  

PCPs are provided a copy of the care plan and are engaged in the process of 
development and updating the plan of care. 

 
There are many different members involved in care coordination with a variety of medical, 
behavioral and social needs.  For this population it often requires that the team meets the 
member where they are in order to meet their needs.   
 
Examples of care coordination experiences: 

 
• Member who was exposed to subzero temperatures and experienced severe frost 

bite losing 9 of 10 fingers and spending a year in rehabilitation.  She was homeless 
but didn’t qualify for assistance due to being in a facility for over a year and the 
facility needed assistance with housing/transitions of care.  She had minimal social 
support, history of substance abuse and evictions.  Our housing coordinator was 
able to help find housing with the support of a locally based church which provided 
the deposit as well as the basic necessities to set up her home.  UnitedHealthcare 
care coordinators worked closely with the member, her providers as well as local 
social supports in her community as well as assisting with medication management 
and transportation. Our medical director also worked with her medical team 
towards obtaining prostheses to allow more independence after adequate healing. 

 
• Referral received from an external request for a mother and her pregnant 19 yo 

daughter who were at risk for homelessness due to impending eviction.  Our housing 
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coordinator met with both members at the shelter.  Both members were seen by 
providers in the shelter for medical/behavioral evaluation and admitted to shelter.  
Additional assistance was provided for WIC and to apply for public/income based 
housing.  The member delivered at 38 weeks (about 3 weeks later).  Referrals were 
made to a shelter that allowed babies but the young woman would not separate 
from her mother despite it being a more advantageous situation for her and her 
newborn.  Ultimately they were allowed to stay with family and with the assistance 
of our housing coordinator the member and her baby moved into an income based 
housing unit and both her and her baby are doing well without ongoing 
medical/behavioral issues.  Additionally UnitedHealthcare was able to secure 
additional community based donations for diapers, formula, pack n play, diaper bag 
and other baby supplies. 

 
 
Transitions of Care 
 
All members are evaluated for assistance with transitions of care from acute inpatient 
settings to subacute settings to home based care.  This work is guided by multiple factors:  
identification as persistent superutilizers, high risk of readmission, complex discharge needs 
and referrals from internal and external care teams working with the member.   
 
The goal remains seamless, integrated transitions to the least restrictive care setting with 
the appropriate wrap around services.  This requires the coordination of utilization 
management and case management at UnitedHealthcare with the providers at the various 
care settings to collaborate towards the next level of care from time of admission.  
UnitedHealthcare employs UM nurses and physicians that work with the facility around 
length of stay and potential care needs.   
 
UnitedHealthcare discharge case managers/CBCMs/care coordinators will assist with 
placement and securing home based services in concert with providers and work to avoid 
readmissions and frequent ER visits.  Providers may request assistance with discharge needs 
during UM calls and peer to peer calls in addition to being able to call provider services.  
UnitedHealthcare has daily, multidisciplinary rounds to review discharges, readmissions and 
complex cases to wrap services around members.  There rounds have continued to grow 
and mature in response to feedback from external entities that more robust transition of 
care support was needed and they continue to iterate to meet the needs of members and 
providers. 
 
In addition, UnitedHealthcare has a dedicated team to review members for possible 
transition from ICF/NF back into community based settings.  These specific cases are review 
based on the overall health needs, housing availability, social supports, etc. to determine 
members for transition and to create care plans that will help them be successful in a 
community setting. 
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Barriers in contracted requirements   
 
There are specific touchpoints for the LTSS populations based on the waivers that are very 
rigid that do not capture the full care coordination experience. An example:  
 

• In LTSS there is a requirement that to meet the monthly contact requirement, there 
must be no more than 14 days between touch points rather than a touchpoint 
within the calendar month.  This requirement does not truly measure the quality of 
the care coordination work.  If a CBCM has 6-7 calls/visits within short time where 
they engage a member and close gaps, those may not meet the requirements of the 
contract for case management. 

 
 
SUPPORTING DOCUMENTATION: 

 
• Quarterly report  (care coordination reporting) 
 

o https://dhs.iowa.gov/sites/default/files/SFY18_Q2_Report.pdf 
 

 
• Member Handbook – This document contains important information for members. 

For this question, we would draw attention to the following pages with pertinent 
information:  

 Page 70 - NurseLine 
 Page 71-72 – Care for Pregnant Women 
 Pages 73 - 74 - Care management/care coordination requests 
 Page 75  Behavioral Health 
 Pages 76-79  LTSS 

 
• Provider Administrative Guide – This document contains important information for 

providers. For this question, we would draw attention to the following pages with 
pertinent information:  

 
o https://www.uhccommunityplan.com/health-professionals/ia/provider-

admin-manual.html 
 
 Chapter 3 – Medical Management Pages 5-7 
 Chapter 11 – LTSS Pages 26-34 

 
• Contractual information:  

4.3.5 Discharge Planning:  In any Work Plan required by Section 2.13, the Contractor shall develop 
and implement policies and procedures to ensure that community-based case managers are actively 
involved in discharge planning when an LTSS recipient is hospitalized or served in any other higher 
level of care for less than 60 days. The Contractor shall define circumstances which require that 
hospitalized members receive an in-person visit to complete a needs reassessment and an update to 
the member’s plan of care. 

https://dhs.iowa.gov/sites/default/files/SFY18_Q2_Report.pdf
https://www.uhccommunityplan.com/health-professionals/ia/provider-admin-manual.html
https://www.uhccommunityplan.com/health-professionals/ia/provider-admin-manual.html
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4.3.6  In Person Requirements:  The Contractor shall ensure that each in-person visit by a 
community-based case manager to a member includes observations and Documentation of the 
following: (i) member’s physical condition including observations of the member’s skin, weight 
changes and any visible injuries; (ii) member’s physical environment; (iii) member’s satisfaction with 
services and care; (iv) member’s upcoming appointments; (v) member’s mood and emotional well-
being; (vi) member’s falls and any resulting injuries; (vii) statement by the member regarding any 
concerns or questions; and (viii) statement from the member’s representative or caregiver regarding 
any concerns or questions (when the representative/caregiver is available). 
4.3.7:  Response to Problems and Issues:  The Contractor shall identify, document, and immediately 
respond to problems and issues including but not limited to: (i) service gaps; and (ii) complaints or 
concerns regarding the quality of care rendered by providers, workers, or community-based case 
management staff. 
4.3.12.5 Community Transition Activities: In any Work Plan required by Section 2.13, the Contractor 
shall develop strategies to identify members who desire to transition from a nursing facility or ICF/ID 
setting to community integrated settings. In addition to the Money Follows the Person (MFP) Grant 
activities, the Contractor shall include strategies to identify members who have the ability or desire to 
transition from a nursing facility or ICF/ID setting to the community. The Contractor shall conduct a 
transition assessment, using tools pre-approved by the Agency, on members who have been 
identified by the Contractor. The transition assessment shall include, at minimum, an assessment of 
the member’s desire and ability to transition to the community as well as an identification of risks. 
For those identified through the assessment process as candidates for transition to the community, 
the Contractor shall facilitate development of a transition plan and engage the member and 
representative of his or her choosing in the transition plan development process. The transition plan 
shall address all transition needs and services necessary to safely transition the member to the 
community including but not limited to: (i) physical and behavioral health needs; (ii) selection of 
providers in the community; (iii) housing needs; (iv) financial needs; (v) interpersonal skills; and (vi) 
safety. The transition plan shall also identify any barriers to a safe transition and strategies to 
overcome those barriers. If as part of the transition plan the member enrolls in a 1915(c) HCBS 
waiver, the needs assessment and service plan requirements described in Section 4.4.2 shall apply.                                                                                                                                                               
4.3.12.6 Post Transition Monitoring: The Contractor shall monitor all aspects of the transition 
process and take immediate action to address any issues that arise. The Contractor shall monitor 
hospitalizations and nursing facility and ICF/ID readmissions for members who transition to the 
community to identify issues and implement strategies to improve outcomes. The Contractor shall 
conduct face-to-face visits with the member, at minimum: within two (2) days of the transition to the 
community; every two (2) weeks for the first two (2) months from discharge; and once per month for 
the first year after transition. More frequent contact shall occur based on an individualized 
assessment of the member’s needs and risk factors. 
4.4.2:  Service Plan Development:  The Contractor shall provide service plan development for each 
1915(c) HCBS waiver enrollee. In any Work Plan required by Section 2.13, the Contractor shall include 
how they will ensure that all components of the service plan process will meet contractual 
requirements, as well as State and Federal regulations and policies. The Contractor shall obtain 
Agency approval of its plan to ensure all components of the service plan process meet contractual 
requirements as well as State and Federal regulations and policies. The Contractor shall implement 
and adhere to the Agency approved plan. Any changes to this plan shall receive Agency approval prior 
to implementation. 
4.4.2.1 Frequency: The Contractor shall ensure service plans are completed and approved prior to 
the provision of waiver services. The Contractor shall ensure service plans are reviewed and revised: 
(i) at least every twelve (12) months; or (ii) when there is significant change in the member’s 
circumstance or needs; or (iii) at the request of the member. 
4.4.2.2 Person-Centered Planning Process: The Contractor shall ensure service plans are established 
through a person-centered service planning process which is led by the member whenever possible 
as dictated by CMS standards for the person-centered planning process. The member’s 
representative shall have a participatory role, as needed and as defined by the member. The 
Contractor shall establish a team for the member, and with the team, identify the member’s need for 
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services based on member’s needs and desires as well as the availability and appropriateness of 
services. The Contractor shall work with the team to identify an emergency backup support and crisis 
response system to address problems or issues arising when support services are interrupted or 
delayed or when the member’s needs change. 
4.4.6 Frequency of Community Based Case Manager Contact:  At a minimum, the community-based 
case manager shall contact 1915(c) HCBS waiver members at least monthly either in person or by 
telephone with an interval of at least fourteen (14) calendar days between contacts. Members shall 
be visited in their residence face-to-face by their care coordinator at least quarterly with an interval 
of at least sixty (60) days between visits. 
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