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Full Council Meeting 
 

Full Council Meeting 
Tuesday, August 8, 2017 

Time: 1:00 p.m.  
Iowa State Capitol 

Room 116 (Main Floor) 
1007 East Grand Avenue 

Des Moines, IA 50319 
 

Dial: 1-866-685-1580 
Code: 515-725-1031# 

 

AGENDA 
 

1:00 Introduction and roll call – Gerd Clabaugh  
 Public Member Appointments 

1:05 Approval of minutes from previous meetings – Gerd Clabaugh 
 Full Council: February 14, 2017 – Deferred to August as no quorum at May meeting. 
 Full Council: May 9, 2017  

1:10 Introduction and Remarks - DHS Director Jerry Foxhoven  

1:15  Communications Standardization Update – Matt Highland  

1:35 Quarterly Data Report – Lisa Cook  

2:00 Update from the Medicaid Director – Mikki Stier  
(Legislative Update, Electronic Visit Verification (EVV) including Stakeholder Workgroup 
Meetings, Family Planning Program (FPP), Dental Wellness Plan (DWP), and Action Items) 

2:25 Director Response to the MAAC Recommendations – Jerry Foxhoven  

2:55 Updates from MCOs (10 minutes each)  
 Amerigroup Iowa, Inc.  
 AmeriHealth Caritas, Iowa, Inc. 
 UnitedHealthcare Plan of the River Valley 

3:25 Quarterly Recommendations Discussion – Gerd Clabaugh  
 Public Comment Listening Sessions Update – Mikki Stier  

o Sioux City Meeting (June 13, 2017) 
 Review of SFY Q3 - 2017 Memo  
 Discussion of recommendations for SFY Q4 2017 for the August 24 Executive 

Committee meeting 
 Other budget, policy and administrative recommendations for the Executive 

Committee’s review and response 

3:55 Open Comment (Open Comment Opportunity for Members) – Gerd Clabaugh  

4:00 Adjourn 
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Iowa Department of Human Services 
 

Medical Assistance 
Advisory Council 

 

Mikki Stier, Iowa Medicaid Director MAAC 
 
 
 

 MAAC Full Council Meeting 
Summary of Meeting Minutes 

February 14, 2017 
 
Introduction (See the roll call document to review the Full Council attendance.) 
Gerd called the meeting to order and performed the roll call and declared that there was not a quorum.  
 
Approval of November 21, 2016 Full Council Meeting Minutes 
Gerd asked the Council if there were any changes to the minutes of the Full Council meeting of 
November 21, 2016. No changes were made and the minutes stand approved. 
 
AG Office Presentation 
Gretchen Kraemer from the Attorney General Office reviewed the Open Meetings Law as outlined in 
the Iowa Administrative Code. Agendas were to be available 24 hours in advance of the meeting or 
within reason and all new topics raised in the course of a meeting were to be placed on future 
agendas to ensure accessibility to the public. It was also affirmed that any discussions regarding 
topics of the MAAC between two or more members of the Council are subject to Open Meetings Law.  
 
Report from the Long Term Care Ombudsman 
Kelli Todd from the LTC Ombudsman’s Office briefed the Council on the third quarter report and 
went over the issues that they have encountered from October, November, and December of 2016. 
One of the issues that was raised was the appeals process and will be further discussed in the 
MACC Executive Committee. 

 
General Recommendations Update 
Gerd refreshed the Full Council about ongoing discussions they have had with regard to the 
feedback from the listening sessions. He stated that they filter through the listening session 
recommendations to refine it prior to final submission. He went over the Medication Approval, 
HCBS Waiver, and Mental Health recommendations and stated that these recommendations and 
referrals are a long-term commitment and that the Full Council and Executive Committee continue 
to be engaged in this work. He expressed that the Dual Eligibility and Health Homes 
recommendations have yet to be robustly discussed. It was suggested that the general 
recommendations as well as the consumer friendliness of member-facing materials  be additional 
topics for discussion at the next MAAC Executive Committee meeting.  
 
Public Comment Meeting Recommendations 
Gerd informed the Full Council that the recommendation letter is ready for submission and informed 
the Council that it includes topics that the group discussed at the November Full Council meeting. 
Lindsay explained that the public comments are due on a quarterly basis and that there has been a 
shift in times for the public comment meetings so that consumers would be able to attend. She also 
stated that the public comment meeting information is now advertised through various outlets and 
encouraged others to share this information. She commented that DHS will also be reaching out to 
the MCOs about posting the listening and public comment meetings schedule which is also 
accessible on the MAAC web page. 
 
Quarterly Report Update 
Gerd stated that in the November Full Council meeting, there was considerable interest in available 
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data and in determining a systematic and meaningful way for interpreting this data for the Full 
Council and the Executive Committee. He stated that Liz Matney spoke about one of the quarterly 
reports at the December Executive Committee meeting and that she provided the Committee with a 
better understanding of the data and how to access them.  
The report can be accessed at First Quarter (SFY2017) Performance Data Report.  
 
Dental Procurement 
Mikki stated that there was a question raised regarding dental procurement. She gave an overview 
of the dental program to Medicaid, Fee-for-Service (FFS), and the Dental Wellness Program 
(DWP). DHS has sent out an RFI regarding the Dental programs to gain information from Providers 
about the current Dental Programs. 
 
Update from the Medicaid Director 
Mikki provided a quick update on the new items that are on the Action Items document. Mikki also 
stated that the Action Items document will also now feature the recommendations that are in the 
letters that are going to be submitted. She stated that this will allow us to keep track of the actions 
that will be taken to move them forward. 
 
Public Comment Listening Sessions Update 
Lindsay provided a brief recap of the IA Health Link public comment meeting in Fort Madison. The 
meeting yielded some positive feedback although some of the previous points such as those 
involving billing, prior authorization, etc. continue to be brought up. She stated that MCO 
representatives were on hand to provide direct access to members or providers. She stated that 
they also encountered questions regarding transportation and providers classifying emergency and 
non-emergency medical transportation. 
 
Updates from MCOs 
a. Amerigroup Iowa, Inc. 

Natalie stated that Amerigroup has a Medical Advisory Committee and a Stakeholder Advisory 
Board and that their feedback is critical to ensure quality care and to ensure a positive 
experience for members and providers.  
 
Stakeholder Advisory Board 
She stated that the purpose of the board is to provide input on quality management issues, 
process improvement strategies and policy and procedure development 
 Comprised of members’ representatives of the different populations enrolled in the program, 

family members and providers.  
o The board is to have an equitable representation of it’s members in terms of race, 

gender, special populations and Iowa geographic areas.  
o At least fifty-one percent of the board is comprised of members and/or their 

representatives (e.g., family members or caregivers). 
o Provider membership is to be representative of the different services covered under 

the Contract, including, but not limited to: (i) Nursing Facility Providers (ii) Behavioral 
Health Providers (iii) Primary Care (iv) Hospitals (v) 1915(c) HCBS Waiver Providers 
(vi) 1915(i) Habilitation Providers. 

 
Medical Advisory Committee 
She stated that the purpose of the Committee was to assist with the monitoring and evaluation 
of all aspects across the continuum of the quality health care delivery system (quality 
management, case management, utilization management) and includes member and 
practitioner/other health care professionals and directed initiatives. This committee serves as a 
review/continuous improvement forum for accreditation, regulatory and contractual 
requirements, as well as serving as the guides for how to work best with the medical community 
in Iowa. 
 Comprised of physicians who are experienced in health care governance, with 

representation from the large health systems in Iowa. 
 Medical Director, Dr. Mark Levy, chairs the committee. 
 
If interested in serving as a member in the board or committee, persons may contact: 

https://dhs.iowa.gov/sites/default/files/Q1SFY17report112916.pdf
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  Natalie Koerber, Ombudsman Liaison 
  Email: Natalie.Koerber@Amerigroup.com  

 
b. AmeriHealth Caritas Iowa, Inc.  

Tracy stated that AmeriHealth Caritas committee structure is overseen by one main committee: 
 
Quality Adjustment and Performance Improvement Committee (QAPIC)  
She stated that this group meets quarterly to review the reports of all the committees and 
subcommittees under it and reports directly to the Board of Directors. She outlined the various 
committees and subcommittees that report to QAPIC as follows: 
 Stakeholder Advisory Committee  

o Comprised of 11 members and 10 providers that meet quarterly 
o 2017 meeting schedule can be found on the AmeriHealth Caritas Iowa, Inc. website1  

 Credentialing Committee 
 Service Improvement Committee 
 Utilization and Care Management Committee 

o Appeals and Grievances Subcommittee 
o Pharmacy and Therapeutic Subcommittee 

 Quality of Clinical Care Committee 
o Culturally and Linguistically Appropriate Services (CLAS) Subcommittee 

 
Dave suggested hearing more about the reimbursement rate reduction and the transition from 
external case management to internal case management before the next Full Council meeting. 
It was agreed that this will be added to the agenda of the February 23, 2017 Executive 
Committee meeting.  
 

c. UnitedHealthcare Plan of the River Valley, Inc. 
Mary stated that UnitedHealthcare has a committee structure that reports to the Board of 
Directors. She stated that there is a Quality Management Committee that oversees all the other 
subcommittees but that she wanted to highlight two specific subcommittees, the Provider Affairs 
Subcommittee and the Stakeholder Advisory Subcommittee. 
 
UHC of the River Valley Board of Directors 
She stated that this is the governing body of the Health Plan and Quality Improvement (QI) 
Program. 
 Comprised of UHC executive leadership and community business leaders. Currently all 

positions are full.  
 
Quality Management Committee (QMC) 
She stated that this committee is the oversight of the QI Program. This committee is responsible 
for the implementation, coordination and integration of all QI activities. 
 Comprised of UHC Chief Medical Officer, department leadership, and three UHC network 

practitioners. Practitioners must be practicing practitioners participating in the UHC network 
and have completed the UHC credentialing process. 

 
Provider Advisory Committee 
She stated this is local participating practitioners who provide input and recommendation for 
improvement to UHC programs and policies.  
 Comprised of UHC Chief Medical Officer for Physical Health, Behavioral Health and LTSS 

as well as seven Primary Care and Speciality Care UHC network practitioners. Practitioners 
must be practicing practitioners, participating in the UHC network and that have completed 
the UHC credentialing process. 

 
Stakeholder Advisor Committee (SAC) 
She stated that this committee serves as a forum for members or their representatives and 
providers to advise the health plan. The committee provides input on issues such service 
delivery, Member Rights and Responsibilities, operational issues, member materials and 

                                                           
1
 https://dhs.iowa.gov/sites/default/files/ACIA_Stakeholder%20Advisory%20Board%202017%20Schedule%20%281%29.pdf 

mailto:Natalie.Koerber@Amerigroup.com
https://dhs.iowa.gov/sites/default/files/ACIA_Stakeholder%20Advisory%20Board%202017%20Schedule%20%281%29.pdf
https://dhs.iowa.gov/sites/default/files/ACIA_Stakeholder%20Advisory%20Board%202017%20Schedule%20%281%29.pdf
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education programs and quality of care. It is also a forum for issues identified as priority by 
members.  
 Fifty-one percent of the membership is UHC members. Plan providers can also be 

members.  
 There are currently 17 members and seven providers.  

 
If interested in serving as a member in the committees, persons may contact: 

Mary Sweeney, Quality Director 
Telephone: (563) 388-2012 
Email: mary.d.sweeney@uhc.com  

 
Public Comments 
Dave Beeman commented that there has been improvement with MCOs regarding providing 
services but there are still issues with reimbursement on secondary payer to their health insurance. 
Tom Ryan made a comment regarding the need for more mental health crisis intervention beds and 
stated that the hospital in Mason City is always full in their mental health facility. He also stated that 
even if referred to Waterloo, the facilities are always full and the patient treatment center has a four 
month waiting list. Jim Cushing and Dave Beeman stated that they appreciated the work that went 
into the recommendations letters and were pleased with the end product. 
 
Adjourn 
3:46 p.m. 
 

mailto:mary.d.sweeney@uhc.com
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Iowa Department of Human Services 
 

Medical Assistance 
Advisory Council 

 

Mikki Stier, Iowa Medicaid Director MAAC 
 
 
 

 MAAC Full Council Meeting 
Summary of Meeting Minutes 

May 9, 2017 
 
Introduction (See the roll call document to review the Full Council attendance.) 
Gerd called the meeting to order and performed the roll call and declared that there was not a quorum. 

Gerd reminded public Full Council members whose terms would be ending on June 30, 2017, that they 
may reapply for their positions through the Governor’s website. He mentioned the addition of Eric 
Kohlsdorf, Senator Joe Bolkcom, Senator Tom Greene, and Representative Kevin Koester to the 
MAAC.  

Approval of February 14, 2017 Full Council Meeting Minutes 
Gerd asked the Council if there were any changes to the minutes of the Full Council meeting of 
February 14, 2017. Dave Beeman asked to remove the line, “as speech pathologist” under the 
Public Comments section. Approval of the minutes was deferred to the August 8, 2017, Full Council 
Meeting due to not having a quorum. 

Introduction of New Members 
Introduction of new members was made.  

Report from the Long Term Care Ombudsman (LTCO) 
Kelli Todd from the LTCO Office stated that all LTCO reports were available on their website. She 
stated that the LTCO Office received 556 contacts in March 2017 and 448 contacts in April 2017. 
She stated that the contacts were primarily concerning termination and reduction of waiver and 
institutional care services, Consumer Directed Attendant Care (CDAC) services, Case 
Management, and changes in hours and units for Consumer Choices Option (CCO). The LTCO 
Office will be publishing a guidebook, “How to be Your Own Best Advocate,” to inform managed 
care members how to utilize and file appeals and grievance forms and better understand CDAC 
and Case Management processes. She mentioned that the LTCO Office has a Medicaid Managed 
Care Complaint Form on their website and to request that the LTCO Office reach out for direct 
assistance. 

Letters of Recommendation Update 
Gerd gave a brief summary of the three Recommendation Letters that were submitted to Director 
Palmer since the February 14, 2017, Full Council meeting. He stated that Director Palmer would 
attend the May 18, 2017, Executive Committee meeting to address some of the topics presented in 
the recommendation letters.  

Gerd noted that Non-Emergent Medical Transportation (NEMT) and Durable Medical Equipment 
(DME) were topics presented in Quarter 3 SFY17 IA Health Link Public Comment Meetings and 
would be monitored and discussed for future potential recommendations.  

Update from the Medicaid Director 
Mikki provided an update on the new items that were on the Action Items document. She mentioned 
that work plans were being developed around several pieces of legislation that were still pending 
enactment. Dave Beeman mentioned that he has reached out to the IME about credentialing of 
psychologists and provisional licensing and Mikki stated that a response to his query was sent out 
by the IME. It was acknowledged that members of the MAAC may write the department for 
additional information regarding any concerns that they may have, or contribute feedback and items 
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may be placed on the Action Items document for follow up. Marsha Fisher commented on the level 
of training that the MCOs offered to CDAC providers regarding the billing process. Mikki stated that 
efforts to provide proper training was done through the IME Annual Provider Training and this topic 
will be considered for future trainings.  

 

Quarterly Report Data Update 
Liz stated  that the number of reported member and provider issues had declined and that there 
was greater engagement between members, providers and the MCOs which resulted in faster 
resolution of issues. It was confirmed that the IME was in the process of implementing several 
managed care regulations and collaboration with the MCOs to streamline timely updating and 
application of fee schedules. As a CMS requirement, the IME engaged a contractor to perform an 
independent review of MCO compliance with state and federal regulations, performance measures, 
encounter data, and other processes. Liz briefly reviewed Health Risk Assessments (HRA), Service 
Plans, Level-of-Service, Medical Claims, Claims Denials, and LTSS data within the quarterly report.   

Updates from MCOs 
(List of advocacy councils, case management changes, and single case management) 

a. UnitedHealthcare Plan of the River Valley, Inc.  
Paige Petit stated that UnitedHealthcare has a Stakeholder Advisory Committee that meets 
quarterly and is made up of seven providers, 17 United Healthcare Members, and 14 health  
plan staff. The Committee discusses topics such as the Community Rewards Program for 
members, the member handbook, website development, case management, the Nurse Line for 
members, and other relevant points of discussion. It was confirmed that UnitedHealthcare will 
continue to use internal Case Managers and case management agencies. She stated that 
single case agreements were to only be considered if an in-network provider was not available 
to meet the member’s specific medical needs.  

 

b. AmeriHealth Caritas Iowa, Inc. 
Tracy Smith stated that AmeriHealth has a Quality Assessment and Performance Improvement 
Committee (QAPIC) that reports directly to the Board of Directors and meets quarterly to review 
the reports of all AmeriHealth committees and subcommittees. The QAPIC consists of 11 
internal members and five external providers, who discuss topics such as case management 
processes, performance monitoring activities, clinical services activities, clinical outcome 
measures, and contractual, regulatory, and legal requirements. AmeriHealth also has a 
Stakeholder Advisory Committee that meet quarterly and is comprised of members, member 
representatives, and providers. The last Stakeholder Committee meeting covered the changes 
involving case management as well as the grievance process. Tracy acknowledged the 
changes in their case management program and that they continued to hire and train additional 
Case Managers as they transitioned to internal case management. Members affected by the 
change in case management were to be sent letters with information regarding the transition. 
She stated that they currently had 125 Case Managers and continued to assess the case loads 
of each Case Manager. It was confirmed that AmeriHealth single case agreements were 
reviewed on a case-by-case basis by an internal committee. Tracy also fielded queries 
regarding the status of the Mercy Hospital negotiations, case management transition, 
monitoring, and performance, and a decrease in ER admissions.  
 

c. Amerigroup Iowa, Inc. 
Natalie Kerber stated that Amerigroup has a Stakeholder Advisory Board that met once in 
February 2017 and would meet again on May 23, 2017. The Stakeholder Advisory Board is 
comprised of members, advocates, and providers, and the agenda is driven primarily by issues 
that are expressed by the members; future topics would include member onboarding, 
community activities, Health Risk Assessments, and quality assurance. She stated that the 
Medical Advisory Committee had met once in February 2017 with a focus on state and entity 
rate requirements and gathering data on various programs and reports. There would be no 
change in the AmeriGroup case management program. John Hedgecoth, Director of 
Contracting for AmeriGroup, stated that single case agreements were handled on a case-by-
case basis with specific provisions for specific circumstances such as non-covered/excluded 
scenarios, out-of-state ER visits, elective out-of-state providers (e.g. PMIC cases, Mayo Clinic), 
and elective out-of-state providers based on the complexity of the member needs.  
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Communications Standardization Overview 
Matt reviewed the communications standardization of managed care regulations and stated that the 
State and MCOs are to be in compliance by July 1, 2017. He outlined some of the key initiatives 
that are in progress such as work with SMEs and MCOs to determine key words and terminologies, 
plain language and reading level standards below 6th grade reading level, standardized 
organization of member and provider handbooks, manuals and directories through the use of 
templates.  

Public Comment Listening Sessions 
Spirit Lake / Shenandoah / Mason City 
Lindsay directed members to the three Public Comment summaries for details regarding the 
meetings in Spirit Lake, Shenandoah, and Mason City. She highlighted the new concerns that have 
emerged at the recent meetings include Non-Emergency Medical Transportation (NEMT) and 
Durable Medical Equipment (DME). Representatives from the MCOs had been present at all 
meetings to assist members and providers in resolving one-off situations. She noted the attrition in 
attendance levels in recent meetings and also noted that most issues are one-off and are almost 
always resolved on the spot.  

Public Comments 
(Non-Executive Committee Members) 
Jennifer Harbison inquired about the availability of information regarding cost containment 
provisions included in the Health and Human Services. Iowa Medicaid will review the legislation 
once enacted and develop additional communication for providers prior to implementation. Kevin 
Kruse inquired about an Informational Letter regarding provider renewal. Sean clarified that the 
Informational Letter was a reminder for providers who had not renewed their provider enrollment to 
do so.  

Adjourn 
3:49 p.m. 
 



Iowa Department of Human Services
Medical Assistance Advisory Council (MAAC)

Outstanding  Items from the Executive Committee Meeting of August 8, 2017

Date Added Action Item Item Category (Process, 
Systemic, Legislative)

Who is Responsible for 
Follow-Up

Status                                                               
(Outstanding / Complete / In Process / To Be Scheduled)

11/4/2016 Update on the new CMS managed care rules and whether 
changes are necessary to be in compliance.                            

Medicaid Director In Process  

2/23/2017 To have presentations regarding Integrated Health Homes 
and the Health Homes project. UPDATE on March 14, 
2017: Deb Johnson and Joyce Vance are to be invited to a 
future Executive Committee meeting to continue the 
discussion on Chronic and Integrated Health Homes

Medicaid Director A follow-up presentation will take place at future Executive Committee meeting.

2/23/2017 To have presentation on the coordination between Medicaid 
and Medicare for dual eligible members in the waiver 
programs

Medicaid Director To be discussed at future Executive Committee meeting.

3/14/2017 Matt Highland and representatives from the three MCOs are 
to present information regarding mobile applications at a 
future Executive Committee meeting; after July 2017

Medicaid Director In Process 

4/11/2017 Gather previous quarterly report data regarding the top five 
reasons for grievances and appeals for comparison to assist 
in determination if there are systemic trends in the 
information. The Department is to determine if a quarter by 
quarter comparison chart regarding this topic should be 
included in future quarterly reports.

Medicaid Director To be discussed at August 24, 2017, Executive Committee meeting.

4/11/2017 Determine average aggregate cost per member per day for 
special needs members in ICF/ID. UPDATE July 11, 2017: 
Additionally, break down by:                                                     
* Community-based ICF/ID providers                                      
* State resource centers     * Out-of-state placement

Medicaid Director To be discussed at August 24, 2017, Executive Committee meeting. 

4/11/2017 Examine out-of-state placement for members in facilities to 
determine the impact on members as well as program.           
* Border Issues    * Medical Conditions   * Ages     * Other 
factors leading to out-of-state placement

EC Members and Medicaid 
Director

To be discussed at August 24, 2017, Executive Committee meeting.

6/15/2017 Identify trends involving payment issues:                                 
* The largest issues   * Where issues are most prevalent 
and if this trend changes over time    * Where issues 
continue to reside  * If the same issues affect different 
provider types     * The proportion of issues that occur with 
the MCOs versus with provider organizations     * The top 
reasons why payment issues persist    * Identify if the top 
reasons for payment issues change over time

EC Members and Medicaid 
Director

To be discussed at August 24, 2017, Executive Committee meeting.

7/11/2017 Research national benchmark on Program Integrity fraud 
rate data with home health providers.

Medicaid Director Outstanding

7/11/2017 Updates on the EVV stakeholder workgroup meetings. Medicaid Director Quarterly Updates
7/11/20147 Provide data on grievance and appeals - at the State Fair 

Hearing:                                                                              * 
How many cases are ruled in favor of an MCO                * 
How many never go through the entire appeals process         
* How many issues are resolved at the MCO level and never 
go to the level of the State Fair Hearing.

Medicaid Director To be discussed at August 24, 2017, Executive Committee meeting. 
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Iowa Department of Human Services
Medical Assistance Advisory Council (MAAC)

Outstanding Recommendations from  the Executive Committee Meeting ‐  August 8, 2017

Date Added Action Item Item Category (Process, 
Systemic, Legislative) Iowa Department of Human Services Status (Outstanding / Complete / In 

Process / To Be Scheduled)

1/19/2017 Public Comment Recommendation: The Department Develop a 
new methodology to track consistency or prior authorization 
determinations within each MCO.

Medical Assistance Advisory Council (MAAC) Pending Director Review

1/19/2017 Public Comment Recommendation: The Department to enforce 
and communicate to the MCOs the cap after which a PA request is 
deemed approved (seven days) if a determination has not been 
made. The MCOs are then to communicate the determination to 
providers.

Outstanding  Items from the Executive 
Committee Meeting of July 11, 2017

Pending Director Review

1/19/2017 Public Comment Recommendation: Encourage the MCOs to 
develop consistent service groups or crosswalk standards for PAs 
to allow for instances where approval is obtained for a specific 
service or products. Recommend that each of the MCOs develop 
an exemption process based on medical necessity.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Require MCOs to provide a 
plain language explanation to Iowa Medicaid members and 
providers for PA denials.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: The Department to 
determine the differences in credentialing requirements between 
the MCOs and develop a comparison grid of what additional 
measures beyond the IME's universal credentialing is required by 
each MCO.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Require the MCOs explain 
the rationale for additional credentialing requirements beyond what 
is contractually required by the IME.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Determine the percentage of 
clean claims payments that are paid on time and accurately based 
upon the established rate floors to track the accuracy of provider 
payments.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Regarding clearinghouse to 
clearinghouse issues: Request that the MCOs provide data related 
to the initial denail rates from their clearinghousees and include this 
data in the Managed Care Quarterly Report. 

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Include the accuracy and 
consistency of information provided by the MCO Customer Service 
Representatives to both providers and members in the Managed 
Care Quarterly Report.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Include secret shopper 
results to the Managed Care Quarterly Report.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Request that the MCOs 
report information regarding outreach efforts to increase access to 
care in areas identified in the MCOs' GeoAccess Reports as limited 
access areas.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Request that MCOs present 
on results of outreach efforts in order to determine outstanding 
issues that the MAAC may be able to address.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Request summaries of the 
MCOs' Consumer Advisory Panels and Clinical Advisory Panels. 
Request that MCOs make a periodic formal presentation to the 
MAAC regarding the timely data and feedback obtained from their 
required advisory panels. 

Medicaid Director Pending Director Review

Recommendations Page 2



Iowa Department of Human Services
Medical Assistance Advisory Council (MAAC)

Outstanding Recommendations from  the Executive Committee Meeting ‐  August 8, 2017

Date Added Action Item Item Category (Process, 
Systemic, Legislative) Iowa Department of Human Services Status (Outstanding / Complete / In 

Process / To Be Scheduled)

1/19/2017 Public Comment Recommendation: Encourage the development 
of a standardized process across the MCOs to create consistent 
member material to inform members on what services are provided 
by each MCO, the process for denying services, and what 
resources will be given to review available services

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Require MCOs to provide a 
plain language explanation to Iowa Medicaid members on all MCO 
denials.

Medicaid Director Pending Director Review

1/19/2017 Public Comment Recommendation: Require that all MCO 
provider manuals be clearly posted in an easily accessible format 
and location on the MCOs' websites and available in hardcopy.

Medicaid Director Pending Director Review

2/23/2017 General Recommendation: Enforce regulation that Managed Care 
Organizations (MCOs) follow established state Preferred Drug List 
(PDL), as required within their contracts.

Medicaid Director Pending Director Review

2/23/2017 General Recommendation: Encourage the MCOs provide data 
regarding medication denial rates for MAAC Executive Committee 
to monitor for future recommendations.

Medicaid Director Pending Director Review

2/23/2017 General Recommendation: Extend the allotted 30 day nursing 
facility stay for HCBS waiver recipients to 120 days. 

Medicaid Director In rules process for change.
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Iowa Department of Human Services
Medical Assistance Advisory Council (MAAC)

Completed Items from  the Executive Committee Meeting ‐  August 8, 2017

Date Added Item 
Item Category 
(Process, Systemic, 

Legislative)

Responsible 
Party 

Status  (Outstanding / Complete / In Process / To Be Scheduled)

1/19/2017 Explanation and definition of plain language standards Medicaid 
Director

Completed - Discussed in March 14, 2017 Executive Committee 
meeting. 

2/14/2017 Executive Committee to meet with Iowa Medicaid 
Communications Specialist to discuss reconfiguration of 
the Iowa Medicaid website for ease of navigation for 
members/consumers. 

Medicaid 
Director

Completed - Discussed in March 14, 2017 Executive Committee 
meeting. 

2/14/2017 Request that the MCOs assist in advertisement of the IA 
Health Link Public Comment meetings 

Medicaid 
Director

Completed - Confirmed by the State at March 14, 2017 Executive 
Committee meeting that MCOs were assisting by way of newsletters, 
the clinical advisory and the community advisory committees. 

2/23/2017 Update on the new CMS managed care rules and whether 
changes are necessary to be in compliance.                        
UPDATE on February 23, 2017: Matt Highland to present 
information and progress on new standardization of 
member content and format in publications at the March 
14, 2017, Executive Committee meeting. Within 
presentation, Matt will also discuss how standardization 
will impact the grievance and appeals process.

Medicaid 
Director

Completed -  Matt Highland presented on the communications 
standardization of managed care regulations in March 14, 2017 
Executive Committee meeting. 

3/14/2017 Matt Highland to give an update regarding 
Communications Standardization for Managed Care 
Regulations at a future Executive Committee meeting.

Medicaid 
Director

Completed

11/4/2016 Provide information on status of individuals who are 
institutionalized in a hospital or facility for beyond 30 days 
and had been on waiver services although when 
transitioning out of institution to lose their waiver services.

Medicaid 
Director

Completed - 1/19/2017:HCBS Recommendations Workgroup created 
for members who transition out of an instituion beyond the alloted 30 
days. 

11/4/2016 One-pager as preamble to Administrative Rules outlining 
changes that have been made to the document and 
submitted to the DHS Council

Medicaid 
Director

Completed - In rules process.

11/4/2016 Calendar to be developed regarding when reports are to 
be due and process timeline for when data is to be 
reviewed and recommendations made. Information to be 
added to the workplan.

Medicaid 
Director

Completed - To be handed out at 1/19/17 EC meeting.

5/19/2016 One pager regarding the role of MAAC that members can 
use with the organizations in which they are representing 
and stakeholders

Medicaid 
Director

Completed - Sent via email to EC members on 1/23/17.

11/4/2016 Request that the Attorney General's office attend a future 
meeting for orientation and the expectations for the EC 
members in addition to governance training and new 
sunshine advisory.

Medicaid 
Director

Completed - Attended February 14, 2017, Full Council meeting.

Completed Page 4
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June 27, 2017 
 
 
 
Mr. Jerry R. Foxhoven 
Director 
Iowa Department of Human Services 
Hoover State Office Building, 5th Floor 
1305 East Walnut Street 
Des Moines, IA 50319-0114 
 
Dear Mr. Foxhoven: 
 
Pursuant to House File 2460, Section 102, 2015 Iowa Acts, Chapter 137, section 63, the Medical Assistance 
Advisory Council (MAAC) would like to make the following recommendations regarding the IA Health Link Public 
Comment Meetings held in Quarter 3 of 2016.  
 
RECOMMENDATIONS 
 
Prior Authorization: 
 
Participants at the public comment meetings identified that Prior Authorization (PA) determinations are not consistent 
among Managed Care Organizations (MCOs) involving the same services and explanations of denials were vague.  
Inconsistencies were also identified concerning immediate approval of an alternate Prior Authorization (PA) when a 
similar service is deemed more appropriate at the time of a scheduled appointment. Contractually, PAs should be 
automatically approved if after seven days from submission of requests a determination has not been made. 
Providers expressed concern that the requirement was not being applied in all instances.  

 
 
 
Recommendation I: 
 
The Department to develop a new methodology to track consistency of prior authorization determinations 
within each MCO. 
 
Recommendation II: 
 
The Department to enforce and communicate to the MCOs the cap after which a Prior Authorization 
request is deemed approved (seven days) if a determination has not been made. The MCOs are then to 
communicate the determination to providers. 
 

Medical Assistance 
Advisory Council 

MAAC 
 

Iowa Department of Human Services 

 

Mikki Stier, Medicaid Director 
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Recommendation III:  
 
Encourage the MCOs to develop consistent service groups or crosswalk standards for Prior Authorizations 
to allow for instances where approval is obtained for a specific service or products. Recommend that each 
of the MCOs develop an exemption process based on medical necessity. 
 
Recommendation IV: 
 
Require MCOs to provide a plain language explanation to Iowa Medicaid members and providers for Prior 
Authorization denials.   
 

Credentialing: 
 
A universal credentialing application form was developed with consultation between the IME and the three MCOs to 
facilitate the credentialing process. However, there are differences in the credentialing requirements among the 
MCOs permitted by the National Committee for Quality Assurance (NCQA ) standards as the agreed upon application 
and subsequent requirements have been included in the contractual agreement. 
 
  Recommendation I: 
 

The Department to determine the differences in credentialing requirements between the MCOs and 
develop a comparison grid of what additional measures beyond the IME’s universal credentialing is 
required by each MCO.  
 
Recommendation II: 
 
Require the MCOs explain the rationale for additional credentialing requirements beyond what is 
contractually required by the IME. 

 
Timeliness of Reimbursement: 
 
At the public comment meetings a concern was expressed involving the timely payment of submitted claims. In an 
effort to better assess the situation, it was determined that additional information will be needed to determine the 
percentage of clean claims and denials. Clearinghouse to clearinghouse data will need to be requested from the 
MCOs to determine denial rates of claims submissions. 
 
  Recommendation I: 
 

Determine the percentage of clean claims payments that are paid on time and accurately based upon the 
established rate floors to track the accuracy of provider payments.  
 
Recommendation II: 
 
Regarding clearinghouse to clearinghouse issues: Request that the MCOs provide data related to the initial 
denial rates from their clearinghouses and include this data in the Managed Care Quarterly Report.  

 
Consistency of MCO Customer Service: 
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There has been inconsistency in information provided to both Iowa Medicaid providers and members by MCO 
Customer Services Representatives.  
 
  Recommendation I: 
 

Include the accuracy and consistency of information provided by the MCO Customer Service 
Representatives to both providers and members in the Managed Care Quarterly Report.  
 
Recommendation II: 
 
Include secret shopper results to the Managed Care Quarterly Report. 
 

Reduced Geographical Access and Access to Care: 
 
Some Iowa Medicaid providers have chosen not to contract with all three MCOs which has resulted in decreased 
member access to care.  
 
  Recommendation I: 

Request that the MCOs report information regarding outreach efforts to increase access to care in areas 
identified in the MCOs’ GeoAccess Reports as limited access areas.  
 
Recommendation II: 
Request that MCOs present on results of outreach efforts in order to determine outstanding issues that the 
MAAC may be able to address. 

 
 
 
 
Consumer Navigation of New System: 
 
Following implementation, some members have not been able to access the same level of care depending on which 
MCO the member is enrolled. A number of members are also not aware of what services are available to them, why 
some services are being denied, and what resources are available to them to assist with understanding and obtaining 
services.  
  Recommendation I: 

Request  summaries of the MCOs’ Consumer Advisory Panels and Clinical Advisory Panels. Request that 
MCOs make a periodic formal presentation to the MAAC regarding the timely data and feedback obtained 
from their required advisory panels. 

 
 
  Recommendation II: 
 

Encourage the development of a standardized process across the MCOs to create consistent member 
material to inform members on what services are provided by each MCO, the process for denying services, 
and what resources will be given to review available services.  

 
Recommendation III: 
 
Require MCOs to provide a plain language explanation to Iowa Medicaid members on all MCO denials.    
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General Recommendations: 
 
General recommendations based on overarching themes throughout IA Health Link Public Comment meetings 
between the dates of October 1, 2016, and December 31, 2016. 
   
  Recommendation I: 
 

Require that all MCO provider manuals be clearly posted in an easily accessible format and location on the 
MCOs’ websites and available in hardcopy.  

 
We look forward to continuing to work with the Department in an effort to improve health and medical care services 
under the medical assistance program.  
 
Sincerely, 
 
 
 
 
Gerd Clabaugh 
Iowa Department of Public Health 
Co-Chairperson 
 
 
 
 
David Hudson 
Public Representative 
Co-Chairperson 
 
Enclosure 



 

 

 
 
 
 

 
 
 
 
 
 
 

Medical Assistance 
Advisory Council 

MAAC 
 

Iowa Department of Human Services 

 

Mikki Stier, Medicaid Director 

 

 
April 21, 2017 
 
 
 
 
Mr. Charles M. Palmer 
Director 
Iowa Department of Human Services 
1305 E. Walnut Street 
Des Moines, IA 50319-0114 
 
Dear Mr. Palmer: 
 
The Medical Assistance Advisory Council (MAAC) continues to monitor previous IA Health 
Link Public Comment Meeting recommendations made to the Department.  
 
Recently, the MAAC provided you recommendations made in the second quarter, of State 
Fiscal Year 2017 (SFY17). New recommendations that are received during the third 
quarter, plus any pending updates and commentaries will be held by the MAAC until the 
Quarter 4 SFY17 in order to develop additional recommendations for your consideration. 
 
Sincerely, 
 

 
 
Gerd Clabaugh 
Iowa Department of Public Health 
Co-Chairperson 
 

 
 
David Hudson 
Public Representative 
Co-Chairperson 
 
 
 
 
 
 



 

 

 
 
 
 

March 14, 2017 
 
Mr. Charles M. Palmer 
Director 
Iowa Department of Human Services 
1305 E. Walnut Street 
Des Moines, IA 50319-0114 
 
Dear Mr. Palmer: 
 
Pursuant to Iowa Administrative Code 249A, 4B, subsection 6, based upon the deliberations of the Medical 
Assistance Advisory Council (MAAC) and the Executive Committee, the Executive Committee would like to 
make the following recommendation regarding the policy and administration of the medical assistance 
program. The MAAC and Executive Committee have identified unmet pharmaceutical needs and maintenance 
of prescription medications, in addition to recipient removal from Home- and Community- Based Service 
(HCBS) waivers following nursing facility stays that have ultimately affected the health of medical assistance 
recipients. Please consider the following recommendations regarding continuity of care as it relates to 
medication distribution and HCBS waivers.  
 
RECOMMENDATION 
 
Medication Approval: 
 
Patients and providers have reported instances of patients being asked to repeat the step therapy process. 

 
Recommendation I: 
 
Enforce regulation that Managed Care Organizations (MCOs) follow established state Preferred Drug 
List (PDL), as required within their contracts.  
 
Recommendation II:  
 
Encourage the MCOs provide data regarding medication denial rates for MAAC Executive 
Committee to monitor for future recommendations.  
 

HCBS Waiver: 
 
Members receiving waiver services were removed from the waiver program following a 30 day or more stay in 
a nursing facility. 
  Recommendation I: 
 
  Extend the allotted 30 day nursing facility stay for HCBS waiver recipients to 120 days. 

Medical Assistance 
Advisory Council 

MAAC 
 

Iowa Department of Human Services 

 

Mikki Stier, Medicaid Director 

 

 



The MAAC and Executive Committee have identified general issues pertaining to mental health care that, 
although not within the purview of the MAAC, may be appropriate topics of discussion for the Mental Health 
and Disability Services (MHDS) Commission. Please consider the following referrals. 
 
ISSUE FOR REFERRAL 
 
Provider Reimbursement Rates Resulting in Limited Access to Care: 
 
  Referral I: 
 

Mental health providers who participated in the public meetings expressed concerns that mental 
health providers are being reimbursed at a lower rate by Medicaid for services than what is being 
paid by other health insurance plans, such as Medicare. Issues around access to care for Medicaid 
recipients requiring mental health services were conveyed due to few providers’ unwillingness to 
accept the lesser amount of reimbursement. Lower reimbursement rates have also resulted in limited 
access to care for the Home- and Community- Based Services (HCBS) waiver population and 
members requiring facility placement as members must travel greater distances to receive treatment 
and psychological testing from par providers. Patients and providers reported instances of members 
who were in critical need of mental health housing and were unable to identify suitable 
accommodation and care within a reasonable amount of time due to the limited access.  
 

 General Mental Health Concerns: 
 
  Referral I: 
 

Following implementation of the managed care program, some recipients in residential group homes 
and residential care facilities who are enrolled in the managed care program have experienced 
issues in their group home and residential care facility placement and the accompanying services 
and supports. Members in the managed care program have also recently encountered transition 
issues in the transferring of services from one facility to the next.  
 

MAAC members hope this communication will improve efficiencies in the medical assistance program to 
ensure that patients receive timely and continuous care, while also improving the stability and wellness of 
patients and their families. 
 
We look forward to continuing to work with the Department in an effort to improve health and medical care 
services under the medical assistance program. Please feel free to contact the MAAC should you have any 
additional questions regarding the recommendations or referrals outlined above. 
 
Sincerely, 

 
Gerd Clabaugh 
Iowa Department of Public Health 
Co-Chairperson 
 
 

 
David Hudson 
Public Representative 
Co-Chairperson 
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Mr. Gerd Clabaugh 
Co-Chairperson 
Medical Assistance Advisory Council 

Mr. David Hudson 
Co-Chairperson 

Medical Assistance Advisory Council 

Dear Mr. Clabaugh and Mr. Hudson: 

I am writing in response to your recent recommendations made on behalf of the Medical 
Assistance Advisory Council (MAAC). Specifically, you provided recommendations 
based on public comments obtained in IA Health Link Public Comment Meetings held in 
Quarter 3 of 2016. Additionally, recommendations were received regarding medication 
approval and the Home and Community-Based Services (HCBS) Waiver program. 

Below, please find the Department's responses to your recommendations concerning 
the Quarter 3 of 2016, IA Health Link Public Comment Meetings: 

Recommendation: The Department is to develop a new methodology to track 
consistency of prior authorization determinations within each MCO. 

o Each MCO uses slightly different prior authorization criteria for different types 
of services. While the IME could perform regular audits of prior authorization 
decisions, it would be resource-intensive to train the auditors for each prior 
authorization criteria as well as time and staff needed to perform the audits. 
MCOs are reviewed on their prior authorization process by third party entities 
such as the Department's external quality review organization as well as the 
NCQA accreditors. MCOs additionally have processes in place to perform 
internal quality assurance checks that include inter-rater reliability tests on 
utilization management staff. 

Recommendation: The Department is to enforce and communicate to the MCOs the cap 
after which a prior authorization request is deemed approved (seven days) if a 
determination has not been made. The MCOs are then to communicate the 
determination to providers. 

1305 E. Walnut Street, Des Moines, IA 50319-0114 
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o The Department currently reviews prior authorizations that do not meet the 
timeliness standard in the contract to ensure that those authorizations are 
deemed approved. 

Recommendation: Encourage the MCOs to develop consistent service groups or 
crosswalk standards for prior authorizations to allow for instances where 
approval is obtained for a specific service or products. Recommend that each of 
the MCOs develop an exemption process based on medical necessity. 

o Standardized prior authorization criteria and crosswalks, as well as an 
exemption process, is not industry standard and contrary to managed care. 
The Department has worked with the MCOs to provide additional information 
to stakeholders on service category prior authorization requirements and 
continues to update that document as necessary. 

Recommendation: The Department is to determine the differences in credentialing 
requirements between the MCOs and develop a comparison grid of what 
additional measures beyond the IME's universal credentialing is required by each 
MCO. 

o The Department can work with the MCOs on the differences of credentialing 
requirements and post to the Medicaid Modernization webpage for 
stakeholder review. 

Recommendation: Require the MCOs explain the rationale for additional credentialing 
requirements beyond what is contractually required by the IME. 

o The MCOs have requirements above and beyond the requirements of Iowa 
Medicaid due to NCQA accreditation as well as corporate policy. These 
rationales could be included in the crosswalk mentioned above as long as 
proprietary information is not included. 

Recommendation: Determine the percentage of clean claims payments that are paid on 
time and accurately based upon the established rate floors to track the accuracy 
of provider payments. 

o The Department continues to look at a number of data sources to verify 
accurate payment. Reviewing and reporting accuracy of payment on a 
systemic basis is outside of industry standards and not possible with a 
credible level of accuracy due to individualized provider contracts, different 
copayments and client participation, and lesser of logic applied for billed vs. 
allowable charges. 
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Recommendation: Regarding clearinghouse issues: Request that the MCOs provide 
data related to the initial denial rates from their clearinghouses and include this 
data in the Managed Care Quarterly Report. 

o The Department could require the MCOs to report on the number of claims that 
are rejecting and reasons why at their clearinghouse level. However, if a provider 
uses a third party clearinghouse, the MCOs would not be able to capture or 
report this information. Providers are sent rejection reasons from the 
clearinghouses that they submit their claims to; however, the Managed Care 
Bureau does not see a clear utility in adding this report. 

Recommendation: Include the accuracy and consistency of information provided by the 
MCO Customer Service Representatives to both providers and members in the 
Managed Care Quarterly Report. 

o The Department could require the MCOs to report on their own quality 
assurance activities performed on their call centers to include in the Managed 
Care Quality Report. MCOs are mitigating these issues as they become 
aware through these quality assurance activities; however, the Managed Care 
Bureau does not see a clear utility in adding this report. 

Recommendation: Include secret shopper results to the Managed Care Quarterly 
Report. 

o No additional workload would be required to include the secret shopper data 
in the Managed Care Quarterly Report but the Managed Care Bureau 
questions whether this would provide useful information to stakeholders. 

Recommendation: Request that the MCOs report information regarding outreach efforts 
to increase access to care in areas identified in the MCO's GeoAccess Reports 
as limited access areas. 

o The MCOs currently report on barriers to network adequacy as part of the 
network access adequacy exception reports that are submitted to the 
Department for approval. Many of these barriers are due to workforce 
shortages that are concurrently occurring in Medicaid Fee-for-Service (FFS) 
as well as the commercial market. Outreach and expansion of workforce 
should be a joint effort between multiple stakeholders/agencies and not solely 
the responsibility of the MCOs. 

Recommendation: Request that MCOs present on results of outreach efforts in order to 
determine outstanding issues that the MAAC may be able to address. 
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o MCOs are able to provide presentations on whatever the MAAC requests and 
have done so as requested. This should be added to the agenda if the MAAC 
believes this to be useful. 

Recommendation: Request summaries of the MCOs' Consumer Advisory Panels and 
Clinical Advisory Panels. Request that MCOs make a periodic formal 
presentation to the MAAC regarding the timely data and feedback obtained from 
their required advisory panels. 

o MCOs are able to provide presentations on whatever the MAAC requests and 
have done so as requested. This should be added to the agenda if the MAAC 
believes this to be useful. 

Recommendation: Encourage the development of a standardized process across the 
MCOs to create consistent member material to inform members on what services 
are provided by each MCO, the process for denying services, and what 
resources will be given to review available services. 

o Standardized member manuals is a federal requirement that was 
implemented July 1, 2017. The Department and MCOs have been actively 
working towards this standardization. 

Recommendation: Require the MCOs provide a plain language explanation to Iowa 
Medicaid members and providers for prior authorization denials. 

o Plain language explanations of authorization denials and reductions is a 
federal requirement and monitored on a regular basis as well as part of the 
MCO external quality review. 

Recommendation: Require that all MCO provider manuals be clearly posted in an easily 
accessible format and location on the MCOs' websites and available in hardcopy. 

o All provider materials for each MCO is posted on their websites as well as 
centralized on the Medicaid Modernization webpage at: 
https://dhs.iowa.qov/iahealthlink/resources/provider-specific 

In consideration of your recommendations made regarding medication approval and the 
HCBS Waiver program, the Department provides the following: 

Recommendation: Enforce regulation that Managed Care Organizations (MCOs) follow 
established state Preferred Drug List (PDL), as required within their contracts. 
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o The Department enforces the contract requirement that the MCOs follow the 
state PDL when it is brought to the attention of the Department that this has 
not occurred. Contract requirements are enforced through a spectrum of 
remedies from written warnings to corrective action to termination of the 
contract. To date, the Department is not aware of systemic issues with the 
MCOs following the state PDL. Rather, the Department has worked with the 
MCOs on a case by case corrective action where the state PDL appears to be 
misunderstood or incorrectly programmed. 

Recommendation: Encourage the MCOs provide data regarding medication denial rates 
for MAAC Executive Committee to monitor for future recommendations. 

o The MCOs provided data on the top reasons for pharmacy denials and this is 
provided in the managed care quarterly performance reports. The Department 
is analyzing pharmacy encounter data, provided by the MCOs, for trends in 
approval and denial by drug type and reasons for denial. 

Recommendation: Extend the allotted 30 day nursing facility stay for HCBS Waiver 
recipients to 120 days. 

o The Department of Human Services has promulgated rules to change this 
policy from 30 days to 120 days. 

The Department appreciates the MAAC's continual engagement in the medical 
assistance program and contribution in the improvement of healthcare services in the 
state of Iowa. 

Thank you for bringing this matter to my attention. 

Sincerely, 

Jerry R. Foxhoven 
Director 

JRF/at 



Medical Assistance Advisory Council (MAAC) 
IA Health Link Public Comment Recommendations 

June 27, 2017 

Recommendation/Referral Response 

Recommendation: The Department is to develop a new methodology to track 
consistency of prior authorization determinations within each MCO. 

Each MCO uses slightly different prior authorization criteria for 
different types of services. While the IME could perform regular 
audits of prior authorization decisions, it would be resource 
intensive to train the auditors for each prior authorization criteria 
as well as the time and staff needed to perform the audits. MCOs 
are reviewed on their prior authorization process by third party 
entities such as the department's external quality review 
organization as well as the NCQA accreditors. MCOs additionally 
have processes in place to perform internal quality assurance 
checks that include inter-rater reliability tests on utilization 
management staff. 

Recommendation: The Department is to enforce and communicate to the MCOs 
the cap after which a prior authorization request is deemed approved (seven 
days) if a determination has not been made. The MCOs are then to communicate 
the determination to providers. 

The department currently reviews prior authorizations that do not 
meet the timeliness standard in the contract to ensure that those 
authorizations are deemed approved. 

Recommendation: Regarding clearinghouse issues: Request that the MCOs 
provide data related to the initial denial rates from their clearinghouses and 
include this data in the Managed Care Quarterly Report. 

The department could require the MCOs to report on the number 
of claims that are rejecting and reasons why at their 
clearinghouse level. However, if a provider uses a third party 
clearinghouse, the MCOs would not be able to capture or report 
this information. Providers are sent rejection reasons from the 
clearinghouses that they submit their claims to; however, the 
Managed Care Bureau does not see a clear utility in adding this 
report. 

Recommendation: Include the accuracy and consistency of information provided 
by the MCO Customer Service Representatives to both providers and members 
in the Managed Care Quarterly Report. 

The department could require the MCOs to report on their own 
quality assurance activities performed on their call centers to 
include in the Managed Care Quality Report. MCOs are 
mitigating these issues as they become aware through these 
quality assurance activities; however, the Managed Care Bureau 
does not see a clear utility in adding this report. 

Recommendation: Include secret shopper results to the Managed Care 
Quarterly Report. 

No additional workload would be required to include the secret 
shopper data in the Managed Care Quarterly Report but the 
Managed Care Bureau questions whether this would provide 
useful information to stakeholders. 

Recommendation: Request that the MCOs report information regarding outreach 
efforts to increase access to care in areas identified in the MCO's GeoAccess 

The MCOs currently report on barriers to network adequacy as 
part of the network access adequacy exception reports that are 
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Reports as limited access areas. submitted to the department for approval. Many of these barriers 
are due to workforce shortages that are concurrently occurring in 
Medicaid Fee-for-Service (FFS) as well as the commercial 
market. Outreach and expansion of workforce should be a joint 
effort between multiple stakeholders/agencies and not solely the 
responsibility of the MCOs. 

Recommendation: Request that MCOs present on results of outreach efforts in 
order to determine outstanding issues that the MAAC may be able to address. 

Managed Care Organizations are able to provide presentations 
on whatever the MAAC requests and have done so as requested. 
This should be added to the agenda if the MAAC believes this to 
be useful. 

Recommendation: Request summaries of the MCO's Consumer Advisory 
Panels and Clinical Advisory Panels. Request that MCOs make a periodic formal 
presentation to the MAAC regarding the timely data and feedback obtained from 
their required advisory panels. 

Managed Care Organizations are able to provide presentations 
on whatever the MAAC requests and have done so as requested. 
This should be added to the agenda if the MAAC believes this to 
be useful. 

Recommendation: Encourage the MCOs to develop consistent service groups or 
crosswalk standards for prior authorizations to allow for instances where 
approval is obtained for a specific service or products. Recommend that each of 
the MCOs develop an exemption process based on medical necessity. 

Standardized prior authorization criteria and crosswalks, as well 
as an exemption process, is not industry standard and contrary to 
managed care. The department has worked with the MCOs to 
provide additional information to stakeholders on service 
category prior authorization requirements and continues to 
update that document as necessary. 

Recommendation: Require the MCOs provide a plain language explanation to 
Iowa Medicaid members and providers for prior authorization denials. 

Plain language explanations of authorization denials and 
reductions is a federal requirement and monitored on a regular 
basis as well as part of the MCO external quality review. 

Recommendation: The Department is to determine the differences in 
credentialing requirements between the MCOs and develop a comparison grid of 
what additional measures beyond the IME's universal credentialing is required by 
each MCO. 

The department can work with the MCOs on the differences of 
credentialing requirements and post to the Medicaid 
Modernization webpage for stakeholder review. 

Recommendation: Require the MCOs explain the rationale for additional 
credentialing requirements beyond what is contractually required by the IME. 

The MCOs have requirements above and beyond the 
requirements of Iowa Medicaid due to NCQA accreditation as 
well as corporate policy. These rationales could be included in 
the crosswalk mentioned above as long as proprietary 
information is not included. 

Recommendation: Determine the percentage of clean claims payments that are 
paid on time and accurately based upon the established rate floors to track the 
accuracy of provider payments. 

The department continues to look at a number of data sources to 
verify accurate payment. Reviewing and reporting accuracy of 
payment on a systemic basis is outside of industry standards and 
not possible with a credible level of accuracy due to 
individualized provider contracts, different copayments and client 
participation, and lesser of logic applied for billed vs. allowable 
charges. 

Recommendation: Encourage the development of a standardized process Standardized member manuals is a federal requirement that was 



Page. 3 of 3 

across the MCOs to create consistent member material to inform members on 
what services are provided by each MCO, the process for denying services, and 
what resources will be given to review available services. 

implemented July 1, 2017. The department and MCOs have 
been actively working towards this standardization. 

Recommendation: Require the MCOs to provide a plain language explanation to 
Iowa Medicaid members on all MCO denials. 

Plain language explanations of authorization denials and 
reductions is a federal requirement and monitored on a regular 
basis as well as part of the MCO external quality review. 

Recommendation: Require that all MCO provider manuals be clearly posted in 
an easily accessible format and location on the MCO's websites and available in 
hardcopy. 

All provider materials for each MCO is posted on their websites 
as well as centralized on the Medicaid Modernization webpage 
at: https://dhs.iowa.qov/iahealthlink/resources/provider-specific. 



Medical Assistance Advisory Council (MAAC) 
Medication Approval and HCBS Recommendat ions 

June 27, 2017 

Recommendation/Referral Response 

Recommendation: Enforce regulation that Managed Care Organizations (MCOs) 
follow established stated Preferred Drug List (PDL), as required within their 
contracts. 

The Department enforces the contract requirement that the 
MCOs follow the state PDL when it is brought to the attention of 
the Department that this has not occurred. Contract requirements 
are enforced through a spectrum of remedies from written 
warnings to corrective action to termination of the contract. To 
date, the Department is not aware of systemic issues with the 
MCOs following the state PDL. Rather, the Department has 
worked with the MCOs on a case by case corrective action where 
the state PDL appears to be misunderstood or incorrectly 
programmed. 

Recommendation: Encourage the MCOs provide data regarding medication 
denial rates for MAAC Executive Committee to monitor for future 
recommendations. 

The MCOs provide data on the top reasons for pharmacy 
denials and this is provided in the managed care quarterly 
performance reports. The Department is analyzing pharmacy 
encounter data, provided by the MCOs, for trends in approval 
and denial by drug type and reasons for denial. 

Recommendation: Extend the allotted 30 day nursing facility stay for HCBS 
Waiver recipients to 120 days. 

The Department of Human Services has promulgated rules to 
change this policy from 30 days to 120 days. 
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Sioux City IA Health Link Public Comment Meeting 

Tuesday, June 13, 2017  
Time: 5 p.m. – 7 p.m. 

Sioux City Public Library 
529 Pierce St 
Sioux City, IA 

Meeting Comments and Questions 
 
IME/DHS Staff MCO Representatives MAAC Representatives 

Lindsay Paulson - present Amerigroup Iowa, Inc. - present Gerd Clabaugh - present 

Sean Bagniewski - present AmeriHealth Caritas Iowa, Inc. - 
present 

 

Matt Highland - present UnitedHealthcare Plan of the River 
Valley, Inc. - present 

 

Peter Crane – present   

Adrian Olivares – present   

 

 

Comments 
 
Reimbursement, Billing and Claims 
A provider stated that his office had purchased medically necessary medications for patients 
and had not yet been reimbursed by two of the MCOs. In regards to denials, a different 
provider stated that medications were being denied and how hard it had been for patients to 
obtain needed medications. Multiple providers stated that they had been experiencing claims 
issues such as unpaid claims, claims denials or claims that had been paid incorrectly.  
Providers identified issues with the timeliness and accuracy of reimbursements. Some 
providers also stated that their employees have to work extra hours to correct denied claims. 
A different provider mentioned their facility will not be accepting any new patients until the 
claim issues are resolved. A Consumer Directed Attendant Care (CDAC) provider mentioned 
that some CDAC providers were being paid for their services every other month and not 
monthly as they should be. A substance abuse treatment center representative stated that 
they were owed 1.5 million by the MCOs. 
 
Durable Medical Equipment (DME) 
Providers have not yet been reimbursed for DME provided to the patients. A DME provider 
commented on the ongoing claims issues with one of the MCOs, and stated that they have 
101 unpaid and incorrectly paid claims as of April 2016. Providers have contacted the IME in 
regards to unpaid claims although issues have not yet been resolved and providers continue 
to encounter unpaid claims. A DME provider stated that one of the MCOs took over 4 months 
to pay for oxygen services for a patient in a nursing home.  
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Prior Authorizations 
Providers raised concerns about the MCOs not following the IME guidelines for prior 
authorizations.   
 
Comments 
A provider commented that the MCOs were making treatment decisions for the patients 
rather than the providers and medical staff. Providers were also having difficulty with 
following three different sets of rules and procedures for the MCOs. A remark was made that 
the MCOs were progressively improving. It was stated that the data and information within 
the MCO quarterly reports was not accurate. A provider mentioned an MCO’s members were 
forced to switch their MCO in order for their services to be approved. Providers were being 
referred to their account representatives when calling the MCO’s customer service call 
centers. Providers said issues were being passed to different departments throughout the 
organizations and while they had received callbacks and emails in regards to their issues, the 
issues were not being resolved. 
 
NEMT 
A member raised a concern about the lack of transportation services in their area. A 
transportation broker had asked a member unnecessary information for services such as 
what provider they would be seeing and their diagnosis. The member believed she should not 
be asked those types of questions when scheduling transportation to appointments. 
 
Case Management 
A member also raised concerns about their case manager assigned by their MCO. The 
member stated the case manager sent rude emails saying “I’m busy what do you need” and 
“effective immediately I’m no longer your case manager. Your new one will contact you.” The 
member stated they were now afraid to contact their new case manager as they had never 
experienced such treatment from previous case managers.  In regards to case managers, a 
member stated that they believed the case managers were under a lot of stress due to the 
amount of cases they were dealing handling. A member gave accolades to their son’s case 
manager.  
 

Questions 
 

1. What is being done to update the websites in order to obtain information on how to bill 
properly? 

2. Are the MCOs willing to have face-to-face meetings to go over the billing issues? 
3. We get denials for medical equipment and have to appeal, get a hearing and then the 

items will be approved. What will happen when the MCOs can no longer provide 
equipment? 

4. What are the guidelines or requirements the medical directors are going by? How do 
we explain it to parents with children approved for one item but not the other? 
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EXECUTIVE SUMMARY 
 
 

 
Legislative Requirements:  
This report is based on requirements of 2016 Iowa Acts Section 1139. The legislature grouped 
these reports into three main categories: 
 

• Consumer Protection  
• Outcome Achievement 
• Program Integrity 

 
The department grouped the managed care reported data in this publication as closely as 
possible to House File 2460 categories but has made some alterations to ease content flow and 
data comparison. This publication content will flow in the following way: 
 

• Eligibility and demographic information associated with members assigned to managed 
care  

• Program information related to specific population groupings (General, Special Needs, 
Behavioral Health, and Elderly)  

• Consumer protections and support information  
• Managed care organization program information related to operations  
• Network access and continuity of providers  
• Financial reporting  
• Program integrity actions and recoveries  
• Health care outcomes for Medicaid members  
• Appendices with supporting information 

 
This report is based on Quarter 3 of State Fiscal Year (SFY) 2017 and includes the information 
for the Iowa Medicaid Managed Care Organizations (MCO): 
 

• Amerigroup Iowa, Inc. (Amerigroup, AGP) 
• AmeriHealth Caritas Iowa, Inc. (AmeriHealth, ACIA) 
• UnitedHealthcare Plan of the River Valley, Inc. (UnitedHealthcare, UHC) 

 
Notes about the reported data: 

• This quarterly report is focused on key descriptors and measures that provide 
information about the managed care implementation and operations.    

• While this report does contain operational data that can be an indicator of positive 
member outcomes, standardized health outcome measures will not be reported with 
validity until after the first year of implementation. This will include measures associated 
with HEDIS®1 CAHPS2, and measures associated with the 3M Treo Value Index Score 
tool developed for the State Innovation Model (SIM) grant that the state has with the 
Centers for Medicare and Medicaid Services (CMS).  

 

                                                 
1 The Healthcare Effectiveness Data and Information Set (HEDIS®) is a standardized, nationally-accepted 
set of performance measures that assess health plan performance and quality.  
2 The Consumer Assessment of Healthcare Providers and Systems (CAHPS) is a standardized, 
nationally-accepted survey that assesses health plan member satisfaction. 
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• The reports are largely based on managed care claims data.  Because of this, the data 
will not be complete until a full 180 days has passed since the period reported. However, 
based on our knowledge of claims data this accounts for less than 15% of the total claim 
volume for that reporting period.  

• Several data elements in the quarterly reports to date have been under review, clarified, 
and updated in each successive report. We continue to review and fine-tune the reports 
to ensure that the information is presented as consistent as possible among the MCOs 
on a going forward basis. However, as noted in the report, accounting and reporting 
variances among MCOs exist and may result in variances among plans beyond the 
variance in medical expenses per member.  

• The Department validates the data by looking at available fee-for-service historical 
baselines, available encounter data, and by reviewing the source data provided by the 
MCOs.  

 
 
More information on the move to managed care is available at 
http://dhs.iowa.gov/ime/about/initiatives/MedicaidModernization 
 
Providers and members can find more information on the IA Health Link program at 
http://dhs.iowa.gov/iahealthlink  
 
 
 
 
  

http://dhs.iowa.gov/ime/about/initiatives/MedicaidModernization
http://dhs.iowa.gov/iahealthlink
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PLAN ENROLLMENT BY AGE 
 

 
 

293,169 
51.2% 

253,931 
44.3% 

25,901 
4.5% 

Managed Care Enrollment by Age 
Total MCO Enrollment = 573,001* 

 0-21  22-64  65+

*March 2017 enrollment data as of April 10, 2017 – data pulled on other dates will 
not reflect the same numbers due to reinstatements and eligibility changes. This 
does not include hawk-i enrollees. This does not include 49,159 members that 
remain in the Fee-for-Service (FFS) program.  
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PLAN ENROLLMENT BY MCO 
 

 

 
*March 2017 enrollment data as of April 10, 2017 – data pulled on other dates will not reflect the 
same numbers due to reinstatements and eligibility changes. This does not include hawk-i 
enrollees. This does not include 49,159 members that remain in the Fee-for-Service (FFS) 
program.  
 

188,790 
32.9% 

214,664 
37.5% 

169,547 
29.6% 

MCO Plan Enrollment Distribution 
Total MCO Enrollment = 573,001* 

 Amerigroup  AmeriHealth  UnitedHealthcare

Amerigroup 
Plan Assignment 

 Self-Selection

 Default Assignment

15,943 
8.4% 

172,847 
91.6% 

AmeriHealth 
Plan Assignment 

 Self-Selection

 Default Assignment

183,669 
85.6% 

30,995 
14.4% 

UnitedHealthcare 
Plan Assignment 

 Self-Selection

 Default Assignment

155,798 
91.9% 

13,749 
8.1% 
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PLAN ENROLLMENT BY PROGRAM 
 

 

 
 

 

*March 2017 enrollment data as of April 10, 2017 – data pulled on other dates will not reflect the 
same numbers due to reinstatements and eligibility changes. This does not include 49,159 
members that remain in the Fee-for-Service (FFS) program.  

44,966 
7.3% 

429,301 
69.5% 

143,700 
23.3% 

All MCO Enrollment by Program 
Total MCO Enrollment = 617,967* 

 hawk-i  Medicaid  Iowa Wellness Plan

49,436 
34.4% 

49,438 
34.4% 

44,826 
31.2% 

Iowa Wellness Plan 
Enrollment= 143,700 

 Amerigroup

 AmeriHealth

 UnitedHealthcare

139,354 
32.5% 

165,226 
38.5% 

124,721 
29.1% 

Traditional Medicaid 
Enrollment = 429,301 

 Amerigroup

 AmeriHealth

 UnitedHealthcare

11,490 
25.6% 

10,385 
23.1% 

23,091 
51.4% 

hawk-i 
Enrollment = 44,966 

 Amerigroup

 AmeriHealth

 UnitedHealthcare
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PLAN DISENROLLMENT BY MCO 
 

 

*Q3 SFY17 enrollment data as of April 10, 2017 – data pulled on other dates will not reflect the 
same numbers due to reinstatements and eligibility changes.  
 
Disenrollment refers to members who have chosen to change their enrollment with one MCO to 
an alternate MCO. The chart above indicates the number of members disenrolling from the 
MCO to another MCO. This includes members changing MCOs within the 90 day “choice 
period” that they can change for any reason as well as “good cause” disenrollments after the 90 
day choice period.  
 
Reasons for “Good Cause” Disenrollment for Q3 SFY17 

Members can disenroll for good cause any time during the year after their 90 day choice period 
if certain criteria are met such as: 

• The member needs related services to be performed at the same time; not all related 
services are available within the network; and the member’s primary care provider or 
another provider determines that receiving the services separately would subject the 
member to unnecessary risk. 

• Other reasons, including but not limited to, poor quality of care, lack of access to 
services covered under the contract, lack of access to providers experienced in dealing 
with the member’s health care needs, or eligibility and choice to participate in a program 
not available in managed care (i.e. PACE).  

• MCO does not, because of moral or religious objections, cover the service the member 
seeks. 

Summary Reason Count 
Established provider in another MCO network 1,301 
Continuity of care 105 
Lack of access to services covered under the contract 57 
Lack of access to providers experienced in dealing with the member’s health care needs 30 
Quality of care 21 
 

 

4,380 

1,057 1,128 1,510 1,303 
619 700 

1,303 

9,779 

3,101 
2,422 2,452 

0

2,000

4,000

6,000

8,000

10,000

12,000

Q4 SFY16 Q1 SFY17 Q2 SFY17 Q3 SFY17

Members Changing from One MCO to Another* 
 Amerigroup  AmeriHealth  UnitedHealthcare
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ALL MCO LONG TERM SERVICES AND SUPPORTS (LTSS) ENROLLMENT 
 

 
 

Total MCO LTSS Enrollment by Plan 
 

 
 
*March 2017 enrollment data as of April 10, 2017 – data pulled on other dates will not reflect the 
same numbers due to reinstatements and eligibility changes. This does not include 49,159 
members that remain in the Fee-for-Service (FFS) program.

23,655 
63.3% 

13,692 
36.7% 

LTSS Managed Care Enrollment by Location 
MCO LTSS Enrollment = 37,347* 

 Community Based Services  Facility Based Services (ICF/ID, Nursing Facility, PMI)

3,369 
44.1% 4,272 

55.9% 

Amerigroup LTSS 
Enrollment  = 7,641 

 Community Based Services

 Facility Based Services

17,429 
74.5% 

5,974 
25.5% 

AmeriHealth LTSS 
Enrollment = 23,403 

 Community Based Services

 Facility Based Services

2,857 
45.3% 3,446 

54.7% 

UnitedHealthcare LTSS 
Enrollment = 6,303 

 Community Based Services

 Facility Based Services
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GENERAL POPULATION REPORTING 
 

Adult General Population Reporting 
Adults included in this report are members between the ages of 18 and 64 as 
determined at the end of the quarter, who require basic health care services and do 
not have needs that require long term services and supports or behavioral health 
services. These members are low income and also include those on the Iowa Health 
and Wellness Plan.  
 

 
Adult: Members Served represents unduplicated and continuously enrolled members 
across the quarter and not a point in time enrollment.   
 

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

 

91,967 

62,951 59,559 57,693 

89,345 

68,509 
61,896 60,050 

91,078 

56,408 54,507 54,366 

0

20,000

40,000

60,000

80,000

100,000

Q4 SFY16 Q1 SFY17 Q2 SFY17 Q3 SFY17

Adult: Members Served 
 Amerigroup  AmeriHealth  UnitedHealthcare
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The aggregate average cost includes health care and pharmacy services. The data is 
based on claims paid during this reporting period and does not account for claims that 
have not yet been submitted. After reviewing the percentage of claims that may be 
outstanding, it has been concluded that eight to twelve percent (8-12%) of claims may 
not be included in this measure.    
 

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO. This can create an artificially low average aggregate 
cost per member if the member does not utilize services during that time.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

 
 

 
 
Members who have a health care coordinator have special health care needs and will 
benefit from more intensive health care management. The special health care needs 
include members with chronic conditions such as diabetes, COPD, and asthma. This is 
a new and more comprehensive health care coordination strategy than was available in 
fee-for-service. It is anticipated that the number of members assigned to a care 
coordinator will increase over the first several quarters and then remain stable. 
 
Numbers may vary across the MCOs due to the scope of care coordination services 
reported.  

1,349 

4,787 
4,405 4,313 

2,366 

4,088 

3,093 

5,317 

623 

1,716 1,865 1,672 
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2,000

3,000

4,000

5,000

6,000

Q4 SFY16 Q1 SFY17 Q2 SFY17 Q3 SFY17

Adult: Members Assigned a Health Care Coordinator 
 Amerigroup  AmeriHealth  UnitedHealthcare
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At least seventy percent (70%) of the MCO’s new members, who have been assigned 
to the MCO for a continuous period of at least ninety (90) days and the MCO has been 
able to reach within three attempts, will have health risk assessments completed. The 
department has issued remedies for this performance metric and continues to monitor 
the MCO work towards this goal.  
 
Health risk assessments were not required for all Medicaid members in fee-for-service 
prior to managed care implementation. Health risk assessments were considered a 
Healthy Behavior for members in the Iowa Health and Wellness Plan which would assist 
in premium reduction if completed.  
 
This data includes all MCO populations. This data element does not have a direct 
benchmark to compare to historical fee-for-service data.  

36% 
19,014 

33% 
1,777 

35% 
1,215 

53% 
22,212 

35% 
2,485 

33% 
583 

96% 
560 

77% 
382 

0%

20%

40%

60%

80%

100%

Q4 SFY16 Q1 SFY17 Q2 SFY17 Q3 SFY17

Adult: Percentage and Number of Members Receiving Initial 
Health Risk Assessments Completed Timely 

 Amerigroup  AmeriHealth  UnitedHealthcare
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1,230 
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Child General Population Reporting 
Children included in this report are members under the age of 18 as determined at the 
end of the quarter who require basic health care services and do not have needs that 
require long term care or supports including behavioral health services. This population 
includes the hawk-i and CHIP children.  
 

 
 
Child: Members Served represents unduplicated and continuously enrolled members 
across the quarter and not a point in time enrollment.   
 

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  
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The aggregate average cost includes health care and pharmacy services. The data is 
based on claims paid during this reporting period and does not account for claims that 
have not yet been submitted. After reviewing the percentage of claims that may be 
outstanding, it has been concluded that eight to twelve percent (8-12%) of claims may 
not be included in this measure.    
 

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO. This can create an artificially low average aggregate 
cost per member if the member does not utilize services during that time.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

 

 
 
Members who have a health care coordinator have special health care needs and will 
benefit from more intensive health care management. The special health care needs 
include members with chronic conditions such as diabetes, COPD, and asthma. This is 
a new and more comprehensive health care coordination strategy than was available in 
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fee-for-service. It is anticipated that the number of members assigned to a care 
coordinator will increase over the first several quarters and then remain stable.    
 
Numbers may vary across the managed care organizations due to the scope of care 
coordination services reported.  
 

 
 
At least seventy percent (70%) of the MCO’s new members, who have been assigned 
to the MCO for a continuous period of at least ninety (90) days and the MCO has been 
able to reach within three attempts, will have health risk assessments completed. The 
department has issued remedies for this performance metric and continues to monitor 
the MCO work towards this goal.  
 
Health risk assessments were not required for all Medicaid members in fee-for-service 
prior to managed care implementation. Health risk assessments were considered a 
Healthy Behavior for members in the Iowa Health and Wellness Plan which would assist 
in premium reduction if completed.  
 
This data is not exclusive to the general population, but includes all MCO populations 
including members with special needs and behavioral health conditions. This data 
element does not have a direct benchmark to compare to historical fee-for-service data.
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SPECIAL NEEDS POPULATION REPORTING 
 
 

Adult Special Needs Population Reporting 
Adults included in this report are members between the ages of 18 and 64 as 
determined at the end of the quarter who have an intellectual disability, a brain injury, 
a physical or health disability, or HIV. This population report reflects home and 
community based members as well as facility based members. These members may 
also be reflected in the Behavioral Health Population. 
 

 
 
Members Served represents unduplicated and continuously enrolled members across 
the quarter and not a point in time enrollment.  
 

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

• Q2 SFY17 represents numbers of members based on setting of care on the last 
day of the quarter, split out for members in community-based settings. 
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Members Served represents unduplicated and continuously enrolled members across 
the quarter and not a point in time enrollment.  
 

 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 

facility as part of a combined total, which is shown on the previous chart. 
• Q2 SFY17 represents numbers of members based on setting of care on the last 

day of the quarter, split out for members in a facility. 
 
 

 

The aggregate average cost includes health care and pharmacy services. The data is 
based on claims paid during this reporting period and does not account for claims that 
have not yet been submitted. After reviewing the percentage of claims that may be 
outstanding, it has been concluded that eight to twelve percent (8-12%) of claims may 
not be included in this measure.    
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 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO. This can create an artificially low average aggregate 
cost per member if the member does not utilize services during that time.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

 

 
This data element is new as of Q2 SFY17. The aggregate average cost includes health care 
and pharmacy services for members in facility settings. The data is based on claims paid during 
this reporting period and does not account for claims that have not yet been submitted. After 
reviewing the percentage of claims that may be outstanding, it has been concluded that eight to 
twelve (8-12%) of claims may not be included in this measure.    
 

While the department intended to differentiate between members served by community- 
and facility-based settings for this population, it was not possible for this report due to 
the complexities of considerations, including how members shift between settings 
during the quarter.  
 
Members who have a community-based case manager have special needs and will 
benefit from intensive case management. This is a new and more comprehensive case 
management strategy than was available in fee-for-service. Members Assigned a 
Community-Based Case Manager represents unduplicated and continuously enrolled 
members across the quarter and not a point in time enrollment.   
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 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 

facility as part of a combined total. 
• Q2 SFY17 shows contacts split out for members in community-based settings.  

 
 

 

 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 

facility as part of a combined total, which is shown on the previous chart. 
• Q2 SFY17 shows contacts split out for members in a facility.  

 
Members who receive Home- and Community-Based Waiver services must have a 
community-based case manager who is required to conduct a face-to-face contact 
quarterly and either a face-to-face or phone contact monthly. Depending on the needs 
of the individual, the number of contacts may be more frequent. Members in institutional 
settings must have a case manager. These managers are required to have face-to-face 
contact on a quarterly basis with members. 
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• The department continues to monitor this measure to ensure that actions are being 
taken to meet the minimum contacts required for the community-based case manager 
function. At this time, the department believes that adequate contacts are being made 
but that systems are not set up to capture and report this information.  

 
 

Community-Based Case Management Ratios 

The ratios below reflect combined adult and child populations for these waivers where 
applicable. 
Data Reported as of 

April 30, 2017 Amerigroup AmeriHealth UnitedHealthcare 

Ratio of Member to 
Case Manager - Brain 
Injury 

4.9 3.1 2.2 

Ratio of Member to 
Case Manager - 
Health and Disability 

12.6 2.8 5.0 

Ratio of Member to 
Case Manager - 
HIV/AIDS 

1.1 1.1 1.1 

Ratio of Member to 
Case Manager - 
Intellectual Disability 

21.2 15.2 6.5 

Ratio of Member to 
Case Manager - 
Physical Disability 

7.0 2.1 3.4 

 
For this reporting period all plans are within appropriate case management ratios 
where defined. Iowa Medicaid requires that member to case manager ratios for the 
Intellectual Disability and Brain Injury Waivers is no more than 45 members to one case 
manager. The other Home- and Community-Based Waivers do not have member to 
case manager ratio requirements but the department requires the MCOs to closely 
monitor the ratios and ensure that all case management functions are met. 
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Child Special Needs Population Reporting 
Children included in this report are under the age of 18 as determined at the end of the 
quarter who have an intellectual disability, a brain injury, a physical or health disability, 
or HIV. This population report reflects home and community based members as well as 
facility based members. These members may also be reflected in the Behavioral Health 
Population. 
 

 

Members Served represents unduplicated and continuously enrolled members across 
the quarter and not a point in time enrollment.  

 
 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 
facility as part of a combined total. 

• Q2 SFY17 represents numbers of members based on setting of care on the last 
day of the quarter, split out for members in community-based settings. 
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Members Served represents unduplicated and continuously enrolled members across 
the quarter and not a point in time enrollment.  

 
 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 

facility as part of a combined total, which is shown on the previous chart. 
• Q2 SFY17 represents numbers of members based on setting of care on the last 

day of the quarter, split out for facility based members.  
 
 

 
The aggregate average cost includes health care and pharmacy services. The data is 
based on claims paid during this reporting period and does not account for claims that 
have not yet been submitted. After reviewing the percentage of claims that may be 
outstanding, it has been concluded that eight to twelve percent (8-12%) of claims may 
not be included in this measure.    
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• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 
during the quarter which could show members that have only been enrolled for a 
short time with the MCO. This can create an artificially low average aggregate 
cost per member if the member does not utilize services during that time.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

 

 
This data element is new as of Q2 SFY17. The aggregate average cost includes health 
care and pharmacy services for members in facility settings. The data is based on 
claims paid during this reporting period and does not account for claims that have not 
yet been submitted. After reviewing the percentage of claims that may be outstanding, it 
has been concluded that 8-12% of claims may not be included in this measure.    
 

 

While the department intended to differentiate between members served by community- 
and facility-based settings for this population, it was not possible for this report due to 
the complexities of considerations, including how members shift between settings 
during the quarter.  
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Members who have a community-based case manager have special needs and will 
benefit from intensive case management. This is a new and more comprehensive case 
management strategy than was available in fee-for-service. Members Assigned a 
Community-Based Case Manager represents unduplicated and continuously enrolled 
members across the quarter and not a point in time enrollment.   
 

 
  

 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 

community and in a facility as part of a combined total. 
• Q2 SFY17 shows contacts split out for community-based members.  

 

 
 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 

community and in a facility as part of a combined total, which is shown on the 
previous chart. 

• Q2 SFY17 shows contacts split out for members in a facility.  
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Members who receive Home- and Community-Based Waiver services must have a 
community-based case manager who is required to conduct a face-to-face contact 
quarterly and either a face-to-face or phone contact monthly. Depending on the needs 
of the individual, the number of contacts may be more frequent. Members in institutional 
settings must have a case manager. These community-based case managers are 
required to have face-to-face contact on a quarterly basis with members. This data 
element does not have a direct benchmark to compare to historical fee-for-service data. 

The department continues to monitor this measure to ensure that actions are being 
taken to meet the minimum contacts required for the community-based case manager 
function. At this time, the department believes that adequate contacts are being made 
but that systems are not set up to capture and report this information.  
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BEHAVIORAL HEALTH POPULATION REPORTING 
 
 

Adult Behavioral Health Population Reporting 
Adults included in this report are members age 18 and older as determined at the end of 
the quarter who have serious and persistent mental illness or a serious emotional 
disturbance. These members may also be reflected in the Special Needs Population 
and the Elderly Population report. 
 

 
 
Members Served represents unduplicated and continuously enrolled members across 
the quarter and not a point in time enrollment.  
  

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter. The department 
also standardized how to identify these members for reporting which accounts for 
the increase.  

• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 
facility as part of a combined total. 

• Q2 SFY17 shows contacts split out for community-based members.  
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 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 

facility as part of a combined total, which is shown on the previous chart. 
• Q2 SFY17 is split out for members in a facility.  

 

 
 
The aggregate average cost includes health care and pharmacy services. The data is 
based on claims paid during this reporting period and does not account for claims that 
have not yet been submitted. After reviewing the percentage of claims that may be 
outstanding, it has been concluded that eight to twelve percent (8-12%) of claims may 
not be included in this measure.    
 

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled 
for a short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter. The department 
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also standardized how to identify these members for reporting which accounts 
for some variance.  

 

 

Members who have an Integrated Health Home Care Coordinator have behavior health 
care needs and will benefit from more intensive behavioral health care management. 
Some of these members may have an Integrated Health Home Care Coordinator and 
Community-Based Case Manager due to participation in a Home- and Community-
Based Waiver program, so there may be duplication in counts. Both entities are 
required to ensure that the member’s needs are coordinated across health systems to 
improve the member’s overall health status and quality of life.  

This data element does not have a direct benchmark to compare to historical fee-for-
service data. 
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• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 
community and in a facility as part of a combined total. 

• Q2 SFY17 shows a contacts split out for community-based members.  

 

 
 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 

community and in a facility as part of a combined total, which is shown on the 
previous chart. 

• Q2 SFY17 shows a contacts split out for members in a facility.  

A small percentage of the members in this population receive Habilitation services and 
must have Integrated Health Home care coordinators conduct a face-to-face contact 
quarterly and either a face-to-face or phone contact monthly. Depending on the needs 
of the individual, the number of contacts may be more frequent. A member not receiving 
Habilitation services is not required to have as frequent contact.  
 
An increase in Integrated Health Home care coordinator contacts is expected with the 
increase in identified behavioral health members. Number of Integrated Health Home 
care coordinator for Members represents unduplicated and continuously enrolled 
members across the quarter and not a point in time enrollment. 
 
The department continues to monitor this measure to ensure that actions are being 
taken to meet the minimum contacts required for the Integrated Health Home and 
community based case manager function. At this time, the department believes that 
adequate contacts are being made but that systems are not set up to capture and report 
this information.   
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Integrated Health Home Care Coordinator Ratios 

The department collects member to integrated health home care coordinator ratios to 
ensure adequate case management and care coordination services. Adequate case 
management ratios are important to ensure that members receive sufficient time and 
resources to coordinate services and work toward goals. 
Data Reported as of 
October 31, 2016* Amerigroup AmeriHealth UnitedHealthcare 

Ratio of Member to 
Integrated Health 
Home Care 
Coordinator – 
Behavioral Health  

50 50 50 

 
The behavioral health population does not have member to case manager or care 
coordinator ratio requirements but the department requires the managed care 
organizations to closely monitor the ratios and ensure that all case management 
functions are met. This data element does not have a direct benchmark to compare to 
historical fee-for-service data. 
 
*MCOs leverage the same Integrated Health Homes. These ratios are based on a study 
conducted by UnitedHealthcare in Q1 SFY17.  
 

Child Behavioral Health Population Reporting 
Children included in this report are members under the age of 18 as determined at the 
end of the quarter who have serious and persistent mental illness or a serious emotional 
disturbance. These members may also be reflected in the Special Population report. 
These members may receive children’s mental health waiver services. 
 

 

Members Served represents unduplicated and continuously enrolled members across 
the quarter and not a point in time enrollment.  
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 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter. The department 
also standardized how to identify these members for reporting which accounts for 
the increase.  

• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 
facility as part of a combined total. 

• Q2 SFY17 represents numbers of members based on setting of care on the last 
day of the quarter, split out for members in community-based settings.  

 
 

 

 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 

facility as part of a combined total, which is shown on the previous chart. 
• Q2 SFY17 represents numbers of members based on setting of care on the last 

day of the quarter, split out for members in community-based settings.  
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The aggregate average cost includes health care and pharmacy services. The data is 
based on claims paid during this reporting period and does not account for claims that 
have not yet been submitted. After reviewing the percentage of claims that may be 
outstanding, it has been concluded that eight to twelve percent (8-12%) of claims may 
not be included in this measure.    

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter. The department 
also standardized how to identify these members for reporting which accounts for 
the variance.  

 

 

While the department intended to differentiate between members served by community- 
and facility-based settings for this population, it was not possible for this report due to 
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the complexities of considerations, including how members shift between settings 
during the quarter.  
 

Members who have an Integrated Health Home Care Coordinator have behavior health 
care needs and will benefit from more intensive behavioral health care management. 
Some of these members may have an Integrated Health Home Care Coordinator and 
Community-Based Case Manager due to participation in a Home- and Community-
Based Waiver program, so there may be duplication in counts. Both entities are 
required to ensure that the member’s needs are coordinated across health systems to 
improve the member’s overall health status and quality of life. This data element does 
not have a direct benchmark to compare to historical fee-for-service data. 

 

 

 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 

community and in a facility as part of a combined total. 
• Q2 SFY17 shows a contacts split out for members in community-based settings.  
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 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 

community and in a facility as part of a combined total, which is shown on the 
previous chart. 

• Q2 SFY17 shows a contacts split out for members in a facility.  
 

A small percentage of the members in this population receive Children’s Mental Health 
wavier services and must have Integrated Health Home care coordinators conduct a 
face-to-face contact quarterly and either a face-to-face or phone contact monthly. 
Depending on the needs of the individual, the number of contacts may be more 
frequent. A member not receiving Children’s Mental Health wavier services is not 
required to have as frequent contact.  
 
An increase in Integrated Health Home care coordinator contacts is expected with the 
increase in identified behavioral health members.  Number of Integrated Health Home 
care coordinator for Members represents unduplicated and continuously enrolled 
members across the quarter and not a point in time enrollment. 
 
The department continues to monitor this measure to ensure that actions are being 
taken to meet the minimum contacts required for the Integrated Health Home and 
community based case manager function. At this time, the department believes that 
adequate contacts are being made but that systems are not set up to capture and report 
this information.  

Integrated Health Home Care Coordinator Ratios 

The department collects member to integrated health home care coordinator ratios to 
ensure adequate case management and care coordination services. Adequate case 
management ratios are important to ensure that members receive sufficient time and 
resources to coordinate services and work toward goals. 
Data Reported as of 
October 31, 2016* Amerigroup AmeriHealth UnitedHealthcare 

Ratio of Member to 
Integrated Health 
Home Care 
Coordinator – 
Behavioral Health  

50 50 50 

 
The behavioral health population does not have member to case manager or care 
coordinator ratio requirements but the department requires the managed care 
organizations to closely monitor the ratios and ensure that all case management 
functions are met. This data element does not have a direct benchmark to compare to 
historical fee-for-service data. 
 
*MCOs leverage the same Integrated Health Homes. These ratios are based on a study 
conducted by UnitedHealthcare in Q1 SFY17.  
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ELDERLY POPULATION REPORTING 
 

Elderly Population Reporting 
Elderly members included in this report are age 65 or older as determined at the end of 
the quarter. This population report reflects community based members as well as facility 
based members. These members may also be reflected in the Behavioral Health 
Population. 
 

 

Members Served represents unduplicated and continuously enrolled members across 
the quarter and not a point in time enrollment.  
 

 Differences between quarters: 
• Q4 SFY16 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled for a 
short time with the MCO.  

• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 
facility as part of a combined total. 

• Q2 SFY17 represents numbers of members based on setting of care on the last 
day of the quarter, split out for members in community-based settings. 
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 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 include members served in the community and in a 

facility as part of a combined total, which is shown on the previous chart. 
• Q2 SFY17 represents numbers of members based on setting of care on the last 

day of the quarter, split out for members in a facility. 
 

 

The aggregate average cost includes health care and pharmacy services. The data is 
based on claims paid during this reporting period and does not account for claims that 
have not yet been submitted. After reviewing the percentage of claims that may be 
outstanding, it has been concluded that eight to twelve percent (8-12%) of claims may 
not be included in this measure.    
 

 Differences between quarters: 
• Q4 SFY17 represented numbers of unduplicated members enrolled anytime 

during the quarter which could show members that have only been enrolled 
for a short time with the MCO. This can create an artificially low average 
aggregate cost per member if the member does not utilize services during 
that time.  
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• Q1 SFY17 represents numbers of members unduplicated and continuously 
enrolled which reduces the count of members for the quarter.  

 

 

Members who have a community-based case manager have special needs and will 
benefit from intensive case management. This is a new and more comprehensive case 
management strategy than was available in fee-for-service. Members Assigned a 
Community-Based Case Manager represents unduplicated and continuously enrolled 
members across the quarter and not a point in time enrollment.    
 

 
 

 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 

community and in a facility as part of a combined total. 
• Q2 SFY17 shows contacts split out for members in community-based settings.  
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 Differences between quarters: 
• Q4 SFY16 and Q1 SFY17 represent contacts for members served in the 

community and in a facility as part of a combined total, which is shown on the 
previous chart. 

• Q2 SFY17 shows contacts split out for members in a facility.  

 
Members who receive Home- and Community-Based Waiver services must have a 
community based case manager who is required to conduct a face-to-face contact 
quarterly and either a face-to-face or phone contact monthly. Depending on the needs 
of the individual, the number of contacts may be more frequent. Members in institutional 
settings must have a case manager. These managers are required to have face-to-face 
contact on a quarterly basis with members. 

The department continues to monitor this measure to ensure that actions are being 
taken to meet the minimum contacts required for the community based case manager 
function. At this time, the department believes that adequate contacts are being made 
but that systems are not set up to capture and report this information.  

 

Community-Based Case Management Ratios 

The department collects member to community-based case manager ratios to ensure 
that adequate case management services are available to members in Long Term 
Services and Supports (LTSS). Adequate case management ratios are important to 
ensure that members receive sufficient time and resources to coordinate services and 
work toward goals. 
Data Reported as of 

May 1, 2017 Amerigroup AmeriHealth UnitedHealthcare 

Ratio of Member to 
Case Manager – 
Elderly 

17.6 15.8 9.1 
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The Elderly population does not have member to case manager ratio requirements but 
the department requires the managed care organizations to closely monitor the ratios 
and ensure that all case management functions are met. This data element does not 
have a direct benchmark to compare to historical fee-for-service data. 
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CONSUMER PROTECTIONS AND SUPPORTS 
Member Grievances and Appeals 

MCO Member Grievances and Appeals 

Grievance and appeal data demonstrates the level to which the member is receiving 
timely and adequate levels of service. If a member does not agree with the level in 
which services are authorized, they may pursue an appeal through the managed care 
organization. 
 
Grievance: A written or verbal expression of dissatisfaction. 
 
Appeal: A request for a review of an MCO’s denial, reduction, suspension, termination 
or delay of services. 
 
Resolved: The appeal or grievance has been through the process and a disposition has 
been communicated to the member and member representative.  
 

 

This measure represents grievances resolved within the contractual timeframes and 
does not measure the member’s satisfaction with that resolution. If a member is not 
satisfied with the MCO’s resolution to their grievance, the member may contact the Iowa 
Medicaid Enrollment Broker to disenroll if “good cause” criteria are met. This data 
element does not have a direct benchmark to compare to historical fee-for-service data.  
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Supporting Data 
 Amerigroup AmeriHealth UnitedHealthcare 
Grievances Received 
in Q4 SFY16 145 42 48 

Grievances Received 
in Q1 SFY17  224 133 87 

Grievances Received 
in Q2 SFY17  201 149 96 

Grievances Received 
in Q3 SFY17 223 115 117 

 

MCOs have different criteria for bucketing so the above numbers may represent each 
reason filed for the grievance with AmeriHealth and Amerigroup while representing 
unduplicated member grievances for UnitedHealthcare. 

 

Top Five Reasons for Grievances for Q3 SFY17 

 
Amerigroup AmeriHealth UnitedHealthcare 

# Grievances Count Grievances Count Grievances Count 

1 Transportation -
Delay 61 

Administrative/MCO 
– Plan Policies and 

Procedures 
23 

Ambulance/Transportation – 
Dispute regarding non-
ambulance methods of 

transportation 

56 

2 Provider Balance 
Billed 33 

Provider Issue - 
Dissatisfied with 

Treatment or Service 
20 Provider Issue- Balance Billing 29 

3 Eligibility Issues 26 Transportation – 
Excessive Waiting 13 Quality of Care 6 

4 Effective dates of 
coverage 23 Transportation – 

Driver Rude 11 Copay/Coinsurance/Deductible 4 

5 Provider/Benefit 
Issues 14 Transportation – No 

Pick-Up  11 Enrollee Access/Availability – 
PCP/Staff Interpersonal Skills 3 

 

Members may file a grievance with the MCOs for any dissatisfaction that is not related 
to a clinical decision.  
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This measure represents appeals resolved within the contractual timeframes. If a 
member is not satisfied with the appeal decision, they may file an appeal with the state.  
 

Supporting Data 
 Amerigroup AmeriHealth UnitedHealthcare 
Appeals Received in 
Q4 SFY16 14 52 50 

Appeals Received in 
Q1 SFY17 370 216 117 

Appeals Received in 
Q2 SFY17 473 230 76 

Appeals Received in 
Q3 SFY17 425 413 108 

 
This data element does not have a direct benchmark to compare to historical fee-for-
service data as the managed care appeal process does differ from the administrative 
appeal process. 
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Top Five Reasons for Appeals for Q3 SFY17 

 
Amerigroup AmeriHealth UnitedHealthcare 

# Appeals Count Appeals Count Appeals Count 
1 Pharmacy - Non 

Injectable 163 Skilled Care/Nursing 107 Pharmacy - 
Authorization 74 

2 
Medical – 

Authorization for 
Inpatient 

67 Pharmacy 81 Medical – Utilization 
Review Dispute  24 

3 Behavioral Health- 
Op Service 55 

Medical – 
Authorization for 
Durable Medical 

Equipment 

60 Pharmacy – 
Covered Services 19 

4 
Behavioral Health- 
Authorization for 

Inpatient  
48 Prior Authorization 42 

Medical – 
Authorization for 
Durable Medical 

Equipment 

9 

5 
Medical – 

Authorization for 
Radiology 

47 Home Health Aide 37 Benefit/Clinical - 
Radiology 6 

 

State Fair Hearing Summary for Members in Managed Care CY 2017 

Supporting Data 
 Amerigroup AmeriHealth UnitedHealthcare 
Level of Care 13 1 2 
Medical Service 
Denial/Reduction 17 45 17 

Pharmacy 
Denial/Reduction 10 0 3 

Durable Medical 
Equipment 
Denial/Reduction 

8 9 7 

 
This data reflects the type of state fair hearing requests and does not reflect the 
disposition of the appeal. Most of the appeal requests received are dismissed or 
withdrawn due to resolution of the issue prior to hearing.  
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Critical Incidents 

Home- and Community-Based Services (HCBS) Waiver and Habilitation providers 
and case managers/care coordinators are required to report critical incidents to the 
MCOs. These critical incidents are to be reported if the reporting entity witnesses the 
incident or is made aware of the incident. Critical incidents are events that may affect 
a member’s health or welfare, such incidents involving: 

• Physical injury; 
• Emergency mental health treatment; 
• Death; 
• Law enforcement intervention; 
• Medication error resulting in one of the above; 
• Member elopement; or, 
• Reported child or dependent abuse. 
Data Reported Amerigroup AmeriHealth UnitedHealthcare 

HCBS and Habilitation 
Members as of March 
2017 

3,369 17,429 2,857 

Special Needs Population 
# of Critical Incidents 
Received in Q3 SFY17 109 956 106 

# Critical Incidents 
Received and Resolved 
in Q3 SFY17 

109 940 106 

% Critical Incidents 
Resolved in Q3 SFY17 

100% 98.3% 100% 

Behavioral Health Population 
# of Critical Incidents 
Received in Q3 SFY17 548 1,687 194 

# Critical Incidents 
Received and Resolved 
in Q3 SFY17 

548 1,660 194 

% Critical Incidents 
Resolved in Q3 SFY17 100% 98.4% 100% 

Elderly Population 
# of Critical Incidents 
Received in Q3 SFY17 36 317 27 

# Critical Incidents 
Received and Resolved 
in Q3 SFY17 

36 302 27 

% Critical Incidents 
Resolved in Q3 SFY17 100% 95.3% 100% 
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Service Plans 
Waiver service plans must be updated annually or as the member’s needs change.  
 

 

There is no data for Q4 SFY16 due to no service plans being due during that period.  

Members will continue to receive the same level of services regardless of whether 
service plan has been updated timely.  

The department will be closely monitoring corrective actions to ensure that service plans 
are completed in a timely manner for all Medicaid members.  
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Level of Care 
Level of care (LOC) and functional need assessments must be updated annually or 
as a member’s needs change. 
 D

 

Members will continue to receive the same level of services regardless of whether level 
of care has been reassessed timely. LOC reassessment timeliness does not have an 
impact on a member’s eligibility for services.  

The department will be closely monitoring corrective actions to ensure that LOC 
assessments are completed in a timely manner for all Medicaid members. This includes 
staffing contingencies implemented to ensure that adequate resources are available to 
perform level of care assessments for both new members as well as members that are 
due for their annual reassessment.  
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MCO PROGRAM MANAGEMENT 
 

Member Helpline 

 

 
 

This performance target measures the timeliness of answering the helpline calls. Each 
MCO conducts internal quality assurance programs for their helplines. Additionally, the 
department conducts secret shopper calls to measure adequacy, consistency, and soft 
skills associated with the MCO helplines. The CAHPs surveys conducted annually also 
measure member satisfaction with their health plan. 
 

Top Five Reasons for Members Contacting Helplines for Q3 SFY17 

# Amerigroup Count AmeriHealth Count UnitedHealthcare Count 
January 2017  
1. Transportation 

Question 9,094 Transportation 
Questions 11,389 Benefits 4,200 

2. Benefit Inquiry 1,762 
Member 

Demographic 
Changes 

8,633 PCP Inquiry 3,312 

3. 
Provider- 

Find/Change/Verify 
PCP 

912 
Plan 

Policy/Procedure 
Education 

7,906 Eligibility Inquiry 2,531 

4. Pharmacy Inquiry 641 
Member 

Request for ID 
Card 

6,663 COB Information 1,066 

5. Enrollment 
Information 564 PCP Change 5,617 ID Cards 982 

February 2017 

1. Transportation 
Question 8,042 Transportation 

Questions 10,435 Benefits 3,450 

2. Benefit Inquiry 1,406 
Plan 

Policy/Procedure 
Education 

7,235 PCP Inquiry 2,740 

3. Find/Change PCP 908 Member 
Demographic 6,587 Eligibility Inquiry 2,560 
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100% 100% 97% 91% 
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Timely, Not Abandoned 

 Amerigroup  AmeriHealth  UnitedHealthcare Contract Requirement
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# Amerigroup Count AmeriHealth Count UnitedHealthcare Count 
Changes 

4. Enrollment 
Information 710 

Member 
Request for ID 

Card 
3,772 COB Information 1,096 

5. Pharmacy Inquiry 500 PCP Change 2,814 General Inquiry 818 
March 2017 
1. Transportation 

Question 9,651 Transportation 
Questions 11,426 Benefits 3,848 

2. Benefit Inquiry 1,456 
Plan 

Policy/Procedure 
Education 

7,828 Eligibility Inquiry 2,747 

3. Enrollment 
Inquiry/Issue 1,126 

Member 
Demographic 

Changes 
6,689 PCP Inquiry 2,740 

4. Find/Change/Verify 
PCP 968 

Member 
Request for ID 

Card 
3,546 COB Information 1,051 

5. Pharmacy Inquiry 750 Member 
Eligibility 2,424 General Inquiry 1,012 

 

Provider Helpline 

 

 
  
This performance target measures the timeliness of answering the helpline calls. Each 
MCO conducts internal quality assurance programs for their helplines. Additionally, the 
department conducts secret shopper calls to measure adequacy, consistency, and soft 
skills associated with the MCO helplines.  
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Top Five Reasons for Providers Contacting Helplines for Q3 SFY17 

# Amerigroup Count AmeriHealth Count UnitedHealthcare Count 
January 2017 

1. Claim Status 
Inquiry 3,240 Claim Status 11,073 Claims Inquiry 13,532 

2. Claim Rejected 2,316 
Provider Requests-
Check Remittance 

Advice 
8,222 Benefits 4,764 

3. 
Pharmacy 

Department Call 
Inquiry 

1,729 
Plan 

Policy/Procedure 
Education 

6,650 COB Information 1,493 

4. Authorization 
Status 1,565 

Other Programs & 
Services-

Transfer/Redirected 
Call 

3,752 Membership Record 765 

5. Claims Inquiry 1,175 Eligibility/Enrollment-
Member Eligibility 2,646 Authorization Related 595 

February 2017 

1. Claim Status 
Inquiry 3,302 Claim Status 11,885 Claims Inquiry 13,357 

2. Claim Rejected 1,761 
Provider Requests-
Check Remittance 

Advice 
8,454 Benefits 4,664 

3. 
Pharmacy 

Department Call 
Inquiry 

1,693 
Plan 

Policy/Procedure 
Education 

6,542 COB Information 1,568 

4. Claim Denial 
Inquiry 1,228 

Other Programs & 
Services-

Transfer/Redirected 
Call 

3,575 Membership Record 812 

5. Claims Inquiry 1,095 Eligibility/Enrollment-
Member Eligibility 2,876 Authorization Related 596 

March 2017 

1. Claims Status 
Inquiry 3,373 Claim Status 14,179 Claims Inquiry 13,657 

2. Claim Rejected 1,964 
Provider Requests – 
Check Remittance 

Advice 
8,414 Benefits 4,704 

3. 
Pharmacy 

Department Call 
Inquiry 

1,908 
Plan 

Policy/Procedure 
Education 

7,499 COB Information 1,480 

4. Claim Denial 
Inquiry 1,371 

Eligibility/ 
Enrollment – 

Member Eligibility 
3,174 Membership Record 698 

5. Claims Inquiry 1,269 Claims Issues 2,145 Authorization Related 550 
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Pharmacy Services Helpline  
 

 
As the MCOs may have blended call centers, the reasons for calls are blended in the 
above reasons 

Medical Claims Payment 

Medical claims processing data is for the entire quarter. Does not include pharmacy 
claims. 
 

 

This measure is a measure of timeliness of adjudication and does not represent the 
accuracy of payment by the MCOs. The department continues to monitor 
reimbursement accuracy through analysis, collaborative validation projects with the 
MCOs, as well as investigation and follow up when the department is made aware of 
provider reimbursement concerns.   
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This measure is a measure of timeliness of adjudication and does not represent the 
accuracy of payment by the MCOs. The department continues to monitor 
reimbursement accuracy through analysis, collaborative validation projects with the 
MCOs, as well as investigation and follow up when the department is made aware of 
provider reimbursement concerns.   

 

 Amerigroup did not correctly report suspended claims in April, May, and June of 2016.  
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Top Ten Reasons for Medical Claims Denial as of End of Reporting 
Period 

CARC and RARC are defined below table 
Amerigroup AmeriHealth UnitedHealthcare 

1. CARC-18 Exact duplicate 
claim/ service. 

1. CARC-197 
Precertification/authorizat
ion/notification absent. 
-RARC-M62 
Missing/incomplete/invali
d treatment authorization 
code. 

1. CARC-18 Exact 
duplicate claim/ 
service. 
RARC-N522 
Duplicate of a claim 
processed, or to be 
processed, as a 
crossover claim 

2. CARC-177 Patient has not 
met the required eligibility 
requirements. 

2. CARC-18 Exact 
duplicate claim/service. 
-RARC-N522 Duplicate 
of a claim to be 
processed, as a 

2. CARC-45 Charge 
exceeds fee 
schedule/maximum 
allowable or 
contracted/legislated fee 
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Top Ten Reasons for Medical Claims Denial as of End of Reporting 
Period 

CARC and RARC are defined below table 
Amerigroup AmeriHealth UnitedHealthcare 

crossover claim. arrangement. 
 

3. CARC-197 
Precertification/authorizati
on/notification absent 

3. CARC-A1 Claim/Service 
denied. At least one 
Remark Code must be 
provided. 
RARC-N142 The original 
claim was denied. 
Resubmit a new claim, 
not a replacement claim. 

3. CARC-252 An 
attachment/other 
documentation is 
required to adjudicate 
this claim/ service. 
-RARC-MA04 Secondary 
payment cannot be 
considered without the 
identity of or payment 
information from the 
primary payer. The 
information was either 
not reported or was 
illegible. 

4. CARC-256 Service not 
payable per managed 
care contract. 

4. CARC-27 Expenses 
incurred after coverage 
terminated. 
-RARC-N30 Patient 
ineligible for this service. 

4. CARC-27 Expenses 
incurred after coverage 
terminated. 
-RARC-N30 Patient 
ineligible for this service. 

5. CARC-29 The time limit 
for filing has expired. 
 

5. CARC-29 The time limit 
for filing has expired. 
 

5. CARC-29 The time limit 
for filing has expired.  

6. CARC-45 Charge 
exceeds fee 
schedule/maximum 
allowable or 
contracted/legislated fee 
arrangement 
-RARC N-381 Consult 
our contractual 
agreement for 
restrictions/billing/payme
nt information related to 
these charges 

6. CARC-97 The benefit for 
this service is included in 
the payment/allowance 
for another 
service/procedure that 
has already been 
adjudicated. 
RARC-M15 Separately 
billed services/tests have 
been bundled as they are 
considered components 
of the same procedure. 
Separate payment is not 
allowed. 

6. CARC-B13 Previously 
paid. Payment for this 
claim/service may have 
been provided in a 
previous payment. 

7. CARC-252- An 
attachment/other 
documentation is 
required to adjudicate 
this claim/service. At 
least one Remark Code 
must be provided. 
RARC N479 - Missing 
Explanation of Benefits 

7. CARC-22 This care may 
be covered by another 
payer per coordination of 
benefits.  
RARC-N4 
Missing/Incomplete/Invali
d prior Insurance 
Carrier(s) EOB. 

7. CARC-256 Service not 
payable per managed 
care contract. 
 

8. CARC-16 Claim/service 8. CARC-8 The procedure 8. CARC-97 The benefit for 
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Top Ten Reasons for Medical Claims Denial as of End of Reporting 
Period 

CARC and RARC are defined below table 
Amerigroup AmeriHealth UnitedHealthcare 

lacks information or has 
submission/billing 
error(s) which is needed 
for adjudication.  
-RARC-MA130 Your 
claim contains 
incomplete and/or invalid 
information, and no 
appeal rights are 
afforded because the 
claim is unprocessable.  

code is inconsistent with 
the provider 
type/specialty. 
RARC-N95  
This provider 
type/provider specialty 
may not bill this service.  

this service is included in 
the payment/allowance 
for another 
service/procedure that 
has already been 
adjudicated. 
-RARC-M15 Separately 
billed services/tests have 
been bundled as they are 
considered components 
of the same procedure. 
Separate payment is not 
allowed. 

9. CARC-97 The benefit for 
this service is included in 
the payment/allowance 
for another 
service/procedure that 
has already been 
adjudicated. 
RARC-N19 Procedure 
code incidental to 
primary procedure 

9. CARC-16 Claim/service 
lacks information or has 
submission/billing 
error(s) which is needed 
for adjudication.  
RARC-N253 
Missing/incomplete/invali
d attending provider 
primary identifier.  

9. CARC-197 
Precertification/authorizat
ion/notification absent. 

10. CARC-23 The impact of 
prior payers adjudication 
including payments 
and/or adjustments. 
 

10. CARC-236 This 
procedure or 
procedure/modifier 
combination is not 
compatible with another 
procedure or procedure 
modifier combination 
provided on the same 
day 
RARC-N657 This should 
be billed with the 
appropriate code for 
these services. 

10. CARC-11 The diagnosis 
is inconsistent with the 
procedure. 

Claim Adjustment Reason Codes (CARC):  A nationally-accepted, standardized set of denial 
and payment adjustment reasons used by all MCOs. http://www.wpc-
edi.com/reference/codelists/healthcare/claim-adjustment-reason-codes/  

Remittance Advice Remark Codes (RARCs): A more detailed explanation for a payment 
adjustment used in conjunction with CARCs. http://www.wpc-
edi.com/reference/codelists/healthcare/remittance-advice-remark-codes/ 

  

http://www.wpc-edi.com/reference/codelists/healthcare/claim-adjustment-reason-codes/
http://www.wpc-edi.com/reference/codelists/healthcare/claim-adjustment-reason-codes/
http://www.wpc-edi.com/reference/codelists/healthcare/remittance-advice-remark-codes/
http://www.wpc-edi.com/reference/codelists/healthcare/remittance-advice-remark-codes/


 

Quarterly MCO Data    54 

M
CO

 P
RO

G
RA

M
 M

AN
AG

EM
EN

T 

Pharmacy Claims Payment 

Pharmacy claims processing data is for the entire quarter. 
 

 

 Amerigroup did not correctly report this for Q4 SFY16 but corrected the issue for Q1 
SFY17.  

This measure is a measure of timeliness of adjudication and does not represent the 
accuracy of payment by the MCOs. The department continues to monitor 
reimbursement accuracy through analysis, collaborative validation projects with the 
MCOs, as well as investigation and follow up when the department is made aware of 
provider reimbursement concerns.   

 

 Amerigroup did not correctly report this for Q4 SFY16 but corrected the issue for Q1 
SFY17.  

This measure is a measure of timeliness of adjudication and does not represent the 
accuracy of payment by the MCOs. The department continues to monitor 
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reimbursement accuracy through analysis, collaborative validation projects with the 
MCOs, as well as investigation and follow up when the department is made aware of 
provider reimbursement concerns.   

 

 All MCOs stopped reporting suspended claims for Pharmacy POS as their system is not meant to put 
these claims into suspense.  
 

 

 All MCOs stopped reporting suspended claims for Pharmacy POS as their system is not meant to put 
these claims into suspense.  
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 All MCOs stopped reporting suspended claims for Pharmacy POS as their system is not meant to put 
these claims into suspense.  

 

Top Ten Reasons for Pharmacy Claims Denial as of End of Reporting 
Period 

Amerigroup AmeriHealth UnitedHealthcare 
1. Refill Too Soon 1. Refill Too Soon 1. Refill Too Soon 
2. Product Not On 

Formulary 
2. Product/Service Not 

Covered-Plan/Benefit 
Exclusion 

2. Prior Authorization 
Required 
 

3. Submit Bill To Other 
Processor Or Primary 
Payer 

3. Patient Is Not Covered 3. Product Service Not 
Covered 

4. Days’ Supply 
Exceeds Plan 
Limitation 

4. Prior Authorization 
Required 

4. Filled After Coverage 
Termed 

5. Prior Authorization 
Required 

5. Plan Limitations 
Exceeded 

5. Plan Limitations 
Exceeded 

6. Product/Service Not 
Covered  

6. Submit Bill To Other 
Processor Or Primary 
Payer 

6. Submit Bill To Other 
Processor 

7. Plan Limitation 
Exceeded 

7. DUR Reject Error 7. DUR Reject Error 

8. DUR Reject Error 8. Duplicate Paid/ Captured 
Claim 

8. Missing Invalid Days 
Supply 

9. Scheduled Downtime 9. Non-Matched 
Product/Service Id 
Number 

9. Non-Matched Pharmacy  
Number 

10. Product Not Covered 
Non-Participating 
Manufacturer 

10. Provider Ineligible to 
Perform Service 

10. Prescriber is Not Covered 
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Utilization of Health Care Services Reported 

Q3 SFY17 Data Amerigroup AmeriHealth UnitedHealthcare 
Emergency 
Department Claims 
Reimbursed 

$23,345,952 $10,841,345 $6,565,427 

Inpatient Medical 
Claims Reimbursed $43,263,244 $22,114,039 $32,049,901 

Inpatient Behavioral 
Health Claims 
Reimbursed 

$15,855,399 $22,208,514 $2,842,144 

Outpatient Claims 
Reimbursed $57,573,241 $32,712,179 $34,987,067 

 
This type of data will undergo ongoing validation for increased accuracy. 

This data is reflective of point in time and will change to reflect reprocessing associated 
with rate adjustments as well as recoveries related to program integrity and third party 
liability coverage. 

Utilization of Value Added Services Reported 
Count of Members 

Managed care organizations may offer value added services in addition to traditional 
Medicaid and HCBS services. Between the plans there are 40 value added services 
available as part of the managed care program.  

Q3 SFY17 Data Amerigroup AmeriHealth UnitedHealthcare Total 

Family Planning 
and Resources 

3,739 1,755 1,254 6,748 

Healthy Incentives 3,076 7,657 1,456 12,189 
Health and 
Wellness 

125 3,513 112 3,750 

Additional Benefits 653 1,127 314 2,094 
Tobacco 
Cessation 

72 410 534 1,016 

 
Services that could be considered as a value add for managed care may not be 
reflected in this table such as enhanced care coordination, 24/7 nurse call lines, and 
increased access to health care information.  
 
To view a list of value added services by plan, visit: 
https://dhs.iowa.gov/sites/default/files/Comm480.pdf 

https://dhs.iowa.gov/sites/default/files/Comm480.pdf
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NETWORK ADEQUACY AND HISTORICAL UTILIZATION  
 
The IME and the Centers for Medicare and Medicaid Services (CMS) developed a network adequacy tool that is based on 
Medicaid members’ historical utilization of services. Historical utilization, as seen in the table below, is a measure of the 
percentage of assigned members whose current providers are part of the managed care network for a particular service or 
provider type based on claims history. 
 
Data below comes from the March 2017 Monthly MCO Performance Report. 
 
  Amerigroup AmeriHealth UnitedHealthcare 

Provider Type - Adult East  Central  West East  Central  West East  Central  West 
Primary Care  85.8% 90.6% 93.4% 96.0% 99.0% 99.0% 99.4% 99.2% 99.8% 
Cardiology 88.1% 95.4% 88.9% 100.0% 100.0% 98.0% 99.4% 99.6% 99.3% 
Endocrinology 91.5% 63.2% 100.0% 94.0% 98.0% 100.0% 88.1% 99.7% 96.8% 
Gastroenterology 88.5% 93.6% 81.1% 100.0% 95.0% 99.0% 99.8% 99.2% 97.5% 
Neurology 92.5% 94.2% 99.0% 99.0% 100.0% 99.0% 99.4% 99.8% 95.9% 
Oncology 76.9% 84.0% 98.0% 99.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
Orthopedics 71.8% 85.7% 94.3% 94.0% 100.0% 97.0% 99.8% 99.5% 99.3% 
Pulmonology 79.8% 97.1% 91.2% 100.0% 100.0% 100.0% 98.4% 99.9% 97.3% 
Rheumatology 100.0% 100.0% 94.7% 100.0% 98.0% 100.0% 100.0% 100.0% 100.0% 
Urology 80.2% 99.0% 78.0% 98.0% 99.0% 100.0% 99.9% 99.5% 99.3% 
Provider Type - Pediatric East  Central  West East  Central  West East  Central  West 
Primary Care 88.9% 97.3% 98.0% 95.0% 98.0% 98.0% 99.7% 99.9% 99.4% 
Provider Type - Facilities and Pharmacy East  Central  West East  Central  West East  Central  West 
Hospitals 96.8% 98.4% 95.0% 100.0% 100.0% 99.0% 99.6% 99.5% 98.9% 
Pharmacies 99.8% 99.6% 99.9% 98.0% 98.0% 97.0% 100.0% 99.5% 100.0% 
ICF/ID 99.6% 100.0% 100.0% 97.0% 98.0% 97.0% 100.0% 100.0% 100.0% 
ICF/SNF 94.8% 91.6% 93.2% 96.0% 96.0% 96.0% 100.0% 99.8% 100.0% 
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  Amerigroup AmeriHealth UnitedHealthcare 

Provider Type - Waiver East  Central  West East  Central  West East  Central  West 
AIDS/HIV Level 1: Adult Day Care No Util No Util No Util No Util No Util No Util 100.0% 100.0% 100.0% 
AIDS/HIV Level 2: CDAC, Home Health Aide No Util 100.0% 100.0% 100.0% 100.0% No Util 100.0% 100.0% 100.0% 
AIDS/HIV Level 4: Home Delivered Meals 100.0% 100.0% No Util  100.0% No Util 100.0% 100.0% 100.0% 100.0% 
BI Level 1: Adult Day Care, Prevocational Services, 
Supported Employment 93.1% 100.0% 100.0% 97.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
BI Level 2: CDAC 96.6% 97.0% 95.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
BI Level 3: Supported Community Living 96.7% 95.8% 99.2% 100.0% 98.0% 100.0% 100.0% 100.0% 100.0% 
Elderly Level 1: Adult Day Care 91.2% 100.0% 100.0% 86.0% 100.0% No Util 100.0% 100.0% 100.0% 
Elderly Level 2: CDAC, Home Health Aide 91.7% 95.0% 95.5% 100.0% 98.0% 100.0% 100.0% 100.0% 100.0% 
Elderly Level 4: Home Delivered Meals 92.4% 92.7% 95.1% 99.0% 96.0% 99.0% 100.0% 100.0% 100.0% 
HD Level 1: Adult Day Care 100.0% 100.0% No Util 100.0% 100.0% No Util 100.0% 100.0% 100.0% 
HD Level 2: CDAC, Counseling, Home Health Aide 96.4% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
HD Level 4: Home Delivered Meals 91.1% 100.0% 99.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
ID Level 1: Adult Day Care, Day Habilitation, 
Prevocational Services, Supported Employment 92.4% 93.8% 100.0% 100.0% 100.0% 99.0% 99.8% 100.0% 100.0% 
ID Level 2: CDAC, Home Health Aide 88.5% 95.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
ID Level 3: Supported Community Living 96.3% 92.3% 99.3% 100.0% 99.0% 96.0% 99.9% 100.0% 100.0% 
PD Level 2: CDAC, 96.2% 100.0% 98.3% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
Provider Type - Behavioral East  Central  West East  Central  West East  Central  West 
Behavioral Health - Inpatient 99.9% 100.0% 94.7% 100.0% 98.0% 100.0% 100.0% 97.6% 83.8% 
Behavioral Health - Outpatient 95.1% 89.7% 88.4% 97.0% 98.0% 96.0% 99.5% 99.6% 99.8% 
Habilitation Level 1: Day Habilitation, Prevocational 
Services, Supported Employment 89.5% 96.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
Habilitation Level 3: Home Based Habilitation 97.5% 100.0% 94.6% 100.0% 100.0% 91.0% 100.0% 99.9% 94.7% 
Children's Mental Health Level 1: Respite 100.0% 92.8% 69.5% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
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Provider Network Access 
There are two major methods used to determine adequacy of network in the contract 
between the department and the MCOs:  
 

• Member and provider ratios by provider type and by region 
• Geographic access by time and distance 

 
As there are known coverage gaps within the state for both Medicaid and other health 
care markets; exceptions will be granted by the department when the MCO clearly 
demonstrates that: 
 

• Reasonable attempts have been made to contract with all available providers in 
that area; or  

• There are no providers established in that area. 
 
Links to time and distance reports for this reporting period can be found at: 

 
• Amerigroup: 

o https://dhs.iowa.gov/sites/default/files/AmerigroupIA_GeoAccess_SFY17_Qtr
3.pdf 

 
• AmeriHealth Caritas: 

o https://dhs.iowa.gov/sites/default/files/AmeriHealthCaritasIowa__GeoAccess_
SFY17_Qtr3.pdf 

 
• UnitedHealthcare: 

o https://dhs.iowa.gov/sites/default/files/UHC__GeoAccess_SFY17_Qtr3.pdf 
 
GeoAccess maps reflect traditional time and distance standards. As of the date of this 
publication, all MCOs have submitted exception reports to the department but not all 
MCO submitted exceptions have been approved. 
 
The following table of Percentage of Members with Coverage in Time and Distance 
Standards provides a snapshot of available non-specialty measures (i.e., providers) for 
non-HCBS services across the respective regions.   

 

https://dhs.iowa.gov/sites/default/files/AmerigroupIA_GeoAccess_SFY17_Qtr3.pdf
https://dhs.iowa.gov/sites/default/files/AmerigroupIA_GeoAccess_SFY17_Qtr3.pdf
https://dhs.iowa.gov/sites/default/files/AmeriHealthCaritasIowa__GeoAccess_SFY17_Qtr3.pdf
https://dhs.iowa.gov/sites/default/files/AmeriHealthCaritasIowa__GeoAccess_SFY17_Qtr3.pdf
https://dhs.iowa.gov/sites/default/files/UHC__GeoAccess_SFY17_Qtr3.pdf
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Percentage of Members with Coverage in Time and Distance 
Standards 

MCO Amerigroup AmeriHealth UnitedHealthcare 
Measure 30 Min/ 30 Mile 30 Min/ 30 Mile 30 Min/ 30 Mile 
Primary 
Care - 
Adult 

100% 100% 100% 

Primary 
Care – 
Child 

100% 100% 100% 

Hospital 100% 100% 100% 
Behavioral 
Health – 
Outpatient 

100% 100% 100% 

General 
Optometry 100% 100% 100% 

Lab and X-
ray 
Services 

100% 100% 100% 

Pharmacy 100% 100% 100% 
MCO Amerigroup AmeriHealth UnitedHealthcare 

Measure 30 Min/ 
30 Mile 

60 Min/ 
60 Mile 

90 Min/ 
90 Mile 

30 Min/ 
30 Mile 

60 Min/ 
60 Mile 

90 Min/ 
90 Mile 

30 Min/ 
30 Mile 

60 Min/ 
60 Mile 

90 Min/ 
90 Mile 

ICF/SNF 100% 100% N/A 100% 100% N/A 100% 100% N/A 
ICF/ID 100% 100% N/A 100% 100% N/A 91% 100% N/A 
Behavioral 
Health – 
Inpatient 

N/A 98% 100% N/A 100% 100% N/A 98% 100% 

 

 
All MCOs have approved exception requests for the network standards in Exhibit B of 
the contract for HCBS services. Once those have been submitted to demonstrate 
acceptable justifications for an exception, it is anticipated that these percentages will 
increase.  
 
The department continues to monitor corrective action to ensure that these contract 
standards are met and will take additional steps towards progressive remedies if 
necessary.   
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Prior Authorization - Medical 
 

 
 
This data element does not have a direct benchmark to compare to historical fee-for-service 
data as the managed care and fee-for-service prior authorization process and volume may 
differ. 
 
The department continues to monitor corrective action to ensure that these performance targets 
are met as defined in the contract. If a PA request is not approved or denied within seven days, 
the authorization is considered approved.  
 
 

 

This data element does not have a direct benchmark to compare to historical fee-for-service 
data as the managed care and fee-for-service prior authorization process and volume may 
differ. 
 
The department continues to monitor corrective action to ensure that these performance targets 
are met as defined in the contract.  
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This data element does not have a direct benchmark to compare to historical fee-for-service data as the 
managed care and fee-for-service prior authorization process and volume may differ. 

 

This data element does not have a direct benchmark to compare to historical fee-for-service data as the 
managed care and fee-for-service prior authorization process and volume may differ. 

 

This data element does not have a direct benchmark to compare to historical fee-for-service data as the 
managed care and fee-for-service prior authorization process and volume may differ. 
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Prior Authorization - Pharmacy 

 

 

This data element does not have a direct benchmark to compare to historical fee-for-service 
data as the managed care and fee-for-service PA process and volume may differ. 
 
The department continues to monitor corrective action to ensure that these performance targets 
are met as defined in the contract.  
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 All MCOs stopped reporting modified PAs for Pharmacy as ultimately these should be considered 
approved or denied.  

.  

 

 All MCOs stopped reporting modified PAs for Pharmacy as ultimately these should be considered 
approved or denied.  
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Encounter Data Reporting 

Encounter Data are records of medically-related services rendered by a provider to a 
member. The department continues the process of validating all encounter data to 
ensure adequate development of capitation rates and overall program and data 
integrity. 
Performance 

Measure Amerigroup AmeriHealth UnitedHealthcare 

Encounter 
Data 
Submitted 
Timely By 
20th of the 
Month 

Jan Feb Mar Jan Feb Mar Jan Feb Mar 

Y Y Y Y Y Y Y Y Y 

  
Any errors in encounter data are expected to be corrected within contractual 
timeframes. The department is engaged in ongoing validation and collaboration 
associated with the transfer of encounter data as well as continuous evaluation of the 
quality of data submitted.  

Value Based Purchasing Enrollment  
MCOs are expected to have 40% of their population covered by a value based 
purchasing agreement by 2018. 

Data as of March 
2017 Amerigroup AmeriHealth UnitedHealthcare 

% of Members 
Covered by a Value 
Based Purchasing 
Agreement  

16.3% 0% 9.6% 

 
All value based contracts are currently being discussed with MCOs to ensure that all 
components required are included. 
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MCO FINANCIALS 
 

MLR/ALR/Underwriting  
MCOs are required to meet a minimum medical loss ratio of 88% per the contract 
between the department and the managed care organizations. 

• Medical loss ratio (MLR) reflects the percentage of capitation payments used 
to pay medical expenses.  

• Administrative loss ratio (ALR) reflects the percentage of capitation payments 
used to pay administrative expenses.  

• Underwriting ratio reflects profit or loss. 
A minimum medical loss ratio protects the state, providers, and members from 
inappropriate denial of care to reduce medical expenditures. A minimum medical loss 
ratio also protects the state if capitation rates are significantly above the actual 
managed care experience, in which case the state will recoup the difference. 

Q3 SFY17 Data Amerigroup AmeriHealth UnitedHealthcare 
MLR 109.3% 109.6% 99.9% 
ALR 10.0% 6.6% 11.8% 
Underwriting -19.3% -16.1% -11.7% 
 
The department expects quarter-to-quarter fluctuations in financial metrics while the 
plans’ experience in the Iowa Medicaid market matures. The financial ratios presented 
above are common financial metrics used to assess MCO financial performance. The 
financial ratios presented here were reported by the MCOs and are consistent with 
combined Q4 calendar year 2016 (Q2 SFY17) and Q1 calendar year 2017 (Q3 SFY17) 
financial information submitted to the Iowa Insurance Division by each MCO. 
                                 
The financial metrics presented here reflect financial performance for the contract 
period, i.e., the period beginning April 1, 2016. Premium deficiency reserves and/or 
changes in premium deficiency reserves are excluded from the calculations. The 
department believes this approach most accurately reflects financial performance for 
service delivery under the contract. 
  
It is important to note that accounting and reporting differences among MCOs may 
result in variance among plans beyond the variance in medical expenses per member. 
The department is working with the MCOs to standardize financial metrics and limit or 
explain controllable variances for reporting purposes. 
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Program Cost Savings (Annual) 

Data Projected State Spend 
Without Managed Care 

Actual State Spend 
with Managed Care 

Program Cost 
Savings (State) 

Program 
Cost 
Savings 
(State)** 

$1,702,214,039 $1,583,553,786 $118,660,253 

 
Because Medicaid expenditures and revenues fluctuate on a quarterly basis due to a 
variety of factors (timing of retrospective rate adjustments, timing of performance 
withhold payments, collection of drug rebates, etc.) savings are being reported on an 
annual basis. 
 
Annual savings from managed care are estimated at $118.7 million.  
 
When calculating savings, the Department is comparing what we believe we would have 
spent for medical assistance had the FFS system continued to what the Department is 
spending for medical assistance with the implementation of the IA Health Link managed 
care program. Speaking in broad terms, savings result from the difference between: 

• The managed care adjustment (a decrease in per member per month 
expenditures) 

• And the administrative load paid on the capitation rates. 
 
The calculation does not consider what the MCOs have paid in claims or MCO 
profit/loss; rather it is a calculation of what the state has paid the MCOs versus 
estimated payments under the FFS system. 
 
Savings reported are inclusive of the 2% performance withhold. It is anticipated that all 
or a portion of this withhold will be paid out to the managed care organizations at the 
end of the first performance measurement period. The managed care payments are 
inclusive of long term care mix (mix of institutional and waiver members) and emerging 
trend adjustments that have not yet been paid. 
 
**Savings are based on a comparison of total Medical claims payments before and after 
the managed care transition. Non-claim costs are excluded because they are not 
impacted by the IA Health Link program. An example of an excluded cost is Medicare 
Part B premium payments. 
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Provider Type Reimbursement During Quarter by MCOs 
Included in the data below are provider types with the highest amount of utilization. This 
data does not include an exhaustive list of all provider types or all reimbursements for 
each managed care organization.  
Q3 SFY17 Data Amerigroup AmeriHealth UnitedHealthcare Total 

Hospital Claims 
Paid $108,329,884 $88,080,246 $72,228,746 $268,638,876 

Physician Claims 
Paid $41,053,161 $49,725,428 $47,910,817 $138,689,406 

HCBS Claims 
Paid $13,797,724 $156,015,511 $8,267,966 $178,081,201 

DME Claims 
Paid $7,404,013 $10,020,551 $3,808,204 $21,232,768 

Pharmacy 
Claims Paid $57,604,135 $55,915,243 $43,955,233 $157,474,611 

Home Health 
Claims Paid $10,993,124  $20,680,482 $6,017,570 $37,691,176 

Hospice Claims 
Paid $4,945,505 $2,881,955 $1,721,379 $9,548,839 

Nursing Facility 
Claims Paid $41,174,733 $40,929,463 $40,483,248 $122,587,444 

ICF/ID Claims 
Paid $21,169,810 $36,287,062 $10,601,083 $68,057,955 

Behavioral 
Health Claims 
Paid 

$37,844,236 $34,249,601 $18,417,919 $90,511,756 

Speech Therapy 
Claims Paid $152,707 $36,403 $363,225 $552,335 

Occupational 
Therapy Claims 
Paid 

$889,253 $49,271 $305,175 $1,243,699 

Non-Emergency 
Transportation 
Claims Paid 

$2,226,100 $1,811,983 $1,501,500 $5,539,583 

 
 
Population differences between plans are a factor in different levels of 
reimbursement by each plan for the provider types listed above.  
 
This data is reflective of point in time and will change to reflect reprocessing 
associated with rate adjustments as well as recoveries related to program integrity 
and third party liability coverage. 
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Capitation Payments Made to the Managed Care 
Organizations 

MCO Q4 SFY16 Q1 SFY17 Q2 SFY17 Q3 SFY17 
Amerigroup $237,540,157 $238,096,189 $237,566,370 $250,682,589 

AmeriHealth $408,575,970 $444,903,457 $445,036,927 $457,263,121 

UnitedHealthcare $229,442,968 $209,092,263 $205,695,971 $222,018,555 

     
 

 Differences between quarters: 
• Q4 SFY16, Q1 SFY17, and Q2 SFY17 represent capitation payments for 

members in every program except for Hawk-i. 
• Q3 SFY17 represents capitation payments for members in all programs 

managed by MCOs, including Hawk-i. 
• The above totals are point-in-time representations made by DHS and may vary 

based on the date the data is pulled, as well as ongoing reconciliations. 
 
 

Managed Care Organization Reported Reserves 

Data reported Amerigroup AmeriHealth UnitedHealthcare 
Acceptable Quarterly 
Reserves per Iowa 
Insurance Division 
(IID) (Y/N)* 

Y Y Y 

 
 

Third Party Liability Recovery for Q3 SFY17 

Data reported Amerigroup AmeriHealth UnitedHealthcare 
Amount of TPL 
Recovered $8,659,664 $20,543,556 $21,885,020 

 
 
Historical third party liability recoveries collected by the Iowa Medicaid Enterprise as 
part of payment for services was included in the capitation rates for the managed care 
organizations.  
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PROGRAM INTEGRITY 
  

Program Integrity  
Program integrity (PI) encompasses a number of activities to ensure appropriate billing 
and payment. The main strategy for eliminating fraud, waste and abuse is to use state-
of-the art technology to eliminate inappropriate claims before they are processed. This 
pre-edit process is done through sophisticated billing systems which have a series of 
edits that reject inaccurate or duplicate claims. 

Increased program integrity activities will be reported over time as more claims 
experience is accumulated by the MCOs, medical record reviews are completed, and 
investigations are closed. 

 

Fraud, Waste and Abuse 

Program integrity activity data demonstrates the MCO’s ability to identify, investigate 
and prevent fraud, waste and abuse. 

Data reported Amerigroup AmeriHealth UnitedHealthcare 
Investigations 
Opened During the 
Quarter 

22 52 80 

Overpayments 
Identified During the 
Quarter 

92 3 1 

Cases Referred to 
the Medicaid Fraud 
Control Unit During 
the Quarter 

14 15 4 

Member Concerns 
Referred to IME 0 29 5 

In prior reports, dollars recovered through Program Integrity efforts were reported on a 
quarterly basis. However, MCOs may not collect overpayment until review by the agency 
has been completed to assure law enforcement activities have been conducted. Given 
the review and approval process required by the state to collect dollars, recoveries may 
occur at a much later date. Due to the complexity of actual collection of dollars, recovery 
of overpayments will be reported on an annual basis. The MCOs have attended more 
than nine meetings or on-site visits with regulators during this quarter. The plans have 
initiated 154 investigations in the second quarter and referred 33 cases to MFCU. The 
billing process generates the core information for program integrity activities. Claims 
payment and claims history provide information leading to the identification of potential 
fraud, waste, and abuse. Therefore MCO investigations, overpayment recovery, and 
referrals to MFCU would not occur until there is sufficient evidence to implement. It is 
anticipated that these activities will significantly grow with ongoing claims experience to 
be used for analytics.  
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HEALTH CARE OUTCOMES 
 

 
*Member totals were calculated on the tenth day of the month following each reporting period – data pulled on other dates will 
not reflect the same numbers due to reinstatements and eligibility changes. 

The data is based on claims paid during this reporting period and does not account for a claims that have not yet been 
submitted. 
 
 
 
 
 
 
 
 

Hospital Admissions 
A goal of managed care is to reduce unnecessary hospital admissions by assuring that members receive effective care 
coordination and preventive services.  

Data Amerigroup AmeriHealth UnitedHealthcare 
Jan Feb Mar Jan Feb Mar Jan Feb Mar 

Members (from IME)  200,407 200,162 200,280 225,419 225,082 225,049 192,566 192,573 192,638 
Total Inpatient Admissions 1,442 1,301 1,490 1,673 1,451 1,551 1,035 912 799 
Readmissions within 15 days 
of Discharge 107 88 90 174 125 161 150 117 93 

Readmissions between 16 
and 30 days of Discharge 43 29 33 76 61 53 55 36 54 

Readmissions between 31 
and  45 days of Discharge 9 15 9 67 52 58 21 24 18 

Readmissions between 46 
and 60 days of Discharge 5 3 1 64 40 58 33 16 20 
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*Member totals were calculated on the tenth day of the month following the reporting period – data pulled on other dates will not 
reflect the same numbers due to reinstatements and eligibility changes. ED Visits for Non-Emergent Conditions are reported 
per 1,000 member months. 

The data is based on claims paid during this reporting period and does not account for a claims that have not yet been 
submitted. 
   

Emergency Department 
Data Amerigroup AmeriHealth UnitedHealthcare 

Jan Feb Mar Jan Feb Mar Jan Feb Mar 
ED Visits for Non-Emergent 
Conditions – Adult 19.8 17.5 19.3 61.5 56.6 57.5 15 17 21 

ED Visits for Non-Emergent 
Conditions – Child 24.6 24.7 20.3 39.5 42.1 35.6 10 15 14 

Supporting Data 
Members (from IME) 200,407 200,162 200,280 225,419 225,082 225,049 192,566 192,573 192,638 
Members Using ED More 
Than Once in 30 Days 523 598 506 2,854 3,270 3,213 495 612 690 

Members Using ED More 
Than Once between 31 and 
60 Days** 

381 346 401 1,251 1,423 1,407 250 287 365 
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The data is based on claims paid during this reporting period and does not account for a claims that have not yet been 
submitted. 

Out-of-State Placement* 
Data  Amerigroup AmeriHealth UnitedHealthcare 

Jan Feb Mar Jan Feb Mar Jan Feb Mar 
Members in Out-of-State 
PMIC 9 10 10 11 11 9 1 1 1 

Members in Out-of-State 
Skilled Nursing Facility 16 16 14 39 42 39 10 10 9 

Members Placed in an Out-
of-State ICF/ID 3 3 3 1 1 1 1 1 1 

Members in Out-of-State 
nursing facilities 1 1 1 0 0 0 0 0 0 

Members  in Out-of-State 
Other Institutions 0 0 0 12 13 10 2 2 2 
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APPENDIX:  HCBS WAIVER WAITLIST 
 
 

HCBS Waiver Waitlist – April 2017* 

HCBS waivers have a finite number of slots budgeted and authorized by CMS. These 
allow members to receive services in the community instead of a facility or institution.  

Waiver AIDS Brain 
Injury 

Children’s 
Mental 
Health 

Elderly 
Health 

and 
Disability 

Intellectual 
Disability 

Physical 
Disability 

Number of 
Individuals on 
Waiver 

33 1,444 1,036 7,806 2,211 11,995 924 

Number of 
Individuals on 
Waiver Waitlist 
(DHS Function) 

0 797 835 0 2,598 2,382 1,334 

Waitlist Increase 
or (Decrease) 0 +87 +183 0 +254 +251 +267 

 
As reported in April 2017. April data represents March eligibility statistics.
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APPENDIX:  COMPLIANCE REMEDIES ISSUED 
 

  
   Type of Report with Noncompliance by MCO During this Reporting Period 

Identified Reporting or 
Compliance Issue Amerigroup AmeriHealth UnitedHealthcare Grand 

Total 
24 Hour Provider Access 
Report 1 - - 1 
Adult Preventative Care 
Report 1 - - 1 
Behavioral Health 
Population Report - - 1 1 
Care Coordination Report - 1 - 1 
Correct Coding Initiative 
Report - - - - 
Claims Processing Report 1 - 1 2 
Elderly Population Report - 1 - 1 
Fall Risk Report - - - - 
General Population Report - - - - 
Geographic Access Report - - - - 
Grievances and Appeals 1 - - 1 
Level of Care Assessment 
Report 1 1 - 2 
Med PA – Regular Report 1 1 - 2 
Pharmacy Helpline Report - - - - 
Prenatal and Childbirth 
Outcomes Report - - - - 
Program Integrity Report - - - - 
Provider Credentialing 
Report - - - - 
Provider Helpline Report - - - - 
Provider Type 
Reimbursement - - - - 
Risk Assessment Report 1 - - 1 
Special Needs Population 
Report - - - - 
Staff Resources Monitoring 
Report - - - - 
Third Party Liability - - - - 
Value Based Purchasing 
Report - - - - 
Waivers Report 1 - - 1 
Grand Total 8 4 2 14 
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Type of Noncompliance Identified by MCO During this Reporting Period 

Type of Noncompliance Amerigroup AmeriHealth UnitedHealthcare Grand 
Total 

Did not meet performance 
standard 6 4 1 11 
Incomplete/Untimely 2 0 1 3 
Grand Total 8 4 2 14 

 
Remedies are subject to change due to review of information received from the 
managed care organizations following publication of this report.  
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APPENDIX:  GLOSSARY 
 
 
MCO Abbreviations:  
 
AGP: Amerigroup Iowa, Inc. 
ACIA: AmeriHealth Caritas Iowa, Inc.  
UHC: UnitedHealthcare Plan of the River Valley Iowa, Inc. 
 
Glossary Terms: 
 
Administrative Loss Ratio: The percent of capitated rate payment or premium spent 
on administrative costs.  
 
Calls Abandoned: Member terminates the call before a representative is connected.  
 
Capitation Payment: Medicaid payments the Department makes on a monthly basis to 
MCOs for member health coverage. MCOs are paid a set amount for each enrolled 
person assigned to that MCO, regardless of whether services are used that month. 
Capitated rate payments vary depending on the member’s eligibility.  
 
CARC: Claim Adjustment Reason Code. An explanation why a claim or service line was 
paid differently than it was billed. A RARC – Readjustment Advice Remark Code 
provides further information.  
 
CBCM: Community based case management. Community based case managers are 
responsible for coordinating services and health outcomes for Medicaid LTSS 
members. 
 
CDAC: Consumer Directed Attendant Care. In the Home and Community Based 
Services (HCBS) waiver program, there is an opportunity for people to have help in their 
own homes. CDAC services are designed to help people do things that they normally 
would for themselves if they were able such as bathing, grocery shopping, medication 
management, household chores.  
 
Clean Claims: The claim is on the appropriate form, identifies the service provider that 
provided service sufficiently to verify, if necessary, affiliation status, patient status and 
includes any identifying numbers and service codes necessary for processing.  
 
Critical Incidents: When a major incident has been witnessed or discovered, the 
HCBS provider/case manager must complete the critical incident form and submit it to 
the HCBS member's MCO in a clear, legible manner, providing as much information as 
possible regarding the incident.  
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Denied Claims: Claim is received and services are not covered benefits, are duplicate, 
or have other substantial issues that prevent payment.  
 
DHS: Iowa Department of Human Services 
 
Disenrollment: Refers to members who have chosen to change their enrollment with 
one MCO to an alternate MCO.  
 
DME: Durable Medical Equipment 
 
ED: Emergency department 
 
Fee-for-Service (FFS): Some Iowa Medicaid members are served through a Fee-for-
Service (FFS) system where their health care providers are paid separately for each 
service (like an office visit, test, or procedure). Members who are not transitioning to the 
IA Health Link managed care program will remain in Medicaid FFS.  
 
HCBS: Home- and Community-Based Services, waiver services 
 
hawk-i: A program that provides coverage to children under age 19 in families whose 
gross income is less than or equal to 302 percent of the FPL based on Modified 
Adjusted Gross Income (MAGI) methodology. 
 
Health Care Coordinator: An individual on staff or subcontracted with a managed care 
organization that manages the health of members with chronic health conditions.  
 
Health Risk Assessment (HRA): A questionnaire to gather health information about 
the member which is used to evaluate health risks and quality of life.  
 
Historical Utilization: A measure of the percentage of assigned members whose 
current providers are part of the managed care network for a particular service or 
provider type based on claims history.  
 
Home Health: A program that provides in-home medical services by Medicare-certified 
home health agencies.  
 
ICF/ID: Intermediate Care Facility for Individuals with Intellectual Disabilities 
 
IHAWP: Iowa Health and Wellness Plan covers Iowans, ages 19-64, with incomes up to 
and including 133 percent of the Federal Poverty Level (FPL). The plan provides a 
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comprehensive benefit package and is part of Iowa’s implementation of the Affordable 
Care Act. 
 
IID: Iowa Insurance Division 
 
IME: Iowa Medicaid Enterprise 
 
Integrated Health Home: A team of professionals working together to provide whole-
person, patient centered, coordinated care for adults with a serious mental illness (SMI) 
and children with a serious emotional disturbance (SED). 
 
LOC: Level of Care.  
 
LTSS: Long Term Services and Supports 
 
Medical Loss Ratio (MLR): The percent of capitated rate payment or premium spent 
on claims and expenses that improve health care quality.  
 
MCO: Managed Care Organization  
 
NF: Nursing Facility 
 
PA: Prior Authorization. A PA is a requirement that the provider obtain approval from 
the health plan to prescribe medication or service. PA ensure that services and 
medication delivered through the program are medically necessary.  
 
PCP: Primary Care Provider 
 
PDL: Preferred Drug List  
 
PMIC: Psychiatric Medical Institute for Children  
 
Rejected Claims: Claims that don't meet minimum data requirements or basic format 
are rejected and not sent through processing.  
 
SMI: Serious mental illness.  
 
SED: Serious emotional disturbance.  
 
Suspended Claims: Claim is pending internal review for medical necessity and/or may 
need additional information to be submitted for processing. 
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TPL: Third-party liability. This is the legal obligation of third parties (e.g., certain 
individuals, entities, insurers, or programs) to pay part or all of the expenditures for 
medical assistance furnished under a Medicaid state plan.  
 
Underwriting: A health plan accepts responsibility for paying for the health care 
services of covered individuals in exchange for dollars, which are usually referred to as 
premiums. This practice is known as underwriting. When a health insurer collects more 
premiums than it pays in expense for those treatments (claim costs) and the expense to 
run its business (administrative expenses), an underwriting gain is said to occur. If the 
total expenses exceed the premium dollars collected, an underwriting loss occurs. 
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