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April 25th, 2023



This training is a collaborative effort between 
the Managed Care Organizations and Iowa 

Medicaid

Iowa Medicaid

▪ Pamela Lester
▪ plester@dhs.state.ia.us

▪ LeAnn Moskowitz
▪ lmoskow@dhs.state.ia.us 

▪ Jenny Erdman
▪ jerdman@dhs.state.ia.us

▪ Heidi Weaver
▪ hweaver@dhs.state.ia.us

Iowa Total Care

▪ Bill Ocker
▪ bill.j.ocker@iowatotalcare.com

▪ Tori Reicherts
▪ tori.reicherts@iowatotalcare.com

▪ David Klinkenborg
▪ david.klinkenborg@amerigroup.com

▪ Katie Sargent
▪ katie.sargent@amerigroup.com

▪ Martha Boese
▪ martha.boese@amerigroup.com
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Agenda

▪ Introductions

▪ Amerigroup – Katie Sargent, Samantha Hudson, Angelica Negron Morales, 
Veronica Jandura

▪ Iowa Total Care – Lori Baker, Lindsey Hartman

▪ IME – Wendy Peterson

▪Chart Review Workbook……………………………AGP/ITC/IME

▪Health Home Case Study/Health Home Spotlight….Eyerly Ball, 
Pathways & First Resources

▪Questions………………………………………………………..All

▪ Coming Up

• May 15th – Annual InterRAI Training

• June 26th – Comprehensive Assessment Process – Review of CASH & LOCUS/CALOCUS

• July 17th – Risk Stratification
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What Will We Cover?

▪Chart Review Workbook

▪ Trends

• Strengths

• Areas of Improvement

• Use of Approved Templates for Non-ICM Members

• Most Frequently Missed Measures

• Tips and Tricks Related to Documentation Submission

▪ Interactive Small Group Activity

• CRW Tool Practice with Mock Chart

▪ Examples

▪ Peer Sharing

• How Do Health Homes Incorporate Feedback Results into Everyday Practice
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Chart Review Workbook Trends
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Strengths

▪ Increase in Scores 2021   2022
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▪ Increase in Assessment & PCSP 
Scores from 2021    2022

Category Improvement

Non-ICM +2.1%

ICM +9.07%

Overall +5.68

Average change in 

overall score

+4.14%

Category Improvement

Non-ICM Assessment +6.69%

Non-ICM PCSP +7.44%

ICM Assessment +16.03

ICM PCSP +8.89%



Areas of Improvement  

▪Use of Approved Templates

▪ Those providers who use approved templates for non-ICM members saw 
significantly higher scores than those who did not

Success with use of template

CASH Assessment 

section score -

+38.46%

PCSP PCSP section 

score +64.22%
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Tips and Tricks For Documentation Submission
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What We DO Need What We DO NOT Need

Consent for enrollment specific to IHH Consent that does not include IHH services 

Current (within the review period) functional 

impairment and diagnosis

Notes from medical providers from previous 

years 

Communication if you cannot meet due date 

to submit documents

PCSP and CASH/assessments from two years 

ago

All PCSPs/Assessments that cover the review 

period – regardless of completion date

Release of information (ROI)

All notes from nurse, care coordinator and 

peer support

If assessment/PCSP meeting was scheduled a 

month before review period, please submit 

contact note documentation that shows 

assessment/PCSP meeting being scheduled. 

For FFS Members – must include IMPA cover 

sheet (refer to IMPA training guide for more 

information)



Chart Review Workbook 
Interactive Activity
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Most Frequently Missed Measures
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Measure 

Number
Measure

Enrollment Eligibility Section

13

The Health Home has shared tools provided by the MCO to assist the member (e.g.. Health Action Plan, welcome packet, health risk screener, assist 

with value added benefits, Healthy Rewards Program/My Health Pays, MCO member website / portal, transportation, telehealth, etc.).

Assessment Section

26

During the review period, the Health Home encouraged the member to complete the Health Risk Screener or the screener was completed and 

incorporated into the assessment and care plan. 

Care Coordination Section

53 There is documentation of contact/ communication with the member's PCP within the review period.

54 There is documentation of contact/ communication with the member's providers to coordinate care.

55 There is documentation of conducting joint treatment staffing's with local providers, members, families and other social supports as indicated. 

56 There is documentation of communication with providers on interventions/goals.

59 Integrated chronic disease management services have been coordinated and provided as necessary. 

60

Member / Guardian has been provided education regarding when alternatives to ER would be appropriate. (i.e., PCP, urgent care, 24-hour nurse line)

63 If the member is diagnosed with hypertension, the health home provided education and coordinated with the PCP to address blood pressure.  .

Transition of Care Section

73

During the review period, the HH participated in the  discharge planning process if member was inpatient at a hospital, PMIC, group care, or nursing 

facility

74

For transitional age youth, is there documentation of communicating with member regarding adult services and/or evidence of assisting member with 

transition to adult systems of care, during the review period.

75 There is documentation that medication reconciliation is completed during post-discharge follow-up visit.

76 Crisis plan was reviewed and updated as needed during or after the transition. 

77 There is documentation of telephonic or face to face follow up after discharge from the hospital within 2 business days.

78 There is documentation of communication with the member regarding 7-day follow-up.

79 There is documentation of monitoring for potential crisis escalation and need for intervention following a transition in care. 



CRW Practice – Small Group Activity

▪ Break into small groups (mix IHHs together – will do after 
registration)

▪ Review the mock chart information provided 

▪ Score the chart review workbook based on the information 
provided

11



Let’s Discuss Measure 13
The Health Home has shared tools provided by the 
MCO to assist the member (e.g.. Health Action Plan, 
welcome packet, health risk screener, assist with value 
added benefits, Healthy Rewards Program/My Health 
Pays, MCO member website / portal, transportation, 
telehealth, etc.).

• Was this met? Y/N

• Why or why not?

• How could we improve 
this measure evidence? 
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Measure 13 Example
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Let’s Discuss 
Measure 26 

During the review period, the Health 
Home encouraged the member to 
complete the Health Risk Screener, or 
the screener was completed and 
incorporated into the assessment and 
care plan. 
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Was this met? Y/N

Why or why not?

How could we 
improve this 
measure evidence?



Measure 26 Example
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Let’s Discuss 
Care Coordination Measures
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Measures 13, 53 & 60
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Measure 60 Example
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Measures 53 & 56 Examples

19



Measures 54
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Measures 55 Example

21



Measure 59 Example
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Measure 63 Example
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Let’s Discuss - Transition of Care Measures
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Transition of 
Care Form
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Health Home Spotlights

▪Eyerly Ball

▪Pathways

▪First Resources
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Questions? 

Thank you!
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