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Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-26-12 ‘ M S
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November 28, 2025

Lee Grossman

Medicaid Director

lowa Medicaid Enterprise

lowa Department of Human Services
1305 E Walnut Street

Des Moines, lowa 50319

Dear Director Grossman:

The Centers for Medicare & Medicaid Services (CMS) has approved a temporary extension and
amendment of lowa’s section 1115 demonstration, entitled “lowa Wellness Plan” (IWP) (Project
Number 11-W-00289/7). This demonstration will now expire on December 31, 2026.

CMS acknowledges that chapter 1 of subtitle B of title VII of Public Law 119-21, which CMS
refers to as the Working Families Tax Cut (WFTC) legislation, makes additional changes to the
Medicaid and CHIP programs. To the extent that any of those changes will affect the authorities
within this demonstration, CMS will partner with lowa to ensure compliance with and successful
implementation of changes described in the WFTC legislation during this temporary extension
period.

Extent and Scope of Temporary Extension

Approval of this temporary extension will provide authority for the IWP demonstration through
December 31, 2026. CMS will amend the non-emergency medical transportation (NEMT)
waiver to specify that it will sunset on December 31, 2026. This waiver will not be included in
any further extension of the demonstration.

CMS’s temporary extension and amendment of this demonstration is conditioned upon the
state’s continued compliance with the special terms and conditions (STCs) defining the nature,
character, and extent of anticipated federal involvement in the project. The current STCs and
waiver authorities (as updated in this demonstration action) will continue to apply during the
temporary extension period of this demonstration until December 31, 2026, or until the
demonstration is extended, whichever is sooner. The waiver of NEMT will sunset on December
31, 2026, and will not be extended beyond that date, even if other parts of the demonstration are
extended.

Objectives of the Medicaid Program
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Under section 1115 of the Social Security Act (the Act), the Secretary of Health and Human
Services may approve any experimental, pilot, or demonstration project that, in the judgment of
the Secretary, is likely to assist in promoting the objectives of certain Act programs, including
Medicaid. For the reasons discussed below and in prior approval letters for this demonstration,
the Secretary has determined that this temporary extension of the IWP demonstration is likely to
assist in promoting the objectives of the Medicaid program.

Additionally, CMS is updating the authority for the waiver of NEMT to specify that it will sunset
on December 31, 2026, as we have determined that extending this waiver beyond that date would
not be likely to assist in promoting the objectives of the Medicaid program. CMS recognizes the
significance of covering NEMT, as reflected in the broader research on NEMT that shows that
providing NEMT can increase access to care and improve health outcomes. For example,
coverage of NEMT has led to positive outcomes for individuals’ health, including improved
medication adherence and diabetes control.! In addition, evaluations of section 1115
demonstrations, including the IWP, suggest that waiving NEMT can negatively impact access to
care for state plan beneficiaries impacted by these waivers. From the 2016 IWP beneficiary survey
data, 23 percent of survey respondents who had an unmet need for routine care said it was because
they were unable to access transportation, and beneficiaries with unmet transportation needs had
significantly lower odds of accessing a well-care visit and greater odds of an emergency
department visit.? Relatedly, 2018 findings from the Arkansas Health Care Independence Program
indicate that providing NEMT to demonstration beneficiaries resulted in a lower percentage of
these beneficiaries missing a visit to their personal doctor due to a lack of transportation, when
compared to Medicaid beneficiaries who did not have access to NEMT.3

Moreover, as of 2020, NEMT is specifically required by statute under an amendment to section
1902(a)(4) of the Act made by the Consolidated Appropriations Act, 2021 (CAA, 2021).* This
statutory amendment reflects Congress’s recent view of the importance of this coverage. On
September 28, 2023, the Center for Medicaid and CHIP Services (CMCS) released a State
Medicaid Director Letter (SMDL) to serve as a consolidated and comprehensive compilation of

! Shakelle, P., Begashaw, M. Miake-Lye, I., Booth, M., Myers, B., & Renda, A. (2021). Effect of Interventions for
Non-Medical Emergency Transportation: A Systematic Review. PREPRINT (Version 1) available at
https://doi.org/10.21203/rs.3.rs-1002067/v1. NOTE: This document contains links to non-United States Government
websites. We are providing these links because they contain additional information relevant to the topic(s) discussed
in this document or that otherwise may be useful to the reader. We cannot attest to the accuracy of information
provided on the cited third-party websites or any other linked third-party site. We are providing these links for
reference only; linking to a non-United States Government website does not constitute an endorsement by CMS,
HHS, or any of their employees of the sponsors or the information and/or any products presented on the website.
Also, please be aware that the privacy protections generally provided by United States Government websites do not
apply to third-party sites.

2 Bentler, S. Momany, E., Mclnroy, B., Damiano, P. & Heeren, T. (2016). Non-Emergency Medical Transportation
and the lowa Health and Wellness Plan. University of lowa Public Policy Center. Available at:
https://iro.uiowa.edu/esploro/outputs/report/Non-Emergency-Medical-Transportation-and-the-
lowa/9983557298302771.

3 Arkansas Center for Health Improvement. Arkansas Health Care Independence Program (‘Private Option®) Section
1115 Demonstration Waiver Final Report. June 30, 2018. Available at https://www.medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Waivers/1115/downloads/ar/Health-Care-Independence-Program-Private-
Option/ar-works-private-option-summative-eval-20180630.pdf.

4 The Consolidated Appropriations Act, 2021 (CAA, 2021) (Public Law No 116-260).
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guidance on both current and new Medicaid transportation policy.® Recognizing the importance of
transportation in meeting the health care needs of state plan eligible populations, as well as the
available research that shows NEMT has a positive impact on beneficiaries’ health, CMS is
sunsetting lowa’s waiver of NEMT on December 31, 2026. While we considered sunsetting the
waiver of NEMT effective with the approval of this temporary extension, sunsetting it on
December 31, 2026 will give the state sufficient time to operationalize NEMT coverage.

CMS has required the state to evaluate the impact of the NEMT waiver authority on access to
covered services since it was first approved in the demonstration. During this temporary
extension period, the state will continue to monitor and evaluate, per the STCs, the effects of the
waiver of NEMT on beneficiary access to services through the duration of time the waiver is in
effect. As part of demonstration monitoring and evaluation, the state is required to provide
information on beneficiary understanding regarding the NEMT waiver and their experiences
with transportation in accessing covered services, particularly services that beneficiaries must
obtain to avoid premiums. Evaluation must also test hypotheses to assess effects of the NEMT
waiver on access to covered services, including those that beneficiaries must obtain to avoid
premiums. The state must also document progress and challenges with sunsetting the NEMT
waiver as part of the demonstration monitoring activities, and its evaluation must provide an
assessment of the state’s experience with operationalizing the sunsetting of the NEMT waiver,
and potential lessons learned therefrom.

Additionally, per the STCs, CMS has the authority to require the state to submit a corrective
action plan if monitoring or evaluation data indicate substantial, sustained directional change
inconsistent with state targets (such as substantial, sustained trends indicating increases in
disenrollment, difficulty accessing services, or unpaid medical bills) and CMS could invoke this
authority to require suspension of implementation of the NEMT waiver before December 31,
2026, if new evidence comes to light showing that the NEMT waiver in the IWP demonstration
is substantially more harmful to beneficiaries than the existing data suggest. The STCs provide
CMS with the authority to suspend implementation of the demonstration should corrective
actions not effectively resolve these concerns in a timely manner.

Budget Neutrality

This demonstration only includes waiver authorities under section 1115(a)(1) of the Act.
Therefore, the demonstration was previously deemed budget neutral. Nothing in this action
impacts that determination. This demonstration project is temporarily extended using CMS’s
current approach to determining budget neutrality as described in CMS SMDL #24-003.°
However, CMS acknowledges that section 71118 of WFTC legislation adds a new subsection (g)
to section 1115 of the Act with budget neutrality requirements that will apply beginning January
1, 2027 to CMS approvals of section 1115 Medicaid demonstration project applications,
renewals, or amendments.” CMS intends to provide additional information prior to January 1,
2027 about the section 1115(g) requirements.

® Assurance of Transportation: A Medicaid Transportation Coverage Guide. (2023). CMCS SMD #23-006.
5 https://www.medicaid.gov/federal-policy-guidance/downloads/smd24003.pdf
7 https://www.congress.gov/bill/119th-congress/house-bill/1/text
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Monitoring and Evaluation

During this temporary extension period, the state must continue to monitor and evaluate its
demonstration as stipulated in the STCs. Given the waiver of NEMT will be sunset on
December 31, 2026, the STCs have been updated to require the state to monitor and evaluate
progress towards and challenges associated with sunsetting the waiver of NEMT, and potential
lessons learned therefrom.

The state may include the temporary extension period within its Summative Evaluation Report
for the current demonstration period, due 18 months after the end of the temporary extension
period. Alternatively, if CMS approves a full demonstration extension, the state may include the
temporary extension period in the evaluation activities for the next full demonstration approval
period.

Consideration of Public Comments

The federal comment period for the state’s application opened on July 12, 2024, and closed on
August 11, 2024. CMS received nine comments, eight of which were related to the
demonstration extension. One commenter indicated that the IWP extension application was
incomplete because federal regulations require an extension application to include an
evaluation report, and the state only included key findings. CMS had originally concluded
that the extension application was complete because the state submitted a draft Interim
Evaluation Report with the application; however, it was inadvertently not posted to
Medicaid.gov. To correct this error, CMS reposted the extension application to Medicaid.gov
for an additional thirty-day public comment period which ran from May 22, 2025 through
June 21, 2025.

During the additional public comment period, CMS received nine comments, five unique, one
unrelated to the demonstration and three duplicate comments from the previous comment
period. During the two comment periods, CMS received a total of fifteen unique comments.
Twelve of the unique commenters expressed opposition to the waiver of NEMT. None of the
commenters were in support of the waiver of NEMT. CMS is addressing comments related to
the waiver of NEMT by sunsetting this waiver effective December 31, 2026. CMS will
address comments related to other demonstration policies as part of any future approval of the
five-year extension of the demonstration.

With regard to the waiver of NEMT, commenters indicated that, without transportation benefits,
chronically ill Medicaid beneficiaries may go without the lifesaving health services they need,
leading to delayed care, reduced adherence to medication, increases in avoidable
hospitalizations, and poorer health outcomes, especially for those who live in rural areas that
may not have access to public transit or medical providers close by. Commenters also expressed
concern that people who lack transportation are less able to access preventive benefits, and the
demonstration design pushes the people who are most in need of transportation services out of
the program by imposing premiums on beneficiaries who do not complete the healthy behavior
incentives (HBI) requirements, and if beneficiaries above 100 percent federal poverty level
(FPL) are unable to pay the premium, disenrolling them from the program.
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CMS has taken the comments provided about the waiver of NEMT into consideration for this
temporary extension. The waiver of NEMT will sunset on December 31, 2026, in order to allow
the state time to make any necessary changes to its contracts and systems for implementation of
this coverage. After that time, lowa will be required to provide transportation services for state
plan populations.

Other Information

The award is subject to CMS receiving written acceptance of this award within 30 days of the
date of this approval letter. Your CMS project officer, Wanda Boone-Massey is available to
answer any questions concerning this demonstration extension, her contact information is as
follows:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: S2-25-26

7500 Security Boulevard

Baltimore, MD 21244-1850
Wanda.Boone-Massey@cms.hhs.gov.

If you have questions regarding this approval, please contact Karen LLanos, Acting Director,
State Demonstrations Group, Center for Medicaid and CHIP Services, at
Karen.Llanos@cms.hhs.gov.

Sincerely,

Deputy Administrator, CMS
Director, Center for Medicaid and CHIP Services

cc: Lee Herko, State Monitoring Lead, Medicaid and CHIP Operations Group



CENTERS FOR MEDICARE & MEDICAID SERVICES
WAIVER AUTHORITY

NUMBER: 11-W-00289/7
TITLE: lowa Wellness Plan Section 1115 Demonstration
AWARDEE: lowa Department of Human Services

All requirements of the Medicaid program expressed in law, regulation and policy statement, not
expressly waived or identified as not applicable in accompanying expenditure authorities, shall apply
to the demonstration project effective through December 31, 2026.

In addition, these waivers may only be implemented consistent with the approved special terms and
conditions (STCs).

Under the authority of section 1115(a of the Social Security Act (the Act), the following waivers of
state plan requirements contained in section 1902 of the Act are granted subject to the STCs for the
lowa Wellness Plan section 1115 demonstration.

1. Premiums Section 1902(a)(14) insofar as it
incorporates Section 1916

To the extent necessary to enable the state to charge premiums beyond applicable
Medicaid limits to the lowa Wellness Plan demonstration populations above 50 percent of
the federal poverty level and to enable the state to charge premiums for all Dental Wellness
Plan enrollees above 50 percent of the federal poverty level. Combined premiums and
cost-sharing is subject to a quarterly aggregate cap of 5 percent of family income.

2. Methods of Administration Section 1902(a)(4)(A) as
implemented in 42 CFR 431.53

To the extent necessary to relieve the state of the responsibility to assure transportation to and
from providers for adult expansion group beneficiaries. Medically frail beneficiaries and those
eligible for early and periodic screening, diagnostic and treatment (EPSDT) services are
exempt from this waiver of non-emergency medical transportation (NEMT). This waiver will
sunset on December 31, 2026.

3. Comparability Section 1902(a)(17)

To the extent necessary to permit the state to provide reduced cost sharing for the newly
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eligible population through an $8 copay for non-emergency use of the emergency department.
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This copay will not apply to other Medicaid populations; copays applied to other Medicaid
populations will not be imposed on this population.

4. Proper and Efficient Administration Section 1902(a)(17)

To the extent necessary to permit the state to contract with a single dental benefit plan
administrator to provide dental services to beneficiaries affected by the lowa Wellness Plan
section 1115 demonstration.

5. Freedom of Choice Section 1902(a)(23)(A)

To the extent necessary to permit the state to require enrollees to receive dental services
through a carved-out contracted dental benefit with no access to other providers.

6. Amount, Duration and Scope of Services Section 1902(a)(10)(B)

To the extent necessary to enable the state to provide benefit packages to demonstration
populations that differ from the state plan benefit package. To the extent necessary to enable
the state to provide different dental benefits to Dental Wellness Plan enrollees subject to the
requirements in the STCs.

7. Retroactive Eligibility Section 1902(a)(10)
and (a)(34)

To the extent necessary to enable the state not to provide three months of retroactive eligibility
for state plan populations. The waiver of retroactive eligibility does not apply to pregnant
women (and during the 60-day period beginning on the last day of the pregnancy), infants
under age 1, and (effective January 1, 2020) children under 19 years of age. The earliest that a
retroactive eligibility period for children under age 19 will begin will be January 1, 2020, for
an application filed on or after January 1, 2020.

The waiver of retroactive eligibility also does not apply to applicants who are eligible for
nursing facility services based on level of care, who had been a resident of a nursing facility
in any of the three months prior to an application, and who are otherwise eligible for
Medicaid. For persons who are exempted from the waiver due to eligibility for nursing
facility services, retroactive eligibility would be provided for any particular months in
which the applicant was a nursing facility resident.



CENTERS FOR MEDICARE & MEDICAID SERVICES
SPECIAL TERMS AND CONDITIONS

NUMBER: 11-W-00289/7

TITLE: lowa Wellness Plan

AWARDEE: lowa Department of Human Services
I. PREFACE

The following are the Special Terms and Conditions (STCs) for the lowa Wellness Plan
section 1115(f) Medicaid demonstration (hereinafter “demonstration”) to enable lowa to
operate this demonstration. Pursuant to authority in section 1115 of the Act, the Centers
for Medicare & Medicaid Services (CMS) has granted waivers of certain requirements
under section 1902(a) of the Social Security Act (the Act). These STCs set forth in
detail the nature, character and extent of federal involvement in the demonstration and
the state’s obligations to CMS during the life of the demonstration. Enrollment activities
for the new adult group began on October 1, 2013 for the lowa Wellness Plan with
eligibility effective January 1, 2014.The demonstration is statewide and is approved
through December 31, 2026

The STCs have been arranged into the following subject areas:

l. Preface

Il Program Description and Objectives
. General Program Requirements

V. Populations Affected

V. Dental Delivery System

VL. Benefits

VII.  Healthy Behaviors, Premiums, and Cost Sharing
VIII.  Appeals

IX. Monitoring and Reporting Requirements

X. Monitoring Calls and Discussions

XI. Evaluation of the Demonstration

Additional attachments have been included to provide supplementary information and for
specific STCs.

Attachment A — Healthy Behaviors Protocol [Reserved]
Attachment B — Evaluation Design
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Il. PROGRAM DESCRIPTION AND OBJECTIVES

The lowa Wellness Plan (IWP) demonstration was first implemented on January 1, 2014, at
the same time that lowa’s expansion of Medicaid to the new adult group took effect. The
lowa Wellness Plan (IWP) demonstration initially sought to promote responsible health care
decisions among the ACA expansion population by coupling a monthly required financial
contribution with an incentive to earn an exemption from the monthly contribution
requirement by actively seeking preventive health services.

As initially approved, the demonstration also provided authority for a waiver of non-
emergency medical transportation (NEMT) for the ACA expansion population. The NEMT
waiver was scheduled to sunset on December 31, 2014, with the possibility of extending
based on an evaluation of its impact on access to care. After reviewing initial data on the
impact of the waiver on access, CMS approved an extension of the NEMT waiver through
July 31, 2015. Thereafter, CMS and the state established criteria necessary for the state to
continue the NEMT waiver beyond July 31, 2015. Specifically, the state agreed to compare
survey responses of the persons affected by the waiver to survey responses of persons
receiving “traditional” Medicaid benefits through the state plan. lowa conducted the analysis
and found that the survey responses of the two populations did not have statistically
significant differences. In light of those results, CMS approved a second amendment through
June 30, 2016. Based on the state’s ongoing analysis and evaluation of the impact of the
NEMT waiver on access to covered services, the waiver of NEMT was extended again, and is
still part of the demonstration. According to interim analysis from the lowa Health and
Wellness Plan Evaluation Interim Summative Report, dated April 2019 and submitted with
the state’s 2019 demonstration extension application, the reported unmet need for
transportation was not statistically different for Medicaid members (12 percent) and IWP
members (11 percent). There was no statistically significant difference between Medicaid and
IWP in reported worry about the cost of transportation with around 8 percent of each
reporting that they worried “a great deal” about their ability to pay for the cost of
transportation to or from a health care visit. However, according to additional analyses of
IWP and Medicaid member survey data on transportation and access to health care from the
Non-Emergency Medical Transportation and the lowa Health and Wellness Plan report, dated
March 2016, 23 percent of survey respondents who had an unmet need for routine care said it
was because they were unable to access transportation, and beneficiaries with unmet
transportation needs had significantly lower odds of accessing a well-care visit and greater
odds of an emergency department visit.

On May 1, 2014, CMS approved the state’s request to amend the IWP demonstration to
include a Dental Wellness Plan (DWP) component, which at that time provided tiered dental
benefits, based on beneficiary completion of periodic exams, to the ACA expansion
population. All dental benefits covered under the DWP were optional, not mandatory.

Currently, the demonstration includes an incentive program intended to improve the use of
preventive services and encourage health among the ACA expansion population. Under this
program, beginning in year two of a beneficiary’s enrollment, the state requires monthly
premiums for beneficiaries in the ACA expansion population with household incomes above
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50 percent up to and including 133 percent of the federal poverty level (FPL). However,
beneficiaries with a premium requirement who complete a wellness exam and health risk
assessment (HRA) will have their premium waived for the following benefit year. The
premium amounts may not exceed $5 per month for non-exempt beneficiaries with household
incomes above 50 percent up to and including 100 percent of the FPL, and $10 per month for
non-exempt beneficiaries with household incomes over 100 percent up to and including 133
percent of the FPL. Exempt beneficiaries include those who completed the wellness exam
and HRA, beneficiaries who are medically frail, members of the Health Insurance Premium
Payment (HIPP) population, and beneficiaries who self-attest to a financial hardship. WP
premiums are permitted in lieu of other cost sharing except for an $8 copay for non-
emergency use of the emergency department. Beneficiaries subject to premiums are allowed
a 90-day grace period to make payment. The nonpayment of these premiums will result in a
collectible debt. Individuals with household income over 100 percent of the FPL will be
disenrolled for nonpayment. Enrollees with household income at or under 100 percent of the
FPL cannot be disenrolled for nonpayment of a premium, nor can an individual be denied an
opportunity to re-enroll due to nonpayment of a premium. Persons who are disenrolled for
nonpayment can reapply at any time; however, their outstanding premium payments will
remain subject to recovery. Monthly premiums are subject to a quarterly aggregate cap of 5
percent of household income.

On February 23, 2016, CMS approved the State’s request to implement a managed care
delivery system for the medical and dental services affected by the IWP demonstration,
concurrent with the 81915(b) High Quality Healthcare Initiative Waiver, effective April 1,
2016.

On November 23, 2016, CMS extended the demonstration for three years under section
1115(e) of the Act, through December 31, 2019. This initial extension was approved with no
program modifications. Subsequently, the state submitted two amendment requests during
the renewal period. The first amendment, approved by CMS on July 27, 2017, modified the
Dental Wellness Plan (DWP) component of the demonstration based on analysis of
independent evaluation findings and stakeholder feedback. Through this amendment, the
state implemented an integrated dental program for all Medicaid enrollees aged 19 and over,
including the new adult group (ACA expansion population), parent and other caretaker
relatives, and mandatory aged, blind, and disabled individuals. The tiered benefit structure
was removed, and instead, the state established an incentive structure to encourage uptake of
preventive dental services. Enrollees with household income above 50 percent of the FPL are
required to contribute financially toward their dental health care costs through $3 monthly
premium contributions in order to maintain comprehensive dental benefits. Dental premiums
are waived in the first year of the individual’s enrollment. Dental premiums will continue to
be waived in subsequent years if enrollees complete an oral health risk assessment and obtain
a preventive dental service in the prior year. Failure to make monthly dental premium
payments results in the enrollee being eligible for only a basic dental services package for the
remainder of the benefit year, but beneficiaries will not be disenrolled for failure to pay
premiums and the past due amounts. The following eligibility groups are exempt from
Dental Wellness Plan premiums, and will not have their benefits reduced in their second year
of enrollment, notwithstanding any failure to complete state-designated healthy behaviors (i)
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pregnant women; (ii) individuals whose medical assistance for services furnished in an
institution is reduced by amounts reflecting available income other than required for personal
needs; (iii) 1915(c) waiver enrollees; (iv) individuals receiving hospice care; (v) American
Indians/ Alaska Natives (Al/AN) who are eligible to receive or have received an item or
service furnished by an Indian health care provider or through referral under contract health
services; (vi) breast and cervical cancer treatment program enrollees; and (vii) medically frail
enrollees (referred to as medically exempt in lowa). Additionally, persons who self-attest to
financial hardship or who are exempt as described in 42 CFR 447.56 will have no dental
premium obligation. The program thus creates incentives for enrollees to appropriately
utilize preventive dental services, maintain oral health, and prevent oral disease. This
program is also intended to create incentives for members to establish a dental home, because
it encourages the receipt of preventive dental services. As was the case before this
amendment, all dental benefits covered under the DWP are optional, not mandatory.

On August 2, 2017, lowa, as directed by its legislature, submitted a request to amend the
demonstration to waive retroactive eligibility for all Medicaid beneficiaries. On October 26,
2017, CMS approved the state’s amendment request for a waiver of retroactive eligibility for
all Medicaid beneficiaries except for pregnant women (and during the 60-day period
beginning on the last day of the pregnancy), and infants under one year of age. Under the
approved demonstration, unless an exemption applies, an applicant’s coverage would begin
on the first day of the month in which the application is submitted, or as otherwise allowed
under the state plan.

On June 20, 2019, lowa submitted an extension application under section 1115(f) for a five-
year extension, and requested one change to the existing terms and conditions. In
accordance with lowa Senate File 2418 (2018), the state requested to exempt applicants
from the waiver of retroactive eligibility who are eligible for both Medicaid, and nursing
facility services based on level of care, and who had been a resident of a nursing facility in
any of the three months prior to submitting an application. For persons who are exempted
from the waiver of retroactive eligibility due to eligibility for nursing facility services,
retroactive eligibility is, and would continue to be, provided for those particular months in
which the applicant was a nursing facility resident. The state already applies this exemption,
for applications filed on or after July 1, 2018.

CMS approved the 1115(f) extension on November 15, 2019, including the change requested
by lowa to the retroactive eligibility waiver. In extending the approval period, CMS also
updated the waiver of retroactive eligibility to exempt children under 19 years of age. The
earliest that a retroactive eligibility period for children under age 19 will begin will be
January 1, 2020, for an application filed on or after January 1, 2020.

In an abundance of caution, CMS also updated the waiver of retroactive eligibility to include
a waiver of section 1902(a)(10) of the Act, to the extent that section 1902(a)(10) imposes a
requirement of retroactive eligibility. CMS has also updated the monitoring and evaluation
sections of the STCs to align those sections with CMS’ current approach to monitoring and
evaluation for section 1115 demonstrations, and to specify that CMS has the authority to
require the state to submit a corrective action plan if monitoring or evaluation data indicate
that demonstration features are not likely to assist in promoting the objectives of Medicaid.
Currently, the STCs further specify that any such corrective action plan, submitted by the
state, could include a temporary suspension of implementation of demonstration programs, in
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circumstances where data indicate substantial, sustained directional change inconsistent with
state targets (such as substantial, sustained trends indicating increases in disenrollment,
difficulty accessing services, or unpaid medical bills). These updates will better aid the state
in measuring and tracking the demonstration’s impact on lowans affected by it, and give
CMS additional tools to protect beneficiaries if necessary. CMS would further have the
ability to suspend implementation of the demonstration should corrective actions not
effectively resolve these concerns in a timely manner.

Consistent with sections 1115(f)(6) and 1915(h) of the Act, CMS approved a 5-year
extension approval period because the demonstration (specifically, the DWP component)
provides medical assistance to beneficiaries dually eligible for Medicare and Medicaid.

On February 25, 2021, lowa submitted an amendment to the lowa Wellness Plan to provide
dental benefits to children through Prepaid Ambulatory Health Plans (PAHPS). The
amendment sought to allow the state to better coordinate dental care for children, helping to
promote oral health in an accessible and cost-effective manner. There were no proposed
changes to children’s dental benefits, they remain exempt from the incentive structure
required for adult enrollees in the Dental Wellness Plan (DWP), and all enrollees under 21
years of age will continue to be eligible for medically necessary services in accordance with
federal early and periodic screening, diagnostic and treatment (EPSDT) requirements.

On June 26, 2024, lowa submitted a request for a five-year extension of the demonstration
with minor changes to the special terms and conditions (STCs). The changes requested by
the state include removing language related to the DWP premiums and healthy behavior
incentives (HBI) and including the receipt of a dental examination as a healthy behavior for
the IWP. The state’s extension request is still pending, and CMS will address it at a future
date. CMS approved temporary extensions on December 10, 2024, June 18, 2025, July 29,
2025, and August 29, 2025, which, combined, extended the demonstration until November
30, 2025.

CMS is approving a temporary extension and amendment which will extend authority for the
IWP through December 31, 2026. This temporary extension and amendment also specifies
that the waiver of NEMT will sunset on December 31, 2026.

I11. GENERAL PROGRAM REQUIREMENTS

1. Compliance with Federal Non-Discrimination Laws. The state must comply
with all applicable federal civil rights laws relating to non-discrimination in
services and benefits in its programs and activities. These include, but are not
limited to, the Americans with Disabilities Act of 1990 (ADA), title VI of the Civil
Rights Act of 1964, section 504 of the Rehabilitation Act of 1973 (Section 504), the
Age Discrimination Act of 1975, and section 1557 of the Patient Protection and
Affordable Care Act (ACA).

2. Compliance with Medicaid and CHIP Law, Regulation, and Policy. All
requirements of the Medicaid and CHIP programs expressed in federal law,
regulation, and written policy not expressly waived or identified as not applicable
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in the waiver document (of which these terms and conditions are part), apply to the
demonstration.

3. Changes in Medicaid and CHIP Law, Regulation, and Policy. The state must,
within the timeframes specified in federal law, regulation, or written policy, come
into compliance with any changes in law, regulation, or policy affecting the
Medicaid or CHIP programs that occur during this demonstration approval period,
unless the provision being changed is explicitly waived or identified as not
applicable. In addition, CMS reserves the right to amend the STCs to reflect such
changes and/or changes of an operational nature without requiring the state to
submit an amendment to the demonstration under STC 7. CMS will notify the state
30 business days in advance of the expected approval date of the amended STCs to
allow the state to provide comment. Changes will be considered in force upon
issuance of the approval letter by CMS. The state must accept the changes in
writing.

4. Impact on Demonstration of Changes in Federal Law, Regulation,
and Policy.
If mandated changes in the federal law require state legislation, unless otherwise
prescribed by the terms of the federal law, the changes must take effect on the day
such state legislation becomes effective, or on the last day such legislation was
required to be in effect under the law, whichever is sooner.

5. State Plan Amendments. The State will not be required to submit title X1X or
title XXI state plan amendments (SPAs) for changes affecting any populations
made eligible solely through the demonstration. If a population eligible through the
Medicaid or CHIP state plan is affected by a change to the demonstration, a
conforming amendment to the appropriate state plan is required, except as
otherwise noted in these STCs. In all such cases, the Medicaid and CHIP state
plans govern.

6. Changes Subject to the Amendment Process. Changes related to eligibility,
enrollment, benefits, delivery systems, cost sharing, sources of non-federal share of
funding, budget neutrality, and other comparable program elements must be
submitted to CMS as amendments to the demonstration. All amendment requests
are subject to approval at the discretion of the Secretary in accordance with section
1115 of the Act. The state must not implement changes to these elements without
prior approval by CMS either through an approved amendment to the Medicaid or
CHIP state plan or amendment to the demonstration. Amendments to the
demonstration are not retroactive and no FFP of any kind, including for
administrative or medical assistance expenditures, will be available under changes to
the demonstration that have not been approved through the amendment process set
forth in STC 7 below, except as provided in STC 3.

7. Amendment Process. Requests to amend the demonstration must be submitted to
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CMS for approval no later than 120 days prior to the planned date of implementation
of the change and may not be implemented until approved. CMS reserves the right to
deny or delay approval of a demonstration amendment based on non-compliance
with these STCs, including, but not limited to, failure by the state to submit required
reports and other deliverables in a timely fashion according to the deadlines
specified therein. Amendment requests must include, but are not limited to, the
following:

a. An explanation of the public process used by the state consistent with the
requirements of STC 12. Such explanation must include a summary of any public
feedback received and identification of how this feedback was addressed by the
state in the final amendment request submitted to CMS;

b. A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation;

c. A data analysis which identifies the specific “with waiver” impact of the
proposed amendment on the current budget neutrality agreement. Such analysis
must include current total computable “with waiver” and “without waiver” status
on both a summary and detailed level through the current approval period using
the most recent actual expenditures, as well as summary and detailed projections
of the change in the “with waiver” expenditure total as a result of the proposed
amendment, which isolates (by Eligibility Group) the impact of the amendment;

d. An up-to-date CHIP allotment worksheet, if necessary;

e. The state must provide updates to existing demonstration reporting and
quality and evaluation plans. This includes description of how the
evaluation design and annual progress reports will be modified to
incorporate the amendment provisions as well as the oversight
monitoring and measurement of the provisions.

8. Extension of the Demonstration. States that intend to request an extension of the
demonstration must submit an application to CMS from the Governor of the state in
accordance with the requirements of 42 CFR § 431.412(c).States that do not intend
to request an extension of the demonstration beyond the period authorized in these
STCs must submit a phase-out plan consistent with the requirements of STC 9.

9. Demonstration Phase-Out. The state must only suspend or terminate this
demonstration in whole, or in part, consistent with the following requirements.

a. Notification of Suspension or Termination: The state must promptly notify CMS
in writing of the reason(s) for the suspension or termination, together with the
effective date and a transition and phase-out plan. The state must submit a
notification letter and a draft transition and phase-out plan to CMS no less than
six months before the effective date of the demonstration’s suspension or
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termination. Prior to submitting the draft transition and phase-out plan to CMS,
the state must publish on its website the draft transition and phase-out plan for a
30-day public comment period. In addition, the state must conduct tribal
consultation in accordance with STC 12, if applicable. Once the 30-day public
comment period has ended, the state must provide a summary of the issues raised
by the public during the comment period and how the state considered the
comments received when developing the revised transition and phase-out plan.

b. Transition and Phase-Out Plan Requirements: The state must include, at a
minimum, in its phase-out plan the process by which it will notify affected
beneficiaries, the content of said notices (including information on the
beneficiary’s appeal rights), the process by which the state will conduct
administrative reviews of Medicaid or CHIP eligibility prior to the termination of
the demonstration for the affected beneficiaries, and ensure ongoing coverage for
eligible beneficiaries, as well as any community outreach activities the state will
undertake to notify affected beneficiaries, including community resources that
are available.

c. Transition and Phase Out Plan Approval: The state must obtain CMS approval
of the transition and phase-out plan prior to the implementation of transition and
phase-out activities. Implementation of transition and phase-out activities must
be no sooner than 14 calendar days after CMS approval of the transition and
phase-out plan.

d. Transition and Phase-out Procedures: The state must comply with applicable
notice requirements found in 42 CFR, part 431 subpart E, including sections
431.206, 431.210, and 431.213. In addition, the state must assure all applicable
and hearing rights are afforded to beneficiaries in the demonstration as outlined
in 42 CFR, part 431 subpart E, including 88 431.220 and 431.221. Ifa
beneficiary in the demonstration requests a hearing before the date of action, the
state must maintain benefits as required in 42 CFR 431.230. In addition, the
state must conduct administrative renewals for all affected beneficiaries in order
to determine if they qualify for Medicaid or CHIP eligibility under a different
eligibility category prior to termination, as discussed in the October 1, 2010 State
Health Official letter #10-008 and as required under 42 CFR 435.916(f)(1). For
individuals determined ineligible for Medicaid, the state must determine potential
eligibility for other insurance affordability programs and comply with the
procedures set forth in 42 CFR 435.1200(e).

e. Exemption from Public Notice Procedures, 42 CFR 431.416(g). CMS may
expedite the federal and state public notice requirements under circumstances
described in 42 CFR 431.416(qg).

f. Enrollment Limitation during Demonstration Phase-Out. If the state elects to
suspend, terminate, or not extend this demonstration, during the last six months
of the demonstration, enrollment of new individuals into the demonstration must
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be suspended. The limitation of enrollment into the demonstration does not
impact the state’s obligation to determine Medicaid eligibility in accordance with
the approved Medicaid state plan.

g. Federal Financial Participation (FFP). If the project is terminated or any relevant
waivers are suspended by the state, FFP must be limited to normal closeout costs
associated with the termination or expiration of the demonstration, including
services, continued benefits as a result of beneficiaries’ appeals, and
administrative costs of disenrolling beneficiaries.

10. Withdrawal of Waiver or Expenditure Authority. CMS reserves the right to
withdraw waivers and/or expenditure authorities at any time it determines that
continuing the waivers or expenditure authorities would no longer be in the public
interest or promote the objectives of title XI1X. CMS will promptly notify the state
in writing of the determination and the reasons for the withdrawal, together with the
effective date, and must afford the state an opportunity to request a hearing to
challenge CMS’ determination prior to the effective date. If a waiver or expenditure
authority is withdrawn, FFP is limited to normal closeout costs associated with
terminating the waiver or expenditure authorities, including services, continued
benefits as a result of beneficiary appeals, and administrative costs of disenrolling
participants.

11. Adequacy of Infrastructure. The State will ensure the availability of adequate
resources for implementation and monitoring of the demonstration, including
education, outreach, and enrollment; maintaining eligibility systems; compliance
with cost sharing requirements; and reporting on financial and other demonstration
components.

12. Public Notice, Tribal Consultation, and Consultation with Interested Parties.
The state must comply with the state notice procedures as required in 42 CFR
8431.408 prior to submitting an application to extend the demonstration. For
applications to amend the demonstration, the state must comply with the state notice
procedures set forth in 59 Fed. Reg. 49249 (September 27, 1994) prior to submitting
such request. The state must also comply with the public notice procedures set forth
in 42 CFR § 447.205 for changes in statewide methods and standards for setting
payment rates.

The state must also comply with tribal and Indian Health Program/Urban Indian
Organization consultation requirements at section 1902(a)(73) of the Act, 42 CFR
8431.408(b), State Medicaid Director Letter #01-024, or as contained in the state’s
approved Medicaid state plan, when any program changes to the demonstration,
either through amendment as set out in STC 7 or extension, are proposed by the
state.

13. Federal Financial Participation (FFP). No federal matching funds for state
expenditures under this demonstration, including for administrative and medical
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assistance expenditures, will be available until the effective date identified in the
demonstration approval letter, or if later, as expressly stated within these STCs.

14. Administrative Authority. When there are multiple entities involved in the
administration of the demonstration, the Single State Medicaid Agency must
maintain authority, accountability, and oversight of the program. The State
Medicaid Agency must exercise oversight of all delegated functions to operating
agencies, managed care organizations (MCOs), and any other contracted entities.
The Single State Medicaid Agency is responsible for the content and oversight of
the quality strategies for the demonstration.

15. Common Rule Exemption. The state must ensure that the only involvement of
human subjects in research activities that may be authorized and/or required by this
demonstration is for projects which are conducted by or subject to the approval of
CMS, and that are designed to study, evaluate, or otherwise examine the Medicaid or
CHIP program—including public benefit or service programs, procedures for
obtaining Medicaid or CHIP benefits or services, possible changes in or alternatives
to Medicaid or CHIP programs or procedures, or possible changes in methods or
levels of payment for Medicaid benefits or services. The Secretary has determined
that this demonstration as represented in these approved STCs meets the requirements
for exemption from the human subject research provisions of the Common Rule set
forth in 45 CFR 46.104(b)(5).

I11. POPULATIONSAFFECTED

16. Waiver of Retroactive Eligibility Population. The waiver of retroactive eligibility
applies to individuals who are eligible for Medicaid under the state plan (including all
modified adjusted gross income (MAGI) and Non-MAGI related groups), with certain
exceptions described below.

The state assures that it will provide outreach and education about how to apply for
and receive Medicaid coverage to the public and to Medicaid providers, particularly
those who serve vulnerable populations that may be impacted by the retroactive
eligibility waiver and those disenrolled for nonpayment of premiums.

The waiver of retroactive eligibility does not apply to pregnant women (and during
the 60 day period beginning on the last day of the pregnancy), infants under one year
of age, or children under nineteen years of age. The earliest that a retroactive
eligibility period for children under age 19 will begin will be January 1, 2020, for an
application filed on or after January 1, 2020.

a. The waiver of retroactive eligibility also does not apply to applicants who are
eligible for nursing facility services based on level of care, who had been a
resident of a nursing facility in any of the three months prior to an application,
and who are otherwise eligible for Medicaid. For individuals exempted from the
retroactive eligibility waiver on the basis of nursing facility eligibility,
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retroactive eligibility would be provided for those particular months in which the
applicant was a nursing facility resident.

17. lowa Wellness Plan Population. The IWP premium incentive program intended to
improve the use of preventive services and encourage health is targeted for
individuals who are eligible in the new adult group under the state plan that is
described in 1902(a)(10)(A)(i)(V1I) of the Act, and 42 CFR 435.119, and includes
those persons up to and including 133 percent of the FPL.

18. Dental Wellness Plan Population. The Dental Wellness Plan (DWP) is
targeted to all Medicaid populations identified in Table 1 below:
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Table 1: Dental Wellness Plan eligible populations

Eligibility Social Security Act and CFR Income Level
Group Name Citations
New Adult Group IR ALY 0-133% FPL

42 CFR. 435.119

Household | Monthly
Size Income
Limit
1 $447
2 $716
Parents and Other 1902(a)(10) (A) () (1) 3 $872
Caretaker Relatives 1931(b) and (d) 4 $1,033
42 CFR 435.110 5 S1.177
6 $1,330
7 $1,481
8 $1,633
9 $1,784
10 $1,950
4082)(11) (A) | |
Transitional Medical 1931(c) (2) iﬁﬁggﬁéﬁﬂﬁ\g
Assistance 1925 0-185% FPL :
1902 (a) (52)

1902(a) (10(A) (i) (III) and (IV)
1902(a)(10) (A) (ii) (), (IV) and
Pregnant Women (X) 0-375% FPL
1920
43 CFR 435.116

Mandatory Aged, Blind

and Disabled Individuals 42 CFR 435.120 through

42 CFR 435.138 SSI Limit

Optional Eligibility for
Individuals who Meet
Income & Resource of
Cash Assistance
Programs

Optional Eligibility for
be Eligible for Cash | 19026 10)A)(1)V)
42 CFR 435211 SSI FBR

1902(a) (10) (A) (i) (1)

42 CFR 435.210 SSI Limit

Assistance if they Were
not in Medical

Institutions

Institutionalized
Individuals

1902(a) (10) (A) (ii) (V) 300% SSI FBR
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Medicaid for
Employed People
Former Foster Care
Children up to Age
Independent Foster
Care Adolescents

Reasonable
Classifications of
Children

§1915(c) HCBS
Physical Disability
§1915(c) HCBS
Health and Disability
§1915(c) HCBS
Elderly Waiver

§1915(c) HCBS
Intellectual Disability
Waiver

§1915(c) HCBS AIDS

Waiver

§1915(c) HCBS Brain
Injury Waiver

Breast & Cervical Cancer

Treatment Program

Deemed Newborn
Children

Infants and Children
under Age 19

Children with Adoption
Assistance, Foster Care,
or Guardianship Care

Under Title IV-E
Children with Non IV-E

Adoption Assistance
Family Opportunity Act

Children with Disabilities

§1915(c) Children’s
Mental Health Waiver

1902 (a) (10) (A) (it) (XTII)
1902(a) (10) (A) (i) (IX)

42 CFR 435.150

1902 (a) (10) (A) (it) (X VII)

42 CFR 435.222

1902 (a)(10) (A) (ii) (V)
42 CFR 435.217

1902 (a) (10) (A) (ii) (VI)
42 CFR 435.217

1902(a) (10) (A) (i) (VD)
42 CFR 435.217

1902 (a) (10) (A) (i) (VI)
42 CFR 435.217

1902 (a) (10) (A) (ii) (VI)
42 CFR 435.217

1902(a) (10) (A) (i) (VI)
42 CFR 435.217

1902 (a) (10) (A) (i) (X VIIL)

42 CFR 435.117

42 CFR 435.118

42 CFR §435.145
1902(a) (10)(A) () (1)
473(b) (3)

42 CFR §435.277
1902 (a) (10) (A) (ii) (VIII)
1902 (a) (10) (ii) (XIX)

1902(a) (10) (A) (i1) (VI)
42 CFR 435.217

IV.DENTAL DELIVERY SYSTEM

250% FPL
N/A

254% FPL

N/A

300% SSI FBR
300% SSI FBR
300% SSI FBR

300% SSI FBR

300% SSI FBR
300% SSI FBR
N/A

N/A

Infants under 1: 300375%
FPL

Age 15: 167% FPL

Age 6-18: 167% FPL

N/A

N/A
300% FPL

300% SSI FBR

19. Overview. The lowa Wellness Plan will provide dental services
through a managed care delivery system known as a Prepaid
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Ambulatory Health Plan (PAHP).

20. Managed Care Requirements. The state must comply with the managed care
regulations published at 42 CFR 438, except as waived herein. Capitation
rates shall be developed and certified as actuarially sound, in accordance with
42 CFR 438.4. The certification shall identify historical utilization of services
that are the same as outlined in the corresponding Alternative Benefit Plan
and used in the rate development process.

21. Managed Care Contracts. No FFP is available for activities covered under
contracts and/or modifications to existing contracts that are subject to 42 CFR 438
requirements prior to CMS approval of this demonstration authority as well as such
contracts and/or contract amendments. The state shall submit any supporting
documentation deemed necessary by CMS. The state must provide CMS with a
minimum of 60 days to review and approve changes. CMS reserves the right, as a
corrective action, to withhold FFP (either partial or full) for the demonstration, until
the contract compliance requirement ismet.

22. Public Contracts. Payments under contracts with public agencies, that are not
competitively bid in a process involving multiple bidders, shall not exceed the
documented costs incurred in furnishing covered services to eligible individuals (or
a reasonable estimate with an adjustment factor no greater than the annual change in
the consumer price index).

23. Managed Care Dental Benefit Package. Individuals enrolled in the lowa
Wellness Plan will receive from the managed care program the benefits as
identified in Section VI of the STCs. Covered dental benefits should be
delivered and coordinated in an integrated fashion.

24. Enrollment Requirements. The state may require any of the populations identified
in Section IV to enroll in PAHPs pursuant to 42 CFR 438.

25. Network Requirements. The state must ensure the delivery of all covered dental
benefits, including high quality care. Services must be delivered in a culturally
competent manner, and the PAHP network must be sufficient to provide access to
covered services to the low- income population. The following requirements must
be included in the state’s PAHP contracts:

a. Special Health Care Needs. Enrollees with special health care needs must
have direct access to a specialist, as appropriate for the individual's health
care condition, as specified in 42 CFR 438.208(c)(4).

b. Out of Network Requirements. The PAHP must provide demonstration
populations with all demonstration program benefits under their contract
and as described within these STCs and must allow access to non-network
providers when services cannot be provided consistent with the timeliness
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standards required by the state.

26. Demonstrating Network Adequacy. Annually, the PAHP must provide adequate
assurances that it has sufficient capacity to serve the expected enrollment in its
service area and offers an adequate range of providers necessary to provide
covered services for the anticipated number of enrollees in the service area.

a. a. The state must verify these assurances by reviewing demographic,
utilization and enrollment data for enrollees in the demonstration as
wellas:

I.  The number and types of dentists and dental specialty providers available
to provide covered services to the demonstration population;

ii. The number of network providers accepting the new demonstration
population;and

iii. The geographic location of providers and demonstration populations, as
shown through GeoAccess or similar software

b. The state must submit the documentation required in subparagraphs i — iii
above to CMS with initial PAHP contract submission as well as at each
contract renewal or renegotiation, or at any time that there is a significant
impact to the PAHP’s operation, including service area expansion or
reduction and population expansion.

V. BENEFITS

27. lowa Wellness Plan Benefits. Individuals in the IWP populations described in
STC 17 will receive benefits described in the lowa Wellness Plan alternative
benefit plan (ABP).

28. Dental Wellness Plan Benefits.

a. Benefits in First Year of Enrollment. Individuals enrolled in the Dental
Wellness Plan will receive all available dental benefits described in the state
plan or alternative benefit plan, as applicable.

b. Benefit Requirements After First Year of Enrollment. Individuals enrolled in
the Dental Wellness Plan may continue to receive all benefits described in the
state plan or the alternative benefit plan, as applicable, subject to the
requirements set forth below.

I.  Dental Premium. Beneficiaries will be required to pay a monthly
dental premium starting in year 2 of enrollment in the
demonstration to maintain full dental benefits, as specified in STC
30.

ii. Healthy Behaviors. Beneficiaries will not be charged a monthly
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dental premium if they complete state-designated healthy behaviors
in the prior year of enroliment.

iii. Penalty. Beneficiaries who do not make a premium payment or
complete healthy behaviors will receive basic dental benefits as
outlined in the state plan and alternative benefits plan.

iv. Appeal Rights. Beneficiaries will be able to challenge any denial in
whole or in part, limited authorization of service, termination of a
previously authorized service, or failure of a plan to act within the
required timeframe as described in Section VII of the STCs.

Dental Appointments. The state must take action to assist beneficiaries in
accessing services if they report to the state, in a timely manner, that they were
not able to secure a dental appointment through a PAHP. The state must provide
member hotline assistance to individuals seeking dental care who were unable to
secure an appointment with a dental provider.

b. EPSDT. All beneficiaries under 21 years of age will continue to be eligible for
medically necessary dental services in accordance with federal EPSDT
requirements.

29. Non-Emergency Medical Transportation (NEMT). Individuals in the adult
expansion group shall not receive any benefit in the form of an administrative activity
or service to assure non-emergency transportation to and from providers. Medically
frail beneficiaries and those eligible for EPSDT services are exempt from this waiver.
This waiver will sunset on December 31, 2026.

VI.HEALTHY BEHAVIORS, PREMIUMS AND COSTSHARING

30. lowa Wellness Plan and Dental Wellness Plan Premiums. The premiums and cost-
sharing features of the demonstration are designed to incentivize the uptake of
preventive services, which could improve beneficiary health and thereby reduce the
costs of providing coverage, thus improving the financial sustainability of lowa’s
Medicaid program. The state has the authority to charge premiums in accordance with
the CMS approved protocols described in STC 34, which are binding upon the state.
The state may request changes to the approved protocols; any changes must be
accepted by CMS. Any change will require advance notice to members. All
modifications to the premium policies must be captured through the immediate next
Annual Monitoring Report.

a No premium will be charged for the first year of enrollment in the lowa Wellness
Planor the Dental Wellness Plan.

b. All premiums permitted by this paragraph are subject to the
exemptions and waivers described in STC 31.

c. Monthly premium amounts for the lowa Wellness Plan may not exceed
$5/month for nonexempt households with income above 50 percent up to and
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including 100 percent of the FPL and $10/month for nonexempt households
with income over 100 percent up to and including 133 percent of the FPL.
Monthly premium amounts for the Dental Wellness Plan may not exceed
$3/month for nonexempt households with income above 50 percent of the FPL.
Combined premiums and cost-sharing is subject to a quarterly aggregate cap of
5 percent of household income.

d. Enrollees in the lowa Wellness Plan and the Dental Wellness Plan will be
allowed a 90-day premium grace period.

e. lowa Wellness Plan enrollees with income up to and including 100 percent
FPL and all Dental Wellness Plan beneficiaries may not be disenrolled for
nonpayment of a premium, nor can an individual be denied an opportunity to
re-enroll due to nonpayment of a premium.

f. Individuals with income over 100 percent of the FPL may be disenrolled from the
IWP for nonpayment. Persons disenrolled for nonpayment can reapply at any
time; however, their outstanding premium payments will remain subject to
recovery.

g. After the 90 day grace period, unpaid lowa Wellness Plan and Dental
Wellness Plan premiums may be considered a collectible debt owed to the
State of lowa and, at state option, subject to collection by the state, with the
following exception:

If, at the member’s next annual renewal date, the member does not
apply for renewed eligibility, and the member has no claims for
services delivered after the month of the last premium payment,
unpaid premiums shall not be considered a collectible debt by the
state.

Enrollees with a premium requirement who complete state-designated
healthy behaviors will have their premium waived for the following benefit
year.

31. Premium Exemptions
a. lowa Wellness Plan. Enrollees will be exempt from a monthly
contribution obligation under the following conditions:

i. For all individuals enrolled in the lowa Wellness Plan, premiums
are waived in the first year of the individual’s enrollment.
Premiums will continue to be waived in subsequent years if
enrollees complete healthy behaviors in their prior annual period, as
outlined in the state’s approved Healthy Behavior Incentive
Protocol.

ii. Premiums may only be assessed on non-exempt individuals as
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described in 42 CFR 447.56.

iii. Medically frail and members in the HIPP population are not subject
to premiums.

iv. All individuals who self-attest to a financial hardship will have no
premium obligation. The opportunity to self-attest will be made
available with each invoice.

b. Dental Wellness Plan. Enrollees will be exempt from a monthly
contribution obligation for dental benefits under the following
conditions:

I. For all individuals enrolled in the Dental Wellness Plan, premiums
are waived in the first year of the individual’s enrollment.
Premiums will continue to be waived in subsequent years if
enrollees complete healthy behaviors in the prior year.

ii. Premiums may only be assessed on non-exempt individuals as
described in 42 CFR 447.56.

iii.  The following eligibility groups will be exempt from Dental Wellness Plan
premiums, and will not have their benefits reduced in their second year of
enrollment, notwithstanding any failure to complete state-designated healthy
behaviors as described in STC 33 (i) pregnant women; (ii) individuals whose
medical assistance for services furnished in an institution is reduced by
amounts reflecting available income other than required for personal needs;
(iii) 1915(c) waiver enrollees; (iv) individuals receiving hospice care; (v)
American Indians/Alaska Natives (Al/AN) who are eligible to receive or have
received an item or service furnished by an Indian health care provider or
through referral under contract health services; (vi) breast and cervical cancer
treatment program enrollees; and (vii) medically frail enrollees (referred to as
medically exempt in lowa) ; (viii) Deemed Newborn Children (ix) Infants and
Children under Age 19; (x) Children with Adoption Assistance, Foster Care,
or Guardianship Care Under Title IV-E; (xi) Children with Non 1V-E
Adoption Assistance; (xii) Family Opportunity Act Children with Disabilities;
(xiii) 81915(c) Children’s Mental Health Waiver; and (ix) 19 and 20 year olds
eligible for EPSDT services.

Iv. All individuals who self-attest to a financial hardship will have no
dental premium obligation. The opportunity to self-attest will be
made available with each invoice.

32. Copayment for non-emergency use of the emergency department. Individuals in
the IWP populations described in STC 17 are subject to premiums in lieu of other
cost sharing except that the state may impose a copayment for non-emergency use of
the emergency room consistent with its approved state plan and with all federal
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requirements that are set forth in statute, regulation and policies, including
exemptions from cost-sharing set forth in 42 CFR 447.56.

33. Healthy Behaviors

a. lowa Wellness Plan. The state has the authority to implement the Healthy
Behaviors component pursuant to the CMS approved protocols described in
STC 34. Enrollees who do not complete required healthy behaviors will be
required to pay their monthly premiums beginning in the next enrollment year.

I. General Description. All individuals subject to premiums who are
enrolled in the lowa Wellness Plan will have premiums waived
during the 1st year of enrollment and will be eligible to receive a
waiver of monthly premium contributions required in the 2nd year
of enrollment if enrollees complete healthy behaviors during the
first year. For each subsequent year, nonexempt enrollees will have
the opportunity to complete healthy behaviors to continue to waive
financial contributions, i.e. healthy behaviors performed in year 2 of
enrollment will be permitted to waive premiums for year 3.

il. Healthy Behaviors. The conditions to be met by a nonexempt
individual in year 1 of enrollment as a condition for not being liable
for monthly contributions in year 2 are completing a health risk
assessment and wellness exam (annual exam). A health risk
assessment is considered part of the individual’s medical record and
is afforded all associated privacy and confidentiality protections
afforded to such documents by federal and state law, regulations,
and policy. The state must provide outreach and education to
beneficiaries to inform them of the incentives that can be used to
avoid premiums and the consequences of nonpayment of those
premiums if due.

iii. Grace Period. Nonexempt individuals will be given a 30-day
healthy behavior grace period. If the individual completes the
required healthy behaviors in the first 30 days of a year when
premiums are due, no premiums will be due for the remainder of the
year.

b. Dental Wellness Plan. Members who complete dental healthy
behaviors each year of enroliment will continue to receive full
dental benefits without ever being subject to monthly dental
premiums.

I. General Description. All individuals in the Dental Wellness Plan
who are subject to premiums will have premiums waived in year 1
of enrollment and will be eligible to receive a waiver of monthly
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premium contributions required in year 2 of enrollment to maintain
full dental benefits if enrollees complete dental healthy behaviors
during year 1 of enrollment. For each subsequent year, nonexempt
enrollees will have the opportunity to complete dental healthy
behaviors to continue to waive financial contributions (e.g. healthy
behaviors performed in year 2 will be permitted to waive premiums
for year 3).

ii. Healthy behaviors. The conditions to be met by a nonexempt
individual in year 1 of enrollment as a condition of maintaining full
dental benefits without liability for monthly premium contributions
in year 2 are completing an oral health risk assessment and
preventive dental service. The state must provide outreach and
education to beneficiaries to inform them of the incentives that can
be used to avoid premiums and the consequences of nonpayment of
those premiums if due. Additionally, any future changes to state-
designated healthy behaviors will be thoroughly communicated to
enrollees in order to provide thorough opportunity for enrollees to
maintain full dental benefits without liability for monthly
contributions. Self-assessments submitted are considered part of
the individual’s medical record and afforded all associated privacy
and confidentiality protections afforded to such documents by
federal and state law, regulations, and policy.

34. lowa Wellness Plan Healthy Behaviors and Premiums Protocols. The state has the
authority to implement the Healthy Behaviors and Premiums component in
accordance with the CMS approved protocol, which is binding upon the state. The
state may request changes to the approved Healthy Behaviors and Premiums
Protocols; any changes must be accepted by CMS. Any change will require advance
notice to members. All modifications to the Healthy Behaviors and Premiums
Protocols must be captured through the immediate next Annual Monitoring Report.

The state’s approved Healthy Behaviors and Premiums Protocols detail:

a. The purpose and objectives of the Healthy Behaviors Incentive program.

b. The methodology for obtaining, and content of, the health risk assessment
used to identify unhealthy behaviors such as alcohol abuse, substance use
disorders, tobacco use, obesity, and deficiencies in immunization status.

c. The criteria to be met for completing a wellness exam.

d. The process by which an enrollee is deemed compliant with healthy behaviors
in year 1.

e. A list of stakeholders consulted in the development of the protocol.

f. A description of how healthy behaviors will be tracked and monitored at
the enrollee and provider levels, including standards of accountability for
providers.

g. A description of how the state will notify and educate enrollees about
the Healthy Behaviors Incentives program.
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In addition, the approved protocol delineates:

a. The process by which the state will identify individuals who are exempt from
the premium requirements.

b. The notices beneficiaries will receive regarding premiums and/or Healthy
Behaviors and the schedule for such notices.

c. The process by which beneficiaries will be able to remit payment, including
ways individuals who cannot pay by check will be accommodated.

d. The process by which the state will collect past due premiums.

e. The approved protocol also describes criteria by which the state will monitor
premiums and thresholds for modification and/or termination of premium
collection in the event of unintended harm to beneficiaries.

f. The state’s approved Future Year Healthy Behaviors Incentives Protocol
describes the following Healthy Behaviors Incentive Programstandards:

i.  Adescription of any provisions that will be provided to assist
enrollees in addressing unhealthy behaviors identified through
the health risk assessment.

ii.  Adescription of selected healthy behaviors to be met by an individual
in year 1 (or subsequent years) in order to be deemed compliant with
healthy behaviors resulting in a waiver of monthly contributions in
year 2 (or subsequent years).

lowa will further evaluate, define and refine healthy behavior requirements for

subsequent years of the demonstration. lowa must obtain CMS approval before the

state can introduce new requirements to enrollees.

VII. APPEALS

35. Beneficiary safeguards of appeal rights will be provided by the state, including fair
hearing rights. No waiver will be granted related to appeals. The state must ensure
compliance with all federal and state requirements related to beneficiary appeal rights.
Pursuant to the Intergovernmental Cooperation Act of 1968, the state may submit a
State Plan Amendment delegating certain responsibilities to the lowa Insurance
Division or another state agency. Dental services appeals are governed by the contract
between the state and the dental Prepaid Ambulatory Health Plans (PAHPS).

IX. MONITORING AND REPORTING REQUIREMENTS

37. Deferral for Failure to Submit Timely Demonstration Deliverables. CMS may
issue deferrals in accordance with 42 CFR part 430 subpart C, in the amount of
$5,000,000 per deliverable (federal share) when items required by these STCs (e.g.,
required data elements, analyses, reports, design documents, presentations, and other
items specified in these STCs (hereafter singularly or collectively referred to as
“deliverable(s)”) are not submitted timely to CMS or are found to not be consistent
with the requirements approved by CMS. A deferral shall not exceed the value of the
federal amount for the current demonstration period. The state does not relinquish its
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rights provided under 42 CFR part 430 subpart C to challenge any CMS finding that
the state materially failed to comply with the terms of this agreement.

The following process will be used: 1) 30 calendar days after the deliverable was due
if the state has not submitted a written request to CMS for approval of an extension as
described in subsection (b) below; or 2) 30 calendar days after CMS has notified the
state in writing that the deliverable was not accepted for being inconsistent with the
requirements of this agreement and the information needed to bring the deliverable
into alignment with CMS requirements:

a. CMS will issue a written notification to the state providing advance notification of
a pending deferral for late or non-compliant submissions of required
deliverable(s).

b. For each deliverable, the state may submit to CMS a written request for an
extension to submit the required deliverable. The extension request must explain
the reason why the required deliverable was not submitted, the steps the state has
taken to address such issue, and the state’s anticipated date of submission. Should
CMS agree in writing to the state’s request, a corresponding extension of the
deferral process described below can be provided. CMS may agree to a corrective
action plan submitted by the state as an interim step before applying the deferral,
if corrective action is proposed in the state’s written extension request.

c. If CMS agrees to an interim corrective process in accordance with subsection (b),
and the state fails to comply with the corrective action plan or, despite the
corrective action plan, still fails to submit the overdue deliverable(s) that meet the
terms of this agreement, CMS may proceed with the issuance of a deferral against
the next Quarterly Statement of Expenditures reported in Medicaid Budget and
Expenditure System/State Children's Health Insurance Program Budget and
Expenditure System (MBES/CBES) following a written deferral notification to
the state.

d. If the CMS deferral process has been initiated for state non-compliance with the
terms of this agreement for submitting deliverable(s), and the state submits the
overdue deliverable(s), and such deliverable(s) are accepted by CMS as meeting
the standards outlined in these STCs, the deferral(s) will be released.

As the purpose of a section 1115 demonstration is to test new methods of operation or
service delivery, a state’s failure to submit all required reports, evaluations, and other
deliverables will be considered by CMS in reviewing any application for an
extension, amendment, or for a new demonstration.

38. Submission of Post-Approval Deliverables. The state must submit all
deliverables as stipulated by CMS and within the timeframes outlined within
these STCs, unless CMS and the state mutually agree to another timeline.
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39. Compliance with Federal Systems Updates. As federal systems continue to evolve
and incorporate additional section 1115 demonstration reporting and analytics
functions, the state will work with CMS to:

a. Revise the reporting templates and submission processes to accommodate timely
compliance with the requirements of the new systems;

b. Ensure all section 1115 demonstration, Transformed Medicaid Statistical
Information System (T-MSIS), and other data elements that have been agreed to
for reporting and analytics are provided by the state; and

c. Submit deliverables to the appropriate system as directed by CMS.

40. Monitoring Reports. The state must submit one Annual Monitoring Report each
demonstration year (DY) that is due no later than 180 calendar days following the end
of the DY. The state must submit a revised Annual Monitoring Report within 60
calendar days after receipt of CMS’s comments, if any. CMS might increase the
frequency of monitoring reporting if CMS determines that doing so would be
appropriate. CMS will make on-going determinations about reporting frequency
under the demonstration by assessing the risk that the state might materially fail to
comply with the terms of the approved demonstration during its implementation
and/or the risk that the state might implement the demonstration in a manner unlikely
to achieve the statutory purposes of Medicaid. See 42 CFR 431.420(d)(1)-(2).

The Annual Monitoring Report will include all required elements as per 42 CFR
431.428 and should not direct readers to links outside the report. Additional links not
referenced in the document may be listed in a Reference/Bibliography section. The
Annual Monitoring Report must follow the framework provided by CMS, which is
subject to change as monitoring systems are developed/evolve, and must be provided
in a structured manner that supports federal tracking and analysis.

a. Operational Updates. Per 42 CFR 431.428, the Annual Monitoring Report must
document any policy or administrative difficulties in operating the demonstration.
The Annual Monitoring Report must provide sufficient information to document
key operational and other challenges, underlying causes of challenges and how
challenges are being addressed, key achievements and to what conditions and
efforts successes can be attributed, as well as progress towards and challenges
associated with sunsetting the waiver of NEMT. The discussion should also
include any issues or complaints identified by beneficiaries; lawsuits or legal
actions; unusual or unanticipated trends; legislative updates; and descriptions of
any public forums held. The Annual Monitoring Report should also include a
summary of all public comments received through post-award public forums
regarding the progress of the demonstration.

b. Performance Metrics. The performance metrics will provide data to demonstrate
the state’s progress towards meeting the demonstration’s goals and any applicable
milestones. Per 42 CFR 431.428, the Annual Monitoring Report must document
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the impact of the demonstration on beneficiaries’ outcomes of care, quality and
overall cost of care, and access to care, as applicable. This should also include the
results of beneficiary satisfaction or experience of care surveys, if conducted, as
well as grievances and appeals. The Annual Monitoring Report must provide
detailed information about deviations from CMS’s applicable metrics technical
specifications, relevant methodology, plans for phasing in metrics, and data or
reporting issues for applicable metrics, in alignment with CMS guidance and
technical assistance.

The state and CMS will work collaboratively to finalize the list of metrics to be
reported on in the Annual Monitoring Report. The demonstration’s monitoring
metrics must cover categories to include, but not be limited to eligibility,
utilization of services, quality of care and health outcomes, and grievances and
appeals. The state must report these metrics for all demonstration populations.
Demonstration monitoring reporting does not duplicate or replace reporting
requirements for other authorities, such as Home and Community Based Services
and Managed Care authorities.

In addition, in alignment with applicable CMS guidance, the state is expected to
report monitoring metrics specific to the key policies being tested in the
demonstration, including but not limited to premiums, incentives for healthy
behaviors, the waiver of retroactive eligibility, and the waiver of NEMT. For
premiums, this will also include metrics related to premium payment/non-
payment, such as individuals subject to premium requirements, individuals whose
premiums have been waived due to compliance with healthy behaviors,
individuals exempt due to hardship, individuals with overdue premiums,
information about the state’s collectionactivities, and individuals over 100 percent
up to and including 133 percent of the FPL who are disenrolled due to premium
non-payment. The state will report applicable monitoring metrics to cover the
waiver of retroactive eligibility policy, including “unpaid medical bills”, using
information found on the beneficiary enrollment application. The state is also
expected to provide information regarding the NEMT waiver about beneficiary
understanding of and experience with transportation in accessing covered
services, particularly services that beneficiaries must obtain to avoid premiums. In
addition, the state must provide metrics pertaining to access to care generally.

The reporting of these monitoring metrics may also be stratified by key
demographic subpopulations of interest (e.g., by sex, age, race/ethnicity, or
geography), and by demonstration component, as appropriate. Subpopulation
reporting can support identifying any gaps in quality of care and health outcomes,
and help track whether the demonstration’s initiatives help improve outcomes for
the state’s Medicaid population.

c. Evaluation Activities and Interim Findings. Per 42 CFR 431.428, the Annual
Monitoring Report must document any results of the demonstration to date per
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the evaluation hypotheses. Additionally, the state shall include a summary of the
progress of evaluation activities, including key milestones accomplished, as well
as challenges encountered and how they were addressed.

41. Corrective Action Plan Related to Monitoring. If monitoring indicates that
demonstration features are not likely to assist in promoting the objectives of
Medicaid, CMS reserves the right to require the state to submit a corrective action
plan to CMS for approval. A state corrective action plan could include a temporary
suspension of implementation of demonstration programs in circumstances where
monitoring data indicate substantial and sustained directional change inconsistent
with state targets (such as substantial, sustained trends indicating increases in
disenrollment, difficulty accessing services, or unpaid medical bills). A corrective
action plan may be an interim step to withdrawing waivers or expenditure authorities,
as outlined in STC 10. CMS might withdraw an authority, as described in STC 10, if
metrics indicate substantial and sustained directional change, inconsistent with the
state’s demonstration goals and desired directionality, and the state has not
implemented corrective action, and the circumstances described in STC 10 are met.
CMS further has the ability to suspend implementation of the demonstration should
corrective actions not effectively resolve these concerns in a timely manner.

42. Close-Out Report. Within 120 calendar days after the expiration of the
demonstration, the state must submit a draft Close-Out Report to CMS for comments.

a. The Close-Out Report must comply with the most current guidance from CMS.

b. In consultation with CMS, and per guidance from CMS, the state will include an
evaluation of the demonstration (or demonstration components) that are to phase
out or expire without extension along with the Close-Out Report. Depending on
the timeline of the phase-out during the demonstration approval period, in
agreement with CMS, the evaluation requirement may be satisfied through the
Interim or Summative Evaluation Reports stipulated in STCs 51 and 52,
respectively

c. The state will present to and participate in a discussion with CMS on the Close-
Out Report.

d. The state must take into consideration CMS’s comments for incorporation into the
final Close-Out Report.

e. Arevised Close-Out Report is due to CMS no later than 30 calendar days after
receipt of CMS’s comments.

f. A delay in submitting the draft or final version of the Close-Out Report may
subject the state to penalties described in STC 37.

43. Monitoring Calls. CMS will convene, no less frequently than quarterly, monitoring
calls with the state.
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a. The purpose of these calls is to discuss ongoing demonstration operations and
implementation which align with the state’s demonstration’s monitoring reports,
including (but not limited to) any significant actual or anticipated developments
affecting the demonstration. Examples include implementation activities, trends in
reported data on metrics and associated mid-course adjustments, eligibility and
access, and progress on evaluation activities.

b. These calls will follow the structure of and focus on the topics in the Annual
Monitoring Report.

c. CMS will provide updates on any pending actions, as well as federal policies and
issues that may affect any aspect of the demonstration.

d. The state and CMS will jointly develop the agenda for the calls.

44. Post Award Forum. Pursuant to 42 CFR 431.420(c), within six months of the
demonstration’s implementation and annually thereafter, the state must afford the
public with an opportunity to provide meaningful comment on the progress of the
demonstration. At least 30 calendar days prior to the date of the planned public forum,
the state must publish the date, time and location of the forum in a prominent location
on its website. The state must also post the most recent Annual Monitoring Report on
its website with the public forum announcement. Pursuant to 42 CFR 431.420(c), the
state must include a summary of the comments in the Annual Monitoring Report
associated with the year in which the forum was held.

VIII. EVALUATION OF THE DEMONSTRATION

45. Cooperation with Federal Evaluators and Learning Collaborative. As required
under 42 CFR 431.420(f), the state must cooperate fully and timely with CMS and its
contractors in any federal evaluation of the demonstration or any component of the
demonstration. This includes, but is not limited to, commenting on design and other
federal evaluation documents and providing data and analytic files to CMS, including
entering into a data use agreement that explains how the data and data files will be
exchanged, and providing a technical point of contact to support specification of the
data and files to be disclosed, as well as relevant data dictionaries and record layouts.
The state shall include in its contracts with entities who collect, produce or maintain
data and files for the demonstration, that they shall make such data available for the
federal evaluation as is required under 42 CFR 431.420(f). This may also include the
state’s participation—including representation from the state’s contractors,
independent evaluators, and organizations associated with the demonstration
operations, as applicable—in a federal learning collaborative aimed at cross-state
technical assistance, and identification of lessons learned and best practices for
demonstration measurement, data development, implementation, monitoring, and
evaluation. The state may claim administrative match for these activities. Failure to
comply with this STC may result in a deferral being issued as outlined in STC 37.
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46. Independent Evaluator. The state must use an independent entity (herein referred to
as the Independent Evaluator) to conduct an evaluation of the demonstration to ensure
that the necessary data is collected at the level of detail needed to research the
approved hypotheses. The Independent Evaluator must sign an agreement to conduct
the demonstration evaluation in an independent manner in accordance with the CMS-
approved Evaluation Design. When conducting analyses and developing the
evaluation reports, every effort should be made to follow the approved methodology.
However, the state may request, and CMS may agree to, changes in the methodology
in appropriate circumstances.

47. Evaluation Design. The state must submit, for CMS comment and approval, an
Evaluation Design with implementation timeline, no later than 180 calendar days after
the approval of the demonstration. The Evaluation Design must be developed in
accordance with the STCs and any applicable evaluation guidance and technical
assistance for the demonstration’s policy components. The Evaluation Design must
also be developed in alignment with CMS guidance on applying robust evaluation
approaches, such as quasi-experimental methods like difference-in-differences and
interrupted time series, as well as establishing valid comparison groups and assuring
causal inferences in demonstration evaluations.

The state is strongly encouraged to use the expertise of the Independent Evaluator in
the development of the Evaluation Design. The Evaluation Design also must include a
timeline for key evaluation activities, including the deliverables outlined in STC 51
and 52.

For any amendment to the demonstration, the state will be required to update the
approved Evaluation Design to accommodate the amendment component, unless
otherwise agreed upon by the state and CMS. The amended Evaluation Design must
be submitted to CMS for review no later than 180 calendar days after CMS’s approval
of the demonstration amendment. The amendment components of the Evaluation
Design must also be reflected in the state’s Interim and Summative Evaluation
Reports, described below.

48. Evaluation Design Approval and Updates. The state must submit a revised
Evaluation Design within 60 calendar days after receipt of CMS’s comments, if any.
Upon CMS approval of the Evaluation Design, the document will be posted to
Medicaid.gov. Per 42 CFR 431.424(c), the state will publish the approved Evaluation
Design within 30 calendar days of CMS approval. The state must implement the
Evaluation Design and submit a description of its evaluation implementation progress
in each Annual Monitoring Report. Once CMS approves the Evaluation Design, if the
state wishes to make changes and the changes are substantial in scope, the state must
submit a revised Evaluation Design to CMS for approval; otherwise, in consultation
with CMS, the state may include updates to the Evaluation Design in an Annual
Monitoring Report.

49. Evaluation Questions and Hypotheses. Consistent with the STCs and applicable
CMS guidance, the evaluation deliverables must include a discussion of the
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evaluation questions and hypotheses that the state intends to test. In alignment with
applicable CMS evaluation guidance and technical assistance, the evaluation must
outline and address well-crafted hypotheses and research questions for all key
demonstration policy components that support understanding the demonstration’s
impact and its effectiveness in achieving the demonstration’s goals.

The hypothesis testing should include, where possible, assessment of both process and
outcome measures. The evaluation must study outcomes, such as likelihood of
enrollment and enrollment continuity, and various measures of access, utilization,
costs, and health outcomes, as appropriate and in alignment with applicable CMS
evaluation guidance and technical assistance for the demonstration policy
components. The evaluation is expected to use applicable demonstration monitoring
and other data on the provision of and beneficiary utilization of demonstration and
other applicable services. Proposed measures should be selected from nationally
recognized sources and national measures sets, where possible. Measures sets could
include CMS’s Core Set of Children’s Health Care Quality Measures for Medicaid
and CHIP (Child Core Set) and the Core Set of Adult Health Care Quality Measures
for Medicaid (Adult Core Set), collectively referred to as the CMS Child and Adult
Core Measure Sets for Medicaid and CHIP; Consumer Assessment of Health Care
Providers and Systems (CAHPS); the Behavioral Risk Factor Surveillance System
(BRFSS) survey; or measures endorsed by the National Quality Forum (NQF).

The state must develop robust evaluation questions and hypotheses related to each
demonstration initiative, and per applicable CMS guidance. Specifically:

a. Hypotheses for the demonstration’s Healthy Behaviors Incentive requirement
and premiums must relate to (but are not limited to) the following areas:
beneficiary understanding of and experience with premiums as an incentive,
the interface between incentives to seek out preventive care and premiums,
and consequences of these demonstration policies, including non-compliance
with premiums and healthy behavior requirements, on coverage (including
employer-sponsored health insurance and no coverage for those who separate
from the demonstration), and health outcomes.

b. Hypotheses for the waiver of retroactive eligibility must relate to (but are not
limited to) the following outcomes: likelihood of enrollment and enrollment
continuity; likelihood that beneficiaries will apply for Medicaid when they
believe they meet the criteria for Medicaid; enrollment when people are
healthy, or as soon as possible after meeting eligibility criteria; and health
status (as a result of greater enrollment continuity).

c. Hypotheses to evaluate the NEMT waiver for the duration of time the waiver
is in effect must include (but are not limited to) effects on access to covered
services, including access to the services that beneficiaries must obtain to
avoid premiums. The state must additionally provide an assessment of the
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progress toward sunsetting the waiver of NEMT, and potential lessons learned
therefrom.

As part of its evaluation efforts, the state must conduct an overall demonstration cost
assessment to include, but not be limited to, administrative costs of demonstration
implementation and operation, Medicaid health services expenditures, and provider
uncompensated costs. In addition, the state must use findings from hypothesis tests
aligned with other demonstration goals and cost analyses to assess the
demonstration’s effects on the fiscal sustainability of the state’s Medicaid program.

CMS underscores the importance of the state undertaking a well-designed beneficiary
survey or interviews to assess, for instance, beneficiary understanding of and
experience with the various demonstration policy components, including but not
limited to beneficiary experiences with access to and quality of care, the Healthy
Behaviors Incentive requirement, the waiver of retroactive eligibility, and the waiver
of NEMT. To better understand whether implementation of certain key demonstration
policies happened as envisioned during the demonstration design process and whether
specific factors acted as facilitators of—or barriers to—implementation, the state is
strongly encouraged undertake a robust process/implementation evaluation. The
implementation evaluation can inform the state’s crafting and selection of testable
hypotheses and research questions for the demonstration’s outcome and impact
evaluations and provide context for interpreting the findings.

Finally, the state may collect data to support analyses stratified by key subpopulations
of interest (e.g., by sex, age, race/ethnicity, or geography). Such stratified data
analyses can provide a fuller understanding of gaps in access to and quality of care
and health outcomes, as well as help inform how the demonstration’s various policies
support improving outcomes.

50. Evaluation Budget. A budget for the evaluation shall be provided with the
Evaluation Design. It will include the total estimated cost, as well as a breakdown of
estimated staff, administrative and other costs for all aspects of the evaluation, such as
any survey and measurement development, quantitative and qualitative data collection
and cleaning, analyses and report generation. A justification of the costs may be
required by CMS if the estimates provided do not appear to sufficiently cover the
costs of the design or if CMS finds that the design is not sufficiently developed, or if
the estimates appear to be excessive.

51. Interim Evaluation Report. The state must submit an Interim Evaluation Report for
the completed years of the demonstration, and for each subsequent extension of the
demonstration, as outlined in 42 CFR 431.412(c)(2)(vi). The draft Interim Evaluation
Report must be developed in alignment with the approved Evaluation Design, and in
accordance with the requirements outlined in these STCs and applicable CMS
guidance.

a. The Interim Evaluation Report will discuss evaluation progress and present
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findings to date as per the approved Evaluation Design.

b. For demonstration authority or any component within the demonstration that
expires prior to the overall demonstration’s expiration date, and depending
on the timeline of the expiration/phase-out, the Interim Evaluation Report
must include an evaluation of the authority, toto be collaboratively
determined by CMS and the state.

c. If the state is seeking to extend the demonstration, the draft Interim
Evaluation Report is due when the application for extension is submitted, or
one year prior to the end of the demonstration, whichever is sooner. When
applying for an extension of the demonstration, the Interim Evaluation
Report should be posted to the state’s website with the application for public
comment. If the state does not request an extension for a demonstration, the
Interim Evaluation Report is due one year prior to the end of the
demonstration. For demonstration phase-outs prior to the expiration of the
approval period, the draft Interim Evaluation Report is due to CMS on the
date that will be specified in the notice of termination or suspension.

d. The state must submit revised Interim Evaluation Reports 60 calendar days
after receiving CMS’s comments on the draft Interim Evaluation Report, if
any.

e. Once approved by CMS, the state must post the final Interim Evaluation
Report to the state’s Medicaid website within 30 calendar days.

52. Summative Evaluation Report. The state must submit the draft Summative
Evaluation Report for the demonstration’s current approval period within 18 months
of the end of the approval period represented by these STCs. The draft Summative
Evaluation Report must be developed in alignment with the approved Evaluation
Design, and in accordance with the requirements outlined in these STCs and
applicable CMS guidance.

a. The state must submit a revised Summative Evaluation Reports within 60 calendar
days of receiving comments from CMS on the draft Summative Evaluation
Report, if any.

b. Once approved by CMS, the state must post the final Summative Evaluation
Report to the state’s Medicaid website within 30 calendar days.

53. Corrective Action Plan Related to Evaluation. If evaluation findings indicate that
demonstration features are not likely to assist in promoting the objectives of
Medicaid, CMS reserves the right to require the state to submit a corrective action
plan to CMS for approval. These discussions may also occur as part of an extension
process when associated with the state’s Interim Evaluation Report, or as part of the
review of the Summative Evaluation Report. A corrective action plan could include a
temporary suspension of implementation of demonstration programs, in
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circumstances where evaluation findings indicate substantial, sustained directional
change inconsistent with state targets (such as substantial, sustained trends indicating
increases in disenrollment, difficulty accessing services or unpaid medical bills). A
corrective action plan may be an interim step to withdrawing waivers or expenditure
authorities, as outlined in STC 10. CMS further has the ability to suspend
implementation of the demonstration should corrective actions not effectively resolve
these concerns in a timely manner.

94. State Presentations for CMS.CMS reserves the right to request that the state present
and participate in a discussion with CMS on the Evaluation Design, the Interim
Evaluation Report, or the Summative Evaluation Report.

55. Public Access. The state shall post the final documents (e.g., Annual Monitoring
Report, Close-Out Report, Evaluation Design, Interim Evaluation Report, and
Summative Evaluation Report) on the state’s Medicaid website within 30 calendar
days of approval by CMS.

56. Additional Publications and Presentations. For a period of 12 months following
CMS approval of the final reports, CMS will be notified prior to presentation of these
reports or their findings, including in related publications (including, for example,
journal articles), by the state, contractor, or any other third party directly connected to
the demonstration, over which the state has control. Prior to release of these reports,
articles or other publications, CMS will be provided a copy including any associated
press materials. CMS will be given 3030 calendar days to review and comment on
publications before they are released. CMS may choose to decline to comment or
review some or all of these notifications and reviews. This requirement does not apply
to the release or presentation of these materials to state or local government officials.

57. Schedule of Demonstration Deliverables

Deliverable Timeline STC Reference
State acceptance of No later than 30 calendar days after Approval Letter
demonstration Waivers, demonstration approval date.

STCs, and Expenditure

Authorities

Evaluation Design No later than 180 calendar days after STCs 47 and 48

approval of the demonstration.

Revised no later than 60 days after
receipt of CMS comments.

Interim Evaluation Report | One year prior to the end of the STC 51
demonstration period, or when the
extension application is submitted,
whichever is sooner.
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Revised no later than 60 days after
receipt of CMS comments.

Summative Evaluation No later than 18 months after the end of | STC 52
Report the demonstration period.
Revised no later than 60 days after
receipt of CMS comments.
Close-Out Report No later than 120 calendar days after STC 42
(applicable if expiration of the demonstration.
demonstration or
demonstration component
expires)
Annual Monitoring Report | No later than 180 calendar days after the | STC 40
end of each demonstration year.
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Attachment A
Approved Healthy Behaviors Protocol
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Section 1115 Eligibility and Coverage Demonstration Implementation Plan:
Healthy Behaviors Program Protocol for the lowa Wellness Plan

Overview: lowa’s Healthy Behaviors Program is designed to influence how
consumers interact with their health care system, emphasizing primary care
access and utilization. The Healthy Behaviors Program is designed to reward
members through encouraging completion of healthy behaviors by rewarding
them with waiver of contributions (premiums) in subsequent enrollment periods.

Stakeholder Engagement in Protocol Development
lowa began engaging stakeholder input for the lowa Health and Wellness Plan by

holding public hearings and education sessions prior to implementation. Each
hearing included initial details regarding the Healthy Behaviors Program, with the
specific activities added into the discussion once finalized. Two public hearings were
held in July 2013. Thereafter, another six public hearings were held statewide in
conjunction with the State Innovation Model grant outreach. Each session was
attended by a variety of community members, providers and stakeholder
organizations.

lowa has also undertaken an extensive and comprehensive stakeholder approach
as part of the State Innovation Model (SIM) Design Grant project in the summer and
fall of 2013. A broad spectrum of stakeholders were involved, including providers,
payers, physicians, practitioners, managed care organizations, and state agencies
like lowa Department of Public Health and lowa Department on Aging.

lowa also sought consumer input through two specific Consumer Focused
workgroups and a series of public meetings called Listening Sessions. One
workgroup was tasked with identifying goals and approaches to engaging members
in their own health care and encouraging them to be active participants in becoming
healthier. All workgroups discussed the importance of member engagement
strategies and specifically the Healthy Behaviors Program for the lowa Health and
Wellness Program.

The SIM stakeholder process, a list of stakeholder participants, meeting
agendas, meeting minutes, workgroup summaries and the State Healthcare
Innovation Plan are all available at:
https://dhs.iowa.gov/ime/about/initiatives/newSIMhome.

lowa also sought input from the Patient-Centered Health Advisory Council and
presented the 2014 Healthy Behavior Program for lowa Health and Wellness Plan at
the November 15, 2013 meeting.

Additional stakeholder feedback has been received throughout the fall of 2013 with
a variety of organizations. A special meeting of the Medical Assistance Advisory
Council (MAAC) was held on August 15, 2013. This session focused on details on
the lowa Health and Wellness Plan, and included a discussion on the Healthy
Behavior programs. On November 21, 2013, the Healthy Behaviors were again
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discussed with the full MAAC membership. The meeting was open to the public. The
Healthy Behaviors, including member outreach and education, was a key topic of the
MAAC Executive Committee meeting in April 2014, and the full council meeting in
May 2014.

Other key stakeholder organizations have held meetings on the lowa Health and
Wellness Plan, all meetings including discussion of the Healthy Behaviors
Program. Some of the organizations include:
e lowa Hospital Association
e lowa Mental Health Planning Council
e Epilepsy Foundation
e Coalition for Family and Children’s Services
* lowa Behavioral Health Association
e lowa Primary Care Association
e Visiting Nurse Services of lowa
e lowa Safety Net Providers
e lowa State Association of Counties
e Susan G. Komen Foundation, lowa Chapter
e Family Development and Self Sufficiency Program
e |owa Rural Health Association
e AmeriCorps
Further, lowa accepted written comments from the Child and Family Policy
Center. Specifically related to the HRA requirement, the IME decided to use the
HYH tool after meeting with various stakeholders including the following:

e Coventry Health Care of lowa November 26,2013
e CoOportunity Health December 5, 2013

e University of lowa Public Policy Center December 6, 2013

e The University of lowa Alliance December 17, 2013
e UnityPoint Health December 19, 2013
e Meridian Health Plan December 19, 2013
e Treo Solutions December 24, 2013

From the stakeholders who are provider entities, the IME learned that, if the entity
uses an HRA, it is to gauge their members’ health status and to subsequently
implement incentivesto encourage healthier behaviors with the long-term goal of
reducing health care costs.

The University of lowa Public Policy Center provided HRA research
consistent with the information presented by the provider entities. The
research showed that HRA are helpfulto engage patients in their care and
help primary care practices and patients work in close cooperation.
Additionally, the IME found that HRAs have been widely used in employer
sponsored plan for a number of years as a means to control costs.
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ntribution Waiver for Healthy Behaviors Program
lowa has designated completion of a Health Risk Assessment (HRA) and a wellness
exam as the healthy behaviors that will qualify members for waiver of their
contributions in their subsequent enroliment period. There are no contributions
charged for the first year of enrollment.

Healthy Behavior 1: Completion of a HRA

In an effort to improve patient outcomes and engage members in their health care,
the Managed Care Organizations (MCOs) have developed HRAs. The HRAs include
guestions regarding hospital visits, chronic diseases, and social determinants of health. The
HRA can be completed by mail, fax, online, or by phone to the MCO. The MCOs are
required to conduct a comprehensive assessment if a special health care need is
identified in the HRA. The MCOs help the member set up appointments with a
primary care provider if needed.

Healthy Behavior 2: Completion of a Wellness Exam

Members are encouraged to complete an annual preventive wellness exam or a
dental exam as part of an emphasis on pro-active healthcare management.
Wellness exam have been defined by the following codes:

New Patient CPT Codes Established Patient CPT Codes
99385| 18-39 years of age 99395 | 18-39 years of age
99386 | 40-64 years of age 99396 | 40-64 years of age

Dental examination codes that can also meet the requirements of a wellness exam
are:

Code Description
D0120 Periodic Oral Evaluation
D0140 Limited Oral Examination
D0150 Comprehensive Oral Examination
D0180 Comprehensive Periodontal Exam

As mentioned above, IME will ensure members who have completed their healthy
behaviors are not charged contributions in their second year of enroliment. IME
receives files from the MCOs to update the IME system that the healthy behaviors
have been completed and this will be reported through the Quarterly Progress
reports. Members will be given their first enrollment year and an additional 30-day
grace period to qualify to have their contributions waived in their subsequent
enrollment year. During this grace period, members will also be given the
opportunity to self-report completion of the wellness exam.

Beneficiaries who are exempt from premiums are those who are medically exempt,
Alaska Native/American Indian, and those in Health Insurance Premium Payment
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(HIPP). Women who are pregnant at the time of application or at the time of
redetermination are placed in the Mothers and Children category for Medicaid. If a
woman becomes pregnant while on the IWP and notifies the state of her pregnancy
has a choice of IWP or Medicaid. If a pregnant woman remains on IWP, the state
has identified that pregnant women are not being excluded for premiums. The state
will be updating programming to correct this.

If the member indicates on the application that they are American Indian/Alaska
native, this then triggers the enroliment system to exclude them from premium
payments. The member may also call in to member services to notify us of their
race. Providers can also call in and share this information.

System programming in underway to capture and track when beneficiaries have
reached the premiums aggregate cap (quarterly aggregate cap of 5 percent of
household income) through the claim and contribution system. The system will
provide reports on a monthly basis to identify when the 5% cap has been met.
Should the programming not be in production when the waiver for collecting
contributions expires at the end of the public health emergency, a manual backup
plan is being outlined.

Premium/Contribution Prot I

During their first year of eligibility, all members will be exempt from any contribution
payments. This will permit the member the opportunity to 1) gain an understanding of
the Healthy Behaviors Program and 2) to complete those Healthy Behaviors that will
qualify the member for contribution waiver inthe second year of eligibility. In each
enrolliment year that the member completes the Healthy Behaviors, the member will
qualify to have their contributions waived in the subsequent year.

Regardless of whether they complete their Healthy Behaviors, the following
members will be exempt from contribution payments:

» Persons with income at or below 50 percent the Federal Poverty Level (FPL)
e Persons with a Medically Exempt (Medically Frail) status

» American Indians/Alaska Natives

e Health Insurance Premium Payment (HIPP) enrollees

Members who do not complete their Healthy Behaviors during the first year of
enrollment will be subject to the contribution payments in their second year of
enrollment. Contributions will be charged as follows:

e Persons with income >50-100 percent of the FPL = $5 monthly contribution
e Persons with income from >100-133 percent of FPL = $10 monthly
contribution

The IME will give members a 30 day grace period after their enrollment year to
complete their Healthy Behaviors and qualify for contribution waiver. After that time,
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if the member has not qualified for contribution waiver, the IME will begin sending
monthly billing statements including a hardship exemption request form. The billing
statement will be mailed to the member prior to the first day ofthe month in which the
contribution is due. Members will have until the last day of the contribution month to
either mail in their contribution or request a hardship exemption for the month.
Members may pay by check, money order or online through the IME Click Pay site.
Directions of where to mail the contribution, how to request a hardship exemption,
and who to call with questions will be clearly detailed on the billing statement. A
hardship exemption can be requested by checking the hardship exemption on the
billing statement or by calling the IME. No documentation is needed to claim a
hardship exemption. Unpaid contributions will be reflected on the member’s next
monthly billing statement.

Forindividuals at or below 100% FPL, unpaid contributions will not, however,
result in termination from the lowa Wellness Plan.

For members with income over 100% FPL, if a member fails to pay any monthly
contributions after a 90 day grace period, the IME will terminate the member’s
enrollment status. The member’s outstanding contribution will be considered a
collectible debt and subject to recovery. A member whose benefits are
terminated for nonpayment of monthly contributions must reapply for Medicaid
coverage. The IME will permitthe member to reapply at any time, however, the
member’s outstanding contribution payments will remain subject to recovery.

After the 90 day grace period, unpaid premiums may be considered a collectible
debt owed to the State of lowaand, at state option, subject to collection by the
state, with the following exception: If, at the member’s next annual renewal date,
the member does not apply for renewed eligibility, and the member has no
claims for services delivered after the month of the last premium payment,
unpaid premiums shall not be considered a collectible debt by the state.

Year Two and Subsequent Years

If the member completed the healthy behaviors listed above, then the contribution is
waived for the second year. The member must complete the healthy behaviors in
year two and subsequent years to have the contribution waived in the next
enrollment year.

Systems Monitoring

Information collected on the HRA assess a member’s physical, behavioral,
social, functional, and psychological status and needs. It determines the need
for care coordination, behavioral health services, or any other health or
community services. The HRA complies with the NCQA standards for health
risk screenings.

If the HRA identifies a special health care need is identified the member is
referred to non-waiver case management. The member is then assessed
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using a complex care/comprehensive care assessment. Case management is
explained to the member and those who consent are place in the case
management program.

The IME Medicaid Management Information System (MMIS) has been coded
to detect all persons who are mandatorily exempt. The MMIS is also coded to
capture those members who complete both a wellness exam and an HRA
during a twelve month period of continuous enrollment in the IWP. Ensuring a
member has twelve months of continuous enrollment prior to being subject to
monthly contributions will avoid anyunintended harm to the member if the
member’s coverage options change periodically (aka churn). For example,
there may be situations wherein the member loses IWP eligibility if they
become eligible for another Medicaid program, gain access to employer
sponsored insurance (ESI), or their economic situation improves such that
they can access insurance through the Health Insurance Marketplace. If the
member churns back to the IWP, the MMIS system will detect that the
member had a break in coverage and has not had twelve months of
continuous coverage in the IWP and will therefore not be subject to monthly
contributions. Essentially, a break in the member’s coverage will begin a new
twelve month period during which the member will be exempt from
contributions. See the examples below:

Example: Member A
e 01.01.19 enrolled in IWP
e (07.01.19 gains access to ESI and is disenrolled from IWP
e 09.01.19 loses access to ESI, applies for Medicaid and
is determined eligible for IWP.

Member A did not have 12 months of continuous IWP eligibility. Member A
will be exempt from monthly contributions during his enroliment period
that begins 09.01.19. Member A will have 12 full months to complete a
wellness exam and HRA to continue to be exempt from monthly
contributions in the next enrollment year.

Example: Member B
e 01.01.18 enrolled in IWP
e 12.31.18 Member B does not complete healthy behaviors; at
re- enroliment she is determined eligible for Mothers and
Children (MAC) program
e 01.01.19 -12.31.19 Member B has MAC coverage

* 01.01.20 Re-enroliment determines Member B is eligible IWP.

Although Member B had 12 months of IWP coverage, there has
been a 12 month break in that coverage. Member B will be exempt from
monthly contributions and have 12 full months to complete a wellness
exam and HRA to continue to be exempt from monthly contributions in
the next enroliment year.

lowa Wellness Plan Page 42 of 202
Approval Period: January 1, 2020 through December 31, 2026

Amended: November 28, 2025



Information collected on the HRA assess a member’s physical, behavioral, social,
functional, and psychological status and needs. It determines the need for care
coordination, behavioral health services, or any other health or community
services. The HRA complies with the NCQA standards for health risk screenings.

If the HRA identifies a special health care need is identified the member is
referred to non-waiver case management. The member is then assessed using a
complex care/comprehensive care assessment. Case management is explained
to the member and those who consent are place in the case management
program.

Managed Care Organizations (MCOs) are provided flexibility in methods for
monitoring healthy behaviors at the provider level, including standards of
accountability for providers. For example, one MCO provides access to
completed HRA data via its provider portal and providers are educated on their
accountability for accessing this assessment and working to improve these
unhealthy behaviors during their annual wellness exam and any follow up visits
as necessary. Additionally, many providers are engaged in value-based contracts
which incentivize quality performance through meeting established metrics
around HEDIS data, which focuses heavily on preventive care for members in
alignment with the Healthy Behavior requirements.

Medically Exempt

Individuals who otherwise qualify for IWP but who need specialized medical services
due to complex medical conditions or mental, physical or developmental disorders
will be eligible for more comprehensive coverage through lowa’s traditional Medicaid
program. This is referred to as being Medically Exempt.

lowa uses the term ‘Medically Exempt’ to define the Federal definition of ‘Medically
Frail'. ‘Medically Frail’ includes: individuals with disabling mental disorders (including
adults with serious mental illness), individuals with chronic substance use disorders,
individuals with serious and complex medical conditions, individuals with a physical,
intellectual or developmental disability that significantly impairs their ability to perform
1 or more activities of daily living, or individuals with a disability determination based
on Social Security criteria.

Members or their providers can complete a survey either by phone, fax or mail for
the IME to determine if the member meets the definition of Medically Exempt. If the
member is Medically Exempt, the member will have the full Medicaid benefits the
next month after determination. More information and the survey instrument can be
found at:
https://dhs.iowa.qgov/sites/default/files/Medically%20Exempt%20Toolkit.pdf?0122202
01532.
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Once a member becomes Medically Exempt, the member remains Medically Exempt
for life for purposes of exemption from premium requirements and enrollment in
State Plan benefits.

Debt Collection

The IME has initiated a debt collection process. The state has a premium payment
system that tracks all invoices, payments and non-payments. When an IWP
member’s premium becomes ninety (90) days past due and the amount owed is $50
or greater, the debt collection is sent to the lowa Department of Revenue (IDR). IDR
then attempts to collect the amount using various methods such as establishing a
repayment plan or taking monies from a tax refund. This debt is not reported to credit
agencies.

Disenrollment

Before an IWP is disenrolled, the members have received invoice statements that
state they may be disenrolled if the contribution is not paid for 90 days. Each invoice
includes the months for which the member owes a contribution.

As occurs for all Medicaid eligibility terminations, prior to disenrolling an individual for
premium non-payment, the eligibility system conducts an automated determination to
confirm whether the individual is eligible for another Medicaid category.

When an IWP member is disenrolled from IWP, the member can reapply for IWP at
any time. If the member reapplies in the month of the disenrollment and is eligible for
the plan, there would not be a gap in coverage. If the member reapplies after the
month of disenrollment and is found eligible for the plan, enrollment would begin the
month of the application date.

Appeal Process

A member can appeal the disenrollment from IWP when the contribution is 90 days
past due, the amount of the contribution or benefits. The appeal process is the same
for IWP as it is for Medicaid. During the appeal process, a member can continue
benefits while awaiting the outcome of the appeal. If the member loses the appeal,
the member will be responsible for any claims or capitation payments made during
that time.

The Quarterly Progress Reports will detail the number and types of appeal received
during the reporting quarter.

Communication

Communication about IWP can begin before a person becomes eligible for IWP. The
Department’s website has a page about IWP at https://dhs.iowa.gov/IHAWP. The
page includes information about:

e Who qualifies
e Benefits
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e Health Plans

e Healthy Behaviors

e How to Apply

e Find a Provider

e Resources

e Frequently Asked Questions

e Rights and Responsibilities

All mailings are distributed state wide and are available on the Department’s website.
The website page also tells current members how to make their contribution online
or the address to send the payment if they choose not to pay online.

Beneficiaries can report changes by phone, email, fax, or in person. These methods
are included in Communication 233, Rights and Responsibilities, which is included in
the application form.

Also, the form ‘Ten-Day Report of Change for Medicaid/Hawki is available on the
DHS website as well as in the Self-Service Portal (SSP). This form also provides the
methods for reporting changes. Contact information for the department is also
available on the website. Details about the lowa Wellness Plan are included in both
the 1A Health Link Member Handbook and the Fee-for-Service Member Handbook.
These details include an overview of the program, covered benefits, Healthy
Behaviors requirements and information about monthly contributions.

Both the 1A Health Link and Fee-for-Service member handbooks are available on the
DHS website in both English and Spanish. Should a member need information in
another language, they can use the state’s Interpreter Services by calling lowa
Medicaid Member Services.

A flyer with information about how to access the member handbook is included in the
welcome packet that is mailed to new Medicaid enrollees.

The IME utilizes computer software to determine the reading level of all
communication sent to members.

If the member has not completed the healthy behavior activities two months prior to
the end of the member’s first enrollment period, the MCOs send a notice to the
member about completing these healthy behaviors. The notice is member specific,
telling the member which or both healthy behaviors still need to be met to qualify for
the exemption of contributions.
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IWP members in their second and subsequent years who did not complete the
healthy behaviors during the prior enroliment period are sent an invoice on the first of
each month. The invoice tells them when their contribution is due, how to pay the
contribution either online or by mail, how to claim a financial hardship and the
consequences for not paying the contribution each month.

New information about IWP is communicated through the Department’s website,
Medicaid e-news, newsletters and direct letters to IWP members.

Beneficiaries are notified by mail of any changes in requirements. For example, if
the payment amount is recalculated, the beneficiary will receive a payment
statement indicating the new payment amount. If other changes occur, the MCOs
and the state work together to provide communication to beneficiaries.

The Notice of Action (NOA) regarding eligibility decisions are mailed to beneficiaries
at the time the determination is made. If the determination results in negative action,
the NOA is mailed allowing for timely notice of at least ten calendar days.

At any time, a potential member or an eligible member can call or email Medicaid
Member Services to get answers to their questions or help to solve any issues with
IWP.

The MCOs are required in their contract with the IME to have member and provider
incentives in place to increase quality outcomes, encourage utilization of health
services and healthy behaviors. The IME is collaborating with the MCOs to further
address communication about the completion of healthy behaviors through providers
and members.
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Attachment B

Evaluation Design
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June 23, 2023

lowa Wellness Plan

Updated Evaluation Design

lowa submitred changes to their approved Evaluation Design for the Dental Wellness Plan
component of their section 1115 demonstration, ‘Towa Wellness Plan.” CMS approved these
changes, which can be found on pages 151 - 157 of the approved Evaluation Design, attached
herein.
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Iowa Wellness Plan Evaluation Design

Introduction

This lowa Wellness Plan Evaluation design provides detailed information for the period July 1,
2020 through December 31, 2024.

The fullowing sections are included in this proposal.
General Background Information about the evaluation
General Data Sources, Analyses Methods, and Measures
Potential impacts of the COVID-19 pandemic
Evaluation time periods
Identifiable limitations with the proposed data and analyses.

Policy Components of the evaluation, as requested by CMS including the goals, hypotheses
and research questions, component area methodology as well as the tables listing the
outcome measures and analytic approaches and the approaches taken to evaluate them.

1) Healthy Behavior Incentives (HBI)

2} Dental Wellness Plan (DWP)

3) Retrpactive Eligibility

4) Cost Sharing

5) Cost Outcomes and Sustainability

G) Waiver of Non-Emergency Medical Transportation (NEMT)

7) lowa Wellness Plan Member Experiences from Increased Healthcare Coverage

Assurance of independent evaluator
Budget

Evaluation timeline and major milestones
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General Background Information

Iowa Wellness Plan

Originally two demonstrations were approved on December 10, 2013, both to start on January 1,
2014: lowa Wellness Plan (Project Number 11-W-00289/5) and lowa Marketplace Choice (Project
Number | 1-W-00288/5), Wellness Plan (WP) was a program operated by the lowa Department of
Human Services providing health coverage for uninsured lowans from 0-100% of the Federal
Poverty Level (FPL) and Marketplace Choice (MPC) was a premium support program for lowans
from 101-133% FPL. These two demonstrations encompassed a bipartisan solution to health care
coverage for low-income adults not otherwise eligible for public supports and were put under the
common name of lowa lealth and Wellness Plan (IIIAWP), More information regarding the
formulation and implementation of these two demonstrations can be found online at
http://dhs.iowa.gov/ime/about/initiatives /iowa-health-and-wellness-plan.

IHAWP changes

IIIAWP was modified in significant ways in the first two years (Table 1), The first major change
occurred when CoOportunity Iealth withdrew as a Qualified Health Plan (QIIP) for MPC members
at the end of November 2014.1 Approximately 9,700 CoOportunity [lealth members were
automatically transitioned to Medicaid providers on December 1, 2014 through MediPASS (primary
care case management program), Meridian (1IMO), or traditional Medicaid (fee-for-service payment
mechanism); however, they retained their designation as MPC members. IHAWP members who
were not in CoOportunity llealth remained in Coventry, the other QIIP.

During calendar year 2015, it was mandated that all Medicaid members, including all IHAWP
members, were to be placed into one of three managed care organizations (MC0Os) heginning
Jahuary 1, 2016. Due to a three-month implementation delay, IHAWP members previously enrolled
with Coventry were placed in the traditional Medicaid FFS program effective December 31, 2015,
until the Medicaid Managed Care Organizations (MCOs) began accepting members on April 1, 2016.

Eftective January 1, 2016, the MPC program was not renewed, All MPC members were rolled into
WP, The lowa Iealth and Wellness Plan (11TAWP) became the lowa Wellness Plan (IWP) covering
lowans not categorically eligible for Medicaid with incomes from 0-133% FPL. During CY 2016
members were enrolled with one of three MCOs: Amerigroup lowa, In¢; AmeriHealth Caritas, Ing,;
or UnitedHealthcare Plan of the River Valley, Inc.

Lffective November 30, 2017 AmeriHealth stopped serving as an MCO for lowa Medicaid.
Amerigroup was not prepared to accept the Amerillealth members, so Unitediealtheare accepted
the transfer of the hulk of Amerillealth members, Effective June 30, 2019, UnitedHealthcare also
exited the lowa Medicaid program and lowa Total Care was added.

Waiver of Retroactive Eligibility

Anamendment to the WP demonstration was submitted on August 10, 2017 requesting a waiver of
retroactive eligibility for all but pregnant women and children under 1. The waiver was granted on
October 27, 2017 with members enrolling on or after November 1, 2017 subject to the waiver. New

! lowa Marketplace Choice Plan Changes. Jowa Department of Human Services, November 2004, Available ab

https: idhs iowa govisites/detault/ files/ CoOp Transition FACQ 11052004 pdf, Accessed July 2, 2015.

2
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members were no longer granted 90 days of retrospective enrollment, instead they were
guaranteed enrollment from the first day of the month in which they applied. On July 1, 2019
nursing home residents were no longer subject to the waiver. One January 1, 2020 the waiver was
renewed for another 5 years and children 1-19 years of age were no longer subject to the waiver.

Table 1, Timeline for lowa Wellness Plan Development

| January 2014

May 2014
July 2014

November 2014

. First THAWP members enrolled !

MPC members enrolled in Dental Wellness Plan with Delta Dental of lowa, a three-
tiered benefit plan

MPC members enrolled in the Healthy Behaviors ‘
Incentive Program

MPC members in CoOportunity were moved lo MediPASS (PCCM program), Meridian |
(HMO), or Coventry (QHP) '

Noverber 2015 MPC members in Coventry were moved 1o ‘
MediPASS or Fee-lor-service (MPC component dormant)

| December 2015 MPC demonsiration ended, WP extended to members 100-133% FPL and renamed
| lowa Wellness Plan

April 2016 IWP memhers moved to one of three MCOs -

P AmeriGroup lowa, Amerillealth Caritas, or Unitedliealthcare Plan of the River Valley
: All Medicaid adults enrolled in l)e_ma] Wellness Plan 2.0 with Delta Dental ;MEK; [

| Augnst 2017 two-tiered benefit plan .

A lowa files an amendment ta the IWP requesting a waiver of retroactive eligibility for

ugust 2017 g
all Medicaid programs

| November 2017 Amerillealth Caritas exits Medicaid program

October 2017 CMS officially approves IWP amendment for waiver of retroactive eligibility
l;
| November 2017 W;.uvcr of retroactive eligibility begins, including all but pregnant women and
| children under 1
| July 2018 Waiver of retroactive eligibility is amended to remove nursing home residents |
| July 2019 UnitedHealthcare exits Medicaid program as an MCO
| y lowa Total Care enters Medicaid program as an MCO

January 2020 Waiver is renewed for 5 years; children 1-19 years of age are removed from the ‘

retroactive eligibility waiver

Dental Wellness Plan

DWP 1.0: May 2014 - June 2017

On May 1, 2014, the lowa began offering dental benefits to Iowa Health and Wellness Plan (IHAWP)
members through the CMS-approved Dental Wellness Plan (DWP). Originally, DWP offered tiered
dental benefits to the state’s Medicaid expansion population (ages 19 to 64) with members earning
enhanced benefits by returning for regular periodic recall exams every 6-12 months (DWP 1.0).
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Three years later, on May 1, 2017, the State of lowa proposed a waiver amendment to be effective
July 1, 2017 that redesigned DWP as an integrated dental program for all Medicaid enrollees aged
19 and over.

DWP 2.0: July 2017 - June 2024

Benefit Design

Along with merging dental henefits into a single program, the 1115 waiver amendment also
modified the DWI benefit structure, Originally, the DWP incorporated an earned henefits model,
Medicaid enrollees were eligible for the same set of benefits; however, they did not have the same
requirements for recall exams, The DWI 2.0 structure eliminates the tiered benefits in response to
concerns that too few members had become eligible for Tiers 2 and 3, Comprehensive dental
benefits are available to members in the DWP 2.0 during their first year of enrollment,

The modified earned benefit structure in DWP 2.0 requires members to complete State designated
“healthy dental behaviors” annually in order to maintain comprehensive dental benefits after the
first year of enrollment. Healthy dental hehaviors include completion of an oral health self-
assessment and a preventive dental visit.

Cost Sharing

Previously, adult Medicaid enrollees in the fee-for-service program were responsible for a $3.00
visit copayment; however, there is no copayment required for dental services in the DWP 2.0.
lowever, members with incomes over 50% of the Federal Poverty Level (FPL) who do not
complete the required healthy dental behaviors during their first year of enrollment will have a
premium obligation beginning in year two. If members fail to make monthly $3 premium payments,
benefits will be reduced to basic coverage benefits only. Certain DWF members (e.g., pregnant
women) are exempted from the premium obligations and reduced benefits for failure to complete
the healthy dental behaviors.

(onsistent with the previous Medicaid State Plan and DWP 1.0, there was originally no annual
maximum with DWP 2.0, However, beginning September 1, 2018, a $1,000 annual maximum was
implemented for the DWP program.

Delivery System

DWT 2.0 benefits are provided by a managed care delivery system via Prepaid Ambulatory [Health
Plans (PAHPs). The State is currently contracted with two PAHPs to deliver DWP benefits: Delta
Dental of lowa and MCNA Dental. Beginning July 1, 2017, all adult Medicaid enrollees were
transitioned from the fee-for-service delivery system to one of these two PAHPs; existing Medicaid
enrollees were assigned evenly between the two plans. Going forward, newly eligible individuals
are also assigned evenly between the two plans. Members have the option to change PAIIPS within
the first 90 days of enroliment without cause.

Healthy Behaviors Incentives

(Jne unique feature of the IWP is the Healthy Behaviors Incentive Program (HBI). Starting in 2015,
IWP members who are above 50% of the Federal Poverty 1evel (FPL) could avoid paying a monthly
premium for their insurance after their first year of coverage by participating in the HBL
Individuals who are at 0-50% of the FPL are not required to pay monthly premiwms. The HBI
requires members to have a yearly medical or dental exam (a wellness visit) and complete a health
risk assessment (HRA) to avoid paying a premium in the following year. If the member does not
complete these requirements during their first year of coverage, they may be required to pay a

4

lowa Wellness Plan Page 59 of 202
Approval Period: January 1, 2020 through December 31, 2026
Amended: November 28, 2025



lowa Wellness Plan Page 60 of 202
Approval Period: January 1, 2020 through December 31, 2026
Amended: November 28, 2025



lowa Wellness Plan Evaluation April 28,2021

General Data Sources, Analysis Methods, and
Measures

This section outlines the general methodologic approaches taken throughout the seven policy
components (Healthy Behavior Incentives; Dental Wellness Plan; Retroactive Eligibility; Cost
Sharing; Cost and Sustainability; Waiver of Non-Emergency Medical Transportation; and IWP
Member Experiences), The methods specitic to policy questions are included with each component,
Each section describing the evaluation of the policy component will provide detailed descriptions of
the related hypotheses, questions, populations /samples, and methods.

Evaluation Design

This evaluation design is complex and rigorous, encompassing up to 11 years of administrative and
survey data. For many hypotheses we will be able to take advantage of pre- and post-
implementation data at both the state and national level. We have also 1) built in more comparisons
to other states, 2) increased our collection and utilization of Social Determinants of Health (SDOIT)
data, 3) added process measure collection and analysis, and 4) improved processing, maintenance,
and use of the Medicaid data lake. Additionally, with the COVID-19 pandemic occurring during the
first year of the renewal period, there are multiple adaptations we are considering for analytical
strategies to reflect related changes in Medicaid policies, the health care system and population
norms around health services need and utilization.

The State will work within policies and procedures established under the Iowa Code to contract
with an independent entity to complete the evaluation activities. In the past, The lIniversity of lowa
Public Policy Center (U1 PPC) has conducted many independent evaluations of Medicaid changes
(please see: http: / /ppcuiowa.edu/health). We fully anticipate that the PPC will meet the
requirements of an independent entity under these policies and procedures, In addition, the
University of lowa brings the ability to meet the prevailing standards of scientific and academic
rigor as appropriate and feasible for each aspect of the evaluation, including standards for the
evaluation design, conduct, and interpretation and the reporting of findings. The PPC has in the
past, and will continue to 1) use the best available data; 2) use controls and adjustments for
limitations of the data, 3) report the effects of limitations on results; and 4) discuss the
generalizability of results.

Target and Comparison populations

The current lowa Wellness Plan program evolved into one demonstration from two separate but
linked demonstrations on January 1, 2016 as outlined in Table 1. This change provides multiple
possibilities for comparison groups over the life of the demonstration (January 1, 2014 through
December 31, 2024). The groups described below may be utilized as target or comparison groups
to test the hypotheses within the various components of the evaluation, The descriptions and
information provided below are designed to provide a general understanding of the IWP population
and population groups that may be used for comparison. All estimates are based on the most recent
month tor which data exists or CY 2019. Specific comparisons are included in the sections detailing
the methods for the evaluation of the policy components.

Target population: Jowa Wellness Plan Members

Towa Wellness Plan (IWF) members are the primary target population for this evaluation (except
for Retroactive Eligibility). IWP members are between 19 and 64 years of age, are not categorically
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eligible for any other Medicaid program, and have incomes between 0-133% of the Federal Poverty
Level (FPL). Due to the evaluation’s complexity, there are number of subsets to this target
population described within the policy component sections,

January 2014-December 2015 (Original Iowa Health and Wellness Plan)

Iowa Wellness Plan originally included members enrolled in either Wellness Plan or Marketplace
Choice. These plans included the following enrollment pathways and had the plan options listed
helow.

Waeallnass Plan enrollment pathways
1. People previously enrolled in a limited benefit plan (lowaCare) who had incomes
from 0 to 100% FPL.
2. People who were not enrolled in a public insurance program but met the income
eligibility criterion (0-100% FPL) could actively enroll.
Wellness Plan oplians

HMO: Until December 31, 2015, Meridian Health Plan was the only Medicaid HMO option in
the state, operating in 29 counties in Iowa. It was available to Wellness Plan members in
these 29 counties, where approximately half of the members were initially assigned to the
HMO (e.g., the PCP option mentioned below). Members had the option to change from the
HMO to other options available in their county. Though Meridian began operating in lowa in
March 2012, the plan was not awarded a contract under the IA Health Link managed care
program.

Wellness Plan PCP: Operated through the lowa Medicaid Enterprise, the PCP option was
available in 88 counties statewide, Members were assigned a primary care provider (PCF)
who was reimbursed $8 per member per month to manage specialty and emergency care
for these patients. PCP assignment within the [IMO or PCP was based on history of
enrollment with a provider, provider closest to home, and appropriate provider specialty,
Members had the option to change the assighed provider.

Fee-for service: Members in the 11 counties with no managed care option (HMO or PCF)
were part of a fee-for-service program, not actively managed by the state or another entity.

Marketplace Choice enrollment pathways
1) People previously enrolled in a limited benefit plan (lowaCare) who had incomes
from 101 to 133% FPL
2) People who were not enrolled in a public insurance program but met the income
eligibility criterion (101-138% FPL) could actively enroll through the Marketplace.

Marketplace Choice options

People enrolled in Marketplace Choice were given a choice of two Qualified Health plans
that both operated in all 99 lowa counties.

CoOportunity IHealth was a non-profit co-operative health plan offered on the Health
Insurance Marketplace through the federal government portal. It was established with
start-up funds provided through the ACA, and operates statewide in lowa and Nebraska, in
alliance with HealthPartners of Minnesota and Midlands Choice provider networle

Coventry Health Care was a "diversified national managed care company based in Bethesda,
MIY". They were also operating statewide and available on the Health Insurance
Marketplace through the federal portal.
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Medically Frall IWWF members

Wellness Plan options were available for Marketplace Choice members who were deemed
‘Medically Frail’. The broader range of options provided more access to behavioral health
services and eliminated copay and premiums, Members deemed ‘Medically Frail’ are
removed from the study population for most analyses and will either be considered a
comparison population or additional target population, depending on the analytical strategy
selected in each topic area.

Janusry-March 2016

Enrollment continued for Wellness Plan and Marketplace Choice during [anuary-March 2016.
However, all Medicaid members were placed into fee-for-service as the 1A Health Link managed
care program was implemented.

April 2016-present

On January 2016 Wellness Plan and Marketplace Choice merged to create lowa Wellness Plan
(TWP). Adult lowans with 0-133% FPL who were not categorically eligible for Medicaid were
eligible for IWF, Beginning April 1, 2016 all Medicaid members (with few exceptions such as PACE),
were enrolled with one of three Medicaid Managed Care Organizations operating throughout lowa:
AmeriGroup lowa, AmeriHealth Caritas, or UnitedHealthcare Plan of the River Valley. There have
been changes to the MCOs over time with AmeriHealth Caritas ending their contract in November
2017, UnitedHealthcare Plan of the River Valley choosing not to renew their contract in July 2019
and Iowa Total Care executing a contract in July 2019, These changes make it important to control
for which MCO a member is enrolled with as we look at outcomes that may be atfected by MCO
policies, quality assurance activities, and reimbursement strategies,

Comparison popufation: TowaCare

TowaCare was a limited provider/limited benefit program operating from 2005-2013.
Pre-IWF implementation: CY 2011-2013

The provider network included 1) a public hospital in Des Moines, 2) the largest teaching hospital
in the state and 3) 6 federally qualified health centers. lowaCare enrolled adults, not categorically
eligible for Medicaid, with incomes up to 200% FPL,

TowaCare was replaced by the Wellness Plan (WV) and Marketplace Choice (MPC) options. Table 2
details WP and MIPC members by demographic characteristics and whether they were auto enrolled
from lowaCare. Columns 1 and 2 provide the number of WI" and MI’C members who have pre-IWP
experience through lowaCare (41,088 and 8,188, respectively). Columns 3 and 4 provide the
number of WP and MPC members who were first enrolled through IWF and had no experience in
Medicaid ar lowaCare at the start of IWP {77,446 and 26,780, respectively). By the close of CY 2014
there were over 35,000 Marketplace Choice members and nearly 120,000 Wellness I'lan members.
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Table Z, Wellness Plan and Marketplace Choice members by lowaCare auto-
enrollment (CY 201 4)

Auto enrolled from Not auto enrolled from
IowaCare IowaCare
Enrolled in Enrolled in
Enrolled in Marketplace Enrolled in Marketplace
Wellness Plan Choice Wellness Plan Choice
N (%) N (%) N (%) N (%)
Gender
Female 20,673 (49%) 5,290 (6096) 39,860 (529) 16,539 (62%)
Male 21,211 (51%) 3,528 (10%) 37,586 (48%) 10,241 (38%)
Race
White 21,866 (52%) 4,587 (52%) 52,386 (68%) 18,399 (69%)
Black 3,183 (8%) 465 (5%) 6,310 (8%) 1,529 (69%)
American Indian 329 (1%) 52 (19%) 1,130 (2%) 272 (1%)
Asian 553 (1%) 138 (29%) 1,567 (29%) 683 (39%)
Hispanic 788 (2%) 224 (39%) 2,950 (4%) 1,350 (5%)
Pacific Islander 35 (<1%) 12 (<1%) 396 (1%) 293 (19%)
Multiple-Hispanic 270 (1%) 60 (1%) 739 (1%) 264 (1%)
Multiple-Gther 116 (<1%) 27 (<1%) 622 (1%) 220 (1%)
Undeclared 14,744 (35%) 3,253 (37%) 11,346 (15%) 3,770 (14%)
Age
18-21 years 1,355 (3%) 272 (3%) 7,314 (9%) 1,781 (79%)
22-30 years 9,699 (23%) 1,732 (20%) 22,228 (29%) 8,305 (31%)
31-40 years 8,627 (21%) 1,773 (20%) 17,624 (23%) 7,310 (27%)
41-50 years 10,378 (25%) 1,976 (22%) 14,018 (18%) 4,592 (17%)
51 and over 11,825 (28%) 3,065 (35%) 16,262 (21%) 4,792 (18%)
County rural/urban
status
Metropolitan 26,530 (63%) 5,451 (62%) 46,293 (60%) 15,466 (58%)
Nen-metropolitan, urban 1,667 (4%) 420 (5%) 3,448 (5%) 1,408 (5%)
Non-metropolitan, rural 13,687 (33%) 2,947 (33%) 27,705 (36%) 9,906 (37%)
Total members 41,884 8,818 77,446 26,780

Comparison population: Family Medical Assistance Plan (FMAP)
Members

The FMAP group is composed of adult parents /guardians of children in Medicaid in families with
incomes less than 50% [PL.
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Pre- and post-IWP implementation: CY 2011-2015
HMO: Meridian [lealth Plan is an [IMO option for State Flan enrollees eligible because of low
income in 29 counties. Members have the option to change their assigned provider.

MediPASS PCCM: lowa Medicaid State Plan has had a Primary Care Case Management
(PCCM) program called MediPASS- (Medicaid Patient Access to Services System) since 1990,
This program was available in 93 counties and had approximately 200,000 members. In
counties where managed care was available, new enrollees were randomly assigned to a
primary care provider (PCP) within either the PCCM (or the IIMO if available in the county).
Only members enrolled in Medicaid due to low income enroll in MediPASS.

Fee-for service: Members in the 15 counties with no managed care option are part ofa
traditional fee-for-service payment structure,

Post-IWP implementation: CY 2016-2024
Enrolled in MCO option April 1, 2016. See discussion under IWP population,

Comparison population: Supplemental Security Income (551)

The SSI group is composed of Medicaid State Plan members enrolled due to a disability
determination. The [PL for these members may range from 0 to 200%. We utilize this comparison
group with caution as Medicaid members enrolled through disability determination may have
different trends in cost and utilization than those Medicaid members who enroll due to income
eligibility. We expect that their pre-program trends may be steeper. We will test the
appropriateness of this comparison group empirically prior to their inclusion in analyses.
Fre- and post-IWF demonstration: CY 2011-2015
The only payment structure for these members was fee-for-service, Enrollees who were
enrolled in Medicare are removed from evaluation analyses.
Post-IWP implementation: CY 2016-2024
Enrolled in MCO option April 1, 2016. See discussion under IWF population.
Table 3 below provides the demographics for members enrolled through WP (not Medically Frail),
FMAP, 5sI and IWP (Medically Frail) for CY 2019.
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Table 3. Comparison of Target population with three Medicaid comparison groups

IWP not Medically
Frail
N (%)

FMAP
N (%)

SS1
N (%)

IWP Medically
Frail
N (%)

Gender
Female 95,960 (52%) 43,555 (77%) 17,905 (51%) 14,769 (51%)
Male 88,398 (48%) 12,822 (23%) 16,647 (48%) 13,924 (49%)
Race
White 109,628 (60%) 34,002 (60%) 22,694 (66%) 20,892 (73%)
Black 16,707 (9%) 7,013 (12%) 4,063 (12%) 1,932 (7%)
American Indian 2,804 (1%) 1,168 (2%) 436 (1%) 628 (2%)
Aslan 4,884 (3%) 958 (2%) 257 (1%) 175 (1%)
Hispanic 9,635 (5%) 3,205 (6%) 552 (2%) 714 (2%)
Pacific Islander 977 (<1%) 354 (19%) 53 (<1%) 81 (<1%)
Multiple-Hispanic 2,774 (19%) 1,062 (2%) 312 (1%) 337 (1%)
Multiple-Other 2,125 (1%) 782 (1%) 162 (<1%) 265 (1%)
Undeclared 34,824 (19%) 7,833 (14%) 6,020 (17%) 3,669 (13%)
Age
19-21 years 22,808 (12%) 2,695 (5%) 1,519 (4%) 744 (3%)
22-30 years 51,106 (28%) 19,442 (35%) 5,496 (16%) 5,938 (21%)
31-40 years 42,471 (23%) 21,717 (39%) 6,066 (18%) 7,570 (26%)
41-30 years 30,260 (16%) 9,914 (18%) 6,368 (18%) 6,648 (23%)
51-64 years 37,713 (21%) 2,609 (5%) 15,103 (44%) 7,793 (27%)
County rural/urban
status
Metropolitan 108,464 (59%) 31,765 (56%) 19,576 (57%) 17,248 (60%)
m'f‘b‘;r:“metrop""ta”' 8,748 (5%) 2,725 (5%) 1,529 (4%) 1,208 (4%)
Non-metropolitan, rural 62,734 (34%) 19,847 (35%) 12,139 (35%) 9,876 (34%)
Maonths eligibility
1-6 months 38,598 (21%) 8,505 (15%) 2,528 (7%) 2,981 (10%)
7-10 months 27,600 (15%) 6,572 (12%) 2,502 (7%) 2,997 (10%)
11-12 months 1118,160 (64%) 41,300 (73%) 29,522 (85%) 22,715 (79%)
Total 184,358 56,377 34,552 28,693

Target population: State of Towa

For a variety of measures data for the entire state will be utilized especially with regard to
sustainability, outcomes driven hy access to care such as ED use, and long-term effects of utilization
changes driven through a focus on primary /preventive care such as avoidable hospitalizations.

As a state, lowa is considered rural with just over 3 million residents. Of these 60% are between the
ages of 19 and 64, 50% are female and 91% are white, The largest minority group in lowa is
Hispanic or Latino with 6%. The Black or African American population represents 4% of lowans,
The median income for lowans is $58,000 with 11% of lowans living in poverty. Over 85% report
having a computer with nearly 80% reporting an internet subscription. Out of the 99 counties
comprising lowa, 20 are considered rural with no metropolitan area, and 58 are considered rural
with metropolitan area, 21 are considered urban metropolitan.
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Comparison population: Other states

The process for identifying comparison states, both that have and have not expanded their
Medicaid programs is ongoing. There are many data sources including TMSS, American Community
Survey, BRFSS, that can provide data for lowa and comparison states over time. However, extensive
assessment is required during the first year of the evaluation to determine which of these data
sources can provide the data needed for each hypothesis and for those datasets, which states are
most comparable. As a small state, lowa may not have enough representation in a dataset to allow
analytical comparisons, the MEPS is one such data source that does not include enough lowans to
allow for state level comparisons.

Target population: Provider entities

Throughout the demonstration many policies and reimbursement/utilization strategies have
operated through provider entities. For example, the $8 copayment for non-emergent ED use had to
be charged by the ED. Additionally, many provider entities can choose what covered groups they
would like to serve, Not all dentists or physicians are willing to see Medicaid members due to
restrictive policies or poor reimbursements. Provider entities are an important target population to
understand both the process and outcomes of demonstration activities.

Provider entities may include medical offices, dental offices, hospitals, long-term care facilities, and
pharmacies.

Comparison population: Provider entities

There are two comparison populations: provider entities prior to the demonstration (CY 2011-
2013) and provider entities not engaged in the demonstration. A data lake of Medicaid provider
surveys dating back to before the demonstration will provide needed comparison data, however,
there may be few provider entities that are not engaged in the demonstration,

Data Availability and Primary Collection
Data Access

The PPC has a data sharing Memorandum of Uinderstanding (MOU) with the State of lowa to utilize
Medicaid claims, enrollment, encounter and provider data for evaluation purposes.

Administrative data

The PP( houses a Medicaid Data Repository encompassing over 300 million claims, encounter and
eligibility records for all lowa Medicaid enrollees for the period January 2000 through the present.,
Data are assimilated into the repository monthly. 95% of medical and pharmaceutical claims are
completely adjudicated within 3 months of the first date of service, while average adjudication for
institutional claims is 6 months. The PPC staff also has extensive experience with these files as well
as over 20 years of experience with HEDIS measures. The PPC is a member of the National Quality
Forum and the Academy Health State-University Partnership Learning Network.

‘The Medicaid database allows members to be followed for long periods of time over both
consecutive enrollment months and perinds before and after gaps in coverage due to a unique
member number that is retained for at least 3 years after the last enrollment and is never reused.
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This allows long-term linkage of member information including enrollment, cost and utilization
even if they switch between Medicaid coverage options.

The evaluation strategy outlined here is designed to maximize the use of outcome measures
derived through administrative data manipulation using nationally recognized protocols from the
National Quality Forum (N(QF) and National Committee on Quality Assurance (NCQA) HEDIS.

A synopsis of administrative data types and sources that will be used in this evaluation are
provided below.

1. Medicaid encounter and claims data
Contains all claim and encounter data for Medicaid members during the evaluation period.
The data is housed within the PPC Medicaid data repository and is updated monthly

2. Medicaid enrollment data
Contains data regarding enrollment and eligibility maintenance such as MCO enrollment,
presence of an exemption from any demonstration activities, and Housed within the PP
Medicaid data repository with monthly updates

3. Medicaid provider certitication data
Housed within the PPC Medicaid data repository with monthly updates

Surveys

Surveys with IWP members and providers will be conducted to provide a consumer perspective
and provider perspective about the program, The University of lowa Public Policy Center (PPC) has
extensive experience conducting consumer surveys with Medicaid members, having conducted
member surveys for almost thirty years and publishing numerous articles on methods to increase
response rates with Medicaid populations. In addition, the PPC participated on the development
team for the original CAHPS survey and has been modifying the survey instrument to fit the needs
tor evaluating Towa Medicaid waivers for the past 23 years. This experience also provides the
evaluation team with access ta CAHPS enrollee survey results tor comparison purposes where
appropriate.

Table 4 shows the ditferent types of surveys that we are proposing for the IWP evaluation, This
includes surveys of both members and providers as appropriate to evaluate the impact of the
different policy components,

The sample sizes for these surveys, rather than being based on specific power calculations, are
based ona combination of the power calculations that were conducted for the national CAHPS
surveys (on which we were partners in the development), and our long historical foundation of
previous surveys with lowa Medicaid enrollees so we can predict the respondent numbers we need
for sub-group analyses for items that are known. We do not believe it is appropriate to use power
calculations for items for which we do not know the prevalence in the population since this is what
the power calculations would be based on, We routinely increase our sample size where there is
this level of uncertainty.
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Table 4. IWP Survey Projects- CV 2021-2024

Policy Sample Expected Field Periods™ Incentives
Component Size Completes
Disenrollment HBI TBD TBD Rolling monthly thru - %2 pre; 20
waiver period | GC post
| HBI Phone | HBI 6000 1800 Yearly, beginning in | $2 pre; $10 |
, | Q1/Q2 GC post
HBI Panel HBI TBD | TBD Fall 2021, Fall 2022 II $2 pre; $10 |
G( post ‘
| DWP Member | DWP i 12,000 | 2400 Every 18 months $2 pre; GC ;
lottery
] I | J |
DWP Provider DwWr 1300 585 Every 18 months | $2 pre |
: Enrollment Phone | Retroactive 5600 1680 Spring 2021-5pring 2022 | None
' Eligibility
IWP Member Member 4500 900 Every 18 months $2 pre; GG
experiences; lottery
NEMT |
| ED Experience Cost sharing 600 ‘ 300 CY 2022 None

*I'he schedule for the conduct of these surveys may be modified as appropriate based on changes in policies
for the IWP; both for policies changed 1o respond to the COVID pandemic and for routine policy changes
implemented by the lowa Medicaid Enterprise.

Interviews

Several types of interviews/focus groups will be used as part of the process evaluation of the WP,
These include:

1. Medicaid member interviews
Data and results from previous structured telephone interviews with subsets of
Medicaid members are house at the PPC. Telephone interviews will be designed and
fielded as needed for the policy components.

2. Medicaid program statf and contractors
Medicaid program staff and contractors will be engaged to provide a more complete
examination of demonstration implementation and ongoing activities and adjustments.
Staft and contractors may participate in varying data collection strategies including in-
person interviews, focus groups and surveys, This process evaluation approach was
most recently utilized in the PPC evaluation of the State Innovation Model (SIM),
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Additional secondary data sources

The additional sources of local and national secondary data listed below will be used to improve the
evaluation of IWP providing a broader perspective on certain aspects of the program.

1. State and local secondary sources such as letters to providers, webpages, newsletters, and
notices to members have been collected and stored. These will continue to be collected to
provide context to the evaluation.

2. lowa inpatient and outpatient hospital claims data
The lowa Hospital Association houses all hospital claims (inpatient and outpatient) for the
state of lowa. These data are available for the period 2013-present. Currently PPC houses
the data for 2013-2017.
3. Possible national-level data sources
= Healthcare Cost and Utilization Project (HCUF)
s ur i P Overvie e hi
Annual claims for 37 states from 2006-2017 lacking location information, Can buy state
specitic database with zipcode location for ~3800 per state per year,

* Transformed Medicaid Statistical Information System (T-MSIS)

3,

Claims from all state Medicaid programs, 2013-2016 with location information.
However, due to changes in 2015-2018 there are only a handful of states that match
Iowa's cutover date from TMAX ta TMSIS.

Data is obtained through ResDAQ, PPC has obtained Medicare data from ResDA() in the
past and maintains a secured server for these data.

= Behavioral Risk Factor Surveillance System (BRI'SS)
hitps://www.cdcgov/brfss
Annual national survey from 1995-2018. Oversampling in [owa provides an opportunity
to compare to other states either through aggregate statistics easily obtainable on the
web or through securing the more detailed, state-level datasets.

* County Health Rankings and Roadmaps (CHRR)

ttps:/ fwww.cou alt Kings.org

These annual (2011-2019) data ranking for each county in the US are compiled from
other data sources and may provide needed county-level SDOH.

* American Community Survey (ACS)

An ongoing survey providing information about the economy, healthcare, housing and
other topics designed to help public health officials and planners.

* NCQA Quality Compass
The PPC has purchased the NCQA Quality Compass data for commercial and Medicaid
providers in the past. We will also investigate the advantage of utilizing CAHPS through
AHROQ.

+ lowa Medicaid Social Determinants of Health Data
The lowa Medicaid Enterprise is beginning to collect SDOH data on enrollees. The data
is stillin the testing phase, but we will request access if the data becomes available
during the evaluation period.
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Data analyses

The four major analytical strategies used in this evaluation are listed helow. Fach will be described
in more detail within the specific policy component evaluation section,

1) Processmeasures
a) Content analyses
b) Document analyses
Z) Bivariate analyses
a) Parametric methods, e.g, paired and two-sample t-tests (or means tests)

b) Non-parametric methods, e.g, Wilcoxon signed-rank tests, chi-square test of
independence

3) Multivariate modelling
a) Comparative Interrupted Time Series (CITS including Difference-in-Difference

(0iny)
i) OLS for continuous dependent variables
ii) Maximum likelihnod estimators (logit or probit) for binary dependent variahles

iii) Special regressor method tor binary dependent variables with endogenous
TegTessors

h) Zero-intlated (modified) Poisson Regression for count dependent variahles
c) Survival analyses
d) Other supplementary techniques
i) Matching methods (propensity scores, coarsened exact matching)
ii) Inverse probability of treatment weights
4) Qualitative analyses

Data Limitations and Considerations

There are five primary sets of limitations within this evaluation: 1) those related to primary data, Z)
limitations of secondary data, 3) program selection hias, 4) study populations, and 5) COVID-19
considerations,

Primary Data

Primary data collection is based on self-reported information and the recall of the member. This
can result in recall hias. Whenever possible, we utilize multiple methods to address hypotheses.
Coupling primary data collection with secondary data collection and qualitative data provides an
opportunity to deseribe and analyze hypotheses more fully.

Past surveys and interviews with Medicaid members in lowa, and across the nation, have low
response rates, ranging from 20-40%, Non-response bias tests will be conducted to determine if the
characteristics of respondents differ significantly from non-respondents on measured qualities.
COVID-19 poses a unique set of limitations that are discussed below.

16
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Secondary Data

Administrative data are collected for billing and tracking purposes and may not always reflect the
service pravided accurately. Payers focus on specific areas that may result in sudden changes in
primary diaghoses or care patterns. For example, when diabetes became a key quality focus for
payers, the use of diahetes as a primary diagnosis and the rates of HbAlc increased. Though this
system change is positive, it is not a result of the IWP, We will attempt to keep informed of all
changes in Medicaid and MCO coding and guality focus.

Program Selection Bias

There may he a propensity for enrollees who have the most to gain from insurance coverage to
have accessed services earlier than those with less to gain, This has the potential to bias all the
estimates of program effects on quality measures and costs for the period prior to lowa Wellness
Plan. Essentially, those who are sicker may use services earlier and the reduction in costs accounted
for these enrollees by the Wellness FPlan may be greater than for later enrollees. Risk adjustments
will used where appropriate to attempt to correct for this potential bias. Some methods may result
In estimates that are more valid but only pertain to a segment of the population.

Study populations

lowa Wellness Plan has undergone many changes during the first demonstration period, In
particular, certain aspects of IWP have heen extended to the general Medicaid population, e.g. PHAP
dental coverage, enrollment in MCOs. These changes make it more difficult to identify appropriate
comparison populations. Additionally, in other studies we have found it difficult to identify states
that are comparable to lowa for state-level comparisons. We will continue to identify comparison
groups at all levels, while attempting to adjust for differences that would affect our results.
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COVID-19 Considerations

The COVID-19 pandemic has disrupted established systems of care throughout our nation. Changes
such as the increased use of telehealth, increased use of acute care related to COVID-19 concerns,
and the avoidance of routine /chronic care make it necessary to adapt methods and analytics to
adjust for these changes, At the individual level we are conceptualizing a person-month unit of
analyses that can utilize dichotomous variables to identity key trigger points. Additionally, we are
working to identify methods of accounting for the level of COVID-19 penetration in anareaas a
covariate to generally adjust for these effects. We will continue to communicate with other
evaluators nationally to determine what best practices are being developed around complex
analytics and COVID-19. This could negatively impact the ability to identify comparison states as we
now add COVID-19 exposure and Medicaid program policy changes, to the list of characteristics
that may need to be matched or accounted for, at least for certain time periods.

We anticipate at this point in COVID-19 pandemic, three impacts of COVID-19 on the evaluation
plan, including methods, analytic considerations, and interpretation of findings.

Methods

At the individual level we are conceptualizing a person-month unit of analyses that can utilize
dichotomous variables to identify key trigger points. COVID-19 may have implications for the-
comparison groups we use in our analyses. For example, in policy component 7, we rely on a
national comparison group of CAHPS survey respondents. Our teams will need to assess the
appropriateness of this group given the different ways states have implemented policy changes
related to COVID-19, There are questions about comparability between states. Similarly, at the
state-level it becomes more and more difficult to identify comparison states as we now add COVID-
19 exposure and responses to the list of characteristics that may need to be matched or accounted
for,

Early reports indicate that survey response rates are improved during, and perhaps following, the
COVID-19 pandemic. As individuals shelter in place, they are more likely to take the time to be
interviewed or complete a survey. The salience of the pandemic and its relationship to health care
utilization, may increase the willingness of certain respondents to complete surveys and
questionnaires. Though this may improve response rates, we do not know whether the sample of
respondents completing surveys during the pandemic share the same underlying characteristics as
past respondents, Given this consideration, our team of researchers will compare respondents
based on their underlying characteristics to determine whether further analytic adjustments are
required,

Analytic Considerations

Though we propose specific analytical tools within this evaluation and even go so far as to link
analytical strategies to hypotheses, we may find that additional analytical strategies will have to he
employed. For example, we are considering how to account for the level of COVID-19 penetration in
a geographical area as a covariate to generally adjust for these effects. Propensity scoring,
instrumental variables and survival analyses are all techniques that we will retain in our list of
possible techniques. As we become more familiar with the distribution of the outcomes and the
data we will be using, we need to be comfortable modelling and testing each outcome with the
strategy that will provide us with the most accurate and useful results. We will continue to
communicate with other evaluators to determine what best practices are being developed around
complex analytics and COVID-19.
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Table 5 lists possible ways that the COVID-19 pandemic, and associated policy changes could have
an impact on the data, analyses and results of the IWP evaluation. We are expanding the scope of
our process evaluation to include state policy changes related to COVID-19. A summary of the
changes to date are found in Table 6.

Table 5, Anticipated Impact of COVID-19 on IWP Evaluation Plan

Topic Area Examples of Potential Impatt Rationale
| Insurance 1. Monitor changes to churning due 1o CDC projects multiple waves of COVID- 19-
Coverage Gapsand  people changing health insurance plans related unemployment, potentially leading to
Churning and losing eligibility variations in Medicaid and IWP coverage,
2. Increased gaps in insurance coverage  As lowans gain and lose employer-based health
3. Decreased consecutive coverage insurance, lowans’ reliance on Medicaid and IWP
will fluctuate.
|
| Dental Wellness 1, Decreased access lo denlal care | Dental providers are vulnerable to COVID-19
| Plan 2. Provider willingness to accept new exposure and face strict requirements for
DWP members | reopening (e.g, enough PPE stock), limiling the
number of dental providers available to new and
] exisling palients,
| Telehealth (new 1. Decreased face-to-face primary care, Healthcare providers have transitioned to virtual
| topic) dental, mental health, and preventive appointments. Our current evaluation plan does
care visits, not measure telehealth services. The shift from
in-person to virtual healthcare visits may impact
hypotheses across owr evaluation plan. We may

| add telehealth questions where applicable.

Table 6. lowa Wellhess Plan: COVID-19 State Changes Timeline, 2020

Date
CY 2020 Summary
Reinstatement of retroactive coverage for children and pregnant wonmen.
Jamuary:3 Guidelines found here.
[ CDC issues coding guide]itms' for novel Coronavirus for health care encounters and
| February 20 deaths related to COVID-19. Guidelines found here.
' Updates to billing procedure for telehealth services establishing “originating” and
| March1 “Distant” site changes. Guidelines found here,
| =1 ﬁeﬁu(_iﬁ]g for virtual care services, lelehealth related s;r\:"ices, and Coronavirus Tab
| Marché tests established in light of COVID-19 pandemic. Guidelines found here.
]
19
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Summary

DHS waives all Medicaid co-pays, premiums and contributions,

Prescription refill guideline changes,

designation and POS codes for telehealth billing.
Guidelines found here.
Comiplete Summary list of submitted federal waivers found here.

March13

|
|
‘ Telehealth streamlining of appropriate service changes including modifier 95
|
|

Changes and eligibility criteria for Home delivered meals, Homemaker services and
| companion services wilh changes in billing and coding, Includes information for
finding service providers and information [or case managers.

Guidelines found here.

All pharmacy PA’s cxtended I:hrmlgﬁ June 30,

Prescription member copayments suspended including potential for refunds.
Pharmacy benelit manager (PBM) audits suspended with changed guidelines.
March 18 bt 7 ‘
Patient signatures for medicalion receipt waived.

Due date of Cost of Dispensing (COD) survey extended to April 30t

Guidelines found here.

| Changing waiving eriteria for Prior Authorizations (PAs) for Medicaid members, and
| also changes 1o extensions for MCO approved PAs.

April 1 i Changes to claims filing for medical claims including a 90 day extension to first time
| medical claims and encounters for MC claims.

Guidelines found here.

Expansion of list of telehealth services with billing and coding changes.

April 2 Expansion of provider types included in telehealth services where appropriate.
Guidelines and frequently asked questions found here.

: Unemployment and stimulus benefit considerations for Medicaid recipients FAQs
April found here.

CMS guidance for nursing homes to procure communicative technology for residents
and restrictions implemented to prevent visitation.

Guidelines on use and sharing of communicative devices.

May'6 Grant funding requirements for nursing homes’ procurement of communicative
devices for residents.
Guidelines found here. |
Guidance for retainer payments during the month of April 2020 with a list of allowable
May 15 | services with appropriale codes to use for seeking retainer paymenls
| Guidelines found here.
20
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summary
New guidance on additional codes pertaining to COVID-19 including new diagnostic
coding, laboratory tests and specimen collection.

| May 19
[ Guidelines found here.
| The Families First Coronavirus Response Act (FFCRA) establishes a new Medicaid
June 1 eligibility group for uninsured individuals for the purposes of COVID-19 testing. All
details and guidance for the new beneficiary group found here.
| june 19 | Updated Medicaid provider toolkit found here.

Table 7 refers to COVID-related policies that affected members of the Dental Wellness Plan:

Table 7.lowa Dental Wellness Plan: COVID-19 State Chan;
Date

es Timeline

CY 2020

Summary

Coding and billing for teledentistry services including legal parameters and delails of
| March13 requirements for teledentistry encounters established.
| Guidelines found here.
| UI College of Dentistry ceases elective patien! care
March 16
I ADA recommends dentists “focus only on urgent and emergency procedures”
| March17 IDA and IDB recommend that dentists cease elective care for 3 weeks
| - |t = = Ay
| March22 lowa Governor issues Proclamation of Emergency Disaster
[ lowa Governor mandates cessation of uon;etnergency dental care, effective thmugh
March27 ;
April 16
‘ > lowa Governor extends chlamgﬁo:i.wﬁich includes ban on non-emergency dental
April 2 ;s
' care, to expire on May 1
April 16 Federal government shares guidelines for re-opening
| A_;:_'ri!_2_7_ ](_m_ra vae_nic_ﬂ' g?{gnds prohibition of nn_ne_:s;eﬁt_i;]aemafséwices through May 15
M cDC mommen&s;:;tp_muing elective dental care “during this period of the pandemic
ay 3 :
| (no end date provided)
| I\Ey_ﬁ | Towa Governor issues_p.grlgman'gn I.ha_!gly_dtﬂl]_care resume with adherence to
| safely guidelines, effective May 8. State of public health disaster emergency currently
| sel to expire on May 270,
! May 8 Dentists in Iowa may begin providing routine dental care
:. May 26 Towa Governor issues extension of previous proclamation and extends the window
| until June 25,
f jlﬂy 1 IME issued I, 2148-FF S-rD—_CVb_ann_dun.ci.ng-au-eﬁ]'{ame& dental payment to address
facility and safety upgrades.
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Evaluation Period

Evaluation Timeframes:
Start and End Dates of the [owa Wellness Plan Demonstration,
» Total demonstration time period January 1, 2014 - December 31, 2024
Start and End Dates of the Dental Wellness Plan Demonstration,
» Total demonstration time period May 1, 2014 - December 31, 2024
Start and End Dates of Retroactive Eligibility Demonstration.
« Total demonstration time period November 1, 2017 - December 31, 2024
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Policy Components
"This section provides more detail about the approach and rigor being proposed to evaluate the key
policy components that CM$ has indicated were of particular interest.

1) Healthy Behaviors Incentive Program (HBEI)

2) Dental Wellness Plan (DWD)

3) Waiver of Retroactive Eligibility

4) (Cost Sharing

5) Costand Sustainability

6) Waiver of Non-Emergency Medical Transportation (NEMT)

7) lowa Wellness Plan Member Experiences from Increased [Healtheare Coverage

23
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1) Healthy Behaviors Incentive Program (HBI)
HBI Background

One unique feature of the IWP is the Iealthy Behaviors Incentive Program (HBI), IWP members
who are above 50% of the Federal Poverty Level (FPL) can avoid paying a monthly premium for
their insurance after their first year of coverage by participating in the HBI, Individuals who are at
0-50% of the FPL are not required to pay monthly premiums. The HBI requires members ta have a
yearly medical or dental exam (a wellness visit) and complete a health risk assessment (HRA) to
avoid paying a premium in the following year. If the member does not complete these requirements
during their first year of coverage, they may be required to pay a monthly premium ($5 or $10,
depending on income). The member must then pay the monthly premium or claim financial
hardship, Members who are above 100% FPL can be disenrolled for failure to pay their premium.

As a part of the IWP, enrollees are encouraged to participate in the HBI involving two components:
1) a wellness exam and 2) a health risk assessment (HRA).

Starting in 2015, a small monthly contribution by the member was required depending on family
income, Members with incomes above 50% FPL and up to 100% I'PL contributed 55 per month,
while members with incomes above 100% FPL contributed $10 per month. Members with
individual earnings 50% or less of the FPL did not have monthly contributions, IWP members who
completed the wellness exam and the HRA were not be responsible tor a monthly contribution.

Members earning over 50% of the FPL were given a 30-day grace period after the enrollment year
to complete the healthy behaviors to have the contribution waived. If members did not complete
the behaviors after the grace period ended, members received a hilling statement and a request for
a hardship exemption form. For members with incomes above 50% FPL and up to 100% FPL, all
unpaid contributions were considered a debt owed to the State of lowa but would not, however,
result in termination from the IWP. If, at the time of reenrollment, the member did not reapply for
orwas no longer eligible for Medicaid coverage and had no claims for services after the last
premium payment, the member’s debt would be forgiven, For members with incomes above 100%
FPL, unpaid contributions after 90 days resulted in the termination of the member's enrallment
status. The member's outstanding contributions were considered a collectable debt and subject to
recovery. A member whose IWP benefits were terminated for nonpayment of monthly
contributions needed to reapply for Medicaid coverage. The IME would permit the member to
reapply at any time; however, the member’s outstanding contribution payments would remain
subject to recovery.

Wellness Exam and Health Risk Assessment

The wellness exam is an annual preventive wellness exam (New Patient CPT Codes: 99385 18-34
years of age, 99386 10-64 years of age; Established Patient CPT Codes: 99395 18-39 years of age,
09396 40-64 years of age) from any plan-enrolled physician, Rural [lealth Clinic (RIIC), Federally
Qualified Health Center (FQHC) or Advanced Registered Nurse Practitioner (ARNF), The exams are
part of the preventive services covered by the plans and therefore do not cost the member anything
out-of-pocket. A "sick visit’ can count towards the requirement of the preventive exam, if wellness
visit components are included and the modifier 25 is used. The wellness exam definition was
expanded in 2016 to include a dental exam (00120, DO140, DO150, DO180). A health risk
assessment (I{RA) is a survey tool that can be used to evaluate a member’s health. The MCOs are
currently encouraging members to complete an HRA. The format of the HRA differs by MCO.
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Implementation of the HBI 2020

There were several changes between the planned and actual implementation of the 1IBI in the
original waiver period. Table 8 describes changes to the HBI overall while Table 9 describes
changes in the HBI related to the transition of the IWP to managed care. The HBI was reapproved as
part of the extension of the IWP effective January 1, 2020, Table B and Table 9 also show the
planned implementation for the HBI as described in the extension where applicable,

Table 8, Changes to the Healthy Behaviors Incentive Program (does not include
changes related to COVID-19

Planned
Original Planned implementation for
implementation Actual implementation 2020-2025
Wellness exam was defined as CPT ﬁdd_ilioua].lyﬁ meniliets coutl]:i retp R
| codes 99385, 99386, 99395, and SIPE AW Mesy sxdm IOl

‘ documentation. In year 2 a No change.

99396 or a "sick visit" with a ;
modifier code of 25, prcvemszc dental exam also fulfilled
the requirement.
Members needed to complete the | The MCOs are
| Assess My Health HRA tool. The | This information is not shared with sesnonaible B fasbiars
data would be available to IME, | the providers or the members. p Eri the HRA
| providers, and members. |_ | Pl :
A communication campaign would | !
| ensure members, providers, and | There were limited communication Ulinom
| clinic staff awareness and efforts.
| knowledge of the program. | :
| = The MPC members were converted
The Marketplace Choice would I kel e )
| iovide mensbers with saraisto - | to the Wellness Plan when both QHPs Nochatige.

|' Gtz trom. ! mcﬁmo longer participating in the
Members were to be disenrolled for |
non-payment of contribution and

not completing the HRA and l
wellness exam. }

Systers were nol in place 1o make Members are disenrolled
disenrollment possible until the 4th  for non-payment or not
quarler of the 2nd year. «completing the HBI.

| Members could report having

| completed a HRA without
Members could complete HRA documentation. Some health systems

The mode of completion

| online with/out provider. | hielped métubers compiste e HAA differs by MCO.

| over the telephone,
| The copayment for non-emergency

Co-pay of $8 for emergency | use of the emergency department No cha

department visit. was implemented on December 1, g2
| 2016.

25
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Onginal Planned
implemenfation
Members needed to complete
| the Assess My Health HRA tool.
The data would be available to
| IME, providers, and members.
| An outside vendor was
supposed to implement a
program to incentivize
members to complete other
behaviors.
Members were supposed to
complete the wellness exam
and the HRA to be eligible for
the additional incentivized
| behaviors.
| Providers were to receive
incentives to encourage
| patients to complete HBL
Data from the HRA was to be
used to make programmatic
| decisions.

Three MCOs were available for
IWP members to select from,

Healthy Behaviors Incentive Program

5 to the Healthy

Actual implementation

Each MCO has a different screening or risk
| assessment tool.
|
Following the Iransition 1o slatewide
managed care, the MCOs offered “value
added benefits,” such as rewards programs
that served the purpose of incentivizing

| members to complete behaviors.

Any MCO member can participate in the
i MCO's rewards program.

|

| MCOs were given flexibility to implement
provider incentive programs to be reviewed
and approved by IME,

The data from HRA cannot be used because
the data is housed by the MCDs.

| Two MCOs exiled the stale while one MCO
| entered,

Behaviors Incentive Program

April 28,2021

Planned
implementation for
2020-2025

No change.

Not part of the
implementation.

Not patrt of the
implementation.

Not part of the
implementation.

Not part of the
implementation.

There currently two

MCOs (Amerigroup and
Towa Tolal Care)

Previous evaluation findings

IWF member experiences during the first year of the IWP program have been reported previously
and can be found online at http: / /ppe.uiowa.edu/health/study /evaluation-iowas-medicaid-
expansion-iowa-health-and-wellness-plan.

We used claims data to conduct rigorous secondary analyses including descriptive analyses of
trends in completion rates stratified by income level, multivariable regression analyses to model
the likelihood of completing required activities, and quasi-experimental approaches to model
health care utilization and spending as a function of completing both required activities. Over the
first 5 years of the HBI program, the proportion of members completing both required activities—
the wellness exam and HRA—averaged 11% for lower-income members and 18% for higher-
income members. In any given year, the rate of completing both required activities never exceeded
329%. Over time, the completion rates dropped among the lower-income members shielded from
disenrollment (and in some cases, premiums), while increasing among the higher-income members,
sugpesting that members are responsive to the disincentives being placed on them. Still, completion
rates were generally below 25% even among the more compliant higher-income group. We have
consistently found that the program may unintentionally exacerbate disparities in health insurance
coverage, as members who are younger, male, non-white, and/or live in 4 rural area are less likely
to complete both healthy behaviors and therefore more likely to owe a monthly premium or face
disenrollment (Wright, et al, 2018; Askelson, etal, 2017). Finally, using ditference-in-differences
modeling we found that those who completed both required HBI activities had fewer ED visits and
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Findings from other state’s healthy behavior programs evaluations

Other states have implemented healthy behavior programs that are similar in design to Towa's
program (particularly Michigan and Indiana) and the results are comparable to those seen in our
evaluation. The evaluation of the Heathy Michigan Plan showed over 80% received at least one
preventive care service in the first two years of its implementation, but only about 25% of
participants completed an HRA (Clark, Cohn, & Ayanian, 2018). A survey with primary care
providers in Michigan in 2015 also showed low awareness of financial incentives associated with
HRAs but indicated that providers found the HRA useful for discussing health behaviors with their
patients (Zhang et al, 2020). In 2018, enrollee surveys showed lingering low awareness of the IIRA
while claims data showed about 75% of enrollees having at least one preventive care visit in the
previous two years and almost half of enrollees completing the HRA (Goold et al, 2020). Limited
program awareness and low completion rates of program requirements were also seen in
components of the Healthy Indiana Plan (Lewin Group, 2019). Over half of enrollees who were
eligible for a premium under the Healthy Indiana Plan were maved to a limited benefits package or
lost coverage due to failure to pay premiums (Rudowits, Musumeci, Hinton, 2018). This was often
due to an inability to pay or contusion about the program requirements (Rudowitz, Musumeci,
Hinton, 2018).
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HBI Goals

The goals of the Healthy Behavior Incentives that are included as part of the lowa Wellness
program are designed to:

* Empower members to make healthy behavior changes.
* Begin to integrate HRA data with providers for clinical decisions at or near the point of care.

s Encourage members to take specific proactive steps in managing their own health and
provide educational support.

HBI Hypotheses and Research Questions
Hypothesis 1: The proportion of members who complete a wellness exam, health risk
assessment, or both will vary.
Research Question 1,1: What proportion of members complete a wellness exam in a given
year?
Research Question 1.2: What proportion of members complete an IIRA in a given year?
Research Question 1.3: What proportion of members complete both required activities in a
given year?
Hypothesis 2: The proportion of members completing a wellness exam, health risk
assessment, or both will change over time and by income level.
Research Question 2.1: Has the proportion of members completing a wellness exam decreased
among lower-income members and increased among higher-income members?
Research Question 2.2: Has the proportion of members completing an HRA decreased among
lower-income members and increased among higher-income members?

Research Question 2,3: las the proportion of members completing both required activities
decreased among lower-income members and increased among higher-income members?

Hypothesis 3: Memiber characteristics are associated with the likelihood of completing both
required HBI activities.
Rescarch Question 3.1: Are older, non-Hispanic white females living in metropolitan counties
more lilely to complete both required activities?

Research Juestion 3.2: Are members assigned to some MCOs more likely than members
assigned to other MCOs to complete both required activities?

Research Question 3.3: Is the length of time in the program positively associated with the
likelihood of completing both required activities?

Research [juestion 3.4: Are members with more negative social determinants of health (SIloH)
less likely to complete both required activities?

Research Question 3.5: Is the highest income group most likely to complete both required
activities?

Hypothesis 4: Completing HBI requirements is associated with a member's use of the
emergency department (ED).
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Research Question 22.3: Do the consequences change over time?

HBI Evaluation Periods

The claims-based evaluation of the [1B1 will span from January 2014 through December 2024, with
analyses using data from 2014 through the most current year of Medicaid data available throughout
the renewed 1115 waiver period {2020 - 2024). The survey data and interview data will be
collected during the 2021-2024 time period.

HBI Data Sources, Analysis Methods, and Measures

This section describes our approach to testing hypotheses 1 - 9 by answering all research questions
from 1.1- 9.1, We provide an overview of the evaluation period, our data sources, a description of
our sample, a discussion of our target and comparison groups, the definitions of our outcome
measures (with numerators and denominators specified), the identification of healthy hehaviors
activities and model covariates, and a description of our analytic approach. For brevity and clarity,
we present any of these items that apply across all hypotheses just once, while other items are
presented in the context of the relevant hypotheses and research questions, We also describe
limitations and alternative approaches to address them.

The objective of these analyses is to document rates of 1BI participation, model HBI participation
as a function of several member-level characteristics, assess changes in health care spending as a
function of [IBI participation, and model several measures of health care utilization as a function of
HBI participation, Together, this will further our understanding of the extent to which members are
engaging in the requirements outlined by the program, clarify which members are most and least
likely to complete the activities required by the [IB] program, and identify both the extent to which
the T1B] program is associated with increases or decreases in health care spending and the extent to
which [BI participation can improve patient outcomes and reduce potentially avoidable care.

HBI Data Sources
We are proposing to use six data sources for the secondary analyses of Medicaid administrative
claims data portion of the HBI evaluation. They include the following:

¢ Medicaid enrollment and claims data (January 2014 - December 2024)

¢« lowa Medicaid Enterprise records on completion of wellness exams and health risk
assessments (January 2014 - December 2024)

We will also adjust for other sociodemographic factors, social determinants of health, and available
health care resources in members' local community using selected variables from:

* Area Deprivation Index
+ 1.5, Census Bureau’s American Community Survey
» llealth Resources and Services Administration’s Area llealth Resources File

* Social determinants of health data reported by managed care organizations to the lowa
Department of Human Services

HBI Sample

Our sample will consist of all members enrolled in IWP for a minimum of 12 consecutive months
any time after January 1, 2014. We will assign members to one of three income groups: a low-
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income group (£50% FPL), a medium-income group (51 - 100% FPL), and a high-income
group (101 - 138Y% FPL) reflecting the categories of incentives that apply to members in these
income ranges.

Using monthly data, we will create our sample using a rolling cohort method in which we identify
the first 12 consecutive months in which a member was continuously and exclusively enrolled in
IWP. For example, a member enrolled January 2014 through December 2014 would be in cohort 1,
while a member enrolled February 2014 through January 2015 would be in cohort 2, and so on. Ifa
member was enrolled for additional 12-month periods beyond their initial 12 months (e.g, a total
of 24-, 36-, or 48-months of enrollment), they would be included in those cohorts as well. For
example, a member enrolled March 2014 through February 2016 would be in cohort 3 from March
2014 to February 2015, cohort 15 from March 2015 to February 2016, and so on. Essentially, the
cohort corresponds to the study month in which the member's 12-month continuous enrollment
begins, and they enter a new cohort for each successive 12-month period. However, we will not
keep partial years of data. For example, it a member was enrolled for 18 months, we will keep only
their initial 12 months, and drop the other 6.

After assigning members to cohorts, we will collapse the data to provide one observation per
person per cohort. This method will ensure that we retain as many Medicaid members in our
sample as possible, while also ensuring that all members in our sample are exposed to a full year of
the program, providing them equal opportunity for HBI participation, and corresponding to the
period of time they have to complete activities hefore being charged a premium (excluding the
additional 30-day grace period). In sensitivity analyses, we will extend our cohort definition to 13
months to capture this 1-month grace period after which premiums are enforced. For analyses
examining year-over-year trends, we also limit our sample to members whose enrollment does not
span calendar years.

HBEI Target and Comparison Groups

For our analyses examining health care utilization and spending outcomes as a function ot
completing HEI requirements, we will use propensity score matching to generate a target and
comparison group. The target group will be defined as members who completed both HBI
requirements during the year and the comparison group will be defined as members who did not
complete any HBI requirements during the year. Individuals who completed only one of the two
required activities will be excluded. The propensity scores will be generated using the predicted
likelihood of HBI participation, We will match members in our target and control groups based on
their propensity scores using nearest neighbor matching and will visually inspect the covariates to
confirm that our target and control groups are balanced with respect to observed covariates,

Identification of Healthy Behaviors and Covariates

At the core of the HBI program is the requirement for members to complete both a wellness exam
and a health risk assessment (11RA) each year to avoid paying a monthly premium the following
year. Completion of these activities can be identified in claims or reported by managed care
organizations. In fact, members may also call the lowa Medicaid Enterprise (IME) to report
completion of the activities. Regardless of the mechanism by which the data are reported, IME data
are used to make official determinations regarding premium waivers for members, and therefore
they are the data that we have previously used (and propose to use) to identity receipt of a wellness
exam and [IRA completion.

HEI Covariates

Our multivariable models will include several additional covariates to adjust for factors plausibly
associated with both the likelihood of completing the HBI requirements and our health care
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utilization and spending outcomes, These will include demographic characteristics derived from
the Medicaid data including age, gender, race/ethnicity, metropolitan area of residence (defined as
metropolitan, micropolitan, small town, or rural, using rural-urban commuting arcas), number of
moves during the 12-month period (to account for lifestyle disruption), and income group. We will
also use the Medicaid data to include a number of variables serving as proxies of health status
including: an indicator for a mental health diagnosis, an indicator for a substance abuse diagnosis,
the total annual number of putpatient visits, the annual number of prescriptions, and an indicator
for the presence of each of 24 chronic conditions. We will also include an indicator for the managed
care organization in which the member is enrolled and a running count of a member's total years of
IWP enrollment as of the given year (to assess the extent to which members become more
compliant the longer they are enrolled). We will also adjust for social determinants of health,
community health care resources, and other contextual factors using variables of interest drawn
from the Area Health Resources File, the Area Deprivation Index, the American Community Survey,
and social determinants of health data collected by managed care organizations and reported to
lowa DS, Cohort fixed effects will be captured using a binary variable to indicate the cohort to
which a member was assigned. In sensitivity analyses, we will explore the use of fixed effects at the
county level.

HBI Analytic Approach for Each Hypothesis and Research Question

We will employ a variety of quantitative analyses depending on the hypothesis and research
yuestion and the available data, Briefly, we will conduct univariate analyses to produce summary
statistics (including time trends) on HBI participation and our outcomes of interest, bivariate
analyses to assess the relationship between HBI participation and our outcomes of interest, and
multivariate analyses to identily factors associated with the likelihood of [IBI participation and
assess the relationship between HEI participation and our outcomes of interest while adjusting for
potential confounders and selection bias, All analyses will be stratified by—or otherwise account
for—members' income group. Further details are provided in the following table organized by
hypotheses and research questions.

Methods for HBI Policy Components

The above outlined research questions and hypotheses will be answered using a mixed-methods
approach consisting of: 1) secondary analyses of Medicaid administrative claims data, 2) a member
survey, 3) a disenrollment survey, and 4) interviews with disenrolled members. These qualitative
and quantitative approaches allow for data and methods triangulation across both process and
outcomes measures, which increases confidence in the validity of evaluation findings. Additional
details are provided below for each approach.

HBI Member survey

We will be conducting a member telephone survey to specifically address evaluation questions
related to awareness and knowledge of the 1Bl and participation and experience in the program.
We have extensive experience surveying this population and have had success with the following
design and procedures.

Study Design: We have both a panel and cross-sectional survey design to allow for us to examine
trends over time in the same group of people who have continued exposure to the program and to
provide a cross sectional look at the IWP population.

Panel Sample; In early 2021, we will draw a sample of IWP members who have been continuously
enrolled for the previous 14 months. Individuals who have participated in previous evaluations and

individuals without valid telephone numbers will be excluded from the sample. Only one person
will be selected per household to reduce the relatedness of the responses and respondent burden.
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Table 10. Survey Measures in 2019 Healthy Behaviors Incentive Program Evaluation Member Survey

Completion of healthy behavior

Members assessment of the cost,
barriers, and benefits to program
participation

Membiers assessment of the cost,

Measure description

Whether a member completed a
healthy behavior (medical wellness
exam, dental wellness exam, medical
health risk assessment, dental health

| riskassessment)

Members indicate barriers

barriers, and benefits to p
particihation’ = =~ =
| Members assessment of the value of
theprogramtothem
Member perception of ease of

E

Reported completion of healthy
_behavior by source of information
Self-rated health

Knowledge of program requirements

Members understanding of
insurance

I Members knowledge of payment
process
Members experience with premium
payments

lowa Wellness Plan
Approval Period: January 1, 2020 through December 31, 2026
Amended: November 28, 2025

Members indicate importance

* Respandent report of how easy it is for
_them 1o obtain a yearly physical exam

Told 10 complele h,e.;-tllhy behavior and

_| who lold to complete healthy behavior

How members mted their overall and
oral health

Members knowledge of program
requirements

Merh

ling of | ©
age and benefits, | e plan's
premiums, and what is needed 1o do 1o
prevent being disenrolled form

insurance coverage

I ium/1 pwaiver:

- Online premium payment

37

Sources

Original items, based on qualitative
interviews

| Original items, based on qualitative
| interviews

Original items, based on qualitative
interviews

I Ori.g[na.] items, I;asvd oﬁ qua.].‘-laliw

| inlerviews

Original items, based on qualitative

| interviews.

Original items, based on qualitative
| Interviews

Health and Performance Questionnaire

Original items, based on gualitative
| interviews

* Orlginal ftems

| Original items, based on qualitative
| interviews

Original items

2017, 2018, and 2019

Previous use

2017, 2018, and 2019

2017, 2018, and 2019

2017, 2018, and 2019

2017, 2018, and 2019

2017, 2018, and 2019

2017, 2018, and 2019

2017, 2018, and 2019

a1

2017, 2018, and 2019

2019
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Meagure Measure description 5 (S [5E

Members experience with premium . Driginal items, based on qualilative . 7
payments Barriers to premium payment int dia 2017, 2018, and 2019
- Whether member would rather !
Value of Incentive lete healthy behavior prog il Beme, Laskl o Ralhative 2017, 2018, and 2019
1 Interviews
b L orpEy R !
Regular source of ¥ ¥ |
doctor § . Personal Doctor | CAHPS 5.0 2017, 2018, and 2019
Getting timely appointments, care,
and information . Timely receipt of care CAHPS 5.0 2017, 2018, and 2019
Members perceived loous of conwrol | Locus of control : Validated measure | 2017, 2018, and 2019
| Members use of Federally Qualified  Whether member received care from . .
Health Centers Federally Qualified Health clinics | Orisinal temss A At
Which Managed Care Organization | e 7 3
. MCo n_lem.berisenm].}ed i Original item 2017, 2018, and 2019
Members use of government Whether member participated in I 7 : p
| istance p e | ent assistance prog . Original item 2007, 2018, and 2019
Hager, E R, Quigg. A M., Black, M. M,,
Coleman, 5. M., Heeren, T., Rose-lacobs, R, &
Food insecurity Hunger Vital Signs | Cuns, v B, [2010). Development and validity 2019

5 at risk
1], e

of a 2-ltem screen to identify fa
| for food insecurity. Pediatrics, 1
| L e S W ey
| Morris, N. 5, MacLean, C. %, Chew, L. D, &
| Littenberg. B. (2006). The Single Item
| Health literacy - Single Item Literacy Sereencr Literacy Serecner: evaluation of a briel 2017, 2018, and 2019
Instrument to identify limited reading ability.

| | BMC family practice, 7(1), 21.

Axegender;eniployment stafus | Standard questions 2017, 2018, and 2019

Dampgraphies . edueation, and race or ethnicity
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Analysis: Survey data will be weighted as appropriate based on our stratified sampling, For the
panel survey, we will be examining the survey results for trends over time, specifically looking to
answer yuestions related to the length of exposure to the program and awareness, knowledge and
completion. For some research questions and hypotheses, descriptive statistics will be sufficient.
When we compare groups, we will use t-tests or chi-squared tests. Modified Poisson regression will
be used for multivariate analyses. A modified Poisson regression will allow us to control for
sociodemographic characteristics (race/ethnicity, age, gender, education, employment status),
other characteristics and experience with programs , as well as other characteristics (health
literacy, food insecurity status, participation in government assistant programs, and MCO
enrollment), and perceptions/attitudes (perceived benefits, perceived severity, perceived
susceptibility, self -efficacy, and response efficacy).

For the longitudinal analysis for the panel survey, we will be adjusting for the dependence from
multiple observations from individuals, We have outlined the proposed analysis for each
hypothesis in the table above (Table 10).

Limitations/Challenges: Our previous research indicates changes in program implementation can
result in confusion among members. This confusion can impact survey responses. We have tested
this survey and fielded it 3 times in the past evaluation cycle. We are confident that the survey
questions have face validity and the lack of variation between survey years could be an indication of
reliability. The COVID-19 pandemic may impact the ability to collect survey data. We are currently
surveying lowans using a variety of methods- online, telephone and mail back. Our experiences
with these data collections over the next few months will inform any modifications we will need to
make to this proposed data collection,

HBI Disenrollment Survey

To better understand the experiences of people who have been disenrolled due to failure to
complete their healthy behavior activities and failure to pay their premiums, we will survey
disenrolled members.

Study Design: We will be surveying all members who are have been disenrolled, starting in March
2021, We will continue surveying themat 6 and 12 months post disenrollment,

Sample: We will be surveying all members who have been disenrolled starting in March 2021. On a
maonthly basis, we receive documentation from IME (discontinuance data) about which members
are being disenrolled in that month, We will include all disenrolled members in our survey, Surveys
are mailed on a rolling monthly basis to members 3 months after a member is disenrolled. For
example, surveys mailed in March will be sent to members whao had been disenrolled in December.
In some cases, surveys will be sent to multiple members in one household, The monthly groups will
vary in size as the monthly number of disenrolled members change.

Survey packets will be initially mailed to each group on the seccond Wednesday of the month. The
packets will include the survey and a cover letter, which describes the survey, states that
participation is completely voluntary, and provides a phone mimber to ask questions or opt out of
the study, Respondents will be given the option to complete the survey on paper or online by
entering a unique access code. To maximize response rates for the survey, both a pre-paid incentive
and post-paid incentive be used: each initial packet will include a $2 bill (pre-paid incentive], and
respondents who return a completed the survey will be sent a $20 gift card (post-paid incentive).
One week after the initial survey packets are mailed, a postcard reminder will be sent. Four weeks
after the initial mailing, a reminder survey packet will be sent to those who have not returned a
completed survey, We will continue these first monthly surveys until 6 months betore the end of
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gram Evaluation Disenrollment Survey

| Experience with Members experiencing with the disenrollment
Which Managed Care Org ion ber is
men _ enrolled in
Mombars Men:be.rsbum}wslanchn,:g;:mrnm‘:e euv::lge
:;imndlng 2t whal is needed 10 do to prevent being disenrolled
; form insurance coverage
Memnbersknowledge P (Hardship waiver awareness
bt AL LS
Members experience
with premium Online premiunm payment
payments
Members experience
with premium Barriers o premium payment
payments
Knowledge of program. - Tad
requirements dbs Gl proRtin ty
Completion of healthy Wh:ithl:‘;a n:::nber mml::i]:wdla he:;llhy behavior
behaviar (medical wellness exam, dental wellness exam,
| 3 i lical health risk. ent)
Members assessment
of the cost, barriers, 5
AnABenenEts Members indicate barriers
|program participation_ |
Did member have a period without health
mﬁ:em \:fnith the Imuram:e and impact of not having health
insurance
Access to and unmet
needs for emergency Rating of limely access 1o urgenl care
| care
:cws f::-:::::;lgm Rating of timely access 1o rouline care

lowa Wellness Plan
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Sources S USe

Original items, based on qualitative 2017 and 2019

interviews

Original item 2017 and 2019

Original items 2019

Original items, based on qualitative 2017 and 2019
interviews 1

Original items 2019

Original items, based on qualitarive 2017 and 2019

interviews

Original items, hased on qualitative :

e 2017 and 2019

Original items, based on qualitative

e 2017 and 2019

Original items, based on qualitative

i 2017 and 2019

Original items, based on qualitative 2017 and 2019

inlerviews

CAHPS5.0 2017 and 2019

CAHPSE.0 2017 and 2019
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Regular source of care-
| personal doctor
Members use of
Federally Qualified
| Health Centers

Food insecurity

Members use of
government assistance
programs

Self-rated health

Health since
disenrollment

| Chronie physical and
mental health
conditions
Members assessment
of the value of the
program to them

Reason for applying
for insurance

Health literacy

Demographics

lowa Wellness Plan

Personal Doctor

Whether ber recer
Qualified Health clinics

1 care from Fi

Hunger Vital Signs

Whether member participated in government
assistance programs

How members rated their overall and mentaland

emotional health

Member’s perceived change in health since being
disenrolled

Whether members had 16 physical and 9 mental
chronic health conditions for at least 3 months

Members indicate value

Member indicates reason forapplying for IWP

Single ltem Literacy Screener

Age, gender, employment status, sy and

race or ethnicity
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CAHPS5.0

Original items

Hager, B 1, Quigg. A M., Black, M. M., Coleman,
5 M., Heeren, T., Rose-Jacobs, R, - & Cults, D0 B
{2010). Development and validity of a Z-item
screen to identify families at risk for food

4 Insecurity. Pedintrics, 126(1). e26-233,

Original em

Health and Performance Questionnaire

Original item, based on qualitative
interviews

Trems taken from lowaCare Evaluation;
modified CAHPS

Original items, based on qualitative

intervicws

Original items, based on qualitative
interviews

Morrls, NS, MacLean, C. D, Chew, L. D, &
Littenberg, B. (2006). The Single lvem Literacy
Sereener: evaluation of a brief instrument 1o
identify limited reading ability. BME family
practice, 7(1], 21.

Standard measures
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2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019

2017 and 2019
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Analysis: Because the number of people being disenrolled varies by month and can range from
small numbers of disenrolled people (for example 40) to larger numbers (for example 300), we are
only able to propose descriptive analyses at 3 months following disenrollment, 6 months following
disenrollment, and 12 months following disenrollment. We will be examining the data for trends
over time both as members are further away from their original disenrollment, as well as how
disenrollment at 3 months, 6 months, and 12 months changes over time. The table below outlines
the hypotheses and corresponding measures.

Limitations/Challenges: Locating people who have been disenrolled from the program can be
difficult. We will be exploring more options to find contact information tor people who may he
transient. Without these efforts, our sample may only include those who are less mobile and are
qualitatively different than others. This limitation will be recognized in all reports and in the
dissemination of the findings.

HBI Disenrollment interviews

To better understand how members experience disenrollment and the consequences of
disenrollment, we have planned a qualitative data collection that will provide in-depth, rich
information. Our previous 1115 Waiver evaluation activities included in-depth interviews. The data
gathered from these interviews were valuable in understanding how the HBI program functioned,
how members understood the program, and member experiences.

Study Design: We will interview disenrolled members at 6 and 12 months after their
disenrollment.

Sample: The sample will be drawn randomly from those who have completed the first
disenrollment survey. We will interview approximately 60 disenrolled members at 6 months and
follow up with them at 12 months.

Interview protocol: Those who completed the 3-month post disenrollment survey will be sent a
letter inviting them to participate inan in-depth interview. The letter will provide them with
information for contacting researchers to participate in the interview. There will be 10 attempts to
reach the potential respondent to schedule an interview. The interviewer will be specifically
trained in qualitative interviewing and will have significant background knowledge about Medicaid
and the 1115 Waiver. Interviews will last about 30 minutes, be conducted over the telephone, and
he recorded. The recordings will be transcribed by a 3 party service. Respondents will be
provided with a gift card to compensate them for their time.

Interview questions: Our interview guide will be informed by the survey results from the previous
years. We will ask open-ended guestions to solicit the richest narrative possible. The interview will
focus on disenrolled members’ experiences since disenrollment, the consequences of disenrollment,
and current insurance status. The interview guide will be pilot tested to ensure that the questions
are appropriate for the target population.

Analysis: The interviews will be transcribed. We will develop a codebook based on the interview
guide and the research questions listed below. Trained coders will code a selection of the
transcripts to develop intercoder reliability. Following coding, we will examine the codes for
themes to answer the hasic questions about disenrolled members’ experiences. To understand how
experiences vary across time from original disenrollment, we will compare 3 month, 6 month, and
12 month interviews. To examine how the disenrollment process maybe be changing over time, we
will analyze across all disenrolled members at 2 months.
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Limitations/Challenges: Locating disenrolled members after 6 and 12 months will be challenging.
We will develop a retention system to encourage members to provide us with current contact
information

HBI Limitations and Alternative Approaches

As with any study, our proposed analyses are subject to some limitations, First, we cannot
adequately control for the temporal relationship between completing healthy behaviors and
subsequent healthcare utilization and spending. That is, we will not know whether our outcomes of
interest occurred before or atter the completion of the healthy behavior(s). We will address this to
the best of our ability by conducting sensitivity analyses with a lagged dependent variable such that
we model a member’s outcome in year t as a function of their IIBI participation in year t-1.
Similarly, to account for partial completion of the requirements and the cumulative effect of
completing activities over time, we will rerun all of our multivariable models with HBI participation
defined as a running count of the number of activities an individual has completed during the time
they have been enrolled (measured as of the given year of the specific observation).

Second, despite employing rigorous analytic strategies to combat them (e.g., propensity score
matching), our regression models may be limited by unobserved factors that ditfer between
individuals (e.g., health status, severity of acute illness, health literacy, etc.), for which we are
unable to adequately adjust our models. This may bias our results. However, the direction and
magnitude of any such bias cannot be well predicted. To address this, we will employ member-level
fixed effects where possible. Alternatively, we will construct a hypothetical variable associated with
hoth HBI participation and our outcomes of interest and rerun our analyses to assess the
robustness of our results to unobserved confounding, Finally, administrative data are collected for
billing and tracking purposes and may not always accarately reflect the service provided.
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Evaluation Methods Summary: HBI

Comparison Strategy Outcome Measure(s) Data Sources Analytic Approach

T T T T L _ _
N/A Binary indicator for completionof DHS Data and Medicald S g ey
wellness exam Enrallment Data, 2014 - present (=00 0 corP o e i
income groups.
Research Question 1.2 Whal proportion of members complete an [TRA in a given year? Y
N/A Binary indicator for completion of — DHS Data and Medicaid Ustvatlateanalysis stpatifled by E"mme Erop. wingl:
an HRA Encollnsent Data, 2014 - present 12515 f0 compare the meas cop !t
: Inmme FrOUpS.

N/A Binary indicator for completionof DHS Data and Medicaid Univariate analysis stratifed by income e i

both a wellness exam and an HRA  Enrollment Data, 2014 - present ::::2 pave e nean comy

Llnlw rl.atl: .malysfs stratll'lad byyuar and imumv: gmup,

N/A Binary indicator for completionof - DHS Data and Medicaid nsing 1-1ests o pare the mean compl rate
wellness exam Enrallment Data, 2014 - present between income groups and within income groups
hetween years.
Research Question 2.2: Has the proportion of members completing an HRA decreased among lower-income members and focreased among higher-inconie
mEchers 't 4 -
Univariate analysis stratified by year and Income g'raup,
N/A Binary indicator for completionof ~ DHS Data and Medicaid using -lests lo compare the mean
an HRA Enrollment Data, 2014 - present between income groups and within income gmn p;
hetween years.
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Comparison Strategy Outcome Measure(s) Data Sources Analytic Approach

Research Question 23: Has flie proporsian of niemi ileting both required acivities decreased among lower-Jncome nicmbers and increased anong

Univariale analysis stratified by vear and income group,
N/ Binary indicator for completion of - DHS Data and Medicald using 1-1ests to compar the mean completion rate
both a wellness exam and an HHRA  Enrollment Data, 2014 - present between income groups and within (neome groups

O TLA mmmrm; jng Ih e trapolitin colintles more likely 1o both required activities?

DHS Data, Medicaid Claims 2010 Muli h’.iruhll. modlﬁn\.d Poisson regression model
: X - present, Area Health Resowrces adjusting for phics and health status as
N/A i:::;‘;;:ummh a wellness exam File, Area Deprivation Index, wellas social d of health and ¢
Census Data, American level factors. In sensitivity analyses, we will use l.'\Ol.IIIJ.]I'
C ity Survey level fixed effects.*
R h Question $.2: Are bevs ussigned 1o some MCOs more likely than 1s igued to other MEDs to complete hoth required activities?
DHS Data, Medicaid Claims 2010 Multivariable modified I‘msson regression model
B ofbath & well exam ~ present, Area Health | es ad for } graphics and health status as
N/A and an HRA File, Area Deprivation Index, wellas social deter of health and ct
: Census Data, American level factors, In sensitivity analyses, we will use cou H'l)l'
C ity Survey level fixed effects.*
R :h Question 33: Is the length of fime in the program positively 1 with the likelihood of completing both required H
DHS Data, Medicaid Claims 2010 Mullwanahll:‘ modlﬁod I-'oiuorl regression model
r letion ofbattia well . - present, Area Health R 1 g for hics and health srnius as
Ly andan HRA File, Arca Deprivation Index,  well as social determinants of health and ct ¥
Census Dala, American level factors. In sensitivity analyses, we will use county-
¥ ity Survey level fixed effects.*

Research Question 3.4: Are menmbers with more negative social determinants of bealth (SDaH) less likely lo complete both required sclivities?
DHS Data, Medicaid Claims 2010 Multivariable mndli'lcd Polsson regression model

. - - present, Area Health Resources adjusting for b phics and health status as
N/A L":I“"'“}‘:;: ofbothia yellnassexant o o0 eprivatlon Todex,  will 2 sockal determliante of bialth s dopupautlry
e Census Data, American level factors, In sensitivity analyses, we will use county-
C by Survey level fixed effects*
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Outcome Measure(s)
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Data Sources Analytic Approach

Comparison Strategy

lere hoth reqired activities?

i I Question 3.5: 1s the highest income group most kel o

v ,

and an HRA

of both a well

DHS Data, Medicaid Claims 2010 Multivariable modified Poisson regression model

- present, Area Health Resources adjusting lor member demographics and health status as
weellas social determinants of health and community-
level factors. In sensitivity analyses, we will use connty-
level fixed effects.*

o e =

File, Area Deprivation Index,
Census Data, Amuriuan

ats cqually likely to b

.J:m

Propensity score matehing bised &
on all-or-none completion of HE Member's likelthood of having any

Bivariate analysis, comparing means of members who
pleted vy, did not ph quired activities

within each income group using -tests. Multivariahle

modified Poisson model among our propeniity seore

DHS Data and Medicald
Enrollment Data, Area Health
Resources File, Arca Deprivation

requirements.t ED vish Index, American Community malebied sl acusting for
Surdey; DN ISocInl Detarmbnanis and health status as well as socfal delerminants of healih
HFHEth dhina 1Y S pcesetin and community-level factors.*

Research Question 4.4 Do bers who complete the HBI regul 15 have fewer total ED visits annually?
DHS Data and Medicaid Bivariate analysis, comparing means of members who
Enrollment Data, Area pleted vs. did not comph quired activities

Propensity score matching based
on all-or-none completion of Hm
requirements.

Memhel’s annual number of EN

Health Resources File, Avea
Dieprivation Index, Amerbean
Conmunity Survey, DHS Social

within each income group using 1-tests. Mulivariahle
modified Poisson model among our propensity score
matched sample, adjusting lor member demographics
Determinants of Health data, and health status as well as soclal determinants of healih
2014 - present and community- level factors, ©

less likely 1o have a non-emergent ED visit?

Research Question 1.3: Are memb amplete the HALvequ
Propensity score g based Member's Hkelihood of having any
on all-or-none pl of HBl non ED visit (NYU
requirements,f Mgorithm)

"DHS Data and Medicaid

Blvartate analysis, comparing means of members whe
Enroliment Data, Area pleted vs. did not compl uired activities
Health Resources File, Area within cach income group using 1-tests. Multivariable
Deprivation Index, American modified Poisson model among our pmpensil.y score
Community Survey, DHS Social hed sample, adj g for

Determinants of Health data, and health status as well as social determinants theallh
2014 - present and community-level factors.”
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Comparison Strategy Outcome Measure(s) Data Sources Analytic Approach
I I Question 4.4 Do members who complete the HBI requi have fewer total non- rent ED visils lhy?
DHS Data and Medicaid Bivariate analysis, mmparlng means of members who
Enrollment Data, Area d vs. did not cony quired activities
Propensity score matehing based Health Resources File, Area within cach Income group using Ltests, Multivariable
on all-or-none completion of HEI h::::_“be: :E"‘_ul_::l:‘;:ﬁs:‘?r:;?hm] Deprivation Index, American modified Peisson model among our propensity score
requirements, Lo 8 Community Survey, DIS Social - matched sample, adjusting for member d
Determinants of Health data, and health status as well as social delerrnllums uf health
2014 - present and level factors."
Research Question 4.5: Are members wha complete the UBI requl less likely 1o have a 3-day, 7-day, or 30-day rerurn ED visit?
DHS Diata and Medicaid Bivariate analysis, comparing means of members who
Member's likelihood of havinga 3 Enrollment Data, Arca completed vs. did not complete required activities
Propensity score maiching based day return ED visil, Member's Health Resources File, Avea within each income group using 1-1ests. Multivariahle
o ill-or-nime campletion of HBL likelihood of having a 7-day return. Deprivation Index, American modified Paisson model among our propensity score
requirements.t ED visit, Member's likelihood of Community Survey, DIS Soctal — matched sample, adjusting lor member demographics
aving i 30-day return FD visit Determinants of Health data, and healih status as well as social determinants of health
2014 - present and community- level lactors.®
Research Question 1.6: Do mentbers who complele the HBE regui have fewer ttal 3-day, 7-day, or 30-day return ED visits lly?
DHS Data and Medicald Bivariate analysis, comparing means of menibers who
Member's annual number of 3-day  Enrollment Dita, Area pleted vs. did not compl L activities
Propensity score malching based return ED visits, Member's anmual — Health Resources File, Area within each income group using 1- tmts Multivariable
on all-or-none completion of HBI number of 7-day retum ED Deprivation ndex, American  modified Poisson model among our propensity score
requirements.t visits, Member's annual numberof  Community Survey, DHS Soclal — matched sample, adjusting for member demographics
A0-day return ED visils Determinants of Health data, and health status as well as sockl determinants of health
2014 - presenl and community-level faetors.”

— =T
- ——— —— o 4|

bl Lo Ul ol LI L LSV S L

Research Question 5.1: Are plete the HBT reguirements equally likely 10 have a hospital ohseryation stay?
DHS Data and Medicaid Bivariate analy:.ls comparing means of members who
Enrollment Dara, Area pleted vs. did not compl q {activities

Heallh Resources File, Avea witllln each (ncome group using t-1ests. Multivariable
Deprivation Index, American modified Poisson model among our pmpenslly scare

Propensity score malching based

o all-nr-none carplétion of HBL Member’s likelihood of having a

hospital ohservation stay

requirernents, © Community Survey, DHS Social  matched sample, adjusting for
Determinants of Health data, and health status as well as social determinants of hrallh
2014 - present and o level factors.”
48
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Analytic Approach

Comparison Strategy

R I Question 52 D hers who complete the HBI regui have fewer 1otal hospital of 1stays annually?
DHS Data and Medicaid B!\mnatu analysis, mmparlng means of members who
Enrollment Data, Area d vs. did not conmy quired activities

Propensity score matching based
on all-or-none completion of HEI
requirements,t

ahservation stays

H)
Research Question

Member's annual number of huspim

Illeallll Resources File, Area
Deprivation Index, American
Community Survey, DIS Social
Determinants of Health data,

2014 - present

wlthln each Income group using 1-tests, Multivariable
modified Poisson model among our propensity score
matched sample, adjusting for member demographics
and health status as well as social determinants of health
and communily-level faclors.®

 HBI req T il el
Are members who complete the BB requirements equally likely 1o be hospitalized?

Propensity score matching based \o 4o oc (e ihood of being

on all-or-none completion of HEL

reguirements. hegptdlisd

DHS Data and Medicaid
Enrollment Data, Arca

Health Resourves File, Area
Deprivation Index, American
Community Survey, DHS Social
Determinants of Health data,
2014 = present

Bivariate analysis, comparing means of members who
completed vs. did not complete requived activitics
wilhin each income group nsing Hlests. Mullivariable
maodified Poisson model among our propensity score
matched sample, adjusting for member demographics
and health status as well as social determinants of health
and community-level factors.”

who camplete the B requir

Research Question 6.2; Do memik

Tave fewer total hospitalizations annally?

Prapensity score matching based
on all-or-none completion of HBI

segiremenits hospitalizations

Member's annual nnmber of

DHS Diatis and Medicaid
Enrollment Data, Area

Health Resources File, Area
Deprivation Index, American
Community Survey, DIS Social
Determinants of Health dara,
2014 - present

Bivariate analysis, comparing means of members who

pleted vs. did not pl quired activities
within each income group using 1-tests. Multivariable
modified Poisson model among oor propensity score
matched sample, adjusting lor member demographics
anc health status as well as social determinants of health
and eommunity-level factors.

Research Question 6.3: Are menibes wh il

= the HBI requirements less likely 10 have a patentially preventable hospitalization?

DHS Data and Medicaid
Enrollment Data, Area

Propensity score malching based Member's likelihood of expeﬂcmlng Health Resources File, Avea

om all-or-none e

pletion of B a potentiall

Deprivation Index, American

Bivariate analy:.ls comparing means of members who
pleted vs. did not compl {activities

withln each income group using 1-1ests. Multivariable
modified Poisson model among our pmpenslly score

requirernents. Imsplu [bullnn Community Survey, DHS Social  matched sample, g for
Determinants of Health data, and health status as well as social determinants of hrallh
2014 - present and o level factors.”
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Analytic Approach

I 1 Question 6.4 Do 1

have fewer 10l potentially p

hle hospitalizations anuually?

who complete the HBI requi

DHS Data and Medicaid
Enrollment Data, Area

Health Resources File, Area
Deprivation Index, American
Community Survey, DIS Social
Determinants of Health data,
2014 - present

Propensity score matching based Member's apnual number of
on all-or-none completion of HEI polentially-preventable
requirements, hospitalizations

Bivariate analysis, comparing means of members who
completed vs. did not conpl quired activities
within cach Income group using 1-tests, Multivariable
modified Poisson model among our propensity score
matched sample, adjusting for member demographics
and health status as well as social determinants of health

and community-level lactors.®

Rescarch Question 6.5: Are memb

wh iplete the HEI regquirements less likely o bave a 30-day all-canse vead i

DS Data and Medicaid
Enrollment Data, Area
Health Resources File, Area

& Disprivation lndex, American
Community Survey, DHS Soctal
Determinants of Health data,
2014 - present

Propensity score maiching based
on wll-or-nome completion of HB
regquirements.

Member's likelihood of experiencin
A d0-clay all-canse readmission

Bivariate analysis, comparing means of members who
completed vs. did not complete required activities
within each income group using 1-1ests. Multivariahle
modified Paisson model among our propensity score
matched sample, adjusting for member demographics
and health status as well s social determinants of health
and community-level lactors. A

h Question buix Do menibers who complete the HBE requi i

fewer total 30-day nll-vause read

annually?

DHS Data and Medicaid
Enrollment Data, Area

Health Resources File, Area
Deprivation Index, American
Community Survey, DHS Social
Determinants of Health data,
2014 - present

Propensity score matching hased
om all-or-none completion of HE
requirements,f

Member's annual number of 30-day
all-cause readmissions

Bivariate analysis, comparing means of menibers who

1vs. did not pl q 1 activities
within each income group using 1-tests. Multivariable
madified Poisson model among our propensity score
matched sample, adjusting for member demographics
and health status as well as social determinants of health
and community-level factors."

Al e o bl a e e P
Research Question 7.1: have fewer potentially pr pi a5 2 proportion of total
bospalations”
DHS Data and Medicaid Bivariate analysis, comparing means of members who
Enroliment Data, Area completed vs. did not compl quired activities
Propensity score hing based Potentially idabl Health Resources File, Area within each income group using t-tests. Multivariable

om all-or-p ¢
Tequiremenis, T

of HB! hospitalbzations as a proportion of
1otal hospitalizations

Deprivation Index, American
Community Survey, DHS Social
Determinants of Health data,
2014 - present

maodified Polsson model among our propensity score
matched sample, for ber d hics
and health status as well as social determinants of heal
and level factors.”
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Comparison Strategy Outcome Measure(s)

Data Sources

April 28, 2021

Analytic Approach

I I Question 7.2: Do members who complete the HBI requi have fewer non-emergent EI visits as a proportion of total EL visiis?
DHS Data and Medicaid B!vanam analm-s, comparing means of members who
Enrollment Data, Area pleted vs, did not compl quired activities

Propensily score matching based Nom-emergent ED visits as a

on all-or-none completion of HEI prop n af otal ED visits
requirements,t

Health Resources File, Area
Deprivation Index, American
Community Survey, DIS Social
Determinants of Health data,

within cach Ineome group using 1-tests, Multivariable
modified Poisson model among our propensity score
matched sample, ing for member d

and health status as well as social dete m'lllums of health

2014 - present and community-level factors.®

Research Question 7.3 Do members who complere the HBL regul have more primary care visits as a propartion of wial outpatient yisis?
DHS Diata and Medicaid Bivariate analysis, comparing means of members who
Enrollment Data, Area completed vs. did not ¢ required activities

Propensity score matching based
on wl-or-nome completion of HB
requirements, +

Primary care visils asa proportion
of all outpatient visits

Question who complete the Rnquumnwm lower spening In ull categaries?

Health Resources File, Area
Disprivation lndex, American
Community Survey, DHS Soclal
Determinants of Health data,
2014 - present

within each income group using 1-1ests. Multivariable
modified Paisson model among our propensity score
matched sample, adjusting for member demographics
and hesalth status as well s social determinants of health
and mmmunify-luvu] lactors.

I'ulal health care expenditures
health care expenditures

Polenlially preventable

hospitalization expenditures

on all-or-none completion of HBL Primary care expenditures

DHS Dt and Medicaid
Enrollment Data, Area
Propensity seare mutehing based Outpatient health care expenditures Health Resources File, Area
Deprivation Index, American

Bivariate aq.nalysis, mmpartng means ol members who
completed vs. did not comp quired activities

‘within each income group using 1-tests. Multivariahle
modified Poisson model among onr pmpem'il.y scm'e

reguirements. ED health care litures € y Survey, DHS Soctal — matched sample, adjusting for
Nom-emergent ED health care Determinants of Health data,  and health status as well as soctal determinants of health
expenditures 2014 - present and community- level factors.™
Pharmacy expenditures
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Comparison Strategy Outcome Measure(s)

Data Sources Analytic Approach

DHS Data and Medicaid
Enrollment Data, Area

As defined above for research

We will repeat the analyses outlined for

research questions 4.1-4.6, 5.1-5.2, 6.1-6.6, 7.1-7.3, and
8.1, using interaction terms and /or running stratified
maodels 1o identily differences in the association between
HEI participation and oulcomes among the following

Propensity scare matching based y o 4.1 4.6,5.1 - 5.2, 6,1 - Mealth Resources File, Area — ppy g of meribers:

on all-or-nome completion of HBT 6.6,7.1-7.3,and 8.1

Deprivation Index, American

High utilizers (those in the top quintile for number of

reguirements. Community Survey, DHS Social J
Determinants of Health data, ?u!m'?n.l' o andf:)r I:lm-spllalvlsus] "
. with chronic (defined
2014 - present 7

Mﬁmbcrs with awareness of the

Research Question 10.1: What Is the level of awareness about the BT program among members?

calegorically as 0/1,2-3, 4+)
Individuals with opioid use disorder
Race/Ethnicity, Rurality, Sex

HEI program and those without  Existing survey items on awareness HBI Phone Survey T-test

awareness

Research Question 10:2; How long are memly lled in the program? s
Members with awareness of the

HEI program and those without  Length of enrollment Eligibiliny data T-test

AWAreness

R h Question 103 ks th relatlonship between length of enmllment of the HBI program?

Members with awareness of the

HEI progrim and those with Length of enroll Eligibility clita T-test

Awarcness
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Healthy Behaviors Incentive Program April 28, 2021

Comparison Strate Qutcome Me re(s) ic Approach

w » —~ —
Research Question 11.1: What specific knowledge about the HEI program do members report?
Members with knowledge of the
HEI program and those without

Existing survey items on knowledge HEI Phone Survey T-test

Research Question 11.2: Do members understand the incentive/disincentive part of the HBI program?
Members with knowledge of the
1EBI program and those without
Research 11.3: Do members know they need 1o pa
Members with knowledge of the
HEI program and those without
HebearihiDpestion 11A Do netabam T bt (eI e e e

:!;;nbers ‘ﬁgm;ﬂg o.flhe E survey items on knowledge HBI Phone Survey T-test
= : ‘,gh AT T e T

Merubers with knowledge of the —
HBp .;ammﬁfm Length of enroliment Eligibility data T-test

Existing survey items on knowledge HBI Phone Survey T-test

Existing survey items on knowledge HEBI Phone Survey T-test

Research
Completion of behaviors of
members with awareness will be
compared to completion for
those without awareness
Research Question 12:2; What is the level of completion of the HRA and well exam?
Completion of behaviors of

members with awareness will be Binary indicator of completing both

Existing survey items on awareness HBI Phone Survey Chi square, Modified Poisson regression

compared o completion for awellness exam and HRA DH3 clalms data Clbyentaro:Medifien Pakssar searessiont
those without awareness
53
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Outcome Measure(s) Data Sources

Research Onston 11;What b evel o koowlstg about th Bl rogra?

Analytic Approach

Completion of the behaviors of
members with knowledge about

the program will be compared to Existing survey items on program .
completion of behaviors for thoseknowledge HBI Phove Sarvey
without knowledge of the

program

Chi square, Modified Poisson regression

Research Question 13.2: What s the level of campletion of the HRA and well exanm?

Completion of behaviors of

members with awareness will be Binary indicator of completing both
pared to I for awell exam and HRA

those without awareness

DHS claims data

Chi square, Modified Polsson regression

Members based on HBI program

Existing survey items on awareness HEI Phone Survey

Modified Poisson regression

awarencss
Research on 14.2: What ographic characteristies v, income, education, emplay of members?
:!:::E:;:ased ou B! pragram Existing demographic survey items  HEBI Phone Survey Modified Poisson regression
Rescarch Question 113 What are the percepions/atlitudes (Sclf eicacy, esponse clicacy, p ity and perceived benefin
2= Ty
Members based on HEl program Ex‘]slirgsurvvyi!emsonpemeplions"m Phone Skrvey Modified Poisson regression
awareness and attitudes
E=—= e pm— e = © v ——

h Question 15,1: What is the level of HBI program knowledg
- e’“",:;’g:“"’d i HBl progra [Bastieg Survey Beans on OB prphous Survey Modilied Polsson regression

Research Question 15.2: Whii socio-demographic characteristics (age, gender, income, edncati

race, and ethuiciy) of

Members based on HBI program

S Existing demographic survey items  HEI Phone Survey

Maodified Poisson regression
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Comparison Strategy Outcome Measure(s) Analytic Approach
:rgmli.npasﬁbn 15.3: What are the perceptions/antitudes (self-efficacy, response efficacy, perceived susceptibility, perceived severity, and perceived benefir)
Members based on HBI program  Existing survey ilems on pen‘:eplkms"131 Phone Sutvey Modified Paissan regression

awareness and attitudes

Research Question 16.1;: Whal is the level of completion of the HRA and well exam?

Memk based on ph of Existing survey items on HRA and . =
HRA and well exam well exam ¢ HBI Phone Survey Madified Poisson regression

Research Question 16.2; What are the socio-demographic characteristics (age, gender, income, edu
hers based on

of B
HRA and well exam Existing demographic survey items  HEBI Phone Survey Modified Poisson regression
Rescarch @ estion 16.3: What are the perceptions/atiitudes (selfefficacy, response efficacy, perceived susceptibility, perceived severity, and perceived benefit)
Members based on ph of Existing survey items on perceplions,

HEA and well e and attitudes HE] Phone Survey Modified Poisson regression
pxt T t "”‘L;- = =
stion 17.1: Where are members learning about the HBI program and program comyy
Existing survey items on where
members learn about HBI

Compare sources of information HEI Phone Survey Descriptive

Existing survey items on perception
of hardship waiver and barriers to 1B Phone Survey

ek

using b p waiver
Research Question 15.2: What are the chall wbers reporting in using the hardship waiver?
Existing survey items on perception
n/a of hardship waiver and barriers to  HBI Phone Survey Descriptive

using hardship waiver

M fe R

Rescarch Question 19.1; What are the barriers to the HRA and wellne: ted by the m
n/a E:dslllm mea:r'g;:g:dms:;m HEI Phone Survey Descriptive
55
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Data Sources Analytic Approach

W Existing survey measures on HHI
program knowledge

Disenrollment Survey Descriptive

Qualitative g ' Descriptive/Th

Research Question 22:2: Will disenrolled members be able to reenroll o healih rae” : ]
na S;:::gnﬁm:;::::: ™ Disenrollment survey Deseriptive/ Thematic analysis

Research Question 22.3: Do the consequences change over Hime?

nfa ;:;:::ll:;:ﬂ;zx:::g o Disenrollment survey Descriptive/Thematic analysis

*in analyses designed totest the rel, hip between of HB req and various health care and di we will use score g1
reduce unot £ between whe do and do not the i we will medel the likelihoed of comp the HBI and will

match individuals who completed both required activities to Individuals whe completed none of the required activities based on their propensity scores using nearest neighber matching.
Indwiduals who completed only one of the two required activities will be excluded. After matching, we will visually inspect the covariates to confirm that our target and control groups are
balanced with respect to observed covariates,

*We will estimate either modified Porson or erdinary least squares regression models (depending on whether our outcomes are binary, count, of continuous). In some cases, there will be
no comparison group, In other cases, we will estimate our modals among our propensity score matched sample as described above and earlier In the table that presents our analytic
approach, All madels wiil adjust for member demographics Including age, gender, / rurality, and group. All models will also adjust for members’ health status using
both a mental health indicator and a substance abuse indicator derlved from diagnosis codes in the daims data, as well as annual counts of the total number of outpatient visits, the total
number of prescription medications, and the total number of chronic conditions with which a member has been diagnosed. We will also adjust for other factors that may be associated with

the likel of a member I the HBI req or the outcomes of interest, including the number of times during the year that a member’s residence changes, an indicator of
the MCO In which the member i< enrolled, the member's total years of enraliment (a4 a running count of cohorts), and 4 cohort fiked effect. Finally, we will adjust for social determinants of
Tealth, health care and ather c factors drawn from the Area Health Flle, Area Dep! Index, the ican C Survey, and data

I Iy the MCOs and provided 1o DHS.
MWe will also conduct sensitivity analyses, For example, in lleu of the specfic community-level factors described in the preceding factors, we will adjust for all observed and unobserved
variation at the county level using fixed effects. This has the ad) ge of better o lling for omitted bles but results in a limited abllity to identity specific Factors. Where feasible, we
will abso explore the use of ind I-level fixed effects for the same reasan, Finally, to assess the extent to which there isa ds lath between ¢ the HBI

fequirements and our outcomes of interest, we will define our key Independent variable in those models as a running count of the number of HB| requirements completed during the period
in which a member was enrolled,
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2) Dental Wellness Plan: Healthy Behaviors,
Premiums, and Dental Benefits

Background

Beginning in May 2014, CM§ approved lowa's request to offer dental benefits to [owa Health and
Wellness Plan (IHAWP) members through the Dental Wellness Plan {DWP), Section 1115
Demonstration Amendment. lowa Wellness Plan. Project #11-W-00289 /5. State of lowa
Department of Human Services. May 1, 2017,

https: //dhs.iowa.gov/sites/default/files/lowa_DWP_Dratt_1115_Final 05.1.17 pdf.

Originally, DWP offered tiered dental benefits to the state’s Medicaid expansion population (ages 19
to 64), allowing members to earn enhanced benefits by returning for regular periodic recall exams
every 6-12 months. Three years later, on May 1, 2017, the State of lowa proposed a waiver
amendment, to be effective July 1, 2017, Prior to July 1, 2017, lowa provided dental benefits to adult
enrollees via two ditferent benefit packages and management strategies, which varied hy eligibility
group, Individuals eligible through the Medicaid expansion were enrolled in the original DWP. All
other Medicaid-enrolled adults received State Plan dental benefits via the traditional, fee-for-
service delivery system, With the amendment, the State proposed to offer a single, unified adult
dental program - DWP 2.0 — for most Medicaid populations. This unified dental program is
intended to ensure continuity of care as members transition between Medicaid eligibility
categories.

Healthy Behavior Requirements

Along with merging adult dental benefits inte a single program, the 1115 waiver amendment also
moditied the DWP benefit structure. The DWP 2.0 structure eliminated the tiered benetfits in
response to concerns that too few members had become eligible for higher benefit tiers. Instead, the
1115 waiver amendment allowed members to be eligible for comprehensive dental benefits during
their first year of enrollment. However, the modified earned benefit structure in DWP 2.0 requires
members to complete State-designated healthy dental be haviors annually to maintain
comprehensive dental benefits after the first year of enrollment. Healthy dental behaviors include
(1) completion of an oral health self-assessment and (2) a preventive dental visit.

Monthly Premiums

Members over 50% of the Federal Poverty Level (FPL) who do not complete required healthy
behaviors during year one of enrollment have a premium obligation heginning in year two. If
members fail to make the monthly $3.00 premium payments, benefits are reduced to basic
coverage benefits only, which mainly includes problem-focused oral exams and tooth extractions.

Annual Benefit Maximum

Consistent with the previous Medicaid State Flan and DWP 1.0, originally there was no annual
benefit maximum (ABM) with DWP 2.0. However, beginning September 1, 2018, a $1,000 ABM was
implemented. This maximum applies to all members except ages 19-20, who are excluded per
EPSDT requirements. Individual members with unique circumstances may apply for an Exception
to Policy to be eligible for a higher henefit amount.
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Certain DWP members are excluded from premium obligations and reduced benefits for
failure to complete the healthy behaviors, This includes the following groups:

1. Pregnant women

2. Individuals whose medical assistance for services furnished in an institution is reduced by

amounts reflecting available income other than required for personal needs

1915(c) home and community-based waiver enrollees

Individuals receiving hospice care

Indians eligible to receive services through Indian health care providers or under contract

health services

Breast and cervical cancer treatment program enrollees

Medically frail (ie, medically exempt) enrollees

Enrollees who attest to a financial hardship

Members with income <50% FPL

0. 19 and 20-year-olds receive EPSDT coverage regardless of healthy behaviors completion or
premium payments,

S o

Eo®NO

DWP Policy Goals

The overall goal of the lowa Wellness Plan is to "provide access to healthcare for low-income
Towans by employing a benefit design that was intended to improve outcomes, increase personal
responsibility, and ultimately lower costs” (Letter to CMS Director Brian Neale from lowa Medicaid
Director Mikki Stier, May 1, 2017). Additionally, the goals of lowa's Section 1115 Waiver
Amendment for the DWP are to "encourage ufilization of preventive dental services and compliance
with treatment plans by requiring members to complete a State designated “healthy behavior”
annually. Enrollees who complete their healthy behavior, including an oral health self-assessment
and preventive dental exam, within their first year of enrollment will maintain full dental henefits,
while those who do not complete the healthy behaviors will he required to make monthly premium
payments to maintain full dental benefits.” Thus, goals can be summarized as follows:

Provide access to dental care

Improve oral health outcomes

Encourage utilization of preventive dental services
Encourage compliance with dental treatment plans
Complete annual healthy dental behaviors
Maintain full dental benefits annually

S e, ) B

DWP Adjustments for the impact of the COVID-19
pandemic

All analyses and comparisons will need to account for effects of the COVID-19 pandemic in lowa.
Specifically, the evaluation will need to consider effects on access to dental care beginning in March
2020. On March 17, 2020, the lowa Dental Association and the [owa Dental Board issued guidance
that recommended adherence to American Dental Association (ADA) guidelines to cease elective
dental care, On March 27, 2020, Governor Reynolds mandated cessation of non-emergency dental
care, Beginning May 8, 2020, lowa permitted dentists to begin providing routine dental care.
However, guidance from the CDC and OSHA at that time recommended against resuming elective
dental treatment.

At least three impacts of the pandemic are immediately apparent for DWP members.
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1. Fora period of no less than seven weeks during SFY 2020, DWP members were unable to
complete the health dental behavior requirement for an annual dental visit,

~» Expected effect on DWI evaluation: Analyses will need to account for reduced time
available to complete an annual dental visit.

2. DWP members - like the rest of the population ~ may have had difficulty obtaining
emergency dental care for a substantial period of time during SFY 2020. In a survey
conducted by the ADA? during the week of April 20, 17% of dental offices nationally were
closed and not seeing any patients.

— [Expected effect on DWF evaluation: Analyses will need to consider impact on
member access to emergency care and use of emergency departments (EDs) for
non-tranmatic dental conditions.

3. Teledentistry expanded rapidly in lowa during the pandemic.

— Expected effect on DWP evaluation: Analyses will need to consider whether
teledentistry resulted in any substitution effects after May 8% and how lowa
Medicaid Enterprise and the PAIPs responded to teledentistry visits.

The evaluation will also explore whether dentist participation in DWP was affected by the
pandemic and the impact of waiving premiums during the pandemic public health emergency.

Potential adjustments to analyses include use of monthly indicators related to specific
proclamations by the state and dental organizations, along with trends in the prevalence of COVID-
19,

Hypotheses and Research Questions

Topic 1: Member perceptions of HDB requirements and associated
disincentives.

Hypothesis 1: Higher levels of awareness and perceived ability to comply with requirements
will be associated with favorable attitudes towards the DWP benefit structure.

Research Question 1A: What level of awareness do members have of the DWP program
(including HDB requirements, monthly premiums, annual benefit maximum, and benefit
structure)?
Subsidiary Hypothesis IA.1: Members who have been enrolled longer will have higher levels of
awareness than new enrollees,

Subsidiary Hypuothesis 1A.2: DWP 2.0 enrollees will have higher levels of awareness than DWE 1.0
enrollees.

Research Question 1B: Do members view HDDB requirements as a favorable alternative to
monthly premiums?
Subsidiary Hypothesis 1B.1: HDEs will be preferred over monthly premiums.

Subsidiary Hypothesis 1B.2: A majority of members will maintain full benefits via completing HDBs
rather than via paying premiums.

60
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Research Question 1C: Do members view expanded dental benefits as preferable over basic
benefits?

Subsidiary Hypothesis 1C.1: Members with full benefits will he more lilely to prefer expanded dental
benefits over basic benefits compared to members with basic benefits.

Research (Juestion 11; What are the barriers to completing HDBs?

Subsidiary Hypothesis 1D.1: DWP members who are exempt from HDBs will have equal access to
dental careto those with the lIDEs.

Subsidiary Hypathesis 10.2: Barriers lo care in DWP 2.0 will be lower than pre-DWF 2.0,

Subsidiary Hypothesis 1D.3: Members with [ull benefits will report [ewer barriers than members wilh
hasic benefits.

Research Question 1E: What are the characteristics of members with awareness of the
program?

Subsidiary Hvpothesis 1E.1: Demographic, socioeconomic, eligibility, length of envollment, and health-
related characteristics will he associated with awareness,

Research Question 1F: How are members learing about the program?

Subsidiary Hypothesis 1F.1: Members will report receiving information about DWP from multiple
SOLFCEs.

Subsidiary lHypothesis 1F.2: Members will report that information from their PAIF helped them
understand their dental benefits

Research Question 1G: What are members’ experiences applying for the financial hardship
waiver?

Subsidiary Hypothesis 16.1: Members will report low levels of awareness of the financial hardship
waiver.

Subsidiary Hypothesis 1(1.2: The percentage of members with hardship waivers will increase over Hme.

Research Question 1H: [How satisfied are members with basic benefit levels?

Subsidiary Hypaothesis 111.1: Members will have high levels of satisfaction with basic dental benefits.

Topic 2: Impact of member attitudes and experiences with the DWFP
benefit structure on completion of HDBs

Hypothesis 2: Completion of HDBs will be positively associated with awareness, ability to
comply with requirements, and attitudes.
Research Question 2A: What propoertion of DWIP members complete HDBs annually?

Subsidiary Hypothesis 2/.1: Members with langer lengths af enroliment are more lilkely to complete
HObs

Subsidiary Hypothesis 24.2: IWP-eligible members are more lilely to complete HDBs than MSP-FMAP-
eligible members,

Subsidiary Hypothesis 24.3: DWP 2.0 members will have higher rates of preventive dental visits
compared to pre-DWEP 2.0

61
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Research Question 2B: Are members with hardship exemptions less likely to complete HDBs?

Subsidiary Hypothesis 2B.1: Members with hardship exemptions will be less lilely to complete HDBs.
Research Question 2C: How does 1IDB completion relate to awareness, ability to comply with
requirements, and attitudes?

Subsidiary Hypothesis 2C.1: Completion of HDEs will be associated with awareness, ability to comply
with requirements, and attitudes.

Topic 3: Impact of DWP benefit structure on members’ care-seeking
behavior

Hypothesis 3: DWFP members who complete HDBs will be more likely to receive needed
preventive care and treatment in a dental office,

Research Question 3A: Are the HDB requirements associated with increased use of preventive
care?
Subsidiary Hypathesis 3A.1: Members who are not exempt from HDBs will be more likely to have a
preventive dental visit than members who are exempt.
Research Question 3B: Are members able to find a dental home?
Subsidiary Hypothesis 31.1: Likelihood of having a regular source of dental care will increase with
length of enrollment.

Subsidiary Hypothesis 3B.2: Newly enrolled members will be able to find a participating dental provider.

Subsidiary Hypothesis 38.3: DWE 2.0 memhbers will be more likely to have a dental home compared to
pre-DWP L.

Research Question 3C: Is completion of 11DBs associated with members’ use of the emergency
department (ED) for non-traumatic dental conditions (NDTCs)?

Subsidiary Hypathesis 30.1: Members who complete the HIMis will have fewer ED visits for NTDCs
annually.

Subsidiary Hypothesis 30.2: Members who complete the HDBs will be more likely to follow-up with a
dentist after an £D visit for a NTDC,

Research (question 310: Did the introduction of an annuoal henefit maximum (AEM) influence the
types of care members receive?

Subsidiary Hypathesis 3D.1: Members post-ABM will be less lileely to receive fixed and removable
prosthodontic procedures {excluding complete dentures).

Research Question 3E: llow does DWP change dental utilization?

Subsidiary Hvpothesis 3E,1: Dental utilization within the DWP population will be as high or higher than
utilization in other states.

Topic 4: Impact of DWP benefit structure on members’ aral health

Hypothesis 4: DWP members’ oral health will improve over time.

Research Question 4A: How do members rate their oral health?
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Subsidiary Hypothesis 44.1; Self-rated oral health will improve over time.
Research Question 4B: Do members with hasic benefits have similar unmet treatment needs
compared to those with full benefits?
Subsidiary Hypathesis 4H.1: Members with hasic bengfits will have similar levels of unmet dental need
compared to individuals with full benefits.
Research Question 4C: Do the two benefit levels exacerbate health disparities?

Subsidiary Hypothesis 4C_1: Members with basic benefits will not have significantly lower self~rated oral
health than individuals with full benefits.

Topic 5: Impact of the COVID-19 pandemic on DWP member service
utilization and provider service provision

Hypothesis 5: DWP member service utilization and provider service provision will change
due to system changes associated with COVID-19 over time.

Research Question 5A: Hlave DWP members' ability to access services changed during the
COVID-19 pandemic?
Subsidiary Hypothesis 54.1: Members will be less likely to have diagnostic ar preventative dental visits
during the COVIE-19 pandemic.

Subsidiary Hypothesis 54.2: Members will be maore likely to have ah unmet need for dental care during
the COVID-1Y pandemic.

Research (Question 5B: Is the COVID-19 pandemic associated with members’ use of the

emergency department (ED) for non-traumatic dental conditions (NDTCs)?
Subsidiary Hypothesis 58.1: Members will be more likely to have £} visits for NTDCs during the COVID-
19 pandermic.

Research Question 5C: Did the COVID-19 pandemic impact provider participation in DWP?
Subsidiary Hypothesis 5C.1: Providers will be less lilely to accept new DWE members during and after
the COVIN-19 pandemic

Subsidiary Hypathesis 5(.2: Dental praviders will be more likely to affer tele-dentistry services during
the COVID-1Y pandemic.

Research Question 5D Have DWP members’ barriers to care changed during the COVID-19
pandemic?
Subsidiary Hypathesis 50.1: Members will be more likely to avoid dental care due to perceived riskof
COVID-14.

Subsidiary lHypothesis 5D.2: Members will be more likely to utilize teledentistry during the COVID-1Y9
pandemic,

Evaluation Periods

For this evaluation of DWY 2.0, the "pre” period includes SFY 2017 and prior years (Figure 1); the
“post” period includes SFY 20118 through the present. Certain hypotheses and measurements will
examine pre-post effects related to the September 2018 implementation of the annual benefit max.
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State fiscal years will be used to delineate most evaluation periods because most policy changes
have been implemented using this timeline.

Figure 1. Dental Wellness Plan policy timeline

QO 2

January 2014 May 2013 July 2017 September 2018

B H i 3
& lizwa Wellnesa Plan « Dental Wellness Plan + DWP 2.0 allers an fnte- - Stale implernents annual
(WP demonetration (DWP} 1.0 demonstration grated dental program for benefit macimum of S1,000
Implemented Implemented all Medicald enrolizes e DAWP 2.4
+ ACA expansion of lows + Appecved by OMS an May o T « EMective Saptamber 1, 2018
Medicaid oocurred 2, 2014 + Approved by CMS an luty

2707

« Effective uly 1, 2017

Data Sources, Analysis Methods, and Measures
Data sources

Member survey: Member survey-based outcomes will use data from cross-sectional member
surveys that are fielded every 1.5 years throughout the evaluation period to track changes in
outcomes aver time,

Surveys are administered to a stratified random sample of DWP members, including stratification
hy benefit level, length of enrollment, and PAHP carrier. Samples are drawn from Medicaid
eligibility data. Members must have been enrolled in DWP for at least the previous six months to be
eligible to receive the survey. Surveys are conducted by mail with an option to complete online.
Reminder postcards are sent 2 weeks after the initial fielding date, and a second survey by mail 4
weeks later. A $2 bill will be included in the first mailing as an incentive, and respondents who
return their survey within the first two weeks will be entered into a drawing for one of ten $100 gitt
cards. The sample frame excludes women eligible due to pregnancy and only allows one person per
household to be selected. Many survey items have remained constant since pre-DWP 2.0, which will
allow us to examine comparisons over time p DWP 2.0 pre- and post- DWP 2.0 implementation.
Based on previous surveys, we anticipate a 20-30% response rate.

Provider survey: Provider survey-based outcomes will use data from cross-sectional surveys of
private practice dentists fielded every 1.5 years throughout the evaluation period. Surveys are

64
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administered to all private practice dentists inlowa (~n=1300) drawn from the Towa Health
Professions tracking system housed in the University of lowa College of Medicine. Surveys are
conducted by mail with an option to complete online, and the reminder schedule is the same as the
member survey. No incentives are used. Based on previous surveys, we anticipate a response rate
of 40-45%.

Consumer in-depth interviews: [n-depth telephone interviews will be conducted with a random
sample of DWP members, targeting equal representation of members with full and with basic
benefits. Key interview topics will include awareness, experiences, and barriers to 11DB completion,
as well as the perceptions of premiums as an alternative to 1IDB completion. Interviews will be
conducted until saturation is reached.

Administrative claims data: This evaluation will use claim, encounter, and enrollment data to
evaluate administrative outcomes. For most administrative measures, the sample includes IWI"and
MSP-EMAP eligibility categories.

Analyses

Descriptive statistics: Simple univariate statistics, including frequencies, percentages, measures of
central tendency, and percentiles will be nsed to describe measures and characteristics of members
in each study population.

Trends over time: Where data are available, we will compare trends in measures over time. This
will allow us to examine changes that occurred after major policy changes (e.g., change from DWP
L0 to DWP 2.0 benefit structure) or other events (e.g, COVID-19 pandemic). Alluvial charts, or
Sankey diagrams, will also be used to visualize changes over time, These diagrams are especially
useful to see how the member population flows into and out of the program and across benefit
levels (e.g., from full to basic benefits). Outcomes from 2018 will provide DWP 2.0 baseline data as
available, while DWP 1.0 data from 2017 will provide pre-DWP 2.0 comparisons. Overall, outcomes
from 2017-2019 are available to examine trends for several measures. Comparative interrupted
time series (CITS) will use a Difference in Ditference (DID) estimation to examine the effect ofa
policy by comparing the pre- and post-program means in the study population using the means in
comparison population as the counterfactuals.

Bivariate analysis: Chi-square tests, t-tests (or non-parametric alternatives), and ANOVA will be
used to identify associations between outcomes and predictor variables (e.g, measures and
demographic characteristics, or measure outcomes across years). Bivariate analyses are frequently
used to test differences between member groups on survey responses, as the number of
respondents in these groups are rarely large enough to allow more complex tests such as
regression analyses.

Multivariable regression: multivariable analysis to identify factors associated with binary
outcomes (e.g,, having a dental visit in the previous 12 months) will be performed using
demographic and other individual-level characteristics as predictors. Based on previous years’
evaluation, we anticipate that zero-inflated regression (e.g., zero-inflated Paisson orzero-inflated
negative hinomial models) will be the most appropriate choice to model data. In the 2018 DWT* 2.0
evaluation, we used difference-in-differences analysis to test the effects of DWP 2.0
implementation. In subsequent years, this methodology (i.e, pre-post comparisons) is no longer
applicable. [lowever, we are still interested in examining predictors of certain outcomes of interest
(e.g., completion of healthy dental behaviors). We will use difference-in-difference analysis (using
modified Poisson regression and O1.S as appropriate based on the outcome) to model the use of the
emergency department (ED) for nontraumatic dental conditions (NTDCs). The control group is
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Evaluation Methods Summary: Member perceptions of HDB requirements and associated
disincentives.

bsidiary Hypath 14.7: M,
Newly enrolled members vs. longer-ternt - Merab of self-
S aumle g i S e seffrlsk DWP Member Survey Descriptive, Bivariate
N snrolled bers vs. lor 1 Membe »s5 of 1 HDB
c::ﬁ::ml] members vs. longer-term mqr:im:'niv::renbss of annual exam DWP Member Survey Descriptive, Bivariate
N, lled bers vs. longer-t Member : f henefit levels
e;[ﬁi{;‘;m MR RGOS, TOCTI T QUDERIRA N O DWP Member Survey Descriptive, Bivariate
o bersvs, 1 b W praml
e ROy B i DWP Member Survey Descriptive, Bivariate
N, lled b . longer-t Member f 1 benefit
e;;:{;:m IR % “r:waneness Bl 25 DWI Member Survey Descriptive, Bivariale
bsidiary Hypothesis 14.2: DWP 2.0 enrollees will have higher levels of awareness than DWP 1.0 enroll
DWE 2.0 members vs. Aok RSP Member awareness ol plan structure DWP Member Survey Descriptive, Bivariate

members pre-DWP 2.0

Research Question 18: Do members view HDH requirements as a favorable alternative to monthly premiums?

Subsidiary Hypothesis 18.1: HDBs will be preferred over monthly premiums,

Full benefits vs. basic benefits

Member preference for how 1o maintain of  DWP Member survey

Deseriptive, Bivariate

full dental benefits - v

Full benefits vs. basic benefits

of DWP Memb
interviews

e for how 1o in-depth

full dental benefits -

Qualitative thematic coding

lowa Wellness Plan
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Comparison Strategy Outcomes measures(s) Data sources Analytic approach
Subsidiary Hypothesis 1B.2: A majority uf members will full benefits via completing HDPBs rather than via paying premiums;
Eligible for full benefits via HDB Member niaintenance of full benefits, HDB  Administrative data Descriptive
completion vs. premium payments vs. s, premiim
ions, by year ul'!.'ltgehillty
Emnhquﬁl'bn 1C: Dot vie ded demal benelits as preferable over basic benelins?. :
Subsidiary Hypothesis 10,1; Members Mu‘.hfuﬂ benefits will be more likely to prefer expanded dental benefits over basic benefits compared tv members with
basic benefits.
Full benefits vs. basic benefits Member preference for how 1o maintain of  DWP Member survey Descriptive, Bivariate
full dental benefits - itative
Full benefits vs. basic benetits Member preference fur how 1o maintain of  DWP Member in-depth Qualitative thematic coding
full dental benefi interviews

L ch (i 1D: What are the barriers pl HD‘B&?

s‘uhsldfary Hypothests 10.1: DWF members who are exempt from HDBs will have equal access ta dental care to those with the HDBs

Exempt vs. non-exempl from HDBs Barriers to HDB completion - quantitative  DWP Member survey Descriptive, Bivariate
MNone Barriers to HDB completion - qualitative  DWP Member in-depth Qualitative thematic coding
interviews
Subsidiary Hypothests 10.2: Barriers to care in DWP 2.0 will ke lower than pre-DWP 2.0,
DWP 2,0 members vs. DWP 1.0 and MSP Barriers to HDB completion DWP Member survey Deseriptive, Rivariate
bers pre-DWP 2.0

Substdiary Hypothests 10.3: Members with full benefits will repart fewer barriers than members with basic benefits. Subsidiary Hypathests 10.1: DWF
members who are exempt from HDEs will have equal or fower barriers to care.

Full benefits vs. basic benefits Barriers to HDB completion DWP Member survey Descriptive, Bivartate
Research Question 15: What are the characters of members with s of the program?.

Subsidiary Hypothesis 1E.1: Demographic, socioeconomic, eligibility, length of enrofiment, and health-related characteristics will be associated with
CAWGrEness.

Independent variahles include Member awareness scale DWP Member survey Bivariate,

demographic and health-related survey Multivariable regression
frems, and program cligibility and analysis

enrllment factors

it}
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ison Strategy Outcomes measure: Data sources tic approach
Rmﬂ: Question 1F: Hnwﬁ;mmhnlmm: the program?
fiary Hypothesis IF.1: Members will report receiving information about DWP from multiple sources.
None Member source of program information DWP Member survey Descriptive
Subsidiary Hypoth 1F.2: Members will report that information from their PANP helped them understand their dental henefits.
Mone Impact of PAHP outreach on member DWP Member survey Descriptive
lmowledge
Rescarch Question 1G: What are members experiences applying for the financial hardship waiver?
hsidiary Hypothesis 10.1: Members will report low levels of awareness of the financial hardship waiver,
None Memt of fi I hardship DWP Member survey Deseriptive
waiver
Subsidiary Hypathesis 16.2: The percentage of members with financial hardship waivers will increase over time.
None Member use of financial hardship waiver  Administrative data Descriplive
Research Question 1H: How satisfied are bers with hasic henefit levels?
bsidiary Hypothesis 1H.1: Members will have high levels of satisfaction with basic dental benefi
Members with basic benefits Member satistaction with basic dental DWP Member survey Deseriptive
benefits
Members with basic benefits vs. full Plan satislaction DWP Member survey Descriptive, Bivariate

Evaluation Methods Summary: Impact of member attitudes and experiences with the DWP

benefit structure on completion of HDBs

Comparison Strategy Outcomes measures(s) Data sources

Analytic approach

Rmu'h Hnummwhlmpomﬂw emnﬂthBB! innmil‘@?

fiary Hypothesis 24.1: Members with longer lengths of enrollment are more likely ta mmpfere HDEs,
Newly enrolled members vs. longer-term  Preventive dental visit (HDE requi ] Ad data Descriptive;
enrollees Chi-square test of
b 2
69

lowa Wellness Plan
Approval Period: January 1, 2020 through December 31, 2026
Amended: November 28, 2025

Page 124 of 202



Dental Wellness Plan

Outcomes measures(s)

Data sources

April 28, 2021

Analytic approach

Comparison Strategy

Newly enralled members vs. longer-term  Compl of sell-risk Ad data Descriptive;

enrollees Chi-square test ol
i i

Full population Preventive dental wiilization Administrative data Deseriptive

Trend over time (FYZ018 omward)

Full population Preventive dental visi (HDE requl ] Ad data Deseriptive

Trend over time [FY2018 onward)

Full population Compl of self-risk Ad data Descriptive

‘Trend over time (FY2018 onward]

Members enrolled in DWP for>12 hs, Retention of full henefits as a result of Administrative data Alluvial chart

eategarized by length of Il [eg.2 pleting HDBs

years, 3 vears, eic); exclude members with
wativers and excluded from HDB
reguirements

Trend over time (FY2019 onward)

Subsidiary Hypothesis 2A.2: IWP-eligible members are more likely to complote HDBs than MSP-FMAP-cligible members
IWP and MSP-FMAP Preventive dental visit (HDB 1 Ad data Descriptive; Chi-square test of
i .

WP and MSP-FMAP Completion of self-risk i Ad data Descriptive; Chi-square test ol
i ity

Subsidiary Hypothesis 24.3: DWP 2.0 members will have higher rates of preventive dental visits compared to pre-PWEP2.0

DWP 2.0 members vs. DWP L0 and MSP  Preventive dental visit (HDE reg) ] Ad data Descriptive; Chi-square tesi of

members pre-DWP 2.0 (FY2017) homogeneity

Trend over time (FY2017 onward)

Research Question 2B; Are members with hardship exemptions less likely w conplete HDBs?

Subsidiary Hypothesis 28.1: Members with hardship exemptions will be less likely to complete HOBs,

Administrative data

with hardship ptionvs.  Completion of both HDBs

Descriptive; Chi-square test of
h i

¥
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Comparison Strategy Outcomes measures(s) Data sources Analytic approach
Research Question 2C: How does HDB completion relate 1o ness, ability to comply with requirements, and attitudes?
h ry Hypothests 2C.1: Completion of HOBs will be associated with awareness, ahility to comply with requirements, and dl
Independent variables include Predictors of HDB completion Administrative data (HDBs); Bivariate; Multivariable
demographic and health-related survey DWE Member survey logistic regression analysis

items, and plan awareness, ability 1o
complete requirements, and program
Inek

Evaluation Methods Summary: Impact of DWP benefit structure on members’ care-seeking
behavior

Comparison Strategy Outcomes measures(s) Data sources Analytic approach

o —-rf:ww.-‘- e : it
Research Questian 3A: Are the HDB requi octated with increased use of routine dental care, ncluding preventive care?
bsidiary Hypoth 3A.1: Members who are not exempt from HDBs will be more likely to have a preventive dental visit than members who are
exemm.
Members who are exerapt from HDBs vs. Preventive dental visit (HDE requl ) Administative data Multivariable logistic
members who are not (including by menther exemption regression
categorically eligible and hardship
waivers)
Members who are exempt from HDBs vs.  Any dental visit by b pli Adrmtni ive data Multivariable logistic
members who are not (including regression
categorically eligible and hardship
walvers)
Research Question 30: Are members able to find a deutal home?
Subsidiary Hypathesis 3. 1: Likelihood of having a regular source of dental care will increase with length of enrollment.
Newly enrolled members vs. longer-term  Regular dentist: Percent of members who  DWP Member survey Descriptive, Bivariate
enrollees report that they currently have a regular
dentist
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Data sources

Comparison Strategy

Outcomes measures(s)

Analyticapproach

Nong Care ¢ Among hers with 2or Ad data Deseriptive
maore vears of enrollment, percent of
rembers with a preventive dental visit
(HDE reguirement) in esach vear
Mo Usual source of care: Percent of members  Administative data Deseriptive
from previous measure who saw the same
provider for hoth visits
Subsidiary Hypathesis 38.2: Newly enrofled hers will be able to fird o participating dental provider.
Wewly enrolled members Abiliny 1o find a dentist DWP Member survey Deseriptive
Mone Dentist participation in WP DWP Provider survey Descriptive
None Dentist attitudes loward DWP DWP Provider survey Descriptive; Bivarkte; Trends
over lime
Nooe Diental visit in first yearof enrollment DWP Administrative data Deseriptive; Trends over Haie

Subsidiary Hypothesis 38.3; DWF 2.0 members will be more Jikely ta have a dental home compared to pre-DWP 1.0,

DWE 2.0 members vs. DWP 1.0 and MSP Regular dentist: Percent of members who  DWE Member sarvey

members pre-DWE 2,0 report that they currently have a iegular

dentist

Descriptive, Bivariate, Trends
over lime

DWE 20 members vs. DWP 10 and MSP Timeliness of emergency dental care:

members pre-DWP 2.0 Percent of merbers who needed 10 sec a
dentlst right away because of a dental
emergency and were able to see a dentist as
soom as they wanted

DWP Member survey

Descriptive, Rivariate, Trends
over tme

DWP 2.0 members vs. DWP 1.0 and MSP Timeliness of specialty dental care: Percenmt DWP Member survey

members pre- DWP 2,0 of members who report that they received

specialty dental care as soon as wanled

Descriptive, Bivariate, Trends
over fime

DWP 2.0 members vs. DWP L0 and MSP  Timeliness of routine dental care: Percemt  DWP Member survey

members pre-DWP 2.0 af members who report that they received

routine dental care as soon as wanted

Descriptive, Hivariate, Trends
over lime
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Comparison Strategy Outcomes measures(s) Data sources Analytic approach
liesearch Question 3C: Is completion of HDBs associated with members’ use of the emergency department (ED) for non-traumatic dental conditions
[NDTCs)? . ) ’

Subsidiary Hypothesis 30.1: Members who complete the HDBs will have fewer ED visits far NTICs anntally,
Two comparison groups: ED utilization for NTDCs Administrative data Comparative interrupted lime
LW members who complete the HDBs series
2DWP bers wha do not Il Pre:SFY2014-2017
HDEs Post:SFY2018-2021
Subsidicry Hypothesis 30.2: Members who complete the HDBs will be more likely to follow-up with a dentist after an ED visit for a NTDC.
Twao comparison groups: Follow-up after ED visit: Percent of Admini ive data Comy interrupted time
L:DWP members who complete the HDBs  members who were seen in the ED for non- Series
2 DWP bers who do not pl dental related reasons within the Pre:SFY2014-2017
1DRs reporting year and visited a dentist for Post:SFY2018-2021
treatment services within 60 days following
the ED visit
Research Question 3D: Did the inirod of an annual beneflt medmum (ABM) infloence the lypes of cave membe ¢
subsidiary Hypathesis 30,1: Members post-ABM will be less likely to receive fived and 1 hle prosthadontic procedures (excluding complete dentures).
Two comparison groups: Utilization of specialty dental services Adminisirative data Comparative interrupted time
LIWE mermbers who are subjeet 1o ABM serles
Z:DWTP members exempl from ABM Pre:SFY2014-2017
Post: SFY20 18-2021
DWP members pre- and post- ABM Unmet need for cane DWP Member survey Descriptive, Bivariate
! alion
DWP members pre- and post- ABM hut-of-pocket costs DwWp Me’mbe?urvcy Descriptive, Bivariate
implementation
Research Question 3E; How does DWP change dental utilization?
Subsidiary Hypothests 3E.1: Dental utilization within the BWP population will be as high or kigher than utilization in other states.
C hle expansion and pansion Dental utilization: Percent of the adul National survey data (e.g, Comparison of rates

states statewide population who had a dental visit BRFSS)
within the last year
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Evaluation Methods Summary: Impact of DWP benefit structure on members’ oral health

Comparison Strategy Qutcomes measures(s) Data sources Analytic approach

fiary Hypothesis 44.1: Self-rated oral health will imprave aver time.

DWP 2.0 members vs. DWP 1.0 and MSP  Self-rated oral health DWEF Member survey Descriptive

members pre-DWP 2.0 Bivariate

Research Question 413: Do members with basic benefits have similar unmet treatment heeds compared to those with full benefits? -

bsidiary Hypothesis 48.1; Members with basic benefits will have similar levels of unmet dental need compared to individuals with full benefits.

Full benefits vs. basic benefits Unmet treatment needs DWP Member survey Multivariahle logistic
regression (adjusted for length
of enrollment and other
B ial canfounders)

Subsidiary Hypothesis 4. 1: Members with basic benefits will nat have significantly lower self-rated oral heaith than individuals with full benefits.

Full benefits vs. basic benefits Self-rated oral bealth DWP Member survey Multivariable analysis - adjust
for length of enroliment and

Examine diflerences based on HDB- other potential confounders

exemplion

IWP and MSP-FMAP
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Evaluation Methods Summary: Impact of the COVID-19 pandemic on DWP members’ and
providers’ service utilization and provision

Oulcomes measures(s) Data sources Analytic approach

hsidiary Hypothesis 5A.1: Members will be less likely to have diagnostic or preventive dental visits during the COVID-19 pand

Newly enrolled members (<11 months] vs. Preventive dental visit (HDE reg 1 Ad data Descriptive; McNemar test;
members with at Teast 1 year of eligibility Trend over time

Newly enrolled members (<11 months) vs. Any dental visit Administrative data Descriptive; Trend over time
members with at least 1 year of eligibility

Subsidiary Hypothesis 54.2: Members will be mare likely to have an unmet need for dental care during the COVID-19 pand,

Members pre- and post-COVID Unmoet treatment needs DWP Member survey Descriptive, Bivariate,

Trends over time

esea j'ﬂnﬁfbﬁ&?‘ﬁ@wﬂ pandemic associated with members” use of the emergency departnient (ED) for non-traumatic dental conditions
& :

[NDTCs
Subsidiary Hypothesis 5B, 1: Members will be more likely to have ED visits for NTDCs during the COVID-14 pand
TWP and MSP-FMAP pre and post COVID-  ED wtilization for NTDCs Administrative data Descriptive; Trend over time
19; IWP and MSP-FMAP time series
during COVID-19
TWP and MSP-FMAP pre and post COVID-  Emergency dental appointments DWP Member survey Descriptive, Bivariate,
19; IWP and MSP-FMAP time series Trends over time

ongoing during COVID-19
Research Question 5¢: Did the COVID-19 pandemic impact provider participation in DWF?
bsidiary Hypothesis 56.1; Providers will be less likely to accept new DWP bers during and after the COVID-19 pand

Pre- and post-COVID New patlent acceplance DWP Provider survey Deseriptive, Bivariate,
Trends over time

Subsidiary Hypothesis 50.2; Dental providers will be more likely to offer teledentistry services during the COVID-19 pandemic.

None Use of teledentistry DWP Provider survey Descriptive, Bivariate,
Trends over time
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Comparison Strategy QOutcomes measures(s) Data sources Analytic approach
Research Question 5D: Have DWP bers' barriers 1o care changed during the COVID-19 pandemic?
hsidiary Hypothesis 51.1: bers will be more lileely to avoid demtal care due to percelved risk of COVID-19,
Nome Percent of members who have avoideda  DWP Member Survey Descriptive, Bivariaie,

dental visit due to the COVID pandemic
bsfdiary Hypothesis 50.2: Members will be more lilely to utilize teledentistry during the COVID-12 pandemic.

None Teledentistry utilization Adminisirative data Descriptive; McNemar tes;
Trend over time (PMPM)

Trends over time
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Logic Maodel: Dental Wellness Plan

Policy PAHP Dental utilization ~ Short-term Intermediate Long-term
; Activity H{Wﬂrled&elaﬂlrndss] (Behavior/normative (Desired results of DWP)
change)

Contextual Factors: (1) Members can apply for premium exemptions due to material hardship. (2) Several p

luded from monthly
premium requirements. (3) Dental benefits have an annual maximum oﬂl,ﬂ‘ll) Q]Musmmw“mwnedlmﬂerm 1.0, L4] Length of
nwo]!mmhb‘w?’z.ﬂ (E]Dmnstpamwuonmbwmnmd ! (6) M pl -.oihnrMPHaaltlumavm-
(e, wellness visit or health risk assessment). (7) COVID-19 pand m»mwmambunymdmmw
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3) Retroactive Eligibility

Background

The state of lowa requested a waiver of retroactive eligibility to remove the federally mandated 3-
month retroactive eligibility period for Medicaid members. Groups affected by the original waiver
included newly enrolling children 1-18 years of age in Medicaid and adult parents/caretaker
relatives of children in Medicaid, those newly enrolling in lowa Wellness Plan, newly enrolling in
Medicaid due to a disability determination or newly enrolling through a separate waiver program
such as Home and Community-Based Services (IICBS). The amendment requesting the waiver was
filed with CMS on August 2, 2017 and approved to begin November 1, 2017, This waiver was
amended as of July 1, 2018 for nursing home residents who had been in the nursing facility for any
three months prior to Medicaid application granting them access to 3 months of retroactive
eligibility. It was again amended as of January 1, 2020 as part of the 1115 renewal to exempt
children 1-19 years of age granting them access to 3 months of retroactive eligibility.

The state provided the following rationale for this action in the original amendment:

“The State’s rationale for this amendment request is founded on the fact that the
commercial market does not allow for retroactive health coverage, and it CMS grants this
reguest to waive Section 1902(a)[34), sufficient protections will still remain in place for
individuals to receive necessary care.

As mentioned above, the State seeks to more closely align Medicaid policy with that of the
commercial market, which does not allow for an individual to apply for retroactive health
insurance coverage, Eliminating Medicaid retroactivity encourages individuals to obtain
and maintain health insurance coverage, even when healthy. With the availahility of
Medicaid expansion and premium tax credits, affordable coverage options have heen
available in lowa for those complying with the individual mandate, thus eliminating the
need for retroactive coverage. Further, by more closely aligning lowa Medicaid policy with
policy in the commercial insurance market, members will be better prepared if they are
eventually able to transition to commercial health insurance.”

Goals

In the most recent amendment, November 2019, the state provided a table of goals and questions
as shown below.
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Table 12. State waiver goals — Waiver of Retroactive Eligibility

Waiver Policy: Waiver of Retroactive Eligibility

Goal: Encourages individuals to obtain and maintain health insurance coverage, even when healthy.

Eliminating retroactive eligibility will increase Do eligible people subject to retroactive eligibility waivers enroll in Medicaid
the likelihood of ] and enroll at the same rates as other eligible people who have access to retroactive
continuity, eligibility?

What is the llkelthood of enrollment continuity for those subject to a
retroactive eligibility waiver compared to other Medicaid beneficiaries who
have access to retroactive eligibility?

Do beneficiaries subject to retroactive eligibility waivers who disenroll from
Medicald have shorter enrollment gaps than other beneficlaries who have
dccess to retroactive eligibility?

The State also proposed the following hypotheses and research questions.

Table 13. Table ol state-specified hypotheses and research guestions - Walver of Retroactive Eligibjlit

Hypothesis Research Question(s)
Eliminating retroactive eligibility will increase enrollment of Do newly enrolled beneficiaries subject to the waiver of
eligible people when they are healthy relative to those eligible retroactive eligibllity have higher self-assessed health status
| people who have the option of retroactive eligibility. than other newly enrolled beneficiaries who have access to
retroactive eligibility?

| Through greater continuity of coverage, health outcomes willbe Do beneficiaries subject to the retroactive eligibility waiver

better for those subject to retroactive eligibility waivers have hetter health outcomes than other beneficiaries who
compared to other Medicaid beneficiaries who have access to have access to retroactive eligibility?
retroactive eligibility.
Elimination or reduction of retroactive coverage eligibility will Does the retroactive cligibility waiver lead to changes In the
not have adverse financial impacts on consumers. incidence of beneficiary medical debt?
79
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The logic model below is drawn from the State’s amendment and CMS's approval letter to the state granting the 1115 renewal dated
November 15,2019, Additionally, in the original amendment the waiver of retroactive eligibility is proposed to reduce annual costs in
excess of $36M with the federal share topping $26M due to a reduction in total member months,

Waiver of Retroactive
Eligibility

lowa Wellness Plan

Approval Period: January 1, 2020 through December 31, 2026

“Provider

Logic Model: Waiver of Retroactive Eligibility

communication

Member
communication

Amended: November 28, 2025

Increase likelihood of
enrollment

Increase enrollment
continuity

There will be no

adverse financial
impact on consumers

Increase In provider-
Initiated applications

#o

Increase enrollment of

healthy beneficiaries
Lower PMPM costs

Increase use of
preventive care

No change in rates of
uncompensated care
No change in member
medical/dental debt

Reduction total
member months

Improved sei-ratings
of physical/mental
health

Reduced avoidable
inpatient admissions

Program wide cost
reductions
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Hypotheses and research questions

Hypothesis 1: Eliminating retroactive eligibility will increase the likelihood of enrollment
and enrollment continuity.

Primary Research Question 1.1: Are people subject to the waiver of retroactive eligibility more
likely to enroll in Medicaid relative to members in the same programs prior to the waiver?
Subsidiary Research Question 1.1a: Are people subject to the waiver of retroactive eligibility more likely

to enroll while still healthy relative to members in the same programs prior to the waiver?

Subsidiary Research {Juestion 1.1b: Are people subject to the waiver of retroactive eligibility mare lifely
to enroll earlier?

Primary Research Question 1.2: Do people subject to the waiver of retroactive eligibility have
increased enrollment continuity relative to members in the same programs prior to the
waiver?
Suhsidiary Researvh Question 1.2a: Do people subject to the waiver of retroactive eligibility understand
that they will not be covered during enrollment gaps?

Subsidiary Research Question 1.2b: What are the barriers to imely renewal for those subject to the
wiiver of retroactive eligibility?

Subsidiary Research (Juestion I.2c: Among members subject to the recroactive eligibility waiver, is
timely renewal mare likely by those who might he expected to value coverage highly, relative o those
whao might value coverage less?

Subsidiary Nesearch (Juestion 1.2d: Are people subject ta the waiver af retroactive eligibility more likely
ta remain continuously enrolled relative to members in the same programs prior to the waiver?

Subsidiary Research Question 1.2¢; Are people subject to the waiver of retroactive eligibility more likely
to re-enroll relative to members in the same programs prior to the waiver?

Hypothesis 2: Eliminating retroactive eligibility will not increase negative financial impacts
on members.

Primary Research (uestion 2.1: Are there any negative financial impacts on consumers
hecause of the waiver of retroactive eligibility relative to members in the same programs prior
to the waiver?

Subsidiary Research Question 2. 1a: Do beneficiaries subfect ta the waiver of retroactive eligibility
experience greater 'medical debt' relative to members in the same programs prior to the waiver?

Subsidiary Research Question 2.1b:Do hospitals experience higher rates of uncompensated care after
the enactment of the waiver of retroactive eligibility?

Hypothesis 3: Eliminating retroactive eligibility will improve member health.

Primary Research Question 3.1: Do penple who are subject to waiver of retroactive eligibility
have better health outcomes?

Hypothesis 4: Eliminating retroactive eligibility will reduce the annual Medicaid services
budget,

Primary Research Question 4. 1: What are the effects on the Medicaid services budget?
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Evaluation Methods Summary: Waiver of Retroactive Eligibility

Comparison Strategy Outcomes measures(s) Data sources Analytic approach

J’rlmnry Re.'hean:h Questhn 1.1: Are people sﬂb}edi 1o the mlmurmlmmm allglhl!nymuwllh*ly lu'uumllln Medhsﬂﬂ whma 10 members in the same.
__programs prior (o the waiver?
Subsidiary Research Question 1, 1a; Are people subiject to the waiver of retroactive eligihility more likely to enrall while stlf healthy relative to members in the Sane

programs prior to the waiver?
Study group: Medicaid members subject 1o

waiver — WP, FMAP, 551 In general, how woald you mte your overall Gib

Comparison group: Medicaid members not health now? Enrollment survey May 2021-Anil 2022

subject 1o the waiver — Parents of children as Excellent; Very good; Good; Fair; Poor y P

proxy

Study group: Adults in WP, FMAP, 551 CY Hospitalizations per 1,000 ber per month

2018-2021 and children in Medicaid CY 2018 EDvisits per 1,000 member per month s

2019 Ambulatory care visiis per 1000 memberper vy g iy o Pro-RE waiver CY 2014:2017

Comparison group: Adults in WP, FMAP, 551 month

CY 2014-2017 and children in Medicaid CY Average number of prescriptions per member
2014- 2017 and 2020-2021 per month

Study group: Adults in WP, FMAP, 551 CY

2018-2021 and children (n Medicaid CY 2018

2019 Per member per month Medicald

Comparison group: Adults (n IWP, EMAP, 551 reimbursement (o fivst 3 months of enrollment
CY 2014-2017 and chikdren in Medicaid CY

20142017 and 2020-2021

Subsidiary Research Question 1.1h: Are people subject to the waiver of retrvactive eligibility more likely to enroll warlier?
Study gronp: Medicaid members subject 1o Benefictry estimate of gap belween

Post-RE waiver CY 2018- 2021

CITS
Medicald claims Pre-RE waiver CY 2014-2017
Post-RE waiver CY 2018-2021

waiver - IWP, FMAP, 551 considering enrollment and completing
application process Bricalfieat sirvey Mear}s tf:st .
Comparison group: Medicaid members not (Under development) How long ago did you May 2021-April 2022
subject 1o the walver— Parents of children as start thinking about applying for
prisy Medicabd/ state help/ete.
13
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Data sources

Comparison Strategy

Analytic approach

Outcomes measures{s)

Primsiry Research Question 1.2: Do people subject o Lhe waiver of retoosctive eligibility have increased enrollment contingity relative o members in the sqime
_progrims prior o the walver?

Subsidiu

Study groupr Medicaid members subject 10
wativer — IWP, FMAP, 551

Comparison group: Medicaid members not
subject to the waiver - Parents of children as
proxy

Research Question 1.2a: Do peaple subfect to the waiver of retroactive eligibillty understand thae they will noe be covered diring enrollment gups?

Understanding of coverage

[Under development) When you applied for
Medicaid did you believe that the program
would pay for some of the care you received
belore being enrolled? Il yes, how far back did
you expect that coverage o go?

Means tests and descriptive
analyses
May 2021-April 20222

Enrollment survey
Member survey

Subsidiary Hesearch Question §.2b: What are the barriers to timely remewal for those subject to the waiver of retroactive eligibility?

Study group: Medicaid members subject 1o
waiver - WP, FMAP, 551

Comparison group: Medicaid members not
subject to the waiver - Parents of children as
proxy

Barriers 1o enrollment
(Under developrment) Did you bave any
problems trying to enroll for Medicald/IWP,
ete.? [fyes, what were they?
Couldn't understand the forms, process too

| 1, hiad no portation to
appaintment, did non know where 1o go 1o get
help, did not have all the documents | needed,
had no one 1o help me fill our the forms

Enrollment survey
Member survey

Deseriptive analy ses
May 2021-April 2022

Subsidiary Research Question 1.2e: Amanyg members subject to the retroactive eligibilicy waiver, is timely renewal more ikely by those who might be expected to

vallie coverage highly, relative to thase wha might value coverage less?

Study group: Adulls in TWP, FMAP, SS1CY
2018-2021

Comparison group: Adults in IWP, FMAP, 551
CY 2014-2017

CITS

Pre-RE waiver CY 2014-2017
Past-RE waiver CY 2018-2021
We will also analyze without
risk stratification lo allow
shorl-enrollment members
into the anakytic

Nomber of enrollment gaps over 2 months
within the calendar year

Average length of enrollment gapin the
calendiir vear Medicaid enroliment Ales
Risk siratified by prescription use and presence

of chronle conditions as measured by CCS

Study groupe Medicaid members subject 1o
wativer — TWP, FMAP, 551

Comparison group: Medicaid members not
subject 1o the waiver — Parents ol children as
proxy

Value of renewal

(Under development) How important is it for
you to keep your health coverage?

Very important, important, neither important
nor nod important, not important, not
important at all

Member survey Descriptive analyses
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Comparison Strategy Ouicomes measures{s) Data sources Analytic approach

2 F Length of enmollment period
Studly % LF , SS1C = :
::-, lﬂ:g;;pc ARBUS IV EIMAT. SOV Total months of enrollment from first CITs

3 . enrollment in period to end of | or Medivaid enrolh files re-RE waiver CY 2014-2017
E?I."Z'E?:'ﬁ;’&'l%m" pAdults in IWP, FMAR, ST T o) period, whichever comes first, adjusted Post-RE waiver CY 2015 2021
for months remaining in period al enollment.

Subsicliury Research Question 1.2d: Are people subject to the waiver of retroaetive eligibilicy more Wkely to remain continuously enrolied relative to members in the
Same programs prior b the walver?

Study group: Adulls in TWPE, FMAP, 551 CY
2018-2021 and children in Medicaid CY 2018-

Longer perods of continuous enmllment

CITs
2019 Sk o
. . : 5 Average months of continuous enrollment, Medicaid enrollment files  Pre-RE waiver CY 2014-2017
Cowpariso group: Adults (o WP, FMAP, 51 1j d for months r 2 In period at FPost-RE waiver CY 20 18- 2022

CY 2014-2017 and ebildren in Medicaid CY
2014-2017 and 2020-2021

Stuely group: Adulls in TWPE, FMAP, S51CY
2018-2021 and children in Medieaid CY 2018-
2019

Comparison group: Aduolts (n WP, FMAP, §S1
CY 2014-2017 and children in Medicaid CY
2014-2017 and 2020-2021

Subsidiary Research Question 1.2e: Are peaple subject 1o the waiver of retroactive eligibility more ikely to re-enroll following a vl Ay oradministrative
disenrollment relative to members in the same programs prior b the walver?

Study group Adults in WP, FMAP, S51CY

20182021 and children in Medicaid CY 2018-

enrollment

Survival analysls
CY 2014-2022

Time 10 first enrollment gap Medicaid enrollmenl files  Time dependent covariates
ineluding RE waiver
implementation

2019 Tength ofenmollment gap CITs
o . an: Adults in IWE, EMAP, §51 Number af months between disenrollment Medicaid enrollment files  Pre-RE waiver CY 2014-2017
ap il ke, el f i (forced or voluntary) and re-eorollment Post-RE waiver CY 2018-2022

CY 2014-2017 and children In Medicaid €Y
2004-2017 and 2020-2021

Study group: Adults in IWP, FMAP, 551 CY
2018-2021 and children in Medicaid CY 2018-
2019

Comparison group: Adults in WP, FMAP, 551
CY 2014-2017 and children in Medicaid CY
2014-2017 and 2020-2021

Iates of re-enrollment
Proportion of members disenrolled (forcedor  Medicaid enroliment files
voluntary] who re-enroll within 1 vear

Descriptive analyses
CY 2014-2002
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Comparison Strategy Outcomes measures(s) Data sources Analytic approach

Pﬂmmyhemh Quusthu%.:l a\mlhnmm cgalive onc E ﬂflhqw[vcrn[mnm!weuglbﬂilyrdnthemmbwsm
gl prior 1o the walver?

.&ubs‘fdrmy Research Question 2. 1a: Do beneffclaries subject to the waiver of retroactive eligibility experience greater ‘medical debt’ relative to members in the same

programs prior to the waiver?

Study groupe: Medicaid members subject 1o x""lh” member reparts medical or dental

3 ok bt
waiver - IWP, FMAP, 551 [oder Aciatcnrasel)

Do yvou currently owe money lor health coare Enrallment survey
you [your children] have gotten in the pasi?
Il yes, is this for medical care?

pin
Comparison group: Medicaid members not May 2021-April 2022

subject to the waiver - Parents of children as

oy I5 this for dental care?
Study group: Medicaid members subject to Amount of medical /dental debl reported al
waiver - WP, FMAP, SS1 o
(Uncler development) How m}:ch do you owe % pip
Comparison group: Medicaid members nol ::)r"r::glcal care you [your children) have Enrollment survey May 2021-Apitl 2022

subject to the walver - Parents of children as How much do you owe for dental care you

proxy [your children) have gotten?

Subsidiary Research Question 2. 1b:Do hospitals experience higher rates of uncompensated care after the enactment of the walver of retroactive eligibility?
ITS

lowa Hospitals before and afier the waiver fteported rate of uncompensated care HCRIS Pre-RE waiver CY 2014-2017
Posi-RE waiver CY 20182021
crrs

‘I"I:i'vp:.asls 16 canparisya states ylthouy. Reporied rates of uncompensated care HECRIS Pre-RE waiver CY 2014-2017

Pasi-RE waiver CY 2018 2021

ol VAT Ly w prave meinber nedit S S —
* Primary R I Duestion 3.1; Do people who are su‘h[e:l {0 waiver o’ ellxlhllry hawe beiter health outeomes?
Study group: Surveyed adults in IWP, FMAP,
SN0 Self-ratings of physical and mental health Member survey DeSeriptive analyses

Comparison group: Surveyed adults in IWP,

Survey 2017, 2018 and 2021
FMAP, 551 CY 2017 and 2018
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Comparison Strategy Outcomes measures(s) Data sources

Study group: Adults in WP, FMAFP, S51 CY
2018-2021

Comparison group: Adults in IWP, FMAP, 551 Izpaneny Hedield clatros lles

CY2014-2017

Analytic approach

Deseriptive analyses
Pre-RE waiver CY 2014-2017
Post-RE waiver CY 2018-2021

ual |

=== -z & |

Primary R I € A.1: What are the effects on ihe Medicaid services budget?

Study group: lowa Medleald CY 2013-2017

Total annual Medicaid health care services
Comparison group: lowa Medicaid CY 2018 expenditures
2022

Medicaid claims

TS
Pre-RE waiver CY 2013-2017
Post-RE waiver CY 2018-2022

Study groupy lowa Medieald CY 2013-2017

Comparison group: lowa Medicaid CY 2018- Toral number of months Medicatd eligibiliny Enrollment files

Deseriptive analyses
Pre-RE waiver CY 2013-2017
Post-RE walver CY 2018-2022

1: Haye health care prov

ey |

. o Provider reports of Medicaid application Key stakeholder Deseriptive analyses
Providersat the individual, MCO, ACO level Initiation process and follow-up Interviews July 2021-June 2022
a7
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Data Sources, Analysis Methods, and Measures

Evaluating the waiver of retroactive eligibility requires a variety of analytics and data collection
strategies. This evaluation will be composed of 2 phases. Phase 1 is oriented to process measures
and Phase 2 is oriented to outcome measures.

Phase 1: Process

Phase 1 focuses on understanding the implementation of the waiver from the perspectives of IME,
health care provider entities, and members. Understanding and documenting implementation
provides the background for developing survey questions and the context for interpreting outcome
results. We will use qualitative methods to conduct this portion of the evaluation, including
document analysis and in-depth interviews. The document analysis will be ongoing, as the program
is implemented, while interviews will be during the first year of the evaluation period.

Policy Definition

Through a series of telephone interviews with IME staft, we will translate the past and current
policies into a visual representation identifying the application and enrollment process. With
special investigation of application process changes, we will utilize enrollment files to understand
the groups that are affected by this policy change.

Policy Communication

The state’s primary mechanism for communicating the policy change to provider entities and
members was through brochures, informational letters and website posting. We will collect
historical communication documents (2014-2017) related to retroactive eligibility to determine
what provider entities and members were told regarding the 3-month retroactive eligibility period
prior to the waiver. We will try to understand how members were informed regarding the
availahility of retroactive eligihility prior to waiver implementation and how the elimination of
refroactive eligibility was communicated. We will also collect communications related to the
current and ongoing eligibility determination and maintenance including letters, brochures and
web postings related to the waiver of retroactive eligibility. Historical documents will need to be
accessed through IME personnel charged with eligibility determination and maintenance.

Policy Understanding

The outcome measures rely, at least partially, on stakeholders, including enrollees, understanding
the policy change. As part of Phase 1, we will interview members and provider entities to determine
whether they are aware of the policy change, how they identified the change and its relationship to
their activities. The information gathered in these interviews will also inform the development of
survey questions specific to this waiver. In order for the survey questions to have face validity, we
will need to better understand the language provider entities and members use to describe the
waiver. For example, though ‘retroactive eligibility’ is a familiar term to those in government, it is
unclear that members can identify this or understand how it worked.

Phase 1 provides the contextual information to guide measure development, understand the policy
implementation and determine contextual characteristics that may influence the results of
hypothesis testing.

Phase 2: Quicomes

Phase 2 focuses on the testing of hypotheses relative to specific and measurable outcomes.

a8
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Populations

Study populations

November 1, 2017 through December 31, 2019
Children and adults who were subject to the waiver of retroactive eligibility including all
adults in IWP, FMAP and $S1 and children in the Children’s Medicaid Assistance Program
(CMAP). Although members receiving LTSS were subject to the waiver during this time,
their eligibility pattern varies significantly from any other group within Medicaid
precluding their use in these analyses.

January 1, 2020 through December 31, 2024
Adults subject to the waiver of retroactive eligibility including all adults in IWF, FMAFP and
S$S1 Children were no longer subject to the waiver during this time frame.

Comparison populations

January 2011 through October 31, 2017
Pre-waiver population of adults and children in groups that are later subject to retroactive
eligibility including all adults in IWP, FMAP and SSTand children in the CMAP.

Jznuary I, 2020 through December 31, 2024
Children in the CMAP no longer subject to the waiver of retroactive eligibility at this time,

Figure 2 provides a visualization of the number of adults and children subject to the waiver of
retroactive eligibility within three key time periods: prior to the waiver, during the first 2 years of
the waiver and following adjustments to the waiver on January 1, 2020, Each figure represents
15,000 members.

Provider sntities

Provider entities such as medical offices, public health offices, hospitals and long-term care facilities
help patients/clients who may be eligible for Medicaid apply for benefits by initiating and, in some
cases, following-up to make certain the application was filed in an effort to improve their ability to
get paid for services. These activities may be performed by front office staff, billing and claim staft,
discharge planners, care coordinators, outreach workers, peer counselors and a host of ather staff,
Additionally, service providers such as physicians, pharmacists, therapists, ARNPs, and PAs may act
to trigger application assistance or may direct patients/clients to apply directly when application
assistance is not available at their entity. Information from these sources is critical to understand
entity/facility changes that may have occurred due to the waiver of retroactive eligibility. We will
utilize process measures to understand and assess the effects of the waiver of retroactive eligibility
on health care providers.

89

lowa Wellness Plan Page 144 of 202
Approval Period: January 1, 2020 through December 31, 2026

Amended: November 28, 2025



Waiver of Retroactive Eligibility April 28, 2021

Figure 2. Visualization of study groups
mo T

2017-2019 |
sovi200 g e A
¢ Children with RE Children without RE ¢ Adults with RE Adults without RI
Empirical strategy

The empirical strategy we adopt is to approach causal inference. For this purpose, we will conduct
two steps in our empirical strategy: 1) pre-process our data by matching target study populations
with comparison population groups (e.g., finding matched individuals for members subject to the
refroactive eligibility waiver) and Z) employ econometric modeling techniques, namely, difference-
in-difference (DID), comparative interrupted time series (CI'1'S) with control variables on the
matched data. Pre-processing data before regression adjustment provides multiple benefits,
including reductions in model dependence, estimation error and bias (lacus et al, 2019). As
recommended in King and Nielsen (2019), we will combine propensity score matching (PSM) with
coarsened exact matching (CEM) using multiple covariates (including indicators of health condition,
income and disability status), We will show post-matching covariate balances. We have experience
in using matching methods including CEM and PSM in previous studies and will incorporate the
latest evidence-based recommended matching practices in our future estimations of this
evaluation.

The DID model is appropriate for survey data when individuals are observed in at least two periods.
We will therefore apply the DID model for research questions that rely on enrollment surveys. The
DID model will capture the effect of a health policy, namely the retroactive eligibility waiver, by
comparing the pre- and post-program means in a study population (namely, study population 1 or
2) using the pre- and post-policy means in comparison populations 1 and 2 as counterfactuals.

When units of analysis (e.g. individuals, hospital-level rates of uncompensated care) are observed
more frequently, a CITS specification is more appropriate. Under this specification, we analyze
means and slopes of pre-waiver values to determine changes in both means and in during-waiver
linear and non-linear trends, using comparison populations as counterfactuals.

References

lacus, Stefano M., Gary King, and Giuseppe Porro. 2019. “A Theory of Statistical Inference for Matching
Methods in Causal Research.” Political Analysis 27 (1): 4668,
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Data sources

Medicaid claims and enroliment files

The PPC is home to a Medicaid Data Repository encompassing over 100 million claims, encounter
and eligibility records for all lowa Medicaid enrollees for the period October 2010 through the
present. Data are assimilated into the repository on a monthly hasis. 95% of medical and
pharmaceutical claims are completely adjudicated within 2 months of the first date of service, while
the adjudication timing' for institutional claims is 6 months. The PPC staff also have extensive
experience with these files as well as extensive experience with CMS adult core measures and
HEDIS measures. In addition, the database allows members to be followed for long periods of time
over both consecutive enrollment months and periods before and after gaps in coverage. When the
enrollment database was started in 1965 lowa made a commitment to retain a member number for
at least 3 years and to never reuse the same Medicaid ID number. This allows long-term linkage of
member information including enrollment, cost and utilization even if they change plans.

Enrollment surveys

Telephone surveys for newly enrolled members will be performed for a 1 year period to collect
information related to enrollment, understanding of retroactive eligibility, reasons for enrollment,
medical and dental debt on enrollment, health status and estimated time between recognition of
need for coverage and application, Approximately 480 adults (19-64 years old) and 300 children
(1-18 years old) are enrolled each month, With one telephone survey per household and a 30%
response rate we would expect to obtain 100 telephone surveys of adults and 40 surveys of
children per month, resulting in approximately 1,200 adult surveys and 480 child surveys over the
year-long collection period.

Member surveys

The PPC has worked with the developers of the Consumer Assessment of Healthcare Providers and
Systems (CAHPS®@) survey and utilized CAHPS survey measures for over 15 years to conduct
enrollee surveys for the lowa Medicaid Enterprise (IME). This background will provide us with
actess to CAHPS enrollee survey results for hoth IowaCare enrollees and Medicaid enrollees for
several years prior to the beginning of lowa Wellness Plan. Surveys are completed every 18 months
for a representative sample of Medicaid enrollees.

Content analysis

Existing documents produced for IWP implementation will be monitored, compiled and
synthesized by PRC staff to track progress and modifications from original program description and
ohjectives. These information sources will inform the interpretation of outcome data and be used to
alter the outcome evaluation to parallel changes, if needed, The content of these documents will
provide the PPC with evidence to identify and recruit stakeholders for structured interviews
included in the process evaluation. In addition, any information unable to be gathered from the
content analysis will determine which outcome areas need to be included in qualitative data
collection.

Content analysis data sources might include:

* Waiver documents
« (uarterly progress reports
* Meeting minutes
¢ Supplemental materials trom relevant advisory groups or committees
e Informational letters
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¢ Contract and RFP documents
+ Internal planning documents
Structured key stakeholder interviews

Interviews with key IWP staleholders will he conducted annually and staggered at different times
for different stakeholder groups. Interviews will be 60 minutes long and topics for the structured
interviews will be developed to reflect the content of each program and target any areas which
were not covered in the content analysis or could benefit from elaboration from a primary source
as needed to provide context for data collection activities, outline the availability of key pieces of
information and outline adjustments to IWP. Stakeholder interviews may occur at varying times as
needed to inform the evaluation portions of the policy components.

Interviews will be audio recorded and professionally transcribed. The interview transcripts will be
uploaded into qualitative analysis software and coded into themes. Some themes will be pre-
determined according to the structured script, and some will be emergent and reflect the natural
flow of conversations and provide additional context for the structured conversation.

Healthcare Provider Cost Reporting Information System (HCRIS)

HCRIS provide uncompensated claims information for all hospitals that accept Medicare
reimbursement and are available through HCRIS, PPC purchases access to the RAND web tool to
access and dewnload assimilated, corrected datasets for analysis. RAND provides additional
calculated data points such as rates of uncompensated care based on algorithms to minimize
missing data and weight existing information to allow state-level comparisons. These methods are
available on the website or by request.

National survey eptions

Though previous work at the PPC, we have found that national survey, such as the Medical
Expenditure Panel Survey (MEPS) and the National Financial Capability Survey, do not recruit
[owans in sutticient numbers to allow for state-level comparisons. However, we may he able to
utilize the American Community Survey (ACS) and/or the Behavioral Risk Factor Surveillance
System (BRFSS) to assess some state level effects.

Covid-19 adjustments

It is unclear how the COVID- 19 pandemic and its ensuing economic effects will alter the enrollment
for state Medicaid programs. Some unemployed workers may be able to keep their health
mmsurance, while other may lose their insurance but will not quality for Medicaid immediately. We
will utilize enrollment surveys to determine the magnitude of the eftect that COVID-19 has on
enrollment,
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4) Cost sharing

Background

Within the IWP, cost sharing consists primarily of an $8 copayment for emergency department (ED)
services utilized for non-emergent reasons. IME provides a listing of the diagnosis codes that
guality as an emergency visit on the Medicaid ‘Provider Claims and Billing’ webpage. This page is
updated at least annually but may be updated more frequently, for example, it was updated on April
1, 2020 to reflect emergency diagnoses related to COVID-19.

In a letter to the State Medicaid Director, Michael Randol, dated November 15, 2019, CMS outlined
the following expectations/goals for the $8 ED copay.

Towa believes this policy will help beneficiaries learn about the importance of choosing
appropriate care in the appropriate setting-which is generally not the ED-by educating
heneficiaries about the direct cost of health care services and the importance of seeking
preventive services and similar care in the most appropriate setting. Receiving preventive
and similar care in non-emergency scttings can improve the health of beneficiaries, because
they can build and maintain relationships with their regular treating providers. Over time,
this may lead to the prevention and/or controlled maintenance of chronic disease, as
prevention and health promotion are difficult to achieve and sustain through episodic ED
visits. Additionally, this policy will improve the ability of beneficiaries who truly need
emergency care to access it, by preserving ED and state fiscal resources for those who are
truly in need of timely emergency care.

Goals

1. Educate members the ED is not the appropriate place forall care
2. Educate members about the cost of emergency department care
3. Build relationships with primary care providers improving preventive and chronic care
4. Increase the availability of emergency departments for those who need them
‘The manifestation of the goals and the short and long-term effects of the $8 ED copayment on
utilization and cost are reflected in the logic madel.
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Member unﬂending'

Cost Sharing

April 28,2021

Iplmarvcate

48 copayment for non- Understanding ER is

emergent ED visit of $8 copayment not the appropriate utilization for non- of physical/mental
{PRO1) place for all care emergent acute care health
Communication and (PRQZ.1) (PRQZ.4) (PRQ4)
implementation of non- | Realization of cost for | Increased utilization of | Reduced avoidable
emergent conditions ER services prevention/monitoring | inpatient admissions
(Process eval) (PRQZ.2) care (PRQ4)
$8 Copayment billing | Establishment of (PRQ3.2) Improved ED
and collection process | primary care regular Decreased ER availability for
{Process eval) source of care utilization for non- emergent care
Provider understanding | (FR31) emergent acute care | (Process eval)
and implementation of 1PRR2.3)
48 copayment Increase in beneficiary
(Process eval) regular source of care

(PRO3.1)

p'lmtlngs 1
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Hypotheses and research questions

Hypothesis 1; Members understand the $8 copayment for non-emergent use of the ER.

Research question 1: Do members understand the $8 copayment for non-emergent use of the
ER?
Hypothesis 2: Cost sharing improves member understanding of appropriate ER use.

Research Question 2.1: Do members subject to an $8 copayment understand appropriate use of
the ER better than members who are not subject to the copay?

Research Question 2.2: Do members subject to an $8 copayment understand cost of the ER
better than members who are not subject to the copay?

Research Question 2.3: Are members subject to an $8 copayment for non-emergent use of the
ER less likely to use the ER for non-emergent care?

Research Question 2.4: Are members subject to an $8 copayment for non-emergent use of the
ER more likely to use the primary care providers for non-emergent care?

Hypothesis 3: Members subject to cost sharing are more likely to establish and utilize a
regular source of care as compared to members not subject to cost sharing.

Research Question 3.1: Are members who are subject to the $8 copayment for non-emergent
ER use more likely to have a regular source of care than those not subject to the copayment?

Research Question 3.2: Are members who are subject to the $B copayment for non-emergent
ER use maore likely to receive preventive care and chronic care monitoring than those not
subject to the copayment?

Hypothesis 4: Cost sharing improves long-term health care outcomes.

Research Question 4.1: Do members wha are subject to the $8 copayment for non-emergent ER
use have more favorable long-term health care outcomes?

The hypotheses, research questions and methods to address the goals and outcomes provided in
the logic model above. Further explanations of the methods follow the table.
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Evaluation Methods Summary: Cost Sharing

lytic approach

utcomes measures(s) Data sources

Comparison Strateg

e e e f pergentuse ol
stion 1: Do members understand the S8 copayment for non-emergent use of the ER7

Sometimes health plans require members 1o pay
Study group: IWP members completing  part of cost when they use the emergency room.

the cansumer survey This is considered a copay L Are you required

1o pay any part of the cost when you use the DID
T comparison groups: emergency room? 5
1: FMAP adult members completing the  1Tyes, do you know how much you will need to Cofumierancyey ffrlvz“"dzo‘)‘l SORSRMED
CONSHMEr survey pay? 24
2 S51adult members completing the IFyes, are there any reasons why you might not
consumer survey have 1o pay?

What are these reasons?
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Outcomes measures(s)

April 28, 2021

Data sources

Analytic approach

Study group: IWP members completing
the consumer survey

Two comparison groups:

1: FMAF adult members completing the
consumer survey

2 851 adult members completing the
consumer survey

In the last 6 months, have you used the ED In the
last 6 months, how many times did you go loan
emergency Toom (ER] to get care for yourself?
Do you think the care you received at your most
recent visit 1o the ER could have been provided in
adoctors office?

What was the main reason you did not go toa
doctor's office or clinie for the care you received
al your most recent visit to the ERY Choose only
one response.

1 did not have a doctor or clinic 1o go lo

My insurance plan would not cover the care |
needed iC] went 1o a doctor’s office or clinic

My doctor, nurse, or other health care provider
tald me o go to an ER for this care

My doctor’s office or elinie was open, but | could
not get an appoiniment

My doctor’s office or clinle was not open when |
needed care

1 had transportation problems gefting to a
doctor’s office or clinic

My health problem was oo serfous for the
doctor's office or clinle

Consumer survey

Descriptive analyses
2017 and 2021 consumer
SUrVeys

lowa Wellness Plan
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Comparison Strategy Outcomes measures(s) Daia sources Analytic approach

Research Question 2.2: D ik bject 1o an S8 copayment understand cost of the ER better thay members who are not subject to the copay?

For those indicating they had an ER visit
inthe last 6 monihs,

Study group: TWP hers pl M under devel ]
the consumer survey indicating they Thinking back to the last time you wen to the
understand the 58 copayment EMErRENCY TOon: . . Deseriptive analyses

How much did the care cost you? CABERULE S vey. 2021 Consumer survey
Comparison group: IWP members who  How much did the emergency room chitrge vour
said they did not understand the $8 insurance?
copaynent on the 2017 consumer
survey

R It Question 2.3: Are members subject 1o an S8 copsyment for not-emergent use of the R less likely 1o use the ER for nor-emergent cive?
Study group: IWP members who
indicated they wnderstood the $8
$§:’YMWI i1 ansumer Member probability ofa non-emergency ED visit
- e : o Newly developed measure indicating whether - i
Llum parlson groug s '_w'mhh JHha there was a claim in measuremen! period fora 20 l? Consu METSUIVEY 2.year period surmounding the
said they did not understand the $8 - : Medicaid claims f
£ : non-emergent diagnosis which is defined as NOT 2017 survey

copayment on the 2017 consumer : 4 ooy

om the list of emergency diagnoses provided by
survey w

1001s
[his measure will be repeated following
the 2021 SUTVEY.
Study groap: IWP members Rate of a non-emergency ED claims CITS

Pre-COVID PHE 58 copay
Twn comparison groups Newly developed measure indicating number of Medicaid chiims present, COVID PHE 58 copay
1: FMAP adult members ED visits [ora non-emergent diagnosis (see suspended, Past-COVID PHE S8
2: SS1adult members above) during the measurement period copay reinstatod
it
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Comparison Strategy Outcomes measures(s)

Data sources

April 28, 2021

Analytic approach

Rate of ER readmission 7 days and 30 days

Study group: IWP members CIrs
F o Pre-COVID PHE $8 copay
Twao comparison growps I;lms';:?(ﬁs"::!;‘;db“n “:d ’l? nll;sea]rsluc:;:'; mh Medicaid claims present, COVID PHE $8 copay
1: FMAP adult members P Fo budt 1 B CIT.| 1 M0 S PRIy suspended, Post-COVID PHE $8
2. 551 acdult members neasure in III;D‘ILS hul’subslllulcs EDwvisit for copay reinstated
Comparable states with no copayment Rate of ER readmission 7 days and 30 days
HCUP ER files Comparison of rates

required (will need to explore state
) See above

Comparable states with no copayment Rate of ER use lor non-emergent acule dare

required (will need 1o explore stale

HEUP ER files

Comparison of rates

CY 2013 and CY 2014
I ] Sec above
Research Question 2.4: Ate wembers subject 10 an S copayment for notremergent use of the ER more likely 1o use the
I care providers for non-emergent care?
Rate of primary care provider office use for non-
Study gronp: I'WP niembers FIEEANL AR Fare Crs
Pre-COVID PUE 8B copay

Newly developed measure indicating propartion
of population that utilized an MD, DO, ARNP, PA,
rural health elinke, FOHC or otherwise identified
primary care clinic during the measurement year

Two comparison groups
1: FMAP adull members
2: 551 adult members

31

i 0 3
ot subjeet 1 the copayment?

Medicakd claims

present, COVID PHE $8 copay
suspended, Posi-COVID PHE $8
copay reinstated

Study group: IWP members completing
the consumer survey indicating they
understand the S8 copayment

A personal doctor is the person you wonld see
you need a check-up, want advice about a health
problem, or gel sick or huri, Do you have a
personal doctor?

{The answer to this guestion will focus on
individuals who did not have a personal doctor in
A 2017 survey.)

Three comparison groups

1: FMAP adult members

2: 851 adult members 3: WP members
who said they did not understand the S8

Consumer survey

min
2017 and 2021 consumer
SUrVeys

copayment on the survey
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Comparison Sirategy Outcomes measures(s) Data sources Analytic approach
Study group: IWP members Utilization of a regular source of care
Twa comparison groups New developed measure one visit to an MD, DO, Mesis bests
1: FMAP adult members ARNE, PA, rural health clinic, FQHC orotherwise  Medicaid claims CY 201 ,}_'2"22
2: 551 adult members identified primary care clinic during the

measurement year for preventive cine or 2 or
more visits for acute care.
Research Question 32: Are wermbers who are subject 1o the $8 copayment for now-emergent ER use more lilely ta receive preventiye care and chronic care
monitoring than those not subject Lo the copayment?

Study groupe TWP members

Rales ol annual well-person visit

cirs
e i AT R
g o Rased on HEDIS Adult Access 1o Medicaid clalms Pre-IWP €Y 2012-2013
by sst adult members Ambulstory/Preventive Care (utilize the Post-IWP CY 2014-2022
A lowaCare e preventive codes only)
For those identified as having diabetes
Rates of HbAle monitoring (or persons with

Study groop: IWP members IHahetes

T— nn
Thiee comparison groups HEDIS Coraprehensive Diabetes Care measure Mecieaiceciamd CY2014-2022
1t EMAP adult members component
2: 550 acdult members
AlowaCan: bery
Study group: IWP members Rates of primary care follow-up visit within 7

days of EIt nse
Three comparison groups Ly i
1: FMAP adult members Based on HEDIS Follow-up After Ermergency Medirakdclalniy CY 2014-2022
2: 551 adult members Department Visit for Mental Hiness and
A lowslare members Emergency Depariment Utilization measures
L0
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anparlson Strategy Outcomes measures(s) Data sources Analytic approach

-‘mmh"‘ it : ] ire nlﬁecun the B ec

for pon-emerpent ER use have more favorsble long-term !’mﬂﬂi care oul 7

Study group: IWP members

In general, how would you rate your overall nin
Twao comparison groups health now? Consumer surveys 2017 and 2021 consumer
1: FMAP adult members Exvellent; Very good; Good; Falr; Poor SURVEYS
2: 551 adult members
Study group: IWP members

In general, how would yon rate your overall Means lesis
Two comparison groups mental and emotional health now? Consumer surveys 2017 and 2021 consumer
1: FMAFP adult members Excellent; Very good; Good; Fair; Poor surveys
2 SSladult members
Study group: (WP members Hates of avoidable inpati d i
T'wo comparison groups AHRQ measire Incorporating Ambulatory Care-  Medieaid clalms E"ﬁ'u 142022
1: FMAP adult members Sensitive Condition e g
2: SS1adult members

Rates of Il dmissi
Comparable states with no capayment : HCUP ER files Descriptive analyses
reguired [roien Yy CY2012-2015

1m
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Data Sources, Analysis Methods and Methods
Known implementation issues

The 38 copayment for non-emergent ED use has been in place since January 1, 2014, We originally
began to assess this component during the first evaluation period. Previous analyses were halted
when we discovered that there was a disconnect between the ED visit and the application of the
copayment. We anticipated, at that time, that lowa Medicaid would apply the copayment to the
claims, however within the first 2 years we found less than 10 claims that had an $8 copayment
attached. Consumer surveys indicated that members had a poor understanding of what constitutes
emergent care and that they may be driven to the ED through providers such as nurse triage
programs and physicians on-call for practices. Since April 2016, the M 0s have been responsible
for enforcing this $8 copayment within the claims /fencounter process. We anticipate that we will
see more claims with the $8 copayment attached. Additionally, we are working to integrate the
diagnosis codes for non-emergent visits into existing algorithms to better estimate the degree of ED
use for ‘non-emergent’ care as defined by lowa Medicaid.

Empirical strategy

The empirical strategy we adopt is to approach causal inference. For this purpose, we will conduct
two steps in our empirical strategy: 1) pre-process our data by matching target study populations
with comparison population groups {e.g, finding matched individuals for IWP members subject to
the %8 copayment) and Z) employ econometric modeling techniques, namely, difference-in-
ditference (DID), comparative interrupted time series (CIT5) with control variables on the matched
data. Pre-processing data hefore regression adjustment provides multiple benefits, including
reductions in model dependence, estimation error and bias (lacus et al, 2019). As recommended in
King and Nielsen (2019), we will combine propensity score matching (PSM) with coarsened exact
matching (CEM) using multiple covariates (including indicators of health condition, income and
disability status). We will show post-matching covariate balances. We have experience in using
matching methods including CEM and PSM in previous studies and will incorporate the latest
evidence-based recommended matching practices in our future estimations of this evaluation,

The DID model is appropriate for survey data when individuals are observed in at least two periods.
We will therefore apply the DID model for research questions that rely on consumer surveys. The
DID model will capture the etfect of a health policy, namely the 8% copayment, by comparing the
pre- and post-program means in a study population (namely, IWP members) using the pre- and
post-policy means in comparison populations (namely, 551 and FMAY) as counterfactuals,

When units of analysis (e.g, individuals, county-level or service-area rates of ER readmission) are
observed more frequently, a CITS specitication is more appropriate. [Inder this specification, we
analyze means and slopes of pre-policy values to determine changes in hoth means and in post-TWP
linear and non-linear trends, using comparison populations as counterfactuals. The interruptions in
these analyses vary with the question but are of two types 1) the point at which the $8 copayment
was suspended due to the COVID PHE (March 1, 2020) and again at the point which the 58
copayment is reinstated (I'BD) at the close of the COVID PHE and 2) the point at which the IWP
begins (January 1, 2014).
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Policy communication/implementation

We will conduct a retrospective process evaluation to assess methods used to communicate the $8
copayment to members and providers. We will also interview selected emergency department
administrators and/or hospital administrators to determine how this policy was implemented on
the ground. Previous conversations with administrations indicated that this policy was rarely
enforced. Ongoing work looking at the effects of ACA on hospitals, particularly CAI hospitals,
indicates a significant reduction in bad debt and charity care. There appears to be little incentive for
hospitals to collect the $8 copayment,

Though this work is not directed at a specific hypothesis it does provide the context to understand
findings related to this policy and why goals may, or may not, be met.

Target populations

IWP members

‘The population of adults in IWY January 1, 2014 through December 31, 2023. These adults were
split into two plan options from January 2014 through December 2015 with those from 0-100%
FPL being offered a modified Medicaid expansion and those from 101-138% FPL being offered a
private option utilizing Qualified Health Plans. All members were placed into the traditional
Mediraid program from January-March 2016 and then all were placed into a Medicaid managed
care program that began with three Managed Care Organizations (MCO). Currently, two MCOs
provide care for lowa Medicaid members.

Comparison populations

Medicaid members in FMAP

Medicaid members enrolled through FMAP are adult parents/guardians of children in Medicaid in
families with incomes less than 50% FPL.

Medicaid members in SSI

Medicaid members enrolled through the SSI Program are adults with a determination of disability.
‘Those whao are dually eligible for Medicare are not included in the analyses.

Other states

HCUP data for states that do and do not utilize an ED copayment will be compared to lowa tor the
period CY 2014-2022.
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Data sources

Administrative data

The PPC is home to a Medicaid Data Repository encompassing over 100 million claims, encounter
and eligibility records for all lowa Medicaid enrollees for the period October 2010 through the
present. Data are assimilated into the repository ona monthly basis. 95% of medical and
pharmaceutical claims are completely adjudicated within 3 months of the first date of service, while
the adjudication timing' for institutional claims is 6 months. The PPC staff also have extensive
experience with these files as well as extensive experience with CMS adult core measures and
HEDIS measures, In addition, the database allows members to be tollowed for long periods of time
aver both consecutive enrollment months and periods before and after gaps in coverage. When the
enrollment database was started in 1965 lowa made a commitment to retain a member number for
at least 3 years and to never reuse the same Medicaid 1D number. This allows long-term linkage of
member information including enrollment, cost and utilization even if they change plans.

lowa Hospital Association files

The lowa Hospital Association collects claims data for all patients in all lowa hospitals. These data
provide information regarding cost and utilization for inpatient and outpatient visits including
emergency room use, Hospitals indicate the expected payor on these files providing an opportunity
to assess uncompensated care. Though these data are not utilized in the analyses directly, the data
may be useful for establishing population-based trends in ED use before, during and after COVID-
¥4

Iley Stakeholder Interviews

Process measures including key stakeholder interviews will be collected by a specialized team
within the IWP evaluation tasked with collecting, organizing and interpreting process information.
(oordinating with this team, information will be captured regarding policy changes and translation
related to the 58 copayment and its alteration during COVID-19.

Healthcare Cost and Utilization Praject — HCUP

HCUP encompasses data for 37 states, including lowa. The data includes inpatient stays, emergency
department visits and ambulatory care, Data is readily available through a user-friendly web-based
reporting tool. In addition, data can be downloaded for analysis. Free data does not include
locational information beyond a state indicator, however, datasets with more refined locational
information can be purchased.

Member surveys

The PPC has worked with the developers of the (onsumer Assessment of Healthcare Providers and
Systems (CAHPS®) survey and ufilized CAHPS survey measures for over 15 years to conduct
enrollee surveys for the lowa Medicaid Enterprise (IME). This background will provide us with
access to CAIPS enrollee survey results for both lowaCare enrollees and Medicaid enrollees for
several years prior to the beginning of lowa Wellness Plan. Surveys are completed every 18 months
for a representative sample of Medicaid enrollees. In the past, specific questions related to ED use
and beliefs around ED use have been included. These will be refined and include in future surveys.

Emergency department use survey

The PPC survey team is developing a telephone survey to be administered to members who utilize
the ED for non-emergent diagnoses, We anticipate recruiting 50 members per month for 1 year.
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This should yield 300 completed surveys (100 per group) with sufficient power to detect moderate
differences at .05,

Evaluation periods

Pre- post-implementation period {CY 2012-2022)

Analyses involving state-level data will be conducted for the period CY 2012-2022. For the Annual
Wellness Visit measure we will be ahle to take advantage of the pre-IWP lowaCare program to
provide data on IWP members prior to CY 2014.

Post-implementation period (CY 2014-2022)

The post-implementation period provides a very interesting opportunity to assess the effect of the
$8 copayment. The copayment was in place from January 2014-March 2020, then waived due to
COVID-19 from March 2020 through end of PHE when it will be reinstated.

COVID-19 adjustments

During the COVID-19 pandemic lowa Medicaid waived the $8 copayment for inappropriate ED use
and updated the [CD-10 diagnosis codes that could be used to determine appropriate use to reflect
COVID-related visits. Additionally, health care utilization, in particular ED use, was affected hy a
general avoidance of the ED to help hospitals preserve much needed PPE and lessen individuals'
exposure to COVID-19. We will continue to monitor policies and activities, utilize the data to try to
account for COVID-19 effects and monitor hest practices as other researchers also adjust analyses
for these effects.
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5) Cost and Sustainability

Background

The most recent guidance from CMS indicates that evaluation questions regarding cost should focus
on sustainability. In the past, the IWP evaluation has estimated cost effects, but without addressing
whether the cost effects are sustainable for the state. Sustainability requires information on costs,
hut also information on revenue streams.

IWP costs and revenues will need to be separated from the costs and revenues of other Medicaid
program components. As can be seen from the timeline below, some state-level changes such as
implementation of the MCOs, may be difficult to separate from IWP administrative costs,
Additionally, the costs of MCO movement into and out of the program may result in additional
administrative costs for IWP. The determination of what proportion of change costs should be
accounted to IWP will be driven through our conversations with the key IME staff and estimates of
the proportion of the affected population in IWP, Figure 3 provides a timeline of the changes that
occurred within the IWP over time. These changes will be documented and addressed within the
analyses.

Figure 3. Timeline of IWP changes

Timeline
W and MPChegin Retro Waiver hegins
LIET begiiis MPC to Medicaid
T T Everyona MCO T LIHE ouk

DWPE begins Tiered W 2.0 [or all

AR 1014 l Lrﬂﬁopleuw_-s i;.ln any l H0AY 2019 :U?-'lr:ovm 19486 ns

MPC Dormant ITC beains
Amerihealth oot o

Wh=Wellness Plan, MPC=Markelplace Choice, DWP=Tental Wellness Plan, HBI=Healthy Heliavior hntiatve, UHG=Umited Healihearg,
ITC-lowa Total Care
Goals
The goals of the IWP program as they pertain to cost are likely going to impact the following:
1. Short term-increase FMAP payments and reduce bankruptcies

2. Intermediate term- Increased preventive care use, Decreased ED cost/use, Decreased
inpatient admissions /cost, Decreased uncompensated care

3. Longer term-Statewide cost reductions

CMS guidance outlines the following key questions for investigation.
. i i i i s i T

1. What are the administrative costs operate the demonstration?

106

lowa Wellness Plan Page 161 of 202
Approval Period: January 1, 2020 through December 31, 2026

Amended: November 28, 2025



lowa Wellness Plan Page 162 of 202
Approval Period: January 1, 2020 through December 31, 2026

Amended: November 28, 2025



Cost and Sustainahility

“Increased FMAP

Logic Model: Cost and sustainability

1oa

| Increased preventive

April 28,2021

Medicaid Expansion | Enabling legisiation
ficiescsir payments care use Improvement of self-
Administrative capacity | No change in Decreased ED cost/use ratings of :
Trivabtruetireermres. | ProPORionaEREtelb | Loy |PROAESmEIATenith
bl "9%5 | fund for Medicaid Crtimeal S State-wide cost
Addition of contractors ? reductions
i) Decreased
bankruptcies Increases in private
uncompensated care [aans ot
Increases in
employment/job
seekers

“State-side

lowa Wellness Plan
Approval Period: January 1, 2020 through December 31, 2026
Amended: November 28, 2025

Page 163 of 202



Cost and Sustaimability April 28,2021

Hypotheses and research questions
Hypothesis 1; Ongoing administrative costs will increase due to implementation of IWP.

Primary Research Question 1.1: What are the administrative costs associated with IWP?

Subsidiary Research Question 1.1a: How did the Medicgid program administrative costs change with
implementation and ongeing support of TWF?

Subsidiary Research Question 1.1b; How do the contractar/agency/provider costs change after
implementation of IWF?

Hypothesis 2: IWP will result in short-term outcomes supporting a sustainable program.

Primary Research Question 2.1: What are the changes in revenue streams as a result of IWI?

Subsidiary Research Question2. 1a: How do Federal Medioal Assistance Perventage (FMAP) payments
change as a result of IWP?

Subsidiary Research Question 2.1h: How does the rate of individugl bankrupteies in the state change
with implerentation of IWP?

Hypothesis 3: IWP results in intermediate outcomes supporting a sustainable program.

Primary Research Question 3.1: How does IWP change healthcare expenditures?

Subsidiary Research Question 3.1a; How does TWP change healthcare expenditures in the Medicaid
program?

Subsidiary Research Question 3.1h- llow does IWP change state-wide healthcare expenditures?

Primary Research Question 3.2: How does IWP change healthcare utilization?

Subsidiary Research Juestion 3.2a: How does IWF change healthcare utilization in the Medicaid
pragram?

Subsidiary Research (Juestion 3.2b: llow does IWF change healthcare utilization in lowa?
Hypothesis 4: IWP results in long-term outcomes supporting a sustainable program.

Primary Research Question 4.1: What are the long-term, state-wide changes resulting from
wr?
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Evaluation Methods Summary: Cost and Sustainability

Comparison Strategy COMES Meas ] Data sources Analytic approach

Subsidiary Research Question 1.1a: How did the Medicaid program administrative costs change with imph fon and tof IWP?

> MCO capitation Descriptive analyses
Pre and post IWP state fiscal years Administrative costs ents /budget d SFY 20112021
Subsidiary h Question 1.1h: How do the contractor/agency,/provider costs change after impl of IWP?
Study group: MCOs, servive providers, and Ongoing costs Lo contractors /agencies and Key stakeholder interviews Descriptive analyses

contractors SFY 2011-2021

| i 2.1: What are the changes in revenue streams as a result 7
Subsidiary R h Question 2.1a: How do Federal Medical A Percentage (FMAP) payments change as a result of IWP?

Descriptive analyses
Pre and post IWP state fiscal years Federal payments IME reports SFY 2011-2021
Proportion of Medicaid budget covered Descriptive analyses
Pre and post IWP state fiscal years through FMAP payments IME reports SFY 2011-2021
Subsidiary R h Question 2.1b: Huw does the rate of individual bankruptcies in the state change with implt of IWFP?
Descriptive analyses

Pre and post IWP state fiscal years Bankruptey rates State fiscal reports SFY 2011-2021

 Subsidiary fe Question 2 1a;: How daes IWP change healthcare expenditures in the Medicaid program?
Study group: IWP members Per member per year (PMPY) expenditures on
preventive care CITS

‘Three comparison groups Tolal Medieaid relmbursement per person per 3 3 .
1: FMAP adult members year for services considered preventive such Medicald clatms ::‘:m’:é‘eggffg‘; ; 1
2: 551 adult members as annul well visit, monitoring labs, and &
3: lowaCare bers vacelnes.
Study groure WP riembers PMPY expenditures on ED visits

: Total Medicaid reimbursement per person per nip
I“;.w;nﬂ:::o" Sl':::ﬂ year for emergency department use not Medicaid el CY 2014-2021
2: 551 adult members resulting in hospitalization
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Data souiees

Analyticapproach

Sty growp: IWE members

PMIM expend on ing i
Two comparison groups Tatal Medicaid reimbursement per person per  Medicaid claims 2:'[?10],‘,7021
1: FMAP adult merbers year for hospitalizations B
aSbadoflaigmbey: =
Study groap: lowa pre- and post-IWP
implementation PMPY expenditures on ED visils nin

Total Medicaid relmbursement per person per e CY 2015-2021
Comparison group: comparable non- year for emergency department use not 8 e limitations doe o cntover
expansion states pre- and post-IWP vesulting in hospitalization dates)
Study growp: Iowa pre- and post-IWP
toplenentation PMPEM expenditures on inpatient admissions 2{,“,,0] 50021
Comparison group: comparable non- 1"::1_::‘:: ;';“‘:;ﬁl:ﬁ':m cent per person per - TMSIS {year limitations due 1o cutover
expansion states pre- and post-TWP e P g dates)
implementation
Sthsidiary Research Question 3 1b: How does IWF change state-wide healtheare expenditures?
Study group: lowa pre= and post-IWP
ymplementathim TS

r af- 3 o by s 2 - K

Comparison group: comparahle non- Tafe of s#l-pay/chnrily core HCRL ::l'mpcg‘,zﬁ 1 4'_!.2‘;; 1
expansion states pre- and post- WP )
implementation
Study groop: lowa pre- and post-IWEP
implementation IS

Reported rates of nncompensated care HERIS Pre-TWP CY 2012-2013

Comparisan group: comparable non-
expansion states pre- and post-IWP
Jmplemenatlon'

Towa Hospitals pre sind post TWP

Ef} eipmulilums
Toral all-pavor charges for ED care at lows

Towa Hospital Association files

Post-TWP CY 2014-2021

Deseriptive analyses
CY 2012-2021

lowa Hospitals pre and post IWE

Inipathent expenditures
Totl all payor cb for
Towit b I

iz i

lowa Hospital Association files

Descriptive analyses
CY 2012-2021
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parison Strategy Dutcomes measures(s) Data sources

Analyticapproach

Stucly groap: lowa pre- and post-IWP

implementation ED expenditures

Total all-payor churges for ED care at lows: HCUP

Comparison group: comparable non- hospitals

expansion states pre- and post-TWP

Crrs
Pre-IWP CY 2012-2013
Post-TWP CY 2014-2021

Study group: lowa pre- and post- (WP

impl Latio
g i i Tnpatient expendiiures

Total all payor clarges for hospitalizations al Houp

Comparison groap: comparable non- Towa hospitals.

expansion states pre- and post-IWP

CITs
Pre-TWP CY 2012-2013
Post-IWP Y 2014-2021

Primary R h Question 3.2 How does IWP chiange healtheare urilization?

Subsidiary Research Question f?? How daes IWP change hedltheare utilization in the Med_fc;] d pragram?

Study group: IWP members

P Preventive care ulllization

:h;e;nc:;pﬁ:ﬂjhr::fs Whether or not member obtain an annual Medicaid claims

2: 551 adult members welliess exarn.

3. lowaCane 5

CITs
Pre-TWP CY 2012-2013
Post-IWP CY 2014-2021

Members who used the ED during the
calendar year
Study growp: IWP members Non-ensergent ED use
Whether or not ED visit was fora non- Medicaid claims
‘Two comparison groups emergent reason as defined by the INHS,
1: EMAP adult members
2 551 adult members

Study group: IWP members

Two comparison groaps Avoidable hospitalizations Medicaid cliims
1= FMAP adull merabers
2: 551 adult menibers

(R

CITS
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Analyticapproach

Sty groupe lowa pre- and post-IWP

implementation

Comparison proup: comparable non- Nun-emerzant E0 us
expansion states pre- and post-TWP

TM5IS

Din

Study growp: lowa pre- and post- (WP

implementation

¢ Avoldahle hospitalkzations
omparison gronp: comparible non-

expansion states pre- and post-1WP

TMSIS/HCUP

nim

_Euh!ﬂary Hesearch Question 22b: How does IWE change healtheare utilization in lowa?

Study group: lowa I!I‘ﬂT!Ild post-IWP
Implementation

Gt parisop. groip: couparable Hork Preventive care utilization
expansion states pre- and post-IWP

BRFSS

CITS

Non-emergent ED use

lowa Hospitals pre and post WP

lowa Hospital Association Files

crs

Towa Hospitals pre and post IWP Avoidable hospitalizations

lowa Hospital Association Files

CITs

Study group: Iawa_ia;-und post-IWP

implementation

- Nom-emergent EID use
Comparison gronp: comparable non-

expansion stales pre- and post-IWP
tuplmenbution’ 2
Study group: lowa pre- and post-TWEP
implementation

Capaeisan group: comparable tou: Avoidable hospitalizations
expansion states pre- and post-IWP

HEUP

HCup

nin

nin
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Comparison Strategy Outcomes measures(s) Data sources Analyticapproach

Primary Research Question .1: Wit are the oug:term, state-wide chiuges resulling from IWP?
Stuely groop: lowa pre- and post-IWP
implementation

Colaipiaising Fenb i oamgarablanin- Sell-mtings of physical health BRFSS CiTs

expansion stales pre- and post-TWP

implementation —

Study group: lowa pre- and post-IWP

implementation

Bompiirtsoi grotpesompatsble i Sell-rtings of mental health BRESS cITs
expansion states pre- and post-IWP

Study groupe: lowa pre- und post-TWP
implementation

Annual average (median) per person ACS
Comparison group: comparable non- healtheare expenditures :
expansion states pre- and post-IWP
_Implementation
Stucly group: lowa pre- and post-IWP
implementation

CiTs

Ganiparison graup: covaparable o Rate of private insurance coverage ACS CIrs

expansion stales pre- and post-TWP

Stucly group: Towa pre- and post-TWP

implementation

Goatypabtion goofips soniparable uit Rates ol unemployment ACS CIrs
expansion states pre- and post-IWE
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Data Sources, Analysis Methods and Measures
Methods

Quantifying and evaluating the cost and sustainability of the [owa Wellness plan is being expanded
for this waiver period to include state-level sustainahility. Two phases of data collection will be
utilized: Phase 1 to gather process information that will inform the analytical strategies (Phase 2).

Phase 1: Process

Phase 1 focuses on understanding the cost and revenue streams associated with the Medicaid
program in general and [IWP in particular. We will use qualitative methods to conduct this portion
of the evaluation, including document analysis and in-depth interviews, The document analysis will
be ongoing, as we monitor program developments and adjustments for the evaluation as a whole,
while interviews will be during the first year of the evaluation period to identify and define data
collection strategics for cost and revenue data at the state and program level,

Paolicy Definition

Through a series of telephone interviews with IME statf, we will translate the past and current
policies into a visual representation identifying the policy changes that might atfect cost and
revenues. Documents related to policy changes and adjustments will be collected and reviewed.
Special attention will be paid to the timing of changes go that we are able to include these in cost
modelling as appropriate.

Policy Translation

Policy changes and adaptations are translated into programs in unique and variable ways as
administrative rules are written and interpreted the program leadership and staff. The timing of
policy change and implementation is also variable. Our efforts will be focused on understanding the
policy changes and adjustments and when they are fully implemented in the program. A good
example of a policy change that we need to understand fully for this evaluation is the telehealth
legislation and timing, Though legislation expanded telehealth in March, this policy would not be
considered fully implemented until we can establish a steady state for utilization of telehealth visits.

Phase 1 provides the contextual information to guide measure development, understand the policy
implementation and determine contextual characteristics that may influence the results of
hypothesis testing.

Phase 2: Qualitative analyses

Phase 2 focuses on the testing of hypotheses relative to specific and measurable outcomes.

Populations-state level
Towa

Iowa has over 3 million residents with 36% living in rural areas. Prior to COVID-19 the
unemployment rate hovered around 3.6% with the primary industries being manufacturing,
finance and insurance, real estate, and health care, Farming ranks 8 in economic contribution in
lowa, though much of the manufacturing in the state is centered on meat processing (chickens,
hogs) and the primary exports are farm related. 50% of the population is female, 90% are white,
and 23% of the population is under 18 years of age, while 17% are 65 and over. lowa Medicaid
provides dental coverage for adults and has a Medicaid Buy-in program for people with disabilities.
The state allowed the Family Planning waiver to lapse in 2016.
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Comparison stales

We will assess comparison states on demographic characteristics, Medicaid program/expansion
characteristics, and COVID-19 response. In previous worlk, it has been difficult to find states that
have expanded or not expanded to match lowa, particularly due to the coverage of adult dental
services, Additionally, COVID- 19 will malke this even more difficult, We continue to research data
sources and methods to allow for state-to-state comparisons over time for lowa.

Fopulations-member level

Member study population: Adults in TWP January 1, 2014 through December 31, 2021, These adults
were split into twao plan options from January 2014 through December 2015 with those from 0-
100% FPL being offered a modified Medicaid expansion and those from 101-138% FPL being
offered a private option utilizing Qualified Health Plans. All members were placed into the
traditional Medicaid program from January-March 2016 and then all were placed into a Medicaid
managed care program that began with three Managed Care Organizations (MCO). Currently, two
MCOs provide care for lowa Medicaid members,

Member comparison population 1; Adults in the Family Medical Assistance Program and
Transitional Program January 1, 2014 through December 31, 202 1. TMAF and Transitional adults
were provided coverage through the traditional Medicaid program from January 1, 2014 through
March 31, 2016 when they were placed into the Medicaid managed care program that began with
three Managed Care Organizations (MCO). Currently, two MCOs provide care for lowa Medicaid
members,

Data sources
Medicaid cdlaims and enrollment files

The PPC is home to a Medicaid Data Repository encompassing over 100 million claims, encounter
and eligibility records for all lowa Medicaid enrollees for the period October 2010 through the
present. Data are assimilated into the repository on a monthly basis. 95% of medical and
pharmaceutical claims are completely adjudicated within 3 months of the first date of service, while
the adjudication timing' for institutional claims is 6 months. The PPC staffalso have extensive
experience with these files as well as extensive experience with CMS adult core measures and
HEDIS measures. In addition, the database allows members to be followed for long periods of time
over both consecutive enrollment months and periods before and after gaps in coverage. When the
enrollment database was started in 1965 lowa made a commitment to retain a member number for
at least 3 years and to never reuse the same Medicaid 1D number, This allows long-term linkage of
member information including enrollment, cost and utilization even if they change plans.

Iowa Hospital Association files

The lowa Hospital Association collects claims data for all patients in all [owa hospitals, These data
provide information regarding cost and utilization for inpatient and outpatient visits including
emergency room use. Hospitals indicate the expected payor on these files providing an opportunity
to assess uncompensated care,

HCRIS

HCRIS provide uncompensated claims information for all hospitals that accept Medicare
reimbursement. Recent publications have made use of these files to analyze costs, We will purchasc
a cleaned and readied dataset from one of the national vendors.
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Key Stakeholder Interviews

Process measures including key stakeholder interviews will be collected by a specialized team
within the IWP evaluation tasked with collected, organizing and interpreting process information,
Coordinating with this team, information will be captured regarding policy changes and translation
related to cost and sustainability.

Transformed Medicaid Statistical Information Bystem - TMSIS

TMSIS contains yearly information on member eligibility thought beneficiary files, provider
enrollment, and service utilization through claims and encounter data with zip code and county
level geographic indicators. Replacing the TMAX files, this data source was transformed for
different states at different times. One of the challenges with this dataset is finding an adequate
comparison state that was ‘crossed over’ at the same time as lowa. This data is obtained through
ResDAC. The Public Policy Center has worked with ResDAC to obtain Medicare data in the past and
houses a secure data enclave available for this data.

Haalthcare Cost and Wilization Project — HCUP

HCUP encompasses data for 37 states, including Iowa. The data includes inpatient stays, emergency
department visits and ambulatory care. Data is readily available through a user-friendly web-based
reporting tool, In addition, data can be downloaded for analysis, Free data does not include
locational information beyond a state indicator, however, datasets with more retined locational
information can be purchased.

8ehavioral Risk Factor Surveillance System - BRFSS

The BRFSS is supported by the CDC and utilizes a sampling framework to collect individual level
information from people in all 50 states annually capturing information on health care utilization,
presence of disease, preventive behaviors, and risk factors, The sampling framework provides for
an oversample in small states to allow states to utilize the data for health planning and monitoring.

American Community Survey — ACS

This ongoing survey supported through the US Census Burean provides community level
information on important areas including insurance coverage, housing, and education, Data tables
are easily created on the wehsite and data is available for download through FTP.

Service costs

Costs for health care services will increase for the program, however, there may be reduced costs
for total health services in the state due to improved access to preventive care and reductions in ED
use and inpatient admissions. Could lock at estimates of total cost for the state of [owa over time?
This component of cost, once expanded to a statewide approach, would also encompass the effects
on provider uncompensated care.

Program years (CY2012-CY2019)
Annual costs
CY2012-CY2013=program administration + service costs
CY2014=implementation costs + administration costs
CY2015= program administration + service costs
CY2016-CY2019= program administration + service costs (consider MCO related costs)

Annual revenues=general fund revenue sources
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Medicaid annual revenues=allocation from the general fund + FMAP
Empirical strategy

The empirical strategy we adopt is to approach causal inference for many research questions. For
this purpose, we will conduct two steps in our empirical strategy: 1) pre-process our data by
matching target study populations with comparison population groups (e.g., tinding matched
individuals for IWI’ members) and 2) employ econometric modeling techniques, namely,
comparative interrupted time series (CITS) with control variables on the matched data. Pre-
processing data hefore regression adjustment provides multiple benefits, including reductions in
maodel dependence, estimation error and bias (lacus et al,, 2019). As recommended in King and
Nielsen (2019), we will combine propensity score matching (PSM) with coarsened exact matching
(CEM) using multiple covariates (including indicators of health condition, income and disability
status). We will show post-matching covariate balances. We have experience in using matching
methods including CEM and PSM in previous studies and will incorporate the latest evidence-hased
recommended matching practices in our future estimations of this evaluation,

As a variant of difference-in-differences models, a CITS specification s more appropriate with
frequently observed data. Under this specification, we analyze means and slopes of pre-waiver
values to determine changes in both means and in during-waiver linear and non-linear trends,
using comparison populations as counterfactuals.

References

Tacus, Stefano M, Gary King, and Giuseppe Porro, 2019, “A Theory of Statistical Inference for
Matching Methods in Causal Research.” Political Analysis 27 (1): 46-68.

King, Gary, and Richard Nielsen, 2019. “Why Propensity Scores Should Not Be Used for Matching,”
Political Analysis 27 (4): 435-54,

Covid-19 adjustments

All post-2019 analyses and comparisons will need to account for the COVID-19 pandemic. Cost data
including expenses and revenues at the state and programmatic levels need to account for known
reductions in care-seeking behavior as individuals self-isolated and an uptake of telehealth as
individuals limited trip making. Though we are unsure at this time how these adjustments will be
manifested, we will respond to best practices in research analyses as they are identified and
developed. We do believe that any analytics itvolving monthly costs can be adjusted with specific
monthly indicators related to the specific practices in the state and the prevalence of COVID-19.
Additionally, we will utilize the Medicaid claims data to determine the rate of telehealth visits
before, during and after the pandemic, Though we do not identity the investigation of telehealth as
a key research question within the cost/sustainability area of emphasis, it will play a key role in
helping to define how analytics in all research areas will he adapted to account for COVID-19.
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6) NEMT
NEMT Background

The state of lowa was originally approved by CMS for a waiver of the non-emergency medical
transportation (NEMT) benefit to members of the Iowa Health and Wellness Plan in 2014, There
were significant research studies conducted to evaluate the impact of waiving NEMT during the
previous waiver period, with the results reported to CMS.

As of January 1, 2020, the waiver of NEMT was extended through December 2024 when the IWDP
1115 waiver renewal was approved. Medically frail beneficiaries and those eligible for EPSDT
services are exempt from this waiver,

NEMT Goals

The goals of the NEMT waiver as stated in the original “[owa Wellness Plan 1115 Waiver
Application” from August 2013 and the state's discussion in CMS's letter to the state granting the
latest 1115 renewal are:
1. To align benefits with those specified by the enabling legislation and make the
benefits consistent with those offered by commercial insurers

2. To help lowa improve the fiscal sustainability of its Medicaid program, without
significant negative etfects on beneficiary access to services

NEMT Hypotheses and research questions

Hypothesis 1: Wellness Plan members without a non-emergency transportation benefit will
have equal or lower barriers to care resulting from lack of transportation.

Research Question 1.1: Are adults in the IWT less likely to report barriers to care due to
transportation than other adults in Medicaid?

Research (Question 1.2: Are adults in the IWP less likely to report transportation-related
barriers to complete HBI requirements than other adults in Medicaid who report awareness of
the NEMT benefit?

Research Question 1.3; Are adults in the IWP less likely to report barriers to care for chronic

condition management due to transportation than other adults in Medicaid who report
awareness of the NEMT henefit?

Research Question 1.4: Are adults in the IWP less likely to report unmet need for
transportation to health care visits than other adults in Medicaid who report awareness of the
NEMT benefit?

Research Question 1.5: Are adults in the IWP less likely to report worry about the ahility to pay
for cost of transportation than other adults in Medicaid who report awareness of the NEMT
benetit?

Hy pothesis 2: Wellness Plan members without a non-emergency transportation benefit will
have equal or lower rates of missed appointments due to access to transportation.

Research (Question 2.1: Are adults in the TWT less likely to report transportation-related
missed appointments than other adults in Medicaid who receive the NEMT henefit?
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Hypothesis 3: Wellness Plan members without a non-emergency transportation benefit will
report a lower awareness of the non-emergency transportation benefit as a part of their
health care plan.

Research {juestion 3.1: Do adults in the IWF less frequently report that their health care plan
provides non-emergency transportation than other adults in Medicaid who receive the NEMT
benefit?

Hypothesis 4: Wellness plan members without a non-emergency transportation benefit will
report similar experiences with health care-related transportation regardless of their
location or disability status.

Research Question 4.1: Do adults in the IWP who live in rural areas report similar experiences
with health-care related transportation as other adults in Medicaid who receive the NEMT
benefit?

Research Question4.2: Do adults in the IWP who have limitations to activities of daily living
report similar experiences with health-care related transportation as other adults in Medicaid
who receive the NEMT benetit?

NEMT Evaluation Periods

The process evaluation components of the NEMT waiver (Phase 1) will begin in the first quarter of
the evaluation period-expected start date is spring 202 1. This will include discussions with MCOs
regarding implementation of transportation services and the waiver for IWP members, as well as
any MCO-specific transportation policies.

‘The consumer data portion of the evaluation (Phase 2) of the waiver of NEM'T will be collected
during the 2021-2024 time period as part of the IWDP consumer survey. The timing of the next
consumer survey is expected to field in the fall of 2021, however, a flexible approach to the timeline
is necessary in the context of COVID-19, where there are external confounding factors that mediate
the way members access care in this time as well as programmatic differences due to the Public
Health Emergency (PHE). The IWP consumer survey will be fielded every 18 months throughout
the evaluation period.

NEMT Data Sources, Analysis Methods, and Measures

The evaluation of the waiver of NEMT will be composed of two phases and uhilize several different
analytics and data collection methods. The first phase of the evaluation will be process oriented and
evaluate how the NEMT waiver is actually being implemented by the Managed Care Organizations
(MCOs) under contract with the lowa Medicaid Enterprise (IME). The second phase will assess the
impact of the waiver of NEMT on lowa Wellness Plan members.

Phase 1: Process

Policy Definition and Implementation

We will conduct key informant interviews with IME statf and the two MCOs to determine
expectations and how they are implementing both transportation services for those who are
eligible and the waiver of NEMT coverage for IWP members subject to the waiver.
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Error! Reference source not found. indicates the hypotheses, research questions and measures that will be utilized to evaluate the impact of waiver
coverage for non-emergency Medical Transportation in lowa during the next waiver period.

Evaluation Methods Summary: NEMT

Comparison Strategy Qutcome measures(s) C - alytic approach

T

bl -
h Question 1.1: Ave adults in the IWP less likely to report harriers to 1o transy
Adults in Medicaid Mpnbet expetiences with tatspatiaslo IWP Mentber Survey Means tests

issues to and from health care visits
Research Question 1.2; Are adulls in the IWP less likely 10 report iransportation-related barriers (o complete HBI requirerents than other adulis in Medicaid
who report awareness of the NEMT benefir? :

Adults in Medicaid Mm,bermlls':?;dm“‘ sompleting HBY IWP Member Survey Means tests
Research Question 1.3: Are adults in the IWP less likely to report bart c far chronic condition manag due 1o transportation than other adulis in
Medicaid who report s of the NEMT benefir?
Member experience with transportation issues
Adults in Medicaid for Chroinic emlivicn managsmen IWP Member Survey Means tests
Research Question 1.4: Are adulis in the IWP less likely 1o report unmet need for transportation lo health care visits than other adults in Medicaid wha report
mess of the NEMT benefit?
Adults i Medicaid Membet Spelercd with i ned fob IWP Member Survey Means lests
transporiation
Research Question 1.5: Are adults in the IWP less likely to report worry abaut the aility to pay [or cost of fransportation than other adults in Medicaid who
report awareness of the NEMT benefit?
Member i with i
Adults in Medicaid "::;m S s gl IWP Member Survey Means tests

Research Question 2.1; Are adulis in the IWP less likely to report transportation-related missed appointments than other adults in Medicaid who receive the

NEMT benefit?
Adults in Medicaid ;Iss;d a;‘pﬁ‘i’gfn‘;fms potation-related IWP Merber Survey Means fests
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Comparison Strategy Outcome measures(s) Data sources Analytic approach

Research Question 3.1: Do adults in the IWP less frequently report 1 lliat thzlr Haal!k care plan p:wuasmmmmtrmm than other !ﬁﬂlﬂn
Medicaid who receive the NEMT benefit?

Adults in Medicaid :‘::.I;.er Repnts o el arelplan pooy g IWP Member Survey Means tests

Adulis in Medicaid Subgroup analyses of 1-3 by rurality ITWP Member Survey Means tests

'mwummmmmmwummmmmma living (ADLs) report similar experiences with health-care related.
transportation as other adults in Medicaid who receive the NEMT benefit? e

Adults in Medicaid Subgroup analyses of 1-3 by ADLs IWP Member Survey Means lests
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7) Iowa Wellness Plan Member Experiences from
Increased Eligibility for Healthcare Coverage

Background

There are several important areas of the IWP member's experiences that should be included inan
evaluation of the l[owa Wellness Plan, as mentioned in both the STCs and other CMS
correspondence to IME. These areas include access to care, coverage gaps and churning, and quality
of care. These are all areas that would be expected to improve as a result of gaining Medicaid
coverage as a result of the inclusion of the IWP population in Medicaid in lowa.

Specific indications of the importance of evaluating these impacts of the IWP are in a letter from
CMS to IME Director Michael Randol and in the STCs provided to the IME:

From the CMS letter to IME Director Randol:
“Under the extended demonstration, lowa and CMS will continue to evaluate the effectiveness of
various policies thut are designed to improve the health of Medicaid beneficiaries, und encourage them

to make responsible decisions about their health and accessing health care. Promoting beneficiary
health and responsible health care decisions advances the objectives of the Medicaid program.”

(MS's interest in evaluating the impact of the demonstration in providing insurance caverage to
beneficiaries and the uninsured population, as well as outcomes of care, quality and cost of care,
and access to care was further reinforced in the STCs and in conversations between CMS, IME and
Public Policy Center staff during the development of this evaluation plan,

Goals related to Member Experience

The goals heing evaluated for this portion of the IWP evaluation derive from the expansion of
eligibility to populations not previously eligible for Medicaid coverage, those between 0-138% FPL
not categorically eligible for Medicaid, This increased coverage has the following goals:

Goal 1: IWP members will have increased access to covered services.
Goal 2: IWP members will experience consistent, reliable coverage.

Goal 3: IWP members will experience improved quality of care.
Hypotheses and Research Questions

Topic 1: Access to care

Hypothesis 1.1; Wellness Plan members will have equal or greater access to primary care
and specialty services.

Rescarch Question 1.1.1: Are adults in the IWP more likely to have had an ambulatory or
preventive care visit than other adults in Medicaid?

Research Question 1.1.2: Are adults in the IWP more likely to report greater access to urgent
care than other adults in national estimates from National CAHPS Benchmarking Database?

Research Question 1.1.3: Are adults in the IWP more likely to report greater access to routine
care than other adults in national estimates from National CAIIPS Benchmarking Database?
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Topic 2: Coverage continuity

Hypothesis 2.1: Wellness Plan members will experience equal or less churning,
Research Question 2.1.1: Are adults in the IWP less likely to have gaps in health insurance
coverage over the past 12 months than other adults in Medicaid?
Research Question 2,1.2; Are adults in the IWP more likely to have higher rates of consecutive
caoverage than other adults in Medicaid?
Research Question 2.1.3: Are adults in the IWP less likely to change plans or lose eligibility
during the year than other adults in Medicaid?

Hypothesis 2.2: Wellness Plan members will maintain continuous access to a regular source

of care when their eligibility status changes.

Rescarch Question 2.2.1: Are adults in the IWP more lilely to have a personal doctor than
other adults in national estimates from National CAITPS Benchmarking Database?

Research (Juestion 2.2.2: Are adults in the IWP mare likely to have a positive experience with
changing personal doctor/PCP than other adults in Medicaid?

Topic 3: Quality of Care
Hypothesis 3.1: Wellness Plan members will have equal or better quality of care,
Research (Juestion 3.1.1: Are adults in the IWP less likely to receive antibiotic treatment for

acute bronchitis than other adults in Medicaid?

Research Question 3.1.2: Are adults aged 40-64 with COPD in IWP more likely to have
pharmacotherapeutic management of COPD exacerbation than other adults in Medicaid?

Research (Juestion 3.1.3: Are adults in the IWP more likely to self-report receipt of flu shot than
other adults in Medicaid?

Research Question 3.1.4: Are adults in the IWP less likely to report visiting the ED for non-
emergent care than other adults in Medicaid?
Hypothesis 3.2: Wellness Plan members will have equal or lower rates of hospital
admissions.
Research Question 3.2.1: Are adults in the IWP less likely to have hospital admissions for COPD,
diabetes short-term complications, CHF, or asthma than other adults in Medicaid?
Research Question 3.2.2: Are adults in the IWP less likely to utilize general hospital facute care
than other adults in Medicaid?

Research (Juestion 3.2.3: Are adults in the IWP less likely to have an acute readmission within
30 days of being discharged for acute inpatient stay than other adults in Medicaid?

Research Question 3.2.4: Are adults in the IWP less likely to have a selt-reported
hospitalization in the previous 6 months than other adults in Medicaid?

Research Question 3.2.5: Are adults in the IWP less likely to have a self-reported 30-day
hospital readmission in the previous 6 months than other adults in Medicaid?

Hypothesis 3.3: Wellness Plan members will report equal or greater satisfaction with the
care provided.

127

lowa Wellness Plan Page 182 of 202
Approval Period: January 1, 2020 through December 31, 2026

Amended: November 28, 2025



IWF Member Experiences April 28,2021

Research (Juestion 3.3.1: Are adults in the IWP more likely to report that their personal doctor
communicated well with them during office visits than other adults in national estimates from
National CAHPS Benchmarking Database?

Research Question 3.3.2: Are adults in the TWP more likely to report that their provider
supported them in taking care of their own health than other adults in national estimates from
National CAIIPS Benchmarking Database?

Research Question 3.3.3: Are adults in the IWP more likely to report that their provider paid

attention to their mental or emaotional health than ather adults in mational estimates from
National CAHPS Benchmarking Database?

Research [juestion 3.3.4: Are adults in the IWP more likely to report that their provider talked
with them about their prescription medications than other adults in national estimates from
National CAHPS Benchmarking Database?

Research Question 3.3.5: Are adults in the IWP more likely to report that their provider paid
attention to the care they received from other providers than other adults in national estimates
from National CAIIPS Benchmarking Database?

Research Question 3.3.6: Are adults in the IWP more likely to report higher ratings of their
personal doctor than other adults in national estimates from National CAIIPS Benchmarking
Database?

Research Question 3.3.7: Are adults in the IWP more likely to report higher ratings of their
overall care than other adults in national estimates from National CAHPS Benchmarking
Datahase?

Research Question 3,3.8; Are adults in the IWP more likely to report higher ratings of their
health plan than other adults in national estimates from National CAHPS Benchmarking
Database?

Evaluation Periods

Multiple evaluation periods exist for this data depending on the guestion and analyses. Below we
attempt to provide some explanation of the evaluation periods.

Pre- post-implementation period (CY 2011-2022)

Medicaid comparison groups

For measures in which we are able to utilize data from the lowaCare population (either
administrative or survey), we will be able to compare a pre-implementation period of CY 2011-2013
and a post-implementation period of CY 2014-2022. Due to the differences in coverage for lowaCare
and lowa Wellness Plan, these comparisons are limited to utilization that could occur at a primary
care site. Emergency department and inpatient hospitalization data is not valid as lowaCare members
were only allowed to access 2 hospitals in lowa. The IowaCare population will be limited to those
with incomes of 0-133% FPL to mirror the IWP population for our analyses. lowaCare /IWP members
will be compared over time to Medicaid members enrolled through FMAP and/or SS1L

Post-implementation period (CY 2014-2022)

Surveys
Survey data collected approximately every 18 months from January 2014 through present. Survey
sampling strategies vary over time, however, for those surveys in which we have similar sampling
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strategies we will be able to compare the data over time for IWP and Medicaid members enrolled
through FMAT and 551

Administrative data
Medicaid claims data are available for the post implementation period CY 2014-2022.

Data Sources, Analysis Methods, and Measures

Data sources

Member surveys
Survey-based outcomes will use data from IWP member surveys that are fielded every 18 months
throughout the evaluation period.

The foundation for the IWP member survey instrument will he based on the Consumer Assessment
of Healthcare Providers and Systems (CAIPS®) survey, The PPC was involved in the development
of the CAHPS survey and has used the instrument to evaluate issues from the perspective of lowa
Medicaid and IWP members for over 15 years for the evaluation of Medicaid waiver programs.

Surveys will be mailed to a stratified random sample of 1500 members in each of the following
groups: IWP (Amerigroup), IWP (lowa Total Care), and the traditional Medicaid State Plan,
Members must have been enrolled in IWP for at least the previous six months to be eligible to
receive the survey. An initial invitation and survey will be mailed to the entire sample along with a
cash pre-incentive (nominal monetary pre-incentives are utilized to maximize response rates for
mailed surveys). Respondents will have the option to complete the survey online or mail back the
paper survey in the provided postage-paid envelope. A reminder posteard will be sent a week after
the initial survey. A follow-up survey will be sent a month after the first mailing to those who have
not responded, and a telephone follow up will be conducted for those who do have not completed a
survey 2-3 weeks following the second survey mailing,

Members in each of the Medicaid coverage options are surveyed every 18 months using an
instrument that includes questions from the most recent CAIPS survey instrument and additional
supplemental items appropriate for evaluating specific demonstration activities. The consumer
surveys will be conducted utilizing the best practices for health surveys, based on CAHPS guidance
and current survey research recommendations. Initial consumer surveys will be mailed with a
nominal cash pre-incentive (demonstrated to have a significant positive impact on response rates).
A random ID number assigned to all sample members will be used to track survey responses and
identify who receives follow-up contact, In addition to a postcard reminder and a second follow-up
survey, a telephone follow-up will be administered tor non-respondents 2-3 weeks after the second
mailing. To maximize potential for contact with the sample, address information will be verified
and npdated through a national change-of-address database and alternative forms of contact will be
investigated for sample members with survey mailings that are undeliverable,

Administrative data

The PPC is home to a Medicaid Data Repository encompassing over 100 million claims, encounter
and eligibility records for all Iowa Medicaid enrollees for the period October 2010 through the
present. Data are assimilated into the repository on a monthly basis. 95% of medical and
pharmaceutical claims are completely adjudicated within 3 months of the first date of service, while
the adjudication timing' for institutional claims is 6 months. The PPC statt also have extensive
experience with these files as well as extensive experience with CMS adult core measures and
HEDIS measures. [n addition, the database allows members to be followed for long periods of time
over both consecutive enrollment months and periods before and after gaps in coverage. When the
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enrollment database was started in 1965 lowa made a commitment to retain a member number for
at least 3 years and to never reuse the same Medicaid ID number. This allows long-term linkage of
member information including enrollment, cost and utilization even if they change plans.

National CAHPS benchmarking database

The PPC has purchased the NCQA Quality Compass CAHPS data for commercial and Medicaid
providers in the past. These data are available at the state by plan level allowing us to compare both
Medicaid and Commercial plans across the nation. We will not be able to compare at the individual
level or control for group differences when making the comparisons. However, these results
provide worthwhile comparisons to assess how the IWP population compares to others over time,

Emergency department use survey

The PPC survey team is developing a telephone survey to be administered to members who utilize
the ED for non-emergent diagnoses. We anticipate recruiting 50 members per month for 1 year.
This should yield 300 completed surveys (100 per group) with sufficient power to detect moderate
differences at .05.

Structured key stakeholder interviews

Interviews with key IWP stakeholders will he conducted annually and staggered at different times
for different stakeholder groups. Interviews will be 60 minutes long and topics for the structured
interviews will he developed to reflect the experiences of IWP members and provide elaboration
from a primary source as needed to provide context for data collection activities, outline the
availability of key pieces of information and outline adjustments to IWP. Stakeholder interviews
may occur at varying times as needed to inform the evaluation portions of the policy components.

Measures

Bivariate analyses

With the complexity of the evaluation and the many areas investigation, it is not possible to provide
complex modelling tor every measure. Additionally, some measure changes provide context around
the more complex modelling. Bivariate analyses can provide an understanding of the changes, for
example, that have occurred pre-and post-demonstration between the many target and comparison
groups we have identified. Appropriate bivariate analytic approaches we use depend on data
structures of two variables of our interest, their sample size and other associated assumptions.

Multivariate modelling

Many outcomes are population-based, however through modification of the protocols they will also
be measured as individual outcomes. Individual outcomes can be measured as a dichotomous
variable indicating whether or not the member had a service (e.g., person with type 1 or type 2
diabetes receiving a Hemoglobin Alc) or experienced an outcome (e, preventive visit) ora
continuous variable (eg, per member per month cost, or time to first enrollment gap)

Comparative Interrupted Time Series (CITS)

A simple comparative interrupted time series analysis (CITS) entails a Difference in Difference
(DID) estimation in which the effect of a health program is determined by comparing the pre- and
post-program means in the study population using the pre- and post-program means in the
comparison population as the counterfactuals. In complex CITS analyses with more pre- and post-
IWF data (as in the case of many of our hypotheses), we analyze means and slapes of pre-TWP
values to determine changes both in means and in post-1WP linear and non-linear trends, as well as
mean and trend heterogeneity among different sub-groups of population.
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For programs where a readily identified comparison group exists, CI'TS methods are very useful.
For program groups where no readily-identified comparisons exist, regression controlling for
observed patient or area characteristics will be utilized. ‘The specific analysis technique will depend
on the distribution of the dependent variahle (e.g, OLS for continuous variables and logistic
regression for dichotomous variables with a skewed distribution), When appropriate, person,
program or area fixed effects will be used to control for time-invariant individual (or program or
area) effects and year effects. Each method has strengths and wealnesses but combined should
offer a robust analysis of program effects on costs and outcomes.

Covariates
Payment structure - series of dichotomous variables that provide payment structure
comparisons. The variahles will indicate whether during the month a member was in the
HMO (0,1), PCCM (0,1), or fee-for-service (0,0).

Age - calculated monthly
Age squared - to allow for a curvilinear relationship between age and costs
Gender

Race - within the Medicaid data 30% of enrollees /members do not identify a race. Previous
analyses have indicated that this option does not appear to have a race-based bias or
systematic component. We will perform the analyses with this group identified as race
'Undisclosed’ and without this group.

Number of chronic conditions - The Health llome program in lowa Medicaid utilizes seven
diagnoses to establish member participation: mental health condition, substance use
disorder, asthma, diabetes, heart disease, overweight, and hypertension. A count of these
conditions will serve as the chronic conditions measure though the severity of impairment
will be unattainable.

Risk adjustment - Risk stratification provides an adjustment for the model to determine
whether there are high-risk groups of enrollees whose costs are more likely to be reduced
through the Wellness Flan, We will develop risk stratification based on medical diagnoses,
physical diseases and disorders. We will determine the exact method of stratifying the
enrollees once we are able to analyze the data and determine whether we are able to
construct risk stratification tor each month and how we will provide a risk stratification
mechanism for the control groups.

Rural/urban - Rural-urban continuum codes (RUCC) provided through the US Department
of Agriculture will be included. We will also test the model with the county of residence as a
covariate; however, past analyses indicate that the RUCC is sufficient.

Income - Percent poverty will be included as it appears on the enrollment files.

When needed, we will use maximum likelihood estimators (logit or prohit) or a recently developed
special regressor method. Dong and Lewbel (2015) show that the special regressor method has
several advantages over maximum likelihood estimators including providing consistent estimates
in cases of endogenous regressors.

We will also utilize modified Poisson regressions Poisson regressions with a robust error
variance). This method is used to answer research questions invalving count dependent variables.
Poisson regressions use a log link function to relate the expected value of an outcome of interest (Y)
(E(Y)=y) to alinear combination of X:

log( u)=Xi, or u=e* (1)
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IWF Member Experiences April 28, 2021

Evaluation Methods Summary: Access to Care

Data Sources

s L iy = ; et 0 . r g
: 1.1.1: Are adults in the IWP more likely 10 have had an y ar previ isit than other ad
Study group: IWP members

ults in Medicaid?

IPercent of hers who had an ambulatory eare visit in Medicaid ¢laims Means tests
Comparison group: the measurement year (HEDIS AAP) 2 CY2014-2022
EMAP adult bers
Study group: WP members

Whethera ber had an ambulatory or p . o b
Comparison group: care visit (HEDIS AAP) Mecyonit] et CY 2014-2022

FMAF adult members
Research Question 1. 12: Are adults in the WP more likely to report greater aceess to urgent care than other adulls in national estiiates from National CAHPS
Benchmarking Database?

Adults in national estimates from

Compaosite of two questions rating timely access w UC

:\Ialk:na' CAHPS Benchmarking and unmtet need for UE (CAIPS question) Member Survey Means tests
Research Question 1.1.3: Are adults in the IWP more likely to report greater aceess o muatine care thin other adulls in national esti from National CAHPS
Benchmarking Database?
Adults in national estimates from
3 = Composite of two questions rmting timely access to RC
IMalh?nal CANPS Benchmarking and unmet need for RC (CAHPS question) Member Survey Means tests
Re hQ 114 Are adults in the IWP more likely to get timely apg 1o questions, and have less lime in waiting room than other adults in
N & A 1 CAHPS Bench King Datah a5
Composite of three questions 1) member experience
Adults in national estimates from ‘with getting appointments for care in a timely manner,
N I CAHPS Bench king 2] time spent waiting for their appointment, and 3) Member Survey D
Natabase receiving timely answers to their questions, (CAHPS
guestion]
Rescarch Question LL5: Are adults in the IWP more likely to know what 1o do to oblain care after regular office hours than other adults In national es from
National CAHPS Benchmarking Database?
Adults in national estimates from
: : Member experience with knowing what 1o do to obtain "
gallclmal CAHPS Benchmarking care after regular office hours (CAHPS question) Member Survey o
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Comparison Strategy Outcome Measure(s) Data Sources Analytic Approach

Itesearch Question 1.1.6: Are adulis in the IWF more likely to report greater access 1o speciallst care than other adults In national estimates from Nathoral CAHPS
B S R

Adults in national estimates from

. C of two questions rating access to and unmet
Ditabase : e need for care from a specialist (CAHPS question) Wrrber Sarvey 5L
Hesearch Qllﬂﬂfp_l‘l LL.7: Ave adults in the IWI* more likely 10 report greater access to prescription medication than other adults in national est from Natlonal
| CAHPS Benchmarking Database?
Adults in national estimates from
n - Composite of two questions rmting access to and unmet
g:lmlml CAHPS Benchmarking need for preseription medication (CAHPS guestion) Mernber Survey D

- = = R T =
L LY Are aged 50-64 in the IWP more likely 1o have had a breast cancer
Stuchy proups
Female IWP members 50-64 yrs Percent of women 50-64 years of age who had a
mammogram o screen for breast cancer (HEDIS BCS) Medicaid claims
Comparison group: during the measurement year
Female FMAP members 50-64 yrs
Study gronp:
Female IWP members 50-64 yrs Whether a woman 50-64 years of age had a
mammogram (o screen for breast cancer (HEDIS BCS) Medicaid claims
Comparison group: during the measurement period
Female FMAF members 50-64 yrs
Research Question 1.22: Are women aged 21-64 in the IWE more likely 1o have had a cervical cancer sereeniug than other adults in Medicaid?
Study group
Female IWP members 21-64 yrs

mml han other adults in Medicald?

Means tests
CY2014-2022

nip
CY 2014-2022

Percent of women 21-64 years of age who were

sereened for cervical cancer (HEDIS CCS) in the st £l Means 1ests
" meastrement year or the 2 years prior lo the Medicald clalns CY2017-2022
Comparison group: measurement year
Female FMAP bers 21-64 yrs
Whether a woman 21-64 years of age was screcned for o
Adults in Medicaid cervical cancer (HEDIS €CS) in the measurement yearor  Medleald claims
3 CY2017-2022
the 2 years prior to the L year
Research Question 1.2.3: Are adulis in the IWP more likely 1o have had a flu shot in the past year than other adults in | from N I CAHES
Benchmarking Database?
Adults in national estimates f .
v I'l;:;l:b .,Eﬂlma'i&hffm Percent of membe_rs 21-64 years u!.'iigv who received an MeribocSurvey s
Datak influenza vaccination (CAHPS question)
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Comparison Strategy Outcome Measure(s) Data Sources Analytic Approach

1 b (uestion 1.2.4: Are adults with diat i the IWE more likely 1o bave bad Hemoglobin A le testing than other adults with diabetes in Medieald?
For those identified as
having diabetes

Study group: IWP members  percent of members with type 1 ortype 2 diabetes who

had Hemoglobin Al testing (HEDIS €DC) during the Medicald claims :’;‘;’I‘“‘ e
3 comparison groups: measurement year
FMAP adult members
SSladult members
lowaCare members
For those identified as
having diabetes
Study group: WP members  whether a member with type 1 or type 2 diabetes had Crrs
Hemoglobin Ale testing (HEDIS CDC) during the Medicaid ¢laims Pre-TWP CY 2011-2013
3 comparison groups: measturement period Post-IWP CY 2014-2022
FMAP adult members
551 adult members
lowaCare members
Research Question 1.2.5: Are aclults in the IWP more likely to report greater access lo preventive care (lan otheradulls in patioml esti from N 1 CAHPS

Adults in national estimates from

National CAHPS Benchmarking
Datal

Access lo and unmel need for preventive care (CAHPS

question) Member Survey mn
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Comparison Strategy Outcome Measure(s) Data Sources Ana I.yllc .f\ppmacll

ater e ‘! .. -
Ouestion 1.3.1: Are ndnlls in IW'Pvmb mn]ntdepmive dm:&rmmﬂkely o fiave Tilgher. nnli-depmsm rud'lmuk,la mmnmnﬁhm nﬂm'adnlls
with major depressive disorder in Medicaid!
For those identified as having
major depressive disorder

Percent of menibers with major depressive disonder
whao remained on antide pressant medication (HEDIS Medicaid claims
AMM)

Study group: WP members Means tesis
CY2015-2022
2 comparison groups

FMAP adult members

551 adualt s

For those identified as having
major depressive disorder

Time 1o first lupse in anti-depressant medication

Study group: IWP members Survival analyses

Newly developed identifying conti use ol Medicaid ckiims §
2 comparison groups anti-depressant medicati lizing med wn lists €Y 2015-2022
FMAF adult members from HEDIS AMM
551 adult members
_Research Question 1.3.2: Are adulls in the IWP more likely 1o utilize wental health services (hau other adults in Medicaid?

Stucy ghoup: TWE membefs Percent of members receiving any mental health

3 i services Medicaid claims Means tesis
F:ﬁ';?z \ e F"’:I”T Newly developed measure utilizing HEDIS FUI Mental €Y 2014-2022
BHul mepshers Health Diagnosis Value Set

551 adult members
For those identified as having
mental health diagnosis

Study group: IWI' members

Whether menber with mental health diagnosis received o mn
e mental health services Sadiaidaiohus Y 20162022
comparison groups
1= FMAP adult members
2: 551 adult members
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Comparison Strategy Outcome Measure(s) Data Sources Analytic Approach

Members having an ED visit fora
mental health illness

Study group: IWP members Whether member had # follow-up visit afier ED visit for oo
mental iliness (1EDISEUM) Metiedid chattas €Y 20152022

2 comiparison groups
FMAF adult members
551 adult 1
Res_afm'h ?ﬂ&ﬂhlm Are adults in the IWP more likely to have gr aceess to preventive care than other adults in national esti 1N | CAHPS.
.A,d"us u:c": :;;.;m.{ cs".maw: ITW Access 1o and unmel need for prevenlive care (CAHPS Mensber Survey DD
Datahase question)

==

&

Research Question 14 1 Are adults in the IWP more likely to have fewer non-emergent ED visits than other adulls in Medicald?
Study group: TWP members

Number of non-emergent ED visits per 1,000 member Medicaid claims Means tests
Comparison group: months (HEDIS AME) in the measurement vear CY 2014-2022
FMAP adult members
Study group: IWP members

Whether member had i non-emergem ED visit (HEDIS mo
Comparison group: AME] in the measurement perindm [ Melicaldelatiaz CY2014-2022
FMAP adult members
Research Question 142 Are adults in the IWP more likely 10 have fewer fallow-up ED visits than other adults in Medicald?
Percent of members with ED visit within the first 30

Study group: WP members days after index ED visit in the measurcment year
Medicaid claims ey E3L

Comparison group: Newly developed measure using the structure of CYZ2014-2022
FMAF adult members hospital readmission from HEDIS and ED value set o

define the visits
_Research Question 143 Are adalis in the IWP more likely to utilize ambukat than other adults in Medicaid?
Study group: IWP menthers

Rate of outpatient and emergency department visits per : Means tests
Comparison group: 1,000 member months (HEDIS AMB) Wedicald 2Rlns CY2014-2022
FMAP aduli bers
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Comparison Strategy Outcome Measure(s) Data Sources Analytic Approach

b Question 1,44 What other o are fated with overutilization of ED?
Identification of facilitators and barriers to other types
Members utilizing the ED of care and factors related to non-emergent ED use (e.g.  Qualitative member interviews, ; 2
ED providers knowledge of alternatives, access, ease of use, up-fromt  ED provider interviews Qualiiattve thamatic coding

cost, work or childeare coverage, financial stress)

Evaluation Methods Summary: Coverage continuity

Comparison Strategy Outcome Measure(s) Data Saurces Analytic Approach

ol e [ ence equal orless chu . A ™ g W
e adults in the IWE less likely o have gaps in health coverige over the past 12 months than other adults in M,
Study group: IWF members

Number of months in the previous year when the respondent

- = dicl not have health i ¢ coverage (Developed for IWP Member Survey Din
Comparison group: evaluation)
FMAP adult members
Research Question 2.1.2: Ave adults in the IWP more likely 1o have higher vates of ive coverage thun other adults in Medicaid?
Study group: IWP members
Percent of members with 6 months continuouns eligibility and CITS
Comparison group: 12 months continuous eligibility (Developed for WP Enroliment files Pre —CY 2010-2013

FMAP adult members evaluation) Post- CY 2014-2021
lowaCare 1

R h @ 2.0.3: Are adults tn the IWP less likely to change plans or lose eligibility during the year than other adults in Medicaid?

Study group: IWP members

Whether member did not change plans or lose eligibility,

2 4 CITs
Comparison group: ;:'Q{’fﬁf;’g;‘i{’l;g jaiis skl e changedPlans 005 Eurollmen files Pre - CY 2010-2013
FMAP adult members maore limes (Developed f(vrTWP evaltation) Post - CY 2014-2021
lowaCare members
Hyp sl 2.2:W I Plan n __ ki Jus - b 7 15 changes. — ﬁt =~ 1
Resvarch Question 2,21 Are adults (o the TWP more likely to have s personal dector than other adulls in national from National CATIPS Benchmarking
AT e

Adults i natioral estimates front The percent who respond that they currently have a personal

rh{alh'mal CAHPS Benchmarking doctor (CAHPS question) Member Survey Means tests
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Comparison Strategy Dutcome Measure(s) Data Sources Analytic Approach
Research Question 2.2.2: Are adults in the IWP more lely o have a positive exper with changing I doctor/PCP than other adults in Medicald /than in
jprior years!

Study group: IWP members

Member experiences with changing personal doctor/ primary 9
Comparison group: care provider (Developed for IWP evaluation) Membef Survey oib
FMAP adult members

Evaluation Methods Summary: Quality of Care

Comparison Strategy Outcome Measure(s) Data Sources Ana I\"l ic Appl‘o{ldl

Ry .Ammdullsutr.llePlcssMwmmmﬂhW1mnmmiormhwhNﬂhﬂnmhumm“ 1
Study group: IWP members

The percent of members 19-64 years of age who were enrolled

for at least 11 months during the measurement year witha gy Bl Means tests
diagnosis of acute bronchitis who were not dispensed an Medicald clalms Y 2014-2022
anlibiotic prescription (HEDIS AAR)

2 Comparison groups:
FMAP adult members
S5 adult members

Eesiemlhmamunzmmadwmﬁwﬂhmnmlwrrumlilwlytalme_" icoth e ma of COPD, rhafion than other adults in

Study group: IWP members The percent of COPD exacerbations for members age 40-64
years of age who had an acute inpatient discharge or

emergency department visit during the first 11 months of the 5 Means tests
g‘;’;zﬁl’:"" it mugsurenien) yearand who wers envolled far at bast 30 days  Medieaid clatins CY 2014-2022
i AL Menes following the inpatient stay or emergency department visit and
551 adult members who were disy ppropriate medications (PQI)
i I Question 3.1.3; Ave adults in the IWP more likely w self report receiptof flu shot than other adults in Medicald?
Study group: IWP members
2 Comparison groups: :ﬁ:?;;:;f respondents who reparted having a flu shot (CAHPS 0 b gy Means 1ests
FMAP adult membaers
S50 adult bers
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Compari Outcome Measure(s] Data Sources Analytic Approach

Research Question 3.1.4: Are adults n the IWE less Iikely 1 report visiting the ED for non:
Study group: IWP members

gent care than other adilts n Medicaid?

Percent of respondents who reported that the care they
received al their most recent visit 1o the emergency room could
have been provided ina doctor’s office if one was available a
the time (Developed for IWP evaluation)

2 Comparison groups:
FMAP adult members
551 adult members

Member Survey Means tests

Hy : We ) of h ) e e
Research Question 3.2.1: Are adulis In the IWP less likely to have hospital admissions for COPD, diat hor-lerm plications, CHE orasthma than other adults in
Mexdicaid?
Study groop: TWP members
The number of discharges for COPD, CHF, short-lerm Misink ihsts
2 Comparison groups: eomplications from diabetes or asthma per 100,000 Medicaid Medicaid claims ('YZUH—ZélZZ
FMAP adult members members (POI) -
551 adult bhers
R 'h Question 3.2.2: Are adulis in the IWP less likely to ufilize general hospital facute care than other adults in Medicaid?
Study group: IWF members This measure summarizes utilization ofacule inpatien! care
LS and services in the following categories: tolal inpatient, surgery
and medicine using number of discharges per 1000 member Means lesls

months, number of days stay per 1000 member months and Medigald cluimg CY 2014-2022

FMAP adult members average length of stay for all members who were enrolled for al
S5l adult members least 1 month during the measurement year (HEDIS 1HU}

Research Question 3.2.3: Are adulis in the IWP less likely to have an acute readmission within 30 days of being discharged for acute inpatient stay than other adults in

2 Comparison groups:

Far members age 19-64 years who were enrolled for at least on

Study group: IWP members
PEOUR month during the measurement year, the number of acute

i s Inpatlent stays during the measurement vear that were R Muans Lests
‘:Enm':"run Rm:_p’:' folk el by an acute readmission for any diagnosis within 30 Medicaid claims CY 2014-2022
FMAP adult mem I%‘s days and the predicied probahility of an acute readmission
§51adult members (Developed for IWP evaluation)
Research Question 3.2,4: Are adulis in the IWP less likely to have a sell:reported hospilali inthe previous 6 months thia otheradulls in Medicaid?
Study group: IWP members
2 Corsparison Eroupsi gt;s];“n\:;“:::tli:;;zf]nnm in the previous 6 months (Developed Metiber Siirvey bID
FMAP adult members
S8l adult bers
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Compari Stralegy Outcome Measure(s) Data Sources Analytic Approach
Research Question 3.2.5: Are adults n the IWPE less likely 1o have a sel-reported 30-day hospital readmission in the p b ks than other adults in Medicajd?
Study group: IWP members

30-day readmissions reported in last 6 months (Developed for
IWP evaluation)

2 Comparison groups:
FMAP adult members
551 adult members

Member Survey nin

" : report sater : CHRE | -~ - ama-  ae o
1! h Question 3.3.1: Are adulis in lhe IW'P miore meeurbo n:pm-l that I:hairpersum] dnmrcmmuuimtw mﬁMlh Ihum ﬂuﬁngumneviﬂslhan ulheralults in
Adults in national estimates from This is a CAHPS composite measure designed 1o assess
National CAHPS Benchmarking respandent perception of how well their personal doctar Member Survey Means lests
Dalabase { with them during office visits,

Ri h Qu 3.3.2: Are adulls in the IWP more likely to report thal their provider supported them in iaking care of thelr own health than other adulls in national
estinates from Natlonal CAIPS Benchmarking Databuase?
Adulis in national estimates from :::::;;g\ll[’s Pailimv‘(:ent_‘e::&::::;iskal Hom)e [P(;ziilcln]aplion
CAHPS Ber of how well their provider supported Ihen; in taking care of Meniber Survey Heun (et
Database
their own health.

Research Question 3.3.3: Are adulis 1o the IWEP more likely to report that their provider paid altention lo their mental or emotional health lan otheraduits in nallonal
estimates from Natlonal CAHPS Benchmarking Database?
This is a CAHPS Patient- Centered Medical Home (PCMH)
Adults in national estimates from composite measure designed to assess respondent perception
N 1 CAHPS Bench king of how well their provider paid attention to their mental or Member Survey Dip
[hatabase emotional health which is the CAHPS way 10 assess the
comprehensive care component of the PCMH.
This is a CAHPS Patient-Centered Medical Home (PCMH)
Adults in national e'ilimales I'lum composite measure designed 1o assess respondent perceplion

National CAHPS Benel of how well thelr provider pald attention o their mental or Member Survey H1Y]
Database emotional health which {s the CAHPS way to assess the
comprehensive care I of the PCMH.
H h O .34 Are adulis n the IWP more likely 1o report that their provider talleed with them aboul thelr preseriplion medieations than other adults in

natiopal estimates from Natlonal CAHPS Benchmarking Database?
This is a CAHPS P:mem Centered Medical Home (PCMH)

Adults in national csn.'m-lles from igned to assess respondent perception
N 1 CAHPS Bench I ol' hcvw well their provider talked with them about their Member Survey DID
[hitabase prescription medications which is the CAHPS way 1o assess the
shared decision-making I of the PCMH.
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Compari Stralegy Outcome Measure(s) Data Sources : lc Approach

'{‘his is a CAHPS Patient-Centered Medical Home (PCMIT)

Adults in national esti from igned to assess respondent perception
Natlonal CAHPS Bemllmaridng ol how well thelr provider talked with them about thelr Member Survey Din
Database preseription medications which is the CAHPS way 10 assess the

shared decision-making comp of the PCMH.

Resun:h Quﬁﬁnn 33.5. ﬁm adnh:ln Ihe IWP more llkely 10 report | that their provider paid attention to the care they received from other providers than ol heradults
I here are three ind.widllal items from the CAHPS Patient-

Adults in national L-slim..lcs rrnm Centered Medical Home (PCMH) items designed to assess

N 1 CAHPS Bench 2 lent perception of their provider's attention 1o the care Member Survey DID

Diatabase lhry received from other providers. This Is the CAHPS way 1o
assess the eare coordination component of the PCMH,
There are three individual items from the CAHPS Patient-

Adults in national estimates from Centered Medical Home (PCMH) items designed to assess

Natlonal CAHPS Benchmarking respandent perception of thelr provider’s attention 1o the care  Member Survey Din
[hatabase they received from other providers ‘This is the CAHPS way 10
assess the care coordi p of the PCMH.
It h Question 3.3.6; Are adulis in the TWP mare likely 1o reporl higher ratings of their personal doctor than otheradlis in national estimales fom Nallonal

CALIPS Benchniarling Dalabase?
Adults in national estimates from

Rating of personal doctor on 0-10 scale (CAHPS question)

National CAHPS Benchmarking Member Survey Means tests
Bl
Research Q 133.7: Are adults |n the IWF mare likely 1o report higher ratings of their overall care than ofher adults in national estimates from National CAHPS
Adults in national estimates from
N 1 CAHPS Bench Ting Rating of all care received on 0- 10 seale (CAHPS question) Memher Survey Means lests
Dtk
Rssem:h Quest hnB'm_ Am aadults bn the IWP mare likely 1o report higher ratings of thelr healih plan than ather adulis in natlmal estimates from National CAHPS
King Datab
Adults in national estimates from
National CAHPS Benchmarking Rating of health care plan on 0-10 scale (CAHPS g ] Jember Survey Means tests
Database
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Attachments April 28, 2021
F. Attachments

F-1. Independent Evaluator

The State will work within policies and procedures established under the lowa Code to contract with an independent entity to complete the evaluation
activities. In the past, The University of lowa Public Policy Center (Ul PPC) has conducted many independent evaluations of Medicaid changes (please see:
hup: /fppeniowa.edu/health), We fully anticipate that the PPC will meet the requirements of an independent entity under these policies and procedures.
In addition, The University of lowa brings the ability to meet the prevailing standards of scientific and academic rigor as appropriate and feasible for each
aspect of the evaluation, including standards for the evaluation design, conduct, and interpretation and the reporting of findings. The PPC has in the past,
and will continue, to use the best available data; use contrels and adjustments for and reporting of limitations of data and their effects on results; and
discuss the generalizability of results,

F-2.Budget
Y1 ¥z ¥3 Y5
(Ql-aa) (Q1-as) (Q1-04)  va{ai-qa)  (01-03) Total
Compensation
Total Salary 5 810,364 $773,122 §751842 51,057,857 5781385 54,174,570
Total Fringe | 5259303 5258105  $257502 5 343400  $256700 51,375,012
F&A Cost: 8% 5112,984 $120929 $127591 5 130,822 $101,508 S 593,834
Total Compensation and F&A | $1,182651  $1,152,156 $1136936 $1532,079  $1,139,503  $6,143,415
Reimbursables |
Supplies | 5 40 5 40 5 a0 S taI0) SROEEIISY S 1005
Travel $ 12,000 $ 12,000 $ 12,000 $ 12,000 5 9,000 $ 57,000
Contractual 5135431 $138,664 | 5141994 5145,424 5115996 5 677,510
e | s104031  $69227 S 71650  $1153%6  $116159 S 476393
Survey and Primary Data Collection $265,467 $427,533 $537,000 $189,750 $190,000 51,609,750
Total Reimbursables | 4517349  $647,844  $763,064 $ 462,921 $431,470  $2,822,648
Total for Contract $1700000  $1,800,000 $1900,000 $1995000 $1571,063  §8966,063
F-144
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Attachments April 28, 2021

F-3.Timeline and Major Milestones
Tineline

(Quarter one is based on the time when the IWP evaluation plan is approved by CMS. These activities may extend past the current walver period based on
the start date.

I Wﬂﬂl Iuﬂ. |az| a3 Qi Ill' Vﬂ”ﬂ? nd|aiaz|a3faa|alla |
! et | v Ye2 | Y2 | ¥r2 | ¥e3 | ¥e3 | Wr3 | ¥r3 | Yrd l'a tnt

||u& ‘a3 [aa[ailaz
VeS| Vs | Vi6 | ves

Feports

interim Report
Summative Report

Survey-based outcomes

Burvey development

Burvey data
collection

Analyses

Report
Process Evaluation

iDocument Review

Seript development

Tiered interviews
Kualitative interview
and content analysis

Repart production

Healthy Behaviors
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 OUARTER ‘a1faz[a3[asaifaz[a3[as[aiJaz[as[as[ar[az[a3[as[a1
s | ¥r3 | ¥r3 | ¥r3

UARTER . [ . : az
_weam |ver | vea [ven | vea [ vea | vez | vea [ vez | ves | ves | ves | ves [ vea | vea [ vea | vea | ves [ wes | ves [ vis
Clavms-based analyses

_ﬂ‘ﬁi Yre

Pember survey panel

fteinber survey cross-
Lectional

e ollment survey

Oenrelliment
i terviews

OO interviews

fearky Report

Dental Wellness Plan

CONSUITIET SUvey

D ist survey

Puclmin, claims outoomes|

Pdenber interviews

repa |
Retroactive Eligibility

Frakahokiar intarviews

Enrallment supwys

laims anakyses

el Report

fEnrollment data
analyses

[late coimpaiison
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azlas[as[aifaz[as[aa[ai[azlas[aa[aifaz[as w|'m- a2

1| vr2 | ez [vez | vr3 | ve3 | ve3 | ve3 [ vea | vea | ved | ¥ra | ve5 | iS5 | ¥eS [ Y5 | ve6 | Vre

e T

Frovider interviews

el _

Cost Sharing

L ORSLITEr Slveys

Clanns analysas

i im Report

HCLIP ER analyses

nal Report

ost and sustainability

Stakeholder interwaws

I mins trative
placuments

Clairns analyses

nierim Report

HA data analyses

[State Lomparisons

Final Repot

NEMT

Stakehaolder
fnterviews

Survey development

Survey data
collection
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Major Milestones

Interim Report - September 30, 2023 December 31, 2023
Summative Evaluation ‘ March 31, 2026 June 30, 2026
Report

F-150
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lowa Dental Well Plan Evaluation Design Changy June 23,2023

2021 Topics 2022 Topies 2023 Topics (proposed)

Sriginaly v bmittad o dowa Mydicosd F1AGP 01 Sade g 1o ko Medkoid 3L IRIRY Satrmitod o ke Medoord DRG2025

Semeos 2022 Tapc 1

Sare oy 2022 Topec 2
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Iowa Dental Wellness Plan Evaluation Design Changes

D02 Fwswarch Quaseion s (NG end Hvoaahsess

2022 (ws praviously submittasd)

[RE) 1A, Wit levelof ewarensss do mermbers firve of the
(OWP progrant {incleding HOB requirements, monatl

;. ol Be it 1 B fit
structuse) 7

R LA What fevel of awareness de members ave of o deantal
s eenm quitifying as a HE?

June 23,2023

= |prap oeed sdbifiznal 08 and Wppotheses |2 adH 1 2023
=1l

UHCEW) Fble Mipsth e = e TV et
vl et rescames: :

(RC: SA: Whot level of owareness do members hove thar the self
risk assessment &5 fio longer @ OWF Healthy Estavior progront
requeire ment?

1AL Mambars who hizve bean enrclled longer will have.
higher levels of awareness than new enrolices,

TAL: Mermbers wh hive Been snrolled longer will hive
higher lausls of awaranass that the dantal waliness axam can
watisly the HEB requirerment than new svollees.

5.1 Mermbesswha have Beer enrclled [onger will bave higher
lawrals of swaraness that the self risk assasernant is no longer &
DO el vy Bt oF progresn reguiremen L,

1A2: WP L sreollees will have higher lsvals ol
svereness than DWF 1.0 enrdlees,

[ 2E: Do members view HDB requirements ot o
able alterrative to monthly premiums?

1812 MBS will be preferred over monthly premiums

R AE: Do members visw recening @ dental wellmess exmm a3
o frvarahble altermative to moethl premioms?

1E11 Recaivirg & dental wellress axarn will be prafercad avar

Jmonthly premiums

completing HOBs rathar tham viz paying pramiums.

1E-Z: Amajenty of remberswill mantain full benefits vig

R 12 Do members vitw dxpanded dental bepefits o5
|orefecable over basic bengfits?

1z Mamberswith full benefirs will be mara likely B
prefer expanded dental benefits over bad benafits
cormpered Lo members with basic benefls,

RELIL: Wit are the barriers to completing HOEST

o) 4B: \Whiat are the boreers to receing o deatal wietiness
\exam i grger to mect the HE reguirements?

(R 58 How did bamiers to dentafl wetiness exams chonge
foltowing discontinuation of the DWE Healthy Behavior program
requivements?

1001 DWE marmnars who sea axampt fram M Obs will
[have equal or |ower barriers to are,

161 Mernbarswho are axernpt from he M B Program will
idanti fy the s barriars o dentsl care s mambers sibject
ki e B requirern ents.

10.2: Barviers o care i OWE 2.0 will be lower then pre-
DWP 2.0,

ROy 2E: Are [HAWE rnembers less kel 12 have transportation-
fedated barriers o dentad core thoa sther adult Medicaid
mrembers wis are eligible for NEMT benefits?

1003 Memberswith full benefits will repart fewsr
[arriers than mvembers with basic beanelite.

2E.1: THAWP memb erswill be less kely to report
r s Eation-ristaed basriars 1o dental cace.

RG LE: What are the sharocteristies of members with
[owreve ey of the progrom?

rviar s el e atal wellness exanis quilly far HE
i 2

1E.1: Demograghic, sod ceconomic, eligibility, length of
anralimant, snd haalth-ralsted characteristicswill ba
assodated with awareness.

REL IF; Hewe dve menshess teatming about the program?

RO 205 Heawe ave members Korning that recelving o deatal
wellness exnm qualifies for HE requirements?

1F.1: Marmbers will report receving irlonmstion atoun
LWE from multipte soureas.

10.2: Memibers will repart receiving information abcuthow a
dental waliness axam meets tha HB exam requiremant from

Jmultiple sources

1F.2: Members will report that information from their
PAHP helnnd thern understand their dental benefite

T2z Mernber s will repart that infor mation froen Hhei
prepald ambulatory heal tholan (RAHP) helped them
Lrvdirstaryd how they could use a dentsl wollmiess exam 0
mest the HB requirements.

R 260 How ove members learning ohaul the pragrom?

161! Mambarswill report |ow lavals of swasenazs of the
fina hardship walver,

af

fimancia b

rease over tme.

n

R 1H: How satisfied ave members with basic benefic
fpvek?

1H.1: Membrerswill have Righ levels of sarisfecion with
[pasic dental bonefits,

[Tep is: Cermiple . ‘.."."d‘,'.niﬂ'ﬁq-mﬁ
e ol

[RE) 2a: Wil i cpra tinn of BWP membérsoampléte
HEE: mmmiy?

RG 2A: What pragortion of HAWP ambeds rereive o dentil
wellness exam annugtiv?

(R 502 How did the préportion of IHAWP members reetiing a
(destal weltness cxom armeatly change folowing discontineotion
of the DWP Healthy Brhavior progiam requirements?

2A0 i Memberswith longer l=niths of enraliment are
rora likaly o pormplate HOBE,

2A2: IMAWP rriermbers with longer bengths of enrollment are
mara likaly ro racaiva a dentsl wallness sxam

5C.15 IHAWP memberswill be more likely to recalve a dental
welinazs axam following discontinuadon of the DWE Heal thy
Behavior program requirements
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A2 IWP-aligibla mambars ra mare llaly 1o complata
HUEs than MSF-FMAP-igible members.

0] 2Be Are ooulre i the IMAWE more dikely 1o hove has o
dental wetiness exany than other oufts it

(502 Time o first duntil visit is shorter for new ensl
Tecontiruation of tie DWE Hed thy Bebavior Program

e il tur

LA DWW P 200 mambarswill have higler rates
oreventive dentd ists compared to pre-DWP 2.0

Ry 26 At tmembers with hardship exsmptinas s fkely
I3 conpfete HUBS?

B.17 Mambers with hardship exempticns will be less
ilkaly £o complate HOBs.

R 2C: Kewy daws HDE complition relat to mwa emiss,
whility to comphy with rvequirements, aed o ifudes?

201 Completion of OB will be imsocisned wilh

ewer e, dility Lo comply with requirements, ad

altin =
[weill B b [ikety 10 reaceive needed peeventive e and
trasmyent (iv-8 d antei offfos,

RO 3A: fre e HOB requivements assocmited with
ineregrsed wse of routing derbal care, including preventive
care?

34,1 Muriers who are nof erernpr o OB will be
rore likely to have a oreventive dental Walt than
rierripers who & e exempe.

TAL: IHAWP mermibers wheo are 57 or above 30% ol fhe
fadard poyarny laval (FPL)and st s of paying 3 pramium sra
more likely to recelve a dentd wellness exam than Medicaid
mamberzwho ara poraubface to perants pramiume.

R 3B Are menthirs able to find o deatal hone?

k] 2T Are IHAWY mrembers oble to fing @ dental home where
they corr recenve o dentol wellness exam?

A 5 0: After alscontimeation of the [WP Healthy Behvioy
pragrant requirements, did members ability to find o dentol hime
neremse

2817 Ukelinood of having @ regular sowce of dental care
il e

with Ly af anellment.

201 Ukelhood of having & regular source of dental caere will
incresa with length of anralimant.

50012 Wkalimeod of having 5 salfrapartad ragular sourca of danesl
care increased after discontinuation of WP Hedthy Behavior

[ oygraen Pemuineren e

3B.2: Nawly srvolied memberswill be aile o dfind a
particlparng dental provider.

2152: Mewily enrolled membars will be sble t find 3
participating dental providar,

50,2: Mewly enrlled rrembers’ ability 1o find & perticipating
dental provider will increass after discantinuation of Dantal
Hedihy Behavic

¢ raquirsmEnts,

ABE3: CAWP 2.0 mambars will ba mora likaly.1s have a
dental hame compared o pre-DWE 1.0,

E_?C.' I completian of H0Bs pesorimted with members'

0] 200 Are pduits in e WAWP lees Reely to visit the £8 for
ic demu comditions (NTOCs) tham ather adults in

itse of the emergency d e (EL) for

G 5E; Was discontinuation of DWP Hoalthy Behavior program
equirenmeits mescsinisd with redisced ED visits for NTOCS?

EL Wi sits for NTDCS annuslly,

Fayrar €L visits For NFDCsansually,

dental oo naiti ns (MO8 7 |dudieai?
5E.11 After discontnuation of OWF Heal thy Behavior program
! Members who complete the HDBs will hase lewer | 2030 Wi G wrh0 receive o dental wellrmess sem will bave i i

requiraments: mambers will have fewer EDsits far NTRCE
[srrually [jpre-pess comparisan).

IC7: Membors whe compdara thie HOBs will be mere
Hiely b Fllow -up with & dentiss afsr s EQGsl for a
NTDL

st receive a dental wellnass sam will b
wi-up Wil @ dentiae alrer at EOviet for a

mere fikely oo foll
NTDC

[5E.2: Aftar Sizentinuation of DWP Heal thy Bahaviar gregram
requirerments: mermberswill be more lkey to follow-up witha
|dantizt sfrar an £0 wide for a NTOC (pra-peost comparizan).

(2 30; i the wtva dustion of on aenal be el
mdmiim [(AUA) influence the fipes of core members
receie

e 5 Lid dkcontimeation of DWP Healthy Behovior program
requirements fnfluonce the typos of core membors recene?

3311 Membiery post-ABN will Be less likely 1o
Fired amd renmiedy e prosinoden e procedures.

SF.17 HAW P mambers will be more likely toreceive fised and
|a proethodontcp =ragsad aftar
discontinuation of DWP Healthy Behavior program requiremments,

82 SE: Huw does UWF shonge deatal utilizotiens’

REY 5 W ciscontameaten of DWF heolthy belovror
requienents ossaciated with g chaage in demal uiilizotions

AET7 Dernted utilization within the DWP popalation wil be|
|asnigh a5 or higher than utli zaticn in other stages.

[5E.1: Danta wlili 2ation wathin the IHAWE populativn w
high as or higher than widlization in other states,

|Topic & Hypothesis: DA rietibier acel hasl il il
[improve cver srve,

2: Members will repert less unmietnesd for dental cere.

RE 44 Holw 45 members rate

air aral health?

= o
FICH 340 (4w dlo memiberswhio have reveived s dentel wellmess|
awam in the past yaar rate rhair sral health 3 compacad 15

it iyt ol pot?

363,31 Members will repaort fewer our of pocket coszs for dental
care,

A1 Seli-rated oral health will imprave over dme.

SA1 : Mambars whi razaive = dantsl wellnass axam will rata

it Wl et e e,

[0 45: £ mersbers with buvic benefite Hove il
uniiriet treabnne i needs compared o those with full
[ bengfits?

BT Wern tiers with beeic bonelits will haue
ol unmer deneal nead compared 1o Tndividuals with full

i i el

(ot

R 42 o the two benefit levels exacerbate health
dipavities?

ALY Membars with basic benafitewill not have
sgnificanty [ower salfearad oral nealth than Individuds

weith Ul berefits
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Topie 5 Hypathasis: DWW momime s & proviides o af =
ilieatin and proyidan el s vizes will change due ko : i
e ehidirig 05 drso SaraG With COVIDAD avr imi : Wit A6 (it e
R0 SA: Hiove DWW miermbers' abitity to ouoess sevvioes KL 4A: Have INAWE remibers’ abdily 1o booess o dent RE: 54 Merve HAWE members’ obillty to gocers & dbmtal welliess
chomged during the COVIL-18 pandemic? Wellness exgm changed during the COWID-19 pandemic? exom changed pre-post the COVIO-19 pondemicy

CowviD
interruptions will have shorter Gme to first denta wellnessexam
o st OV ID) thian vty s without a dentad home,

o " ;. 5H.1) Memberswhao had a dental bhame prios
SA1:Miambers will ba lass fkaly tohava degnosticor | 4A1: Mambaszwill ba lass lllaly to hava had 5 dantd ( ¥

oreventive dental vists during the COVID 19 pandemic.  Jweliness WSt during the COVI!

pandemic.

SAZ: Membery will be mare licaly (o haee &t Lo
need for dental care during the JOVID- 13 pandemic,

ROSE: & the COVID-19 pondémic wocingd with R 45: I tie COVID-19 pondemmic mesositert will members’
hers’ uze of the deparemene (E0) far non-

. " 4 e eacy e ! for NDTTE2
troumatic dental conditio ns (NDTEs)? (7% BT e Reacy fope T fEE FRr MUTRR

SE 1! Marmbers will e moes fikely to hinse EDvias for AR Mismbers will b rmees lilkely 1o have ED s Tor NTDO:
T (s during, thre COVIDAD pand=mic, durivg the COVIDA0 panderie,
RELSC: Did the COVID-19 pondemic impact provider
|participation i DWE?

SC11 Froviders will be lesslikely to accept new DWE
rnemicers during and after the COVID-19 pandemic

Ry S: Have UWE members bovriers 1o core changed
during the COMID-18 pandemic?

5101 Memberswill be meore Kkely 1o aad dentd care
due 1o parceived risk of ZOVID-19,

SC2: Danr s will e mare likely 16 of for
Leledentistry senicesduring the COVID-10 panderi,
SN Members will be oy ety 1 b
durirg the COVIDA1S parsdemiz

provic

2o Rl edentistry

[MEW] Topiz 6 Hypothests! Eliimireticn of DWP Healthy Befayiar
il li

red preniden

KL B How ald provider-related borriers fo dental wetlness
cxans change foliowing discontinuation of the DWF Healthy

GA.L: |HAWP member's distance to nicarest participating dentdst
wsill dliscrissss fallowing discontinuasion.

R 68: How old dentist participation changs following
Hicemnsinuation of the DWP Mealthy Beluwior program

[ equrivernents?

B8.1: Dentiss participation inaeased follawing discontinuation
RS 6L What propostion of dentists were oware of the
(dEcontinuotion of the UWE Healthy Behavior progrant
requiremenis?

BT A substantial proportion of [Cwa dentists were aweere of Me

discontinuation

R B0: Dit dentit ottitudes 1oward the anmeal kenefit maximinm
[chonge a5 @ result of the discontinuation of the DWF Healtfy:
Btz progiam ir

60012 Daribizt sttitudes loward the arvusl berefl mssdrmum
remained unchangad following the discontinuation of the OWe
Heathy Behavicr program requiremants
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& 2021
topi o e bo bopic dhonges from 20232043 e hyp b

{14.1} Mambar sweranass of banafitleyals

{14.1] Mambar gwarenass of manthly premiums

{142} Mesribier mwstenest of plan structure

[18.1) Member preferarve for how to mafntein of full dental benefies - quantimtive

[{1C.1) Mernber pred: for how it el ull dental bensdits

[{1C,1) Membsar preferance fer how to ivaintein of full dental bansiits - qulitstive

(3E.2) Mernber prefenence for how te maitain of full dentsl beanefits - qualitathe

HE.1) Member preference for how to malntain of full dental benefits - quangtative m

{3E.2) Meinber miteneec e of full bereeits, HOB vs. presnurn o |

{103} Ba 1 HDB comph ol (28,1} Barrars ta dental wel pletian hor HBI reg

10,1} D 118.1} Barrars to dentsl wallnass axam complatian - quelittie r—
{100, 2} Barrfers to HO® completion .

{1003} Barriers 1o HDB completion

|CE2] b swaroress sl

[1F.1) Mermibsier source of program infermation

1100.1) Mirriliar sour e ol program Information’

1,17 Mtk aweariraess Thal dental wiedlnets eeens gl of WP HB rerasingments,

11F.2} Impact of PAHP o

10,2} imipact of PAHF o treach on memnber knowladge

[16:3) f "

(18,1} 4 fi B

1105:2) Mernbes s of finandtal hirdshin walves

[1H.1) Member satistaction with baslc dental banefits

11H.2) Flan sadsfaction

[24.1} Comgplation of salfrisk assessment

2.1} Preventive dentsl utilzation - time rend

281} Pranv dental Wsde HDB

trand Hme

({261} Completion of self-risk dssessmmem - ime frend

{241} Retiantion of full herefits as a result of completing HOBs

{20 Ratent o c a dental wellness sxam

1WP ve MR FMAR

8.2} derital st HDB

{242} Completion of sll-rlsk pssesseent - (WP vs, MEP-FMAR

{242} th

DWP 20

[{2.) Commpletion of bath HOBs - by hardship
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ELR ] enthve dental visit (HOB ragquis w} by meniber L} (24,1} Dantal wellness sxam - by member exemotion Adieestratve
1341} Ay deneal wislk by mamber scemplion NA i msisratrve
(281} Rogular dantist: Parcant of membars wha rapart that they currantly have a regular |150.1] Regular dentise: Parcent of membies wha repart. that they currently have a ragular
v
dendst denist i
{28.1) Care continuity: Amaong mernbers with 2 or more years of envolimeant. percent = "
" P 201} Ragular scurea of danzal cara by langth of encelimant Acmisisray e
mambars with & dentsl isik (HDB ragul tin aachyaar (e . i
38.1) Usial scurce of cara: Percent of memisers from prewious measure who saw the same
i I: M= P NA remtsistritve
[orovider for both vists 5
{30820 ATy 1o Find & denfet 2028 Al b find & dentist uriey
{38.2) Dkt par ticipation in DWR NA sutvey
{38.2) Dereist attinudis towaird DWR A utvey
{38 _2) Dental vist styaar of anrollment {2C.2) Dantal welinass axam in firsty=ar of anrolimant Lscmiistrative.
[T38.3) Rl @antist: Farcent of menbers Wi [2part Tt ey currenty ave & regalar
. NA Furumy
dentist
{3053 Theredrees of emengency denfal cee: Percent of memibers who reeded to see ¢ {25, 1) Timediness of ernengency dental care: Percent of mesmber's who nesded tosee s
dendst right away bacause of & dantal emagency and were able to sae a dentistas soon as |dentsr right awey becausa of a dental emengancy and wara anle to see 8 daniisk as soon a5 fRuney
they il they wanted
{268, 3) Timakness of spaciainy dants| care: Percant of mambars who repart that thay 45 1) Tirnelinass of spacialty dental care: Parcant of mambers who repart thar they
S
receved spedalty dental care &5 saon s werted exatved spechalty dental eare as saon as wanted Ll
138.3) Timefiness of reutine dental caras Parcant of manibers whe repart that they racelved| (55,11 Timelinest of routine dantsl cara: Parcant of membars wha repdrt that thay racelved
urvey
routing dental care as soon as wanted routine dental care & soon as wented
{3C.1) ED il n for NTDCs {20, 31 ED u tilization for NTOC: - by mrigrnibers with  dentil wiskoiss s Acninistratve
{3C. 2) Follow-up after ED wisit: of mamibars wiha wara sasn r tha £D for non-
traurmatic dental related rassers within the reporting year and visiied a denase foe 4200, 2} Forllow-ige after EOWiai - by rermnbers with s prevenifve dantal wel A stralve

freatment services within 50 days followieg the ED vkt

(20.3] Utidization of Meed and rernovibli proshodonte dentsl serdoes {5F.1) Utiizatian of fixed and removable prosthodontic sendces

1203} Urnet riexd for cire: 156.2) Uit red o caree vy
{30.1) Outof-pocket coss (56.2) Out-of-pocket costs vy
L?n;::;\[:;ﬁ:l;muatim: Percentof the adult smtewide population who had a dental visit 34511 Dot ieizationy - esvers] by state [ W
Teplcd
(48.1} Senlf-ratied aral health 28,1} Sed hraned oral vealth vy
[148.1) Urrmet treatrmemt neede {3025 Uinmet b satrment peeds UIvEY
{4C.1) Selfvated oral health 4341} Seif-rated oral healdy urvey
Topls 5 - COVID impacts

{541} Preveritive dental et (HDB raquirerent and length of ervolirent {402} Drital webness vish Acemisisirtive
1541} Arvy cdental visit [newty anreiled members 5H.4) Tima b first dental well pess @eam post-COVID « ottt of dental b f
(54,2} Linmet traatment neads - prafpost COMD Na Funvey
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