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Introduction and Overview

What is the HHS Alignment Project?
By “aligning” health and human services (HHS) we mean using, sharing, coordinating, or structuring two
or more things (programs, services, processes, technology, data, access points like buildings or
websites, etc.) in new, more closely connected ways.
The Iowa Departments of Public Health (IDPH) and Human Services (DHS) will become one, single
agency. This Alignment Project is aimed at:
• Aligning and integrating programs, practices and policies to improve delivery of services and most
effectively leverage funding.
• Identifying community-based stakeholders (organizations and community members) and other stakeholders
to provide input and guidance to the departments’ programmatic and policy efforts.
• Engaging all levels of staff to inform the departments’ established goals and project plans.
• Creating an organizational structure that optimizes delivery of services, supports efficiency for staff, and
integrates the departments’ programs and services with community and other available resources.
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What is this “Preliminary Change Package”?
This Preliminary Change Package is an initial set (or “package”) of proposed changes aimed at better aligning Iowa’s
health and human services.
The organizational changes contained in this report are preliminary – completed in preparation for input from
Iowa’s public health and human services staff and other stakeholders via a public comment period from
November 15, 2021 through December 3, 2021.
While this preliminary change package is organized into five impact areas with specific recommendations from six change
teams (see slide 6), it does not mention explicitly every function currently carried out by IDPH and DHS. Integration of
IDPH and DHS will include and ensure the ongoing commitment to and sustainability of critical public health
functions like disease surveillance, investigation, and protection; emergency response; tobacco control; health statistics;
etc.
After reviewing this Preliminary Change Package, please consider providing feedback via our public comment tool found
here: https://hhsalignment.iowa.gov/Preliminary-Change-Package
Your feedback to this Preliminary Change Package will be used to inform the forthcoming Final Change Package,
anticipated in early 2022.
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How did we get here?
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How did we develop the Change Package?

Alignment
Assessment
Kickoff

One-on-one
staff
interviews
May 2021

April 2021

HHS
Alignment
website
published
FAQs and
opportunity
for
stakeholder
feedback
May 2021

Joint IDPHDHS Teams
Established
15 staff
members
from across
the
organizations
May-June
2021

Public Input
Survey
500+
responses
from staff and
stakeholders
July 2021

What is a Change Team?
A Change Team is a multi-disciplinary, multilevel, multi-department teams of state staff
(from DHS and IDPH) charged with
exploring, shaping, and testing
recommendations and options for alignment
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Connection
Points
Report
Lists and
categorizes
identified
connection
points
August 2021

Change
Team ‘Deep
dive’
working
sessions
26 sessions
with 40+ staff
members
September
2021

Preliminary
Change
Package
Gather public
comments
and internal
and external
feedback
11/15/21 –
12/3/21

Process
stakeholder
input
Incorporate
Preliminary
Change
Package
public
comment into
final change
package
December
2021

Release Final
Change Package
& HHS
Organizational
Chart
Release the initial
initiatives toward
HHS alignment,
including a single
organizational
structure
Early 2022

How is this document organized?
Proposed changes are organized into five impact
areas. Examples of each major impact area are
described in the following pages. The five major
impact areas are:
1. Integrated organizational structure

Specific recommendations associated with each
Impact Area are organized by the six Change Teams
that identified each recommendation and option;
additional details about each recommendation and
option can be found in the Appendix.

2. Welcoming and efficient “front door”

Six Change Teams

Appendix Recommendation
& Option Code

3. Closed loops and facilitate “warm handoffs”

1. Aging & Disability

A.1 – A.6

4. Improve use of data

2. Behavioral Health

B.1 – B.11 (& B.O.1)

3. Food & Nutrition

F.1 – F.7

4. Health Promotion

H.1 – H.7

5. Maternal Health and Childhood

M.1 – M.11 (& M.O.1)

6. Supports for Families

S.1 – S.8 (& S.O.1 – S.O.2)

5. Shared vision, frameworks, and connection
with the “big picture”
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What Happens Next?
Staff and Stakeholder Engagement Meetings:

Iowa health and human service staff and stakeholders are invited to interactive, virtual sessions.
• Why? PCG and state leadership will provide further details on 1) the Preliminary Change Package development process 2) context to the
Impact Areas described in the pages below and 3) what happens next
• When?
• Internal state staff have been emailed a link to register for one of three staff meeting times. Each session will cover the same material.
Internal Staff Meeting Dates & Times
11/17

2:00 – 3:30 pm CST
6:00 – 7:30 pm CST

11/18

9:00 – 10:30 am CST

• External stakeholders, please register here for one of the six available meeting times if you have not done so already. Each session
will cover the same material.
External Stakeholder Meeting Dates & Times
11/19

9:00 – 10:30 am CST

11/22

9:00 – 10:30 am CST
2:00 – 3:30 pm CST

11/29

2:00 – 3:30 pm CST

11/30

9:00 – 10:30 am CST
2:00 – 3:30 pm CST

www.publicconsultinggroup.com
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What Happens Next? (continued)
Public Comment Period:

Iowa health and human service staff and other stakeholders provide Preliminary Change Package input through the HHS
Alignment public comment tool found here: https://hhsalignment.iowa.gov/Preliminary-Change-Package
• When? 11/15 – 12/3
• Why? We need your feedback on the contents of this document. Below are the public comment questions for your
consideration:
1. Regarding each Impact Area, which proposed changes do you feel are particularly important to keep as we move toward one,
single health and human services structure?
2. Regarding each Impact Area, what are some potential disadvantages of the changes proposed? What programs or practices
could be put at risk if we proceed with the changes as proposed?

3. As we work toward combining the departments of public health (IDPH) and human services (DHS) and into one, single HHS
structure, what should we keep in mind as we develop the HHS organizational chart?

Final Change Package:
This document will contain the initial initiatives for HHS alignment and will be informed by your feedback to the Preliminary
Change Package.
• When? Early 2022

www.publicconsultinggroup.com
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Major Impact Areas

Preliminary Change Package
Major Impact Areas
1. Implement an integrated organizational structure that brings like functions and services together
2. Draw on existing tools, partnerships and other assets to present Iowans with a welcoming and efficient
“front door” to health and human services
3. Closed loops and facilitate “warm handoffs” to connect Iowans seamlessly to services and supports that
are right for them
4. Improve the use of data to enable data integration, informed decision making, and seamless service to
Iowans

5. Establish shared vision, frameworks, and connection with the “big picture” through routinized crosstraining, collaboration, and continuous improvement

www.publicconsultinggroup.com

Integrated Organizational Structure
Impact Area #1

Integrated Organizational Structure
Establish a single Health and Human Services agency that formally integrates similar administrative
functions and service areas. This integrated agency will enable the following:
Descriptions of Change

Examples of Potential Changes

Stronger collaboration between people with
shared professional focus areas and
complementary expertise to prevent chronic
disease, premature death, and other negative
health and human services outcomes.

•

Clearer and more consistent communication:
• with individuals and families about
services and supports available to them and
how to access them.
• with providers and partners about what the
State expects of them, and what they can
expect from the State in return.

•

Quicker and better connections between
Iowans in need and services and supports that
are right for them.

•

Greater efficiency and consistency in carrying
out core administrative functions, balanced with
variation by division (where needed).

•
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•

•
•

•

•

Integrate community mental health, disability, substance use disorder, tobacco control,
and problem gambling prevention, treatment, and recovery services into a single
organizational unit
Convene working groups to define shared priorities and standards, exchange insights, and
drive continuous improvement
Integrate teams managing services for similar populations (e.g., State and Federal family
planning programs currently administered separately)
Coordinate correspondence with people about services available to them and how to access
them (e.g., family planning, breast pumps, food and nutrition)
Use consistent templates, language, and channels to exchange information with
providers/partners related to procurement, performance standards, etc.
Engage staff members with specialized expertise in strengthening screening and referral
tools for Medicaid members
Connect people helping individuals or families (e.g., care coordinators, case managers,
direct service providers, eligibility workers) to coordinate services and communications
Consolidate cross-cutting administrative functions (e.g., Human Resources, Information
Technology, Finance, and Service Contracting) into single organizational units
Establish management roles to oversee a consistent set of functions in each major
organizational unit (e.g., cross-agency collaboration, continuous quality improvement,
performance management, quality assurance, policy)
14

Integrated Organizational Structure
The following specific recommendations were made the by the Alignment Change Teams – 6 multi-disciplinary,
multi-level, multi-department teams of state staff charged with exploring, shaping, and testing recommendations
and options for alignment. The recommendations on this slide and the next relate most closely to Impact Area #1:
Integrated Organizational Structure.
No.

Recommendations

B.O.1

A.4

Explore options for moving toward integration of IDPH and DHS behavioral health functions into a single organizational unit
Create an Iowa Health and Human Services Strategic Plan to guide all activities across both departments, with a more specific plan for
holistic provision of supports to families nested under it. All divisions required to implement strategic plans that fit into the overarching
department strategic plan to ensure all employees understand how their work is reflected in the department Strategic Plan.
Integrate data across IDPH and DHS data systems to strengthen our ability to (a) identify what works with different populations and (b)
holistically understand those with the highest needs
Create subject matter expert meetings devoted to reviewing program area-specific issues and case-specific problem-solving

B.3

Integrate continuous quality improvement of behavioral health services into a single function

F.7

Explore aligning related IDPH and DHS food and nutrition programs under one division

M.3

Strengthen organizational structure across IDPH and DHS programs focused on preventative services for child and adolescent health

M.4

Consolidate family planning programs (State- and Federal Title X-funded, respectively) under one organizational umbrella
Clarify quality standards, populations served, and programs/services in scope for care coordination across managed care organizations
(MCOs) and Title V and work collaboratively to strengthen capacity and consistency

S.1

S.3

M.5

www.publicconsultinggroup.com
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Integrated Organizational Structure (Continued)
No.

B.4

Recommendations
Strengthen, clarify, and secure sustainability of the programs central to Iowa HHS’ strategy to continuously improve childcare across the
state
Establish routine rhythm of quarterly data-to-action meetings for performance improvement
Explore greater consistency across regional structures used to administer HHS programs, drawing on insights from the implementation of
the new Collaborative Service Area (CSA) map
Integrate IDPH and DHS behavioral health contracting functions

B.7

Integrate program licensure, accreditation, and enrollment for behavioral health providers into a single function

B.10

Submit joint applications for Substance Abuse/Substance Use Disorder (SUD) and Mental Health block grants

B.11

Leverage American Rescue Plan Act (ARPA) funding to convene planning process for aligning/strengthening IA mobile crisis services

M.6
M.8
M.11

F.6

Align IDPH and DHS food & nutrition administrative functions to promote collaboration and resource sharing

M.1

Align contract language, policies, processes and partnership between IDPH Title V, Title X and Medicaid MCOs

www.publicconsultinggroup.com
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Welcoming and Efficient “Front Door”
Impact Area #2

Welcoming and Efficient “Front Door”
Coordinate and leverage existing assets (e.g., websites, call centers, in-person access points) to
create a user-friendly front door to public health and human services.
Descriptions of Change

Examples of Potential Changes

Build on existing online and telephone access
points that have modern designs and “tried and tested”
processes to work toward a truly universal virtual “front
door” to health and human services and supports.

•

Deepen state-local and public-private partnerships
to expand Iowans’ access to in-person information and
consultation.

•

•

•
Expand ability to inform hard-to-reach and high-risk
populations about how to access the array of services
and supports available to them.

•

•
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Create a universal landing page for accessing a broad array of services
and supports with user-friendly functionality and modern “look and feel”
Build on established call center tools and methods to provide a true virtual
“no wrong door”

Deepen relationships with partner agencies (e.g., Local Public Health
Agencies, private providers) that already have a “brick and mortar”
presence in local communities
Support local partners in answering people’s general questions and
connecting people with specialists for specific questions
Equip partners and staff providing in-home or community-based services
with tools (hard copy information toolkits, online and mobile-friendly
resources, etc.) to help people they serve become aware of available
services and connect with others for more information and assistance
Explore feasibility of a universal mobile-friendly, self-service screening,
application, and referral tool for use by Iowans or people assisting Iowans
in need

18

Welcoming and Efficient “Front Door”
The following specific recommendations were made the by the Alignment Change Teams – 6 multi-disciplinary,
multi-level, multi-department teams of state staff charged with exploring, shaping, and testing recommendations
and options for alignment. The recommendations on this slide and the next relate most closely to Impact Area #2:
Welcoming and Efficient “Front Door”.
No.

A.2

Recommendations
Create mechanisms to connect consumers/clients to the right resources, including an option for consultation with navigators to guide
process to access them.
Allow for alternate methods when applying for services. Streamline the intake and eligibility process

B.5

Strengthen screening of Medicaid recipients to prevent downstream chronic disease and premature death

B.6

Expand scope of Your Life Iowa to become a true “one-stop shop,” connecting Iowans in crisis with behavioral health services
and supports
Create a web-based central ‘hub’ of food & nutrition program information that informs citizens, state and local staff, and community
resources of the programs/services in their area
As a continued effort of Recommendation #1, revise or create food & nutrition program printed materials to inform citizens, state and local
staff, and community resources of the programs/services in their area

A.1b

F.1

F.2
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Welcoming and Efficient Front Door (Continued)
No.
F.4
H.4
H.6
H.7
S.7

Recommendations
Explore ‘one-stop shops’ in the communities that offer all food & nutrition services in one shared location
Expand current DHS Services portal to incorporate IDPH eligibility, documentation needs to reduce requests for consumers’ information
when applying for multiple programs through DHS and IDPH
Expand current DHS services portal to include connection to relevant DHS and DPH programs, beyond Medicaid and financial assistance
Expand functionality of Your Life Iowa to create a portal that would refer users to both IDPH and DHS services and resources for other
social determinants of health
Build out a network of community-based universal access points
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Closed Loops and Warm Handoffs
Impact Area #3

Closed Loops and Warm Handoffs
Improve current mechanisms to connect Iowans with tailored, holistic services and supports that are
right for them. The right service at the right time.
Descriptions of Change

Examples of Potential Changes

Engage newly integrated health and human
services staff in joint work to strengthen
tools and processes used to connect
people with services that are right for them.

•

Strengthen alignment around care
coordination and case management.

•

•

•

Increase service partners’ access to
shared data, information, and peer
networks to strengthen coordination
among providers and work together to
continuously improve the overall service
array.
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•

•

Engage staff members with clinical expertise to enrich risk factor screening for Medicaid members
and speed up diagnoses for individuals in state care
Strengthen collaboration between child protective services worker and substance use disorder
providers to help families struggling with substance use to get on a sustained path toward recovery
and reunification
Convene staff from MCOs and HHS focused on care coordination to explore expanding care
coordination to include additional services (e.g., childcare), define shared quality standards and
processes to continuously improve quality, and clarify which populations are served by MCOs
versus other HHS partners
Bring together case managers focused on different populations (e.g., children experiencing abuse
or neglect, people living with HIV, people experiencing homelessness, people struggling with
substance use disorder or problem gambling, families of children with disabilities) to share innovative
practices, exchange insights and explore continuous improvement opportunities.
Explore options to provide service partners access to a broader range of service data for the
people they serve, while protecting people’s rights to privacy and control over how sensitive data
related to their life circumstances is used
Invite partners to join periodic working sessions to review trends in service data (e.g., “data-toaction meetings”) and identify opportunities for continuous improvement
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Closed Loops and Warm Handoffs
The following specific recommendations were made the by the Alignment Change Teams – 6 multi-disciplinary,
multi-level, multi-department teams of state staff charged with exploring, shaping, and testing recommendations
and options for alignment. The recommendations on this slide relate most closely to Impact Area #3: Seamless
Connections to Services and Supports.
No.

S.2

Recommendations
Create/re-enforce systems to make referrals to BHIS and IHH (Behavioral health in-home services) earlier to increase client and family
coping, communication, and relationship skills to prevent worsening of undiagnosed Behavioral/Mental Health needs in children and
adolescents
Strengthen education and connection with care coordination for pregnant and new mothers about changes to eligibility after the child is
born
Standardize and streamline risk assessment for pregnant mothers receiving Medicaid support
Train and incentivize hospital and other medical provider staff to provide education to mothers about services, supports, and eligibility
considerations alongside presumptive eligibility work
Create a web-based, mobile-friendly universal screening, application, and referral platform to streamline access across a full continuum

S.4

“Hardwire” closer alignment across prevention-focused home visiting teams and operations

S.5

Leverage home visiting for holistic screening and initial application at the point of service for high-risk and hard to reach populations
Broaden Hawki outreach work to maximize presumptive eligibility work and raise broader awareness of the full range of “medical services
and supports for your family”
Option: Consider creating a corps of Service Navigators

H.5

M.7
M.10
M.O.1

S.8
S.O.2

www.publicconsultinggroup.com
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Improved Use of Data
Impact Area #4

Improved Use of Data
Develop and implement a plan to improve the use of data across health and human services to better
coordinate services, focus services for maximum impact, and drive continuous improvement.
Descriptions of Change

Examples of Potential Changes

Modernize and connect eligibility systems to enable:
• Iowans to fill out fewer forms and talk to fewer people to
receive financial supports
• State staff to process eligibility for multiple programs
more efficiently
• State staff and people applying for and receiving financial
supports to communicate more efficiently

•

Combine data from case management and care
coordination systems to:
• Help case managers better coordinate communications
• Proactively provide supports to individuals and families

•

•

•

Combine data from service and support documentation
systems to:
• Identify what works, in what circumstances, and with what
populations
• Deliver services and support in areas and ways shown to
have the greatest positive impact
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•
•

Work toward a single application for financial assistance programs that enables
people to provide core information needed to determine eligibility for multiple
programs just once
Explore feasibility of establishing a universal system of record to streamline
verification of income and residency, processing and distribution of payments, and
communication with people applying for and receiving financial supports
Identify processes to combine service data and provide it to people helping a given
individual or family (e.g., care coordinators, case managers) while safeguarding
people’s privacy rights (by, e.g., obtaining informed consent and using system
access controls to restrict who can view sensitive information)
Explore options for integrating case records by extracting, matching, and
combining data from various systems into single data sets (using data matching
techniques like proximity matching and/or establishment of a master client index)
Analyze combined, matched, and “de-identified” data from systems across HHS (e.g.,
i2d2, Medicaid eligibility and payments, DAISEY) to identify population-level
trends and research what works
Convene regular working sessions focused on particular populations (e.g., highrisk and hard to reach populations) or areas of strategic priority (e.g., health equity,
breaking generational cycles of poverty) to review data trends and drive continuous
improvement
25

Improved Use of Data
The following specific recommendations were made the by the Alignment Change Teams – 6 multi-disciplinary,
multi-level, multi-department teams of state staff charged with exploring, shaping, and testing recommendations
and options for alignment. These 8 recommendations relate most closely to Impact Area #4: Improved Use of Data.
No.

Recommendations

A.3

Collect and share data across units to identify trends, gaps and opportunities

B.2

Integrate IDPH and DHS data

F.5

Transparently share food & nutrition program data with community and state stakeholders

H.2

Improve data sharing to support programmatic capacity to plan, implement and evaluate IDPH and DHS services

H.3

Include IDPH as a partner in developing DHS dashboard
Leverage data use agreements between IDPH and DHS and IDPH to identify gaps, opportunities for collaboration and monitoring shared
outcome measures
Strengthen information and data sharing (as appropriate) among HHS childcare compliance and licensing staff as well as contracted
partners working with the same childcare providers
Integrate data across IDPH and DHS data systems to strengthen our ability to (a) identify what works, with what populations, and in what
conditions and (b) connect with and track holistically the highest-need families

M.2

M.9

S.3

www.publicconsultinggroup.com
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Shared Vision, Frameworks,
Connection with the “Big Picture”
Impact Area #5

Shared Vision, Frameworks, Connection with the “Big Picture”
Help people across Iowa’s health and human services system of care – state and local government as
well as provider and other partner organizations – connect with a shared purpose, understand others’
contributions toward that purpose, and work together more effectively.
Descriptions of Change

Examples of Potential Changes

Identify and communicate shared
principles, frameworks, and
strategic priorities.

•
•
•
•

Establish a multi-year Department Strategic Plan for the Department of Health and Human Services with
universal values, objectives, and cross-cutting strategies
Establish an aligned strategic plan for each major organizational unit that identifies how that team
contributes to the goals and aligns with the values in the Department’s strategic plan
Identify a key, few shared frameworks to strengthen consistency, focus, and a common language. Examples
include Social Determinants of Health, the Federal Substance Abuse and Mental Health Services
Administration (SAMHSA)’s Strategic Prevention Framework, Lifecycle Health and Wellbeing, etc.
Reference strategic priorities and shared frameworks regularly in, for example, communications, reports
for funding and oversight agencies, staff meetings, and external collaborative meetings

Provide state staff an array of
learning, information sharing, and
networking opportunities to learn
about what each other does and how
that work contributes to shared goals.

•

Provide state staff and external
partners structured, regular
opportunities to collaborate to drive
continuous improvement in areas of
shared passion and professional
interest

Build on established ways for people to collaborate to bring ever more people together in shared work, e.g.:
• Replicate maternal health's quarterly “data to action” meeting model to other program areas
• Connect established customer advisory groups with staff
• Deploy HHS alignment and integration implementation teams of staff from different parts of the organization
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•

Convene state staff for regular, formal and informal training (e.g., new hire training, presentations at
organizational unit meetings) on the HHS service array, what various organizational units do, and how staff
can contribute to these goals from “where they sit”
Extend similar learning opportunities where possible to partners across Iowa’s system of care
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Shared Vision, Frameworks, Connection with the “Big Picture”
The following specific recommendations were made the by the Alignment Change Teams – 6 multi-disciplinary,
multi-level, multi-department teams of state staff charged with exploring, shaping, and testing recommendations
and options for alignment. These recommendations relate most closely to Impact Area #5: Shared Vision,
Frameworks, Connection with the “Big Picture”.
No.

Recommendations

A.1a

Create an internal directory to guide staff to program managers and subject matter experts across units or divisions

A.5

Increase compliance with Americans with Disabilities Act and 508 standards

A.6

Expand awareness and inclusiveness of existing advisory groups and coalition meetings

B.1

Adopt a shared vision and set of strategic frameworks

B.8

H.1

Develop and execute a joint learning and development strategy
Create networking opportunities for Food & Nutrition IDPH and DHS staff to learn about all food & nutrition programs offered by Iowa
state and local government
Improve communication across common areas to support relationship building, partnerships across IDPH and DHS

S.6

Strengthen alignment across training efforts as well as other learning and development supports

F.3

www.publicconsultinggroup.com
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What does this mean for Iowans?

Easier to Find Information and Communicate with Us
We want to make it easier for you to find information and communicate with us about things that are
important to you, your loved ones, and your community. We aim to:
Make our websites easier to use -- combining them where it makes sense and making them easier to navigate to find
what you need.

Equip call center staff to answer more of your questions in the moment and connect you to a wider array of specialists
to answer more specific questions.
Partner with local public health and other agencies so you can connect with resources in your area.
Equip staff who go out into Iowa’s communities to provide services (e.g., home visiting staff, school-based staff) with
more information and tools to help the people they meet understand the range of services potentially available to them.
Provide you more of a “modern marketplace experience” in the ways we help you “shop” for services, submit
applications and receive updates.
Become easier to communicate with, reducing the number of people you have to call and the number of
notifications you receive to access benefits and services.
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Better Services and Coordination
We want to get better at using data, sharing information, and working together so we can help you
receive the right services, at the right times. We aim to:
Connect the people who work with you or your loved ones so they can work together more effectively to meet your
needs (provided you give the “OK” for them to do so).

Get better at identifying what services work the best, and in what situations, so we can keep improving the
services we provide.
Train staff to understand all the relevant programs and services available to you.

Make it easier for our partners to connect you to state-wide resources to help you and your loved ones stay
healthy and thrive in your communities.
Broaden the reach and positive impact of our services to keep all Iowans healthy and safe.

www.publicconsultinggroup.com
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What’s Next?

Short-Term Next Steps
• Staff and Stakeholder engagement meetings: Iowa health and human service staff and other
stakeholders are invited to interactive, virtual sessions
• 11/17 – 11/30
• Register here: https://hhsalignment.iowa.gov/Preliminary-Change-Package
• Public comment period: Iowa health and human service staff and other stakeholders provide Preliminary
Change Package input through an online portal
• 11/15 – 12/3
• Public comment tool found here: https://hhsalignment.iowa.gov/Preliminary-Change-Package
• Public comment/feedback questions:
1. Regarding each Impact Area, which proposed changes do you feel are particularly important to keep as we
move toward one, single health and human services structure?
2. Regarding each Impact Area, what are some potential disadvantages of the changes proposed? What
programs or practices could be put at risk if we proceed with the changes as proposed?
3. As we work toward combining the departments of public health (IDPH) and human services (DHS) and into
one, single HHS structure, what should we keep in mind as we develop the HHS organizational chart?

www.publicconsultinggroup.com
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Long-Term Next Steps
• After reviewing internal and external stakeholder feedback, a final change package will be
assembled to guide implementation planning for one Health and Human Services Agency
• Staff from IDPH and DHS will support the implementation planning process and identify steps for
implementation to occur through 2022, focusing on the quick win opportunities and priority
initiatives
• Implementation of initial projects should begin by July 2022

• We will evolve planning efforts through a continuous improvement lens- building off lessons
learned and new funding, policy changes that may present throughout the year

www.publicconsultinggroup.com
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Appendix: Recommendation Details

Aging & Disability (A.1A)
Create an internal directory to guide staff to program managers
and subject matter experts across units or divisions.
CHANGE
TEAM
NOTES

•

•
•
•

EXPECTED
BENEFITS

•
•
•

Recognize older adults and individuals with disabilities are being served by more than agencies created just for them and having needs in areas
beyond aging and disability services.
Develop a directory based on program or topic, to learn if a program or unit can serve the needs of the individual to see where intersections exist
within the organizations.
Identify subject matter experts (SMEs) within the program(s).
Include program-specific contact information and administrative support staff for each bureau/division, as they would be aware of personnel
changes.
o To be useful there would have to be a mechanism for keeping the information updated.
Increased awareness of services available to individuals.
Allow people to find the information they need in one place.
Help make connections for collaborative projects, including grant applications.
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Aging & Disability (A.1B)
Create mechanisms to connect consumers/clients to the right
resources, including an option for consultation with navigators to
guide process to access them.
CHANGE TEAM
NOTES

•

EXPECTED
BENEFITS

•
•

•
•

•

Designate a liaison/executive in each unit to provide further detail about services provided or resources available based on the
consumer’s/client’s specific needs. Includes the ability to speak directly to a navigator.
Reduce the number of contacts for the individual to share their personal information to access resources.
Resource should be web-based and phone accessible with text and chat functions.
•
Include process to bypass the automated prompts and speak to a person.
Integrated with existing applications/IT systems and statewide information and referral services.
Give consumers/clients the ability to identify and connect with alternate resources when they are placed on waiting lists.
•
For example, place this contact information directly on denial paperwork so consumers have access to information right away.
Reduced institutionalization by providing information about community-based resources.

www.publicconsultinggroup.com

38

Aging & Disability (A.2)
Allow for alternate methods when applying for services.
Streamline the intake and eligibility process.
CHANGE TEAM
NOTES

•

•
•
•
•
•

EXPECTED
BENEFITS

•
•
•
•

In addition to having applications online, paper applications should be available.
o The aging population and people with disabilities do not always have access or experience to apply for services or ask questions
about eligibility via online systems.
Include an option to speak directly with a person (by phone or in person) and better leverage, promote resources that let you do this
Leverage and coordinate with the Department on Aging – “no wrong door” system.
Aging and Disability Resource Centers have room for growth to better serve all disability populations. Seems their focus is on the aging
population and persons with disabilities don’t receive same priority. Better coordination with the Department on Aging.
Partner with United Way (a commonly referred resource through 211) and with Iowa Compass information & referral system through the
University of Iowa.
Veterans Affairs – there is room for enhancing the relationship with VA as they are focused on serving a specific population, yet many
veterans are also served by DHS and IDPH.
Less confusion and frustration by individuals seeking services.
Quicker and easier access to services and supports.
Greater satisfaction on the part of consumers/client.
Reduce amount of staff time playing telephone tag to get people to the right resource.
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Aging & Disability (A.3)
Collect and share data across units to identify trends, gaps and
opportunities
CHANGE TEAM
NOTES

•

•
•

EXPECTED
BENEFITS

•
•
•

IDPH & DHS each collect different types of data that could be much more powerful if taken together.
o Utilize the existing performance-based contracting within MHDS regional system.
o IDPH collects a lot of forward-looking, aggregated data on public trends.
o DHS uses a lot of person-specific Medicaid claims data.
Using collected data to address systemic issues.
PILOT PROJECT: Primarily focused on screening adults involved in the child welfare system for lifetime history of brain injury. What
can be done to mitigate challenges experienced related to the brain injury and infuse awareness, support and training to increase
positive outcomes and keep families together.
Increased surveillance to identify disparities and areas of need.
Increased ability to identify and target strategies based on data, especially utilization of prevention strategies in services (e.g. falls
prevention as a reimbursable service under Medicaid).
Increased opportunities to collaborate between agencies.
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Aging & Disability (A.4)
Create subject matter expert meetings devoted to reviewing
program area-specific issues and case-specific problem-solving
CHANGE TEAM
NOTES

EXPECTED
BENEFITS

•

•

Establish regularly scheduled and ongoing meetings of interagency staff from common program areas to understand how to better serve
consumers.
Models to consider include regular cross agency Multi-Disciplinary Team (MDT) or Inter disciplinary teams (IDT), STRIKE or Urgent
member (problem-solving) meetings.
Discussion should include program development and policy recommendations as well as best practice guidance.

•
•

Building awareness among team members.
Getting ahead of situations and engaging in planful problem-solving before the individual reaches a crisis level.

•
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Aging & Disability (A.5)
Increase compliance with ADA and 508 standards
CHANGE TEAM
NOTES

•

o

•

EXPECTED
BENEFITS

•
•
•
•

To bridge gaps in publications and documents, create meetings between SMEs and Communications teams to ensure information is:
o ADA Compliant
o Presented in plain language
Cultural shift:
o Reduce acronyms.
o Use person-first language that is understandable and accessible
o Explain steps needed.
Availability/Accessibility of publications to consumers/clients.
Increased accessibility of information and services.
Improved customer services.
Improved ability to provide TA to contractors on compliance.
Reduced risk of loss of funding or litigation for non-compliance.
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Aging & Disability (A.6)
Expand awareness and inclusiveness of existing advisory groups
and coalition meetings
CHANGE TEAM
NOTES

•

EXPECTED
BENEFITS

•
•
•
•

o

Determine what advisory groups are meeting that work with the older adults or persons with disabilities and include the respective IDPH
or DHS members to help with information sharing and improve services to consumers/clients.
Consider funding to support participation.
Less duplication of efforts.
More knowledgeable responses to consumers/clients.
Awareness of who is the “expert” in each unit/division.
Opportunities for collaboration.
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Behavioral Health (B.1)
Adapt a shared vision and set of strategic frameworks
CHANGE TEAM
NOTES

•

Implement major frameworks across IDPH and DHS to organize thinking, prioritize and sequence work, and create a common language
o Examples include IDPH/SAMHSA Strategic Prevention Framework, Social Determinants of Health, MCO Heat Map, Continuum of
Care, and “Nothing about us without us”.
o Use to organize data, identify disparately impacted populations, focus population prevention efforts, etc.

EXPECTED
BENEFITS

•
•

Strengthened feelings of connection across the IDPH and DHS behavioral health staff, programs, and services.
More efficient communications between behavioral health staff and stakeholders in different parts of the system, enabled by a common
language.
Strengthened ability to drive continuous quality improvement (CQI) across the full array of Iowa behavioral health services, activities,
programs, etc.
Strengthened ability communicate strategically about what Iowa government is doing and how it is having an impact.

•
•
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Behavioral Health (B.2)
Integrate IDPH and DHS data
CHANGE TEAM
NOTES

•

•
•
•
•
•
•

EXPECTED
BENEFITS

•

•

Major features include:
o Creating integrated, Iowa HHS-wide data function
o Aggregating Medicaid and IDPH client- and population-level data to support continuous improvement of prevention and treatment
work.
o Sharing data systems (where it makes sense and can work given the varying requirements/definitions/etc. in different program
areas).
Include data on behavioral health (including problem gambling) and infectious disease.
Implementing this recommendation could include DHS coming on board to use the IDPH-managed IBHRS data system.
All providers licensed though IDPH have to provide detailed client-level data as required by Substance Abuse Block Grant regulations.
Ultimately, should expand to include data sharing/aggregation with other departments as well (e.g., education, corrections).
Build on strengths/current work/etc. at IDPH including Communities of Practice (e.g., among epidemiologists).
Conduct national scan for models/lessons learned from other states focusing on aggregating Medicaid and public health data.

Target population prevention work more effectively to:
o high-need populations
o behavioral health needs trending up among Medicaid recipients
Expanded ability to identify and treat individuals and families with co-occurring conditions
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Behavioral Health (B.3)
Integrate continuous quality improvement of behavioral health
services into a single function
CHANGE TEAM
NOTES

•
•
•
•

•

Both IDPH and DHS conduct quality management activities with respect to contracted providers and integrating efforts could enable that
work be done on a higher scale, with shared outcomes, and in more of a strategic continuous quality improvement mode.
IDPH has done significant work toward building a robust, strategic behavioral health continuous quality improvement (CQI) system of
quality management through the work of the Integrated Provider Network (IPN) and the Quality Improvement Council.
DHS conducts an array of program-specific quality management activities.
Some MCOs do a good job of CQI within their spheres of control, including staffing with dedicated data analysts able to
slice/dice/report/etc. data to make it useful.
Use integrated data to drive CQI of policy, procedures, processes, tools, mindsets, frameworks, etc.
o

EXPECTED
BENEFITS

•
•

Bring a lens of return on investment to sequencing/prioritizing CQI work and communicating powerfully with stakeholders about it.

Greater consistency and accountability across the landscape of behavioral health contractors.
Greater integration of services into a truly comprehensive, statewide behavioral health system of care.
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Behavioral Health (B.4)
Integrate IDPH and DHS behavioral health contracting functions
CHANGE TEAM
NOTES

•

•
•
•

EXPECTED
BENEFITS

•
•
•
•
•
•
•

Both IDPH and DHS hold contracts with many of the same vendors, creating duplication in contracting and oversight activities,
including:
o RFA/RFI/RFP development and distribution
o Procurement
o Performance management
o Oversight and monitoring
o Communication with vendors
Both IDPH and DHS have mandates and desire to strengthen value-based purchasing.
Both IDPH and DHS have contractual requirements to prioritize prevention work (both population prevention work and “upstream” early
identification and intervention work).
IDPH’s and DHS’ current contracting processes and technologies are substantially different, and each is burdensome/time-consuming
for contracting agencies, creating a particularly substantial administrative burden for agencies that contract with both IDPH and DHS.
Increased efficiency and sharing of contracting best practices across Iowa government staff involved in contract management.
Lower administrative burdens for vendors.
Clearer and more consistent expectations of vendors.
Better aligned reimbursement rates.
Strengthened and more consistent implementation of value-based purchasing.
Strengthened awareness / line of sight between and across IDPH and DHS to enable contract administrators to see “at a glance” with
whom each bureau/office/department contracts and be able to talk with contract administrators in other bureaus/offices/departments.
Strengthened ability to monitor claims for accuracy and integrity.
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Behavioral Health (B.5)
Strengthen screening of Medicaid recipients to prevent
downstream chronic disease and premature death
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•

•
•

IDPH promotes, provides and implements recommended screening for a variety of issues including mental health, substance
abuse/SUD, problem gambling, HIV, STDs, Hepatitis, and physical health conditions like diabetes, heart disease, colon cancer
(colonoscopies), etc. that can lead to downstream disabilities.
From DHS’ perspective, screening is a key prevention activity. The prevention need is to catch early enough self-medication and other
health issues that are the things that people on waivers (e.g., for intellectual disabilities (ID)) don’t get routinely enough. Under EPSDT
utilize existing structure already in place within Iowa.
Collaboration on missed screenings due to COVID can help us to “catch up”
Increased and better targeted early intervention to address emerging behavioral and physical health issues among Medicaid recipients
(including residents of Integrated Health Homes and other people with Intellectual Disabilities, Adult, Children and Family Services
(ACFS)-involved children and youth, and families struggling to escape multi-generational poverty) that can lead to major negative
downstream outcomes.
Strengthened data on behavioral and physical health trends among Medicaid recipients.
Accelerated completion of screenings missed due to COVID.
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Behavioral Health (B.6)
Expand scope of Your Life Iowa to become a true “one-stop
shop,” connecting Iowans in crisis with behavioral health
services and supports
CHANGE TEAM
NOTES

•
•

•

EXPECTED
BENEFITS

•
•
•

Your Life Iowa is seen as a respected and valuable resource by IDPH and DHS behavioral health staff alike with the potential to play an
even more central and comprehensive role in 1) intake 2) referral 3) data collection and management and 4) clearinghouse.
Iowans seeking to overcome behavioral health challenges are retraumatized by the system every time they change providers or case
managers or are referred to additional services, etc. The following are examples of the kinds of people Iowans need to “tell their stories”
to (not a comprehensive list):
o Intake to a service provider
o Law enforcement / Courts
o Schools
o Case worker(s)
The team’s vision is to:
o Have Your Life Iowa be known as the “go to” place for anyone either facing a behavioral health crisis themselves or for those who
feel someone they know is in crisis.
o Equip and empower Your Life Iowa staff to document “stories” of their, loved ones’, or others’ behavioral health crises in ways
available to referred service providers, case managers, etc.
Decrease the number of times Iowans have to “tell their story” and minimize the number of times the system retraumatizes them.
Increase speed and quality of connection between Iowans in need and services to meet their needs.
Increase the numbers of individual and family behavioral health crises addressed though early/”upstream” intervention versus
“downstream” treatment.
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Behavioral Health (B.7)
Integrate program licensure, accreditation, and enrollment for
behavioral health providers into a single function
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•
•
•

In Iowa, individual Substance Abuse/SUD Counselors need be certified, individual mental health providers need to be licensed, and
organizations providing behavioral health services, including Substance Abuse/SUD and mental health, need to be licensed by IDPH
and accredited by DHS. To receive reimbursement through Medicaid, they also need to go through formal application and enrollment
procedures.
Provider organizations providing a continuum of Substance Abuse/SUD and mental health services, therefore, have to secure an array
of individual and organizational certifications, licenses, accreditations, and enrollment. Currently, this is confusing and burdensome as
communications, application processes, etc. are not aligned.
Integrating currently disparate processes, teams, and activities provides the conditions to bring them into maximum alignment
Lower administrative burdens for providers due to streamlined data entry, application processes, etc.
Faster issuance of licenses, certification, and accreditation as well as faster enrollment in Medicaid, leading to quicker closing of service
supply-demand gaps.
More providers offering continuums of behavioral health services, thereby potentially strengthening and streamlining Iowans’ access to
behavioral health services.
o Greater supply of services and service providers for Medicaid recipients.
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Behavioral Health (B.8)
Develop and execute a joint learning and development strategy
CHANGE TEAM
NOTES

•

•

EXPECTED
BENEFITS

•
•
•

Align IDPH and DHS efforts to:
o Cross-train behavioral health staff toward both “101” level mutual understanding and shared frameworks/language/mindsets.
o Train providers, MCOs, etc. in evidence-based practices and other key shared frameworks/language/mindsets.
Combination of lighter touch strategies (e.g., “brown bags”, webinars, e-learning) to raise awareness and training for “durability” /
sustainability of actual changes to behavior (e.g., multi-session training/learning programs reinforced over time and with hands-on skills
practice).
Shared frameworks/language/mindsets.
Dissemination and alignment of best and evidence-based practices.
Strengthened foundation for further alignment, collaboration, etc. across IDPH and DHS teams and across the statewide behavioral
health system of care.
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Behavioral Health (B.9)
Adopt shared standards for effective case management, double down on
case management models for special populations proven to work, and
explore creative options where we don’t yet use proven models
CHANGE TEAM
NOTES

•
•
•
•

Both Departments (plus MCOs) conduct case management activities for similar and potentially overlapping populations.
There is currently not a universally shared, clearly articulated definition of what effective case management looks like in Iowa.
Where there are models proven to be effective with a specific population, those models are not used universally to serve that population.
We do not currently have a uniform strategy for troubleshooting high utilizers of services. We have found that generally speaking 20% of the
consumers account for 80% of the costs of public health and human services supports. Our dual aims are to:
o Identify potential high utilizers early enough to prevent them from becoming high utilizers (or where possible through population
prevention work keep them from ever being at risk of becoming high utilizers).
o Wrap a coordinated array of services and supports around high utilizers to help them address their needs/barriers/etc. and in the
process step down their level of utilization of public resources.
o Engage intensive case management through MCO's once the need is identified.

EXPECTED
BENEFITS

•

Strengthened ability to continuously improve case management, including:
o Communicate expectations to individual case managers and case management agencies;
o Manage case managers’ and case management agencies’ performance;
o Provide case managers with training, technical assistance, and other continuous improvement supports;
o Address burnout, compassion fatigue and vicarious traumatization; and
o Strengthen reflective supervision.
More effective case management targeted to the needs of special populations.
Faster and more effective connection of complex clients to services, ultimately leading to better outcomes and “bending of the cost curve”.

•
•

www.publicconsultinggroup.com

52

Behavioral Health (B.10)
Submit joint applications for Substance Abuse/SUD and Mental
Health block grants
CHANGE TEAM
NOTES

•
•
•

EXPECTED
BENEFITS

•
•

IDPH and DHS historically submit separate and distinct applications for two major Federal behavioral health block grants.
IDPH and DHS staff currently collaborate substantially in preparation and fine-tuning of applications, including going through regulations
together, conducting stakeholder engagement together, creating shared goals, and referencing each other’s work where it makes sense.
While staff are currently finalizing separate and distinct submissions for the next two-year cycle, in two years or at the next cycle we
could submit joint applications.
Greater alignment of substance abuse/SUD and mental health services funded through Federal block grants.
Greater understanding across substance abuse/SUD and mental health staff of each other’s work and how it connects.
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Behavioral Health (B.11)
Leverage American Rescue Plan Act (ARPA) funding to convene
planning process for aligning/strengthening Iowa mobile crisis
services
CHANGE TEAM
NOTES

•
•

•

•

EXPECTED
BENEFITS

•
•

Iowa’s current mobile crisis system is a “patchwork system” of people very committed and knowledgeable but not highly aligned across
individual service areas.
Individual providers delivering mobile crisis services can restrict their services to certain locations. For example, in one area mobile
crisis responds to calls made from schools but not calls made from homes. This limits the system’s ability to provide rapid response to
crises regardless of where they emerge.
Iowa code allows people with co-occurring conditions, intellectual disabilities, etc. to be screened in but many mobile responders do not
have that expertise, do not have those special populations on their radars or in their protocols, etc. with a result that response to crises
involving people with these kinds of special conditions to be less than fully effective and even potentially counterproductive.
ARPA funding specific to strengthening mobile crisis creates an opportunity for Iowa to explore options. ARPA includes funding for
planning processes, and collaboration/partnership is a stated priority that dovetails well with this alignment process.

More effective and consistent mobile crisis response.
More effective and timely early/”upstream” interventions.
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Behavioral Health (B.O.1)
Explore options for moving toward integration of IDPH and DHS
behavioral health functions into a single organizational unit
CHANGE TEAM
NOTES

•

•

•

•

EXPECTED
BENEFITS

•
•
•

Integration of key administrative functions (data, contracting, CQI, licensing/accreditation/enrollment) has already been recommended
above – this option summarizes additional discussions regarding potential integration of IDPH’s Division of Behavioral Health and DHS’s
Division of Mental Health and Disability Services.
The team explored this option as an outgrowth of discussions about behavioral health as it relates to the “whole person” – currently
IDPH and DHS work related to the whole person are organized into different entities.
o SUD/Substance Abuse and MH “play off of each other” .
o Waivers/waiver populations play off of SUD/Substance Abuse and MH.
The team discussed that ideally people who work with:
o The same “whole person” need to be pretty integrated.
o Funding (e.g., Medicaid) and program design and implementation need to be closely connected (e.g., Child Welfare funding and
services generally are organizationally connected).
The team discussed past experiences with organization restructuring, e.g.:
o Facilities used to be housed under/with DHS MHDS, but was split out because it required different management/administration.
o Some past decisions to form formerly separate units into bureaus were made for reasons other than strategy/efficiency/service
quality etc. but instead for personnel and/or bureaucratic reasons.

Streamlined access to an enriched set of services for Iowans with behavioral health needs.
“Hardwired” alignment of all aspects of behavioral health work – prevention, treatment, and administration – so they do not rely on
things like interpersonal relationships, continuity of leadership, etc. that are susceptible to change.
Establishment of broad and deep alignment as the “new normal” for existing staff and “the way things are done here” for all new staff.
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Food & Nutrition (F.1)
Create a web-based central ‘hub’ of food & nutrition program
information that informs citizens, state and local staff, and
community resources of the programs/services in their area.
CHANGE TEAM
NOTES

•
•

•

•

EXPECTED
BENEFITS

•
•
•

•
•
•
•

Hub would be used by and accessible to citizens, IDPH/DHS staff, community resource providers.
Create one website with mobile app capabilities that informs consumers, staff, and community providers that connect people to services of
programs/services in their area (addresses, contact info, directions).
Primary purpose is to link to Supplemental Nutritional Assistance Program Education (SNAP-Ed), 5-2-1-0, the Special Supplemental Nutrition
Program for Women, Infants and Children (WIC), SNAP, Older Americans Act Nutrition Programs, Emergency Food, Spend Smart Eat Smart,
commodity distribution, and the Emergency Food Assistance Program (TEFAP).
Consider linking to or partnering with 211 or other state food and nutrition agencies (e.g., Department on Aging, Department of Education,
Department of Land and Agriculture Stewardship).

By better informing Iowans of food resources in their area, we will improve the health of Iowans, decrease food insecurity, and decrease
negative health outcomes.
By providing Iowans with one, up-to-date, location (website/app) with food & nutrition program and service information, individuals will be better
equipped to find resources to meet their needs – creating a more consumer driven service approach.
By better informing Iowans of food resources in their area, we anticipate increased equity across the many geographic regions and various
demographics of all Iowans, allowing users to more easily access program/services to meet their needs. This will lead to improved customer
service.
Local level programming leaders will be able to assess the resources available in their community through the food & nutrition hub.
The hub will provide an educational opportunity for users regarding the programs available to them – even creating an opportunity for “branding”
the different programs to differentiate what they do and how they can help.
Income Maintenance workers responsible for statewide processing will have a resource available to inform them of programs/services available
in the counties.
This will be a time saver for Iowans and for staff! Currently staff spend considerable time finding this information on their own.
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Food & Nutrition (F.2)
Create a web-based central ‘hub’ of food & nutrition program
information that informs citizens, state and local staff, and
community resources of the programs/services in their area.
CHANGE TEAM
NOTES

•
•
•

EXPECTED
BENEFITS

•
•

Note that this is a continued effort to making recommendation F.1 successful.
For consumers that don’t have access to the internet or a smart phone, create printed materials that provide the same useful information
as does the web-based hub.
Create promotional materials for those without access to the internet to bring awareness to the hub; consolidate information from hub
programs into one promotional document.
To make available printed materials that provide clear, concise, relevant eligibility and application information on food & nutrition
services/programs and make aware of educational program opportunities.
For consumers that don’t have access to the internet or a smart phone, offer printed materials that provide the same useful information
as does the web-based hub.
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Food & Nutrition (F.3)
Create networking opportunities for Food & Nutrition and Health
Promotion IDPH and DHS staff to learn about related programs
and services offered by Iowa state and local government
CHANGE TEAM
NOTES

•

EXPECTED
BENEFITS

•
•

•
•
•
•

•
•

•
•
•

This will be more than ‘just’ a training or presentation; rather, this is a concerted, ongoing effort to collaborate, discuss, and ultimately
find ways to better work together.
This could occur both within and between IDPH and DHS.
Staff could choose to participate.
Develop options for users (Networking meetings/opportunities or short videos).
Note this is a cultural change. Staff have become focused on processing, less focused on providing whole person care.
Networking & collaboration – opportunities for discussion. Fostering inter-department relationships to contribute to problem solving.
Team building – demonstrate state’s strength in providing these programs and services to Iowans.
•
Give state staff benefit of knowing about other services/programs offered.
A shared understanding of programs and services available across the DHS & IDPH continuum of food & nutrition and health promotion
services.
Investing in giving employees this time, would contribute to a reduction in caseloads overtime due to better coordination of services and
resources.
This effort will create a library of reference materials.
Improve and promote communication between agencies.
Improve the customer experience by being knowledgeable in the many programs offered by IDPH and DHS.
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Food & Nutrition (F.4)
Explore feasibility of ‘one-stop shop’ experience for clients;
offering all information on all food & nutrition services in
interaction with an IDPH or DHS staff person
CHANGE TEAM
NOTES

•

•

EXPECTED
BENEFITS

•
•
•
•
•
•
•

Create one IDPH and DHS phone number that would connect clients to a staff person who can speak to all the programs and services to
support the client’s needs.
o Customer service reps will have general knowledge of food and nutrition programs (SNAP-Ed, 5-2-1-0, WIC, SNAP, Older Americans
Act Nutrition Programs, Emergency Food, Spend Smart Eat Smart, commodity distribution, TEFAP). They can refer to the program’s
respective bureau for more detailed information.
o Currently Income Maintenance Call Center (IMCC) callers are often referred back local/field offices when they seek information that the
IMCC doesn’t have available to them.
Explore and research the possibility of co-located IDPH and DHS food & nutrition services in one building so that consumers can access,
apply for, and learn about all services at once.
Reduction in client calls due to maximizing time with client during initial call – providing them with info they need initially.
Increased collaboration between IDPH and DHS food & nutrition program staff.
Improved client experience: remove barriers for them to access the services they need.
Improved use of administrative resources.
Office coverage.
o Many small offices struggle to have coverage during all office hours; combining offices could alleviate this issue.
Decrease in money spent on leasing office locations.
Users complete just one application for services, rather than several different applications. Differentiate between services you apply for and
services you are interested in.

www.publicconsultinggroup.com

59

Food & Nutrition (F.5)
Transparently share food & nutrition program data with state and
community stakeholders
CHANGE TEAM
NOTES

•

EXPECTED
BENEFITS

•

•
•
•

•
•
•
•
•

Provide stakeholders with usable aggregate analyses of program data to create a shared understanding of the use and impact of food &
nutrition programming (e.g., monthly SNAP reports, food assistance).
Provide aggregate program data in a visually appealing, easily accessible format.
Build off the data that is currently gathered; the ask here is for more data to be provided in an accessible and understandable format.
Provide client specific data, when appropriate, to and among IDPH DHS program teams.
Informed local community service providers aware of service usage in their area so they will tailor programming to the needs of their
community (where, who, what).
o If local resources don’t have data on food & nutrition, it won’t become a priority in their area.
Allow local community and state service providers to use the data to demonstrate need for funding. This will increase their sustainability,
increase quality of grant applications, etc.
WIC participation is lower for 2–5-year-olds, so share SNAP data for 5 and under for outreach purposes – Quick Win!
Receiving SNAP data for SNAP-Ed recruitment so that IDPH SNAP-Ed can increase their reach – Quick Win!
Time saved by sharing data among state agency program staff (e.g., less time recruiting for SNAP-Ed programs).
Increasing clients access to programming.
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Food & Nutrition (F.6)
Align IDPH and DHS food & nutrition administrative functions to
promote collaboration and resource sharing
CHANGE TEAM
NOTES

•
•

•
•

EXPECTED
BENEFITS

•
•

•
•
•

Align food and nutrition administrative policies and contracts to maximize resources and provide improved client experience.
Clients will complete one application for all services. The application can be web-based or paper, if needed; the application would ask client
about their needs and then direct client to complete required sections of application. Application information is then routed to the appropriate
program to connect the applicant with services.
o Combined application would direct applicants to WIC office in their area to make an appointment for WIC services; possibly a pop-up to
set a WIC appointment
Promote a universal system of record, master client index through data sharing and access to allow various programs (SNAP, Medicaid, Iowa
Family Investment Program [FIP], Child Care Assistance [CCA], and WIC) to verify income and residency.
Please note that, like the Health and Human Services Alignment Assessment effort, this recommendation is not an exercise to eliminate
positions but rather, an exercise to better serve Iowans.
Improved internal IDPH & DHS business processes to provide clients with information on all food and nutrition programs available to them.
Improved client experience: clients currently have to complete numerous program applications that don’t ‘talk to each other’ – both within and
between IDPH and DHS.
o Don’t ask the client to start from scratch each time they apply for a service!
o Client would not need to provide verification to multiple workers/programs.
Improved experience for contractors and community partners.
Staff time saved as currently each program is independently verifying eligibility information, rather than referencing data from sister agencies.
Regarding contracts: Currently clients receive more than one benefit card (WIC, SNAP, FIP, etc. all issue different cards to clients); could we
align IDPH and DHS contracts so that clients could receive one (or at least fewer) cards? Would require co-procurement. This effort will save
money in issuing less cards (e.g., $5 card then $1 per replacement).
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Food & Nutrition (F.7)
Explore aligning related IDPH and DHS nutrition, physical activity,
and health under one division
CHANGE TEAM
NOTES

•

The ‘Office of Nutrition, Physical Activity, and Health’ would include both services you apply for and educational programming. Both
address food insecurity but SNAP-Ed and 5-2-1-0 are required to include physical activity and chronic disease.

EXPECTED
BENEFITS

•

Aligning these programs under one division will uphold that there are connection points but still honor differences between current IDPH
and DHS food & nutrition programs/services.
IDPH and DHS food & nutrition programs will work together and have same system, policy, while recognizing that we have different
target audiences. IDPH is 99% child health, while DHS is adult and families – this could make grouping together in an organizational
chart easier. Get to target audience at bureau level.
This effort will facilitate communication at the point of service delivery.
Bridges gap between food insecurity (SNAP) and health services, health promotion, and Medicaid.
Federal partners would like to see alignment of these services under one division as it shows that IDPH and DHS programs are truly
working together.
Improved customer experience with better linkages to programs.
The Office of Nutrition, Physical Activity, and Health will have one shared data system for verification information, meaning a reduction in
duplication of data entry and in increased capability to refer a client easily to another program under the division.
State offices would physically be closer to promote opportunities for creating relationships.

•

•
•
•
•
•
•
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Health Promotion (H.1)
Improve communication across common areas to support
relationship building, partnerships across IDPH and DHS
CHANGE TEAM
NOTES

•
•
•
•

Both agencies are operating within silos and staff are not familiar with all the services the agencies provide.
Consumers are unsure of where, how to access services and staff do not consistently direct them to the right programs.
Messaging should be jointly created from executive and communication teams and consistently disseminated throughout the agencies.
Standard operating procedure for program changes to be properly communicated so that related programs, services are aware of
service impacts for common consumers.

EXPECTED
BENEFITS

•
•
•
•

Improve oral and written communication between agencies.
Increase knowledge of services provided by DHS/IDPH agencies.
Better informed referrals, information sharing with consumers.
Increase awareness, referrals, and utilization of chronic disease programs.
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Health Promotion (H.2)
Improve data sharing to support programmatic capacity to plan,
implement and evaluate IDPH and DHS services
CHANGE TEAM
NOTES

•
•
•

•

•
•

EXPECTED
BENEFITS

•
•
•

•
•
•

Interdepartmental barriers have kept other IDPH programs from receiving the same (Medicaid eligibility) or other data (Hawki eligibility, paid
claims, health status).
Additional data is needed beyond what is shared through Medicaid’s public-facing portal.
There are documented delays in Medicaid beneficiaries receiving health services noted by the inability to provide targeted health programs in
areas of the state or for populations with the most need.
IDPH programs could be using de-identified data to develop recommendations for service development or enhancement using federal funds.
DHS and Medicaid data can benefit other IDPH programs to inform planning and improve service delivery through understanding health
conditions, risk factors, and locations of greater service needs (i.e., outreach to families re: environmental risk factors).
IDPH staff are pursuing a 2021 data sharing omnibus agreement. [includes data requested for use with diabetes, HIV/AIDS, I-Smile Silver,
Childhood Lead Poisoning].
IDPH funders (CDC) include strategies in funding opportunities that are focused on improving services to Medicaid beneficiaries. Data is
necessary to inform programming strategies and evaluation efforts. Other states have established the data sharing agreements/relationships
successfully between public health and Medicaid.
Data from Medicaid beneficiary enrollment and claims can be used to inform service delivery and development in areas need.
Services and programming that are targeted to improve health outcomes and provide interventions to improve health status can be
developed in areas of the state where Medicaid beneficiaries reside.
Medicaid beneficiaries will benefit from faster, easier response of local public health entities. Having the information within IDPH program
data systems would eliminate additional calls, emails, and waiting to schedule needed health services for beneficiaries seeking and needing
assistance.
Eligibility data improves care coordination outcomes (e.g., following up on HPV vaccinations; mental health needs; well-child periodicity).
Data from Medicaid beneficiary claims can be used for evaluation purposes.
Federally funded programs will be able to comply with federal agency cooperative agreement requirements/expectations for performance
measure reporting.
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Health Promotion (H.3)
Include IDPH as a partner in developing DHS dashboard
CHANGE TEAM
NOTES

•
•
•

EXPECTED
BENEFITS

•
•
•
•

DHS recently launched an agency-wide Dashboard Initiative: https://dhs.iowa.gov/dashboard_welcome.
As a key stakeholder of DHS aggregate data (especially Medicaid), the DHS Dashboard Initiative could be enhanced by including use
cases developed specifically for IDPH.
Other stakeholders would likely also be interested in the IDPH use cases.
A better informed, more complete DHS Dashboard.
Easier access for IDPH to aggregate DHS data.
More transparency as the DHS Dashboard is built out.
Giving IDPH a seat at the DHS dashboard table would be the type of collaboration opportunity where key DHS stakeholders would gain
insight to learn about IDPH operations, strategy, and priority.
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Health Promotion (H.4)
Expand current DHS Services portal to incorporate IDPH eligibility,
documentation needs to reduce requests for consumers’ information
when applying for multiple programs through DHS and IDPH
CHANGE TEAM
NOTES

•
•

•

EXPECTED
BENEFITS

•
•
•
•
•

Multiple applications, access points are burdensome for consumers who need multiple services - DHS and IDPH can be complex
systems for individuals to navigate to access multiple services.
As an example, DHS case managers at Community Mental Health Institutes (CMHI) and providers/contractors within IDPH’s Child and
Maternal Health services, WIC and I-Smile request similar documentation from individuals seeking services such as food assistance,
childcare assistance, refugee cash assistance.
Frequently heard source of frustration for clients going through stressful life changes that similar information has to be filled out, copied
and mailed in/provided repeatedly.
Connect people to services faster without having to go through multiple access points.
Decrease instances where individuals have to repeat history (social, medical, etc.), core/identifying date, financial information, birth
certificates, social security cards, ID/Driver’s license.
Consistent information, possibly reduced fraud.
Could capture populations that may not be eligible for one program but may be eligible for other programs. (i.e. - not eligible for
Medicaid, but eligible for Hawk-I - the system then applies for Hawk-I for the individual).
Ability to assess eligibility to other programs for existing consumers through annual assessment.
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Health Promotion (H.5)
Improve appropriate utilization of Medicaid through care
coordination to Maternal Health Center and Screening Center
populations enrolled in Managed Care
CHANGE TEAM
NOTES

•
•
•
•

EXPECTED
BENEFITS

•
•
•
•
•
•

Medicaid is a complex system for families to navigate, especially related to eligibility, mental health, health promotion, children with
emerging health needs-not already connected to Child Health Specialty Clinics system, Targeted Case Managers, etc.
Inappropriate utilization of Medicaid is very costly (limited preventive care, delayed seeking of care/treatment, reliance on ER/urgent
care versus primary care).
Lack of services easily available in languages other than English through MCO/Medicaid/Member services.
MCOs are charged with coordinating care for members. However, they are currently only providing this service to individuals
needing/receiving tertiary levels of care. There is an opportunity to focus more on prevention, health promotion and increased access to
care, removal of barriers and social determinants of health reduction for members prior to high need diagnoses/out of home placement.
Increased use of early periodic, screening, diagnostic testing (EPSDT) benefits, especially well visits and preventive care.
Increased access to health promotion.
Increased access to community resources to meet social determinants of health - reduction in barriers to health care access.
Increased short and long-term health outcomes through health promotion and preventive care utilization.
Decreased cost related to over utilization of ER/urgent care and tertiary care costs.
Decreased morbidity and mortality due to preventable health conditions.
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Health Promotion (H.6)
Create/re-enforce systems for DHS and IDPH providers to make referrals
to BHIS (Behavioral health in-home services) and IHH (in-home health)
earlier to increase client and family coping, communication, and
relationship skills to prevent worsening of undiagnosed
Behavioral/Mental Health needs in children and adolescents
CHANGE TEAM
NOTES

•
•
•
•
•

•

EXPECTED
BENEFITS

•
•
•
•
•

BHIS provides health promotion through early intervention to Iowa families in need.
Referrals to BHIS are underutilized leading some families to struggle with addressing chronic behavioral issues without guided
assistance.
Children will present to Emergency Rooms and Mental Health Hospitals with significant behavioral health concerns that weren’t
addressed with referrals to outpatient services before a crisis occurred.
MCOs often refuse to pay for Psychiatric Medical Institutions for Children (PMIC) if the family has not participated in BHIS first.
State agency staff, contractors, and community-based agencies assisting families are not familiar with BHIS as an early intervention
service available to families. Education and outreach on BHIS referrals that may be needed include early care and education providers,
WIC, Title V, local public health agencies, primary care providers, school personnel, etc.
Benefit to having an MCO case manager assigned to children earlier - schools, IDPH, DHS, Area Agencies on Aging, etc. can refer for
case management.
Intervention upon initial behavioral health (BH)/mental health (MH) concern.
Improved BH within early care and education, school/community environments.
Early identification of social determinants of health (SDOH) needs that can be addressed through community resources.
Child and family skill building to grow and sustain healthy coping, conflict resolution, communication, social skills and parenting skills.
Earlier identification and supports for undiagnosed mental health, family trauma, substance abuse, and other risk factors for child abuse
and neglect, family violence and out of home placements.
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Health Promotion (H.7)
Expand functionality of Your Life Iowa to create a portal that
would refer users to both IDPH and DHS services and resources
for other social determinants of health
CHANGE TEAM
NOTES

•
•
•

Complex system for individuals to navigate to access multiple services - multiple applications, access points are arduous.
Iowans could benefit from a streamlined service connection, resource referral.
Directory of services could be used by Iowans and DHS or IDPH staff to refer consumers to relevant programs/resources in their area.

EXPECTED
BENEFITS

•

Portal could include a SDOH screening to assess individual’s needs. MCOs are already doing health risk assessments within 90 days of
enrollment, including SDOH screening.
Iowans could be connected to more resources faster while decreasing barriers and burden on the client.
Improved whole-person response.
Could refer for a number of programs following screening, including: Behavioral Health Intervention Services (BHIS), Licensed
Practitioner of the Healing Arts (LPHA) Assessment, Integrated Health Home (IHH), therapy, medication management, food banks, utility
assistance, housing assistance, etc.
Decreasing instances of individuals having to repeat history (social, medical, etc.) and information needed to determine eligibility for
different programs.

•
•
•

•
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Maternal Health & Childhood (M.1)
Align contract language, policies, processes and partnership
between IDPH Title V, Title X and Medicaid MCOs
CHANGE TEAM
NOTES

The team recommends joint IDPH, DHS, and Managed Care Organization (MCO) work to strengthen alignment and partnership between Title V, Title
X, and MCO staff and contracted providers to continuously improve policies and processes (related to reimbursement, appeals, etc.):
•
Federal statute requires IDPH to have a memorandum of understanding (MOU) with Medicaid on how the two organizations/programs work
together on an array of public health programs (e.g., Title V, Title X/SSPP). The Federal Health Resources and Services Administration (HRSA)
has emphasized this MOU as a critical requirement for states with Title V and Medicaid programs. Updates to Iowa’s MOU are done yearly. The
current resulting “omnibus” agreement between IDPH and Medicaid is 90 pages long and describes what is supposed to be done together, not
just for maternal health but also for child health programs.
•
Convene a working group with key state agency partners that serve pregnant women, women of reproductive age, adolescents and children to
discuss shared challenges and priorities and identify key opportunities for collaboration.
•
The working group would assess strengths, gaps, root causes, and priorities and develop an action plan to continuously improve implementation
of the Omnibus agreement, identifying and spearheading quick wins along the way.
•
National Academy of State Health Policy – current working group exploring value-based payments, access to midwives, birth centers and
doulas.

EXPECTED
BENEFITS

•
•
•
•
•
•

•
•

Medicaid provider retention and commitment.
Strengthened understanding/partnership/trust between all involved parties.
More effective communication around expectations of providers and key stakeholders, which will help increase the customer service experience.
Improved performance measures and, ultimately, actual performance and impact.
Strong engagement of local expertise in continuous improvement efforts.
Improved health outcomes and lower costs due to collaborative work to provide preventive health service to Medicaid eligible pregnant women
and children, specifically maintain or improve, early entry into prenatal care, medical and dental home, health screening and referrals, lower
readmission and ER visits, disparity in health outcomes reduced, informing rates, vaccination rates.
Expansion of Medicaid provider network with resulting increased access to services for Medicaid members.
Better health outcomes for Iowans.
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Maternal Health & Childhood (M.2)
Leverage data use agreements between IDPH and DHS to identify
gaps, opportunities for collaboration and monitoring shared
outcome measures
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•
•
•
•

The team’s ultimate vision is for there to be:
o A shared data set / data repository so all assigned personnel working with a family could see who is working with what families,
what services they are receiving, etc.
o An ability to look at an array of public health programs (e.g., Title V, Title X/SSPP) and Medicaid claims data together (e.g.,
monthly) to track usage trends, identify service “deserts” and populations being served, etc.
The current state is that data sharing across HHS Maternal Health and Childhood programs varies significantly from program to
program:
o There is significant and well-established sharing of data related to maternal health.
o There is inadequate collaboration with the Iowa Integrated Data System.
o HIPAA and other privacy statutes and regulations are often cited as significant barriers. IDPH is not a HIPAA-covered entity which
forces shared data to be anonymized down to just aggregated sets vs trackable by individual/family. As a result, we are missing a
lot of information about services, areas needing improvement, connection points to be leveraged better, etc. where all the data
aren’t stored in a single data system or matched in a systematic way.
Goal would be integrated data across the full HHS system.
Track and analyze service trends and target investments, programs, services, outreach, etc. to areas of greatest need and potential
impact.
Serve individuals and families more effectively and efficiently.
Track and monitor shared quality and equity outcome metrics.
Identify gaps in services and opportunities for collaboration.
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Maternal Health & Childhood (M.3)
Strengthen organizational structure across IDPH and DHS
programs focused on preventative services for child and
adolescent health
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•

•

Health for children and young adults of ages 0-21 should be seen as a continuum that ideally should be housed together with integrated
strategy, execution, etc.
o A lot of the providers are the same.
o Child health needs to be thought of as a true continuum vs split up across different organizational units.
As an example of the current state for one of these key population segments (10-19), IDPH and DHS staff currently working on programs for
adolescents to support close alignment across HHS work on adolescent health:
o Currently, an array of pregnancy prevention, STD prevention, and healthy relationships services are managed across a number of
different organizational units across DHS and IDPH.
o This work includes education in schools, education and awareness raising in a number of other venues, public health campaigns, etc.
o Currently great programming within IDPH in this space doesn’t have enough funding (e.g., MCH grant doesn’t provide enough funding
for adolescent programming, and the grant overall isn’t large enough for more funding to focus on adolescents without materially
hurting other important programs for other populations).
Consider how this alignment might help cross-cutting health factors like behavioral health, dental health etc. be better represented to facilitate
patient-centered care and improved health outcomes.
Strengthening the organizational structure would enhance strategic planning, deployment of resources, continuous quality improvement, data
sharing, contract monitoring, etc.
Programs could be adequately staffed (e.g., Community Adolescent Pregnancy Prevention [CAPP] currently does not have an FTE assigned
which weakens Iowa’s ability to interface effectively with stakeholders, funders, and colleagues in other states).
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Maternal Health & Childhood (M.4)
Consolidate family planning programs (State- and Federal Title Xfunded, respectively) under one organizational umbrella
CHANGE TEAM
NOTES

•
•
•

•

EXPECTED
BENEFITS

•
•

Consolidate all family planning programs under one organizational umbrella and with a shared overarching strategy, but still administered as
separate programs (as they are funded through separate mechanisms, have different reporting requirements, etc.).
Increase our collective capacity by both adding additional staff (e.g., to increase and innovate outreach to both Medicaid members and
providers by, for example, leveraging social media more effectively) and streamlining processes and collaborating more.
IDPH Title X program is Federally funded and DHS administers state family planning program.
o IDPH providers are at satellite clinics across the state, and Title X is payer of last resort.
o DHS-administered State family planning services reimburse eligible providers for family planning services and birth control. The
program provides coverage for women above income eligibility cutoffs for Medicaid.
o The DHS-administered state-funded program is more of an insurance provider vs. IDPH-administered Federally-funded program is
more of a direct service provider.
o IDPH provides some supportive services to the state program but is not receiving any state funds to support these activities.
Consider how this consolidation might help cross-cutting health factors like behavioral health, dental health etc. be better represented to
facilitate patient-centered care and improved health outcomes.
Would help Medicaid members to clarify services and supports available, how they are similar/different, etc.
Would potentially strengthen data sharing, but with the caveat that currently IDPH and DHS collect different kinds of data, at different levels
of detail, etc. so it would involve a fair amount of work.
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Maternal Health & Childhood (M.5)
Clarify quality standards, populations served, and programs/services in
scope for care coordination across MCOs and Title V and work
collaboratively to strengthen capacity and consistency
CHANGE TEAM
NOTES

•

•
•
•

•

EXPECTED
BENEFITS

•
•

Currently both MCOs and Title V agencies conduct care coordination activities to help women find providers, without fully efficient and
effective ways to:
o “Divide the labor” – know which families are already being served and which are not; and
o Ensure consistency and quality across care coordination activities.
MCOs are currently “only serving high risk” but there is not universal clarity on defining “high risk”.
When managed care was rolled out, reimbursement to Title V from Medicaid for this work was significantly curtailed.
This work might include:
o Expanding the scope of programs/services to be coordinated through care coordination (e.g., access to child care);
o Jointly clarifying quality standards and which populations each party serves;
o Provision of an option for both MCOs and Title V Maternal and Child and Adolescent Health Services (MCAH) agencies to provide and
be paid for medical and dental care coordination. For example, the MCO's might stay focused on the medically high risk (the only
patients they currently serve in this capacity) and Title V might focus on the social determinants of health and local needs.
Work is of high importance because any deficits and inconsistencies in quality of and access to care coordination disadvantage women of
color disproportionately. This work should be a true Title V-MCO partnership in line with the spirit of recommendation M.1 above:
o Leverage MCO/Medicaid claims data to understand and troubleshoot/support high utilizers;
o Collaborate on quarterly meetings focused on outcomes/making sense of data/etc., per the recommendation above; and
o Collaborate under the auspices of a joint working group.
Improved quality, access, and consistency.
Access to additional funding leading to expanded service capacity, particularly close to where people live.
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Maternal Health & Childhood (M.6)
Strengthen, clarify, and secure sustainability of the programs
central to Iowa HHS’ strategy to continuously improve childcare
across the state
CHANGE TEAM
NOTES

•

•

•

•

EXPECTED
BENEFITS

•
•

Funding for and administration of the major programs Iowa relies on to continuously improve quality of and access to childcare across the
state is very fragmented. Local early childhood boards as well as a patchwork array of public and private funders vary significantly in funding
levels and priorities, which creates equity issues and inconsistency.
As an example:
o Most funding for Child Care Nurse Consultants (CCNCs, administered by Healthy Child Care Iowa program staff) comes from Early
Childhood Iowa (through the Department of Management). Title V funding is minimal. In some areas Child Care Resource and Referral
is getting pots of money to distribute and nurse consultants may (or may not) be one of the services funded. Additional funds come from
Federal Child Care Development Fund, United Way, and other private funders.
The team’s vision is of a child care landscape with:
o “no wrong door” for families to access child care that’s right for them;
o A child care workforce that is professionalized, respected, and compensated appropriately; and
o A “back bone” of programs administered by a combination of public and private partners that is sustainable and well aligned.
The team’s recommendation is for each of the programs above to have:
o Dedicated funding;
o Dedicated staffing (e.g., dedicated job classification for child care compliance work);
o Clear roles, processes, etc. for doing the work within the program; and
o Clear roles, processes, etc. for collaborating and aligning across programs.
More supportive services and understanding of roles and responsibilities both internally and externally, leading to more efficient and
consistent service provision.
Dedicated funding for primary programs could free up Early Childhood Iowa to focus even more on issues/opportunities/needs/etc. specific to
local areas.
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Maternal Health & Childhood (M.7)
Strengthen education and connection with care coordination for
pregnant and new mothers about changes to eligibility after the
child is born
CHANGE TEAM
NOTES

•

•
•
•

•

EXPECTED
BENEFITS

•
•

There are a number of places in the life-cycle of Medicaid members when significant “drop-offs” of eligibility occur. One significant drop-off
point happens following the birth of a child. Pregnant mothers are eligible for Title V support up to 300% of the Federal poverty level, but 60
days after she has her baby the eligibility cutoff drops to 180%.
Many families cycle on and off of Medicaid as both eligibility criteria and family income fluctuate. A large proportion of members who cycle off
of Medicaid return to Medicaid membership within two years.
Iowa sees as a priority maintaining healthcare coverage throughout the life of a family, and the team sees opportunities for greater alignment
across Title V and Medicaid to help mothers and their families navigate the drop-off “cliff” precipitated by the birth of a child.
As another complicating and potentially disorienting factor, differences in eligibility for state- and Federally-funded family planning programs,
respectively, mean that at any given time a mother may be eligible for one program but not the other, and communication and care
coordination processes to help mothers understand and navigate these differences have been hampered by a limited alignment between
these two programs.
The team recommends focused, joint work to strengthen the following at this uniquely disorienting time in a mother’s life and crucial time in
the life of the newly born child:
o Communication with the mother about changes to eligibility for Medicaid, services under Title V, and family planning services.
o Care coordination for mothers navigating drop-offs and other changes to healthcare coverage and services for themselves and their
newborn child.
Post-partum mothers and children would still have some kind of health insurance coverage as alternative insurance to Medicaid (e.g., Hawki,
healthcare.gov).
More women will be aware of programs they are eligible for (e.g., state family planning program), leading them to be connected more quickly
to the right set of services for them, and ultimately leading to better outcomes for themselves and their families.
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Maternal Health & Childhood (M.8)
Establish routine rhythm of quarterly data-to-action meetings for
performance improvement
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•
•

•
•

The team recommends routinized quarterly meetings with broad participation across IDPH, DHS, MCOs, including the dental MCOs,
and providers (e.g., in dental, behavioral health, tobacco) to review integrated data together and discuss joint opportunities to strengthen
outcomes.
There already are promising models in place focused on Maternal Health and Early Childhood (the latter convened by Early Childhood
Iowa) that include a range of internal and external stakeholders. There also are quarterly meetings of Child Care Nurse Consultants. For
example, the Maternal Health Taskforce – a collaboration between IDPH and DHS – meets quarterly. It works and keeps going because:
o It feels meaningful to all parties;
o Is grounded in data-to-action; and
o Has led to concrete policy change.
The team recommends exploring what other data sets could be linked to Medicaid data sets to provide insights into trends in service,
access, etc. and provide the foundation for additional collaborative task forces with quarterly data-to-action meetings focused on driving
continuous improvement of capacity and outcomes. Examples may include, but not be limited to, groups focused on:
o Child and adolescent health;
o Family planning; and
o Children with special healthcare needs.
Use data to improve outcomes for Medicaid-eligible pregnant women and children.
Showcase and communicate about:
o The impact of our work.
o The value-add of our collaboration.
Focus efforts in areas of greatest likely impact.
Increase accountability to and transparency for taxpayers.
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Maternal Health & Childhood (M.9)
Strengthen information and data sharing (as appropriate) among
HHS childcare compliance and licensing staff as well as
contracted partners working with the same child care providers
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•
•

DHS posts all annual compliance and complaint reports online. These reports are available for review by any visitor to the website,
including other staff members and contracted partners working with providers. There is a Federal requirement that at least 5 years of
reports are posted for public access. Reports are posted for both child care homes and centers.
Information from CCNCs, CCR&R, etc. about individual providers is currently not posted or otherwise shared systematically with other
child care staff or contractors working with the same provider. The team’s recommendation is not to add these to the array of reports
posted for broad view online – that would almost certainly compromise high-trust relationships and open and honest dialogue that
currently exists in many cases between child care providers and training and technical assistance providers from contracted providers
like CCNCs and CCR&R. The recommendation is to build a culture and set of processes that routinizes information sharing between the
array of staff and contracted partners working with child care providers, to the greatest extent that confidentiality statutes/policies/etc.
and contractual obligations allow.
The team’s recommendation, therefore, is to continuously improve processes to strengthen:
o Data sharing internal to HHS; and
o Information sharing between HHS child care compliance and licensing staff and CCNCs, CCR&R, and other contracted partner
staff (as appropriate).
More efficient training, technical assistance, and oversight as well as problem identification, response, and resolution.
Improved child care environment and outcomes (e.g., social-emotional development) for children and their families.
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Maternal Health & Childhood (M.10)
Standardize and streamline risk assessment for pregnant mothers
receiving Medicaid support
CHANGE TEAM
NOTES

•
•
•

•
•

EXPECTED
BENEFITS

•
•

Conducting a risk assessment is a requirement for any provider providing services to a pregnant mother with insurance through
Medicaid.
Currently, both MCOs and Title V agencies conduct risk assessments without systematic coordination. As a result, for some pregnant
mothers, 2-3 people end up doing the same assessment.
If the same assessment is done by two different people and both try to submit a Medicaid claim, the first one to submit gets paid, and
other(s) do not get paid.
Providers currently rarely submit this work to Medicaid.
The team’s recommendation is to jointly (Medicaid and Title V) relaunch a single risk assessment with guidance on whom to refer to for
enhanced services.
More efficient use of staff time and resources.
More effective connection to services of women identified as high risk.
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Maternal Health & Childhood (M.11)
Explore greater consistency across regional structures used to
administer HHS programs, drawing on insights from the
implementation of the new Collaborative Service Area (CSA) map
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•
•
•
•

The disparate ways in which we organized provide an obstacle to alignment of our work across program areas. For example, there are:
o 5 DHS regions
o 38 Early Childhood Iowa boards
o 5 Child Care Resource and Referral agencies (but their service areas do not overlap with DHS regions)
o Some Child Care Nurse Consultants work directly for local public health agencies and others work within 23 Title V agencies
across the state
o Title X is organized into 15 regions, of which IDPH administers 7
A recently completed effort to align a set of formerly unaligned programs provides a potential foundation on which to build. After a
rigorous process with heavy stakeholder input, a new Collaborative Service Area (CSA) map for the WIC, MCAH, I-Smile and 1st
Five programs was approved and communicated to the public on September 2021 and will formally become final with the issuance of an
upcoming set of related RFPs.
The team’s recommendation is to study how new the new CSA map’s initial implementation period goes and then explore adding more
program areas into the mix, potentially up to full alignment of all major Maternal Health and Childhood programs.
Greater local and regional collaboration.
Greater consistency in communications among HHS staff and contracted partner staff about processes, expectations, outcomes, etc.
Greater ability to communicate to Iowans with clarity and consistency about what services are available to them, and how they can
access them.
More efficient and speedy access to a well-coordinated set of supports and services, leading to better outcomes for Iowans.
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Maternal Health & Childhood (M.O.1)
Train and incentivize hospital and other medical provider staff to
provide education to mothers about services, supports, and
eligibility considerations alongside presumptive eligibility work
CHANGE TEAM
NOTES

•
•
•
•
•

•

EXPECTED
BENEFITS

•

IDPH conducts presumptive eligibility (PE) activities for Medicaid through Title V.
This work speeds up connection of new mothers and children to health insurance.
There is a great opportunity to conduct education and communication while the new mother is at a hospital/provider’s office. This work can
help the new mother learn more about what they need, what they’re eligible for, what they need to do to keep/leverage their benefits, etc.
New mothers may not know about, for example, preventive care, that their baby is covered as well as them, etc.
The team’s vision is that whenever PE is provided, the new or pregnant mother receives education on what services are covered, the duration
of the coverage, provide care coordination to get them linked to any needed medical, dental, mental health services before the eligibility period
ends. This education and care coordination component is often missing when the PE determination is done by a clinic or hospital.
Significant challenges have kept the team from making a formal recommendation in this area, including:
o Currently the PE work is generally done by a fiscal / administrative person and their focus is on making sure the hospital/provider gets
paid.
o There currently are limited incentives for hospitals and other providers to go “over and above” basic PE work to provide value-added
education, as:
▪ Completing just the core PE form generally takes at least 20 minutes;
▪ Hospitals/providers are not paid or reimbursed for providing this specific service, so offering an enhanced reimbursement rate is
currently not an option; and
▪ Hospitals may in some cases actually prefer to not conduct even core PE work if their preference is to bill for services provided as
emergency services versus billing Medicaid.
None noted, due to the significant challenges detailed above.
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Support to Families (S.1)
Create an Iowa HHS Strategic Plan to guide all activities across both
departments, with a more specific plan for holistic provision of supports
to families nested under it. All divisions required to implement strategic
plans that fit into the overarching department plan to ensure all staff
understand how their work is reflected in the department plan.
CHANGE TEAM
NOTES

•

•

A single, overarching HHS strategic plan to provide at least the following:
o A roadmap for where we intersect across our organizations;
o A unified set of:
▪ “Global thoughts” about how we help and work with families
▪ Piloting / innovation / etc. as a core continuous Improvement strategy
▪ Strategic priorities
▪ Desired outcomes
▪ Priority populations
A more specific, holistic plan for provision of supports to families nested under an overarching strategic plan could:
o Define a continuum of access from targeted home visiting to technology-enabled self-service, identifying target populations for each
access strategy under the continuum
o Define a continuum of services which includes prevention and intervention
o Align staff and resources across IDPH and DHS for maximum positive impact on Iowans and efficiency of operations and streamlining
of administrative functions
o Connect people with benefits they need and are eligible for by maximizing our leveraging of all available funding streams

•

Defines a single, unified direction for all programs and services across public health and human service in Iowa to help us:
o Concentrate our work in areas of highest priority and greatest impact across the full breadth of HHS
o Measure how we’re doing and the impact we’re having
o Drive continuous improvement
•
Sets a foundation for shared and clarified expectations and goals at organizational, unit, and individual levels defined around
www.publicconsultinggroup.comevidence-based outcomes while staying in compliance with state and federal requirements.

EXPECTED
BENEFITS
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Support to Families (S.2)
Create a web-based, mobile-friendly universal screening,
application, and referral platform to streamline access across a
range of service entry points
CHANGE TEAM
NOTES

•
•

•

EXPECTED
BENEFITS

•
•
•

Currently we use an array of different tools to screen people for eligibility and service needs and support submission of applications for and
referral to services and supports.
The vision is of a universal electronic solution that could be used equally effectively by an array of government and contracted staff who have
contact directly with families, for example:
o People providing prevention-focused home visiting services sitting with a family (e.g., using an iPad),
o child welfare intake, assessment, and ongoing case management staff,
o outreach staff meeting with community members in a temporary location in the community (e.g., a rural clinic they visit once a week),
o staff serving walk-in visitors to a regional family resource center, or
o people visiting a user-friendly web-based portal equipped with self-service screening and application tools with user friend interfaces.
The system could use:
o branching technology to integrate as much data input and provision as possible into single, universal tools while separating out
elements that due to statutory requirements may need to remain separate;
o access through multiple methods (chat, phone/audio, video conference) in the self-service interface to a call center of eligibility workers
able to answer questions and, when needed, conduct eligibility interviews (which are required by statute as part of the application
process for a number of the benefits programs); and
o uploading of electronic copies of documents to support applications and renewals/recertifications.

Faster, more streamlined connection between families across Iowa and services to support them.
Increased income maintenance program speed and accuracy rates due to streamlining.
Reduced stigma of supports like Medicaid due to inclusion in a holistic array of services for families versus targeted to families facing poverty.
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Support to Families (S.3)
Integrate data across IDPH and DHS data systems to strengthen
our ability to (a) identify what works with different populations
and (b) holistically understand those with the highest-needs
CHANGE TEAM
NOTES

•

Work toward demographic match capability across systems containing data on supports to families and analyze and report on it in multiple
ways. Systems to consider:
o DAISEY system used to collect data on home visiting across both IDPH and DHS
▪ DAISEY has Application Programming Interface (API) and import/export capability
o CCWIS child welfare data system
▪ In development now, launch is 2-3 years out, will include more prevention-focused information than in the past due to enhanced
Federal and State focus in this area due to state implementation of Families First legislation
o IDPH Data Integration Project
▪ “i2d2” – data system to aggregate and analyze health data holistically to have maximally holistic and longitudinal view of services
to children
▪ Program through Iowa State University
▪ Candidate to be the unified hub for outcomes-focused research
o DHS Income Maintenance eligibility systems (ABC and ELIAS)

EXPECTED
BENEFITS

•

Better insight into what interventions work with what populations and under what conditions, leading to strengthened ability to make strategic
decisions about how to target resources for maximum positive impact.
Holistic identification of who is working with any given family to the ends of strengthened care coordination and upstream service provision.
So any given person supporting a family has a full understanding of their services and supports while in dialogue with the family (regarding
service plans, how to help the family reach their goals, etc.).

•
•
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Support to Families (S.4)
“Hardwire” closer alignment across prevention-focused home
visiting teams and operations
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•
•
•

Create and use organizational structures to ensure regular dialogue between people administering prevention-focused home visiting
programs, including those funded through the child abuse prevention programs ICAPP/CBCAPP, Early Childhood Iowa, and IDPH home
visiting programs.
Could involve (potentially as a longer-term strategy) full integration/being truly “housed” together, and/or could involve strategies short of full
integration including regular rhythms of joint meetings, formally designated inter-unit liaisons, MOUs, etc. The end goal is to operate as a
true team, including:
o Participating in each other’s meetings;
o Everyone has a “seat at the table”; and
o Thinking of each other as a team and include everyone on emails/chats/text chains/etc.
Could also include:
o Joint procurement for home visiting services (building on a foundation of IDPH’s recent work to integrate home visiting procurement
across the agency);
o Joint technical assistance (e.g., joint contract(s) for training and technical assistance); and
o Joint data, building on existing collaboration in use of the DAISEY system (joint systems/data plus reporting, aligned definitions of
data elements, etc.) .
Spreading of insights, best practices, etc. across home visiting staff and contractors.
Maximally efficient allocation of resources and targeting of efforts (e.g., to maximize equity of access to home visiting services).
Closer alignment of CQI and training efforts, including both formal efforts (e.g., Health Resources and Services Administration [HRSA]
required) and informal efforts (e.g., CQI of data entry completeness and accuracy).
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Support to Families (S.5)
Leverage home visiting for holistic screening and initial
application at the point of service for high-risk and hard-to-reach
populations
CHANGE TEAM
NOTES

•
•
•

•

EXPECTED
BENEFITS

•
•
•
•

The vision for this recommendation is to leverage preventive home visits early in the life of a child/new family at high risk of downstream
health and human services needs to get the family connected with a broader array of services and supports for which they are eligible, with a
particular focus on (but not limited to) income maintenance programs.
IDPH and DHS unit/teams involved would include:
o DHS – Field staff
o IDPH – various teams from Bureau of Family Health plus contractors
As home visiting is an expensive strategy, the recommendation is to focus on specific, high priority populations. These include by may not be
limited to populations that are the primary focus of IDPH home visiting programs:
o Single mothers with a high school or less education
o Parents living below 100% of poverty
o Prospective parents enrolled when pregnant due to other high risk factors
This recommended strategy blends the modern with “old school” public health + social work.
Speed up process of connecting people with services and supports.
Increase penetration rates with hard-to-reach and high-risk populations, thereby strengthening prevention efforts.
Increase accuracy by streamlining number of steps from initial content to completed and accepted applications.
Meet people where they are vs. make them “come to us”.

www.publicconsultinggroup.com

86

Support to Families (S.6)
Strengthen alignment across training efforts as well as other
learning and development supports
CHANGE TEAM
NOTES

•

•

•

•
•

EXPECTED
BENEFITS

•
•

Join forces around:
o Planning, delivering, and/or contracting for training on key tools/methods/frameworks (e.g., Ages and Stages).
o Continuously improving our delivery of training as well as non-training based learning and development (e.g., on the job training,
coaching) -- structures, strategies and methods for training; sharing insights about what works; using evidence-based learning and
development practices; evaluation and CQI of learning and development; targeting of training; etc.
▪ Coordinate where it is appropriate and effective.
IDPH and DHS unit/teams involved would include:
o DHS – Child welfare trainers and Income maintenance trainers (e.g., IM training academy, CCIU, other)
o IDPH – Staff and partners focused on training/learning and development strategy (e.g., Iowa State University) Training needs to reflect
the core competencies needed for specific tasks. When training becomes too generic it Is not as relevant. First step would be to analyze
any parallels in competencies.
Build on existing assets, for example:
o Iowa collaboration with Virginia around a competency-based training institute for home visiting professionals (but content is more
broadly applicable, e.g., ACEs 101) – growing rapidly with global use. Growing base of modules, training options, certification options,
etc.
DHS in-house training infrastructure (full-time staff who do training).
IDPH home visiting training is provided by a combination of “in-house” IDPH staff and contracted training providers.
Strengthened training/learning and development approaches, leading in turn to participants’ learning “sticking” more and translating more into
desired and sustained changes in behavior and performance.
Greater consistency in frontline service delivery, including implementation of evidence-based practices with fidelity.
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Support to Families (S.7)
Build out a network of community-based universal access points
CHANGE TEAM
NOTES

•

•

•

EXPECTED
BENEFITS

•
•
•
•

Building on current assets (e.g., local public health infrastructure, United Way and other not-for-profit partner infrastructure), build out a
network of community-based access points with ability for coordinated/integrated intake, built around same technology platform used for
enhanced home visiting and online self-service.
Network would consist of:
o “Brick and mortar” Family Resource Centers , e.g., that leverage existing brick and mortar structures and operate locally as a hub
for resources (e.g., local public health agencies, community action agencies or family support organizations). This could be local
public health agencies, community action agencies or family support organizations that already have brick and mortar and operate
locally as a hub for resources.
o Outreach to rural and other harder to reach communities through places in communities where people gather (a day a week visits
to schools, clinics, etc.)
Leverage technology and pandemic-driven innovations (e.g., verbal signature typing name in online application for applications) to
connect people at Family Resource Centers (FRC) and/or rural outreach temporary offices via video/audio with centrally located income
maintenance staff.
Speed up process of connecting people with services and supports.
Increase penetration rates with hard-to-reach and high-risk populations, thereby strengthening prevention efforts.
Increase accuracy by streamlining number of steps from initial content to completed and accepted applications.
Meet people where they are vs. make them “come to us”.
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Support to Families (S.8)
Broaden Hawki outreach work to maximize presumptive eligibility
work and raise broader awareness of the full range of “medical
services and supports for your family”
CHANGE TEAM
NOTES

•

•

EXPECTED
BENEFITS

•
•
•

Work together across IDPH and DHS to refine the RFP used for the next annual procurement cycle to:
o Maximize presumptive eligibility work completed under the contract (which is of “huge value to DHS”);
o Recast the contract currently focused on Hawki more broadly around “medical for your family” / making sure that all kids have
health insurance.
▪ The group sees outreach focusing on “medical” as also likely to help families connect with a broader range of supports to
families (e.g., parenting classes, nutrition education), but recommends a focus on ensuring that all children have health
insurance as it is a universally appealing message without either stigma attached or political/ideological tensions.
Reduce the percentage of funds retained by the state.
o State percentage retention rate on the current Hawki outreach contract is 15%, which is high compared to other contracts.
Fewer children and families without health insurance.
More children and families gaining access to preventative medicine.
Fewer emergency room visits for routine medical needs.
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Support to Families (S.O.1)
Strengthen coordination between home visiting for child welfareinvolved families and other home visiting programs
CHANGE TEAM
NOTES

•
•

•

EXPECTED
BENEFITS

•

•

The team identified a vision wherever meetings of providers to families are convened, other service providers are looped in, regardless of
who convenes.
The team decided to include this as an option versus a recommendation as it feels more discussion is needed to clarify more specifically how
this would work in practice, e.g., as:
o The specific design of evidence-based, solution-focused family meetings at the heart of DHS’s Child Welfare Model of Practice do not
include provisions for a wide array of service providers to participate.
o Iowa’s person-centered approach to other meetings to support families prioritizes providing families the agency to identify who they
would like to participate (versus provider staff/other case managers/etc. choosing themselves whether or not to join meetings to
support a given family).
While the team was considering this area of work as a potential recommendation, it identified the following additional key details:
o Draft a combined statement of expectations between the Office of Children and Family Services (OCFS) and other organizational units
(e.g., Maternal Infant Early Childhood Home Visiting [MIECHV] home visitation team) providing home visiting services to families at
high risk of crisis.
o Dovetails with earlier recommendation to connect data systems (so we know who is involved with a given family).
o Link people already involved with the family – e.g., Family Support professionals (i.e., providers of evidence-based and promising
home visiting practices for ages prenatal to age 5) as well as others who provide in-home supports to the families – into meetings
around planning for the family (e.g., solution-focused meetings). Examples include:
▪ Early intervention (maternal through age 3) home visiting
▪ Other family stabilization programs/services (e.g., Family Development and Self Sufficiency [FaDSS])
Fewer people coordinating services with a family is less overwhelming to the family and reduces that family’s stress (at a time when by
definition the family is already at risk of overload / toxic stress / etc.).
Better coordination makes it more likely that impactful but intensive and expensive home visiting services are targeted to families most in
need of them and most likely to benefit from them.
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Support to Families (S.O.2)
Consider Creating a Corps of Service Navigators
CHANGE TEAM
NOTES

•

•

•

•

EXPECTED
BENEFITS

•
•

Effective connection of people is found with the right array of supports and services is technology plus a “human element”. The array of
services and supports is complex and dynamic enough that technology alone (e.g., self-service kiosks and websites) cannot help families to
fully review their options, navigate screening and application processes, etc. “The art of conversation” comes into play, with a real-life human
hearing right at the point of connection what people are saying, can ask follow-up questions, etc.
The technology portion is addressed in the related recommendation above to develop a flexible, mobile-friendly universal screening and
application tool; for the human element, the team discussed establishing a corps of “Service Navigators” who would be:
o knowledgeable in the full range of benefits and services available to help families achieve and sustain ability and general high
functioning, and
o skilled in trauma-informed, culturally competent interviewing and general communication techniques.
The team decided to include this as an option versus a recommendation as it sees current processes to connect families with services and
supports as having too many steps/”handoffs”/etc., and injecting a new set of service navigators would keep too many handoffs in these
processes.
While the team was considering this area of work as a potential recommendation, it identified the following additional key details:
o Service Navigators would be connected with families through colleagues at the “front door” (e.g., home visitors, hotline staff, outreach
workers, staff in local/regional family resource centers). They can refer families to and facilitate a “warm handoff” to specialists (e.g.,
through a three-way call that introduces the family member to the specialist). Combine outside hiring with training and evolving the
roles of current staff (e.g., hotline staff interested in expanding their roles/impact, veteran staff interested in continuing their
employment while transitioning from higher-stress case management/direct service provision work).
Strengthen consumer satisfaction and positive “word of mouth”, thereby increasing the numbers of people in need proactively seeking out
help.
Increase penetration rates with hard to reach and high-risk populations, thereby strengthening prevention efforts.
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