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Overall AHCCCS Budget 



American Indian Health Program (AIHP) Data 



Utilization Increase Factors
● Increased FFS utilization coincided with overall program growth 

associated with the public health emergency (PHE) of COVID-19 
(January 31, 2020 to May 11, 2023)

● During the PHE, AHCCCS was federally prohibited from disenrolling 
any individuals from the AHCCCS program with the exception 
of death, movement out of Arizona, or voluntary withdrawl.

○ Overall Enrollment grew by 35% or approximately 650,000 people.

○ Total AHCCCS Appropriation grew from $12.1B in FY19 to $23.5B in 
FY23.

○ Utilization also grew especially use of telemedicine, and services for 
behavioral/mental health



Utilization Increase Factors Continued

○ Influx of federal funding from the American Rescue Plan Act and 
other federal initiatives.

○ These trends were seen nationally and within Arizona

● Fee-for-service (FFS) is a relatively small component of the total 
AHCCCS program when compared to the budget for the capitated 
(Managed Care) population: SFY25 Total FFS was approximately 10% 
of the overall AHCCCS Spend. AIHP Non-Facility was 22% of total FFS, 
therefore, this category represented only 2.2% of total AHCCCS spend.



Stopping Cost/ Utilization Growth

● During PHE unwind, all 2.5m AHCCCS members at the time were 
redetermined for eligibility. 

● Commissioned an external forensic audit,

● Right-sizing reimbursement rates for abused codes,

● Creating additional documentation requirements,

● Requiring prepayment review when abused codes exceed 
limits,

● Applying high-risk screening protocols to specific provider 
types.



System Improvements to Stop Fraudulent 
Billing and Protect Members

● Enacted a temporary provider enrollment moratorium on BH 

Outpatient Clinics, Integrated Clinics, NEMT, CSAs, and BHRFs,

● Implemented verification processes for AIHP enrollment,

● New data analyses to identify trends and potential outliers

● Enhancing Tribal relations
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Quality of Care



What are Quality of Care concerns? Why are 
they important to address? 

● A Quality of Care (QOC) 
concern arises when a 
patient’s care may be unsafe, 
ineffective, delayed, or 
violates rights

● Examples of QOC

○ Poor or no care (e.g., 
elevated blood pressure not 
addressed)

○ Poor coordination for 
members with serious 
mental illness

○ Unsafe facility conditions

○ Suspected abuse, neglect, 
or exploitation



How are Quality of Care concerns handled?

● AHCCCS follows a structured investigation and resolution process:

○ Initial Review: Determines if the concern warrants clinical 
investigation.

○ Investigation: May include medical record reviews, member 
interviews, and onsite inspections.

○ Severity Assessment: Ranges from Level 0 (no issue) to Level 4 
(severe harm or danger to others).

○ Resolution: May involve policy updates, provider education, or 
enforcement actions.

Investigations are confidential, but outcomes influence provider compliance and system-wide improvements.



Review Process for Quality of Care Concerns

QOC Levels of Severity

● Level 0 : No quality issue

● Level 1 : Minimal potential for 
harm

● Level 2: Significant potential 
for harm if unresolved

● Level 3 : Dangerous or life-
threatening

● Level 4: Severe harm with 
potential to impact others

Resolution Process

● Outcomes are classified as:

○ Substantiated

○ Unsubstantiated

○ Unable to Substantiate

○ Not Assigned



Why does AHCCCS conduct site visits and 
when do they occur? 

● Visits are triggered when the agency receives a QOC with high-risk
allegations such as unsafe environments, inadequate staffing, or 
treatment outside a clinician’s scope. 

● Site visits are usually unannounced and unscheduled

● When a QOC is triaged as high-risk a site visit occurs within 90 days of 
the referral date. 

○ Same day visits occur for cases triaged as a serious and immediate 
threat to the health and safety of members. 



Health & Safety Outcomes



Care coordination 

When a decision is made to terminate a provider:

● The decision is brought to a member coordination meeting

● A census of members is collected

● TRBHAs and Care Management teams locate alternative providers

● Notifications are sent to internal teams and the provider

● Outreach the member to:

○ Coordinate transition to the new provider

○ Offer resources for identifying alternative providers

○ Provide education on contact information for the TRBHA/CM team



DFSM Staff and 
Projects



DFSM Staffing improvements and 
restructuring

Separating “Clinical” and “Operational” areas of oversight.
● December 2024 - February 2025: 6 new team members conducting 

BH Prepayment Reviews.

● March-August 2025: Restructuring of DFSM 

○ April 2025: 3 new Managers to assist with projects and provider 
training.

○ July 2025: Hired a new Deputy Assistant Director (DAD) of DFSM

○ August 2025: Hired a new Assistant Director (AD) of DFSM



Evolving FFS programs post-pandemic and 
FWA to improve balance in the system

Prior Authorizations: Improving Turn-Around Time 
(TAT)
● Reducing documentation requested

● Move Intensive Outpatient (IOP) from Prepayment Review (PPR) to Prior 
Authorization (PA) so that IOP services are reviewed BEFORE services are started.

● Increase processing speed from 1 PA/hr to 3 PAs/hr

● Develop internal dashboard for PA metrics.

● 2026 Goals: Reduce TAT from 14 days to 7 days and Post TAT dashboard on 
agency website.



Evolving FFS programs post-pandemic and 
FWA to improve balance in the system

Improve Prepayment Review (PPR) & denials 
scope
● Increase processing speed from 1.2 claims/hr to 7 claims/hr.

● Eliminate consent form in review.

● Reduce PPR denial codes by 64%.

● Develop dashboard for claims metrics.



Evolving FFS programs post-pandemic and 
FWA to improve balance in the system

Improving DFSM Quality of Care (QOC) 
Reviews process
● Reduction of terminations (in lieu of Corrective Action Plans) 

● Reduce scope creep where overlap exists with other entities 
(OIG, DMPS, ADHS, AzBBHE, BON, etc.) 

● 2026 Goal: Improve Timeliness for Corrective Action Planning



The Health of AIHP Claims is Improving
Providers on 100% Pre-
Payment Review
● When a provider’s billing raises 

significant concerns, they are placed 
on 100% prepayment review, meaning 
every claim is reviewed before 
payment. In August 2024, 247 
providers were under review. Despite 
new providers being added since 
then, the number dropped to 153 by 
August 2025—highlighting the 
effectiveness of DFSM’s training and 
technical assistance and 
demonstrating progress in provider 
compliance and billing practices.



Progress in Prepayment Review (PPR)
Fewer claims are being 
flagged for review

● ~85% decrease in the 
number of claims 
flagged for review

● Strategies implemented: 
Training, technical 
assistance, IOP to prior 
authorization, and 
adjusting thresholds to 2 
Standard Deviations.



Progress in Prepayment Review (PPR)
More claims meeting 
requirements for approval 

● 84% of claims screened by 
DFSM are approved

● Was as low as ~60% in Jan 
'24

● Strategies implemented:
Training, technical 
assistance, updated denial 
resolution guide, and 
narrowing the scope of 
review.



Provider Training



Provider Assistance Offered by AHCCCS:
Written Guidance

● Claims Clues newsletter w/ billing assistance goes to 

over 9,200 recipients

● Covered Behavioral Health Services Guide (CBHSG)

● Fee-for-Service (FFS) Claims Denial Resolution Guide

● AHCCCS Billing Manual



Provider Assistance Offered by AHCCCS:
Training & Technical Assistance

● In '24: Hosted 144 webinar trainings with over 5700 attendees

● Hundreds of online training videos on provider billing topics

● Training sessions on the CBHSG

● AHCCCS hosts 1:1 TA sessions for providers



Provider Assistance Offered by AHCCCS:
Working w/Providers & Leveraging IT

● Live Chat to assist Providers (2,000 

providers in July '25)

● Working closely with provider associations

● New AI (bots) to assist providers

● New tech to accelerate systems edits

● New tech to review claims before payment 

and offer TA to providers



Strategic Planning



Evolution of Fee-for-Service (FFS) 
Management

● Four strategic planning meetings focused on the evolution of FFS 
starting in January 2025 with attendance from: 

○ AHCCCS leadership

○ Arizona Advisory Council on Indian Health Care (AACIHC)

○ AZ Tribal Leaders, delegates, and providers

○ Urban Indian Organizations (UIO)

○ American Indian Medical Homes (AIMH)

○ Tribal Regional Behavioral Health Authorities (TRBHA)

○ Arizona Council for Human Service Providers 



DFSM Strategic Plan
● Address barriers that contribute to poor health outcomes

○ Emphasis on AIHP Only Providers

○ Expansion of AIMH

○ Clinically Driven Utilization Management

● Improving Care Quality and Life Expectancy

○ CQM, CMS, and other metric reporting

○ Population Health Management

○ Member Coordination

● Enhance internal and external collaboration



BH Data Requested 
by Committee Chair



Unadjudicated Claims Questions
● What is a clean claim?

● Both 42 C.F.R. 447.45(b) and A.R.S. 36-2904(G) define “Clean claims” as: 

○ Claims that may be processed without obtaining additional 
information and

○ do not include claims under investigation for fraud or abuse or 

claims under review for medical necessity.   

● Pursuant to 42 C.F.R. 447.45(d)(4), the agency must pay all other 
claims within 12 months of the date of receipt, except the time 
limitation does not apply to claims from providers under investigation 
for fraud or abuse.

https://www.ecfr.gov/current/title-42/part-447#p-447.45(b)
https://www.azleg.gov/viewdocument/?docName=https://www.azleg.gov/ars/36/02904.htm
https://www.azleg.gov/viewdocument/?docName=https://www.azleg.gov/ars/36/02904.htm
https://www.azleg.gov/viewdocument/?docName=https://www.azleg.gov/ars/36/02904.htm
https://www.ecfr.gov/current/title-42/part-447#p-447.45(d)(4)


Unadjudicated Claims Questions

● What is the time it takes to pay clean claims compared to April 
2023?

○ April 2023: FFS 12.5 days

○ April 2025: FFS 9.9 days

● What is the total time to pay providers after they have submitted a 
claim?

● 33.7 days (PPR Review + Clean Claim (Adjudication & Payment))  



Unadjudicated Claims Questions –
Behavioral Health

● Unadjudicated Claims: 

○ Clean claims: 0

○ Claims under review:

■ 9/17/25: 15,967

■ Currently: 10,601

● Average Aging: 97 days

○ First submission: 38 days

● Over 30 days data:

○ Clean Claims: 0

○ Claims under review: 

■ 9/17/25: 11,374

■ Currently: 8,004

○ # of providers: 138

○ Billed amount: $5.2M 

○ 4% of claims [$120M/mo]

○ 74% are resubmissions



Providers and Claims on Prepayment Review
June – August 2025

PPR Type Flagged Claim 
Reason

Claim 
Volume

Unique 
Providers

% of PPR 
claims

BH Screened 
Claims

High Risk Codes 172,869 772 100%

Code Group 2 Standard 
deviations above 
the mean

6,958 155 4%

Provider Group Spike reports, 
referrals for FWA, 
highly irregular 
billing patterns

12,714 40 7%



Provider Network & 
MCO standards



AHCCCS Provider Counts
● AHCCCS has 104,523 Total Registered Providers

○ BH within scope: 51,864 practitioners and 2,035 Organizations
● American Indians and Alaska Natives (AI/AN) enrolled in AHCCCS or 

Children's Health Insurance Program (KidsCare) are federally –
required to be able to choose to receive their coverage through 
the AHCCCS American Indian Health Program (AIHP) or one of the 
AHCCCS-contracted managed health plans called AHCCCS Complete 
Care Plans ("ACC").

● Unlike members enrolled in contracted Managed Care plans that 
require members to see network providers; members on the American 
Indian Health Program (AIHP) have access to ALL registered 
AHCCCS providers across the State. 63% of AIHP services are 
delivered by IHS/638 Tribal Facilities.
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MCO Timeliness Standards

● The state must: 

○ Monitor and address availability and accessibility of services, 
including network adequacy (42 CFR 438.66)

○ Assure all services are available and accessible to MCO enrollees 
in a timely manner (42 CFR 438.206) 

○ Develop network adequacy standards consistent with CMS rule (42 
CFR 438.68)

○ Have contracts ensuring MCOs assure the state of capacity to 
meet standards for access to care (42 CFR 438.207) 



ACOM 415 –Network Development and 
Management Plan, Other Requirements

● Requires an annual network plan

● Outlines health plans’ process to develop, maintain and monitor their 
network 

● Reviewed each year by cross-division team of reviewers

● Elements of the network plan align with NCQA accreditation 
requirements.



ACOM 417 Appointment Availability, 
Transportation Timeliness

● Appointment Availability

○ Health plan complete survey of their network providers regarding 
their soonest appointments for specific provider types:

■ PCPs, Specialists, Dentists, General Behavioral Health Providers, 
Maternity Care, Psychotropic Medication Prescribers, and network for 
DCS/Foster Care 

■ Different timeliness requirements depending on urgency/condition

■ HSAG, AHCCCS’ contracted entity, reviews these results and provides 
confirmation to AHCCCS



ACOM 203 CLAIMS PROCESSING 

● Contractors shall ensure that for each form type 
(Dental/Professional/Institutional) 95% of all clean claims are 
adjudicated within 30 days of receipt of the clean claim and 99% 
are adjudicated within 60 days of receipt of the clean claim.

● NOTE: Both 42 C.F.R. 447.45(b) and A.R.S. 36-2904(G) define “Clean 
claims” as claims that may be processed without obtaining 
additional information and do not include claims under investigation 
for fraud or abuse or claims under review for medical necessity.



8 Minute Rule



What is the 8 Minute Rule?

● The 8 minute is identified within the CMS Medicare Claims Processing 
Manual

● When only one service is provided in a day, the provider should not bill 
for services performed for less than 8 minutes 

● The manual provides detailed information that speaks to additional 
units of service and the length of time that should be accounted for, to 
roll up the units for billing purposes



8 Minute Rule

● Developed to meet CMS requirement (CMS Medicare Claims 
Processing Manual page 40)

● Based on OIG and AG recommendations

● AHCCCS opened a second code for care coordination under 8 minutes 
(H0023)



Market Place (ACA) 
Fraud Scheme



Market Place (ACA) Fraud Scheme

● AHCCCS has proactively 
communicated with members 
to build awareness through 
direct member outreach, 
adding information to our 
website, and posting on our 
social media channels.

● AHCCCS continues to 
monitor its data for 
abnormal trends.



Market Place (ACA) Fraud Scheme

● HHS has taken multiple 
actions to stop brokers and 
agents from enrolling 
consumers 
into ACA Marketplace plans 
without their permission.

● The AHCCCS Clinical 
Resolution Unit (CRU) can 
help members who 
experience access to 
care issues.



Thank you
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