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Introduction

Purpose and Background

The final rule of the Balanced Budget Act (BBA) of 1997 requires that State agencies contract with an External Quality
Review Organization (EQRO) to conduct an annual external quality review (EQR) of the services provided by contracted
CHIP Managed Care Organizations (MCOs). This EQR must include an analysis and evaluation of aggregated information
on quality, timeliness and access to the health care services that a MCO furnishes to CHIP Managed Care recipients.

The EQR-related activities that must be included in detailed technical reports are as follows:

e review to determine MCO compliance with structure and operations standards established by the State (42 CFR
§438.358)

e validation of performance improvement projects

¢ validation of MCO performance measures.

The Pennsylvania (PA) Department of Human Services (DHS) Children’s Health Insurance Program (CHIP) provides free or
low-cost health insurance to uninsured children and teens that are not eligible for or enrolled in Medical Assistance
(MA). PA CHIP has contracted with Island Peer Review Organization (IPRO) as its EQRO to conduct the 2019 EQRs for the
CHIP MCOs and to prepare the technical reports. This is the second year of separate PA CHIP technical reports. The
report includes six core sections:

I. Structure and Operations Standards
II. Performance Improvement Projects
[ll. Performance Measures and Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey
IV. 2018 Opportunities for Improvement — MCO Response
V. 2019 Strengths and Opportunities for Improvement
VI. Summary of Activities

For the CHIP MCOs, the information for the compliance with Structure and Operations Standards section of the report is
derived from the results of on site reviews conducted by PA CHIP staff, with findings entered into the department’s on
site monitoring tool, and follow up materials provided as needed or requested. Standards presented in the on site tool
are those currently reviewed and utilized by PA CHIP staff to conduct reviews; these standards may be applicable to
other subparts, and will be crosswalked to reflect regulations as applicable.

Information for Section Il of this report is derived from activities conducted with and on behalf of DHS to research,
select, and define Performance Improvement Projects (PIPs) for a new validation cycle. Information for Section | of this
report is derived from IPRQO’s validation of each CHIP MCQ’s performance measure submissions. Performance measure
validation as conducted by IPRO includes both Pennsylvania specific performance measures as well as Healthcare
Effectiveness Data and Information Set (HEDIS®1) measures for each CHIP MCO. Within Section I, CAHPS Survey results
follow the performance measures.

Section 1V, 2018 Opportunities for Improvement — MCO Response, includes the MCQO’s responses to the 2018 EQR
Technical Report’s opportunities for improvement and presents the degree to which the MCO addressed each
opportunity for improvement.

Section V has a summary of the MCQ’s strengths and opportunities for improvement for this review period as
determined by IPRO. This section will highlight peformance measures across HEDIS® and Pennsylvania-specfic
performance measures where the MCO has performed highest and lowest. Section V provides a summary of EQR
activities for the CHIP MCO for this review period.

' HEDIS®is a registered trademark of the National Committee for Quality Assurance.
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I: Structure and Operations Standards

This section of the EQR report presents a review of the CHIP MCOs compliance with structure and operations standards.
The review is based on information derived from the most recent reviews of the MCO. On site reviews are conducted by
CHIP annually.

The format for this section of the report was developed to be consistent with the subparts prescribed by the BBA
regulations. This document groups the regulatory requirements under subject headings that are consistent with the
three subparts set out in the BBA regulations and described in the MCO Monitoring Protocol. Under each subpart
heading are the individual regulatory categories appropriate to those headings. IPRO’s findings are presented in a
manner consistent with the three BBA regulations subparts as explained in the Protocol, i.e., Subpart C: Enrollee Rights
and Protections; Subpart D: Quality Assessment And Performance Improvement (including access, structure and
operation and measurement and improvement standards); and Subpart H: Certifications and Program Integrity. As PA
CHIP continues to move forward with alignment of the EQR provisions to the CHIP population, re-assessment of the
review items and crosswalks may be warranted.

Methodology and Format

Prior to the audit which is performed on-site at the MCO, documents are provided to CHIP by the MCO, which address
various areas of compliance. This includes training materials, provider manuals, MCO organization charts, policies and
procedures manuals, and geo access maps. These documents are reviewed prior to the onsite audit and are used to
address areas of compliance which include Quality of Care, Medical Services, Provider Adequacy, Applications and
Eligibility, Customer Service, Marketing Outreach, Audits, and IT Reports. These items are used to assess the MCOs
overall operational, fiscal, and programmatic activities to ensure compliance with contractual obligations. Federal and
state law require that CHIP conduct monitoring and oversight of its MCOs.

Throughout the audit, these areas of compliance are discussed with the MCO and clarifying information is provided,
where possible. Discussions that occur are compiled along with the reviewed documentation to provide a final
determination of compliance, partial compliance, or non-compliance for each section. Table 1.1 showcases each of the
items and subcategories.

IPRO reviewed the most recent elements in the areas that CHIP audits and created a crosswalk to pertinent BBA
regulations. A total of 31 unique items were identified that were relevant to evaluation of CHIP-MCO compliance with
the BBA regulations. These Items vary in review periodicity from annually, semi-annually, quarterly, monthly and as
needed. The items from Review Year (RY) 2019 provide the information necessary for this assessment. For RY 2019,
Pennsylvania is designated a Cycle 1 state for CMS Payment Error Rate Measurement (PERM). The Cycle 1 review had
not been completed at the time of the onsite review. PERM results and any Corrective Action Plan will be presented to
CHIP MCOs in the future.

Table 1.1: Compliance Items and Subcategories
Medical Services

PH-95

Bright Futures

Case Management

Utilization Management

Quality Improvement Plans

Quality of Care

Provider Network and Adequacy

Provider Credentialing

Appointment Standards

Communication to Providers and Members
Provider Enrollment
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Application and Eligibility

Application Timeliness and Renewal Rates
UFI Random Sample

Transfers In/ Out of Enrollment

Subpart D: Quality Assessment and Performance Improvement Regulations
Customer Service

CHIP Dedicated Customer Service Staff
CHIP Information

Application Input

General Website and Online Manuals
Blue and Green Sheets

Marketing and Outreach

Community Outreach

Programmatic Change Requests

Subpart H: Certifications and Program Integrity
Audits and Reports

ERP Logs and Resolution

Fraud and Abuse

Precluded Provider Report

HIPAA Breaches

PPS Reporting

A-133

Information Technology Files and Reports
Ad Hoc

TMSIS/Encounter Data

Provider Files

Testing

Determination of Compliance

Information necessary for the review is provided through an on-site review that is conducted by DHS CHIP. Throughout
the duration of this on-site, each area highlighted above is reviewed and a rating scale is utilized to determine
compliance. The MCO can be rated either “non-compliant”, “partially compliant”, or “compliant” in each area based on
the findings of the audit. Following each rating scale, a comprehensive description of identified strengths and
weaknesses are provided to the MCO. If all items were Compliant, the MCO was evaluated as Compliant. If some were
Compliant and some were non-Compliant, the MCO was evaluated as partially-Compliant. If all items were non-
Compliant, the MCO was evaluated as non-Compliant. If no items were evaluated for a given category and no other

source of information was available to determine compliance, a value of Not Determined was assigned for that category.

Subsections under parts C, D and H are based on the items that were reviewed during the most recent review year. This
focuses the current year’s technical reports on results that were found during the current year for compliance review. As
items are required to be reviewed during a three year time period, it is possible that an MCO has been evaluated for an
item but was not reviewed this year. In these instances, an N/A is notated for the MCO in the report. There is no
corresponding non-compliance penalty for an MCO in this case.

Subpart C: Enrollee Rights and Protections
31 items were evaluated for the MCO in Review Year (RY) 2019.

The general purpose of the Subpart C regulations is to ensure that each MCO has written policies regarding enrollee
rights and complies with applicable Federal and State laws that pertain to enrollee rights and that the MCO ensures that
the MCQO'’s staff and affiliated providers take into account those rights when furnishing services to enrollees. [42 C.F.R. §
438.100 (a), (b)]
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Table 1.2: MCO Compliance with Subpart C: Enrollee Rights and Protections Regulations

Subpart C: Categories Compliance Comments

PH-95 Compliant

Bright Futures Compliant

Case Management Compliant

Utilization Management Compliant

Quality Improvement Plans Compliant

Provider Network and Adequacy Compliant

Provider Credentialing Compliant

Appointment Standards Compliant

Communication to Providers and .

Compliant

Members

Provider Enrollment Compliant
Although Aetna Better Health (ABH) Kids was found to be
compliant, it acknowledges that processing rates for

Application Timeliness and Compliant applications and renewals should and could be higher

Renewal Rates than present rates. ABH Kids made a verbal commitment
for continued training and accuracy in order to increase
processing rates in this area.

UFI Random Sample Compliant

Transfers In/ Out of Enrollment Compliant

Subpart D: Quality Assessment and Performance Improvement Regulations

The general purpose of the regulations included under this heading is to ensure that all services covered under the DHS’s
CHIP program are available and accessible to CHIP enrollees. [42 C.F.R. § 438.206 (a)]

Table 1.3: MCO Compliance with Subpart D: Quality Assessment and Performance Improvement Regulations

Service Staff

Subpart D: Categories Compliance Comments
CHIP Dedicated Customer _ To ens'ure contlnugd complla'nc.e going forward, ABH
Compliant committed to continuous training and re-education of

both customer service and general staff overall.
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Subpart D: Categories Compliance Comments
CHIP Information Compliant
Application Input Compliant
General Website and Online .
Compliant
Manuals
Blue and Green Sheets Compliant
Community Outreach Compliant
Programmatic Change Requests Compliant

Subpart H: Certifications and Program Integrity

The general purpose of the Subpart H regulations is to ensure the promotion of program integrity through programs
which prevent fraud and abuse through means of misspent program funds and to promote quality health care services
for CHIP enrollees. These safeguards require that the CHIP MCO make a commitment to a formal and effective fraud and

abuse program. [42 C.F.R. § 438.600 (a)]

Table 1.4: MCO Compliance with Subpart H: Certifications and Program Integrity

Subpart H: Categories Compliance Comments
ERP Logs and Resolution Compliant
Fraud and Abuse Compliant
Precluded Provider Report Compliant
HIPAA Breaches Compliant
PPS Reporting Compliant
A-133 Compliant
Ad Hoc Compliant
TMSIS/Encounter Data Compliant
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Subpart H: Categories

Compliance

Comments

Provider Files

Partially Compliant

During 2019 review, it was noted that while ABH
continues to communicate issues surrounding provider
files, a disproportionate number of claim data records
contain file warnings (35,000 out of 51,000 total).

Testing

Compliant
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II. Performance Improvement Projects

In accordance with current BBA regulations, IPRO undertook validation of Performance Improvement Projects (PIPs) for
each CHIP MCO. For the purposes of the EQR, CHIP MCOs were required to participate in studies selected by DHS CHIP
for validation by IPRO in 2019 for 2018 activities. Under the applicable Agreement with the DHS in effect during this
review period, CHIP MCOs are required to conduct focused studies each year. For all CHIP MCOs, two PIPs were
implemented as part of this requirement. CHIP MCOs are required to implement improvement actions and to conduct
follow-up in order to demonstrate initial and sustained improvement or the need for further action for each proposal.

As part of the EQR PIP cycle that was initiated for all CHIP MCOs in 2017, IPRO adopted the LEAN methodology, following
the CMS recommendation that Quality Improvement Organizations (QIOs) and other healthcare stakeholders embrace
LEAN in order to promote continuous quality improvement in healthcare.

2019 is the eleventh year to include validation of PIPs. For each PIP, all CHIP MCOs share the same baseline period and
timeline defined for that PIP. To introduce each PIP cycle, DHS CHIP provided specific guidelines that addressed the PIP
submission schedule, the measurement period, documentation requirements, topic selection, study indicators, study
design, baseline measurement, interventions, re-measurement, and sustained improvement. Direction was given with
regard to expectations for PIP relevance, quality, completeness, resubmissions and timeliness.

In 2018, CHIP MCOs were required to implement two internal PIPs in priority topic areas chosen by DHS. For this PIP
cycle, the two topics selected were “Improving Developmental Screening Rate in Children Ages 1, 2, and 3 Years” and
“Improving Blood Lead Screening Rate in Children 2 Years of Age”. Interim results included in the following section were
provided by plans for both of these PIPs in 2019.

“Improving Developmental Screening Rate in Children Ages 1, 2, and 3 Years” was selected after review of the CMS
Developmental Screening in the First Three Years Core measure, as well as a number of additional developmental
measures. The performance of these measures across Pennsylvania CHIP Contractors has been flat, and in some cases
has not improved across years. Available data indicated that fewer than half of Pennsylvania children from birth to age
3 enrolled in CHIP and Medicaid in 2014 were receiving recommended screenings. Taking into account that
approximately 1 in 10 Pennsylvania children may experience a delay in one or more aspects of development, this topic
was selected with the aim of all children at risk are reached. The Aim Statement for the topic is “By the end of 2020 the
MCO aims to increase developmental screening rates for children ages one, two and three years old.” Contractors were
asked to create objectives that support this Aim Statement.

For this PIP, DHS CHIP is requiring all CHIP Contractors to submit rates at the baseline, interim, and final measurement
years for “Developmental Screening the in First Three Years of Life”. Additionally, Contractors have been encouraged to
consider other performance measures such as:

e Proportion of children identified at-risk for developmental, behavioral, and social delays who were referred to
early intervention.

e Percentage of children and adolescents with access to primary care practitioners.

e Percentage of children with well-child visits in the first 15 months of life.

“Improving Blood Lead Screening Rates in Children 2 Years of Age” was selected as the result of a number of
observations. Despite an overall decrease over the last 30 years in children with elevated blood lead levels in the United
States, children from low-income families in specific states, including Pennsylvania, have seen decreased rates of
screening of blood lead levels. Current CHIP policy requires that all children ages one and two years old and all children
ages three through six without a prior lead blood test have blood levels screened consistent with current Department of
Health and CDC standards. The average national lead screening rate in 2016 is 66.5%, while the Pennsylvania CHIP
average is 53.2%. Despite an overall improvement in lead screening rates for Pennsylvania CHIP Contractors over the
past few years, rates by Contractor and weighted average fall below the national average. In addition to the lead
screening rate, Contractors have been encouraged to consider these measures as optional initiatives:
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e Percentage of home investigations where lead exposure risk hazards/factors are identified,

e Total number of children successfully identified with elevated blood lead levels,

e Percent of the population under the age of five suffering from elevated blood lead levels, or

e Percent of individuals employed in the agriculture, forestry, mining, and construction industries.

The PIPs extend from January 2017 through December 2020; with research beginning in 2017, initial PIP proposals
developed and submitted in second quarter 2017, and a final report due in June 2021. The non-intervention baseline
period is January 2017 to December 2017. Following the formal PIP proposal, the timeline defined for the PIPs includes
required interim reports in 2019 and 2020, as well as a final report in June 2021. In adherence with this timeline, all
MCOs submitted their initial round of interim reports in July 2019, with review and findings administered by IPRO in Fall
2019.

All CHIP MCOs are required to submit their projects using a standardized PIP template form, which is consistent with the
CMS protocol for Conducting Performance Improvement Projects. These protocols follow a longitudinal format and
capture information relating to:

e Activity Selection and Methodology
e Data/Results

e Analysis Cycle

e Interventions

Validation Methodology

IPRO’s review evaluates each project against seven review elements:

Element 1. Project Topic/Rationale

Element 2. Aim

Element 3. Methodology

Element 4. Barrier Analysis

Element 5. Robust Interventions

Element 6. Results Table

Element 7. Discussion and Validity of Reported Improvement

The first six elements relate to the baseline and demonstrable improvement phases of the project. The last element
relates to sustaining improvement from the baseline measurement.

Review Element Designation/Weighting

This section describes the scoring elements and methodology that will occur during the intervention and sustainability
periods. MY 2017 is the baseline year, and during the 2019 review year, due to the several levels of feedback required,
elements were reviewed and scored at multiple points during the year once interim reports were submitted in July 2019.
Some MCOs received guidance towards improving their submissions in these findings, and MCOs responded accordingly
with resubmission to correct specific areas.

For each review element, the assessment of compliance is determined through the weighted responses to each review
item. Each element carries a separate weight. Scoring for each element is based on full, partial and non-compliance.
Points are awarded for the two phases of the project noted above and combined to arrive at an overall score. The
overall score is expressed in terms of levels of compliance. The elements are not formally scored beyond the
full/partial/non-compliant determination.

Table 2.1 presents the terminologies used in the scoring process, their respective definitions, and their weight
percentage.
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Table 2.1: Element Designation

Element Designation

Elfemen.t Definition Weight
Designation
Full Met or exceeded the element requirements 100%
Partial Met essential requirements but is deficient in some areas 50%
Non-compliant Has not met the essential requirements of the element 0%

Scoring Matrix

When the PIPs are reviewed, all projects are evaluated for the same elements. The scoring matrix is completed for
those review elements where activities have during the review year. At the time of the review, a project can be
reviewed for only a subset of elements. It will then be evaluated for other elements at a later date, according to the PIP
submission schedule. Some elements will be re-reviewed as applicable with each submission. At the time each element
is reviewed, a finding is given of “Met”, “Partially Met”, or “Not Met”. Elements receiving a “Met” will receive 100% of
the points assigned to the element, “Partially Met” elements will receive 50% of the assigned points, and “Not Met”
elements will receive 0%.

Findings

To encourage focus on improving the quality of the projects, PIPs were assessed for compliance on all applicable
elements, but were not formally scored. The multiple levels of activity and collaboration between DHS, the CHIP MCOs,
and IPRO continued and progressed throughout the review year.

Subsequent to MCO proposal submissions that were provided in early 2018, several levels of feedback were provided to
MCOs. This feedback included:
e  MCO-specific review findings for each PIP.
e Conference calls with each MCO as needed to discuss the PIP proposal review findings with key MCO staff
assigned to each PIP topic.
o Information to assist MCOs in preparing their next full PIP submission for the Interim Year 1 Update, such as
additional instructions regarding collection of the core required measures.

As discussed earlier, interim documents were submitted in July 2019. Review of these submissions began in August
2019 and ran through October 2019. Upon initial review of the submissions, MCOs were provided findings for each PIP
with request for clarification/revision as necessary. MCOs requiring additional discussion and potential modification
were contacted and advised via email of any necessary or optional changes that IPRO determined would improve the
quality of their overall projects.

Improving Developmental Screening Rate in Children Ages 1, 2, and 3 Years

In 2018, ABH’s baseline proposal demonstrated that the topic reflects high-volume or high risk conditions for the
population under review. It was noted upon review of the proposal that the MCO would improve the PIP by including
discussion of ABH’s population specifically, including any relevant data and trends that the plan identified when they
began researching the PIP topic.

The aim statement that the MCO provided at baseline specified performance indicators for improvement with
corresponding goals, and objectives that are highlighted align the aim and goals with interventions that have been
developed. Two of the three indicators that were developed to track performance were new, and thus have no
comparison point with historical data. These are percentage of children screened for developmental delay using a
standardized, global screening tool and percentage of children identified with a suspected developmental delay after
screening. During baseline review, it was pointed out that this will be difficult to demonstrate improvement based on
implemented interventions. Suggestions to add a related indicator to assist in demonstrating this change were given to
the plan. Additionally, the goals originally associated with both of these indicators were very aggressive, especially given
that there is no historical data to inform these ambitious goals. It was suggested that rationale or historical data related
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to the chosen indicators be provided to justify these goals, or they be adjusted to be more conservative, given the first
year of monitoring, and was addressed by the plan at interim review.

At baseline, ABH created clearly defined and measurable indicators, which measure changes in health status, functional
status, satisfaction or processes of care with strong associations with improved outcomes. Additionally, these indicators
are measured consistently over time, in order to provide a clear trend with potential actionable information. In the
plan’s interim report submission in 2019, methodologies for measuring the second and third indicators changed from
the baseline to the interim report, in an effort to more accurately reflect the desired indicator being measured. ABH
noted that accurate comparison from baseline for these two indicators will be difficult. The study design specifies data
collection methodologies that are valid and reliable, along with robust data analysis procedures.

The plan’s identification of barriers via barrier analysis at baseline focused heavily on claims analysis, and had some
room for inclusion of both member and provider input to strengthen barriers. It was previously noted that consulting
both of these parties, along with the extensive claims review that ABH has performed, could help improve the potential
impact of these interventions. The plan acknowledged in their interim reporting in 2019 that the population targeted by
this PIP is small, but going forward additional clinical or demographic patterns will be assessed, where possible. ABH did
provide robust interventions that were informed by the barrier analysis that they performed, which target member,
provider, and MCO levels. Inclusion of indicator baseline rates was provided, along with numerators and denominators.

Discussion of the success of the PIP to date was included in the interim report, with relevant analyses included to note
changes in performance indicators, as well as follow up activities that are planned and lessons learned from this stage of
the project.

Improving Blood Lead Screening Rate in Children 2 Years of Age

ABH’s baseline proposal for this PIP topic included baseline rates with the potential for meaningful impact on member
health, functional status, and satisfaction for the population at hand. Support was provided to demonstrate that the
maximum proportion of members in their population would be impacted by the interventions outlined, supported by
member data.

The aim identified at baseline of increasing lead screening rates to exceed the NCQA 90" percentile was noted to be
bold and feasible based upon baseline data and strength of interventions. The objectives that the plan highlighted
continue to align well with the aim statement and the interventions as well. One indicator, which measures percentage
of members under the age of 2 who receive a blood level test that also receive a home investigation, was a new
indicator with no baseline data. It has been cautioned, as with the indicators selected for the Developmental Screening
PIP, that it is difficult to attribute changes in a new indicator to an intervention, as there is no historical data to inform
trends or behavior of the indicator. In ABH’s 2019 interim reporting, this indicator’s description was modified based on
baseline feedback from IPRO. The plan confirmed that methodologies did not change for this indicator.

The barrier analysis and subsequent barriers identified at baseline were the product of an extensive medical record
review and literature review. Interventions were developed which look to take on the barriers at the provider and
member level attempt to educate and remind both of the importance of blood level screenings. ABH created clearly
defined and measurable indicators, which measure changes in health status, functional status, satisfaction or processes
of care with strong associations with improved outcomes. Additionally, these indicators are being measured consistently
over time, in order to provide a clear trend with potential actionable information. The study design specifies data
collection methodologies that are valid and reliable, along with robust data analysis procedures.

Discussion of the success of the PIP to date was included in the interim report, with relevant analyses included to note
changes in performance indicators, as well as follow up activities that are planned and lessons learned from this stage of
the project. ABH included summaries of current rate trends and potential drivers, with emphasis on issues contacting
members to schedule appointments, as well as provider education that all members should be screened.
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Table 2.1: Aetna Better Health PIP Compliance Assessments — Interim Reports

Improving Developmental
Review Element Screening Rate in Children Ages
1, 2, and 3 Years

Improving Blood Lead Screening

Rate in Children 2 Years of Age

1. Project Topic and Rationale Met Met
2. Aim Statement Met Met
3. Methodology Partial Partial
4. Barrier Analysis Partial Met
5. Robust Interventions Met Met
6. Results Table Met Met
7. Discussion Met Met
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II1. Performance Measures and CAHPS® Survey

Methodology
IPRO validated PA specific performance measures and HEDIS® data for each of the CHIP MCOs.

The MCOs were provided with final specifications for the PA Performance Measures in April 2019. Source code, raw data
and rate sheets were submitted by the MCOs to IPRO for review in 2019. IPRO conducted an initial validation of each
measure, including source code review and provided each MCO with formal written feedback. The MCOs were then
given the opportunity for resubmission, if necessary. Source code was reviewed by IPRO. Raw data were also reviewed
for reasonability and IPRO ran code against these data to validate that the final reported rates were accurate.
Additionally, MCOs were provided with comparisons to the previous year’s rates and were requested to provide
explanations for highlighted differences. Differences were highlighted for rates that were statistically significant and
displayed at least a 3-percentage point difference in observed rates.

Evaluation of MCO performance is based on both PA-specific performance measures and selected HEDIS® measures for
the EQR. The following is a list of the performance measures included in this year’s EQR report.

Table 3.1: Performance Measure Groupings

Source Measures
Access/Availability to Care
HEDIS® Children and Adolescents’ Access to PCPs (Age 12 - 24 months)
HEDIS® Children and Adolescents’ Access to PCPs (Age 25 months - 6 years)
HEDIS® Children and Adolescents’ Access to PCPs (Age 7-11 years)
HEDIS® Children and Adolescents’ Access to PCPs (Age 12-19 years)
Well-Care Visits and Immunizations
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® .
- Body Mass Index percentile: (Age 3-11 years)
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® .
- Body Mass Index percentile: (Age 12-17 years)
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® .
- Body Mass Index percentile: (Total)
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® . .
- Counseling for Nutrition: (Age 3-11 years)
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® . "
- Counseling for Nutrition: (Age 12-17 years)
HEDIS® Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
- Counseling for Nutrition: (Total)
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® . L
- Physical activity: (Age 3-11 years)
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® . L
- Physical activity: (Age 12-17 years)
Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
HEDIS® . .
- Physical Activity: (Total)
HEDIS® Childhood Immunization Status by Age 2 (DtaP)
HEDIS® Childhood Immunization Status by Age 2 (IPV)
HEDIS® Childhood Immunization Status by Age 2 (MMR)
HEDIS® Childhood Immunization Status by Age 2 (HiB)
HEDIS® Childhood Immunization Status by Age 2 (Hepatitis B)
HEDIS® Childhood Immunization Status by Age 2 (VZV)
HEDIS® Childhood Immunization Status by Age 2 (Pneumococcal Conjugate)
HEDIS® Childhood Immunization Status by Age 2 (Hepatitis A)
HEDIS® Childhood Immunization Status by Age 2 (Rotavirus)
HEDIS® Childhood Immunization Status by Age 2 (Influenza)
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Source

Measures

HEDIS® Childhood Immunizations Status by Age 2 (Combination 2)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 3)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 4)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 5)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 6)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 7)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 8)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 9)
HEDIS® Childhood Immunizations Status by Age 2 (Combination 10)
HEDIS® Immunizations for Adolescents (Meningococcal)

HEDIS® Immunizations for Adolescents (Tdap/Td)

HEDIS® Immunizations for Adolescents (HPV)

HEDIS® Immunizations for Adolescents (Combination 1)

HEDIS® Immunizations for Adolescents (Combination 2)

EPSDT: Screen

ings and Follow-up

HEDIS® Lead Screening in Children (Age 2 years)

HEDIS® Chlamydia Screening in Women (Age 16-19 years)

PA EQR Developmental Screening in the First Three Years of Life — 1 year

PA EQR Developmental Screening in the First Three Years of Life — 2 years

PA EQR Developmental Screening in the First Three Years of Life — 3 years

PA EQR Developmental Screening in the First Three Years of Life — Total

PA EQR Contraceptive Care for All Women Most/Moderately Effective (Age 15 months — 2 years)

PA EQR Contraceptive Care for All Women LARC (Age 15 months — 2 years)

PA EQR Contraceptive Care for Postpartum Women Most/Moderately Effective — 3 days (Age 15 months — 20 years)
PA EQR Contraceptive Care for Postpartum Women Most/Moderately Effective — 60 days (Age 15 months — 20 years)
PA EQR Contraceptive Care for Postpartum Women LARC — 3 days (Age 15 months — 20 years)

PA EQR Contraceptive Care for Postpartum Women LARC — 60 days (Age 15 months — 20 years)

Dental Care fo

r Children

HEDIS® Annual Dental Visit (Age 2-20 years)
PA EQR Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk (CHIPRA)
PA EQR Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk (CHIPRA: Dental-Enhanced)

Respiratory Co

nditions

Behavioral He

HEDIS® Appropriate Testing for Children with Pharyngitis

HEDIS® Appropriate Treatment for Children with Upper Respiratory Infection

HEDIS® Medication Management for People with Asthma - 50% Compliance (Age 5-11 years)
HEDIS® Medication Management for People with Asthma - 50% Compliance (Age 12-18 years)
HEDIS® Medication Management for People with Asthma - 50% Compliance (Age 19 years)
HEDIS® Medication Management for People with Asthma - 50% Compliance (Total)

HEDIS® Medication Management for People with Asthma - 75% Compliance (Age 5-11 years)
HEDIS® Medication Management for People with Asthma - 75% Compliance (Age 12-18 years)
HEDIS® Medication Management for People with Asthma - 75% Compliance (Age 19 years)
HEDIS® Medication Management for People with Asthma - 75% Compliance (Total)

PA EQR Annual Number of Asthma Patients with One or More Asthma-Related Emergency Room Visits (Age 2 — 19 years)
HEDIS® Asthma Medication Ratio (Age 5-11 years)

HEDIS® Asthma Medication Ratio (Age 12-18 years)

HEDIS® Asthma Medication Ratio (Age 19 years)

HEDIS® Asthma Medication Ratio (Total)

alth
Follow-up Care for Children Prescribed Attention Deficit Hyperactivity Disorder (ADHD)

HEDIS® e
— Initiation Phase

HEDIS® Follow-up Care for Children Prescribed Attention Deficit Hyperactivity Disorder (ADHD) Medication
— Continuation and Maintenance Phase

HEDIS® Follow-Up Care After Hospitalization for Mental lliness (7 Days)

HEDIS® Follow-Up Care After Hospitalization for Mental Iliness (30 Days)
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Source

Measures

HEDIS® Metabolic Monitoring for Children and Adolescents on Antipsychotics (Age 1 — 5 years)

HEDIS® Metabolic Monitoring for Children and Adolescents on Antipsychotics (Age 6 — 11 years)

HEDIS® Metabolic Monitoring for Children and Adolescents on Antipsychotics (Age 12 — 17 years)

HEDIS® Metabolic Monitoring for Children and Adolescents on Antipsychotics (Total)

HEDIS® Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Age 1 — 5 years)
HEDIS® Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Age 6 — 11 years)
HEDIS® Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Age 12 — 17 years)
HEDIS® Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Total)

HEDIS® Use of Multiple Concurrent Antipsychotics in Children and Adolescents (Age 1 —5 years)

HEDIS® Use of Multiple Concurrent Antipsychotics in Children and Adolescents (Age 6 — 11 years)

HEDIS® Use of Multiple Concurrent Antipsychotics in Children and Adolescents (Age 12 — 17 years)

HEDIS® Use of Multiple Concurrent Antipsychotics in Children and Adolescents (Total)

Utilization

HEDIS® Well-Child Visits in the First 15 Months of Life (0 Visits)

HEDIS® Well-Child Visits in the First 15 Months of Life (1Visits)

HEDIS® Well-Child Visits in the First 15 Months of Life (2 Visits)

HEDIS® Well-Child Visits in the First 15 Months of Life (3 Visits)

HEDIS® Well-Child Visits in the First 15 Months of Life (4 Visits)

HEDIS® Well-Child Visits in the First 15 Months of Life (5 Visits)

HEDIS® Well-Child Visits in the First 15 Months of Life (>= 6 Visits)

HEDIS® Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (Age 3 — 6 years)

HEDIS® Adolescent Well-Care Visits (Age 12 — 19 years)

HEDIS® Ambulatory Care: Outpatient Visits/1000 Member Months (Ages <1 - 19 years)

HEDIS® Ambulatory Care: Emergency Department Visits/1000 Member Months (Ages <1 - 19 years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Total Discharges/1000 Member Months (Ages <1 - 19 years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Average Length of Stay/1000 Member Months (Ages <1 - 19
years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Surgery Discharges /1000 Member Months (Ages <1 - 19
years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Surgery Average Length of Stay /1000 Member Months (Ages
<1-19 years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Medicine Discharges /1000 Member Months (Ages <1 - 19
years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Medicine Average Length of Stay /1000 Member Months
(Ages <1 - 19 years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Maternity /1000 Member Months (Ages 10 - 19 years)

HEDIS® Inpatient Utilization - General Hospital/Acute Care: Maternity Average Length of Stay /1000 Member Months
(Ages 10 - 19 years)

HEDIS® Mental Health Utilization: Any Services (Ages 0 — 12 years Male and Female)

HEDIS® Mental Health Utilization: Any Services (Ages 13 — 17 years Male and Female)

HEDIS® Mental Health Utilization: Inpatient (Ages 0 — 12 years Male and Female)

HEDIS® Mental Health Utilization: Inpatient (Ages 13 — 17 years Male and Female)

HEDIS® Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 0 — 12 years Male and Female)

HEDIS® Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 13 — 17 years Male and Female)

HEDIS® Mental Health Utilization: Outpatient (Ages 0 — 12 years Male and Female)

HEDIS® Mental Health Utilization: Outpatient (Ages 13 — 17 years Male and Female)

HEDIS® Mental Health Utilization: Emergency Department (Ages 0 — 12 years Male and Female)

HEDIS® Mental Health Utilization: Emergency Department (Ages 13 — 17 years Male and Female)

HEDIS® Mental Health Utilization: Telehealth (Ages 0 — 12 years Male and Female)

HEDIS® Mental Health Utilization: Telehealth (Ages 13 — 17 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Any Services (Ages 0 — 12 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Any Services (Ages 13 — 17 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Inpatient (Ages 0 — 12 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Inpatient (Ages 13 — 17 years Male and Female)
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Source Measures

HEDIS® Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 0 — 12 years
Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 13 — 17
years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Outpatient (Ages 0 — 12 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Outpatient (Ages 13 — 17 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Emergency Department (Ages 0 — 12 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Emergency Department (Ages 13 — 17 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Telehealth (Ages 0 — 12 years Male and Female)

HEDIS® Identification of Alcohol and Other Drug Services: Telehealth (Ages 13 — 17 years Male and Female)

Pennsylvania (PA)-Specific Performance Measure Selection and Descriptions

Several PA-specific performance measures were calculated by each MCO and validated by IPRO. In accordance with DHS
direction, IPRO created the indicator specifications to resemble HEDIS® specifications. Measures previously developed
and added as mandated by CMS for children in accordance with the Children’s Health Insurance Program
Reauthorization Act (CHIPRA) were continued as applicable to revised CMS specifications. New measures were
developed and added in 2018 as mandated in accordance with the ACA. In 2019, no new measures were added. For
each indicator, the criteria that were specified to identify the eligible population were product line, age, enrollment,
anchor date, and event/diagnosis. To identify the administrative numerator positives, date of service and
diagnosis/procedure code criteria were outlined, as well as other specifications, as needed. Indicator rates were
calculated through one of two methods: (1) administrative, which uses only the MCOs data systems to identify
numerator positives and (2) hybrid, which uses a combination of administrative data and medical record review (MRR)
to identify numerator “hits” for rate calculation.

PA Specific Administrative Measures

Developmental Screening in the First Three Years of Life— CHIPRA Core Set

This performance measure assesses the percentage of children screened for risk of developmental, behavioral, and
social delays using a standardized screening tool in the 12 months preceding their first, second, or third birthday. Four
rates, one for each group and a combined rate, are to be calculated and reported for each numerator.

Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk — CHIPRA Core Set

This performance measure assesses the percentage of enrolled children ages 6-9 years at elevated risk of dental caries
who received a sealant on a permanent first molar tooth within the measurement year.

Additionally, to be more closely aligned to the CHIPRA Core Set Measure specifications, this measure is enhanced for the
state with additional available dental data (Dental-enhanced).

Annual Number of Asthma Patients with One or More Asthma-Related Emergency Room Visits

This performance measure assesses the percentage of children and adolescents, two years of age through 19 years of
age, with an asthma diagnosis who have 21 emergency department (ED) visit during the measurement year.

Contraceptive Care for All Women — CHIPRA Core Set

This performance measure assesses the percentage of women ages 15 through 20 at risk of unintended pregnancy and
were provided a most effective/moderately effective contraception method or a long-acting reversible method of
contraception (LARC). For the CMS Core measures, two rates are reported: one each for (1) the provision of
most/moderately effective contraception and for (2) the provision of LARC.
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Contraceptive Care for Postpartum Women — CHIPRA Core Set

This performance measure assesses the percentage of women ages 15 through 20 who had a live birth and were
provided a most effective/moderately effective contraception method or a long-acting reversible method of
contraception (LARC), within 3 days and within 60 days of delivery. For the CMS Core measures, four rates are reported
in total (1) Most or moderately effective contraception — 3 days, (2) Most or moderately effective contraception — 60
days, (3) LARC — 3 days, and (4) LARC — 60 days.

HEDIS® Performance Measure Selection and Descriptions

Each MCO underwent a full HEDIS® compliance audit in 2019. As indicated previously, performance on selected HEDIS®
measures is included in this year’s EQR report. Development of HEDIS® measures and the clinical rationale for their
inclusion in the HEDIS® measurement set can be found in HEDIS® 2019, Volume 2 Narrative. The measurement year for
HEDIS® 2019 measures is 2018, as well as prior years for selected measures. Each year, DHS updates its requirements for
the MCOs to be consistent with NCQA'’s requirement for the reporting year. MCOs are required to report the complete
set of CHIP measures, as specified in the HEDIS® Technical Specifications, Volume 2. In addition, DHS does not require
the MCOs to produce the Chronic Conditions component of the CAHPS 5.0 — Child Survey.

Children and Adolescents’ Access to Primary Care Practitioners

This measure assesses the percentage of members 12 months—19 years of age who had a visit with a PCP. The
organization reports four separate percentages for each product line.

e Children 12—-24 months and 25 months—6 years who had a visit with a PCP during the measurement year.

e Children 7-11 years and adolescents 12—19 years who had a visit with a PCP during the measurement year or the
year prior to the measurement year.

Well-Child Visits in the First 15 Months of Life

This measure assessed the percentage of enrollees who turned 15 months old during the measurement year, who were
continuously enrolled from 31 days of age through 15 months of age who received six or more well-child visits with a
PCP during their first 15 months of life.

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life

This measure assessed the percentage of enrollees who were 3, 4, 5, or 6 years of age during the measurement year,
who were continuously enrolled during the measurement year and received one or more well-child visits with a PCP
during the measurement year.

Childhood Immunization Status

This measure assessed the percentage of children who turned two years of age in the measurement year who were
continuously enrolled for the 12 months preceding their second birthday and who received one or both of two
immunization combinations on or before their second birthday. Separate rate were calculated for each Combination.
Combination 2 and 3 consists of the following immunizations:

(4) Diphtheria and Tetanus, and Pertussis Vaccine/Diphtheria and Tetanus (DTaP/DT)

(3) Injectable Polio Vaccine (IPV)

(1) Measles, Mumps, and Rubella (MMR)

(3) Haemophilius Influenza Type B (HiB)

(3) Hepatitis B (HepB)

(1) Chicken Pox (VZV)

(4) Pneumococcal Conjugate Vaccine — Combination 3 only
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Adolescent Well-Care Visits

This measure assessed the percentage of enrolled members 12—-21 years of age who had at least one comprehensive
well-care visit with a PCP or an OB/GYN practitioner during the measurement year.

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

The percentage of members 3—17 years of age who had an outpatient visit with a PCP or OB/GYN and who had evidence
of the following during the measurement year.

e BMI percentile documentation.
e Counseling for nutrition.
e Counseling for physical activity

*Because BMI norms for youth vary with age and gender, this measure evaluates whether BMI percentile is assessed
rather than an absolute BMI value.

Immunization for Adolescents

This measure assessed the percentage of adolescents 13 years of age who had one dose of meningococcal conjugate
vaccine and one tetanus, diphtheria toxoids and acellular pertussis (Tdap) vaccine by their 13th birthday. The measure
calculates a rate for each vaccine and two combination rates.

e Combination 1: Meningococcal and Tdap

e Combination 2: Meningococcal, Tdap, and HPV

Lead Screening in Children

This measure assessed the percentage of children 2 years of age who had one or more capillary or venous lead blood
tests for lead poisoning by their second birthday.

Follow-up Care for Children Prescribed ADHD Medication

This measure assessed the percentage of children newly prescribed attention-deficit/hyperactivity disorder (ADHD)
medication who had at least three follow-up care visits within a 10-month period, one of which was within 30 days of
when the first ADHD medication was dispensed. Two rates are reported.

e Initiation Phase. The percentage of members 6-12 years of age as of the IPSD with an ambulatory prescription
dispensed for ADHD medication, who had one follow-up visit with practitioner with prescribing authority during
the 30-day Initiation Phase.

e Continuation and Maintenance (C&M) Phase. The percentage of members 6-12 years of age as of
the IPSD with an ambulatory prescription dispensed for ADHD medication, who remained on the medication for at
least 210 days and who, in addition to the visit in the Initiation Phase, had at least two follow-up visits with a
practitioner within 270 days (9 months) after the Initiation Phase ended.

Follow Up After Hospitalization for Mental lliness

The percentage of discharges for members 6 years of age and older who were hospitalized for treatment of selected
mental illness diagnoses and who had a follow-up visit with a mental health practitioner. Two rates are reported.

e The percentage of discharges for which the member received follow-up within 30 days after discharge.

e The percentage of discharges for which the member received follow-up within 7 days after discharge.
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Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics

The percentage of children and adolescents 1-17 years of age who had a new prescription for an antipsychotic
medication and had documentation of psychosocial care as first-line treatment.

Annual Dental Visit

This measure assessed the percentage of children and adolescents between the ages of 2 and 20 years of age who were
continuously enrolled in the MCO for the measurement year who had a dental visit during the measurement year.

Chlamydia Screening in Women

This measure assessed the percentage of women 16—19 years of age who were identified as sexually active and who had
at least one test for chlamydia during the measurement year.

Appropriate Testing for Children with Pharyngitis

This measure assessed the percentage of children 3—18 years of age who were diagnosed with pharyngitis, dispensed an
antibiotic and received a group A streptococcus (strep) test for the episode. A higher rate represents better performance
(i.e., appropriate testing).

Appropriate Treatment for Children with Upper Respiratory Infection

This measure assessed the percentage of children 3 months—18 years of age who were given a diagnosis of upper
respiratory infection (URI) and were not dispensed an antibiotic prescription. The measure is reported as an inverted
rate [1 — (humerator/eligible population)]. A higher rate indicates appropriate treatment of children with URI (i.e., the
proportion for whom antibiotics were not prescribed).

Medication Management for People with Asthma - 75% Compliance

This measure assessed the percentage of members 5-19 years of age during the measurement year who were identified
as having persistent asthma and were dispensed appropriate medications that they remained on during the treatment
period and remained on an asthma controller medication for at least 75% of their treatment period.

Asthma Medication Ratio — New for 2019

This measure assessed the percentage of members 5-64 years of age who were identified as having persistent asthma
and had a ratio of controller medications to total asthma medications of 0.50 or greater during the measurement year.

Use of Multiple Concurrent Antipsychotics in Children and Adolescents

This measure assessed the percentage of children and adolescents 1-17 years of age who were treated with
antipsychotic medications and who were on two or more concurrent antipsychotic medications for at least 90
consecutive days during the measurement year.

For this measure a lower rate indicates better performance.
Metabolic Monitoring for Children and Adolescents on Antipsychotics

This measure assessed the percentage of children and adolescents 1-17 years of age who had two or more antipsychotic
prescriptions and had metabolic testing.
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Additional HEDIS® Measures

Ambulatory Care, Inpatient Utilization, Mental Health Utilization, and Identification of Alcohol and Other Drug Services
measures, due to differences in reporting metrics compared to the above measures, are included in Tables Al through
A4 in Appendix A of this report.

CAHPS® Survey

The Consumer Assessment of Healthcare Providers and Systems (CAHPS) program is overseen by the Agency of
Healthcare Research and Quality (AHRQ) and includes many survey products designed to capture consumer and patient
perspectives on health care quality. NCQA uses the adult and child versions of the CAHPS Health Plan Surveys for HEDIS.

Implementation of PA-Specific Performance Measures and HEDIS® Audit

The MCO successfully implemented all of the PA-specific measures for 2019 that were reported with MCO-submitted
data. The MCO submitted all required source code and data for review. IPRO reviewed the source code and validated
raw data submitted by the MCO. All rates submitted by the MCO were reportable. Rate calculations were collected via
rate sheets and reviewed for all of the PA-specific measures.

The Contraceptive Care for All Women and Contraceptive Care for Postpartum Women (CCW; CCP) were new in 2018 for
all CHIP MCOs. As in 2018, in 2019 CHIP MCOs saw very small denominators for the Contraceptive Care for Postpartum
Women (CCP) measure, and thus rates are not reported for this measure across the plans. In 2019, clarification was
added to note that to remain aligned with CMS specifications, the look-back period to search for exclusions is limited to
the measurement year.

The Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk (SEAL-CH) measure underwent some modifications
in 2018. This measure was new in 2016 and several issues were discovered during the 2016 validation
process. Feedback received from MCOs regarding the 2016 implementation was highlighted for discussion and led to
modifications to the measure specifications for the 2017 validation process. One issue in particular was that many MCOs
noted that there were providers other than the ones specified by CMS potentially applying the sealants. Based on the
issues, a second numerator was developed in addition to the CMS numerator. Cases included in this numerator are
cases that would not have been accepted per the CMS guidance because the provider type could not be crosswalked to
an acceptable CMS provider. The second numerator was created to quantify these cases, and to provide additional
information for DHS about whether sealants were being applied by providers other than those outlined by CMS, for
potential future consideration when discussing the measure. There was a wide range of other providers identified
across MCOs for the second numerator. Because the second numerator and the total created by adding both
numerators deviate from CMS guidance, they were provided to DHS for informational purposes but are not included for
reporting. The SEAL-CH and enhanced SEAL-CH rates reported in this section for are comparable to the 2016 rates and
are aligned with the CMS guidance. In 2019, these changes were continued, and applicable CDT codes used for
numerator compliance were updated and/or added.

The Developmental Screening in the First Three Years of Life measure was modified in 2018 in order to clarify the age
cohorts that are used when reporting for this measure. This clarification noted that children can be screened in the 12
months preceding or on their 1%, 2" or 3™ birthday. Specifically, the member must be screened in the following
timeframes in order to be compliant for their age cohort:

e Age Cohort 1: member must be screened anytime between birth to 1* birthday

e Age Cohort 2: member must be screened anytime between 1 day after 1% birthday to day of 2™ birthday

e Age Cohort 3: member must be screened anytime between 1 day after 2nd birthday to day of 3rd birthday

In 2019, these clarifications were continued forward, and additional clarification was added regarding the time period to
be used for each age cohort. Specifically, the member’s birthday should fall in one of the following cohorts for each
numerator:
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e Age Cohort 1: Children who had a claim with a relevant CPT code before or on their first birthday.

e Age Cohort 2: Children who had a claim with a relevant CPT code after their first birthday and before or on their
second birthday.

e Age Cohort 3: Children who had a claim with a relevant CPT code after their second birthday and before or on
their third birthday

Findings

MCO results are presented in Tables 3.2 through 3.8. For each measure, the denominator, numerator, and
measurement year rates with 95% upper and lower confidence intervals (95% Cl) are presented. Confidence intervals
are ranges of values that can be used to illustrate the variability associated with a given calculation. For any rate, a 95%
confidence interval indicates that there is a 95% probability that the calculated rate, if it were measured repeatedly,
would fall within the range of values presented for that rate. All other things being equal, if any given rate were
calculated 100 times, the calculated rate would fall within the confidence interval 95 times, or 95% of the time.

Rates for both the measurement year and the previous year are presented, as available [i.e., 2019 (MY 2018) and 2018
(MY 2017)]. In addition, statistical comparisons are made between the 2019 and 2018 rates. For these year-to-year
comparisons, the significance of the difference between two independent proportions was determined by calculating
the z-ratio. A z-ratio is a statistical measure that quantifies the difference between two percentages when they come
from two separate populations. For comparison of 2019 rates to 2018 rates, statistically significant increases are
indicated by “+”, statistically significant decreases by “—” and no statistically significant change by “n.s.”.

In addition to each individual MCOs rate, the MMC average for 2019 (MY 2018) is presented. The MMC average is a
weighted average, which is an average that takes into account the proportional relevance of each MCO. Each table also
presents the significance of difference between the plan’s measurement year rate and the MMC average for the same
year. For comparison of 2019 rates to MMC rates, the “+” symbol denotes that the plan rate exceeds the MMC rate; the
“—" symbol denotes that the MMC rate exceeds the plan rate and “n.s.” denotes no statistically significant difference
between the two rates. Rates for the HEDIS® measures were compared to corresponding Medicaid percentiles;
comparison results are provided in the tables. The 90" percentile is the benchmark for the HEDIS® measures.

Note that the large denominator sizes for many of the analyses led to increased statistical power, and thus contributed
to detecting statistical differences that are not clinically meaningful. For example, even a 1-percentage point difference
between two rates was statistically significant in many cases, although not meaningful. Hence, results corresponding to
each table highlight only differences that are both statistically significant, and display at least a 3-percentage point
difference in observed rates. It should also be mentioned that when the denominator sizes are small, even relatively
large differences in rates may not yield statistical significance due to reduced power; if statistical significance is not
achieved, results will not be highlighted in the report. Differences are also not discussed if the denominator was less
than 30 for a particular rate, in which case, “NA” (Not Applicable) appears in the corresponding cells. However, “NA”
(Not Available) also appears in the cells under the HEDIS® 2019 percentile column for PA-specific measures that do not
have HEDIS® percentiles to compare.

The tables below show rates up to one decimal place. Calculations to determine differences between rates are based
upon unrounded rates. Due to rounding, differences in rates that are reported in the narrative may differ slightly from

the difference between the rates as presented in the table.

Graphical representation of findings is provided for a subset of measures with sufficient data to provide informative
illustration to the tables provided below. These can be found in the appendix.

Access to/Availability of Care

No strengths are identified for 2019 (MY 2018) Access/Availability of Care performance measures.
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No opportunities for improvement are identified for 2019 (MY 2018) Access/Availability of Care performance measures.

Table 3.2: Access to Care

Indicator 2019 (MY 2018)
Lower 95%

Source Name Rate | Confidence

Children and Adolescents' Access To PCP

Limit

HEDIS 205 200 | 97.6% 95.2%

(12-24 Months)

Upper 95%

Confidence | (MY2017) Compared MMC

Limit

99.9%

2018

Rate

97.4%

Rate Comparison

2019 Rate

to 2018

n.s.

97.9%

2019 Rate

Compared to

MMC

n.s.

HEDIS 2019
percentile

>= 75th and <
90th
percentile

Children and Adolescents' Access To PCP

HEDIS 2,279 | 2,103 | 92.3% 91.2%

(25 Months-6 Yrs)

93.4%

93.0%

n.s.

94.1%

>= 75th and <
90th
percentile

HEDIS :Z7h_|llcir$:15)and Adolescents' Access To PCP 1720 | 1.663 | 96.7% 95.8%

97.6%

96.2%

n.s.

96.6%

n.s.

>= 90th
percentile

HEDIS Children and Adolescents' Access To PCP 2286 | 2195 | 96.0% 95.2%
(12-19 Yrs)

96.8%

95.3%

n.s.

96.3%

n.s.

>=90th
percentile

Well-Care Visits and Immunizations

No strengths are identified for 2019 (MY 2018) Well-Care Visits and Immunizations performance measures.

Opportunities for improvement are identified for the following Well-Care Visits and Immunizations performance

measures:

e The following rates are statistically significantly below/worse than the 2019 MMC weighted average:
0 Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents - BMI

percentile (3-11 years)

(0]

percentile (Total)
0 Childhood Immunization Status — IPV
0 Childhood Immunization Status — HIB
0 Childhood Immunization Status — Hepatitis B
0 Childhood Immunization Status — Rotavirus
0 Childhood Immunization Status — Combo 2
0 Childhood Immunization Status — Combo 3
0 Childhood Immunization Status — Combo 4
0 Childhood Immunization Status — Combo 5
0 Childhood Immunization Status — Combo 7
0 Childhood Immunization Status — Combo 9
0 Childhood Immunization Status — Combo 10

Table 3.3: Well-Care Visits and Immunizations

Indicator 2019 (MY 2018)

Lower 95%

Weight Assessment and Counseling for Nutrition
HEDIS and Physical Activity for Children/Adolescents - 4,463 | 194 | 80.2%
BMI percentile (3-11 years)

Limit

Limit

Upper 95%
Source Name Denom Num| Rate Confidence |Confidence (MY2017) Compared to MMC|Compared to

2018

Rate

2017

Rate Comparison
2018 Rate

2019 Rate

MMC

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents - BMI

HEDIS 2019

percentile

Weight Assessment and Counseling for Nutrition
HEDIS and Physical Activity for Children/Adolescents - 2,815 | 135 | 79.9%
BMI percentile (12-17 years)

Weight Assessment and Counseling for Nutrition
HEDIS and Physical Activity for Children/Adolescents - 7,278 | 329 | 80.0%

BMI percentile (Total)

Weight Assessment and Counseling for Nutrition
HEDIS and Physical Activity for Children/Adolescents - 4,463 | 187 | 77.3%
Counseling for Nutrition (3-11 years)

Weight Assessment and Counseling for Nutrition
HEDIS and Physical Activity for Children/Adolescents - [ VAN INCWLT)
Counseling for Nutrition (12-17 years)

0 0 0 0 i >=50th and <
79.0% 813% | 8L0% ns.  |[84.4% 7t percentie
78.4% 814% | 785% v |s2m i >=50th and <

75th percentile
79.1% 8L.0% | 800% ns.  [835% . >=50th and <
75th percentile|
76.0% 785% | 76.3% + 78.9% - >=50th and <
75th percentile

0 0 0 0 >=50th and <

73.5% 768% | 722% + 0 I ool
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Indicator 2019 (MY 2018) Rate Comparison

Lower 95% | Upper 95% 2018 2018 Rate 2019 Rate HEDIS 2019
Source Name Denom Num| Rate Confidence |Confidence (MY2017) Compared to MMC|Compared to ercentile
Limit Limit Rate 2017 mmc P
Weight Assessment and Counseling for Nutrition >= 50th and <
HEDIS and Physical Activity for Children/Adolescents - 7,278 | 314 | 76.4% 75.4% 77.4% 74.7% + 77.5% - - .
. - 75th percentile
Counseling for Nutrition (Total)
Weight Assessment and Counseling for Nutrition >= 75th and <
HEDIS and Physical Activity for Children/Adolescents - 4,463 | 180 | 74.4% 73.1% 75.7% 68.0% + 73.4% + - .
. ; - 90th percentile
Counseling for Physical Activity (3-11 years)
Weight Assessment and Counseling for Nutrition = 50th and <
HEDIS and Physical Activity for Children/Adolescents - [ INVEY X% 72.3% 75.6% 70.9% + 76.4% - - .
. . . 75th percentile
Counseling for Physical Activity (12-17 years)
Weight Assessment and Counseling for Nutrition >= 75th and <
HEDIS and Physical Activity for Children/Adolescents - VAL IEIEY L WAL 73.2% 75.2% 69.1% + 74.6% ns. N ]
. . . 90th percentile]
Counseling for Physical Activity (Total)
HEDIS Childhood Immunization Status - DTaP 289 |238 | 824% | 77.8% 86.9% | 822% ns.  |sem| ns |27 7Ohand<
90th percentile|
HEDIS Childhood Immunization Status - IPV 289 | 251 | 86.9% 82.8% 90.9% 86.0% n.s 92.6% - >= 10th and_<
' ' ’ ' " ' 25th percentile
HEDIS Childhood Immunization Status - MMR 289 | 257 [ 88.9% |  85.1% 027% | 89.7% ns.  |oLew| ns |7 S0hand<
) ' ) ' - ' " 75th percentile|
. " . >=25th and <
HEDIS Childhood Immunization Status - HiB 289 | 251 | 86.9% 82.8% 90.9% 87.9% ns. 92.2% - .
50th percentile|
HEDIS Childhood Immunization Status - Hepatitis B 289 | 238 82.4% 77.8% 86.9% 83.2% n.s 91.6% - >= 10th and_<
' ' ’ ' - ) 25th percentile
HEDIS Childhood Immunization Status - VZV 289 | 249 [ 86.2% | 82.0% 903% | 88.3% ns.  |oL1%| ns |5 23hand<
' ' ) ' - ) " 50th percentile|
Childhood Immunization Status - Pneumococcal >= 75th and <
0, 0, 0, 0, 0,
HEDIS Conjugate 289 | 238 82.4% 77.8% 86.9% 83.6% n.s. 87.2% n.s. 90th percentle
HEDIS Childhood Immunization Status - Hepatitis A 289 | 245 [ 84.8% | 80.5% 89.1% | 86.0% ns.  |e7aw| ns |7 S0hand<
' ' ' ' ~ ' - 75th percentile
. . . >=25th and <
HEDIS Childhood Immunization Status - Rotavirus 289 | 192 ] 66.4% 60.8% 72.1% 71.0% n.s. 79.1% - .
50th percentile|
" _— >=75th and <
HEDIS Childhood Immunization Status - Influenza 289 176 | 60.9% 55.1% 66.7% 60.7% n.s. 58.9% n.s. .
90th percentile
HEDIS Childhood Immunization Status - Combo 2 289 | 211 73.0% 67.7% 78.3% 78.5% n.s 82.2% - >= 25t and_<
) ' ' ' ~ ' 50th percentile
. . >=25th and <
HEDIS Childhood Immunization Status - Combo 3 289 | 204 ] 70.6% 65.2% 76.0% 77.6% n.s. 80.1% - .
50th percentile|
. " >=50th and <
HEDIS Childhood Immunization Status - Combo 4 289 1200 | 69.2% 63.7% T74.7% 76.2% ns. 77.1% - .
75th percentile
HEDIS Childhood Immunization Status - Combo 5 289 |163 | 56.4% 50.5% 62.3% 67.8% - 70.5% - >= 25t and_<
' ' ' ' ' 50th percentile
. _— >=75th and <
HEDIS Childhood Immunization Status - Combo 6 289 | 152 | 52.6% 46.7% 58.5% 54.7% n.s. 53.5% ns. .
90th percentile|
. " >=25th and <
HEDIS Childhood Immunization Status - Combo 7 289 160 | 55.4% 49.5% 61.3% 66.8% - 68.6% - .
50th percentile
HEDIS Childhood Immunization Status - Combo 8 289 |151|522% | 46.3% 582% | 53.3% ns.  [s27| ons. [ 7Othand<
' ' ' ' ~ ' - 90th percentile
. . >=50th and <
HEDIS Childhood Immunization Status - Combo 9 289 | 119 41.2% 35.3% 47.0% 49.5% n.s. 49.0% - .
75th percentile
. " >=50th and <
HEDIS Childhood Immunization Status - Combo 10 289 |118| 40.8% 35.0% 46.7% 48.6% ns. 48.2% - .
75th percentile
HEDIS Immunizations for Adolescents - Meningococcal 515 381 92.7% 90.4% 95.0% 88.1% ns. 92.7% ns. p::cggiirlle
HEDIS Immunizations for Adolescents - Tdap 515 | 384 ] 93.4% 91.2% 95.7% 91.5% n.s. 93.8% n.s. p:cggtirl]e
_— >=25th and <
HEDIS Immunizations for Adolescents - HPV 515 | 151 36.7% 32.5% 41.0% 32.6% n.s. 35.6% n.s. .
50th percentile
HEDIS Immunizations for Adolescents - Combination 1 515 | 3741 91.0% 88.4% 93.6% 86.1% n.s. 91.4% ns. p::cggiirlle
" . >=50th and <
HEDIS Immunizations for Adolescents - Combination 2 515 | 149 ] 36.3% 32.0% 40.5% 29.7% + 34.2% n.s. .
75th percentile|

EPSDT /Bright Futures: Screenings and Follow-up

No strengths are identified for the 2019 (MY 2018) EPSDT: Screenings and Follow-up performance measures.
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Opportunities for improvement are identified for the following EPSDT: Screenings and Follow-up performance measures:
e The following rates are statistically significantly below/worse than the 2019 MMC weighted average:
0 Contraceptive Care for All Women (Age 15 — 20 years): Most or Moderately Effective

Table 3.4: EPSDT/Bright Futures: Screenings and Follow-up
Indicator 2019 (MY 2018) Rate Comparison
Lower 95% Upper 95% 2018 2019 Rate 2019 Rate
Source Name Rate | Confidence Confidence | (MY2017) Compared MMC Compared
Limit Limit Rate to 2018 to MMC

HEDIS 2019
percentile

HEDIS Lead Screening in Children 289 | 177 | 61.2% | 555% 67.0% 65.4% ns. |ee1w| ns |>10hand<

25th percentile

HEDIS Chlamydia Screening in Women (16-20) 303 140 | 46.2% 40.4% 52.0% 38.9% n.s. 42.6% n.s. >= 10th andl<

25th percentile
>=10th and <
i i i - 0, 0 0, 0, 0,

HEDIS Chlamydia Screening in Women - Total 303 140 46.2% 40.4% 52.0% 38.9% ns. 42.6% ns. 25th percentile
P EQR DeveloPments 'Lisfire_eln'yri inthe Firs 746 | 426 | 570% | 535% 607% | 596% | ns |560%| ns. NA
PAEQR DVeloPTent 'Lisff;fezn'y“ei I the frst s0 | 18 | 360% | 217 503% | 375% | ns  [503%| ns. NA
PAEQR TDErV:fY‘:;‘fs“;?'Lisff;e_e;'yli i the Firs 289 | 176 | 609% | 55.1% 667% | 567% | ns  [583%| ns NA
PAEQR DeveloPmenta Screening in the Firt a7 | 232 | s7.0% | 521% 619% | 64.6% - |ssaw| s NA

Contraceptive Care for All Women (Age 15 0 0 0 0 0 i
PAEQR 20 years): Most or Moderately Effective 1,102 | 230 | 20.9% 18.4% 23.3% 21.7% n.s. 28.2% NA
PAEQR Ei%t;aeiiz)t.lﬁﬁ?e for All Women (Age 15 RIS I IETIN EETA 0.8% 2.4% 2.4% ns. | 19% | ns. NA
Contraceptive Care for Postpartum
pa EQR VOomen (Age 1520 years): Most or 3 0 NA NA NA NA NA 5.9% NA NA
moderately effective contraception — 3
days
Contraceptive Care for Postpartum
paEQr Vomen (Age 15 - 20 years): Most or 3 1 NA NA NA NA NA  [431% | N NA
moderately effective contraception — 60
days
Contraceptive Care for Postpartum
PA EQR Women (Age 15 — 20 years): LARC—3 3 0 NA NA NA NA NA 3.9% NA NA
days
Contraceptive Care for Postpartum
PA EQR Women (Age 15 — 20 years): LARC — 60 3 1 NA NA NA NA NA 19.6% NA NA
EIS

Dental Care for Children

Strengths are identified for the following 2019 (MY 2018) Dental Care for Children performance measures.
e The following rates are statistically significantly above/better than the 2019 MMC weighted average:
0 Annual Dental Visit (2-3 Yrs)
0 Dental Sealants for 6-9 Year Of Children At Elevated Caries Risk
0 Dental Sealants for 6-9 Year Of Children At Elevated Caries Risk (Dental Enhanced)

No opportunities for improvement are identified for 2019 (MY 2018) Dental Care for Children performance measures.

Table 3.5: Dental Care for Children
Indicator 2019 (MY 2018) Rate Comparison

Lower 95% Upper 95% 2018 2019 Rate 2019 Rate
Source Name Denom Num Rate | Confidence Confidence |(MY2017) Compared MMC Compared
Limit Limit Rate to 2018 to MMC

HEDIS 2019
percentile

HEDIS Annual Dental Visit (2-3 Yrs) 846 | 504 | 59.6% | 56.2% 62.0% | 56.1% ns.  |a80%| + p:cggtn'l‘e
HEDIS Annual Dental Visit (4-6 Yrs) 1464 | 1017 | 763% | 741% 785% | 77.9% ns.  |759%| ns. p:fcggme
HEDIS Annual Dental Visit (7-10 Yrs) 2612 | 2,055 | 787% | 77.1% 80.3% | 813% - || s p:czggre
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Indicator 2019 (MY 2018) Rate Comparison

Lower 95% Upper 95% 2018 2019 Rate 2019 Rate HEDIS 2019
Source Name Rate | Confidence Confidence |(MY2017) Compared MMC Compared ercentile
Limit Limit Rate | t02018 tommc P

HEDIS Annual Dental Visit (11-14 Yrs) 2,472 | 1,864 | 75.4% 73.7% 77.1% 76.0% ns. 75.2% n.s. p::cggme
At (1B 0 0 0 0 0 i >=75th and <
HEDIS Annual Dental Visit (15-18 Yrs) 2,144 | 1,362 | 63.5% 61.5% 65.6% 65.1% ns. 66.0% 90th percentie
HEDIS Annual Dental Visit (19-20 Yrs) 40 18 45.0% 28.3% 61.7% 42.4% ns. 54.3% n.s. >=75th and_<
90th percentile
HEDIS Annual Dental Visit (Total) 9,578 | 6,920 | 72.2% 71.3% 73.2% 73.3% ns. 71.8% n.s. p::cggme
Dental Sealants for 6-9 Year Old Children 0 0 0 0 o
PA EQR at Elevated Caries Risk (CHIPRA) 1,755 | 429 24.4% 22.4% 26.5% 26.8% ns. 18.9% + NA
Dental Sealants for 6-9 Year Old Children
PA EQR at Elevated Caries Risk (CHIPRA: Dental- 1,823 442 24.3% 22.3% 26.2% 26.4% n.s. 19.2% + NA
Enhanced)

Note: The ADV 19-20 year old age cohort is reported here as only 19 year olds, in order to include only members that are CHIP eligible.

Respiratory Conditions

Strengths are identified for the following 2019 (MY 2018) Respiratory performance measures.
e The following rates are statistically significantly above/better than the 2019 MMC weighted average:
0 Appropriate Treatment for Children With Upper Respiratory Infection

Opportunities for improvement are identified for the following Respiratory measures:
e The following rates are statistically significantly below/worse than the 2019 MMC weighted average:
0 Medication Management for People with Asthma - 50% Compliance (Age 5-11 years)
0 Medication Management for People with Asthma - 50% Compliance (Total)
0 Annual Number of Asthma Patients with One or More Asthma-Related Emergency Room Visits (Age 2 —
19 years)

Table 3.6: Respiratory Conditions
Indicator 2019 (MY 2018) Rate Comparison
Lower 95% Upper 95% 2018 2019 Rate 2019 Rate

HEDIS 2019

\ET ] Denom Num Confidence Confidence (MY2017) Compared MMC Compared )
percentile

Limit Limit Rate to 2018 to MMC

Source

;‘E:’r';:gr:;ze Testing for Children With 555 | 480 | 86.5% | 83.6% 804% | 875% | ns. |873%| ns. ;;fggca;gl;
Appropriate Treatment for Children With 0 0 0 0 0 >= 75th and <
Upper Respiratory Infection 638 29 | 955% 93.8% 97.1% 92.:8% * 90.4% * 90th percentile
Medication Management for People with 0 0 0 0 0 i
Asthma - 50% Compliance (Age 5-11 years) 86 44 | 51.2% 40.0% 62.3% 60.0% n.s. 61.9% NA
Medication Management for People with
Asthma - 50% Compliance (Age 12-18 61 32 52.5% 39.1% 65.8% 55.6% ns. 58.8% n.s. NA
years)
A'\\"s‘:s:fat'fsnoxir;anfzmr‘ctefgoz:gp'e W 107 | 76 | sirw | 43.3% 601% | 578% | s [604w| - NA
Medication Management for People With = 50th and <
Asthma - Medication Compliance 75% (5- 86 27 31.4% 21.0% 41.8% 34.5% n.s. 37.6% n.s. - .
11) 75th percentile
Medication Management for People With = 25th and <
Asthma - Medication Compliance 75% (12- 61 18 29.5% 17.2% 41.8% 25.9% ns. 35.3% n.s. - .
18) 50th percentile
Medication Management for People With >= 10th and <
Asthma - Medication Compliance 75% 147 45 30.6% 22.8% 38.4% 30.3% n.s. 36.4% n.s. 25_th ercentile
(Total) P
Annual Number of Asthma Patients with
PA EQR |One or More Asthma-Related Emergency 1,435 | 308 | 21.5% 19.3% 23.6% 8.8% + 10.0% + NA
Room Visits (Age 2 — 19 years)
. . >=25th and <
HEDIS |Asthma Medication Ratio - 5 - 11 years 93 66 71.0% 61.2% 80.7% NA NA 77.2% n.s. .
50th percentile
. . >=50th and <
HEDIS |Asthma Medication Ratio - 12 - 18 years 63 44 69.8% 57.7% 82.0% NA NA 70.2% n.s. .
75th percentile
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Indicator 2019 (MY 2018)

Rate Comparison

Lower 95% Upper 95% 2018 2019 Rate 2019 Rate HEDIS 2019
Source Name Denom Num Rate | Confidence Confidence (MY2017) Compared MMC Compared ercentile
Limit Limit Rate  t02018 tommc P

HEDIS ‘Asthma Medication Ratio - 19 years NA

HEDIS Asthma Medication Ratio - Total 156 | 110 | 705% | 63.0% 78.0% NA NA | 739w | ns |2 70thands<
90th percentile

Tper NCQA, a higher rate indicates appropriate treatment of children with URI (i.e., the proportion for whom antibiotics were not prescribed).
Note: Although reporting for age cohort 19 - 50 year olds for the MMA measure, it is not included in CHIP reporting as most members in this cohort
are not eligible for CHIP based on age.

Behavioral Health
No strengths are identified for 2019 (MY 2018) Behavioral Health performance measures.

No opportunities for improvement are identified for 2019 (MY 2018) Behavioral Health performance measures.

Table 3.7: Behavioral Health

Indicator 2019 (MY 2018) Rate Comparison
Lower 95% Upper 95% 2018 2019 Rate 2019 Rate HEDIS 2019
Source Name Denom Num Rate Confidence Confidence (MY2017) Compared MMC Compared ercentile
Limit Limit Rate  t02018 tommc P
Follow Up Care for Children Prescribed 0 0 0 0 0 >=25th and <
HEDIS " ADHD Medication - Initiation Phase [ Rl S3.%% | 400% ns. [ 490% ] "S- 5ot percenie
Follow Up Care for Children Prescribed >= 95th and <
HEDIS ADHD Medication - Continuation & 10 5 NA NA NA 16.7% NA 63.7% NA - .
) 50th percentile
Maintenance Phase
Follow Up After Hospitalization For Mental 0 0 0 0 0 >= 25th and <
Mice=7 s 34 14 | 41.2% 23.2% 59.2% 42.5% ns. 46.9% ns. 50th percentile
Follow Up After Hospitalization For Mental 34 24 70.6% 53.8% 87.4% 575% ns. 69.9% ns. >=50th and.<
lliness - 30 days 75th percentile
Metabolic Monitoring for Children and
Adolescents on Antipsychotics (6-11 years) 0 0 NA NA NA NA NA NA NA NA
Metabolic Monitoring for Children and
Adolescents on Antipsychotics (1-5 Years) 2 2 NA NA NA NA NA NA NA NA
Metabolic Monitoring for Children and
Adolescents on Antipsychotics (12-17 5 3 NA NA NA NA NA 37.0% NA NA
years)
Metabolic Monitoring for Children and 0
Adolescents on Antipsychotics (Total) 7 5 NA NA NA NA NA 42.9% NA NA
Use of First-Line Psychosocial Care for
Children and Adolescents on Antipsychotics [l - NA NA NA NA NA NA NA NA
(1-5 Years)
Use of First-Line Psychosocial Care for
Children and Adolescents on Antipsychotics 2 1 NA NA NA NA NA NA NA NA
(6-11 years)
Use of First-Line Psychosocial Care for
Children and Adolescents on Antipsychotics ] 0 NA NA NA NA NA NA NA NA
(12-17 years)
Use of First-Line Psychosocial Care for
Children and Adolescents on Antipsychotics NI 0 NA NA NA NA NA 68.6% NA NA
(Total)
Use of Multiple Concurrent Antipsychotics
in Children and Adolescents (1-5 Years) 0 NA NA NA NA NA NA NA NA
Use of Multiple Concurrent Antipsychotics
in Children and Adolescents (6-11 years) 2 0 NA NA NA NA NA NA NA NA
Use of Multiple Concurrent Antipsychotics
in Children and Adolescents (12-17 years) 3 0 NA NA NA NA NA NA NA NA
Use of Multiple Concurrent Antipsychotics
in Children and Adolescents (Total) 5 0 NA NA NA NA NA NA NA NA

Utilization

No strengths are identified for the 2019 (MY 2018) Utilization performance measures.
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Opportunities for improvement are identified for the following Utilization measures:
e The following rates are statistically significantly below/worse than the 2019 MMC weighted average:
0 Ambulatory Care: Outpatient Visits/1000 MM Ages <1 year
Ambulatory Care: Outpatient Visits/1000 MM Ages 1 - 9 years
Ambulatory Care: Outpatient Visits/1000 MM Ages 10 - 19 years
Ambulatory Care: Outpatient Visits/1000 MM Ages <1 - 19 years Total Rate
Ambulatory Care: Emergency Department Visits/1000 MM Ages <1 year

o
o
o
o

Table 3.8: Utilization

Indicator 2019 (MY 2018) Rate Comparison
Lower 95% Upper95% 2018 2019 Rate 2019 Rate HEDIS 2019
Source Name Denom| Num Rate Confidence Confidence (MY2017) Compared MMC Compared .,
Limit Limit Rate 02018 tommc  Pereentile
HEDIS ://\iljtlls-)chlld Visits in the first 15 Months of Life (0 113 0 0.0% 0.0% 0.4% 11% ns. 0.2% ns. NA
HEDIS \\:\iljll)—chlld Visits in the first 15 Months of Life (1 113 0 0.0% 0.0% 0.4% 11% ns. 0.0% NA NA
HEDIS ://\iljtlls-)chlld Visits in the first 15 Months of Life (2 13 0 0.0% 0.0% 0.4% 0.0% NA 0.4% ns. NA
HEDIS \\f\i/:izlls—)chlld Visits in the first 15 Months of Life (3 13 1 0.9% 0.0% 31% 4.4% ns. 11% ns. p;éﬁ;ﬂle
HEDIS ://\i/S?tIIS—)Chlld Visits in the first 15 Months of Life (4 13 5 4.4% 0.2% 8.7% 11.1% ns. 2.9% ns. p;clgr::m
HEDIS \\:\i/seiztlls—)chlld Visits in the first 15 Months of Life (5 113 18 | 15.9% 8.7% 23.1% 18.9% ns. 13.7% ns. ;;ﬁgg:;rii;
HEDIS \r:qvil’;cvl;sl:fs;/mts in the first 15 Months of Life (6 or 13 89 | 78.8% 20.8% 86.7% 63.3% + 81.7% ns. p::czgme
HEDIS WeIII—Chlld Visits in the 3rd, 4th, 5th, and 6th Years 1926 | 346 | 84.2% 82.5% 85.8% 86.1% ) 84.0% NA >= 90th
of Life percentile
- >=75th and <
HEDIS |Adolescent Well-Care Visits 4,016 | 267 | 65.0% 63.5% 66.5% 68.9% - 70.2% NA 90th percentile
HEDIS ‘AM BA: Outpatient Visits/1000 MM Ages <1 year 2,085 | 1,430 | 685.85 NA NA 660.25 - 727.44 - NA
HEDIS fosk Outpatient Visits/1000 MM Ages 1-9 (RSP CYR N PYLTTH IEENVIN NA 237.33 . 0| - NA
HEDIS ngz’* Outpatient Visits/1000 MM Ages 10-19  Freyum] (1epey] EESRvH VY NA 184.45 - | - NA
HEpis|AMBA: Outpatient Visits/1000 MM Ages <1 - 19 PAPEITI eye] PITYE IV NA 215.33 . ) NA
years Total Rate
HEDIS ‘AMBA: Emergency Department Visits/1000 MM 2,085 63 30.22 NA NA 3753 i 4021 ) NA
Ages <1 year
HEDIS ‘AMBA: Emergency Department Visits/1000 MM 100,229 3,067 | 3060 NA NA 2937 i 3021 ) NA
Ages 1 -9 years
HEDIS ‘AMBA: Emergency Department Visits/1000 MM 100.741] 2,509 | 23.68 NA NA 2468 i 25 12 A NA
Ages 10 - 19 years
HEDIS AMBA: Emergency Department Visits/1000 MM 212,057 5,729 | 27.02 NA NA 27.09 i 2752 A NA
Ages <1 - 19 years Total Rate
HEDIS\IPUA: Total Discharges/1000 MM Ages <1 year 2,085 8 3.84 NA NA 2.47 - NA NA
HEDIS\IPUA: Total Discharges/1000 MM Ages 1 - 9 years Fl00R2L] IS 0.59 58.6% 59.2% 0.73 - NA NA
HEDIS I;Lalf; Total Discharges/1000 MM Ages 10 - 19 100,741| 85 077 77 9% 77.7% 0.52 ) NA NA
HEDIS IPUA: Total Discharges/1000 MM Ages <1 - 19 212,055 152 | 0.72 71.5% 71.9% 0.64 ) NA NA
years Total Rate
HEDIS\IPUA: Total Inpatient ALOS Ages <1 year 8 111 | 13.88 NA NA 5.00 NA NA NA
HEDIS\IPUA: Total Inpatient ALOS Ages 1 - 9 Years 59 198 | 3.36 NA NA 4.08 NA NA NA
HEDIS\IPUA: Total Inpatient ALOS Ages 10 - 19 years 85 301 | 354 NA NA 453 NA NA NA
HEDIS IPUA: Total Inpatient ALOS Ages <1 - 19 years 152 610 | 201 NA NA 430 NA NA NA
Total Rate
HEDIS\IPUA: Surgery Discharges/1000 MM Ages <1 year 2 0.96 95.1% 96.8% 0.00 n.s. NA NA
HEDIS :/Z:f; Surgery Discharges/1000 MM Ages 1 -9 1 011 10.8% 11.2% 017 ) NA NA
HEDIS :/F;L;rAs Surgery Discharges/1000 MM Ages 10 - 19 25 023 225% 23.0% 018 ] NA NA
HEDIS IPUA: Surgery Discharges/1000 MM Ages <1 - 19 38 018 17.8% 18.1% 017 ) NA NA
years Total Rate
HEDIS \IPUA: Surgery ALOS Ages <1 year 93 | 46.50 NA NA - NA NA NA
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Indicator 2019 (MY 2018) Rate Comparison

Lower 95% Upper 95% 2018 2019 Rate 2019 Rate HEDIS 2019
Source Name Num Rate Confidence Confidence (MY2017) Compared MMC Compared .,
Limit Limit Rate 02018 tommc  Pereentile
HEDIS‘IPUA: Surgery ALOS Ages 1 -9 years 92 8.36 NA NA 8.73 NA NA NA
HEDIS\IPUA: Surgery ALOS Ages 10 - 19 years 89 3.56 NA NA 6.50 NA NA NA
HEDIS\IPUA: Surgery ALOS Ages <1 - 19 years Total Rate 274 | 7.21 NA NA 7.58 NA NA NA
HEDIS ‘LZL;?: Medicine Discharges/1000 MM Ages <1 6 288 NA NA 247 ) NA NA
HEDIS :/Pel;fs Medicine Discharges/1000 MM Ages 1 -9 48 048 476% 48.2% 0.55 ) NA NA
HEDIS :/F;L;f; Medicine Discharges/1000 MM Ages 10 - 19 53 048 48.0% 48.6% 030 . NA NA
HEDIS IPUA: Medicine Discharges/1000 MM Ages <1 - 19 107 | 050 50.2% 50.7% 0.45 ) NA NA
years Total Rate
HEDIS\IPUA: Medicine ALOS Ages <1 year 6 18 3.00 NA NA 5.00 NA NA NA
HEDIS\IPUA: Medicine ALOS Ages 1 - 9 years 48 106 | 2.21 NA NA 2.63 NA NA NA
HEDIS\IPUA: Medicine ALOS Ages 10 - 19 years 53 189 | 3.57 NA NA 3.63 NA NA NA
HEDIS‘LPali:: Medicine ALOS Ages <1 - 19 years Total 107 | a13 | 293 NA NA 311 NA NA NA
HEDIS\IPUA: Maternity/1000 MM Ages 10 - 19 years 109,741 7 0.06 6.2% 6.5% 0.04 - NA NA
HEDIS LPali:: Maternity ALOS Ages 10 - 19 years Total 7 23 3.29 NA NA 275 NA NA NA
HEDIS\MPT: Any Services Ages 0 - 12 years - Male 72,315] 290 | 4.81% 4.7% 5.0% 4.56% - NA NA
HEDIS\MPT: NI I VIA-E BN AT S S FI S8 69,609 | 174 | 3.00% 2.9% 3.1% 2.84% - NA NA
HEDIS ‘ MPT: Any Services Ages 0 - 12 years - Total Rate NI QoY g ECRPLT) 3.8% 4.0% 3.71% - NA NA
HEDIS\MPT: Any Services Ages 13 - 17 years - Male 29,502 | 136 | 5.53% 5.3% 5.8% 4.92% - NA NA
HEDIS\MPT: Any Services Ages 13 - 17 years - Female 30,391 | 223 | 8.81% 8.5% 9.1% 9.35% - NA NA
HEDIS \ Y B A V(e {- e N WAV TS ol | I EY el 59,893 | 359 | 7.19% 7.0% 7.4% 7.12% - NA NA
HEDIS\MPT: Inpatient Ages 0 - 12 years - Male 72,315 6 0.10% 0.1% 0.1% 0.08% - NA NA
HEDIS\MPT: Inpatient Ages 0 - 12 years - Female 69,609 3 | 0.05% 0.0% 0.1% 0.04% - NA NA
HEDIS\MPT: Inpatient Ages O - 12 years - Total Rate 141,924] 9 ] 0.08% 0.1% 0.1% 0.06% - NA NA
HEDIS‘MPT: Inpatient Ages 13 - 17 years - Male 295021 9 ]0.37% 0.3% 0.4% 0.28% - NA NA
HEDIS\MPT: Inpatient Ages 13 - 17 years - Female 30,391 | 24 | 0.95% 0.8% 1.1% 0.86% - NA NA
HEDIS\MPT: Inpatient Ages 13 - 17 years - Total Rate 59,893 | 33 | 0.66% 0.6% 0.7% 0.57% - NA NA
HEDIS ‘D\Ag?s: (')”_ti’z’i;;:r?‘_’tl\';jf”t/ Partial Hospitalization EPRIF EETRN IV VY IEPLY 02% | 0.08% : NA NA
HEDIS‘MPT: Intensive Outpatient/Partial Hospitalization 69,609 | 8 0.14% 0.1% 0.2% 0.00% + NA NA
Ages 0 - 12 years - Female
HEDIS‘MPT: Intensive Outpatient/Partial Hospitalization 141,924 19 | 0.16% 0.1% 0.2% 0.04% . NA NA
Ages 0 - 12 years - Total Rate
HEDIS‘MPT: Intensive Outpatient/Partial Hospitalization 20502| 8 0.33% 0.3% 0.4% 0.09% ) NA NA
Ages 13 - 17 years - Male
HEDIS ‘ MPT: Intensive Outpatient/Partial Hospitalization 30301| 18 |071% 0.6% 0.8% 0.24% . NA NA
Ages 13 - 17 years - Female
HEDIS‘MPT: Intensive Outpatient/Partial Hospitalization 50893 | 26 | 050% 0.5% 0.6% 047% ) NA NA
Ages 13 - 17 years - Total Rate
HEDIS\MPT: Outpatient Ages 0 - 12 years - Male 72,315 | 282 | 4.68% 4.5% 4.8% 4.42% - NA NA
HEDIS\MPT: Outpatient Ages 0 - 12 years - Female 69,609 | 172 | 2.97% 2.8% 3.1% 2.80% - NA NA
HEDIS\MPT: Outpatient Ages 0 - 12 years - Total Rate 141,924 454 | 3.84% 3.7% 3.9% 3.63% - NA NA
HEDIS\MPT: Outpatient Ages 13 - 17 years - Male 29,502 | 128 | 5.21% 5.0% 5.5% 4.50% - NA NA
HEDIS\MPT: Outpatient Ages 13 - 17 years - Female 30,391 | 211 | 8.33% 8.0% 8.6% 8.25% - NA NA
HEDIS\MPT: Outpatient Ages 13 - 17 years - Total Rate 59,893 | 339 | 6.79% 6.6% 7.0% 6.36% - NA NA
HEDIS‘MPT: ED Ages 0 - 12 years - Male 72,315 0 ] 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\MPT: ED Ages 0 - 12 years - Female 69,609 | 1 0.02% 0.0% 0.0% 0.00% n.s. NA NA
HEDIS\MPT: ED Ages 0 - 12 years - Total Rate 141,924 1 0.01% 0.0% 0.0% 0.00% n.s. NA NA
HEDIS\MPT: ED Ages 13 - 17 years - Male 29,5021 0 ] 0.00% 0.0% 0.0% 0.05% - NA NA
HEDIS\MPT: ED Ages 13 - 17 years - Female 30,391 0 ] 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\MPT: ED Ages 13 - 17 years - Total Rate 59,893 0 | 0.00% 0.0% 0.0% 0.02% - NA NA
HEDIS\MPT: Telehealth Ages 0 - 12 years - Male 72,315] 0 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS‘MPT: Telehealth Ages 0 - 12 years - Female 69,609 1 0.02% 0.0% 0.0% 0.00% n.s. NA NA
HEDIS\MPT: Telehealth Ages 0 - 12 years - Total Rate 141,924 1 0.01% 0.0% 0.0% 0.00% n.s. NA NA
HEDIS\MPT: Telehealth Ages 13 - 17 years - Male 29502 1 0.04% 0.0% 0.1% 0.00% n.s. NA NA
HEDIS\MPT: Telehealth Ages 13 - 17 years - Female 30,391 O 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\MPT: Telehealth Ages 13 - 17 years - Total Rate 59,803 1 0.02% 0.0% 0.0% 0.00% n.s. NA NA
HEDIS\IAD: Any Services Ages 0 - 12 years - Male 72,3151 0 ] 0.00% 0.0% 0.0% 0.00% NA NA NA
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Indicator 2019 (MY 2018) Rate Comparison

Lower 95% Upper 95% 2018 2019 Rate 2019 Rate HEDIS 2019
Source Name Denom| Num Rate Confidence Confidence (MY2017) Compared MMC Compared .,
Limit Limit Rate  t02018 tommc  Percentile
HEDIS‘IAD: Any Services Ages 0 - 12 years - Female 69,609| 0 | 0.00% 0.0% 0.0% 0.02% - NA NA
HEDIS\IAD: Any Services Ages 0 - 12 years - Total Rate 141,924] 0 | 0.00% 0.0% 0.0% 0.01% - NA NA
HEDIS\IAD: Any Services Ages 13 - 17 years - Male 29,502 | 22 | 0.89% 0.8% 1.0% 1.09% - NA NA
HEDIS\IAD: Any Services Ages 13 - 17 years - Female 30,391 20 | 0.79% 0.7% 0.9% 0.62% - NA NA
HEDIS\IAD: VAN E N WAVECT SR (o1 | W ETI 59,893 | 42 | 0.84% 0.8% 0.9% 0.86% - NA NA
HEDIS\IAD: Inpatient Ages 0 - 12 years - Male 72,3151 0 ] 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Inpatient Ages 0 - 12 years - Female 69,609| 0 | 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS‘IAD: Inpatient Ages 0 - 12 years - Total Rate 1419241 0 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Inpatient Ages 13 - 17 years - Male 29,5021 3 ]0.12% 0.1% 0.2% 0.14% - NA NA
HEDIS\IAD: Inpatient Ages 13 - 17 years - Female 30,391 4 ]0.16% 0.1% 0.2% 0.29% - NA NA
HEDIS\IAD: Inpatient Ages 13 - 17 years - Total Rate 59,893 7 ]0.14% 0.1% 0.2% 0.21% - NA NA
HEDIS‘IAD: Intensive Outpatient/Partial Hospitalization 72,315 0 0.00% 0.0% 0.0% 0.00% NA NA NA
Ages 0 - 12 years - Male
HEDIS‘IAD: Intensive Outpatient/Partial Hospitalization 69,609 | 0 0.00% 0.0% 0.0% 0.00% NA NA NA
Ages 0 - 12 years - Female
HEDIS‘IAD: Intensive Outpatient/Partial Hospitalization 141,924 0 0.00% 0.0% 0.0% 0.00% NA NA NA
Ages 0 - 12 years - Total Rate
HEDIS‘IAD: Intensive Outpatient/Partial Hospitalization 20502| 5 0.20% 0.2% 0.3% 0.00% + NA NA
Ages 13 - 17 years - Male
HEDIS IAD: Intensive Outpatient/Partial Hospitalization 30301| 2 0.08% 0.0% 0.1% 0.00% ns. NA NA
Ages 13 - 17 years - Female
HEDIS‘IAD: Intensive Outpatient/Partial Hospitalization 50893| 7 0.14% 0.1% 0.2% 0.00% + NA NA
Ages 13 - 17 years - Total Rate
HEDIS\IAD: Outpatient Ages 0 - 12 years - Male 72,315 0 | 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Outpatient Ages 0 - 12 years - Female 69,609| 0 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Outpatient Ages 0 - 12 years - Total Rate 1419241 0 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Outpatient Ages 13 - 17 years - Male 29,502 | 12 | 0.49% 0.4% 0.6% 0.62% - NA NA
HEDIS\IAD: Outpatient Ages 13 - 17 years - Female 30,391 13 ] 0.51% 0.4% 0.6% 0.19% - NA NA
HEDIS‘IAD: Outpatient Ages 13 - 17 years - Total Rate 59,893 | 25 | 0.50% 0.4% 0.6% 0.40% - NA NA
HEDIS\IAD: ED Ages 0 - 12 years - Male 72,315 0 | 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: ED Ages 0 - 12 years - Female 69,609| 0 | 0.00% 0.0% 0.0% 0.02% - NA NA
HEDIS\IAD: ED Ages 0 - 12 years - Total Rate 141,924] 0 | 0.00% 0.0% 0.0% 0.01% - NA NA
HEDIS\IAD: ED Ages 13 - 17 years - Male 295021 5 ]0.33% 0.3% 0.4% 0.33% - NA NA
HEDIS\IAD: ED Ages 13 - 17 years - Female 30,391 4 ]0.24% 0.2% 0.3% 0.14% - NA NA
HEDIS\IAD: ED Ages 13 - 17 years - Total Rate 59,803 9 |]0.28% 0.2% 0.3% 0.24% - NA NA
HEDIS‘IAD: Telehealth Ages 0 - 12 years - Male 72,315] 0 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Telehealth Ages 0 - 12 years - Female 69,609| 0 | 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Telehealth Ages 0 - 12 years - Total Rate 141,924] 0 | 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Telehealth Ages 13 - 17 years - Male 29,5021 0 ] 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Telehealth Ages 13 - 17 years - Female 30,391 0 ] 0.00% 0.0% 0.0% 0.00% NA NA NA
HEDIS\IAD: Telehealth Ages 13 - 17 years - Total Rate 59,893 0 | 0.00% 0.0% 0.0% 0.00% NA NA NA
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Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Survey

Satisfaction with the Experience of Care

The following tables provide the survey results of four composite questions by two specific categories for the MCO
across the last three measurement years, as available. The composite questions will target the MCOs performance
strengths as well as opportunities for improvement.

Indicators from the survey chosen for reporting here include those that measure satisfaction, as well as those that
highlight the supplemental questions in the survey, which cover mental health.

Due to differences in the CAHPS submissions from year to year, direct comparisons of results are not always available.
Questions that are not included in the most recent survey version are not presented in the tables.

2019 Child CAHPS® 5.0H Survey Results

Table 3.9: CAHPS’ 2019 Child Survey Results

2019 2019 Rate 2018 2018 Rate 2017 2019 MMC

Weighted Average

Satisfaction with Child's Care (MY Compared to (MY Compared to (my
2018) 2018 2017) 2017 2016)

Satisfaction with yOl:Ir child's current 89 11% A 87.82% v 88.40% 90.42%
personal doctor (rating of 8 to 10)
igt)lsfactlon with specialist (rating of 8 to 80.00% v 86.67% A 83.59% 84.67%
Satisfaction with health plan (rating of 8 0 0 0 0
to 10) (satisfaction with child's plan) 78.50% v 80.35% A 78.82% 85.77%
(S;tt'isr‘:gcg:cc’gnt"c‘)"ig)d"'d s health care 85.42% A 85.26% A 85.03% 88.80%
Quality of Mental Health Care ‘ ‘
Received care .for child's mental health 8.25% A 3.18% v 25.82% 10.29%
from any provider? (usually or always)
?

(Ej:l‘:atlfyg;:ar:jgi;j mental health cares 26.04% v 27.34% v 30.50% 18.96%
E;‘;‘l’t'ﬁes;‘r’sllc’g’:f ‘(’I')dcr‘;;’”ta“ for mental 71.24% v 71.56% v 72.53% 67.10%
Child's overall mental or emotional

77.92% v 85.02% A 82.49% 81.32%
health? (very good or excellent)

A V = Performance compared to prior years’ rate
Shaded boxes reflect rates above the 2019 CHIP Weighted Average.
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IV: 2018 Opportunities for Improvement MCO Response

Current and Proposed Interventions

The general purpose of this section is to assess the degree to which each PH MCO has addressed the opportunities for
improvement made by IPRO in the 2018 CHIP EQR Technical Reports, which were distributed April 2019. The 2019 EQR is
the first to include descriptions of current and proposed interventions from each CHIP MCO that address the 2018
recommendations.

DHS requested that MCOs submit descriptions of current and proposed interventions using the Opportunities for
Improvement form developed by IPRO to ensure that responses are reported consistently across the MCOs. These
activities follow a longitudinal format, and are designed to capture information relating to:

e Follow-up actions that the MCO has taken through July 31, 2019 to address each recommendation;

e Future actions that are planned to address each recommendation;

e When and how future actions will be accomplished;

o The expected outcome or goals of the actions that were taken or will be taken; and

e The MCO'’s process(es) for monitoring the action to determine the effectiveness of the actions taken.

The documents informing the current report include the response submitted to IPRO as of September 2019, as well as
any additional relevant documentation provided by ABH.

Table 4.1 presents ABH’s responses to opportunities for improvement cited by IPRO in the 2018 CHIP EQR Technical
Report, detailing current and proposed interventions.

Table 4.1: Current and Proposed Interventions

Reference Number: [ABH] 2018.01: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Follow Up After Hospitalization For Mental lliness - 30 days.

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, P4P marketing and education and
focused gaps in care tailored to each provider office.

An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members can connect to a Member Services Representative who can assist with choosing a PCP and making an appointment.
Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Member pharmacy copays have been waived for all oral and long acting injectable antipsychotics. Due to the various advantages,
several agents were added to the formulary.

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. Groups will continue to work to implement new interventions and collect data to analyze effectiveness and revise
interventions as needed.

Working to allow coverage of the administration of oral and long acting injectable antipsychotics at the pharmacy once the
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member picks up their medication. This would streamline care, reduce missed follow-up appointments and reduce stigma by
eliminating the need to visit a mental health facility to receive treatment. Pharmacists have the necessary skill set to provide
services to patients, including education and counseling and identification of a drug therapy issue.

Reference Number: [ABH] 2018.02: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Annual Dental Visit (2-3 Yrs).

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, P4P marketing and education and
focused gaps in care tailored to each provider office.

Value-based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.
An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members can connect to a Member Services Representative who can assist with choosing a PCP and making an appointment.
The CORA mobile unit is present at health events throughout the state and provides health education and various health screenings
including dental screenings.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

An outreach vendor specialist has been tasked with attempting to outreach non-compliant members and making a dental
appointment. They are also completing reminder calls and follow-up calls to see if the member kept the scheduled appointment.
Partnerships with FQHCs to utilize portable dental units in conjunction with PHDHPs to provide dental screenings to members.
Dental/Oral Health link created on the website to educate members on the importance of oral health.

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including dental screenings. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. Groups will continue to work to implement new interventions and collect data to analyze effectiveness and revise
interventions as needed.

Outreach calls for appointment scheduling will continue through the end of the year. Reminder and follow-up calls will also
continue to be made to members before and after scheduled appointments. Data will be analyzed to assess effectiveness of the
campaign including claims received for kept appointments.

Partnerships with FQHCs to utilize portable dental units will continue throughout 2019.

Reference Number: [ABH] 2018.03: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Well-Child Visits in the first 15 Months of Life (6 or more visits).

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, P4P marketing and education and
focused gaps in care tailored to each provider office.
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Outreach calls are made to members by an outreach vendor to schedule appointments and close HEDIS gaps in care.

Value based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.
An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members are able to connect to a Member Services Representative who can assist with choosing a PCP and making an
appointment. The CORA mobile unit is present at health
events throughout the state and provides health education and various health screenings including well care screenings.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including well care screenings. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. The ages 0-11 workgroup has developed a provider survey to determine barriers to care and how to best address
those in order to close gaps in care. This survey is currently being distributed to providers through the QPL program. Data is being
collected and will be analyzed to determine next steps for interventions. Groups will continue to work to implement new
interventions and collect data to analyze effectiveness and revise interventions as needed.

Outreach calls by outreach specialists to schedule appointments will continue through the end of the year.

Reference Number: [ABH] 2018.04: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Childhood Immunization Status — IPV.

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, P4P marketing and education and
focused gaps in care tailored to each provider office.

Value based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.

An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members are able to connect to a Member Services Representative who can assist with choosing a PCP and making an
appointment. The CORA mobile unit is present at health
events throughout the state and provides health education and various health screenings including immunizations.
EPSDT/Well-care mailers to members are ongoing, including immunization reminders appropriate for the age group. Through June
2019, 65,361 well-care mailers have been sent to members.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
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the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including immunizations. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. The ages 0-11 workgroup has developed a provider survey to determine barriers to care and how to best address
those in order to close gaps in care. This survey is currently being distributed to providers through the QPL program. Data is being
collected and will be analyzed to determine next steps for interventions. Groups will continue to work to implement new
interventions and collect data to analyze effectiveness and revise interventions as needed.

Reference Number: [ABH] 2018.05: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Childhood Immunization Status — HiB.

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, PAP marketing and education and
focused gaps in care tailored to each provider office.

Value based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.

An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members are able to connect to a Member Services Representative who can assist with choosing a PCP and making an
appointment. The CORA mobile unit is present at health
events throughout the state and provides health education and various health screenings including immunizations.
EPSDT/Well-care mailers to members are ongoing, including immunization reminders appropriate for the age group. Through June
2019, 65,361 well-care mailers have been sent to members.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including immunizations. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. The ages 0-11 workgroup has developed a provider survey to determine barriers to care and how to best address
those in order to close gaps in care. This survey is currently being distributed to providers through the QPL program. Data is being
collected and will be analyzed to determine next steps for interventions. Groups will continue to work to implement new
interventions and collect data to analyze effectiveness and revise interventions as needed.

Reference Number: [ABH] 2018.06: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Childhood Immunization Status - Hepatitis B.

Follow Up Actions Taken Through 07/31/19:
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Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, P4P marketing and education and
focused gaps in care tailored to each provider office.

Value based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.

An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members are able to connect to a Member Services Representative who can assist with choosing a PCP and making an
appointment. The CORA mobile unit is present at health
events throughout the state and provides health education and various health screenings including immunizations.
EPSDT/Well-care mailers to members are ongoing, including immunization reminders appropriate for the age group. Through June
2019, 65,361 well-care mailers have been sent to members.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including immunizations. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. The ages 0-11 workgroup has developed a provider survey to determine barriers to care and how to best address
those in order to close gaps in care. This survey is currently being distributed to providers through the QPL program. Data is being
collected and will be analyzed to determine next steps for interventions. Groups will continue to work to implement new
interventions and collect data to analyze effectiveness and revise interventions as needed.

Reference Number: [ABH] 2018.07: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Childhood Immunization Status — VZV.

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, PAP marketing and education and
focused gaps in care tailored to each provider office.

Value based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.

An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members are able to connect to a Member Services Representative who can assist with choosing a PCP and making an
appointment. The CORA mobile unit is present at health
events throughout the state and provides health education and various health screenings including immunizations.
EPSDT/Well-care mailers to members are ongoing, including immunization reminders appropriate for the age group. Through June
2019, 65,361 well-care mailers have been sent to members.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Future Actions Planned:
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Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including immunizations. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. The ages 0-11 workgroup has developed a provider survey to determine barriers to care and how to best address
those in order to close gaps in care. This survey is currently being distributed to providers through the QPL program. Data is being
collected and will be analyzed to determine next steps for interventions. Groups will continue to work to implement new
interventions and collect data to analyze effectiveness and revise interventions as needed.

Reference Number: [ABH] 2018.08: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Childhood Immunization Status — Rotavirus.

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, PAP marketing and education and
focused gaps in care tailored to each provider office.

Value based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.

An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members are able to connect to a Member Services Representative who can assist with choosing a PCP and making an
appointment. The CORA mobile unit is present at health
events throughout the state and provides health education and various health screenings including immunizations.
EPSDT/Well-care mailers to members are ongoing, including immunization reminders appropriate for the age group. Through June
2019, 65,361 well-care mailers have been sent to members.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including immunizations. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. The ages 0-11 workgroup has developed a provider survey to determine barriers to care and how to best address
those in order to close gaps in care. This survey is currently being distributed to providers through the QPL program. Data is being
collected and will be analyzed to determine next steps for interventions. Groups will continue to work to implement new
interventions and collect data to analyze effectiveness and revise interventions as needed.
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Reference Number: [ABH] 2018.09: The MCO’s rate was statistically significantly below the 2018 (MY 2017) MMC weighted
average for Inmunizations for Adolescents - Combination 1.

Follow Up Actions Taken Through 07/31/19:

Provider webinars are held monthly. Rotating topics include all HEDIS measures as tailored to specific age and
population/diagnosis cohorts. Providers are also educated that components for various measures can be completed/collected at
sick visits.

Provider outreach and education is done through the Quality Practice Liaison (QPL) Program. Telephonic outreach and face to face
visits are utilized and include educational documents for each HEDIS measure, coding references, P4P marketing and education and
focused gaps in care tailored to each provider office.

Value based contracting is utilized to increase HEDIS rates and have providers invested in members receiving preventive care.

An IVR and text messaging program is active to outreach members regarding various HEDIS measures with interactive features.
Members are able to connect to a Member Services Representative who can assist with choosing a PCP and making an
appointment. The CORA mobile unit is present at health
events throughout the state and provides health education and various health screenings including immunizations.
EPSDT/Well-care mailers to members are ongoing, including immunization reminders appropriate for the age group. Through June
2019, 65,361 well-care mailers have been sent to members.

Aligning Better Health workgroups meet regularly to discuss barriers and interventions for their respective populations. Workgroup
populations are broken down into age groups and specific diagnosis (ex. Maternity, 0-11, 12-21, 21+, SMI/DD).

Future Actions Planned:

Provider webinars will continue throughout the remaining months of 2019 and into 2020. The webinar planning group meets
regularly to review monthly topics and revise webinar information as needed. Planning for the 2020 schedule of webinars will occur
in Q4 of 2019.

Provider education will continue through the QPL program and educate provider offices in each zone on HEDIS measures and
effective ways to manage and close gaps in care. An additional increase of seven QPLs to the program is planned to further expand
the program and provide more effective coverage throughout the state for provider education.

Screening events will continue to be held throughout the state with the CORA mobile unit including immunizations. The
Community Development team continuously reviews community events and engages providers and community partners to
determine which would be most effective for CORA to attend.

The IVR and text messaging program will continue to outreach members regarding various HEDIS measures. Data is reviewed
monthly to determine reach of campaigns.

Expansion to the value-based contracting program is ongoing with continual review of adding potential providers to the program.
Workgroups will continue to meet to review current interventions and brainstorm on new interventions to close gaps in care for
each population. The ages 0-11 workgroup has developed a provider survey to determine barriers to care and how to best address
those in order to close gaps in care. This survey is currently being distributed to providers through the QPL program. Data is being
collected and will be analyzed to determine next steps for interventions. Groups will continue to work to implement new
interventions and collect data to analyze effectiveness and revise interventions as needed.
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V. 2019 Strengths and Opportunities for Improvement

The review of MCQ’s 2019 performance against structure and operations standards, performance improvement projects
and performance measures identified strengths and opportunities for improvement in the quality outcomes, timeliness
of, and access to services for CHIP members served by this MCO.

Strengths

e The MCO’s performance was statistically significantly above/better than the MMC weighted average in 2019
(MY 2018) on the following measures:

(0}

(0}
(0}
(0}

Annual Dental Visit (2-3 Yrs)

Dental Sealants for 6-9 Year Of Children At Elevated Caries Risk

Dental Sealants for 6-9 Year Of Children At Elevated Caries Risk (Dental Enhanced)
Appropriate Treatment for Children with Upper Respiratory Infection

Opportunities for Improvement
e The MCO’s performance was statistically significantly below/worse than the MMC rate in 2019 (MY 2018) as
indicated by the following measures:

(0}

@]

OO0OO0OO0OO0OO0OO0OO0OOOOO0OOODOo

O OO0 O0Oo

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents - BMI
percentile (3-11 years)

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents - BMI
percentile (Total)

Childhood Immunization Status — IPV

Childhood Immunization Status - HiB

Childhood Immunization Status - Hepatitis B

Childhood Immunization Status — Rotavirus

Childhood Immunization Status - Combo 2

Childhood Immunization Status - Combo 3

Childhood Immunization Status - Combo 4

Childhood Immunization Status - Combo 5

Childhood Immunization Status - Combo 7

Childhood Immunization Status - Combo 9

Childhood Immunization Status — Combo 10

Contraceptive Care for All Women (Age 15 — 20 years): Most or Moderately Effective

Medication Management for People with Asthma - 50% Compliance (Age 5-11 years)

Medication Management for People with Asthma - 50% Compliance (Total)

Annual Number of Asthma Patients with One or More Asthma-Related Emergency Room Visits (Age 2 —
19 years)

Ambulatory Care: Outpatient Visits/1000 MM Ages <1 year

Ambulatory Care: Outpatient Visits/1000 MM Ages 1 - 9 years

Ambulatory Care: Outpatient Visits/1000 MM Ages 10 - 19 years

Ambulatory Care: Outpatient Visits/1000 MM Ages <1 - 19 years Total Rate

Ambulatory Care: Emergency Department Visits/1000 MM Ages <1 year
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VI. Summary of Activities

Structure and Operations Standards
e ABH was found to be fully compliant on Subparts D and H. Compliance review findings for ABH from RY 2019 were
used to make the determinations.

Performance Improvement Projects

e ABH’s Lead Screening and Developmental Screening PIP Interim Reports were both validated. The MCO received
feedback and subsequent information related to these activities from IPRO and CHIP in 2019.

Performance Measures

e ABH reported all HEDIS, PA Performance Measures, and CAHPS Survey performance measures in 2019 for which the
MCO had a sufficient denominator.

2018 Opportunities for Improvement MCO Response

e ABH provided a response to the opportunities for improvement issued in the 2018 annual technical report for those
measures on that were identified as statistically significantly below or worse the MMC.

2019 Strengths and Opportunities for Improvement

e Both strengths and opportunities for improvement have been noted for ABH in 2019. A response will be required by
the MCO for the noted opportunities for improvement in 2020.
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Appendix

Figure 1: Access to Care

Access & Availability to Care: PCP
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Figure 2: Well Care |

Well Care: Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents
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Figure 3: Well Care Il

Well Care: Childhood Immunization Status |
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Figure 4: Well Care Il

Well Care: Childhood Immunization Status Il
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Figure 5: Well Care IV

Well Care: Immunizations for Adolescents
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Figure 6: EPSDT/Bright Futures |

EPSDT: Chlamydia and Contraceptive Screenings
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Figure 7: EPSDT/Bright Futures Il

EPSDT: Lead and Developmental Screenings
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Figure 8: Dental Care for Children |

Annual Dental Visits
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Figure 9: Dental Care for Children I

Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk
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Figure 10: Respiratory Conditions

Respiratory Conditions
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Figure 11: Behavioral Health
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Figure 12: Utilization
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