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Section 1: Extension Request

Utah is seeking a three-year extension of the Primary Care Network Demonstration
Waiver pursuant to Section 1115(f) of the Social Security Act. While this includes
extending the existing Terms and Conditions to the extent they are still necessary, the
waiver extension also seeks to build upon the features of the Primary Care Network
Plan that will allow Utah to expand health coverage to more individuals who are in need
of health care, and support reform initiatives designed to improve health care in the
State.

Letter from the Governor

The State has included a letter from Governor Gary R. Herbert o Secretary Kathleen
Sebelius, U.S. Department of Health and Human Services dated December 19, 2012,

requesting an extension of Utah’s 1115 waiver.




Section 2: History of Utah’s 1115 Waiver

In the first few months of Governor Michael Leavitt's first term, Governor Leavitt
introduced HealthPrint, a step by step incremental plan for reducing the rates of
uninsured in Utah. Under HealthPrint, Utah implemented initiatives targeted at very
specific populations to increase coverage for children, seniors and the disabled. These
initiatives were very successful in reducing the uninsured in Utah. However, there was
stili a need to address the health care access needs of thousands of low income
working adults who had no health care coverage at ail. These Utahns may be working
in some cases but have no access to health care through their employer. In some
cases these are individuals with health issues not severe enough to qualify them as
disabled for purposes of Medicaid, but clearly significant enough to interfere with their
ability to find and maintain employment at a level that would also provide them with

access to health care coverage. Many of them are seasonal empioyees.

The 2011 Utah Health Status Survey indicates that 13.4% of Utahns (377,700
individuals) remained uninsured. Of those uninsured 50.41% (190,400) are adulis

between the ages of 19 and 64. With regards to income, approximately 150,600

uninsured individuals are above 133% of the FPL.




ii
3
3
!
:

Percentage of Persons Who Lacked Health Insurance
Coverage by Age and Sex, Utah, 2011

AG—

30—

- naalo

== Fansal

Percerstage of Persons

z "5}5 “iﬁ *3«3* "?S’ “%‘ ’53'
S 2 & b & Y &,
%

Age Group




Forty Eight (47.7%) of Utah adults ages 19-64 who are uninsured are employed either

full or part time.

Data and Confidence Limits for No Health Insurance Coverage by
Employment Status, Utahns Ages 19-64, 2010

You are Here: |B1S-PH > Indicator Reperts > current page

i N
9.2% 7.6% 11.1%
©23.9% | 18.3% 30.6%
41.0% 28.9% 54,3%
50.8% 39.0% 62.4%
14.0% 10.2% 18.9%
C13.0% - 6.4%  246% *
26% o 10%  66% *
109% . C. - 59% 19.2% *.

.

Among the whole population of the uninsured, 53.2% had graduated high school but not
completed college. More than two-thirds (70.2%) of the total uninsured population are
people living below 200% of the federal poverty level.

A lack of coverage also impacts the likelihood of receiving preventative care. Results
from the 2008 Healthcare Access Survey showed that uninsured persons were
significantly less likely tc have had a routine medical check-up in the past 12 months

(56.6%) compared to insured persons (73.3%).
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The intent of Utah ‘s original waiver is to allow up to 25,000 previously uninsured adults
whose income is below 150% of the federal poverty level to access a limited health
care benefit focused on preventative care. The Primary Care Network provides these
individuals with ongoing access to primary care, pharmacy (up to four prescriptions per

month) and emergency room coverage as well as other limited services.

In order to fund the cost of providing services to this new and very needy popuiation of
adults who are parents of children on Medicaid or who are receiving both Medicaid and
TANF were given a reduced benefit package. While reduced, the benefit package is

still comprehensive and is comparable to the Children’s Health Insurance Program

(CHIP) benefit package or comparable to employer sponsored plans.




Previous Demonstration Waivers and Amendments

The Utah PCN 1115 demonstration waiver was submitted on December 11, 2001,
approved on February 8, 2002, implemented on July 1, 2002, and was originally
scheduled to expire on June 30, 2007.

Amendment #1 - This amendment made a technical correction needed to ensure
that certain current Medicaid eligibles (i.e., those age 19 and above who are eligible
through sections 1925 and 1931) in the demonstration who become pregnant get the
full Medicaid State plan benefit package. It eliminated or reduced the benefit
package for Current Eligibles to conform to changes to the benefits available under
the State plan. Finally, it increased the co-payment for hospital admissions from
$100 to $220, again to conform with changes to the State plan. (Approved on August
20, 2002, effective on July 1, 2002.)

Amendment #2 - This amendment provided a premium assistance option called
Covered at Work (CAW) for up to 6,000 of the 25,000 potential expansion enrollees.
Specifically, the State subsidizes the employee's portion of the premium for up to 5
years. The employer-sponsored insurance must provide coverage equal to or
greater than the limited Medicaid package. The subsidy is phased down over 5
years, to provide a span of time over which employees' wages can increase to the
point of unsubsidized participation in the employer-sponsored plan. With this
amendment, the State was also granted authority to reduce the enroliment fee for
approximately 1,500 General Assistance beneficiaries, who are either transitioning
back to work or are awaiting a disability determination. These individuals were

required to enroll in PCN, but the $50 fee was prohibitive as they earn less than

$260 per month. For this population, the State reduced the enroliment fee to $15.
(Approved on May 30, 2003, effective on May 30, 2003.)




Amendment #3 - This amendment reduced the enroliment fee for a second subset
of the expansion population. Specifically, approximately 5,200 individuals with
incomes under 50 percent of the FPL had their enroliment fee reduced from $50 to
$25. (Approved on July 6, 2004, effective on July 6, 2004.)

Amendment #4 - This changed the way that the maximum visits per year for
Physical Therapy/Occupational Therapy/Chiropractic Services are broken out for the
"Current Eligibles" ("non-traditional" Medicaid) population. Instead of limiting these
visits to a maximum of 16 visits per policy year in any combination, the State
provides 10 visits per policy year for Physical Therapy/Occupational Therapy and 6
visits per policy year for Chiropractic Services. (Approved on March 31, 2005,
effective on March 31, 2005))

Amendment #5 - This amendment implemented the adult dental benefit for the
"Current Eligibles" population (section 1925/1931 and medically needy non-
aged/blind/disabled adults). (Approved on August 31, 2005, effective on October 1,
2005.)

Amendment #6 - This amendment suspended the aduit dental benefit coverage for
Current Eligibles of Amendment #5 above. (Approved on October 25, 2006, effective
on November 1, 2006.)

Amendment #7 - This amendment implemented an increase in the prescription co-
payments for the Current Eligible population from $2.00 per prescription to $3.00 per
prescription. (Approved on October 25, 2006, effective on November 1, 2006.)

Amendment #8 - This amendment implemented a Preferred Drug List (PDL) for
Demonstration Population | adults in the PCN. (Approved on October 25, 2006,

effective on November 1, 2006.)




Amendment #9 - This amendment implemented the State's Health Insurance
Flexibility and Accountability (HIFA) application request, entitled State Expansion of
Employer Sponsored Health Insurance (ESI) (dated June 23, 2006, and change #1
dated September 5, 2006). Also, this amendment suspends Amendment #2 - for the
CAW program, which was absorbed by the new HIFA-ESI program. (Approved on
October 25, 20086, effective on November 1, 2006.)

This amendment provides the option of ESI premium assistance to adults with
countable household income up to and including 150 percent of the FPL, if the
employee's cost to participate in the plan is at least 5 percent of the household's
countable income. The State subsidizes premium assistance through a monthly
subsidy of up to $150 per adult. The employer must pay at least half (50 percent) of
the employee’s health insurance premium, but no employer share of the premium is
required for the spouse or children. Likewise, an ESI component for children
provides CHiP-eligible children with family incomes up to and including 200 percent
of the FPL with the option of ES| premium assistance through their parent's
employer or direct CHIP coverage. The per-child monthly premium subsidy depends
on whether dental benefits are provided in the ES1 plan. If provided, the premium
subsidy is $140 per month; otherwise, it drops to $120 per month. If dental benefits
are not provided by a child's ESI plan, the State offers dental coverage through
direct CHIP coverage. Families and children are subject to the cost sharing of the
employee's health plan, and the amounts are not limited to the title XXI out-of-pocket
cost sharing limit of 5 percent. Benefits vary by the commercial health care plan
product provided by each employer. However, Utah ensures that all participating
plans cover, at a minimum, well-baby/well child care services, age appropriate
immunizations, dental services, physician visits, hospital inpatient, and pharmacy.
Families are provided with written information explaining the differences in benefits
and cost sharing between direct coverage and the ESI plan so that they can make

an informed choice. All children have the choice to opt back into direct CHIP

coverage at any time.




» Amendment #10- This amendment enables the State to provide premium
assistance to children and adults for coverage obtained under provisions of the
Consolidated Omnibus Budget Reconciliation Act of 1986 (COBRA). COBRA

provides certain former employees, retirees, spouses, former spouses, and

dependent children the right to temporary continuation of employer-based group
health coverage at group rates. COBRA coverage becomes available following the
loss of employer-sponsored health insurance (ESI} due to specified qualifying
events, such as an end of employment (voluntary or involuntary); divorce or legal

separation; death of employee; entitlement to Medicare; reduction in hours of

employment; and loss of dependent-child status. Through this amendment, Utah will
provide premium assistance to programmatically-eligible adults and children (as
differentiated from individuals who are COBRA-eligible but not otherwise eligible for

the Utah COBRA premium assistance program) toward the purchase of COBRA

coverage, in a manner similar to the provision of premium assistance for the
: purchase ESI| coverage. (Medicare-eligible individuals who are also COBRA-eligible
s would be ineligible for the Utah COBRA Premium Assistance Program (CPAP)
based on age or the State's standard processes of cross-matching with SSI/SSDI

eligibility files).

During its initial period of operation, Utah’s COBRA Premium Assistance Program

(CPAP) will work in tandem with the subsidy provided under the American Recovery
and Reinvestment Act of 2009 (ARRA) for the purchase of COBRA coverage.
Specifically, ARRA provides a Federal subsidy of 65 percent of the cost of COBRA

coverage, to individuals and families affected by involuntary job loss occurring

” September 1, 2008 through December 31, 2009. As long as the individual receives the

ARRA subsidy, the State would provide the family with premium assistance based on
the number of programmaticailly-eligible individuals, but limited to the lower of 35

percent of the cost of COBRA that remains the individual's responsibility or the

maximum amounts allowable by the State under these STCs.




The ARRA COBRA subsidy is of limited duration and eligibility is scheduled to end
February 28, 2010. The ARRA COBRA subsidy can last for up to 9 months, whereby
individuals qualifying on December 31, 2009 could receive a subsidy through
September 30, 2010. Once the ARRA subsidy ends, or for those not eligible for the
ARRA COBRA subsidy, the Utah CPAP will continue fo provide a monthly payment for
up to 18 months to offset the cost of COBRA coverage. Under the Utah program, the
amount of premium assistance available to a family will be based on the number of
programmatically-eligible individuals in the household. However, as with the existing
ESI program, the State will use various administrative databases to ensure that it does

not exceed the individual/family’s share of the cost of the COBRA premium.

The Utah CPAP program will provide premium assistance to programmatically-eligible
individuals and families with existing COBRA coverage, whether or not the individual
qualifies for the ARRA COBRA subsidy. Individuals and families, who are COBRA-
eligible but, uninsured, may also apply for enrollment in the Utah CPAP. Once the
Utah CPAP has been implemented, the State may provide premium assistance for up to
three months of retroactive eligibility, but the first date of retroactive eligibility may not
pre-date the first day the State was approved to amend the section 1115 PCN
Demonstration. CPAP assistance will be limited to the maximums set in the ES!
program, will last for the period of COBRA coverage, and will not exceed the family's
share of the cost of the premium or the maximum amounts allowable as set by the State
under these STCs. The State plans to implement CPAP on or about November 1,
2009.

«  Amendment #11-This amendment raised the income eligibility for premium

assistance for adults between the ages of 19 and 64 [Demonstration populations |
(ES)) and V (COBRA) from 150% of the FPL to 200 % of the FPL. This amendment
was approved by CMS on September 28, 2012.




Section 1115(e) Extension - On June 23, 2006, the State of Utah formally requested
an extension of their PCN 1115 demonstration waiver under the authority of Section
1115(e) of the Social Security Act. The demonstration, which would have expired on
June 30, 2007, was approved for a 3-year extension from July 1, 2007, through June
30, 2010.

Section 1115{f) Extension- On February 3, 2010 the State of Utah formally requested
an extension of their PCN 1115 Demonstration waiver under the authority of Section

1115(f) of the Social Security Act. The demonstration, which would have expired on

June 30, 2010, was approved for a 3-year extension from July 1, 2010, through June
30, 2013.




Section 3: Program Description and Objectives

Utah's Primary Care Network (PCN) is a statewide section 1115 Demonstration {o
expand Medicaid coverage to certain able-bodied adulis who are not eligible for State
plan services and to offer these adults and children eligible for CHIP an alternative to
traditional direct coverage public programs. For State plan eligibles who are
categorically or medically needy parents or other caretaker relatives, the Demonstration
provides a reduced benefit package and requires increased cost-sharing. Savings from
this State plan population fund a Medicaid expansion for up to 25,000 uninsured adults
age 19 to 64 with family incomes up to 150 percent of the Federal Poverty Level (FPL).
This expansion population of parents, caretaker relatives, and childless adults is
covered for a limited package of preventive and primary care services. Also high-risk
pregnant women, whose resources made them ineligible under the State plan, are
covered under the Demonstration for the full Medicaid benefits package. The PCN
Demonstration was amended in October 2006 to alsc use Demonstration savings to
offer assistance with payment of ES| premiums through Utah's Premium Partnership for
Heaith Insurance (UPP). The UPP program uses Title XiX funds to provide up to $150
per month in ESI premium assistance to each uninsured adult in families with income up
to 150 percent FPL. UPP also uses Title XXI funds to provide premium assistance up
to $120 per month per child for CHIP eligible children with family income up 200 percent
FPL. UPP children receive dental coverage through direct CHIP coverage or they
receive an additional $20 per month if they receive dental coverage through the ESI.
Effective December 18, 2009, the PCN Demonstration was further amended to enable
the State to provide premium assistance to children and adults for coverage obtained
under the provisions of COBRA. Effective September 2012, the waiver was further
amended to allow adults up to 200% of the FPL be eligible for premium assistance for

ES| or COBRA continuation coverage.




Section 4: Compliance with Special Terms and Conditions

Utah has successfully completed all deliverables required by the Primary Care Network
Special Terms and Conditions and continues to work diligently to assure compliance
with all waiver requirements. The State maintains comprehensive administrative rules,
eligibility policies, and provider manuals that are regularly updated to reflect the most
current operational policies and procedures of the Primary Care Network demonstration

walver.
Utah has complied with all applicable Federal statues relating to nondiscrimination.

Utah has complied with all applicable requirements of the Medicaid and CHIP
expressed in laws, regulations, and policy statements, not expressly waived or identified
as non applicable in the Special Terms and Conditions {(STCs), apply to Utah’'s 1115

Demonstration Waiver, Primary Care Network.

Utah has complied with and has come into compliance with all changes in Federal law
affecting the Medicaid or CHIP program that have occurred after the approval of the
demonstration award date.

Utah’s 1115 Demonstration Waiver adheres to all requirements of the approved 1115

waiver.

Utah has remained within the budget neutrality expenditure cap for all populations.




Section 6: Compliance with Budget Neutrality
Requirements

See Attachment 1

Section 7: Program Evaluation
See Attachment 2

Section 8: Public Notice and Tribal Consultation

Public Notice of the State's request for renewal and amendment was published in the
Utah State Bulletin on December 1, 2012 (Attachment 3). The public has until March
15, 2010 to provide comment.

On December 7, 2012 the State held a public hearing from 4:00 PM to 6:00 PM to take

public comment on the extension request. (Attachment 4)

On December 7, 2012, a presentation regarding the request for renewal of Utah's 1115
Waiver and amendments was provided to the Utah Indian Health Advisory Board.
(Attachment 5) This is the first step in our approved consuitation process. The Tribes

did not request additional consultation.

On December 11, 2012, the State held a special meeting of the Medical Care Advisory
Committee from 3:30 PM to 5:30 PM to tale public comment on the PCN Demonstration

Waiver extension request. (Attachment 6)

Section 9: Quality Initiatives

State plan eligibles in a four county area receive many physical health services through

managed care plans. Mental health services for this population are also provided




through a managed care arrangement. A copy of the State’s latest External Quality

Review Organization report is included with this request for renewal. (Attachment 7)

A copy of Utah’s most current Consumer Assessment of Health Plans Survey (CAHPS)

is included with this request for renewal. (Attachment 8)
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ATTAC HMENT 2

L UTAH DEPARTMENT OF

3 HEALTH

Evaluation of Utah’s
1115 Demonstration Waiver

Primary Care Network,
High-Risk Pregnancy, and
Utah’s Premium Partnership



Information about the Demonstration

Title: Primary Care Network

Awardee: Utah Department of Health

Timeline:
December 11, 2001 Waiver submitted
February 8, 2002 Approved
July 1, 2002 Implemented
June 30, 2007 Original expiration date
june 30, 2010 Extension expiration date
June 30, 2013 Extension expiration date

A Brief History of the Demonstration

Utah’s 1115 waiver is a statewide demonstration to cover previously uninsured
individuals through alternative benefit packages. This demonstration uses increased
flexibility with current State plan eligibles to fund a Medicaid expansion for uninsured
adults age 19 and older with incomes up to 150 percent of the Federal poverty level
(FPL). It is known as the Primary Care Network (PCN). The waiver also includes
coverage for High-Risk pregnant women whose assets exceed the current Medicaid

asset limit.

The demonstration also provides an employer-sponsored health insurance option for
uninsured adults with incomes up to 150 percent of the FPL and for children with
family incomes up to 200 percent of the FPL. This option is known as Utah’s Premium
Partnership for Health Insurance (UPP). Children eligible for the Children’s Health
Insurance Program {CHIP) can elect to enroll in UPP if a parent has a qualified plan

through work.

In addition the demonstration includes an insurance subsidy option for uninsured
adults {up to 150% FPL) and children {up to 200%FPL) who are eligible for coverage
under COBRA.

The original Utah 1115 waiver was submitted on December 11, 2001, approved on
February 8, 2002, implemented on July 1, 2002, and was originally scheduled to expire
on June 30, 2007. On December 21, 2006, the waiver was extended through fune 30,
2010. On June 23, 2010, the waiver was extended through June 30, 2013.

Utah 1115 Waiver Demonstration Evaluation 1



Prior to the demonstration, Utah was providing a limited-benefit program for
otherwise uninsured adults through the Utah Medical Assistance Program (UMAP).
Coverage for UMAP adults was generally provided with 100% state funds. At the time
of the waiver’s implementation, the UMAP adults were enrolled in PCN and UMAP was

discontinued.

Population Groups impacted

Current Eligibles: This demonstration includes some modifications to benefits received
by currently eligible “Non-Traditional Medicaid” clients

Demonstration Population #1 — PCN enrollees: Previously uninsured parents and
adults without dependent children who enroll in this limited benefit program.

Demonstration Population #2 — Pregnant women with High-Risk pregnancies:
Previously uninsured women who face a $5,000 asset co-pay to enroll in
traditional Medicaid.

Demonstration Population #3 — UPP adults: Previously uninsured parents and adults
without dependent children who use the premium subsidy to enroll in private,

employer-sponsored health insurance.

Current eligible CHIP Children {Formally Demonstration Population #4}: UPP children
- Previously uninsured children who use the premium subsidy to enroll in private,
employer-sponsored health insurance.

Demonstration Population #5 — UPP adults: Previously uninsured parents and adults
without dependent children who use the premium subsidy to enroll in COBRA

continuation coverage.
Demonstration Population #6 — COBRA eligible children: previously insured children
who use a premium subsidy to enroll in COBRA continuation coverage.
Evaluation Requirements in Special Terms and Conditions

1. The State shall conduct an end-of-demonstration evaluation that incorporates any
amendments during the period of the demonstration.

Utah 1115 Waiver Demonstration Evaluation 2



2. The State must submit a draft evaluation design for an overall evaluation of the

j; Demonstration by August 31, 2011. At a minimum, the draft design shall include a
! discussion of the goals, objectives, and specific hypotheses that are being tested,
including those that focus on the target population for the Demonstration. The
draft design shall discuss the outcome measures that will be used in evaluating
the impact of the Demonstration during the period of approval, particularly the
target population. [t shall discuss the data sources and sampling methodology for
assessing theses outcomes. The draft evaluation design shall include a detailed
analysis plan that describes how the effects of the Demonstration shall be isolated

from other initiatives occurring in the State. The draft design shall identify
whether the State will conduct and evaluation or select an outside contractor for
evaluation.

3. The State shall submit to CMS for approval an amendment to the Evaluation Plan
referenced in section Xlll.1 (Submission of a draft Evaluation Plan) no later than
120 days after CMS’s approval of the COBRA Premium Assistance Program.

Purposes, aims, objectives, and goals of the demonstration
Overarching strategy, principles, goals, and objectives

The primary strategy for this demonstration is to provide valuable benefits to a

greater population by slightly reducing benefits to some currently covered
populations. The demonstration is founded on the principle that the highest value
health care comes from coverage for primary and preventive care. The goal of the

demonstration is to reduce the number of uninsured as well as the rate of
uninsurance for Utahns while improving the quality, value and access of care
received by beneficiaries.

To show that value can be added to the system without increasing costs by

shifting some resources from fully indemnified populations to populations that
currently have no health care coverage. In addition, the demonstration seeks to
increase health insurance coverage without directly providing the coverage
through government-managed programs.

State’s hypotheses on outcomes of the demonstration

There are five hypotheses in this demonstration that will be evaluated

Utah 1115 Waiver Demonstration Evaluation 3



Hypothesis #1: The demonstration will not negatively impact the overall health
well-being of Current Eligibles who experience reduced benefits and
increased cost sharing.

Hypothesis #2: The demonstration will improve well-being in Utah by:

a. Reducing the number of Utahns without coverage for primary health
care.

b. Improving PCN enrollees’ access to primary care.
c. Improving the overall well-being in the health status of PCN enrollees.

Hypothesis #3: The demonstration will reduce the number of unnecessary visits to
emergency departments by PCN enrollees.

Hypothesis #4: The demonstration will increase the number of prenatal visits for
High-Risk pregnancies in comparison to the general population.

Hypothesis #5: The demonstration will assist previously uninsured individuals in
obtaining employer-sponsored health insurance without causing a decrease
in employers' contributions to premiums that is greater than any decrease in
contributions in the overall health insurance market.

Hypothesis #6: The demonstration will assist individuals currently eligible for or
enrolled in COBRA with monthly premium reimbursement to help reduce the
number of uninsured while reducing the rate of uninsurance.

Key interventions planned

Implementation and administration of the Primary Care Network program PCN
Expansion

Implementation and administration of the Utah’s Premium Partnership for Health
Insurance Program {UPP) for both employer-sponsored insurance and COBRA

continuation coverage.

Implementation and administration of the High-Risk Pregnancy Program

Utah 1115 Waiver Demonstration Evaluation 4




Evaluation Design

General Approach to Evaluation

Data Sources

Claims Data: The State has access to claims data for PCN and High-Risk pregnancy

enrollees through the State’s fee for service system. We will use that data to
monitor utilization patterns and costs. The State also has access to claims
data for Current Eligibles who are affected by this demonstration. However, it
should be noted that Current eligibles in Weber, Davis, Salt Lake and Utah
counties are enrolled in managed care. Therefore some data on Current
Eligibles may not be immediately comparable to that in the State’s system.

Outcome Tracking Data: Specialty, charitable care is not an included benefit in the

PCN demonstration. Primary care providers may contact PCN administration
and request a referral for specialty care. Charitable Care Coordinators
endeavor to fill this gap by seeking donated charitable care from providers and
institutions. Outcomes of these endeavors are tracked and summarized.

Comparison groups

Where possible, the State will compare PCN enrollee utilization and health status

to similar populations within traditional Medicaid and Non-Traditional Medicaid.

Timelines for Completing and Delivering Elements of the Evaluation

Draft Evaluation Report: December 31, 2012.

Final Evaluation Report: Within 60 days after receipt of CMS feedback on the

Draft Report.

Plan for Analysis

o vk wNn e

Evaluation of performance of the demonstration,

Report outcomes,

Identify limitations, challenges and opportunities,

tdentify successes and best practices,

Revise strategies or goals,

Develop recommendations and implication at the state and federal levels.
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Introduction

g
§
!

Historically, Utahns age 19 to 64 have the highest rate of uninsurance in the state. The rate of
uninsurance is highest among adults with family incomes below 150 percent of the Federal
Poverty Level (FPL)—the working poor—a group that, even though employed, is not able to
acquire or afford health insurance through their employers.

In 2011, 18.7 percent of all Utahns age 19-64 declared that they were uninsured. During that
same year (2011}, 13.2 percent of Utahns employed full-time were uninsured while 41.3
percent of Utahns with a household income below 150 percent FPL were uninsured. It is this
group that Utah’s Primary Care Network (PCN} was designed to serve by offering limited
benefits to cover their day-to-day needs and to encourage them to appropriately use the
health care system. The basic goal of PCN is to serve a larger percentage of this income group
with basic benefits than could be served if the coverage were more comprehensive.

Since its inception in July 2002
through the end of Utah state Utah's 1115 Waiver -- Distinct Lives
fiscal year 2012 (June 30, 2012), Total for State Fiscal Years 2003 to 2012
Utah’s Primary Care Network has
served a total of 104,937
individuals, with an average of

- PCN Adults With
Children
) . ) 62,999
24,200 unique lives being served

in each fiscal year. # PCN Childiess
Adults

36,543

Total enrollment fluctuates as

B High Risk

Pregnancy
1,976

. . ¥ CHiP UPP COBRA
applications are only accepted 144

during open enroliment periods, ¢ UPP COBRA
357 B UPP Adults Witk
Children

1,317

which are held when sufficient

. & CHIP UPP

resources are available to cover 1,592 UPP Chisdless
Adules

more people. The federal 109

government requires PCN to
enroll more aduits with children than people without children. Because of this, PCN may
schedule separate enrollment times for parents and those without children. To qualify as a
parent, the applicant must have children age 18 or younger living at home. Enrollment can be
held at any time throughout the year as space becomes available.

The primary source for applicants to learn about Utah’s Primary Care Network is from the
Department of Workforce Services Eligibility Workers, as applicants are seeking public
assistance.

Utah 1115 Waiver Demonstration Evaluation 6



During state fiscal year (SFY) 2008 and into SFY 2009, the Utah Department of Health
increased the marketing, and subsequently the awareness, of PCN resuiting in peak
enroliment during SFY 2009. During that peak (SFY 2009), a total of over 35,242 distinct lives
were served for at least one month during the year. Moreover, the all-time monthly peak
enroliment occurred in June of 2009, with 24,405 individuals participating in the Primary Care
Network.”

Utah's 1115 Waiver -- Distinct Lives*
Within Each Fiscal Year

40,000
% CHIP UPP COBRA
L]
@
¥ LIPP COBRA
= 30,000
0 2 CHIP UPP
=
=1 .
g 20,000 & UPP Childiess Adults
%5 B UPP Adults With Children
=
S 10,000 8 High Risk Pregnaney
=)
o @ PCN Adults With Children
0 & PCN Childless Adults

SFYQ3
SFY04
SFYD5
SFYD6

FYo7
SFY08
SFY(9
SFY10
SFY1i
SFY12

[7s]

State Fiscal Year

* Distinct Lives includes olf individuols enrolled in PCN for at least one month during the fiscal year.

PCN offers primary care services which include: primary care provider visits; four prescriptions
per month; dental exams, dental x-rays, cleanings, and fillings; immunizations; an eye exam
(no glasses or contacts}; routine lab services and x-rays; limited emergency department visits;
emergency medical transportation; and birth control.

Overnight hospital stays, MRIs, CT scans, and similar services, as well as visits to specialists
such as orthopedists or cardiologists are not covered under PCN. To assist PCN clients who
may be in need of non-covered services, a written request may be made by a participant’s
primary care provider for a PCN Specialty Care Coordinator to assist in finding providers who
are willing to donate services or provide treatment for a minimal co-pay.
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Evaluation of Hypotheses

Hypothesis 1: The demonstration will not negatively impact the overall well-being,
in relation to health status, of Current Eligibles (Non-Traditional Medicaid) who
experience reduced benefits and increased cost sharing.

According to insurance claims filed with Utah medical assistance programs, during the first
five years the PCN program was in existence, many enrollees took advantage of the ability to
see a primary care provider {PCP} as they had not access to basic health care for many years.
The rate of individuals who accessed PCP care increased to a peak of 97 percent of enrollees
in SFY 2006. During this same time period, Non-Traditional Medicaid (NTM) participants also
increased their visits to PCPs to a peak of 69 percent in SFY 2006.

Rates of accessing a PCP diminished for both PCN and NTM from SFY 2006 to SFY 2009.
However, with similar rates of decrease for both, one did not adversely affect the other.

During SFY 2009 and 2010, the Utah converted to a new eligibility enrollment system and PCN
again experienced an increase in participants accessing a PCP, although not the degree
experienced with the implementation of the PCN program {up to 68 percent in SFY 2011). At
the same time, access to a PCP among NTM enrollees maintained an even rate between 38
percent and 40 percent. Again, there was no negative impact to the NTM group by increase of
PCN enrollees seeking PCP care.

Enroliees who saw a Primary Care Provider
Annual PCP Office Visits

100% A

E
K
o ,-
a 75% -
o
&
-
E Non-traditional Medicaid
]
g L3 PR s Primary Care Network
e
=
h
0%
m =+ un o P~ o0 (=} =] 3 ~
o © o v o o & 494 @9 o«
L & & & & & & & &
(%] w vy w1 173 v vy in wy il

State Fiscal Year
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Hypothesis 2a: The demonstration will improve well-being in Utah by reducing the
number of Utahns without coverage for primary health care.

Between 2001 and 2011, the percent of Utahns without health insurance increased among all
adults age 19 to 64. This increase in uninsurance affected not only the PCN target group—
those at 0-150-percent of the Federal Poverty Level (FPL)—but the three major employment
groups as well: full-time, part-time, and self-employed.”

Uninsured Utahns, Age 19-64
by Poverty and Employment Status/ Amount of Change

¢ R e o S e e e o e e e s
100% e 1 50% FPL
{+7.3 points)
= o,
o TEY A s e e Fyll-time Emyployed
- (+ 3.6 points)
£
__% 50% e Pri-time Employed
= (+ 13.2 points}
g e smecsnees Self Employed
g 25% - (+ 9.6 points)
0% e e R e e S e (+7.8 points)
— o < e o I~ [=e] (22 o —
EE S e e 88 dd
O 6 O & 6 6 L L O 0o

Calendar Year

The PCN target group continues to have the highest rate of uninsurance, but the increase in
the rate of uninsurance in the PCN target group is lower than for all of the employment
groups except for adults employed full time. The PCN target group experienced an increase of
7.3 percentage points in uninsurance between 2001 (34.0 percent} to 2011 (41.3 percent),
while the self-employed-adults group increased 9.6 points (2001: 19.5 percent to 2011: 29.1
percent), and the rate of uninsurance for the part-time-employed group nearly doubled,
increasing 13.2 points (2001: 13.4 percent to 2011: 26.6 percent uninsured}. Even the
employed-full-time group experienced an increase in uninsurance, up 3.6 points {2001: 9.6
percent to 2011: 13.2 percent).

it is postulated that lower rate of increase in the target group is due, at least in part, to the
availability of PCN insurance.
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Hypothesis 2b: The demonstration will improve well-being in Utah by improving

PCN enrollees’ access to primary care.

The PCN benefit covers four prescriptions each month or a maximum of 48 per year. The
number of prescriptions is not limited in the Medicaid and Non-Traditional Medicaid
programs.

As reflected in Hypothesis 1 (PCP visits), the first few years of the PCN program ushered in a
greater need to treat pent-up conditions among a group of people who had collectively been
without health insurance for a number of years. Even so, with an allowable 48 prescription
claims allowed per year, the highest average number of prescription claims filed among PCN
enrollees is 15.3 in SFY 2006, including both PCN adults with children and PCN childless adults.
As these initial needs were quelled, the average number of prescription claims per PCN
enrollee has settled in at an average less than 12 per year.’

Average Number of Rx Claims Per PCN Enrollee
Annual Pharmacy Claims

BBl e e e et e

36 A4 e A A R S A R R R S T [N

swmses PCN Adults With Children
=z PCN Childless Adults

asmmms ALL PCN

Rx Claims per Enrollee

FY0S

SFYO3
SFY04
SFY0S
SFY06
SFYO7
SFY08
SFY10
SFYLL
SFY12

wy
State Fiscal Year

Through PCN, approximately 24,000 individual lives each year since July 1, 2002 have been
improved by having access to basic primary medical care and a limited number of
prescriptions. This is coverage that is not available through any other source for this group of

people.
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Hypothesis 2c: The demonstration will improve well-being in Utah by improving the
overall well-being in the health status of PCN enrollees.

As a primary care program, PCN does not cover inpatient hospital services such as surgery or
overnight hospital stays. If it is determined that a client needs to stay in the hospital for more
than 24 hours, the client should contact the hospital’s billing office to determine eligibility for
the hospital’s charity care program.

Likewise, specialty care services such as cardiology, gastroenterology, etc. are not a covered
by PCN. However, with a written referral that includes clinical notes from a primary care
provider (PCP), PCN is committed to assisting with a search for donated services at little or no
cost to the client.

Between April 2005 and June 2011, PCN Specialty Care Coordinators received a total of 11,615
referrals from PCPs. The Care Coordinators voluntarily tracked and categorized the outcomes
of these referrals. Those tracked outcomes have been summarized into four categories.’

Services Rendered: Successfully arranged specialty care, the requested service is a
covered PCN benefit (specialty care was not required}, clients arranged their own
specialty service, and client obtained health insurance.

In Process: OQutcome is pending, client is on the charitable-care waiting list at
University Healthcare (U of U Medical Center), client has been contacted—
awaiting a response, case was transferred, and duplicate referral.

Client’s action: Client has not responded to communication, service was not required,
client was not eligible for PCN, and client refused service.

Services Not Rendered: Client cannot pay fee, Intermountain Healthcare denied
charity care, and service referral was unsuccessful/unavailable.

The plurality of outcomes {those with the greatest proportion) falls in the “Services Rendered”
category. Indeed, Specialty Care Coordinators have been able to report 37 percent (SFY 2010)
to 47 percent (SFY 2011} of the referrals they have received have resulted in services being
rendered.

By comparison, “Services Not Rendered” outcomes range from 18 percent (SFY 2009) to 23
percent (SFY 2006)—roughly half of what the “Services Rendered” percentages are for each
fiscal year.

Utah 111% Waiver Demonstration Evaluation 11



PCN Charitable Care Outcomes
Referrals from PCP by State Fiscal Year
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Qutcomes identified as “In Process” in most cases were resolved in the following quarter. The

group of outcomes categorized as “Client’s Action” were out of the Specialty Care

Coordinator’s control, with the majority of them being a non-response from the client, even
after the Coordinator attempted to contact them at a variety of times and using all available

contact information.

Utah 1115 Waiver Demonstration Evaluation

12



Hypothesis 3: The demonstration will reduce the number of unnecessary visits to

emergency departments by PCN enrollees.

Consistent with Hypotheses 1 (PCP visits) and 2b (Rx claims), there were a higher percentage
of PCN enrollees with emergency department (ED) claims in the first few years of the PCN
program, primarily among childless adults, as multiple years of untreated conditions were
being addressed. Indeed in state fiscal years 2004 through 2006, over one-third (33 to 36
percent) of PCN childless adults had an ED claim. In the subsequent years, the percent of PCN
clients with an ED claim has maintained a downward trend, with 10 percent of PCN childless
adults filing an ED claim in SFY 2012—a drop of 26 percentage points. Even among PCN adults
with children, the percent with an ED claim started at 18 percent in SFY 2003 and was down to
7 percent in SFY 20127
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Looking deeper at the status of ED claim—whether they were coded as emergent or non-
emergent by the provider—reveals that 0.8 claims per PCN adult with children and 0.7 claims
per PCN childless adult were non-emergent in SFY 2003. That rate continued to increase and
reached a high in SFY 2006 with 1.1 non-emergent claims per PCN adult with children and 1.6
non-emergent claims per PCN childless adult.

In SFY 2007, efforts to educate all Medicaid enrollees about appropriate emergency
department use increased and the overall number of ED claims decreased as did the
incidence of non-emergent claims, dropping to 0.1 {PCN adults with children) and 0.2 (PCN
childless adults) non-emergent claims per recipient.
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The incidence of non-emergent ED claims has increased in SFY 2012 to levels that surpass SFY

2003 (0.8 and 0.9 claims per enrollee, respectively); this calls for a renewed effort to educate

public health recipients about appropriate emergency department use.

Non-Emergent Claims
Among PCN Enrollees
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Hypothesis 4: The demonstration will increase the number of prenatal visits for

High-Risk pregnancies in comparison to the general population.

According to the birth records within the Utah Office of Vital Records and Statistics, Utah
women who give birth during 2008 had an average of 11.05 prenatal visits, which serves as a
baseline for this comparison. This includes all women, regardless of health insurance coverage
or risk level, In 2009, the statewide average number of prenatal visits decreased slightly to
10.95, but has consistently increased to an annual average of 11.17 prenatal visits in 2011.°

The average number of prenatal visits for the High-Risk Pregnancy group has been

consistently higher than the statewide average, with an average of 11.93 prenatal visits in

2009 (compared to 10.95 statewide). The rate of prenatal visits for the High-Risk Pregnancy
group dipped to 11.51 in 2010 and rebounded to 11.93 in 2011.” It should be noted, however
that the number of births under the 1115 Waiver (3-year average: 155) is significantly smaller
than the total number of births in Utah (3-year average: 52,456}.

Average Number of Prenatal Visits
Within Each Calendar Year
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Hypothesis 5: The demonstration will assist previously uninsured individuals in
obtaining employer-sponsored health insurance without causing a decrease in
employers' contributions to premiums that is greater than any decrease in
contributions in the overall health insurance market.

In November 2006, Utah’s Premium Partnership for Health Insurance (UPP) was implemented
to create opportunities for qualified individuals and their family members under age 18 to
purchase employer-sponsored health insurance by reimbursing health insurance premiums up
to $150 per adult and $120 per child {$140 per child if dental coverage is also purchased)

every month.

The Utah Department of Health implemented a marketing push for UPP in SFY 2008 and SFY
2009, when total enrollment in UPP reached its peak of 1,393 participants. Then in March
2010, President Obama issued an Executive Order that clarified how rules limiting the use of
federal funds for abortion services would be applied to the new health insurance exchanges. It
was determined that the Executive Order in conjunction with the intent of the state law
created new expectations for the UPP subsidy. In April 2010, an emergency rule was filed to
prohibit UPP from reimbursing participants who were enrolled in plans covering abortion
services beyond the circumstances allowed for the use of federal funds (i.e., life of the
mother, rape, or incest). Subsequently, enroliment in UPP in SFY 2012—919 participants—is
approximately two-thirds of what it was at its peak.

UPP Participation
Number of Enrollees by State Fiscal Year
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The population served by UPP is relatively small, a total of about 3,250 distinct lives over six
years, counting both adults and their dependent children.*

Just 23 clients have been continuously enrolled in UPP for the last five years. Of these
individuals, 20 were not eligible for the employer reimbursement for their personal premium,
but utilized UPP to assist with health insurance premium payments for their dependents. The
three individuals who have received UPP assistance with their health insurance premium have
experienced no decrease in employer contributions. indeed, their employers were paying an
average of 60 percent of the premium in 2007 and an average of 61 percent in 2012."

For individuals using UPP to assist with premiums for their dependents only, the employer
contribution for their personal premium (not the premium of their dependents) has
decreased from an average of 83 percent in 2006 to an average of 66 percent in 2012.
However, UPP was not reimbursing this premium and is therefore not accountable for the
decrease in the employer contribution.

UPP Employer Contribution
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Hypothesis 6: The demonstration will assist individuals currently eligible for or
enrolled in COBRA™ with monthly premium reimbursement to help reduce the
number of uninsured while reducing the rate of uninsurance.

Utah’s 1115 Waiver was amended in SFY 2010 to allow for premium assistance for COBRA
coverage. Based on family size, income, and if the former employer’s health insurance
coverage meets basic guidelines, UPP COBRA recipients may be reimbursed for up to $150 per
adult and up to $120 per child in the family (up to $140 per child, if the child is enrolled in

dental coverage) every month.

In SFY 2011, the American Recovery and Reinvestment Act (ARRA) provided an additional
subsidy for employers to pay for COBRA benefits resulting in higher UPP COBRA enrollment
until the subsidy ended in February 2011. The end of this subsidy, combined with the 2010
executive order limiting which COBRA plans qualify for UPP assistance, resuited in 30 percent
fewer UPP COBRA enrollees in SFY 2012

UPP COBRA Enrollment
Within Each Fiscal Year
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From its inception in SFY 2010 through the end of state fiscal year 2012, there have been 257
adults and 144 children (a total of 401 lives) who have received UPP assistance with their
COBRA [:)remiums.12

" Consolidated Omnibus Budget Reconciliation Act
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Conclusion and Recommendations

Utah’s 1115 Primary Care Network Demonstration Waiver has proved to provide a significant
benefit to Utah residents who would otherwise have no health insurance coverage and would
likely go without health care. Until such time, as the State of Utah determines how or if it will
expand Medicaid coverage under the provisions of the federal Affordable Care Act, Utah'’s
1115 Primary Care Network Demonstration Waiver should continue. Without the waiver,
thousands of Utahns would go without needed healthcare.
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Endnotes

! Utal’s Indicator-Based Information System for Public Health {IBIS-PH), Health insurance Highlights Table, 2011
Behaviorat Risk Factor Surveillance system Survey (BRFSS),
http://health.utah.gov/opha/publications/2011befss/Highlights_201%.pdf.

2 Counts of distinct fives enrolied under Utah’s 1115 Demonstration Waiver using monthly enroliment data
aggregated by all-time enroliment, state fiscal year enrocliment, and monthiy enroliment. An individual is counted
on once within any time period,

¥ Analysis of claims data for PCN and Non-Traditional Medicaid including counts of all enrollees and those with a
claim containing the following CPT4 hilling codes: 99201-99205, 99211-99215, 99381-99385, 99391-99395,
99241-99245, 99354, 99355, G0438, G0439, and/or 55190,

* Utah’s Indicator-Based Information System for Public Health {IBIS-PH), Health Insurance Highlights Table, 2011
Behavioral Risk Factor Surveillance system Survey (BRFSS).

* PCN claims data: Count of prescription claims data for PCN adults with children and PCN childless aduits
compared to the number of PCN enrollee within each state fiscal year.

® Specialty Care Coordinator’s Primary Care Network Combined Quarterly Reports from April 2005 through June
2011. Coordinators log requested specialties, outcomes, and geographic area. Cutcomes were summarized for
this report.

’ Analysis of Utah Medicaid claims data for emergency department (ED) clairns, including counts of enrollees, ED
recipients, ED claims, and the emergency indicator.

¥ Data for All Medicaid, Not Medicaid, and Statewide Average comes from a guery of Utah’s Indicator-Based
Information System for Public Health {IBIS-PH)}, Data Table of Average Number of Prenatal Visits by Mother’s
Medicaid Status, for years 2008 to 2011,
http://ibis.health.utah.gov/query/result/birth/BirthBirthRaceCnty/ AvgPNCVisit.himl.

® specific data for the High-Risk Pregnancy group comes from a query of Vital Records birth tables within the
Utah Medicaid Data Warehouse; no identifier exists in the IBIS data to query at this level. This data first comes
available with calendar year 2009 data.

1% count of distinct Utah Medicaid enrollees with at least one month of eligibility, aggregated by state fiscal years
2007 to 2012.

* Utah Department of Health UPP Employer Contribution 2006-2012 Enrollment Report.

2 count of distinct Utah Medicaid UPP enrollees and their dependents with at least one month of eligibility,
aggregated by state fiscai years 2010 to 2012,
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Special Notice (sn153540), UT Bull 2012-23 (12/01/2012) Page 1 of 1
ATTACHMENT 3

Special Notice
This notice was published in the December 1, 2012, issue (Vol. 2012, No. 23) of the
Utah State Bulletin.

Special Notice: Special Notice for the Primary Care Network
Notice of Public Hearing on the Extension of the 1115 Primary Care Network
Demonstration Waiver

Pursuant to the requirements of 42 CFR 431.408, two public hearings regarding the
proposed extension of the 1115 Primary Care Network Demonstration Waiver wili be
held on the following dates and times:

Friday, December 7, 2012, from 4:00 PM to 6:00 PM at the Cannon Health Building,
Room 125, 288 North 1460 West, Salt Lake City, Utah. Attendees may participate by
telephone 801-521-5399.

Tuesday, December 11, 2012, from 3:30 PM to 5:30 PM at the Cannon Health Building,
Room 101, 288 North 1460 West, Sait Lake City, Utah. This will be a special meeting of
the Medical Care Advisory Committee. Attendees may participate by telephone 801-
521-3615.

The Utah Department of Health, Division of Medicaid and Health Financing is submitting
a request to extend the 1115 Primary Care Network Medicaid Waiver for another three
years. This will allow the Department to continue operating PCN, Non-Traditional
Medicaid, High Risk Pregnancy, and Utah's Premium Partnership Program through
June 30, 2016. Additional information can be viewed at:
http://iwww.health.utah.gov/medicaid/

The proposed extension is subject to Centers for Medicare and Medicaid Services
(CMS) approval.

For questions regarding this notice, please contact Leigha Rodak at 801-538-6806 or
rodak@utah.gov. -

Additional Information

The Portable Document Format (PDF) version of the Bulletin is the official version. The
PDF version of this issue is available at http;/Awww.rules. utah.gov/publicat/bull-
pdf/2012/b20121201.pdf. The HTML edition of the Bulletin is a convenience copy. Any
discrepancy between the PDF version and HTML version is resolved in favor of the PDF
version.

For questions regarding this notice, please contact Craig Devashrayee, by phone at
801-538-68641, by FAX at 801-538-6099, or by Internet E-mail at
cdevashrayee@utah.gov.

Home | Publications | Utah State Bulletin | 12/01/2012 Contents | Special Notice (sn153540)

2012 @ Division of Administrative Rules

5110 State Office Building / Capitol Hili Complex / 450 North State Street / Salt Lake City, UT 84114
Business Hours; & AM to 5 PM, Moncday through Friday. Please call ahead for an appaintment.
Phone: 801-538-3764 / Fax: 801-537-9240

http://www.rules.utah.gov/publicat/bulletin/2012/20121201/sn153540.htm 12/7/2012
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4115 PCN Demonstration Waiver
ATTACHMENT 4 Application for Extension
Public Hearing
December 7, 2012
Room 125 Cannon Health Building
Attendees




1115 Primary Care Network (PCN) Demonstration Waiver
Application for Extension

Program Description

The Utah 1115 Primary Care Network (PCN) Demonstration Waiver was originally submitted in
December 2011 and implemented on July 1, 2002. This is a statewide waiver which expands
Medicaid coverage to certain able bodied aduits who are not eligible for Medicaid State Plan
services. The Waiver also offers these adults and children on the Children’s Health Insurance
Program (CHIP) an alternative to traditional direct coverage. The Waiver provides a reduced
benefit package for parents and caretaker relatives who qualify for Medicaid State Plan and
requires higher cost sharing for these groups. This is referred to as “Non-Traditional” Medicaid.
The savings from these reductions are used to fund a Medicaid expansion for up to 25,000
uninsured adults between the ages of 19 and 65 with household incomes up to 200% of the
Federal Poverty Level (FPL). This expansion population of parents, caretaker relatives and
childless adults is covered for a limited package of preventative and primary care services. This
is referred to as the Primary Care Network (PCN) program.

In addition, high risk pregnant women, whose resources make them ineligible under the
Medicaid State Plan, are covered under this Demonstration for the full Medicaid Package

In Qctober 2006, the Waiver was amended to also use demonstration savings to offer
assistance with payment of insurance premiums for employer sponsored insurance (ESH)
through the Utah’s Premium Partnership for Health Insurance program (UPP). The Waiver was
later amended to allow for premium assistance for COBRA continuation coverage. The UPP
uses Medicaid (Title XIX) funds to provide up to $150.00 per month in premium assistance for
eligible adults. UPP uses CHIP (Title XXI) funds to provide premium assistance up to $120.00
per month per child. UPP Children receive dental coverage through direct CHIP coverage or
they receive an additional $20.00 per month if they receive dental coverage through ESI.

Demonstration Waiver Renewal.

CMS only approves demonstration waivers for a period of three years. If the State wishes to
continue a demonstration, the State must apply for and justify an extension to CMS. The
current 1115 PCN Demonstration waiver is set to expire on June 30, 2013. Therefore, the State
is submitting an application to renew the waiver for an additional three year period (July 1, 2013-
June 30, 2016.) Pending a final decision from the Governor and the Legislature on Medicaid
expansion under the Affordable Care Act, the Department believes it is prudent to pursue an
extension of the Waiver. Failure to extend the waiver will mean termination of the PCN, High
Risk Pregnant women and UPP programs effective June 30, 2013.



Utah Indian Health Advis'dry' Board
(UIHAB) Meeting

12/07/2012

9 AM -1 PM

Utah Department of Health
3760 So. Highland Drive
Board Room, 5™ Floor

Salt Lake City, UT

84106

ATTACHMENT 5

Meeting called by:

Type of meeting:
Facilitator:
Note taker:

Please Review:

9:00 AM

9:15 AM

10:15 AM
10:45 AM
11:00 AM

11:15 AM
11:30 AM
11:45 PM

12:00 PM

12:10 PM
12:40 PM

1:00 PM

UIHAB DRAFT DRAFT DRAFT DRAFT DRAFT
Monthly
Melissa Zito

Gayle Coombs (Bridge Line # 801-521-5399)

November Board minutes, Medicaid Rules & SPA document(s), Waiver summary(s)

Agenda topics

Welcome & Introductions

_ Amy Cesspooch
Approval Minutes

Committee Updates & Discussion

Medicaid State Plan Amendments (SPA) & Rules Craig Devashrayee

DWS Medicaid Eligibility

MCAC

CHIP Advisory Committee

UDOH Office of Health Disparities

-2

Asset Verification for Blind & Disabled

Extension of 1115 Wavier for PCN

Clinical Health Infﬁrmation Exchange (cHIE)
Gestational Diabetes; Health System Assessment
Autism Waiver Amendments

U of U Dept. of Pediatrics

UDOH Updates
= Indian Heaith Medicaid Manual update
s 2013 Al Summit; 8/14-15/2013
= QIG Audit; update

IfT/U Updates

Holiday Celebration & Gift Exchange!

Adjourn

Jacoy Richens
David Ward
LeAnna Vankeuren
Dulce Diez

Jeff Nelson
Emma Chacon
Mary Carbaugh
Grant Sunada
Josip Ambrenac
Richard White
Melissa Zito

Cecelia Richins

»

UIHAB Representatives




ATTACHMENT 6

December 17, 2012

The Honorable Kathleen Sebelius

Secretary

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Washington, D.C. 20201

Dear Secretary Sebelius:

We are writing in support of the application for the extension of Utah’s 1115 Primary Care Network
Demonstration Waiver. The current waiver is set to expire June 30, 2013. Utah’s 1115 waiver created
critical programs which continue to provide healthcare to thousands of Utahns between the ages of
19 and 64 who are not eligible for Medicaid. In addition, the waiver provides an opportunity for low-
income families to access health insurance coverage through their employer or through COBRA
continuation coverage with premium reimbursement assistance. This premium subsidy program can
provide an important tool in ensuring health plans are affordable for low-income families receiving
employer sponsored coverage even after the full implementation of the Affordable Care Actin 2014.

As you know, many states have yet to make a decision regarding expansion of Medicaid coverage to
adults between the ages of 19 and 64 up to one hundred thirty-eight percent (138%) of the FPL. In an
effort to minimize any disruption in healthcare for the individuals covered under the waiver, the Utah
Medical Care Advisory Committee strongly supports an extension of the waiver as it is currently
written. Depending on Utah’s final decision regarding Medicaid expansion, a request for amendment
or a transition plan for termination of the waiver will be submitted at a later date.

We appreciate your consideration in this matter.
Respectfully,

Lincoln Nehring, Chair
Medical Care Advisory Committee
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Medicaid Managed Care Entities 2012 Annual External Quality Review Report
Executive Summary

1. EXECUTIVE SUMMARY
A. Overview of External Quality Review Requirements and Process

Medicaid is a joint federal and State program that provides medical assistance to low-
income individuals including children, the elderly, individuals with disabilities, and
pregnant women. Many states use managed care programs as a means of controlling
expenditures while providing this medical assistance.

The State of Utah, Utah Department of Health (UDOH) contracts with eleven managed
care entities (MCEs) under 1915(b) waiver authority. Two MCEs are referred to as
Physical Health Plans (PHPs) in this report; one is a Managed Care Organization (MCO)
and one is a Prepaid Ambulatory Health Plan (PAHP). All nine Prepaid Mental Health
Plans (PMHPs) are Prepaid Inpatient Health Plans (PIHPs). For the purposes of this
report, the term MCE refers to both the PHPs and PMHPs. The majority of Utah’s
Medicaid population is enrolled in MCEs,

The Balanced Budget Act of 1997 (BBA) added Section 1932 to the Social Security Act
(the Act), pertaining to Medicaid managed care. Section 1932(c) of the Act requires
states to implement a quality assessment and improvement strategy. Included in that
strategy is an annual external independent review of the quality, outcomes, timeliness,
and access to the services covered under each managed care contract.

The Centers for Medicare and Medicaid Services (CMS) requires states to have external
quality reviews (EQR) of their MCEs. To fulfill this requirement, UDOH contracts with
HCE QualityQuest (QQ), an external quality review organization (EQRO), to conduct the
required EQR.

QQ’s 2012 scope of work included EQR activities for all 11 MCEs. This report includes:

» The results of QQ’s validation of Performance Improvement Project (PIP) activities
underway during 2011 for ten MCEs (nine PMHPs and one MCO);

» Performance Measures Performance for ten MCEs (nine PMHPs and one MCO); and

» Follow-up contract compliance reviews for ten MCEs (nine PMHPs, and one PAHP)

This report also contains four appendices.

Appendix I: Annual Report Format Crosswalk

This appendix contains a crosswalk that provides an overview of how the report is
organized. In addition, the crosswalk describes the sections of the report containing

| federally mandated components under 42 CFR §438.364 and content recommended by

: CMS in the Centers for Medicare and Medicaid Services’ State External Quality Review
Toolkit for State Medicaid Agencies, Issued October 2006 (EQR Toolkit).
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Appendix 2: Sample HEDIS Measure
This appendix contains the information required to obtain the Breast Cancer Screening
measure. It provides an example of the requirements for collecting one HEDIS measure.

Appendix 3: Completion Status of Required Corrective Actions Identified in 2011
This appendix contains a summary of the corrective actions QQ required of each MCE,
based on its 2011 EQR, and the completion status of QQ’s 2012 follow-up reviews.

] Appendix 4: Required Corrective Actions Identified in 2012
s This appendix contains a summary of the required corrective actions for all EQR
f activities performed in 2012.

This annual EQR report aggregates the data and analysis from EQR activities and
presents statewide conclusions regarding quality, timeliness, and access to care. QQ
produced Individual Plan Reports (IPR) for each MCE detailing the review findings and
any required corrective actions the MCEs must implement.

B. Major Findings for Quality, Timeliness, and Access to Care
Performance Improvement Projects Performance

In accordance with Federal managed care regulations, the UDOH, requires the MCE:s to
conduct PIPs. The purpose of PIPs is to improve health outcomes and/or enrollee
satisfaction.

Six of the nine PMHPs chose a topic related to improving concurrent or collaborative
documentation during treatment sessions. The choice of this topic is both timely and
relevant as concurrent/collaborative documentation has gained national acceptance.

| Three of these six PMHPs collaborated on their PIP. Of the three remaining PMHPs, one
is focusing on improving assessment of possible co-occurring substance abuse disorders;
one is focusing on improving therapists’” use of outcomes data in treatment sessions; and
the other is focusing on decreasing no-show rates for initial mental health appoiniments.
All of the PMHPs chose meaningful and relevant study topics.

Based on QQ’s review of PIP activities performed in 2011, QQ determined that overall,
the PMHPs Met 94% of the applicable PIP criteria. PMHPs’ scores ranged from 64% to
100%. Four PMHPs, Davis Behavioral Health (DBH), Northeastern Counseling Center
(NCC), Southwest Behavioral Health Center (SBHC), and Wasatch Mental Health

1 (WMH ) Met 100% of the applicable criteria. Two PMHPs, Central Utah Counseling

' Center (CUCC) and Weber Human Services (WHS) Mer 97% of the applicable criteria.
Two PMHPs, Four Corners Community Behavioral Health (FCCBH), and Valley Mental
Health (VMH) Met 92% of the applicable criteria. One PMHP, Bear River Mental
Health (BRMH) Mer 64% of the applicable criteria.

The MCO, Molina Healthcare of Utah (MHU), chose as its PIP topic the development of
intervention strategies to increase the incidence of LDL screening among its enrollees
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with diabetes. Improvements in blood lipid control can reduce cardiovascular
complications in individuals with diabetes by as much as 50 percent; therefore, MHU’s
study topic is highly relevant and has the potential to significantly improve the health of
its enrollees with diabetes. MHU began work on its PIP in 2010 and has completed six of
the ten required activitics. MHU Met 100% of the criteria for the PIP activities
completed in 2011.

Performance Measures Performance

UDOH requires the PMHPs to collect data on three access to care standards defined in
the PMHP contract and report the results annually to the State. The purpose of these
performance measures is to ensure that enrollees have access to care in a timely manner
based on the level of care needed. The PMHP contract requires the PMHPs to maintain
an initial contact data system capable of maintaining the data elements necessary to track
and report adherence to the performance standards.

QQ obtained the report specifications defined by UDOH and the data files used by the
PMIHPs to create their annual performance measures reports. QQ used an automated
program to calculate the number of days between the initial contact and the first offered
appointment time for urgent, non-urgent, and emergent contacts. QQ calculated a
percentage of compliance for each performance measure and an overall compliance rate
based on the total number of initial contacts for each PMHP and in aggregate. Overall,
QQ validated that the PMHPs offered an appointment within the required timeframes to
96.8% of enrollees requesting an initial mental health appointment. This high level of
compliance is evidence that the PMHPs provide timely access to care.

Both PHPs, MHU and Healthy U (HU), are required to collect Healthcare Effectiveness
Data and Information Set (HEDIS) measures, using National Committee for Quality
Assurance (NCQA) methodology, and to have its data audited by an NCQA-certified
vendor. MHU and HU report the results of its HEDIS measures to the Office of Health
Care Statistics (OHCS) and are required to provide a copy of the auditor’s certification on
an annual basis. OHCS prepares a written summary of the HEDIS findings and compares
the PHP’s results with the national averages. Although UDOH requires HU to report
HEDIS data to OHCS, as a PAHP, the data is not comparable with an MCO and is not
included in this report. Overall, OHCS identified that in the aggregate, across all
measures, MHU scored at or above the national average on 81% of the HEDIS measures.

Compliance Reviews

UDOH through its contracts with the MCEs and as part of the State’s quality strategies
requires compliance with federal and State standards related to access to care, structure
and operations, and quality measurement and improvement.

Federal regulations require a compliance review every three years. QQ evaluates each
MCE once every three years to establish its level of compliance with required standards.
Subsequent to the compliance reviews, MCEs are required to take corrective action on
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each standard that is not in full compliance. In year two of the compliance review cycle,
QQ conducts reviews to determine if MCEs successfully implemented their corrective
action plans (CAPs). If all CAPs are completed, no review is conducted in year three.

In 2011, QQ conducted a full onsite compliance review of the eleven MCEs. HU, one of
the PHPs, is currently contracted as a PAHP. UDOH elected to include HU in the
compliance section of this report as a means of reporting HU’s compliance with PAHP
requirements. HU’s requirements are very similar to UDOH’s PIHP and MCO
requirements even though the federal PAHP requirements are not as rigorous.

Overall, the PMHPs Met 93% of the compliance standards in 2011. Only two standards
were not fully Met on a statewide basis. All PMHPs were required to modify their
handbook to include language on the amount, duration and scope of covered benefits, and
to include the potential for enrollee fraud/abuse in their compliance program. Four of the
nine PMHPs (CUCC, NCC, WMH, and WHS) had no additional required corrective
actions. Two PMHPs (BRMH and SBHC) had one additional required corrective action;
one PMHP (FCCBH) had two additional required corrective actions; and two PMHPs
(DBH and VMH) had three additional required corrective actions. In the aggregate, QQ
identified the need for 28 required corrective actions. The follow-up compliance review
conducted in 2012 identified that 24 of the 28 (86%) required corrective actions were
completed. Three PMHPs (BRMH, CUCC, and VMH) require additional action to
implement their CAPs.

Overall, the PHPs Mer 99% of the compliance standards in 2011. MHU Met 100% of the
standards and HU Met 97% of the standards. HU was required to submit corrective
action plans for two standards that were not fully Met. The follow-up compliance review
conducted in 2012 identified that additional corrective action is required for HU to
complete its CAPs.

E This high level of compliance with contract standards is evidence that Utah’s MCEs
provide timely, accessible, and high quality care to their Medicaid enrollees.

C. Summary of Strengths and Weaknesses for Quality, Timeliness, and Access to Care
Performance Improvement Projects

Six of the nine PMHPs chose to focus their PIP on improving concurrent or collaborative
documentation during treatment sessions. The choice of this topic is both timely and
relevant as concurrent/collaborative documentation has gained national acceptance.
Three of the PMHPs (DBH, NCC and SBHC) conducted their PIPs collaboratively. This
included using the same study question, indicators, data collection methodology, and
analyses.

Three PMHPs (CUCC, FCCBH, and WMH) demonstrated striking improvement with
their PIPs. These three PMHPs have well thought out and well executed improvement
plans that addressed the causes and barriers identified for their organizations. The
successful strategies should be shared with the other PMHPs. Sharing data across
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PMIIPs will assist in identifying best practices, is a wise use of resources, and a
significant strength of the current PMHP PIPs. Collaborative projects among the PMHPs
should continue to be encouraged.

PMHPs that did not demonstrate significant or sustained improvement did not develop
improvement strategies that were robust enough to generate real improvement.
Developing strong intervention strategies and implementation plans is the greatest
opportunity for future improvements with PIP outcomes.

QQ did not identify any significant weaknesses with PIP performance on an aggregated
statewide level. With the exception of one PMHP (BRMH), the PMHPs in the aggregate,
meet the requirements for conducting performance improvement projects that have the
potential to improve health outcomes and/or enrollee satisfaction.

Performance Measures Performance

QQ validated that in aggregate across all measures, PMHPs offered appointments within
the required timeframes to 96.8% of enrollees seeking initial mental health services. This
level of compliance clearly demonstrates timely and accessible care. QQ did not identify
any weaknesses with performance measures performance.

MHU performed very well in three major HEDIS categories. MHU exceeded the
national average in access to care and use of preventive health services; care for members
with diabetes; and childhood immunizations (with the exception of the chicken pox
vaccine). MHU did not perform as well in providing services to docents and older
children or screening young, sexually active women for Chlamydia. Historically,
adolescents and young adults are the age groups most likely to under-utilize healthcare
services.

} Compliance Reviews

In 2011, the PMHPs demonstrated very high levels of compliance with federal and state
standards for managed care. In the aggregate the PMHPs Met 93% of standards. In
2012 six PMHPs (DBH, FCCBH, NCC, SBHC, WMH, and WHS) provided documented
evidence that their CAPs are completed and these PMHPs are now fully compliant with
the standards. BRMH and CUCC have not completed one CAP and VMH has not
completed two CAPs. These three PMHPs demonstrated progress toward completing
their CAPs but did not fully implement them in 2011.

In 2011, the PHPs demonstrated exceptionally high levels of compliance with federal and
state requirements for managed care. MHU Met 100% of the standards, and HU Met
97% of the standards. HU was required to take correction action on two standards that
were not fully met in 2011. In 2012, HU demonstrated progress toward completing its
CAPs but the required actions were not completed.
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II. BACKGROUND

A. History of the State’s Medicaid Managed Care Programs

The Division of Medicaid and Health Financing (DMHF), Utal’s Medicaid agency in the
UDOH , administers the Medicaid program. The DMHF’s Bureau of Managed Health
Care (BMHC) has been operating two separate 1915(b) freedom-of-choice waivers. The
waivers are titled, Choice of Health Care Delivery Program (for PHPs) and the Prepaid
Mental Health Plan (PMHP).

The Choice of Health Care Delivery Program has been operating since 1982 after
receiving approval of a 1915(b) freedom-of-choice waiver request on March 23, 1982. It
was a voluntary program until October 1, 1995 when the State modified the program by
requiring new Medicaid enrollees living in Utah’s urban counties (Davis, Salt Lake,
Utah, and Weber) to enroll in a PHP. Between October 1, 1995 and June 30, 1996, all of
the current urban enrollees transitioned into a PHP. Since July 1, 1996, 93% to 96% of
all urban Medicaid enrollees enrolled in a managed care plan.

All of the PHPs contracting with Medicaid were health maintenance organizations
(HMOs) licensed by the Department of Insurance until January 1, 1998, when Utah
contracted with the University Health Network that offers Healthy U as its Medicaid
product. Currently, the State has contracts with three PHPs. They are Healthy U (HU),
Molina Heaithcare of Utah (MHU), and Select Access. HU has been under contract since
January 1, 1998; MHU (known formerly as American Family Care) since Janvary 1997;
and Select Access since January 1, 1995. Major changes to these three contracts include
the following:

» Effective July 1, 2002, the MHU and HU contracts changed from risk-based to non-
risk. HU’s contracts fall under the federal definition of PIHP. MHU’s contracts fell
under the PIHP definition from July 1, 2002 through August 31, 2009;

¥ Effective October 1, 2002, Select Access became a Preferred Provider Network and a
federally defined Primary Care Case Management (PCCM) system. Since the EQR
regulations under 42 CFR 438 Subpart E (External Quality Review) apply to MCOs
and PIHPs only, Select Access is not included in the EQR activities;

» Effective September 1, 2009, MHU’s contracts are risk-based and now fall under the
federal definition of a Managed Care Organization (MCO); and

» Effective February 1, 2010, HU’s contracts are non-risk and fall under the federal
definition of a PAHP.

DMHF requested and CMS approved a modification to the Choice of Health Care
Delivery Program waiver to allow the State to limit disenrollment requests by PHP
enrollees covered under the waiver (since July 1, 2004, the State requires enrollees to
remain enrolled in the same PHP for a minimum of 12 months).

Medicaid reimburses the PAHP the amount the PAHP reimburse its providers plus an
administrative fee. The administrative fee covers the cost of all administrative functions
that are necessary to operate an efficient and effective Medicaid managed care plan
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including federal requirements described in 42 CFR Part 438, Managed Care. Under a
non-risk contract, Medicaid’s total payments to the PAHP may not exceed the total
amount Medicaid would have paid for the same services on a fee-for-services basis.

Even though as a PAHP, HU is not required to comply with federal managed care quality
s standards, HU’s contract includes State-specific quality and HEDIS reporting

f requirements. The PAHP quality and HEDIS requirements are the same as those required
; for Medicaid MCO.

The Medicaid MCO is a risk-based contract. Medicaid reimburses the MCO an all-
inclusive per-member-per-month premium payment. Both PHPs submit to Medicaid
encounter records for all services provided to their enrollees.

For mental health services, DMHF has been managing a waiver program called the
Prepaid Mental Health Plan (PMHP) since July 1, 1991, after receiving approval for a
1915(b) freedom-of-choice waiver in April 1990. Medicaid recipients are automatically
enrolled with the PMHP contractor serving their county of residence. The major goals of
the PMHP were to provide a coordinated single point-of-entry to allow enrollees access
to a coordinated managed care approach to service delivery, to manage inpatient care,
and to control inpatient hospital costs.

Due to the structure of the PMHP program, contractors meet the federal definition of
PIIP. In 1991, the State contracted with three mental health centers: Valley Mental
Health (VMH); Four Corners Community Behavioral Health Center (FCCBH); and
Southwest Behavioral Health Center (SBHC). In 1995, the State entered into contracts
with five additional mental health centers: Bear River Mental Health (BRMH); Central
Utah Counseling Center (CUCC); Davis Behavioral Health (DBH); Wasatch Mental
Health (WMH); and Weber Human Services (WHS). In January 2001, the State also
entered into a contract with Northeastern Counseling Center (NCC). Effective July 1,
2011, the State began contracting with Salt Lake County, Division of Behavioral Health
Services, as the PTHP for Salt Lake County Medicaid recipients. Currently, 27 of Utah's
29 counties fall under the PMIHP, and approximately 98% of Utah’s Medicaid recipients
are enrolled in the PMHP.

Medicaid pays monthly premiums to the PMHP contractors for each Medicaid recipient
in the contractors” catchment areas. By accepting the premiums, contractors assume the
risk of providing all needed inpatient and cutpatient mental health services.

Table 1 describes the current contracted MCEs under the 1915(b) waivers subject to
EQR in 2012.
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Healthy U (HU) X 37,718
Molina Healthcare of Utah (MHU) X 57,545
' al
Bear River Mental Heaith (BRMH) 14,004
Central Utah Counseling Center (CUCC) 8,093
Davis Behavioral Health (DBH) X 19,773
Four Corners Community Behavioral Health {FCCBH) 4.836
Northeastern Counseling Center (NCC) 4,772
Southwest Behavioral Health Center (SBHC) 22,615
Valley Mental Health (VMH) X 97,578**
Wasatch Mental Health (WMH) X 42,045
Weber Human Services (WHS) X 24,401

Note: The urban counties are Davis, Salt Lale, Utah, and Weber, * The average number enrolled per month is

based on CY 2611 data.

## In July 2011 Valley Mental Health switched to only cover Tooele and Summit Counties. Optum took over the coverage
of Salt Lake Co; therefore, this number is the average of both plans. Valley had an average of 53,757 and Optum had an

97,641 average for the six months.

B. State’s Quality Strategy

BMHC, is in the process of redesigning the Quality Assessment and Performance
Improvement Plan (QAPIP), Utah’s quality strategy for contracted PHPs, which BMHC
developed in response to the Balance Budget Act of 1997 and implemented in
conjunction with the effective date for the federal managed care rule (42 CFR Part 438).
The focus of the QAPIP was to comply with BBA requirements pertaining to state quality

strategies and delineate federal and State MCE requirements.

Another aspect of this comprehensive program refinement is to address requirements
addressed in the Children’s Health Insurance Program Reauthorization Act of 2009
(CHIPRA), and compliance with section 403 of CHIPRA, which applied specific
Medicaid managed care requirements in section 1932 of the Social Security Act to CHIP

MCEs.

The goals of this latest program development effort are four-fold:

» Reevaluate, update and improve existing QAPIP requirements and standards,
Integrate compliance requirements for all Medicaid and CHIP MCEs under one

quality strategy,

Strategy Toolkit for State Medicaid Agencies (2006, and 2012 update), and

>
» Incorporate content and format recommendations made by CMS in CMS’ Quality
>

Address requirements in the Affordable Care Act of 2010 (ACA), pertaining to
Accountable Care Organizations (ACQO’s), and
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» Support the needs of DMHF, UDOH and interagency priorities related to
Medicaid and CHIP programs.

UDOH will implement the new quality strategy in 2013 after stakeholder input, public
comment and CMS approval.

C. Ongoing State Quality Initiatives

BMHC has longstanding collaborative relationships with other State agencies and
interdepartmental partners to support the needs of Medicaid and CHIP programs. For
example, DMHF collaborated with the Utah State Mental Health Authority, the Division
of Substance Abuse and Mental Health (DSAMH), in the Department of Human Services
to support various quality initiatives designed to ensure the provision of cost-effective,
quality mental health care to Medicaid recipients.

In addition, BMHC works collaboratively with interdepartmental partners to support the
needs of the QAPIP in strategic areas, including, but not limited to, Division of Child and
Family Health Services (Burcau of Maternal Child Health, Reproductive Health Program,
Bureau of Children with Special Health Care Needs, Bureau of Health Promotion,
Diabetes Prevention and Control Program) and the Office of Health Care Statistics
(OHCS). Below are examples of ongoing State quality initiatives:

» Preferred Practice Guidelines for the Utah Public Mental Health Sysiem

The DSAMH, with DMHF as a sponsoring partner, developed a set of preferred
practice guidelines for Utah’s public mental health system (which includes DMHF’s
mental health managed care contractors). These preferred practices address processes
of mental health care (e.g., assessment and treatment planning) as well as specific
mental health conditions (e.g., Affective Disorders, Schizophrenia, Attention Deficit
Hyperactive Disorder, etc.).

» Recovery-Based Services

DMHF has collaborated with the DSAMH on its initiative to enhance the provision of
quality services in the public mental health system through the support and promotion
of the Substance Abuse and Mental Health Services Administration’s (SAMHSA’s)
ten recovery principles in service delivery.

¥ National Qutcomes Measures

Utah’s Public Mental Health system also participated in SAMHSA’s National
Outcomes Measures (NOMs) project. SAMHSA has identified these measures as
proxies for quality mental health care.
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» Qutcomes Project

The Utah Public Mental Health system participates in a state-of-the-art initiative
designed to assess the outcomes of mental health treatment to improve the care
provided. The State adopted the use of nationally recognized outcomes
questionnaires, the Outcomes Questionnaire® (OQ) for adults and the Youth
Outcomes Questionnaire® (YOQ) for youth. These tools provide mental health
clinicians immediate feedback on the effectiveness of the treatment provided and
clinical guidance to improve care, when needed.

Pav-for-Performance Initiatives

The State has two pay-for-performance preventive health incentives for PHPs. The
first incentive relates to federal EPSDT and CHEC program requirements; the other
incentive relates to flu vaccines for adults 50 years of age or older. The following
describes how the incentives work.

o The State gives PHPs a financial incentive for improving their CHEC screening
and immunization rates for children and adolescents. The baseline for the
incentive is each PHP’s previous year’s rates unless the PHP had a higher
percentage in a prior year. The PHPs receive $500.00 for each percentage point
above the baseline, up to 80%. For example, if the PHP had a screening rate the
previous year of 90% or above, the State gives the PHP $10,000.00 if it
maintained a rate of 90% or higher.

s PHPs receive incentives based on their HEDIS rates for immunizations for two-
year olds and adolescents, and the percentage of adults age 50 and older who
received a flu vaccine. The baseline for the incentive is the PHP’s previous year’s
rates unless the PHP had a higher percentage in a prior year. The PHPs receive
$300 for cach percentage point above the baseline up to 50 percentage points.

Tobacco Cessation Initiative

This initiative provides support and information to pregnant women on Medicaid to
encourage them to stop smoking with the goal of reducing premature and low birth
weight babies. When a pregnant woman applies for Medicaid, the eligibility worker
asks if she uses tobacco. The Medicaid Health Program Representative (HPR) is
alerted and then with the woman's permission contacts her every six weeks
throughout her pregnancy helping her to reach her tobacco cessation goals. The HPR
discusses with the woman the benefits of reducing or eliminating tobacco use,
provides smoking information, available resources and assists with referrals to health
care providers and/or local health department programs.

Utah Health Plan Partnership

The Utah Health Plan Partnership (HPP) is a collaborative effort, led by UDOH
Bureau of Health Promotion, in partnership with Medicaid and commercial health
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plans throughout the state, and other community partners. The mission of the HPP is
to improve health care performance and measures related to diabetes and
cardiovascular health by sending unified, focused, and consistent information to
providers and communities for the common goal of improving overall health.

The HPP works collaboratively to identify issues and develop interventions to
improve care; increase patient and provider awareness of quality indicators; improve
patient self-care and medication adherence; and increase system-based support related
to health care delivery, tracking, and reporting of health indicators. Between 2004
and 2009, performance for all diabetes measures improved as a result of the HIPP’s
efforts, including measures for average blood glucose control, lipid control, eye
examination rates, and screening to assess kidney function. By creating shared
success, the HPP has improved HEDIS performance measures which translates into
improved care for individuals with diabetes.

Utah’s HPP is one of only three diabetes-focused health plan partnerships nationally.
The CDC has promoted the HPP on an ongoing basis as a model program for other
states to follow. Most recently, Dr. Ann Albright, Director of the Division of
Diabetes Translation at the CDC, presented Utah’s HPP before the United States
Congress as an example of a successful public and private collaborative health
partnership. The CDC listed Utah’s HPP in its Best Practice Initiatives in 2001-
2003. In 2002, the HPP received the Award of Excellence at the Sixteenth Annual
Chronic Disease Conference, in Atlanta Georgia. HPP initiatives have

been repeatedly presented at the CDC’s Diabetes conferences.

» Maximizing Enrollment for Kids—Transforming State Health Coverage/Working
Smart for Utah Kids

In 2009, Utah was one of eight states awarded a $1 million grant, Maximizing
Enrollment for Kids: Transforming State Health Coverage, from the Robert Wood
Johnson Foundation. UDOH operates this grant. The goal of Utah's program, also
known as Working Smart for Utah’s Kids, is to ease the administration of health
insurance coverage to eligible children in Medicaid and the CHIP. The grant is
designed to help Utah improve its policies and procedures and to measure the impact
of these changes, ultimately aiming to reduce barriers for families applying for public
health insurance.

As Utah begins to wrap up the fourth and final year of the grant, the team continues to
work hard to complete several outstanding projects. Nonetheless, the Working Smart
for Utah's Kids team is pleased to report that many of the goals outlined in the work
plan have been met. Significant changes have been made which streamline the
application process, simplify the renewal process, improve client education and
improve the management and analysis of data in order to identify barriers. We expect
these accomplishments will make the state eligible for the CHIPRA Performance
Bonus, a bonus which helps support the additional costs for states who are successful
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in enrolling eligible children in Medicaid and CHIP above target levels. The bonus
application has been submitted and a decision is expected to be received by mid
December, 2012.

Utah has many reasons to adopt these strategies beyond qualifying for the
performance bonus. Better enrollment and retention promotes children's access to
preventative care and improves health outcomes and quality of care. In addition,
streamlining enrollment and retention processes may reduce state administrative
burdens and costs.

The work completed thus far, in conjunction with current projects will also help
prepare our state for the January 1, 2014 implementation of the Affordable Care Act.

» The Children’s Healthcare Improvement Collaborative (CHIC)

In 2010 the State, in partnership with Idaho, received a 5 year grant in the amount of
$10,277,360. Utah and Idaho have been developing a regional quality system guided
by the medical home model to enable and assure ongoing improvement in the
healthcare of children enrolled in Medicaid and CHIP programs.

The project focuses on improving health outcomes for children and youth with special
health care needs through the a robust plan involving integration of HIT tools,
clectronic health records (EHRs), health information exchanges (HIEs), and other
health information technology (HIT) tools into primary and specialty care offices.

A key component of CHIC involves embedding Medical Home Coordinators in
primary and specialty care practices to support ongoing coordination and
improvement in care and services for children with chronic and complex

conditions. The program staff hired in Utah and Idaho, are at various stages of
implementing CHIC activities. The States hopes to successfully implement a regional
quality system, and develop QI tools/resources to share with other States and regions.

Key year to date accomplishments include:

s The project is now fully staffed and operational in Idaho and Utah;

e 12 Utah Medical Home Demonstration sites are fully operational in Utah and
Idaho selected 3 sites to participate in March 2012;

o Family Partners have been identified for all 15 clinics and are supported by Utah
Family Voices and Idaho Parents Unlimited

o Successfully developed an on line QI TeamSpace communication tool to support
the current and future needs of project teams;

o Completed 5 additional learning collaboratives in partnership with Utah Pediatric
Partnership to Improve Health Care Quality (UPIQ) surrounding mental health
integration, asthma care management, immunization registry management,
specialty referral and care coordination plans;
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o Completed the development of www.medicalhomeportal.org to include a full
listing of appropriate resources from both Utah and Idaho;

s Selected a new independent evaluation team and began the data collection process
to compare practices to the Medical Home Index.

Chronic Disease Self-Management Program (CDSMDP)

The American Recovery and Reinvestment Act of 2009 (ARRA), Communities
Putting Prevention to Work program, announced a funding opportunity through the
Department of Health and Human Services, Administration on Aging (AoA) in
December of 2009.

The UDOH's Arthritis Program, in partnership with the Utah Division of Aging and
Adult Services and the Utah Medicaid program received funding for the
implementation of CDSMP from the Centers for Disease Control and Prevention
(CDC) Arthritis Program's Utah State Public Health Approaches to Improving
Arthritis Outcomes Grant in June 2012, and from the Administration on Aging (AoA)
Utah Approach to Empowering Older Adults and Adults with Disabilities through
Statewide Chronic Disease Self Management Hducation Delivery Grant, September
2012.

The CDSMP is an evidence-based program developed by Stanford University to
empower individuals with a chronic health condition to develop and improve self-
management skills and subsequently achieve better outcomes and well-being. The
program involves a six-week lay-led training covering health education topics related
to healthy eating, exercise, managing fatigue, depression, communicating with health
care professionals, etc. Stanford specifically designed the CDSMP to be delivered by
trained, non-health professionals in community settings. Research has shown the
program to be helpful in improving participants’ overall health and creating cost
savings.

UDOH has been developing and sirengthening a statewide infrastructure for the
systematic delivery of the CDSMP throughout Utah to underserved older populations
since 2008 and continues to plan strategic activities to help raise awareness of the
program.

Health Information Technology

Utah Medicaid is participating in the Medicaid Health Information Technology (HIT)
Incentive Payment Program supported through CMS’ Office of the National
Coordinator for Health Information Technology (ONC), as part of the ARRA. The
goal of the program is part of a national effort to improve quality of patient care,
patient safety and patient involvement in treatment options by using certified
Electronic Health Record (EHR) technology.
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Eligible providers (EP) can receive their first year’s incentive payment for adopting
certified EHR technology but must demonstrate meaningful use of the technology in
ways that improve quality, safety, and effectiveness of patient-centered care in order
to qualify for subsequent year payments. Physicians and other eligible health care
professionals can receive up to $63,750 dollars; hospitals in Utah can expect between
$350,000 and $4 million as incentive to adopt or upgrade their EHR systems.

The State received approval from CMS to make EHR incentive payments to eligible
Medicaid providers as they adopt, implement, upgrade or demonstrate meaningful use
of certified EHR technology. Meaningful use includes electronically capturing health
information in a coded format, using that information to track clinical conditions, as
well as communicating that information for care coordination.

An Eligible Provider (EP) includes: MD's, DO's, DDS's, CNM's, NP's, and PA's
practicing in a Federally Qualified Health Center (FQHC) or Rural Health Clinic
(RHC) that is led by a PA. Hospital-based EPs may not participate. An EP is
considered hospital-based if 90% or more of the EP's services are performed in a
hospital inpatient or emergency room setting.

Medicaid EPs must meet patient volume criteria, providing services to those who are
Medicaid eligible or, in some cases, needy individuals. Eligible professionals and
groups must demonstrate 30% Medicaid patient volumes; (20% for pediatrics) for a
representative 90-day period in the previous calendar year. Eligible hospitals (EH)
must see at least 10% Medicaid patient volume and have an average length of stay
less than 25 days in order to qualify.

As of September 30, 2012 Utah Medicaid paid over 300 eligible providers and 13
hospitals a total of $13,400,395.

Restriction Unit Quality Improvement Initiative

In 2011 the Medicaid Restriction Unit (MRU) began an initiative to implement a
Quality Management Plan (QMP). The initiative focuses on integrating the
Restriction Unit’s core activities under one QMP, which includes development of
standardized and innovative processes to ensure consistency, as well as strengthen
and enhance Restriction Unit operations. QMP activities include the following:

* Implementation of a standardized referral process for the MCEs submitting client
referrals for the Restriction and Care Management Program (Lock-in). This
process/form enables an accurate and consistent means of assessing enrollment
appropriateness and the efficient processing of lock-in within three working days.

» Implementation of standardized criteria for enrolling minors in the care of a legal
guardian, into the Lock-in Program. Currently there is an increase in the number
of Medicaid recipients who are minors (under the age of majority), that meet
Lock-in criteria. Enrolling minors into the Lock-in (i.e., into care with one PCP
and pharmacy), helps to minimize enrollees using the Emergency Department
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] (ED), in place of care by a PCP. This also limits the ability of recipients under

: the age of majority secking commonly drugs and reduces overall costs to
Medicaid. This process also supports quality of care for Medicaid recipients
under the age of majority.

e Implementation of standardized tools for evaluation of claims with “non-
emergent” diagnosis and assessing clients for appropriateness in the Lock-in

) program. Previously, only the first diagnosis listed in an emergency department

claim triggered evaluation for enrollment in Lock-in.

s Innovative strategies to improve utilization surveillance efforts, including use of
funding from “Safe to Wait,” an Emergency Room Diversion Grant (ERDG)
funded by CMS in 2008, to enhance two new Lock-in assessment and

! surveillance tools.

The standardized tools developed by the MRU, take into consideration all “non-
emergent” diagnoses for a client’s emergency department claims and is a more
accurate and thorough means of assessing potential over-utilization. In addition, the
additional information improves quality in case management.

The innovative strategies the MRU used to enhance to improve the new Lock-in
assessment and surveillance tools, enhance the ability to make an appropriate lock-in
enrollment. Moreover, this enhanced electronic vigilance also allows a greater
number of complex Medicaid recipients to be enrolled into the Lock-in program for
case management, without addition of Lock-in staff.

The first of the two new surveiliance tools, built using a Cognos Database, provides a
comprehensive view of all Medicaid recipients meeting any one of four distinctly
described restriction criteria designed to capture anomalies in utilization patterns. It
also provides a total of costs to Medicaid for the individual recipient’s benefit
utilization that serves as a baseline from which to monitor cost savings in the future.

The second, newly executed surveillance tool is a Point of Sale Pharmacy Utilization
Reporting System. This tool provides a report of all pharmacy claims submitted for
payment for scheduled drugs, as well as the numbers of pharmacies each client has
visited in a 30-day period of time. By combining data from the previously
implemented ED Diversion Surveillance Tool with both the Cognos Database and the
Point of Sale Pharmacy Surveillance Tool, the Restriction Unit now has the means by
which Medicaid recipients can be locked-in and case-managed systematically and
with greater timeliness.

Overall, in 2011-2012, as the MRU has implemented process standardization and
innovative improvements, Medicaid is poised to realize greater efficiencies to
monitoring and managing utilization of its most complex and challenging benefit
utilization recipients.
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% Chronic Disease Management Quality Improvement Initiative

In 2011 the MRU embarked on the planning and implementation phases of a
systematic approach to chronic disease management for recipients enrolled in fee-for-
service Medicaid. Thus far, the MRU has been able to create the electronic system
criteria for identification and surveillance of Medicaid recipients with a diagnosis of
Diabetes, Type I or I1, who frequently seek care in the ED for treatment of certain
critical, discase-related symptoms, which may demonstrate underutilized or
ineffective primary care.

The claims system generates a diabetes surveillance alert that is sent to the MRU
staff. MRU staff utilize a standardized algorithm to perform an assessment for each
member for whom an alert is generated. Staff contact members, identify if diabetes
self-management resources are needed and assist members with obtaining services.
Additional follow-up contacts and outreach interventions are conducted when
necessary. Staff are planning an outcomes analysis and program evalvation. If the
program demonstrates success, additional chronic diseases will be added to the
program.
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HI. DESCRIPTION OF EXTERNAL QUALITY REVIEW ACTIVITIES

A. Overview of External Quality Review Requirements

The BBA added Section 1932 to the Act, which pertains to Medicaid managed care.
Section 1932(c) of the Act requires states to implement a quality assessment and
improvement strategy. Included in that strategy is an annual external independent
review of the quality, outcomes, timeliness, and access to the services covered under
each managed care contract. CMS requires states to have EQRs of their MCEs. UDOH
contracts with QQ to perform the EQR activities for its Medicaid MCEs.

Federal regulations require the EQRO to use information from the following mandatory
activities, which it or another appropriate entity conducted.

» Validation of one or more performance improvement projects (P1Ps) required by the
State to comply with requirements set forth in 42 CFR §438.240(b)(1) and that were
underway during the preceding 12 months;

» Validation of one or more performance measures reported to the State or
performance measures calculated by the State during the preceding 12 months to
comply with requirements set forth in 42 CFR §438.240(b)(2); and

» Reviews at least every three years to determine the MCEs’ compliance with standards
required by the State to comply with 42 CFR §438.204(g) that are related to access to
care, structure and operations, and quality measurement and improvement.

The federal regulations require that the EQRO produce a detailed technical annual report
that describes at the minimum the following information.

» A description of the activities conducted related to §438.358;

» The objectives and methodology for data collection, aggregation, and analysis;

% A description of the way in which the EQRO drew its conclusions related to quality,
timeliness, and access to care;

% The conclusions drawn;

» An assessment of each MCE’s strengths and weaknesses with respect to quality,
timeliness, and access {0 care;

» As the State determines methodologically appropriate, comparative information about
all MCEs;

» Recommendations for improving the quality of health care services provided by each
MCE; and

» An assessment of the degree to which each MCE has effectively addressed the quality
improvement recommendations made by an EQRO during the previous year.

This report is prepared in accordance with these regulations.
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B. Performance Improvement Projects Performance

1.

Description of Activity

Through its contracts with the MCEs, and as part of the State’s Quality Assessment
and Performance Improvement Strategies, UDOH requires the MCEs to conduct
PIPs. The purpose of these projects is to comply with requirements set forth in 42
CFR §438.240(b)(1) and 42 CFR §438.240(d). PIPs should achieve, through ongoing
measurement and intervention, significant improvement sustained over time in
clinical or non-clinical arcas, and have a favorable impact on health outcomes,
enrollee satisfaction, or a valid proxy of these outcomes. UDOH requires the MCEs
to conduct PIPs consistent with the CMS PIP protocol. UDOH contracted with QQ to
validate one PIP for each PMHP and the Medicaid MCO. HU, as a PAHP, is not
required to conduct PIPs.

Objectives

The objectives for the PIP validation are to determine to what extent the MCEs are in
compliance with requirements set forth in 42 CFR §438.240(d). The MCEs are to
conduct clinical or non-clinical PIPs that include:

» Measuring performance using objective study indicators;

» Implementing system interventions intended to achieve measurable performance
improvement;

» Evaluating the effectiveness of the interventions; and

» Planning and initiating activities to increase or sustain improvement.

Methods

QQ uses the CMS protocol, Validating Performance Improvement Projects: A
Protocol for Use in Conducting Medicaid External Qualify Review Activities, as a
guide for conducting its review. The protocol requires an assessment of ten
activities. Fach activity includes multiple criteria. The following are the ten
activities and a description of the criteria used for evaluating each activity.

Activity I—Appropriate Study Topic

» The study topic is clearly stated and specifies if it was assigned by the State;

» Details are provided on how the study topic was selected (e.g., through data
collection and analysis of comprehensive aspects of enrollee needs, care, and
services);

» The study topic reflects a significant portion of the MCE’s enrollee population;

» The study topic reflects high-volume or high-risk conditions (i.¢., for clinical
topics); and

» The study topic has the potential to affect enrollec health, functional status, or
satisfaction.
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Activity 2—Clearly Defined and Answerable Study Question

» The study question is stated in clear, simple terms; and
» The study question is answerable or provable.

Activity 3—Clearly Defined Study Indicator(s)

» The study indicator(s) are well defined, objective, and measurable;

» The study indicator(s) are based on current evidence-based practice guidelines,
pertinent peer-reviewed literature, or other consensus expert panels, or rationale is
provided as to why the indicator(s) were selected;

The study indicator(s) allow for the study question or hypothesis to be answered
or proven;

The study indicator(s) measure changes (outcomes) in health or functional status,
enrollee satisfaction, or valid proxies of these outcomes;

The study indicator(s) measure important aspects of care or services;

Data are available and can be collected on each study indicator; and

Rationale is provided as to why the indicators were selected.

YVvYvVY V¥V ¥

Activity 4—Unambiguously Defined Study Population

» The study population is appropriate, complete, and well defined;

» The description of the study population includes requirements, if any, for the
length of an enrollee’s enrollment in the MCE; and

» The study population captures all enrollees to whom the study question applies.

Activity 5—Valid Sampling Techniques (If Sampling is Used)

1 » Methods for selecting the sample are appropriate, complete, and well defined;
Methods for identifying the sample include inclusion and exclusion criteria for the
study population;

The confidence level and acceptable margin for error are specified and
appropriate;

The sample is representative of the eligible population; and

The sampling methods are statistically sound.

v

Y

YV

Activity 6—Accurate and Complete Data Collection

The data to be collected are clearly identified;

Information is included on the data sources to be used, and how and when the
baseline and remeasurement data will be collected;

Individuals collecting the data are identified and have appropriate qualifications to
perform this function;

The instruments used for data collection are identified;

Information is provided as to whether qualitative or quantitative data or both will
be collected;

YV YV VYV¥
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Information is provided as to whether the data will be collected on the entire
population or a sample;

Information is provided as to whether the measurements obtained from the data
collection will be compared to results of previous or similar studies;

Information is provided as to whether the PIP will be compared to the
performance of another MCE, or a number of MCEs; and

Information is provided on the data analysis plan and all pertinent methodological
features.

Activity 7—Appropriate Performance Improvement Strategies

»

>
»
>

Intervention/improvement strategics undertaken are related to causes or barriers
identified through data analysis and quality improvement (QI) processes;
Intervention/improvement strategies address whether they are likely to induce
permanent change;

Intervention strategies address whether they will be revised if original
interventions are unsuccessful; and

Intervention strategies address whether they will be standardized and monitored if
interventions are successful.

Activity 8—Analysis and Interpretation of Data

Y V V¥V V¥ ¥V ¥

Data analysis and interpretation was conducted according to the data analysis
plan;

Data analysis and interpretation allow for the generalization of results to the study
population (if sampling was used);

Data analysis and interpretation identify factors that threaten internal or external
validity of findings;

Data analysis and interpretation are presented in a way that provides accurate,
clear, and easily understood information;

Data analysis and interpretation identify initial measurement and remeasurement
of study indicators;

Data analysis and interpretation identify factors that affect the ability to compare
initial measurement with remeasurement; and

Data analysis and interpretation include the extent to which the study was
successful.

Activity 9—Real Performance Improvement Achieved

B

S
>
s

Remeasurement methodology is consistent with baseline measurement
methodology;

There is documented improvement in processes or outcomes of care;

The improvement appears to be the result of planned intervention(s)/improvement
strategies; and

There is statistical evidence that an observed improvement is real improvement.
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Activity 10—Real Performance Improvement Sustained

> Repeated measurements over comparable time periods demonsirate sustained
improvement, or a decline in improvement is shown not to be statistically
significant.

4. Data Obtained

QQ, in collaboration with UDOH, developed a PIP Reporting and Evaluation Form
._ that incorporates evaluation elements from the CMS protocol for validating PTPs and
: provides for a systematic assessment of each of the ten activities.

Each MCE was required to complete the form to document its progress on the ten PIP
activities undertaken during 2011. Each MCE submitted the completed reporting
form and supporting documentation directly to QQ.

C. Performance Measures Performance
1. Description of Activity

In accordance with 42 CFR §438.358(b)(2), validation of performance measures is a
mandatory EQR activity. UDOH requires the PMHPs to report three access to care
performance measures annually using the State defined methodology and report
template.

These performance standards govern the timeframes from the initial contact until

' offering the first face-to-face service to enrollees who are seeking mental health
services for the first time. The purpose of the performance measures is to ensure that
enrollees have access to care in a timely manner based on the level of care needed.

The three PMHP access to care standards are as follows:

Table 2;: Enrollee Initial Contact Classifications

Providing First Service for Emergent Care (a telephone clinical screening within

o Eiﬁétgéﬁt-ﬁf' | 30 minutes of the call and offering a face-to-face evaluation, if indicated, within
Shithoeti b one hour),
l_}i'gént. i Offering First Service for Urgent Care {within 5 business days).

- Nﬁh-_Urgéht_ “| Offering First Service for Non-Urgent Care {within 15 business days).

The UDOH contract requires the PMHPs to maintain an initial contact data system
that allows for tracking, monitoring, calculating, and reporting adherence to
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performance standards for first face-to-face services when initial contacts are made
during regular business hours. The PMHPs are required to document the following:

» The date and time of all initial contacts and whether initial contacts that require
emergency services are by telephone or on a walk-in basis;

The date and time of telephonic clinical screenings for emergencies and if
completed within 30 minutes;

Whether the PMHP is able to offer a first face-to-face service within the required
timeframe and if not, the reason for the delay;

The date and time of any scheduled face-to-face appointments for outpatient
emergent, urgent, or non-urgent care; and

The status of scheduled first face-to-face appointments (if kept, cancelled, and/or
rescheduled by the enrollee or the PMHP).

Y ¥ VYV Y

PIIPs are required to collect HEDIS measures using NCQA established methodology
and to have their data audited by a vendor certified by NCQA. HEDIS is developed
and maintained by NCQA and is considered the national standard for measuring and
reporting health plan performance. The requirements for reporting HEDIS are set
forth in the State’s administrative rules. The PHPs provide HEDIS data to the OHCS
and are required to provide a copy of the auditor’s certification on an annual basis.
HEDIS measures included in this report are the following:

» Access
s Percentages by age groups of members with an MCO primary care physician
visit
e Percentages by age group of members with an ambulatory or preventive care
visit

» Childhood Immunizations
e Percentages of children receiving timely vaccinations

» Women’s Health and Maternity Care
s Percentages of women receiving cancer screenings
e Percentages of women tested for Chlamydia
» Percentages of women with postpartum visits receiving prenatal care

» Child and Adolescent Well-Care
e Percentages of children and adolescents with well-care visits
s Percentages of children and adolescents with pharyngitis receiving strep test
and antibiotic
s Percentage with an upper respiratory infection and no antibiotic prescription
three dates after episode date

» Use of Medication
s Percentage of members by two age groups with persistent asthma
appropriately prescribed medication
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» Care for People With Diabetes
o Percentage of members who had a retinal exam
o Percentage of members with above- or below-specified HbAlc and LDL
levels and screenings
e Percentage of members who had a kidney disease screening

» Health Care for Adults
o Percentage of members with acute low back pain but no imaging study

Some measures may use administrative data (from claims systems) and others may
require a hybrid approach (administrative data and medical record reviews). The
hybrid method takes longer and costs more, but the reported values for HEDIS
measures are usually more accurate than when the PHPs use the administrative
method. Therefore, differences in PHPs may be because the PHPs differ in quality,
or because the PHPs collected data using different methods. The auditor ensures the
validity and reliability of the data and determines if missing data should be included,
or if it can remain absent from the report.

. Objectives

The objectives of the EQR are to evaluate the accuracy of the performance measures
reported by the PMHPs and to determine if the methodologies used in the calculations
are consistent with the specifications required by UDOH. For the PHPs, QQ’s
objective is to report the results of the audited HEDIS measures data.

. Methods

QQ uses the CMS protocol, Validating Performance Measures, A Protocol for Use in
Conducting External Quality Review Activities, as a guide for conducting its review.

QQ obtained the report specifications defined by UDOH and the data files used by the
PMHPs to produce the annual performance measures reports. QQ used an automated
program to calculate the number of days between the initial contact and the first
offered appointment time for urgent, non-urgent, and emergent contacts. QQ
calculated a percentage of compliance for each performance measure and an overall
compliance rate based on the total number of contacts. This report presents the
overall findings of the performance measures validation by PMHP and in aggregate.

In accordance with PHP contracts and OHCS’ administrative rule, MCESs required to
submit HEDIS, annually submit audited HEDIS data. OHCS analyzes the results for
all MCEs reporting data and produces a performance report. Since the MCEs
submitted audited HEDIS data, QQ did not validate these findings. OHCS provided
its analysis of MHU’s HEDIS performance, and collaborated with UDOH regarding
the information presented in this report.

MCEs collect the measures using an administrative (electronic records) or hybrid
(medical record review and electronic records) methodology. The methodology used
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may vary based on the measure. Appendix 2, Sample HEDIS Measure, contains the
information required to obtain the Breast Cancer Screening measure. It provides an
example of the requirements for collecting one HEDIS measure.

4, Data Obtained

Data obtained for the PMHP performance measure validation included the initial
contact data files provided by the PMHPs and the annual performance measures

reports for the period ending December 2011. OHCS provided the 2011 HEDIS
measures data for MHU.

D. Compliance Reviews
1. Description of Activity

In accordance with 42 CFR §438.358(b)(3), MCEs must comply with standards
established by the State to meet the requirements in 42 CFR §438.204(g) related to
access to care, structure and operations, and quality measurement and improvement.
UDOH’s quality strategies require MCEs to comply with the following federal
regulations:

Access Standards

42 CFR §438.206 through §438.210

> Availability of services

» Assurances of adequate capacity and services
» Coordination and continuity of care

» Coverage and authorization services

Structure and Operation Standards
42 CFR §438.214 through §438.230

» Provider selection, enrollee information, grievance systems

» Subcontractual relationships and delegation

42 CFR §438.400 through §438.424 — Subpart F—Grievance System
» Statutory basis and definitions and general requirements

» Notice of action and handling of grievances and appeals

Measurement and Improvement Standards
42 CFR §438.236 through §438.242

» Practice guidelines
» Quality assessment and performance improvement program
» Health information systems

Federal regulations require a compliance review every three years. QQ conducted a
full compliance review of the MCEs in 2011. The MCEs were required to take
corrective action on each standard that was not in full compliance. In 2012 QQ
conducted a follow-up compliance review to determine if the MCEs completed their
CAPs.
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2. Objectives

The objective of the follow-up review is to determine to what extent the MCEs have
executed their required CAPs.

3. Methods

In 2012, follow-up compliance reviews were limited to the standards that were not
fully Met in 2011. QQ required the MCEs to complete a Follow-up Compliance
Review Reporting and Evaluation Form, and submit documentation on
implementation and completion of their required corrective actions. UDOH reviewed
the responses and documentation and determined if the required corrective actions
were completed or if further corrective action is needed.

E. Strategies for Using External Quality Review Findings

The EQR report identifies where the MCEs need to make improvements to be fully
compliant with federal and State requirements. UDOH uses the report as a methed of
evaluating the overall performance of the MCEs and identifying where contract language
could be improved, clarified, modified, or added. Each MCE uses its individual EQR
report as the basis for developing its CAPs.
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IV. DESCRIPTION OF FINDINGS

A. Prepaid Mental Health Plans

1. Performance Improvement Projects Performance
Introduction

In 2012 QQ validated the PIP activities completed by each PMHP during calendar
year 2011. QQ validated the following PIPs:

BBRMH: Substance Abuse Assessment Study;

CUCC: Rates of Real Time Treatment Documentation of Individual Therapy
Sessions;

DBH: Increasing the Practice of Collaborative Documentation by Reporting and
Rewarding Compliance;

FCCBH: Project to Increase Concurrent Documentation;

NCC: Increasing the Practice of Collaborative Documentation by Reporting and
Rewarding Compliance;

SBHC: Increasing the Practice of Collaborative Documentation by Reporting and
Rewarding Compliance;

VMH: Improving Timeliness of Clinical Documentation;

WMH: Improving Youth and Aduit Qutcome Questionnaire (Y/OQ) Data
Collection and Enhanced Use of the Outcome Data by Clinicians at WMH; and
WHS: No-Show Rates of Initial Mental Health Evaluation Appointments.

¥ VY ¥V YV V¥V VY

Findings

Overall, the PMHPs Met 94% of the applicable PIP criteria in 2011. Four PMIPs
! (DBH, NCC, SBHC and WMH) Met 100% of the criteria; two PMHPs (CUCC and
E WHS) Met 97% of the criteria; two PMHPs (FCCBH and VMH) met 92% of the
criteria; and BRMH Mer 64% of the criteria.

Table 3 presents an overview of the validation scores by PMHP, by activity, and in
aggregate. A narrative summary of the findings by activity follows.
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Table 3; PIP Validation Scores by Activity, by PMHP, and in Aggregate

Study Topic | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% 100%
e on 50% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 94%
Esl::i?;tor(s) 71% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 97%
Poniation | 85% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% |  96%
o ction | 6% 100% 100% |
‘s“;';'t‘;‘;?e“;‘*“‘ 100% | 100% | 100% | 100% | 100% | 100% | 0% | 100% | 66% 37%
Analysis 0% | 83% | 100% | ©6% | 100% | 100% | 100 | 100% | 100% | 83%
Improvement | 100% | 100% | 100% | 75% | 100% | 100% | 100%
B [ [ [l o o[

rupscore | 8% | 7% | too% | s | too% | tom | e

Activity 1—Appropriate Study Topic

All of the PMHPs Met the criteria for this activity. The PIP topics were selecied by
the PMHPs and were not assigned by the UDOH. All of the PMHPs selected an
appropriate study topic based on data analysis, relevance to the population, and the
potential to affect enrollee health, functional status, or satisfaction. Al PMHPs
provided rationale to support their choice of the study topic.

Activity 2—Clearly Defined and Answerable Study Question

The study question for each PMHP is as follows:

>

BRMH: Does the implementation of a specific assessment instrument for
identifying the need for substance abuse services (X) result in a greater rate of
BRMH Medicaid recipients being indicated as needing substance abuse
assessment and/or treatment (Y)?

CUCC: Does showing CUCC therapists the current average individual times it is
taking to record individual therapy sessions decrease the average length of time
taken for documentation of individual therapy sessions with all Medicaid
enrollees recetving mental health treatment with CUCC?

DBH: Will specific interventions involving recognition and non-monetary
rewards directly and positively influence mental health clinicians to increase the
practice of collaborative documentation?
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» FCCBH: Will increasing concurrent documentation training for clinicians
directly increase the rate of concurrent documentation compliance?

» NCC: Will specific interventions involving recognition and non-monetary
rewards directly and positively influence mental health clinicians to increase the
practice of collaborative documentation?

» SBHC: Will specific interventions involving recognition and non-monetary
rewards directly and positively influence mental health clinicians to increase the
practice of collaborative documentation?

» VMH: Does increasing concurtent documentation correlate with improved client
function as measured with the outcome questionnaire?

» WMH: Does training support staff and clinicians on the importance of outcome
data collection increase the number of outcome data protocols collected on
average per client in outpatient clinics during a 12-month study period; and does
training clinicians on the use and interpretation of the Y/OQ outcome data
increase the number of reference data made in the client's clinical progress notes
on average per client over a period of one year?

» WHS: Do interventions implemented by the WHS no-show committee result in a
statistically significant decrease in client no-show rates to their mental health
evaluation appointment?

Eight of the nine PMHPs Mef the criteria for a clear and answerable study question.
BRMH’s study question, while revised, remains ambiguous. It is not clear if BRMH
is studying the use of an assessment tool, or if clinicians appropriately document the
need for a referral, or both. BRMH's study question is not stated in clear and simple
terms. Therefore BRMH did not fully meet one criteria.

Activity 3—Clearly Defined Study Indicator(s)

Eight of the nine PMHPs Met all seven of the criteria for selecting the study
indicator(s). BRMH Met five of the criteria. All PMHPs presented objective and
measurable indicators based on current evidence-based practice guidelines, or
pertinent peer-reviewed literature. All study indicators measure change in important
aspects of care or service and all PMHPs report the data are readily available for
outcomes analysis. BRMH's study question has two components. The study
indicator measures only one component of the question. Therefore the study indicator
will not fully answer the study question. As a result, BRMH did not fully meet two
criteria.

Activity 4—Unambiguously Defined Study Population

Eight of the nine PMHPs Met the criteria for clearly identifying their study
population. The study populations are complete and capture all enrollees to whom
the study question applies. BRMH's study question has two components. The study
population identified by BRMH is consistent with its study indicator but will only
address one component of its study question. Therefore BRMH did not fully meet
onge criterion.
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Activity 5—Valid Sampling Techniques

This activity was Not Applicable for all of the PMHPs. No PMHP used sampling to
select the study population for its PIP.

Activity 6—Accurate and Complete Data Collection

Eight of the nine PMHPs Met all of the criteria for this activity. BRMH Me six of
the nine criteria. All of the PMHPs clearly identified the data to be collected, the
source of the data, whether the data are qualitative or quantitative, and reported that
data will be collected on the entire population. Each described a data analysis plan
that included the methodology to be used in its data analysis.

BRMH did not provide information on the individuals collecting the data or identify
if they have appropriate qualifications to perform this function. BRMH's data
analysis plan does not accurately describe the data to be captured as described by its
study indicator. The study question, study indicators, and the data analysis plan are
not consistent with each other. Therefore BRMH did not fully meet three criteria.

Activity 7—Appropriate Performance Improvement Strategies

The PMHPs are at various stages of implementing their intervention strategies. All
nine PMHPs used the quality improvement*pr@cess to develop their intervention
strategies and addressed whether the strategies are likely to induce permanent change.
Seven of the nine PMHPs Met all of the applicable criteria for this activity. WHS's
intervention strategies do not adequately address the causes and barriers related to its
PIP. This resulted in a score of Substantially Met for one applicable criterion for this
activity. VMH did not provide complete information on how its improvement
strategies were implemented. This resulted in a score of Partially Met for the three
applicable criteria for this activity.

Activity 8—Analysis and Interpretation of Data

All of the PMHPs have collected some remeasurement data and analyzed and
interpreted their results. Six of the PMHPs Mer all of the criteria and presented their
findings in a clear and easily understood format.

CUCC did not label the columns in its data table making it difficult to track the
findings with the narrative. Some of the numbers in the table did not match the
numbers in the narrative and not all of the data used in the calculations was presented.
QQ was not able to independently calculate and verify all of CUCC's reported
findings. As a result, one criterion was rated as Substantially Met.

FCCBH conducted its data analysis and interpretation according to its data analysis
plan. However, no plan for evaluating the significance of its improvement or the
extent to which the study was successful was presented. This resulted in a score of
Substantially Mer for two criteria.
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BRMH was rated as Not Met for all of the criteria in this activity because it did not
present its findings as required. Baseline and remeasurement data were analyzed,
interpreted, and reported in 2010, but the findings and the changes required as a result
of the unsuccessful interventions were not presented on the PIP Reporting and
Evaluation Form as required.

Activity 9—Real Performance Improvement Achieved

. All nine PMHPs have completed at least one remeasurement. All applied the same

: methodology used to obtain their baseline measurement. Seven of the nine PMHPs
reported an improvement in performance at measurement one compared to baseline.
The improvements appear to be the result of the improvement strategies implemented
by the PMHPs.

Three PMHPs (WMH, CUCC, and FCCBH) demonstrated highly significant
improvement and clearly documented the changes made to their organizational
processes that contributed to the improvements. Three PMIPs (DB, NCC, and
SBHC) demonstrated improvement but the improvement fluctuated from one
measurement period to another and has little clinical relevance. BRMH demonstrated
improvement at measurement one but not at measurement two. BRMH's data
fluctuated significantly from one measurement period to another. BRMH's data do
not appear to be valid.

Two PMHPs (WHS and VMH) did not demonstrate improvement. WHS modified its
intervention strategy based on its findings. VMH is in the process of reviewing its
strategy.

Activity 10—Real Performance Improvement Sustained

Three PMHPs (DBH, NCC, and SBHC) have completed this activity. The three
PMIIPs worked collaboratively on the same project to increase the rate of
collaborative documentation as a means to improve the accuracy of clinical
documentation, efficiency, and enhance client participation in their recovery. The
three PMHPs have completed four remeasurements. All demonstrated some
improvement at the first measurement but improvement fluctuated at subsequent
measurements. While no significant improvement was demonstrated beyond the first
remeasurement, the levels of collaborative documentation at remeasurement four
remained above the baseline. Two of the three PMHPs (DBH and SBHC) were in the
process of transitioning to a new electronic health record and believe this impacted
their ability to demonstrate continuous and sustained improvement.

Follow-Up on Required Corrective Actions

In 2011, five PMHPs (BRMH, CUCC, NCC, SBHC, and WMH) were required to
take corrective action on PIP related activities. Appendix 3 provides a description of
the corrective actions required and their completion status for each PMHP.
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All of the PMHPs, with the exception of BRMH, completed their required cotrective
actions. In 2011, BRMH was required to revise its study question to clearly identify
what is being studied; and to submit a revised PIP Reporting and Evaluation Form. In
addition, BRMH was told to follow the PIP protocol and complete the PIP Reporting
and Evaluation Form for all Activity 8 criteria. The PIP Reporting and Evaluation
Form that BRMH submitted for review in 2012, included only two of the required
corrective actions. BRMH did not successfully complete the required corrective
actions identified in 2011.

Strengths, Weaknesses, and Opportunities for Improvement

Six of the nine PMHPs chose to focus their PIP on improving concurrent or
collaborative documentation during treatment sessions. The choice of this topic is
both timely and relevant as concurrent/collaborative documentation has gained
national acceptance. Three of the PMHPs (DBH, NCC and SBHC) conducted their
PIPs collaboratively. This included using the same study question, indicators, data
collection methodology, and analyses.

All six of the PMHPs trained their staff on the importance of collaborative
documentation and noted varying degrees of improvement. FCCBH documented
striking improvement. FCCBH improved its rate of concurrent documentation from
14% to 58% at remeasurement two. FCCBH's intervention strategies were the most
robust and included a well developed protocol and incorporated staff performance of
collaborative documentation into the annual staff performance evaluation. WMIH and
CUCC also demonstrated striking improvement with their PIPs. These three PMHPs
(FCCBH, WMH, and CUCC} have well thought out and well executed improvement
plans that addressed the causes and batriers identified for their organizations.

The successful strategies should be shared with the other PMHPs. Sharing data
across PMHPs will assist in identifying best practices, is a wise use of resources, and
a significant strength of the current PMHP PIPs. Collaborative projects among the
PMHPs should continue to be encouraged.

PMHPs that did not demonstrate significant or sustained improvement did not
develop improvement strategies that were robust enough to generate real
improvement. Developing strong intervention sfrategies and implementation plans is
the greatest opportunity for future improvements with PIP outcomes.

QQ did not identify any significant weaknesses with PIP performance on an
aggregated statewide level. With the exception of BRMH, the PMHPs in the
aggregate, meet the requirements for conducting performance improvement projects
that have the potential to improve health outcomes and/or enrollee satisfaction.
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2. Performance Measures Performance

Introduction

In 2012, QQ validated three performance measures that each PMHP reported for
calendar year 2011. QQ obtained the report specifications defined by UDOH and the
data files the PMHPs used to produce their individual annual performance measures
reports.

QQ used an automated program to calculate the number of days between the initial
contact and the first offered appointment time for urgent, non-urgent, and emergent
contacts. QQ calculated a percentage of compliance for each performance measure
and an overall compliance rate based on the total number of contacts for each PMHP
and in aggregate. This section of the report summarizes QQ’s findings.

Findings
Table 4 presents the findings reported by the PMHPs to UDOH for 2011 and the
findings validated by QQ. The reported and validated findings represent the

percentage of compliance for each performance measure.

Table 4: PMHP Compliance with Access to Care Performance Measures

PMHPs

“BRMH. | 100.0% | 100.0% | 95.8% | 95.8% | 97.6% | 97.0% | 97.6% | 97.1%

_cucc | 100.0% | 100.0% | 100.0% | 100.0% | 98.0% | 99.6% | 99.8% | 99.4%

None None 8068% | 896% | 97.5% | 100.0% | 97.3% | 97.3%

. .DBH -] reported | Validated

| ECCBH. | 100.0% | 66.7% | 100.0% | 94.1% | 100.0% | 100.0% | 100.0% | 99.2%

"UNGC | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%

“SBHC | 100.0% | 100.0% | 986% | 986% | 97.6% | 97.6% | 97.6% | 97.6%
S VMH | 100.0% | 75.0% | 92.7% | 92.5% | 97.8% | 97.0% | 97.7% | 96.9%

CWMH | 937% | 93.8% | 100.0% | 100.0% | 98.9% | 94.8% | 98.8% | 94.7%

" WHS | 100.0% | 100.0% | 100.0% | 100.0% | 99.7% | 96.5% | 99.7% | 96.5%

Statewide | 98.9% | 96.8% | 95.7% | 95.3% | 98.5% | 96.9% | 98.5% | 96.8%

Statewide, the PMHPs reported 98.9% compliance with the emergency appointment
standard, 95.7% compliance with the urgent appointment standard, and 98.5%
compliance with the non-urgent appointment standard. Overall, the PMHPs, reported
a compliance rate of 98.5% for offering an initial mental health appointment within
the required timeframes.
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QQ validated 96.8% compliance with the emergency appointment standard, 95.3% . .
compliance with the urgent appointment standard, and 96.9% compliance with the
non-urgent appointment standard. Overall, QQ validated a statewide compliance rate -
of 96.8% for offering an initial mental health appointment within the required
timeframes. The following summarizes QQ’s findings by type of contact.

Emergency

Statewide, ninety-five (95) enrollees were identified as requiring an initial emergent
mental health appointment in 2011. Of these, 96.8% were provided an initial
emergent service within the required time. Five of the nine PMHPs (BRMH, CUCC,
NCC, SBHC and WHS) Met the emergent care standard 100% of the time. WMH
Met the standard 93.8% of the time; VMH Met 75.0% of the time; and FCCBH Met
the standard 66.7% of the time. DBH did not report any enrollee requests for initial
emergent mental health services.

The number of enrollees requiring an initial emergency service from each PMHP
ranged from none to twenty-cight. For five of the PMIHPs (DBH, FCCBH, NCC,
SBHC, and VMH) the number of enrollees in need of an initial emergent appointment
was fewer than ten. Initial Emergency service requests accounted for less than one
percent of the initial service requests in 2011, and therefore do not have a major
impact on overall statewide compliance with initial appointment requirements,

Urgent

Statewide, 232 enrollees were identified as requiring initial urgent mental health
services. In the aggregate 95.3% were offered an appointment within five working
days. Four of the nine PMHPs (CUCC, NCC, WMH, and WHS) Met the standard
100% of the time; BRMH Met the standard 95.8% of the time; DBH Mef the standard
89.6% of the time; FCCBII Met the standard 94.1%; SBHC Mer the standard 98.6%
of the time and VMH Met the standard 92.5% of the time.

The number of enrollees requiring an initial urgent visit appointment from each
PMHP ranged from 1 to 69. The compliance determination for WMH is based on
only one enrollce and NCC is based on four enrollees. Requests for initial urgent
mental health services accounted for 2.8% of the initial mental health service requests
in 2011.

Non-Urgent

Statewide, 10,651 initial non-urgent requests for mental health services were
identified in 2011. In the aggregate, the PMHPs complied with the required non-
urgent appointment standard 96.9% of the time. Three PMHPs (DBI, FCCBH and
NCC) Met the appointment standard 100% of the time. All nine PMHPs Mef the
Non-Urgent care appointment standard greater than 94% of the time. Enrollees who
were given an appointment that exceeded the 15 day standard were primarily given
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the appointment because the enrollee requested a later date. All PMHPs documented
a reason for scheduling an appointment that did not comply with the standards.

Follow-Up on Required Corrective Actions

In 2011, two PMHPs (BRMH and WMH) were required to take corrective action on
Performance Measures related activities. BRMH successfully implemented and
completed its CAPs. WMH continues to have discrepancies in the files it submits to
UDOH and QQ for validation of its performance measures data. WMH has not fully
implemented and completed its CAP. Appendix 3 includes a description of the
required corrective actions and completion status for each CAP required in 2011.

Strengths, Weaknesses and Opportunities for Improvement

Overall, the PMHPs report a high level (98.5%) of compliance with access to care
standards. QQ validated that in aggregate, across all measures, the PMHPs offered an
appointment within the required time frames to 96.8% of enrollees seeking initial
mental health services. This level of compliance clearly demonstrates timely and
accessible care.

QQ did not identify any weaknesses with performance measures petformance. The
PMHPs have consistently demonstrated impressive compliance with access to care
standards required by the State. UDOH, in collaboration with the PMHPs, should
consider developing new performance measures that focus on program areas where
meaningful improvement can be achieved.

. Follow-up Compliance Reviews

Introduction

In 2011, QQ conducted a full compliance review to determine the PMHPs
compliance with standards as required by §438.204(g) and other state specific
standards relative to credentialing, re-credentialing, and program integrity
requirements.

UDOH required PMHPs to meet or exceed its requirements related to access
standards, structure and operations standards, and measurement and improvement
standards. Overall the PMHPs Met 93% of the compliance standards in 2011.

QQ required each PMHP to submit a CAP for each standard that was not fully met.
In 2012, PMHPs were required to submit documented evidence that the CAPs were
implemented and completed. This section of the report summarizes the findings of
the follow-up review of the standards that were not fully Mef in 2011.

Findings

All nine PMHPs were required to revise their member handbook to include language
on the amount, duration, and scope of covered benefits. All PMHPs modified their
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handbooks to include appropriate language and obtained approval from UDOH on
their revisions. All nine PMHPs are now in compliance with the information
requirements standard.

All nine PMPHs were required to revise their corporate compliance plans to include
the potential for enrollee fraud in their fraud and abuse program, and to develop a
procedure to identify potential enroflee fraud. Seven of the nine PMHPs completed
the required corrective actions. CUCC and VMH updated their corporate compliance
plans to include the potential for enrollee fraud however, a procedure for detecting
and reporting enrollee fraud have not been completed.

Appendix 3 identifies the corrective actions required by each PMHP in 2011 and their
completion status, based on the follow-up review conducted in 2012. Six of the nine
PMHPs completed all of their required corrective actions. BRMH and CUCC have
one remaining corrective action and VMH has two remaining corrective actions.
Appendix 4 identifies the corrective actions that were not completed in 2011 and
continue to be required in 2012.

B. Physical Health Plan
1. Performance Improvement Projects Performance
Introduction

In 2012 QQ validated the PIP activitics completed by MHU during calendar year
2011. QQ validated the following PIP: ‘

» Increasing LDL Screening Incidence for Diabetic Molina Healthcare of Utah
Members.

Findings

MHU is in year two of this PIP and has completed six of the ten required PIP
activities. MHU Met 100% of the criteria for the activities completed in 2011. Table
: 5 presents an overview of the validation scores by activity. A narrative summarizing
: the findings for each activity follows.
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'Iable 5: MIIU PIP Validation Scores by Activi

. Study Topic

. Study Question

. Study Indicator(s)

. Study Population

. Sampling Techniques
. Data Collection

. Improvement Strategies

X (N | W=

. Analysis
9. Improvement Achieved

10. Improvement Sustained
Overall PHP Score -

Activity 1 — Appropriate Study Topic

MHU selected LDL screening among its diabetic Medicaid enrollees as the topic for
this PIP based on an analysis of its 2011 HEDIS findings. MHU’s rate of LDL
screening for diabetic Medicaid enrollees is below the 50% percentile nationally.
Current case management/disease management activities have not significantly
impacted LDL screening rates; therefore, MHU is interested in exploring additional
strategies to help it reach the 75 percentile for LIDL screening rates for its diabetic
enrollees.

The study topic reflects a significant portion of MHU’s Medicaid population and
reflects both a high volume and high risk condition. Diabetes is consistently ranked
in the top 10 diagnoses for MHU Medicaid enrollees. Current medical and health
care literature identifies diabetes as a significant and growing healthcare problem that
currently affects approximately ten percent of the population. The health risks and
complications associated with diabetes are well documented.

Improvements in blood lipid control can reduce cardiovascular complications in

; diabetics by as much as 50 percent. Improvements in health status are correlated with
. improvements in both functional status and enrollee satisfaction. MHU demonstrated
that it selected its study topic based on data analysis, relevance to its population, and
the potential to affect enrollee health.

Activity 2—Clearly Defined and Answerable Study Question

MHU’s study question is: Will outreach efforts result in an increase of LDL screening
incidence for diabetic members? MHU will compare its rate of LDL screening before
and after it implements outreach activities. The study question is answerable.
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Activity 3—Clearly Defined Study Indicator(s)

The study indicator is the percentage of members 18-75 years of age with diabetes
who had LDL screening in 2009. The study indicator is a HEDIS measure for
Comprehensive Diabetes Care and is objective and measurable. HEDIS measures are
i developed from evidence-based practice guidelines and are nationally recognized as
the standard for measuring health care quality. HEDIS findings will be tracked over
i‘ time to determine if interventions are effective. MHU’s study indicator answers the

study question. MHU is required to collect HEDIS data annually; therefore, the data
are readily available for use as a study indicator.

Activity 4—Unambiguously Defined Study Population

MHU is using its HEDIS data to identity the study population. HEDIS criteria for
selecting the study population are appropriate, complete, well-defined, and audited by
an approved NCQA vendor.

Activity 5—Valid Sampling Techniques
MHU is using the HEDIS methodology to select its study population. HEDIS

methodology is statistically sound, ensures the sample is representative of the eligible
population, and includes an acceptable margin of error for inclusion in the sample.

Activity 6—Accurate and Complete Data Collection

MHU is using the NCQA methodology to collect and analyze its data. The HEDIS
methodology clearly identifies and defines the data to be collected for this measure.
MHU identified the team members responsible for collecting the data for its PIP. All
are nurses experienced in Medicaid data extraction for HEDIS hybrid measures.
MHU compares its Medicaid HEDIS performance to its commercial business and
national Medicaid HEDIS benchmarks. HEDIS findings are audited by a vendor
certified by NCQA on an annual basis.

Follow-Up on 2011 Recommendations

There are no required corrective actions from the previous review.

Strengths, Weaknesses, and Opportunities for Improvement

MHU’s choice of the study topic to increase LDL screening of its adult diabetic
population is timely and relevant. The decision to utilize HEDIS methodology and its

HEDIS data to monitor and track its progress is a wise use of resources. QQ did not
identify any weaknesses in the activities completed to date.

In the coming year, MHU should focus on intervention strategies that go beyond the
usual outreach activities of reminder notices, letters and phone calls and current case
management and disease management activities.
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2. Performance Measures Performance
Introduction
In 2012, OHCS, in collaboration with UDOH, prepared a summary of the results of
the HEDIS measures reported by MHU based on 2011 data. This section of the
report includes OHCS’ findings based on the 2011 data.
Findings

Table 6 provides an overview of the findings by domain, compared to the national
averages.

Table 6: MHU HEDIS Scores Compared to National Average

. Access .

The percentage of members 12 to 24 months who had a visit with an MCO
h ™ 97.97 96.07
primary care practitioner.

The percentage of members 7 to 11 years who had a visit with an MCQ primary 90.74 89.54
care practitioner. ) )

The percentage of members 12 to 19 years who had a visit with an MCO

primary care practitioner. 89.87 87.89
The percentage of members 20 to 44 who had an ambulatory or preventive care 85.30 80.04
visit. ’ '
The percentage of members 45 to 64 who had an ambulatory or preventive care 90.15 86.05
visit. ) )
The percentage of members 65 years and older who had an ambulatory or 90.40 83.47

preventive care visit.

. Childhood Immunizations

The percentage of children who received four DTaP/DT vaccinations; three IPV
vaccinations; one MMR vaccination; three HiB vaccinations; three hepatitis B 79.17 74.48
vaccinations; and one VZV vaccination on or before the child's second birthday.

The percentage of children who received an initial DTaP vaccination followed by
at least three DTaP, DT or individual diphtheria and tetanus shots, with different 77.55 70.64
dates of service on or before the child’s second birthday.

The percentage of children that received three hepatitis B vaccinations, with 92 82 8878
different dates of service on or before the child's second birthday. ) '

The percentage of children that received three H influenza type B (HiB)

vaccinations, with different dates of service on or before the child’s second 93.52 90.98
3 birthday.
' The percentage of children that received af least three polio vaccinations (IPV) 93.52 90.54
with different dates of service on or before the child’s second birthday. ) ’
The percentage of children that received at least one measles, mumps, and
rubella {(MMR) vaccination, with a date of service falling on or before the child’s 91.67 90.87
second birthday.
The percentage of children that received at least one chicken pox vaccination 90.05 90.47

(VZV), with a date of service falling on or before the child’s second birthday.

November 26, 2012 38 of 44 HCE QualityQuest




Medicaid Managed Care Entities - C : CY 2012 Annual External Quality Review Report
Description of Findings

Health and Maternity Care = =

The percentage of women who had a mammogram to screen for breast cancer. 51.50 50.43
The percentage of women 21 fo 64 years of age who received one or more Pap 70.07 66.72
tests to screen for cervical cancer. ) )
The percentage of women 16 to 24 years of age who were identified as sexually

active and who had at least one test for Chiamydia during the measurement 40.40 5917

year.

The percentage of deliveries that had a postpartum visit on or between 21 and

56 days after delivery. 69.44 64.12

The percentage of deliveries that received a prenatal care visit as a member of 88.19
the MCQ in the first trimester or within 42 days of enrolliment in the MCO. -

Child and Adolescent Well-Care

The percentage of members who were 12 to 19 years of age and who had at
least one comprehensive well-care visit with a primary care practitioner or an 41.67 49.71
OB/GYN practitioner during the measurement vear.

8275

The percentage of members who were three, four, five or six years of age who
received one or mare well-child visits with a primary care practitioner during the 63.19 72.03
measurement year.

The percentage of members who furned 15 months old during the measurement
i year and who had 5 well-child visits with a primary care practitioner during their 17.59 16.19
] first 15 months of life.

The percentage of members who turned 15 months old during the
measurement year and who had 6 or more well-child visits with a primary care 60.88 61.75
practetioner dunng thelr first 15 months of life.

- Child and Adolescent Health Care -

The percentage of members 2 to 18 years of age who were diagnosed with
Pharyngitis, dispensed an antibiotic and received a group A streptococcus 7312 66.66
(strep) test for the episode. A higher rate represents better performance (i.e., ’ )
appropriate testing).

The percentage of members age 3 months to 18 years of age who were given a
diagnosis of upper respiratory infection (URI) and were not dispensed an 90.15 85.32
antibiotic prescnption on or three days after the Episode Date.

1 Use of Medication -

The percentage of members 5 fo 11 years of age during the measurement year
who were identified as having persistent asthma and who were appropriately 95.19 90.51
prescribed medication during the measurement year.

The percentage of members 12 to 50 years of age during the measurement
year who were identified as having persistent asthma and who were 82.97 80.67
appropriately prescribed medication during the measurement year.

- Care for People with Diabetes

Percentage of members who had a retinal exam by an eye care professionatl. 62.02 53.35

The percentage of members who had an HbA1¢ level above 9.0% during their 30.77 43.04
last visit. Lower numbers are better. ’ )

The percentage of members who had cne or more HbA'lc tests. 89.66 82.53
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“Care for People with Diabetes (continued) -

The percentage of members who had an LDL level less than 100 mg/dl at their 39.42 35.93

most recent test in the past two years. ) )

The percentage of members who had a kidney disease {nephropathy) screening 83.17 77 84

test. ) '
Health Care for Adults -

The percentage of members with acuie low back pain for whom imaging studies

did not occur. 76.45 75.78

Strengths, Weaknesses, and Opportunities for Improvement

MHU performed very well in three major HEDIS categories. MHU exceeded the
national average in access to care and use of preventive health services; care for
members with diabetes; and childhood immunizations (with the exception of the
chicken pox vaccine). MHU did not perform as well in providing services to
adolescents and older children or screening young, sexually active women for
Chlamydia. The performance measures that represent the greatest opportunities for
improvement are:

» The percentage of women that have had Chlamydia screenings;

» Adolesceni well-care visits; and

» The percentage of members who were three, four, five or six years of age who
received one or more well-child visits with a primary care practitioner during the
measurement year.

Follow-up Compliance Reviews

Introduction

In 2011, QQ conducted a full compliance review of MHU and HU to determine their
compliance with federal managed care requirements in 42 CFR Part 438 and other
additional contract requirements. Although HU is a PAHP, UDOH elected to
include HU in the compliance section of this report because their requirements are
similar to those required of other MCEs. In 2011, MHU Me all of the required
compliance standards. HU Mef 97% of the standards and was required to submit
corrective action plans for two standards that were not fully Met. This report is
limited to the follow-up on the two standards that were not fully Met in 2011.

Findings

Table 7 details HU's required corrective actions and the completion status based on
the 2012 review.
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Table 7: Completion Status of 2012 Compliance Review Healthy U Required
Corrective Actions

1.4 General Provisions| §438.10(f)(6) HU must simplify the language in the What No

Information is Emergency Care section of its member
Requirements handbook.
3.5 Quality §438.206(c)(2) HU must incorporate in policy its efforis to No
Assessment and Availability of provide culturally competent care to
Performance Services enrollees from diverse ethnic backgrounds
Improvement— beyond the provision of interpreter services.
Access Standards

HU revised the language in the "What is Emergency Care" section of its Member
Handbook. UDOH determined the language could be further simplified and provided
suggested language for HU to use in its Member Handbook. HU revised its Provider
Manual to include provider responsibilities related to culturally competent care, but
did not revise its Cultural and Linguistically Appropriate Care Services Policy to
include cultural and ethnic needs or considerations beyond the need for interpreter
services. HU did not provide documentation describing how staff members are
trained to provide culturally competent care and how HU monitors if care is provided
in a culturally competent manner. HU did not fully implement and complete its
CAPs. Additional corrective action is required to complete the CAPs.
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V. CONCLUSIONS, REQUIRED MCE CORRECTIVE ACTIONS AND UDOH
RECOMMENDATIONS

A. Prepaid Mental Health Plans

1. Performance Improvement Projects Performance

Conclusions

In aggregate, the PMHPs Mef 94% of the PIP criteria for the activities completed in
2011. Individual PMHP scores ranged from 64% to 100%. Four of the nine PMHPs
Met 100% of the PIP criteria and an additional four PMHPs Met more than 92%. One
plan, BRMH, continues to struggle with following the PIP protocol and may benefit
from UDOH intervention and guidance. With the exception of BRMH, the PMIIPs in
the aggregate, meet the requirements for conducting performance improvement
projects that have the potential to improve health outcomes and/or enrollee
satisfaction. The PMHPs continue to work toward mastering the activities and
associated criteria for conducting a meaningful PIP.

Required Corrective Actions
QQ did not identify any statewide required corrective actions. The required

corrective actions for the individual PMHPs with outstanding CAPs are identified in
Appendix 4.

. Performance Measures Performance

Conclusions

Overall, the PMHPs reported a high level (96.8%) of compliance with access to care
standards, QQ validated that, across all measures, the PMHPs offered an
appointment within the required timeframes to 96.8% of enrollees seeking initial
mental health services. Based on QQ’s findings, the PMHPs meet the standards for
providing timely and accessible care. The PMHPs have consistently (over several
years) demonstrated impressive compliance with the access to care standards.

Required Corrective Actions

QQ did not identify any statewide required corrective actions. The required
corrective action for one PMHP is identified in Appendix 4.

. Compliance Reviews
Conclusions

Overall, the PMHPs demonstrated very high levels of compliance with Federal and
State standards for managed care. In the aggregate, the PMHPs Met 93% of the

November 26, 2012 42 of 44 HCE QualityQuest




Tt e e T

Medicaid Managed Care Entities CY 2012 Annual External Quality Review Report

Conclusions, Required MCE Corrective Actions and UDOH Recommendations

compliance standards in 2011. In 2012 six PMHPs (DBH, FCCBH, NCC, SBHC,
WMH and WHS) provided documented evidence that their CAPs are completed and
these PMHPs are now fully compliant with all of the standards. Two PMHPs
(BRMH and CUCC) have not completed one CAP, and one PMHP (VMH) has not
completed two CAPs. The three PMHPs demonstrated progress toward completing
their CAPs but did not fully implement them in 2011.

Required Corrective Actions

QQ did not identify any statewide required corrective actions. The required corrective
actions for the three PMHPs with outstanding CAPs are identified in Appendix 4.

B. Physical Health Plans

1. Performance Improvement Projects Performance

Conclusions

MHU is in year two of its PIP on increasing LDL screening rates for its diabetic
enrollees. MHU Met 100% of the criteria for the activities completed in 2011, In the
coming year, MHU plans to focus on developing intervention strategies that go
beyond its current disease management program to improve LDL screening rates.
MHU followed the CMS PIP protocol and demonstrated appropriate progress in
2011.

Required Corrective Actions

QQ did not identify any required corrective actions.

. Performance Measures Performance

Conclusions

Overall, MHU performed at or above the national average on 81% of the HEDIS
performance measures and has demonstrated improvement over time. Based on the
findings, MHU meets the standards for reporting of performance measures required
under 42 CFR §438.240(c). However, MHU is below the national average for
Chlamydia screening, adolescent well-care visits, and well-care visits for children
three to six years of age.

Required Corrective Actions

» MHU must develop and implement strategies to improve Chlamydia screening for
women;

» MHU must develop and implement strategies to improve adolescent well-care
visits

November 26, 2012 43 of 44 HCE QualityQuest



Medicaid Managed Care Entities - - CY 2012 Annual External Quality Review Report
Conclusions, Required MCE Corrective Actions and UDOH Recommendations

» MHU must develop and implement strategies to increase the rate of well-child
visits for members three through six years of age.

3. Compliance Reviews
Conclusions

In 2011, the PHPs demonstrated exceptionally high levels of compliance with Federal
and State requirements for managed care. MHU Met 100% of the standards and HU
Met 97% of the standards. HU was required to take corrective action on two
standards that were not fully met in 2011. In 2012, HU demonstrated progress toward
completing its CAPs but the required actions are not complete. Therefore, HU
continues to have two required CAPs for 2012.

Required Corrective Actions

QQ did not identify any statewide required corrective actions.

HU is must complete the two following corrective actions.

»  Simplify the language used to describe “What is an Emergency Service” in its
member handbook; and

» Expand its cultural competency program to include important cultural and ethnic
considerations of its population.

C. UDOH Recommendations for all MCEs
1. Performance Improvement Projects Recommendations
» UDOH should continue to encourage collaboration on PIPs to maximize the
benefit of testing multiple strategies to impact shared problems.

» UDOH should provide a forum for the MCEs to share intervention strategies that
demonstrate significant improvement and best practices.

2. Performance Measures Recommendations
» UDOH, in collaboration with the PMHPs, should consider developing new

performance measures that focus on program areas where meaningful
improvement can be achieved.

3. Compliance Reviews Recommendations

QQ did not identify UDOH-level recommendations for improvement related to
compliance review activities.
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- Appendix 1 — Annual Report Format Crosswalk - -

In collaboration with UDOH, QQ made a number of format improvements to the annual EQR report in
2009. In order to address both federally mandated components under 42 CFR Part §438.364, and content
recommended in the Centers for Medicare and Medicaid Services’ State External Quality Review Toolkit
for State Medicaid Agencies, Issued October 2006 (EQR Toolkit), QQ made additional improvements in

2011. The grid below explains the format of the 2012 Anmual Report.

obtained for each
activity, and the
objectives and
methods for
conducting each
activity.

§438.364(a)(1)(i-iii) and
is addressed in CMS’
EQR Toolkit.

1
I. Executive summary of the key ot specifically This sect j gs and
Summary points of the report, mandated by §438.364 opportunities for improvement. The
including an overview | butitis a recommended | details are in Section .
of findings; summary | component of annual
of strengths and EQR reporis in CMS'
weaknesses: EQR Toolkit and is
recommendations related to §438.354(a)(1)
and; strategies for
using the EQR report.
H. Background } A History of State Not mandated by This section includes all of the content
Medicaid Managed 8§438.364 butitis a recommended in CMS' EQR Toolkit.
Care Programs. recommended
A description of how compenent of annual
UDOH uses EQR EQR reports in CMS’
reports to assess its EQR Toolkit.
program.
Ill. Description | A Describes each ls a federally mandated This section includes all but one
of EQR EQR activity included | component of EQR recommended component in CMS' EQR
Activities in the repont, the data | reporting per Toolkit. CMS’ suggestion to summarize

how UDOH uses the EQR
process/information to evaluate its
program is included in Section [l. Al
three EQR activities are summarized in
this section.

{V. Description
of Findings

Results for each
activity, including an
introduction, findings,
follow-up from prior
EQR achivities and
corrective action
plans (CAPs); and a
summary of
strengths,
weaknesses and
opportunities for
improvement.

Is a federally mandated
component of EQR
reporting per
§438.364(a)(1){iv);
§438.364(a)2); (a)(3);
and {a)(4).

This section includes the description of
findings for each EQR activity .In
addition, discussion of best/emerging
practices is in this section, if applicable.

Plan level findings are summarized and
aggregated in the body of this report,
rather than in a separate appendix. In
addition, QQ produces an individual
report for each MCE beyond §438.364
reporting requirements. The detailed
reports are available on request.

V. Conclusions
Related to
Completion
of CAPs

A full summary of all
findings and CAPs,
including the progress
each plan made in
addressing prior year
recommendations
and the degree io
which each plan
successfully
implemented their
CAPs.

Is a federally mandated
component of EQR
reporting per
§438.384(a} 1)(iv);
§438.364(a}(2), (a)(3),
and (a)(5).

Detalls expanded to
reflect UDOH
recommendations.

This section includes recommendations
for the State and MCEs, if applicable,

Please see Appendix 3 for a Summary
of Required Corrective Actions for each
MCE for all EQR Activities Reviewed in
2012,
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Breast Cancer Screening (BCS)

SUMMARY OF CHANGES TO HEDIS 2011

+ Deleted CPT codes 76090-76092 from Table BCS-A.

Note: NCQA intends to review this measure in 2011 fo assess recently revised guidelines. No changes will be made for HEDIS 2011; any
changes will be reflected in HEDIS 2012,

Description

The percentage of women 40-69 years of age who had a mammogram to screen for breast cancer.

Eligible Population

Product lines Commerclal, Medicaid, Medicare (report each product line separately).
Ages Women 42-89 years as of December 31 of the measurement year.
Continuous The measurement year and the year prior to the measurement year.
enroliment

Allowable gap No more than one gap in enroliment of up o 45 days during each year of

continuous enroliment. To determine continuous enroliment for a Medicald
beneficiary for whom enroliment is verified monthly, the member may not have
more than a 1-month gap in coverage during each year of continuous enrollment.

Anchor date December 31 of the measurement year.
Benefit Medical.
Event/diagnosis None.

Administrative Specification

Denominator The eligible population.
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Numeratoy One or more mammograms during the measurement year or the year prior to the
measurement year. A woman had a mammogram if a submitted claim/encounter
contains any code in Table BCS-A.

Table BCS-A: Codes to ldentify Breast Cancer Screening

HCPCS | ICD-9-CM Diagnosis | (CD-9-CM Pracedure |-, UB Revenug -
GO202, 0204, G026 | 7611, V7612 87.36, 87.37 0401, 0403

77055-77057

Current Pracedural Terminology @ 2010 American Medical Association. All rights reserved.

Exclusion (optional)

« Wormen who had a bilateral mastectomy. Look for evidence of a bilateral mastectomy as far back as possible in the member's history
through December 31 of the measurement year. Exclude members for whom there is evidence of two unilateral mastectomies. Refer to
Table BCS-B for codes to identify exclusions.

Tahle BCS-B: Codes to Identify Exclusions
Description ) {CD-9-CM Procedure-

Giiateral mastectomy 19180, 19200, 19220, 19240, 19303-19307 85.42, 86.44, 85,46, 85,48
WITH

Modifler .50 or modifier code 09950*

* 50 and 09950 modifier codes indicate the procedure was bilateral and performed during the same operative session.

Note: The purpose of this measure is fo evaluate primary screening. Do nof count biopsies, breast ulfrasounds or MRIs for this measure
because they are not appropriate metheds for primary breast cancer screening.

Data Elements for Reporting

Organizations that submit HEDIS data to NCQA must provide the following data elements.
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Table BCS-1/2/3: Data Elements for Breast Cancer Screening

Administrative

Répurléﬂ rate
confldeneanferval . -
Upper 95% confidence interval v
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Appendix 3 - Completion Status of Required Corrective Actions Identified in 2011

Activity 2 Criterion 1

Bear River Mental Health {(BRMH)

The study question is stated
in clear, simple terms.

BRMH must submit clarification of the study question within 30 days of receipt of this
required corrective action. The revised study question will be evaluated by QQ and
UDOH prior o BRMH condzucting further activity on ifs PIP. Once the revised study
questicn is approved by QQ and UDOH, BRMH must submit a revised PIP Reporting and
Evaluation Farm to QG for validation. The revised PIP Reporting and Evaiuation form
must be submitted to QQ and UDOH within 90 calendar days of approval of the revised
study question.

interpretation were
conducted according to the
data analysis plan.

interpretation occurred in 2010. BRMH must provide answers for the relevant criteria
refating to Baseline 1 and 2 and Remeasurement 1.

BRMH must provide these answers in the sections entitled, "MCE's Proposed Correclive
Action Plan {CAP)” in this report in Section D. "Performance Improvement Project (PIP)
Reporting and Evaluation Tool.”

BRMH must also document its plan for ensuring its documentation is complete in its 2012
PIP Reporting and Evaluation Form that it submits to QQ

Activity 3 Criterion 1 The: study indicator{s} are BEMH rmust define its study indicator so that it clearly and accurately describes what is to No
well defined, objective, and be measured.
measurable,
Activity 6 Criterion 3 Individuals collecting the BRMH must provide more information on any BRMH staff responsible for collecting the No
data are identified and have data.
appropriate qualifications fo
perform this function.
Activity 6 Criterion 4 The instrument{s) used for Since only one indicator is described i Acthily 3, it appears the study is on increasing the No
data collection are identified, number of pecple identified who need a refarral, whether an actual referrad is made or not.
BRMH must provide clarification on whether and, if so how, actual referrals are part of
this PIP.
Activity 6 Criterion 9 Describe the data analysis BRMH must recalculate percentage data and No
ptan and all pertinent present it in accordance with the study indicator definition.
methodological features.
Activity 8 Criterion 1 Data analysis and BRMH did not provide answers to Activity 8 Criteria 1 even though data analysis and No
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Activity 8 Criterion 3

Data analysis and
interpretation identify factors
that threaten internal or
external validity of findings.

Bear River Mental Health (BRNiH) {continued)

BRMH did not provide answers 1o Activity & Criteria 3 even though data analysis and
interpretation occurred in 2010, BRMH must provide answers for the relevant criteria
relating fo Baseline 1 and 2 and Remeasurement 1,

BRMH must provide these answers in the sections entitled, “MCE’s Proposed Corrective
Action Pan {CAPF)" in this report in Section D. "Performance improvement Project (PiP)
Reporting and Evaiuation Tool.”

BRMH must alse document its pian for ensuring its documentation is complete in its 2012

PIP Reporting and Evaluation Form that it submits to QG

No

interpretation identify factors
that affect the ability to
cotnpare initial measurement
with remeasurement.

interpretation occurred in 2010. BRMH must provide answers for the relevant criteria
relating to Baseline 1 and 2 and Remeasurement 1.

BRMH must provide these answers in the sections entitled, "MCE's Proposed Corrective
Action Plan (CAP)" in this report in Section D. “Performance improvement Project (PIP)
Reporting and Evaluation Tool.”

BRMH must also document its plan for ensuring ils documentation is complete in its 2012

PIP Reporiing and Evaluation Fosmn that it submits to QQ

Activity 8 Griterion 4 Data analysis and BRMH did not provide answers to Activity 8 Criteria 4 even though data analysis and No
interpretation are presented interpretation occurred in 2010. BRMH must proevide answers for the relevant criteria relating
in a way that provides ;)Ran?ﬁeiine: and 2 and Remeasurement 1. o “MCE's P . )
. must provide these answers in the sections entitled, * 's Proposed Comective
accurate, clt_aar, and ‘easﬁy Action Pian ((pDAP)" in this report in Secticn D. "Performance Improvement Project (PiP)
urderstood information, Reperling and Evaluation Tool.”
BRMH rmust also document its plan for ensuring its documentation is complete in its 2012
PIP Reporting and Evaluation Form that it submits to QG
Activity 8 Criferion 5 Data analysis and BRMH did not provide answers to Activity 8 Criteria 5 even though data analysis and No
interpretation identify initial interpretation occurred in 2010. BRMH must provide answers for the relevant criteria
measurement and relating to Baseline 1 and 2 and Remeasurement 1.
remeasurement of study BRMH must provide these answers in the sections entilled, "MCE'’s Proposed Corective
indicators. Action Plan {CAFY" in this report in Section D. "Performance Improvement Project (PiP)
Reporting and Evaluation Tact.”
BRMH must also document its plan for ensuring its documentation is complete in its 2012
FiP Reporting and Evaluation Fosm that it submits to QQ
Activity 8 Criterion 6 Data analysis and BRMH did not provide answers to Activity 8 Criteria 6 even though data analysis and No
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Bear River Mental Health {BRMH) (continued)

Required Corrective Action

Activity Requirement
Yes or No
No

Completed?

Activity 8 Criterion 7

ltem 4

Data analysis and
interpretation inctude the
extent to0 which the study was
successful.

Please explain the process you
use to assure the data you are
submitiing to UDOH is
complete and accurate {quality
assurance [FOCesSSes).

BRMH did not provide answers to Activity 8 Criteria 7 even though data analysis and
inferpretation eccurred in 2010. BRMH must provide answers for the relevant criteria
relating to Baseline 1 and 2 and Remeasurement 1.

BRMH must provide these answers in the sections entitled, “MCE’s Proposed Corrective
Action Plan (CAP)" in this report in Section D. "Performance improvement Project {PIP)
Reporting and Evaluation Tool.”

BRM#H must also document its plan for ensusing its documentation is complete in its 2012
PIP Reporting and Evaluation Form that it submits fo QQ

BRMH must provide GG with the same data file that it uses to report its performance
measures data to UDOH. It is impertant that QQ has ihe same data file to ensure it Is
validating the same contacts as reported on the health plan’s performance measures annuai
report.

Yes

ltem 5

1.3 Genera
Provisions

| §438.10)(6) Information

Please provide any other
information that you woukd like
to include and consider
valuable in reporting your
performance measures data.

Requiremenis

BRMH must futly impiement its revised procedures to improve its ability to offer first
appointments within state-established standards. This will be evaluated by BRMH's overall
compliance rate in its 2011 performance measures report.

B H‘. must revise i Pi\ﬁ P r‘.nem. er 'har.wdboél; to inclu '.Iar.lgiua'ge
duration, and scope of covered benefits and obtain approval from the state on the
revisions.

Yes
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S AL AL 3,

Bear River Mental Health (BRMH) (continued)

Program Infegrity

Selection; §438.608 Program
Integrity Requirements; and
§438.610 Prohibited
Affiliations with Debarred
Individuals

fraud in the fraud and abuse program and develop a process to address this potential.

§438.240(b), (d) Quality BRMH must submit clarification of the study question within 30 calendar days of receipt of No
Assessment and Assessment and Performance | this required corrective action. The study question will be evaluated by QQ and UDOH prior
Performance Improvement Program to BRMH conducting further activity on its PIP. Once the study question is approved by QQ
Improvemente.. and UDCH, BRMH must submit to QQ for validation a new PIP Reperting and Evaluation
Measurement and Form addressing the study question. The new PIP Reporting and Evaluation form must be
Improvement submitted to QQ and UDOH within 90 cafendar days of approval of the revised study
Standards question.
6.0 Cerifications and | §438.214(d} Provider BRMH must update its compliance plan to include the potential for member or enrollee Yes
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are identified and have
appropriate qualifications to
perform this function.

Central Utah Counseling Center (CUCC)

CUCC ustp vide the name and jdb tile for all individual sta 'res"pdri ble: for cbi'l'ecﬁng
data and demonstrate they have appropriate qualifications to perform this function,

Program Integrity

§438.608 Program Integrity
Requirements; and §438.610
Prohibited Affiliations with
Debarred Individuals

fraud in the fraud and abuse program,

1.3 General §438.10(f}(6) Information CUCC must revise its PMHP member handhook fo inciude language on the amount,
Provisions Requirements duration, and scope of covered benefits and obiain approval from the state on the
revisions,
8.0 Certifications and | §438.214(d) Provider Selection;] CUCC must update its compliance plan fo include the potential for member or envoilee No
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‘ 13 General

§438.10(1)(B) Information

Davis Behavioral Health {DBH)

DBH ﬁlus revise its |5M .P member hand 06

System

and Notification: Grievances
and Appeals

indicates it is their last and final decision,

Provisions Reguirements duration, and scope of benefits and obtain approval from the state on the revisions.

2.1 Enrollee Rights | §438.100(h)(2) and DBH must simplify the language and reformat its Member Yes
and Protections §438.10(b) Ensoilee Rights Handbook so that it is easily understood.

3.0 Quality §438.206(h)(1} Availability of DBH must include in policy how network adequacy is evaluated and who is responsible Yos
Assessment and Services for monitoring and oversight.

Performance

Improvement—

Access Standards

5.10 Grievance £438.408(d), (e) Resclution DBH must revise its Notice of Appeal Resolution letter to include a statement that Yes
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Davis Behavioral Health (DBH) (continued)

6.0 Certifications §438.214{d) Provider DBH must update its compliance pian to include the pofential for member or enrolles Yes
and Program Selection; §438.608 fraud in the fraud and abuse program.
Integrity Program Integrity

Requirements; and

§438.610 Prohibited

Adfiliations with Debarred
Individuals
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.3 General
Provisions

3.9 Quality

Four Corners Community Behavioral Health (FCCBH})

8.10(f)(8) Info
Requiremenis

) ;I{é) Provider
Selection and

ok o include languzye on the amount, duralion,
and scope of covered benefits and obtain approval from the state on the revisions.

and Program
infegrity

§438.608 program Integrity
Reguirements; and §438.610
Prohibited Affiliations with
Debarred Individuals

fraud in the fraud and abuse program,

Assessment and that the MCE's provider selection and retention criferia do not discriminate against health
Perfermance §438.12{a)(1) Provider care professionals who serve high-risk populations or who specialize in treaiment of costly
Improvement— Discrimination Prohibited conditions,
Structure and
Operation
Standards
5.10 Grievance §438.408(d), (e) Resolution FCCBH must revise its Notice of Appeal Resoiution and Notice of Action Failure to Yes
System and Notification; Grievances Resolve Appeal Timely letter femplates 1o include a statement that indicates it is the
and Appeals MCE’s last and final decision.
6.0 Certifications §438.214(d) Provider Selection;] FCCBH must update ifs compliance plan to include the potential for member or enrollee Yes
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Northeastern Counseling Center (NCC)

significant portion of the
MCE’s enrolled population.

PIP Reporting and Evaluation Form in CY 2012 to ensure the study population is
accurately identitied and reflects a significant portion of the enrclied population.

NCC must correct the definitions of SVD and/or MH prior to submitting its PIP Reporting
Evaluaticn Form in CY2012 so that they accurately reflect the numbers listed in those
I

Activity 1 Criterien 3 ] The study topic reflects a NCC must validate the numbers presented for the study population prior to submitting its Yes
significant portion of the PIP Reporting and Evaluation Form in CY 2012 to ensure the study population is
MCE's enrolled population, accurately identified and reflects a significant portion of the enrelted population.

Activity 1 Criterion 3§ The study topic reflects 2 NCC must validate the numbers presented for the study poepulation prior to submitting its Yes

Program Integrity

Selection; §438.608
Program Integrity
Requirements; and §438.610
Prehibited Affiliations with
Debarred Individuals

fraud in the fraud and abuse program.

1.3 General §438.10{f)(6) Information NCC must revise its PMHP member handbook to include Janguage on the amount, Yes
Provisions Requirements duration, and scope of benefits and obtain approval from the state on the revisions.
6.0 Certifications and §438.214(d) Provider NCC must update its compliance plan fo include the potential for member or enrollee Yes
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“Activity 1 Criterion 3

Southwest Behavioral Health Center (SBHC)

SBHC must valldaté the.numbers presenied for the study population prior to submitting its PIP

\j'es

interpretation include the
exient to which the study was
successful.

during Remeasurement one as during a comparable length of time during Baseline.

SBHC must jusiify why the interpretation that the interventions were successful was based on
index data, when data from each of the three indicators do not support 3BHC's assertion of
suCCess.

Given thai {he data show that the original interventions were unsuccessful, SBHC must describe
efferts to develop and implement revised interventions, including a timeframe for developing new
intervention{s), imeframe for implementing new intervention(s), and a new timeline for subsequent
remeasurements. Since SBHG has completed the interventions that it is measuring in the
remeasurement cycle of July through December 2011; SBHC should proceed with the data
analysis as planned but also use the time to develop new or additional interventions starting in
January 2012,

The study topic reflects a
significant portien of the Reporting and Evaluation Form in CY 2012 fo ensure the study population is accurately identified
MCE's enrolled population. and reflects a significant portion of the enrolled population.
SBHC must correct the definitions of SVD and/or MH prior to submitting its PIP Reporting
Evaluation Form in CY2012 so that they accurately reflect the numbers listed in those columns,
Activity 7 Criterion 3 | Intervention strategies SBHC must explain why there were nearly three times as many Planning and Review checkpoints Yes
address whether they are during Remeasurement one as during a comparable length of time during Baseline.
revised if original interventions | SBHC must justify why the interpretation that the interventions were successful was based on index
are unsuccessful. data, when data from each of the three indicators do not support SBHC's asserfion of success.
Given that the data show that the original interventions were unsuecessful, SBHC must describe
efforts to develop and implement revised interventions, including a timeframe for developing new
intervention(s), timeframe for implementing new intervention(s), and a new timeline for subsequent
remeasurements. Since SBHC has completed the interventions that it is measuring in the
remeasurement cycle of July through Becember 2011; SBHC should proceed with the data analysis
as planned but also use the time to develop new or additional interventions starting in January 2012.
Activity 8 Criterion 7 | Data analysis and SBHC must explain why there were nearly three times as many Planning and Review checkpoinis Yes
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A B o S SR

Southwest Behavioral Health Center (SBHC) (continued)

and Program
Integrity

Selection; §438.608 Program
Integrity Requirements; and
§438.510 Prohibited
Affiliations with Debarred
individuals

member fraud in the fraud and abuse program.

1 en'e.'rai §4"3;§..1 C.).(f)'(s) Information tate pl.JIFD.V d member handbook must be revised fo e nguagé on the Yes
Provisions Requirements amount, duration, and scope of covered benefits.
2.1 Enrollee Rights | §438.100(b}2) and SBHC must use a more effective means of evaluating the readability of its member Yes
and Protections §438.10(b} Enroliee Rights handbaok or apply the Power Sumner Pearl Formula to more than a single

100 word sample and must update its wiitien palicy

and procedure to reflect this revised methodology.
6.C Certifications §438.214(d) Provider SBHC must update its compliance plan to include enrollees and the potential for Yes
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Valley Mental Health (VMH)

1.3 General §43B.10{0)(8) Information VMH must revise its PMHP member handbook to include language on the amount, Yes
Provisions Requirements duration, and scope of covered benefits and obtain approval from the state on the
revisions.
3.8 Quality §438.214(b} Provider Selection | VIMH must implement processes {o ensure compliance with its policy for credentialing and No
Assessment and recredentialing subcontracted providers, and fo ensure 100% of files are complete and
Performance current at all times. The following deficiencies were identified in the review sample:
Improvement— ¥ 83% contained expired professional licenses,
Structure and » NP verification was not included in any files. VMH policy, “Subcentractor Qutpatient
Operation Services: Application to Becomne a Provider” states NP verification will be documented
Standards in credentials files,

¥ Two provider applications were denied. The denial letters sent to the requesting
providers did not include the reason VMH denied the application. VMH policy
"Subcontractor Outpatient Services: Application to Become a Provider” states denial
letters will include the reason for the denial,
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5.5 Grievance
System

§433.404(a), (b) Notice of
Action

Valley Mental Health (VMH} (continued)

VMH must revise its Notice of Action template to include all information required in its

contract with the UDOH (Contract, Article X, Section G). The following information was

missing from VMH'’s Notice of Action template and sample notices reviewed during the on-

site compliance review;

# the enrollee’s or the provider's right to file an appeal with the MCE

# procedures for requesting an appeal

» procedures for exercising rights specified in §438.404

> proceduses under which expedited resolution is available and how to request it

# the enroliee’s right {0 have benefils continue pending resolution of the appeal, how {o
request bensfits be continued, and the circumsiances under which the enrollee may be
required to pay the cost of those

Yes

and Program
integrity

Selection; §438.608 Program
Integrity Requirements; and
§438.610 Prohibited
Affiliations with Debarred
Individuals

in the fraud and abuse program.

5.10 Grisvance §438.408(d), (e} Resolution WMH must implement procedures to ensure its Notice of Appeal Decision letters include all Yes
System and notification: Grievances information required in its confract with the UDOH {Contract, Article X1, Secfion C, 5; Aricle
and Appeais X, Section B} and as included in its Appeal Decision femplate notices, for all appeal
decisions. *
6.0 Certifications §438.214{d) Provider VMH must update #s compliance plan to include the potential for member or enroflee fraud No
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Wasatch Mental Health (WMH)

Activity 8 Criterion 7

Data analysis and
interpretation include the
extent to which the study was
successful.

use to assure the data you are
submitting to UDOH is

complete and accurate {quality
assurance processes).

The
WMH reported to UDOH. WMH mus? fully implement its quality assurance processes for
tracking and monitoring to ensure it is accurately reporting data from its performance

measures database to both UDOH and QQ.  WNMH must document how it will ensure the
data submitted 1o QQ for validation match the data reported to UDOH in annual reports.

analysis and interpretation in its 2011 PIP for each of the two indicators in response to
Activity 8 Griterion 4, Activity 8 Criterion 5, and Activity 8 Criterion 7.

Its of OQ's énéiys.is. of the data file submitted by WMH do not match the resulis

Activity B Criterion 4 | Data analysis and In #s 2011 PIP Reporfing and Evaluation Form, WMH must present complete data analysis
interpretation are presented and interpretation on each of the two indicators for Baseline and each re-measurement in
in a way that provides response {o Activity 8 Criterion 4, Activity 8 Criterion 5, and Activily B Griterion 7
accurate, clear, and sasily WMH must submit only one CAP to address how it will ensure it will provide complete data
understood information. analysis and interpretation in its 2011 PIP for each of the two indicators in response fo
Activity 8 Criterion 4, Activity 8 Criterion 4, and Activity B Criterion 7.
Activity 8 Criterion 5§ Data analysis and WMH must submit only one CAP to address how it will ensure it will provide complete data Yes
interpretation identify initial analysis and interpretation in its 2011 PIP for each of the two indicators in response fo
measurement and re- Activity 8 Criterion 4, Activity 8 Criterion 5, and Activity 8 Csiterion 7,
measurement of siudy
indicators,
WMH must submit only one CAP to address how it will ensure it will provide complete data Yes
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3 General
Provisions

Wasatch Mental Health (WMH) (continued)

§438.10¢9(8) Inform
Requirements

nclude I“ang.;dage' on the arﬁount,'
duration, and scope of covered benefits and obtain approval from the state on the
revisions.

Program Integrity

8.0 Certifications and §438.214(d} Provider Selection;

§438.608 Program Integrity
Requirements; and §438.610
Prohibited Affiliations with
Debarred Individuats

WMH must update its compliance plan to include the potential for member or enrollee
fraud in the fraud and abuse program.

Yes
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1.3 General
Provisions

§438.10(f)(6} Information
Requirements

Weber Human Services (WHS)

WHS must revise its PMHP member handbook to include language on the ambunt,
duration, and scope of covered benefits and obtain approval from the stale on the
revisions.

Yes

6.0 Certifications
and Program
Integrity

§438.214(d) Provider
Selection; §438,608 Program
Integrity Requirements; and
§438.610 Prohibited
Affiliations with Debarred
individuals

WHS must update its compiiance plan fo include the potential for member or enrolles
fraud in the fraud and abuse program.

Yes
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Healthy U (HU)

1.4 General §438.10{f)(6) Information HU must simplify the language in the What is Emergency Care section of its member

Provisions Requirements handhook,

3.5 Quality §438.206(cK2) Availakility of HU must incorporate in policy its efforts to provide culturally competent care to enrollees from N
Assessment and Services diverse ethnic backgrounds beyond the provision of inferpreter services. o
Performance

Improvement—

Access Standards
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Molina Healthcare of Utah (MHU)
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Appendix 4 - Summary of Required Corrective Actions Identified in 2012

ctivily 2 Criterion

“The study question is s

Bear River Mental Health (BRMH)

clear, simple terms.

BRMH must restate its éiuJ:ly qisés on in clear and p'le'terms.

Activity 3 Criterion 1

The study indicator(s) are well
defined, objective, and
measurable.

BRMH must define its study indicator so that it clearly and accurately describes what is fo be measured

Activity 6 Criterion 4

The insttument(s) used for data
collection are identified.

BRMH must carefully define the use of the term "study population.” Some columns are subsets of others.
The number of study populatien indicated for referral is not accurately labeled.

Activily 8 Criterion 9

Describe the data analysis
plan and all pertinent
methodelogical features.

BRMH must recalcufate perceniage data and present it in accordance with the study indicator
definition or redefine and clarify the study indicater. )

Agctivity 8 Criterion 1, 3,
4,5 6and7

4.3 Quality
Assessment and
Perdformance
Improvement—
Measurement and
Improvement
Standards

Data analysis and interpretation

§438.240(b), {d) Quality
Assessment and Pesformance
improvement Program

BRMH did nct provide answers to Activity 8 Criteria 1, 3, 4, 5, 8, and 7 even though data analysis and
interpretation occurred in 2011. BRMH must provide answers to these criteria.

BRMH must submit clarification of the study question within 3¢ calendar days of receipt of this required
corrective action. The study guestion will be evaluated by QQ and UDOH prior to BRMH conducting further
activity on its PIP. Once the study question is approved by QQ and UDOH, BRMH must submit to QQ: for
validation a new PIP Reporting and Evaluation Form addressing the study question. The new PIP
Reporting and Evaluation form must be submitted to QQ and UDOH within $0 calendar days of approval of
the revised study question,
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Activily 8 Criterion 4

6.0 Ceriifications and
Program Integrity

Central Utah Counseling Center (CUCC)

are presented in & way that
provides accurate, clear, and
easily understood information.

§438.214(d) Provider Selection;
§438.608 Program Integrity
Requirements; and §438.610
Prohibited Affiliations with
Debarred Individuals

Data anélyms and interpretation

i Correc

In its 2013 submission of the PIP reporting taol, CUCC must label all columns and ensure that the data
presented in its tables malches the data reported in the narrative.

CUCC must develop policies and procedures for detecting and reporting potential enrallee Traud .oa' abuse.
These policies andg procedures may be contained in CUCC’s Corporate Compliance Plan or in a separate
document that is cross-referenced in the Corporate Compliance Plan.
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Activity 8 Criterion 1

Four Corners Community Behavioral Health (FCCBH)

Data analysis and
interpretation were
conducted according to the
data analysis plan.

FCCBH must describe in its submission of the PP reporting tool in 2013 the statistical techniques it used, or
plans to use, in its data analysis.

Activity 8 Criterion 7

Data analysis and
interpretation identify initial
measurement and
remeasurement of study
indicators,

There is statistical evidence
that an cbserved improvement
is real improvement,

FCCBH must describe in its submission of the PiP reporting tool in 2013how it evaluated, or plans 1o
evaluate the extent of the projects success. For example, what goal or benchmark, is or was, used as a
measure of success

FCCBH musi describe in its submission of the PP reperting todl' in 2013 what statistical evidence it used, or
plans to use, {o identify real improvement.
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Valley Mental Health (VMH)

In its 2013 PIP submission VMH must provide information on how it implemehted the strategies within its

3.8 Quality
Assessment and
Performance
Improvement—
Structure and
Operation Standards

whether they are revised if
original interventions are
unsuccessful.

Activity 7 Criterior: 1 Interventionfimprovement
strategies underiaken are organization.
related fo causes or barriers
identified through data analysis
and QI processes.
Activity 7 Criterion 2 Interventionfimprovement In its 2013 PIP submission VMH must provide information on what actiens are taken by managers cnce
strategies address whether the reports are received and address how the actions are jikely fo induce permanent change.
they are likely to induce
permanent change.
Activity 7 Criterion 3 Intervention strategies address | In its 2013 PIF submission YMH must provide an analysis of why its intervention strategies are not

successful and modify its sirategies accordingly.

WMH must implement processes o ensure compliance s policy for credentialing and recredentialing

subcontracted providers, and to ensure 100% of files are complete and current at all times. The following

deficiencies were identified in the review sample:

» 83% coniained expired professional licenses,

> NP1 verification was nof included in any files. VIMH policy, “Subcontractor Quipatient Services:
Application 1o Become a Provider” states NP} verification will be decumented in credentials files.

> Two provider applications were denied. The denial letters sent to the requesting providers did not

include the reason VMH denied the application. VMH policy *Subcontractor Quipatient Services:

Application to Become a Provider” states denial letters will include the reason for the denial.

6.0 Certifications and
Program Integrity

§438.214(d) Provider Selection;
§438.608 Program Integrity
Requirements; and §438.610
Prohibited Affiliations with
Debarved individuals

WMH must update its compliance plan to include the potential for member or enrcliee fraud in the fraud
and abuse program.
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Wasatch Mental Health {WMH)

Ve
The results of QQ'"s analysis of the data file submitted by WH do not match the results WMH reported to
UDOH. WMH must fully implement its quality assurance processes for tracking and monitoring o ensure it is
accurately reporting data from its performance measures database (o both UFDOH and QG WMH must
document how it will ensure the data submitted to QG for vadidation match the data reperted to UDOH in annual
reports,

Please explain the process
you use to assure the data
you are submitting to UDOH
is complede and accurate
(quality assurance
processes).
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Weber Human Services (WHS)

Aclivity 7 Criterion 2 | InterventionAmprovement
strategies address whether the
ase |&ely to induce permanent

change

If the addition of the Friday walk-in clinic does not demonstrate a significant reduction in its no-show rate, VWHS
must reevaluate the causes and barriers affecting its no-show rates and propose interventions that are likely fo
produce meaningful and permanent change. This analysis and proposed interventions, including a timeline for
implementation, must be included in the 2013 PIP Reporiing and Evalsation Tool,
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4 Genera
Provisions

Requ'irements

Healthy U (HU)

3.5 Quality
Assessment and
Performance
Improvement—
Access Standards

§438.206(c)(2) Availability of
Services

HU must incorporate in policy its efforis to provide culturally competent care fo enrollees from diverse ethnic
backgrounds beyond the provision of interpreter services.




ATTACHMENT 8

The most recent Utah 2011 Customer Satisfaction Survey
(CAHPS) Report can found at:

https://health.utah.gov/myhealthcare/reports/cahps/2011/index.ph
p?page=home
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