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July 31, 2020

1570 Grant Street
Denver, CO 80203

Mr. Alex Azar, Secretary

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

Washington, D.C. 20201

Dear Mr. Azar:

On behalf of the Colorado Department of Health Care Policy & Financing, Colorado’s
single state agency responsible for administering the Medicaid and CHIP programs, the
State of Colorado respectfully submits our section 1115 extension application for
Colorado’s title XXI section 1115 demonstration project No. 21-W-00014/8. Specifically,
our application requests an extension of the federal authority for Colorado to continue to
receive title XXI funds for pregnant women with income from 142 percent of the federal
poverty level (FPL) through 195 percent of the FPL (post-MAGI converted levels).

Thank you very much for this opportunity. Should you have any questions or concerns,
please contact Tracy Johnson, Medicaid Director at the Department of Health Care Policy
& Financing, at (303) 866-3065 or Tracy.Johnson@state.co.us.

Sincerely,

Jared Polis ‘
Governor of Colorado
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|. Historical Narrative Summary of the Demonstration Project

In September 2002, the State of Colorado received approval from the Centers
for Medicare and Medicaid Services (CMS) for a five-year demonstration period
through September 2006 for its “Adult Prenatal Coverage in CHP+” program.
This program permitted the state to use Title XXI funds to expand coverage to
uninsured pregnant women with family incomes between 133% and 185% of the
federal poverty level (FPL). Subsequently, in January 2006, CMS approved an
amendment to the demonstration, allowing Colorado to expand eligibility for
uninsured pregnant women under the demonstration, from 185% to 200% of the
FPL. On September 29, 2006, CMS approved Colorado’s request to renew the
demonstration for a three-year period through September 30, 2009. CMS then
approved Colorado’s extension request, which extended the program through
June 2012. On July 30, 2012, Colorado received approval to expand coverage
for uninsured pregnant women from 200% to 250% of the FPL. In July 2015, the
Colorado’s application for extension of Colorado’s title XXI section 1115
demonstration project No. 21-W-00014/8 was approved by CMS. This extension
effectively continued the project at the 2012 FLP levels that raised the upper
limit to 250% FPL and applied a five-year demonstration period.

Section 111 of the Children’s Health Insurance Program Reauthorization Act
(CHIPRA) added Section 2112(b)(1)(A) of the Social Security Act, which
specifies that a state must first cover pregnant women in Medicaid to at least
185% of the FPL before expanding coverage to pregnant women in the
Children’s Health Insurance Program (CHIP). Section 111 of CHIPRA also added
a provision to give states the option to provide necessary prenatal, delivery and
postpartum care to targeted, low-income, pregnant women through the Title
XXI State Plan.

To comply with the spirit of CHIPRA, Colorado submitted a Medicaid State Plan
Amendment and received approval for transitioning pregnant women from 133%
to 185% of the FPL, to the Medicaid State Plan and to provide full Medicaid
benefits to these women. The State has continued to receive Title XXI funds for
uninsured pregnant women from 133% to 185% of the FPL. In addition, the State
submitted and received approval for a corresponding CHIP State Plan
Amendment to transition pregnant women between 185% and 250% of the FPL
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to the CHIP State plan. As required under Special Terms and Conditions (STCs)
#17, the State transitioned coverage of pregnant women from this
demonstration to the Medicaid State Plan and the CHIP State Plan, effective

January 1, 20132.

The demonstration population includes pregnant Medicaid expansion clients
who would have been covered under CHP+ if not for the expansion (142%-195%
FPL). The state targeted this population to achieve three key objectives:

1. Decrease the uninsured rate for pregnant women?;

2. Increase prenatal and postpartum care for pregnant women enrolled in the

Demonstration;

3. Increase the number of healthy babies born to pregnant women enrolled in

the Demonstration

During the present demonstration period, August 1, 2015 through July 31, 2020,
the following objectives, hypotheses and methodology were used to determine
if Colorado is achieving the demonstration’s goals:

Table 1. Evaluation Objectives, Hypotheses and Methodology:

Hypothesis

Methodology

received prenatal and postpartum care

OBJECTIVE 1: Increase the percentage of pregnant women in the demonstration who

Pregnant women enrolled in the CHP+
demonstration will have a statistically
significant increase in prenatal care visits.

Pregnant women enrolled in the CHP+

demonstration will have a statistically

significant increase in postpartum care
visits.

Use of claims data, birth certificate data,
and HEDIS data to measure prenatal and
postpartum care for the women in the
demonstration program, as well as, for the
pregnant women in CHP+ and Medicaid.

the Demonstration

OBJECTIVE 2: Increase the number of healthy babies born to pregnant women enrolled in

1 The federal poverty levels listed in the Historical Summary of the Demonstration Project section prior to January 2014 are pre-MAGI-converted levels.

2 This objective was not part of the approved demonstration evaluation design, dated April 26, 2017 and is addressed further in the Interim Evaluation Report.
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The proportion of babies born to women
enrolled in CHP+ and admitted to the NICU
will decrease over the five years of the
demonstration. 3

Use of claims data, birth certificate data,
HEDIS data, and PRAMS data to track the
birth weights of newborns and length of
stay and time spent in the ICU for babies
born to mothers in the demonstration
program, as well as, for the newborns born
to mothers in Medicaid as a whole.*

The proportion of babies born to women
enrolled in the demonstration that weigh
under 2,500 grams will decrease by 10
percent over the five-year demonstration.

OBJECTIVE 3: Decrease the uninsured rate for pregnant women

This objective is included here for As described in the interim evaluation
completion but was not part of the report, the absence of an appropriate
approved demonstration evaluation design, | dataset prevented the state from further
dated April 26, 2017. analysis during the demonstration period.

[I. Demonstration Results and Evaluation Activities

The demonstration’s success in achieving the stated objectives are more
extensively described in the Interim Evaluation Report presented in Appendix B
of this application. In summary, the interim evaluation suggests that the
demonstration was partially successful in meeting its objectives, showing
favorable results for two of the three measures—higher rate of postpartum care
visits and fewer low birthweight babies.

However, the hypothesis that more pregnant women would receive prenatal
care during demonstration years as compared to the baseline was not
supported by study findings. The demonstration population did not improve on
the rate of prenatal cares visits, as a higher percentage of clients received
prenatal care during the baseline year compared to all demonstration years
(Table 2).

3 The original evaluation proposal included this hypothesis, but a corresponding measure was not included in approved demonstration evaluation design, dated
April 26, 2017. Details on this change are included in the Interim Evaluation Report.
4 If the mother loses Medicaid eligibility after the baby has been delivered, the mother and the baby are not assigned the same case number and not linked

together. As a result, the outcomes will be approximate as some of the babies may not be included in the evaluation since there is no link to the mother who
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Table 2. Comparison of Pregnant Women with Prenatal Care Across All Study

Years
Year Number Percent Percentage Rate of Rate of
Received | Received Point change change
Prenatal Prenatal Difference year over from
Care Care (%) from year baseline
Baseline
Baseline Year 1637 51.8 -- -- --
Demonstration 1287 46.4 -5.4 -10.4% -10.4%
Year 1
Demonstration 1284 44.7 -7.1 -3.7% -13.7%
Year 2
Demonstration 1279 43.1 -8.7 -3.6% -16.8%
Year 3
Demonstration 1199 40 -11.8 -7.2% -22.8%
Year 4

As a descriptive study comparing unadjusted percentage differences and year-
to-year percent changes, it was not possible to assess whether the percent
decrease represents a statistically significant finding; however, as it relates to
practical relevance, the evaluation identified a potential decreasing trend in
the number of eligible clients receiving prenatal care across the demonstration
years (Figure 1), as defined by the study parameters.

Figure 1. Proportion of Eligible Clients Receiving Prenatal Care by Year
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These results should be interpreted with caution due to methodological
limitations. Specifically, changes in the way data was collected across
demonstration years introduced variability and potential bias. To better
evaluate this measure, the state reviewed historical Medicaid prenatal
outcomes from HEDIS datasets. Comparing against Colorado’s Medicaid
population revealed multiple substantive changes to the definitions of prenatal
metrics between 2014 to 2017. The process of refining these metrics is
necessary to more validly capture outcomes; however, it prevents comparisons
during this time. Additionally, due to the frequent refinement of variable
definitions, it is not possible to assess the presence of a possible secular trend.

To address this deficiency in the renewal period the Department intends to
ensure valid study design, including limiting variability in the way prenatal
metrics are defined across the demonstration period. This approach will clarify
the prenatal findings from the present demonstration while keeping the current
program parameters. Further, the Department intends to use a regional
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benchmark as an additional, external comparison group to compare future
demonstration objectives against.5

Application of a regional benchmark and improved study design for assessing
the percent of low birth weights in the renewal demonstration period is
another intention of the Department’s. Given the results outlined in the
detailed evaluation report, future evaluation design shall also include improved
inclusion and exclusion criteria for mothers who gave birth to multiple babies,
alternatives to improve birth certificate match rates, and a targeted proportion
of healthy babies born to pregnant women enrolled in the demonstration.

A. Prenatal Demonstration Population
The average monthly enrollment of clients enrolled in the prenatal program
during demonstration years one through four (August 1, 2015 through July
31, 2019) was 2,903. The following chart illustrates the monthly average
number of pregnant women enrolled in the demonstration and number of
births since 08/01/2015.

5 Benchmark for determination during evaluation design—Colorado Medicaid specific data or March of Dimes presently in consideration.
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One of the goals of the program is to improve health outcomes for low-
income mothers and their babies. To achieve this goal, clients identified as
pregnant receive a call to complete a prenatal risk assessment and a
Patient Health Questionnaire (PHQ-9), which aims to identify community
and educational resources that may benefit the clients, such as Women,
Infants and Children (WIC), Prenatal Plus (PN+), Nurse Family Partnership
(NFP), and Healthy Start. Members who are identified as high risk are
enrolled in the Intensive Case Management program.

Clients also receive educational materials and information related to their
current trimester and their baby’s development and outbound postpartum
calls to screen for postpartum depression and address any concerns. The
calls ensure that enrollment has been set up for the newborn and the
mother is seeking postpartum care.

lll. Extension Request

Colorado requests an extension to the demonstration from August 1, 2020,
through July 31, 2025. Specifically, the State requests an extension of the
federal authority for Colorado to continue to receive title XXI funds for
uninsured pregnant women with income from 142% of the FPL to 195% of the
FPL. The State is not requesting any program changes during the requested
renewal period. Title XXl funds will continue to be used for pregnant women in
this income range who are insured. During this timeframe, Colorado will
continue to reach out in order to enroll and provide prenatal and postpartum
care to eligible pregnant women from 142% of the FPL to 260% of the FPL to
achieve the goals and objectives of this program.®

Under this demonstration, fee-for-service and managed care delivery systems
will cover pregnant women. Cost sharing is not applied to this population for
any type of service. Colorado will continue to contract with Health Services
Advisory Group (HSAG) as the external quality review organization (EQRO) to
measure and evaluate the timeliness and adequacy of prenatal and postpartum
care.

6 The federal poverty levels listed in the Extension Request section are post-MAGI-converted levels.
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IV. Waiver and Expenditure Authority

Colorado is requesting the same waiver and expenditure authority as approved
in the current demonstration to authorize title XXI expenditures for health
benefits coverage to uninsured pregnant women age 19 and over, with family
income above 141% through 195% of the Federal Poverty Level (FPL).
Specifically, Colorado requests, under the authority of section 1115(a)(2) of the
Social Security Act (the Act), that expenditures made by Colorado identified
below, which are not otherwise included as expenditures under section 1903 of
the Act shall, for the period of this demonstration extension, be regarded as
expenditures under the state’s title XXI plan:

1. Section 2112(b)(2) Minimum Income Standard for Pregnant Women in
CHIP

To permit Colorado to have income levels for eligibility for the specified
demonstration population that are lower than applicable Medicaid
levels, to the extent necessary to provide title XXI coverage for the
Medicaid benefit package for pregnant women.

2. Section 2105(c)(6)(B) CHIP Secondary Payer to Medicaid

To permit Colorado to make payment under title XXI primary to payment
under Medicaid for this demonstration population, to the extent
necessary to provide title XXI coverage for the Medicaid benefit package
to pregnant women with incomes above 141% of the FPL through 195% of
the FPL.

Annual expenditures that apply to the Demonstration are provided in the
Historical and Projected Expenditures document.

V. Projected Demonstration Enrollment Impact

Historical and projected enrollment trends for Colorado’s Combination CHIP
program are referenced in Appendix A, which represent the Separate CHIP
population (SCHIP), Medicaid expansion CHIP population (MCHIP), and the
Prenatal Demonstration CHIP population. These figures are presented in Tables
3 through 6, which also serves to provide an assessment of how the proposed
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demonstration is expected to impact CHIP program enrollment for the
extension period Colorado is requesting. These figures are total annual,

unduplicated, person counts.

Table 3. Historical and Projected Enrollment Figures by Category

Total Total 1115
Combination | SCHIP Plan | MCHIP Plan | Demonstration
CHIP Enrollment | Enrollment | Enrollment by
Enroliment by by Year by Year Year (142%-
Year 195% FPL)
FFY 2015 107,800 52,346 53,747 1,707
FFY 2016 117,471 54,549 61,103 1,819
FFY 2017 137,145 69,603 65,503 2,039
FFY 2018 147,012 81,893 62,854 2,265
FFY 2019 141,221 80,967 57,995 2,259
FFY 2020 135,265 76,032 57,088 2,145
FFY 2021 137,874 77,519 58,121 2,234
FFY 2022 140,290 79,121 58,856 2,313
FFY 2023 140,290 79,121 58,856 2,313
FFY 2024 140,290 79,121 58,856 2,313
FFY 2025 140,290 79,121 58,856 2,313

Due to the State’s 2013 transition of pregnant women from this demonstration
to the Medicaid State Plan and the subsequent MAGI conversion, the
demonstration extension not implemented, individuals receiving benefits
through the demonstration and with income between 142% and 195% FPL would
be expected to enroll in benefits through Medicaid.

Table 4. Annual counts of individuals expected to be enrolled in the
demonstration, assuming that the proposed demonstration is implemented.

Annual counts of individuals expected to be enrolled in the

demonstration by year

FFY 2021 2,234
FFY 2022 2,313
FFY 2023 2,313
FFY 2024 2,313

12 | Demonstration No. 21-W-00014/8: Extension
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FFY 2025 2,313

Table 5. Annual counts of individuals that would be expected to enroll in CHIP,
if the proposed demonstration is not implemented, based on historical program
trends and assumptions as described in the state’s analysis. ’

Annual counts of individuals that would be expected to enroll
in CHIP, if the proposed demonstration is not implemented.
FFY 2021 135,640
FFY 2022 137,977
FFY 2023 137,977
FFY 2024 137,977
FFY 2025 137,977

Table 6. Annual counts of individuals expected to be enrolled in CHIP, assuming
that the proposed components of the demonstration are implemented, for each
year of the proposed demonstration period, and by each category of
beneficiary whose Medicaid or CHIP enrollment is likely to be impacted by the
demonstration.

Total Total 1115
Combination SCHIP Plan | MCHIP Plan | Demonstration
CHIP Enrollment | Enrollment | Enrollment by
Enroliment by by Year by Year Year (142%-
Year 195% FPL)
FFY 2021 137,874 77,519 58,121 2,234
FFY 2022 140,290 79,121 58,856 2,313
FFY 2023 140,290 79,121 58,856 2,313
FFY 2024 140,290 79,121 58,856 2,313
FFY 2025 140,290 79,121 58,856 2,313

VI. Compliance with Special Terms and Conditions

Colorado implemented the current demonstration according to the approved
Standard Terms and Conditions (STC), dated April 26, 2017. The discussion

7 The annual counts in Table 5 are calculated by removing the projected annual demonstration population figure from the corresponding annual
total combination CHIP enrollment figure(s). These individuals would be expected to enroll in benefits under the Medicaid state plan.
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presented throughout the application and supporting materials demonstrate
the actions taken by the state to implement the program in compliance with
the STCs, as of July 2020.

Colorado has complied with the STCs provisions regarding the demonstration’s
eligibility, the program benefits, cost sharing and delivery system. Further, all
general financial requirements were implemented according to the STCs. The
state submits quarterly eligibility, enrollment and financial reports through
varied mechanism, including, but not limited to, CHIP Statistical Enroliment
Data Reports (SEDS) using forms 64EC, 64.21E, and 21E. Colorado gathers
monthly enrollment data, which are exhibited in this extension application,
and has not needed to limit enrollment in the demonstration. The State has
complied with all general financial requirements under title XXl and as
discussed in STC Attachment A: General Financial Requirements Under Title
XXI.

Actions to comply with section VIlI—General Reporting and Monitoring—and
section X—Evaluation of the Demonstration—of the STCs are included as
attachments to this demonstration extension application. Specifically,
Appendix B is the state’s interim evaluation report, which is attached and
referenced throughout the application body. The state’s post award forum,
which is described in more detail in Appendix D, was held on May 27, 2020 and
the recording of that presentation remained active for public comment through
July 10, 2020. Finally, the state will continue to work with CMS to submit all
required and requested annual monitoring reports for the current
demonstration period.

Compliance with Public Notice, Tribal Consultation and
Consultation with Interested Parties

During the process of developing this section 1115(a) demonstration extension
application and complying with general reporting and monitoring actions listed
in the STCs, the state consulted with interested parties and providing the
public meaningful opportunity to comment on the demonstration extension
application.
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On July 10, 2020 Colorado published an abbreviated public notice and a
comprehensive public notice to the Colorado Register and the Department’s
waiver application webpage, respectively. These notices, which addressed the
requested section 1115(a) demonstration extension and the duration of the
public comment period from July 10, 2020 through August 10, 2020, were
posted as required by federal regulations at 42 CFR § 431.408 and 431.420.

All comments submitted to the state are included in summary with
corresponding responses in Appendix D of this application. Further, the state’s
efforts to address comments in the extension application are also outlined in
that section. Finally, the state’s comprehensive public notice document and an

abbreviated public notice are included as attachments to this application.

Table 8. Summary of Public Notice, Tribal Consultation and Consultation with
Interested Parties

Date

Notice or Document

URL or Distribution

02/01/2020

Department conducts consultation
with tribal populations on the
proposed demonstration waiver

In accordance with 42 CFR 431.408(b)

05/27/2020

Department holds Post Award Forum
at the State Medical Assistance &
Services Advisory Council quarterly
meeting, recording the presentation
for further public comment

In accordance with 42 CFR 431.420(c)

06/10/2020

Post Award Forum recording posted
on the Department's website for
viewing and public comment,
including instructions for submitting
comments

https://www.colorado.gov/pacifi
c/hcpf/child-health-plan-plus

07/09/2020

Information and details about the
requested 1115(a) demonstration
extension application and forthcoming
public hearing meetings posted on the
Department's website

https://www.colorado.gov/pacific/h
cpf/child-health-plan-plus-prenatal-
waiver

07/09/2020

Notification regarding public
comment period and public hearings
sent to stakeholder(s) electronic
distribution list—5,243 recipients

In accordance with 42 CFR 431.408(b)

07/09/2020

Department updates 02/01/2020
tribal consultation to include website

In accordance with 42 CFR 431.408(b)
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https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus-prenatal-waiver
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus-prenatal-waiver
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus-prenatal-waiver

link for the comprehensive public
notice
07/10/2020 | Notice of Public Comment Process )
published in the State of Colorado h_ttps.//www.sos.state_.co._us/CCR_/Re
. gisterContents.do?publicationDay=07
Register (2020 - Volume 43, No. 13) 710/ | = blish
on the Colorado Secretary of State 10/2020&Volume=43&yearPublishNu
. mber=13&Month=7&Year=2020
website
0771072020 2?(%;;(138?0%]1;5(&'1?(:2?{;?ns(;csrii;:jogn the https://www.colorado.gov/pacific/si
pp on posted ol tes/default/files/CHPPlusPrenatalll
Department's website for viewing and - —
. 15DemonstrationApplication.pdf
public comment
07/10/2020 _Sectl_on 1115(a)_demonstrat|on https://www.colorado.gov/pacific/si
interim evaluation report posted on :
, . e tes/default/files/CHPPlusPrenatalll
the Department's website for viewing - -
. 15InterimEvaluation.pdf
and public comment
07/10/2020 | Notice of Public Comment Process https://www.colorado.gov/pacific/h
posted on the Department's website cpf/child-health-plan-plus-prenatal-
waiver
https://www.colorado.gov/pacific/h
cpf/communication
07/15/2020 | Section 1115(a) demonstration In accordance with 42 CFR
extension application presented a 431.408(3)(ii) & (iv)
public hearing, held virtually to
accommodate public health Conference Line 1-877-820-7831
emergency proximity limitations Participant Code 499-449 #
https://cohcpf.adobeconnect.co
m/chpplusprenatalll15waiver/
07/16/2020 | Section 1115(a) demonstration In accordance with 42 CFR
extension application presented a 431.408(3)(i1) & (iv)
public hearing, held virtually to
accommodate public health Conference Line 1-877-820-7831
emergency proximity limitations. Participant Code 499-449 #
Aregonﬁngoftmsheaﬂngwms https://cohcpf.adobeconnect.co
published to the state website for m/chpplusprenatall115waiver/
further access and review
https://www.youtube.com/watch
?v=6¢cLVR2aVzz4&feature=youtu.b
e
07/29/2020 | Notification regarding the impending | In accordance with 42 CFR 431.408(2)
closing of the public comment period
sent to stakeholder(s) electronic
distribution list—5,243 recipients
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https://www.sos.state.co.us/CCR/RegisterContents.do?publicationDay=07/10/2020&Volume=43&yearPublishNumber=13&Month=7&Year=2020
https://www.sos.state.co.us/CCR/RegisterContents.do?publicationDay=07/10/2020&Volume=43&yearPublishNumber=13&Month=7&Year=2020
https://www.sos.state.co.us/CCR/RegisterContents.do?publicationDay=07/10/2020&Volume=43&yearPublishNumber=13&Month=7&Year=2020
https://www.sos.state.co.us/CCR/RegisterContents.do?publicationDay=07/10/2020&Volume=43&yearPublishNumber=13&Month=7&Year=2020
https://www.colorado.gov/pacific/sites/default/files/CHPPlusPrenatal1115DemonstrationApplication.pdf
https://www.colorado.gov/pacific/sites/default/files/CHPPlusPrenatal1115DemonstrationApplication.pdf
https://www.colorado.gov/pacific/sites/default/files/CHPPlusPrenatal1115DemonstrationApplication.pdf
https://www.colorado.gov/pacific/sites/default/files/CHPPlusPrenatal1115InterimEvaluation.pdf
https://www.colorado.gov/pacific/sites/default/files/CHPPlusPrenatal1115InterimEvaluation.pdf
https://www.colorado.gov/pacific/sites/default/files/CHPPlusPrenatal1115InterimEvaluation.pdf
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus-prenatal-waiver
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus-prenatal-waiver
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus-prenatal-waiver
https://www.colorado.gov/pacific/hcpf/communication
https://www.colorado.gov/pacific/hcpf/communication
https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/
https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/
https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/
https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/
https://www.youtube.com/watch?v=6cLvR2aVzz4&feature=youtu.be
https://www.youtube.com/watch?v=6cLvR2aVzz4&feature=youtu.be
https://www.youtube.com/watch?v=6cLvR2aVzz4&feature=youtu.be

08/10/2020 | Public Comment period closed at 5:00 In accordance with 42 CFR 431.408
p.m. MDT and all comments
submitted are responded to in the
application

The state certifies that in completing the post award forum it invited input
from interested parties and ensured members of the public were afforded an
opportunity to provide meaningful comment on the demonstration’s progress in
compliance with 42 CFR § 431.420(3)(c). Colorado presented the results of the
demonstration to the State Medical Assistance & Services Advisory Council on
May 27, 2020. This meeting was recorded and posted to the state’s website on
June 10, 2020 to provide the public further opportunity to submit comments to
the state.

In addition to publishing the presentation recording and slide deck, the state
included links to the approved demonstration evaluation design, application,
historical information on the program, and how to learn more about section
1115 demonstrations. Finally, the state provided instructions on how
individuals could submit comments to the state in writing, by mail or email.

The state invited input on the waiver application during the public comment
period starting at 8:00 a.m. on July 10, 2020 and ending August 10, 2020
(Mountain Daylight Time) and accepted comments submitted during this
window. During the public comment period the state followed proper social
distancing and safety precautions for the COVID-19 public health emergency,
which prevented the ability for individuals to access hard copies of the
demonstration application at the Department’s office.

To ensure interested parties were able to access and review a hard copy of the
demonstration extension application and supporting documents, the public
notices and state website provided instructions on how an individual could
request a printed copy of these documents be mailed to them. These
instructions included mechanisms for an individual to submit a request by
telephone or email.
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The state held two public hearings, during which participants received an
overview of the requested demonstration extension, as well as, opportunities
to provide comments or ask questions. Due to the limitations placed on social
gatherings during the COVID-19 public health emergency, both public hearings
were held virtually with teleconferencing and webinar capabilities to allow
participants to provide comments or questions remotely. The public hearings
were held as follows:

Public Hearing #1 Public Hearing #2
Date Wednesday July 15, 2020 Thursday July 16, 2020
Time 11:00 am — 1:00 pm 11:00 am — 1:00 pm
Venue Virtual Remote Meeting Virtual Remote Meeting
Teleconf Conference Line: 1-877-820-7831 Conference Line: 1-877-820-7831
Participant Code: 499-449 # Participant Code: 499-449 #
erence
https://cohcpf.adobeconnect.com/ | https://cohcpf.adobeconnect.com/
Webinar chpplusprenatalll115waiver/ chpplusprenatalll115waiver/

A recording of the July 16, 2020 public hearing was published to the state
website, which included a running transcript of the hearing and the one public
comment submitted during the July 15, 2020 hearing. The meeting recording
will remain available on the website throughout the application period.

Finally, Colorado certifies that it conducted tribal consultation in accordance
with transparency regulations under 42 C.F.R. 431.408(b) regarding the
proposed demonstration waiver. During the tribal consultation period from
February 1, 2020 through March 2, 2020, the state did not receive any
comments or questions. Notice of the publication of additional application
material and the comprehensive public notice was sent on July 9, 2020 for
additional tribal consultation. During this consultation period, which ended on
August 10, 2020, the state did not receive any comments or questions.

COLORADO

Department of Health Care
Policy & Financing

18 | Demonstration No. 21-W-00014/8: Extension
Application

Lo



https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/
https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/
https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/
https://cohcpf.adobeconnect.com/chpplusprenatal1115waiver/

VIII.  Appendices

IX. Appendix A: Financial Data and Budget Neutrality

Table 7. Summary Historical and Projected Demonstration Expenditures

Demonstration Population Annual Expenditures and Projected Annual Costs

for Requested Extension Period

Federal Fiscal Year Expenditure

(Demonstration Period) P

FFY 2016

(Current Demonstration Period - Year 1) $18,135,045
FFY 2017

(Current Demonstration Period - Year 2) $ 14,820,787
FFY 2018

(Current Demonstration Period - Year 3) $18,689,341
FFY 2019

(Current Demonstration Period - Year 4) $23,151,976
FFY 2020

(Current Demonstration Period - Year 5) $22,219,510
FFY 2021

(Requested Demonstration Extension Period - Year 1) $23,153,954
FFY 2022

(Requested Demonstration Extension Period - Year 2) $24,075,335
FFY 2023

(Requested Demonstration Extension Period - Year 3) $25,055,201
FFY 2024

(Requested Demonstration Extension Period - Year 4) $26,074,948
FFY 2024

(Requested Demonstration Extension Period - Year 5) $27,136,198

A more detail financial analysis of historical and projected expenditures is
provided in the attached Historical and Projected Expenditures spreadsheet.
This document also shows the projected number of eligible members per
month, which is anticipated to grow each year.

X. Appendix B: Interim Evaluation Report

The overall impact of the demonstration is presented throughout the attached
Interim Evaluation Report, which includes findings to date and
recommendations for evaluation activities over the requested extension period.
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Xl.  Appendix C: Summary of External Quality Review Organization
Reports
The Department contracted with Health Services Advisory Group, Inc. (HSAG)
as the external quality review organization (EQRO) to evaluate the adequacy
and efficacy of prenatal and postpartum care for eligible pregnant women from
above 195% of the FPL to 260% of the FPL. Colorado Access, a contractor for
the state managed care network, provided data to the State to determine the
impact of prenatal care on birth outcomes for women in the CHP+ State plan.
The major findings that occurred in SFY 2017-2019 for these prenatal women
include:

e The timeliness of prenatal care increased by 1.21 percentage points to
58.29 percent points from SFY 2017 to SFY 2018; it then decreased by 3.16
percentage points to 55.13 percent points from SFY 2018 to SFY 2019.

e Postpartum care increased by 0.92 percentage points to 43.42 percent
points from SFY 2017 to SFY 2019; it then increased by 1.59 percentage
points to 45.01 percent points from SFY 2018 to SFY 2019

The quality assurance reports produced by HSAG, including the 2019 HEDIS®
Aggregate Report for Child Health Plan Plus and the 2018-2019 External Quality
Review Technical Report for Child Health Plan Plus, show the results regarding
the adequacy and efficacy of prenatal and postpartum care. The reports are
provided as separate documents, and outcomes can be found on the following
pages of the reports.

2019 HEDIS Aggregate Report for Child Health Plan Plus

e Table 1-1 - Colorado CHP+ Statewide Weighted Averages, pg. 1-3

e Access to Care bullet, pg. 1-4

e Access to Care section, pg. 4-1 - 4-10

e Table 4-1 - Individual Access to Care Performance Summary by Measure,
pg. 4-10

e Table 4-2 - Prenatal and Postpartum Care, pg. 4-3

e Trend Tables by Plan, pg. B-1--B-21

w COLORADO
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2018-2019 External Quality Review Technical Report for Child Health Plan
Plus

e Performance Measure Results, pg. 1-3

e Statewide Conclusions and Recommendations, pg. 1-13

e Strengths section, pg. 4-6

e Table 2-7 - Assignment of Activities to Performance Domains, pg. 2-List
Bullet

e Table 1-23-27 - Colorado CHP+ Weighted Averages - HEDIS 2019 High
Performers, pg. 1-4

e Table 1-3 - Colorado CHP+ Weighted Averages - HEDIS 2019 Low
Performers, pg. 1-5List Bullet

e Validation of Performance Measures, pg. 4-3  List Bullet

e Table 4-3 - MCO and Statewide Results, pg. 4-3 -- 4-6 eligible members per
month, which is anticipated to grow each year.

Appendix D: Summary of Comments and State Response

The public comment period for Colorado’s section 1115 prenatal demonstration
extension application opened at 8:00 a.m. on July 10, 2020 and ended at 5:00
p.m. August 10, 2020 (Mountain Daylight Time). Nine comments were
submitted during the public comment period and are summarized below, one of
which was submitted during a public hearing. Two additional comments were
submitted during the Post Award Forum and are also included in this section
with the Department’s responses.

Public Comments, Response, and Incorporation Within Application:

The nine comments received through the public comment period consistently
expressed support for the proposed demonstration extension application. No
comments of opposition were received.

The comments submitted during the post award forum comment period,
however, were focused on recommendations for how the state may improve
the evaluation design. The state addressed each comment in this section.
Additionally, included in this extension application are the state’s proposed
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changes to future demonstration evaluation design, which incorporate the
recommendations submitted.

Public Hearing Comment:

The July 15, 2020 public hearing held by the state was attended by one
individual and the July 16, 2020 public hearing was attended by two
individuals. One comment was submitted to the state during the first public
hearing, which is presented in summary below, and no comments were
submitted during the second public hearing.

Summary Public Hearing Comment: This has been a very important program
for us, as we see a fair number of patients accessing prenatal and postpartum
care. This program has been greatly appreciated and we are in support of
continuing with an additional waiver time period.

Response: The state appreciates your engagement, comment and support for
this demonstration.

Public Comment Period:

Comments and questions were accepted by the state through a variety of
submission mechanisms outside of the scheduled public hearings. During the
public comment period from July 10, 2020 through August 10, 2020, the state
received eight comments, which expressed support for the proposed extension.

Several of these comments included supporting information on how this
demonstration has affected services provided by an organization and the
breadth of Coloradans depending on the program. One of these comments also
encouraged the exploration of specialized NICU case management.

Response: The state appreciates the engagement, comment and support
expressed for this demonstration. In response to potential exploration of NICU
case management, the discussion of future evaluation improvement in this
application describes the state’s intention to work with CMS to refine
evaluation parameters during the requested extension. NICU case management
will be brought forward as a parameter of consideration.
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Post Award Forum Comments:

The post award forum public comment period was open during the presentation
on May 27, 2020 and again from June 10, 2020 through July 10, 2020. The state
received two comments during the post award forum, which are summarized
below:

Summary Post Award Forum Comment #1: Do you have any benchmark or
comparable populations to use in assessing if it is possible that prenatal care in
general, coincidentally went down in this population? We are struggling in
various parts of the country with reductions in families choosing to access
traditional medical care around pregnancy.

Response: In completing the interim evaluation we identified the need to have
a comparison population to further analyze the demonstrations results. The
identification and inclusion of a comparison population, either local, regional
or national, is one of the key changes the state plans for future evaluations of
this program.

Summary Post Award Forum Comment #2: Continue to look at a metric of low
birth weight. But, when you’re talking about prenatal and postnatal care,
you’re also talking about infant mortality rates, which are often related to lack
of or inadequate care during that prenatal and postnatal care timeframe.

Rather than just looking at a broad finding of if the number of prenatal visits
increased, using a benchmarking to look at the complications that are typically
found during prenatal visits will allow for more specific metric development.
With a very specific metric when you are comparing to a benchmark you are
then able to compare to known disparities of care by demographic population.
This will allow you to really see how we are impacting quality of care and
determine if it is having a positive impact.

Response: The state is committed to expanding future evaluation designs to
include appropriate benchmark populations, which may also allow for the
inclusion of co-morbidity analysis as it relates to the demonstration objects.
Additionally, further specifying evaluation metrics in future evaluation designs
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is aligned with the State's proposed evaluation design changes listed in this
application.

Xlll.  Appendix E: Public Notice Documents
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1115 Demonstration Extension Application - Budget Template With Historical & Projected Expenditures

COLORADO 0 016 0 018 019 020 0 0 0 024 0

Federal Fiscal Year -5 Federal Fiscal Year -4 Federal Fiscal Year -3 Federal Fiscal Year -2 Federal Fiscal Year -1 Federal Fiscal Year Federal Fiscal Year +1 Federal Fiscal Year +2 Federal Fiscal Year +3 Federal Fiscal Year +4 Federal Fiscal Year +5
State's Allotment $157,511,557 $228,329,398 $210,135,383 $270,402,569 $298,413,539 $315,357,876 $333,264,336 $352,187,550 $352,187,550 $352,187,550 $352,187,550
Funds Carried Over From Prior Year(s) $97,768,837 $86,450,144 $86,279,015 $98,298,761 $83,200,533 $46,495,074 $101,485,396 $204,147,961 $318,344,565 $294,639,591 $295,276,504
SUBTOTAL (Allotment + Funds Carried Over) $255,280,394 $314,779,542 $296,414,398 $368,701,330 $381,614,072 $361,852,950 $434,749,732 $556,335,511 $525,893,686 $525,893,686 $525,893,686
Reallocated Funds (Redistributed or Retained that are Currently Available)
TOTAL (Subtotal + Reallocated funds) $255,280,394 $314,779,542 $296,414,398 $368,701,330 $381,614,072 $361,852,950 $434,749,732 $556,335,511 $525,893,686 $525,893,686 $525,893,686
State's Enhanced FMAP Rate 66.71% 88.50% 88.01% 88.00% 88.00% 76.51% 65.00% 65.00% 65.00% 65.00% 65.00%

COST PROJECTIONS OF APPROVED SCHIP PLAN

Benefit Costs

Insurance payments

Managed care

$117,903,938

$123,353,654

$141,907,980.17

$188,991,081.53

$210,827,181.19

$185,558,963.00

$194,980,225.00

$202,135,034.00

$206,379,869.71

$210,713,846.98

$215,138,837.76

per member/per month rate @ # of eligibles

187.70 @ 52,346 avg elig/mo

187.18 @ 54,549 avg elig/mo

$169.31 @ 69,603 avg elig/mo

$192.32 @ 81,893 avg elig/mo

$274.65 @ 80,967

$203.38 @ 76,032

$209.61 @ 77,519

$212.89 @ 79,121

$217.36 @ 79,121

$221.93 @ 79,121

$226.59 @ 79,121

Total Benefit Costs $117,903,938 $123,353,654 $141,907,980 $188,991,082 $210,827,181 $185,558,963 $194,980,225 $202,135,034 $206,379,870 $210,713,847 $215,138,838
(Offsetting beneficiary cost sharing payments) ($1,135,268) ($826,734) ($495,694) ($580,095) ($1,023,877) ($1,131,280) ($1,135,947) ($1,161,651) ($1,161,651) ($1,161,651) ($1,161,651)
Net Benefit Costs $116,768,670 $122,526,920 $141,412,286 $188,410,986 $210,827,181 $184,427,683 $193,844,278 $200,973,383 $205,218,219 $209,552,196 $213,977,187
COST PROJECTIONS OF APPROVED MCHIP PLAN
Benefit Costs
Insurance payments
Managed care $14,747,350 $14,382,637 $13,728,229 $9,968,618 $14,612,491 $17,372,270 $18,638,744 $19,504,965 $19,787,787 $20,074,710 $20,365,793
per member/per month rate @ # of eligibles $176.95 @ 53,747 avg elig/mo [$154.16 @ 61,103 avg elig/mo| $81.55 @ 65,503 avg elig/mo [$145.63 @ 62,854 avg elig/mo| $194.83 @ 57,995 $178.46 @ 57,088 $181.27 @ 58,121 $183.71 @ 58,856 $186.37 @ 58,856 $189.07 @ 58,856 $191.81 @ 58,856
Fee for Service $99,378,269 $98,652,959 $50,395,546 $99,868,755 $120,881,144 $104,881,546 $107,790,728 $110,241,983 $111,840,492 $113,462,179 $115,107,380
Total Benefit Costs $114,125,619 $113,035,595 $64,123,775 $109,837,373 $135,493,635 $122,253,816 $126,429,472 $129,746,948 $131,628,279 $133,536,889 $135,473,174
Administration Costs
Personnel $157,219 $252,957 $371,521 $284,843 $580,799 $580,799 $580,799 $580,799 $580,799 $580,799 $580,799
General administration $959,829 $1,009,042 $543,828 $544,193 $1,726,235 $1,726,235 $1,726,235 $1,726,235 $1,726,235 $1,726,235 $1,726,235
Contractors/Brokers (e.g., enrollment contractors) $1,874,853 $1,091,567 $1,499,241 $993,769 $3,051,816 $3,051,816 $3,051,816 $3,051,816 $3,051,816 $3,051,816 $3,051,816
Claims Processing $181,818 $924,776 $1,179,120 $3,714,307 $2,798,965 $2,798,965 $2,798,965 $2,798,965 $2,798,965 $2,798,965 $2,798,965
Outreach/marketing costs $1,427,908 $1,112,097 $1,111,190 $1,558,611 $2,786,497 $2,786,497 $2,786,497 $2,786,497 $2,786,497 $2,786,497 $2,786,497
Other $268,713 $104,687 $44,077 $399,301 $399,939 $399,939 $399,939 $399,939 $399,939 $399,939 $399,939
Total Administration Costs $4,870,340 $4,495,126 $4,748,977 $7,495,024 $11,344,251 $11,344,251 $11,344,251 $11,344,251 $11,344,251 $11,344,251 $11,344,251
10% Administrative Cap
Federal Title XXI Share $157,278,584 $212,451,013 $185,071,862 $269,054,177 $314,745,259 $243,321,501 $215,551,701 $222,341,978 $214,968,215 $214,968,215 $214,968,215
State Share $78,486,045 $27,606,629 $25,213,176 $36,689,206 $42,919,808 $74,704,249 $116,066,300 $119,722,604 $115,752,116 $115,752,116 $115,752,116
TOTAL COSTS OF APPROVED CHIP PLANS $235,764,629 $240,057,642 $210,285,038 $305,743,383 $357,665,067 $318,025,750 $331,618,001 $342,064,582 $330,720,331 $330,720,331 $330,720,331
COST PROJECTIONS OF 1115 DEMONSTRATION PROPOSAL
Demonstration Population (pregnant women 142% - 195% FPL)
Insurance payments
Managed care $524,592 $2,128,650 $983,044 $1,762,913 $4,365,192 $823,709 $897,345 $960,418 $999,507 $1,040,187 $1,082,523
per member/per month rate @ # of eligibles $845.35 @ 1,707 avg elig/mo [ $830.82 @ 1,819 avg elig/mo | $605.72 @ 2,039 avg elig/mo | $605.72 @ 2,265 avg elig/mo $854.06 @ 2,259 $865.56 @ 2,145 $863.7 @ 2,234 $867.39 @ 2,313 $902.69 @ 2,313 $939.43 @ 2,313 $977.67 @ 2,313
Fee for Service $16,791,651 $16,006,395 $13,837,743 $16,926,428 $18,786,784 $21,455,801 $22,256,609 $23,114,917 $24,055,694 $25,034,761 $26,053,676
Total Benefit Costs for Waiver Population $17,316,244 $18,135,045 $14,820,787 $18,689,341 $23,151,976 $22,279,510 $23,153,954 $24,075,335 $25,055,201 $26,074,948 $27,136,198
Total Benefit Costs $17,316,244 $18,135,045 $14,820,787 $18,689,341 $23,151,976 $22,279,510 $23,153,954 $24,075,335 $25,055,201 $26,074,948 $27,136,198
(Offsetting beneficiary cost sharing payments) * Premium Payments will be net of cost sharing
Net Benefit Costs $17,316,244 $18,135,045 $14,820,787 $18,689,341 $23,151,976 $22,279,510 $23,153,954 $24,075,335 $25,055,201 $26,074,948 $27,136,198

Federal Title XXI Share

$11,551,666.09

$16,049,514.52

$13,043,774.57

$16,446,619.65

$20,373,738.92

$17,046,053.10

$15,050,070.10

$15,648,967.75

$16,285,880.74

$16,948,716.08

$17,638,528.83

State Share

$5,764,577.48

$2,085,530.14

$1,777,012.35

$2,242,720.86

$2,778,237.12

$5,233,456.90

$8,103,883.90

$8,426,367.25

$8,769,320.40

$9,126,231.74

$9,497,669.37

TOTAL COSTS FOR DEMONSTRATION

$17,316,244

$18,135,045

$14,820,787

$18,689,341

$23,151,976

$22,279,510

$23,153,954

$24,075,335

$25,055,201

$26,074,948

$27,136,198

TOTAL PROGRAM COSTS (State Plan +

Demonstration)

$253,080,872

$258,192,686

$225,105,825

$324,432,724

$380,817,043

Total Federal Title XXI Funding Currently Available

(Allotment + Reallocated Funds)

Total Federal Title XXI Program Costs (State Plan +

$255,280,394

$314,779,542

$296,414,398

$368,701,330

$381,614,072

$361,852,950

$434,749,732

$556,335,511

$525,893,686

$525,893,686

$525,893,686

Demonstration)
Unused Title XXI Funds Expiring (Allotment or
Reallocated)

$168,830,249.92

$228,500,527.29

$198,115,636.49

$285,500,797.00

$335,118,998.10

$260,367,554.55

$230,601,770.85

$237,990,946.15

$231,254,095.89

$231,916,931.23

$232,606,743.98

Remaining Title XXI Funds to be Carried Over
Available Funding - Costs - Expiring Funds)

quals

$86,450,144.08

$86,279,014.79

$98,298,761.31

$83,200,533.31

$46,495,074.22

$101,485,395.67

$204,147,960.90

$318,344,564.71

$294,639,590.58

$293,976,755.23

$293,286,942.49
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. Executive Summary

Colorado’s Title XXI Section 1115 waiver - Adult Prenatal Coverage in Child
Health Plan Plus (CHP+) - was most recently renewed to be effective from
August 1, 2015 through July 31, 2020. This report serves as the interim
evaluation of the demonstration, which expanded the income eligibility for
uninsured pregnant Medicaid expansion clients who would have been covered
under CHP+ if not for the federal poverty level (FPL) expansion of 142% to
195%. The three objectives for this demonstration are to increase the
proportion of women in the target population receiving prenatal and
postpartum care and for the infants born to these women to be of a healthy
weight. In order to evaluate the demonstration’s success in achieving these
objectives, we used the 2015 population as the baseline population and
calculated the percent change for the three measures in the subsequent
demonstration years. Results found that the population demonstration showed
favorable results for two of the three measures: higher rates of postpartum
care and fewer low birthweight babies. The demonstration population did not
improve on the rate of prenatal visits. These results should be interpreted with
caution due to several methodological limitations including an overlap between
the baseline and demonstration population, difficulties in matching a mother’s
information with a child’s birth certificate, and apparent issues in the
birthweight data that will need to be explored further. The Department plans
to address these limitations in the final evaluation due later in 2020. With
these limitations in mind, the interim evaluation suggests that the
demonstration was partially successful in meeting the objectives.

Il.  General Background Information about the Demonstration

Colorado’s title XXI section 1115 demonstration project number 21-W-0014/8,
entitled Adult Prenatal Coverage in Child Health Plan Plus (CHP+), was most
recently approved by the Center for Medicare and Medicaid Services (CMS) on
July 24, 2015. The demonstration renewal period that was approved is
effective from August 1, 2015 through July 31, 2020, encompassing five (5)
demonstration years. On April 26, 2017 CMS approved Colorado’s Special Terms
and Conditions (STCs) and evaluation design. See attachment 1.
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Under this demonstration’s five-year renewal period, Colorado expanded the
income eligibility level for uninsured pregnant Medicaid expansion clients who
would have been covered under CHP+ if not for the FPL expansion of 142% to
195%. Aiming to further the objectives of title XIX and XXI by providing
necessary prenatal, delivery, and postpartum care to low-income pregnant
women within the program cohort, CMS has granted Colorado expenditure
authorities under section 2104 of the Social Security Act (Act) to provide
eligible prenatal women coverage under the Medicaid State Plan and receive
federal matching of demonstration costs not otherwise matchable Title XXI
funds.

The demonstration population includes pregnant Medicaid expansion clients
who would have been covered under CHP+ if not for the expansion (142%-195%
FPL). The state has targeted this population to achieve three key objectives:

1. Decrease the uninsured rate for pregnant women;

2. Increase prenatal and postpartum care for pregnant women enrolled in
the demonstration; and;

3. Increase the number of healthy babies born to pregnant women enrolled
in the demonstration.

To achieve these objectives, Medicaid clients who identified as pregnant
received a call to complete a prenatal risk assessment and a PHQ9, which
together aim to identify community and educational resources that may benefit
the clients, such as Women, Infants and Children (WIC), Prenatal Plus (PN+),
Nurse Family Partnership (NFP), and Healthy Start. Members who have been
identified as high risk are enrolled in the Intensive Case Management Program.

History

The interim evaluation analysis contained throughout this report serves to
provide a public assessment of Colorado’s Adult Prenatal Coverage in CHP+
demonstration from August 1, 2015, through July 31, 2019. Additionally, the
state will present this evaluation as a component of its extension application to
continue the demonstration for one additional demonstration term.
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In September 2002, the State of Colorado received approval from the Centers
for Medicare and Medicaid Services (CMS) for a four-year demonstration period
through September 2006 for its “Adult Prenatal Coverage in CHP+” program.
This program permitted the state to use Title XXI funds to expand coverage to
uninsured pregnant women with family incomes between 133% and 185% of the
FPL. Subsequently, in January 2006, CMS approved an amendment to the
demonstration. This allowed Colorado to expand eligibility for uninsured
pregnant women under the demonstration from above 185% to 200% of the FPL.
On September 29, 2006, CMS approved Colorado’s request to renew the
demonstration for a three-year period through September 30, 2009. CMS then
approved Colorado’s extension request, which extended the program through
June 2012. On July 30, 2012, Colorado received approval to expand coverage
for uninsured pregnant women from 200% to 250% of the FPL. In April 2015, the
Colorado Department of Health Care Policy and Financing submitted an
application for an extension of Colorado’s title XXI section 1115 demonstration
project No. 21-W-00014/8. This extension effectively continued the project at
the 2012 FLP levels that raised the upper limit to 250% FPL.

Section 111 of the Children’s Health Insurance Program Reauthorization Act
(CHIPRA) added Section 2112(b)(1)(A) of the Social Security Act, which
specifies that a state must first cover pregnant women in Medicaid to at least
185% of the FPL before expanding coverage to pregnant women in the
Children’s Health Insurance Program (CHIP). Section 111 of CHIPRA also added
a provision to provide states the option to provide necessary prenatal, delivery
and postpartum care to targeted, low-income, pregnant women through the
Title XXI State Plan.

To comply with the spirit of CHIPRA, Colorado submitted a Medicaid State Plan
Amendment and received approval for transitioning pregnant women from 133%
to 185% of the FPL to the Medicaid State Plan and provide full Medicaid
benefits to these women. The State has continued to receive Title XXI funds for
uninsured pregnant women from 133% to 185% of the FPL. In addition, the State
submitted and received approval for a corresponding CHIP State Plan
Amendment to transition pregnant women above 185% of the FPL to 250% of
the FPL to the CHIP State plan. As required under Special Terms and Conditions
(STCs) #17, the State transitioned coverage of pregnant women from this
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demonstration to the Medicaid State Plan and the CHIP State Plan, effective
January 1, 2013.1

Evaluation Questions and Hypotheses

Evaluation, Methods and Hypotheses

Intending to achieve its three primary goals for the demonstration population—
pregnant Medicaid expansion clients with income from 142% to 195% of the
federal poverty level (FPL) who would have been covered under CHP+ prior to
the expansion. The state, in consultation with CMS, developed three
guantifiable targets to evaluate the efficacy of the program. During the
extension period, the following objectives of the demonstration include:

e Objective 1: Increase the percentage of pregnant women who receive
prenatal and postpartum care for those enrolled in the demonstration.

e Objective 2: Increase the number of healthy babies born to pregnant women
enrolled in the demonstration.

e Objective 3: Decrease the uninsured rate for pregnant women.

In achieving these objectives, the State developed the following hypotheses. By
providing health insurance for this population with Title XXI funds under the
demonstration, it is anticipated that Colorado will see the following:

1. The prenatal waiver will result in an increase in prenatal care provided to
women enrolled in the program;

2. The prenatal waiver will result in an increase in postpartum care provided
to women enrolled in the program;

3. The prenatal waiver will result in an increase in the number of healthy
babies born in Colorado.

Of note, we were unable to identify an appropriate dataset described in the
approved evaluation design that addresses Objective 3 above. Increases in
insurance rates are well researched and shown to have positive influence on

1 The FPLs listed in the Historical Summary of the Demonstration Project section are pre-MAGI-
converted levels
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health outcomes.? As a result, this objective was not pursued further in this
evaluation.

These predictions were translated into two formal hypotheses for testing,
which are incorporated in Attachment C of the STCs dated April 26, 2017. As
presented in Attachment C, to determine if Colorado is achieving the
objectives of the demonstration, the State will test the following:

e Hypothesis 1: The proportion of pregnant women enrolled in the CHP+
demonstration will have a statistically significant increase in prenatal care
visits and a statistically significant increase in postpartum care visits from
SFY 2015 to SFY 2020.

e Hypothesis 2: The proportion of babies born to women enrolled in the CHP+
demonstration and admitted to the NICU will decrease over the five years of
the demonstration term. The proportion of babies born to women enrolled
in the CHP+ demonstration that weigh under 2,500 grams will decrease by
10% from SFY 2015 to SFY2020.

Theory of Change Diagram

Demonstration Outputs Aim

Increase in women
receiving prenatal care

Cover pregnhant

women with Women and their
income between children have
142% - 195% FPL improved health

Increase in women

: : receiving postpartum
using Title XXI outcomes

care
funds

Increase in newborns
born at a healthy
birthweight

2 American College of Obstetricians and Gynecologists. “Benefits to Women of Medicaid Expansion
Through the Affordable Care Act” (Washington: American College of Obstetricians and Gynecologists,
January 2013), available at https://www.acog.org/ClinicalGuidance-and-Publications/Committee-
Opinions/Committeeon-Health-Care-for-Underserved-Women/Benefits-to-Women-ofMedicaid-
Expansion-Affordable-Care-Act.
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The evaluation’s first hypothesis is linked to the demonstration’s objective,
explicitly measuring the projected increase in prenatal and postpartum care for
pregnant women enrolled in the demonstration. The second hypothesis is
directly tied to measuring the impact the demonstration has on improving
health outcomes for low-income mothers and their babies, the weight of the
babies being a representation of the targeted health outcome. Taken together,
the measures, hypotheses and predictions of the evaluation are implicitly
aligned with the demonstration’s ultimate goal of improving health outcomes
for the program cohort.

Through the life of this demonstration, Colorado has continually expanded the
objectives with each iteration to further improve the health outcomes of low-
income mothers and their babies. The evaluation presented in the
demonstration extension application dated April 15, 2015, focused on the
timeliness of prenatal and postpartum care in addition to the percentage of
healthy births.

Given the findings of the previous demonstration period, the State modified
the measures in the present evaluation to focus on an increase in prenatal and
postpartum care. An increase in prenatal care—healthcare and consultation
received while pregnant—is a primary driver of improving health outcomes for
mothers and their infant3. Therefore, tracking the extent to which the
population receives this care allows this evaluation to build upon the results of
the last analysis, which is necessary to increase the continued efficacy of the
demonstration.

The additional measure of increasing postpartum care for the demonstration
population is not only an additional change from the prior evaluation but is also
an important component of furthering the objectives of title XIX and XXI by
providing necessary prenatal, delivery, and postpartum care to low-income
pregnant women. Improving the health of these members is a shared objective,

3 March of Dimes. Prenatal Care Checkups. Available at:
https://www.marchofdimes.org/pregnancy/prenatal-care-checkups.aspx#
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which requires that high quality care continue through pregnancy, post-
delivery, and early life.

Methodology

The methodology prescribed for the evaluation of this demonstration is
presented in Attachment 1 of this report, which is part of the Demonstration
Evaluation Plan in the CMS approved STCs, dated April 26, 2017. In completing
this evaluation, data was obtained from Colorado’s Medicaid claims data MMIS
System, as well as, Colorado’s birth certificate data supplied by the Colorado
Department of Public Health and Environment (CDPHE).

Measure Stewards and Data Validation

The data in this report was pulled and evaluated by the Colorado Department
of Health Care Policy and Financing’s Data Analytics Section. Data is checked
for completeness, accuracy, and reasonableness via peer review of SQL codes.
Additionally, staff who have the expertise and knowledge of the birth and
pregnancy data sources review the codes and data utilized in this study.
Finally, a comparison is made between budget and other reports to assess
reasonableness of the data. For example, prior budget demonstration forecasts
were evaluated to assess reasonableness of actual data pulled. Further, the
Colorado Medicaid Program within the Colorado Department of Health Care
Policy and Financing is responsible for maintaining and cleaning data within the
MMIS System on a regular basis.

Finally, one data validation technique employed was to require that claims
within the dataset have a value of “paid”. This helped ensure non-eligible
clients were excluded from analysis and decreased potential duplicate claims.
This served as a proxy to ensure individuals who were not eligible or who had
submitted multiple claims were not captured in the population groups. Denied
and processing claims were used as a proxy for individuals who were not
enrolled or not eligible, or who had submitted multiple claims.

Evaluation Period

The evaluation period for the comparison population, also referred to as the
baseline, was set as the 2015 calendar year, with dates between 01/01/2015
and 12/31/2015. The target population period was divided into four separate
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demonstration years between 08/01/2015 and 07/31/2019. The specific
demonstration years encompassed the entire target population are presented
below. It is important to note that the baseline population period used to
generate the baseline data set included four months in 2015, which are also
included in demonstration year 1, 08/01/2015 through 12/31/2015.

Demonstration Year Beginning Date End Date
1 08/01/2015 07/31/2016
2 08/01/2016 07/31/2017
3 08/01/2017 07/31/2018
4 08/01/2018 07/31/2019

Evaluation Design Overview

This evaluation compared a group of women whose characteristics would have
made them eligible prior to the demonstration period (baseline) with women
who had qualifying characteristics during the demonstration period (target). A
percent change between the baseline time period and the demonstration years
is subsequently calculated for three different measures. The design then
assumes that the differences in outcomes observed between these two groups
is attributable to the demonstration. Full limitations of this design are
described in further detail in the Limitations Section V.
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Intervention:
demonstration begins
on 8/1/2015

Comparison Target
Group Group
( \ \
¢ J [ J
Baseline (1/1/2015- Demonstration Years 1-4
12/31/2015) (8/1/2015 - 7/31/2019)

Comparison Population Inclusion Criteria

Clients (women) ages 15-44 years between 142% - 195% FPL with a service date
between 01/01/2015 and 12/31/2015 and a global bill, or a hospital delivery
DRG, captured with the following APR-DRGs were eligible for inclusion in the
comparison population:

e DRG APR codes for cesarean delivery (540), vaginal delivery (541 ,542, and
560), and claim type B or M

e Procedure codes for prenatal care (59400, 59510), postpartum care (59610,
59618, 59410, 59409, 59515, 59614, 59622, 59612, 59620) and claim type E,
K, or N

Target Population Inclusion Criteria

Clients (women) ages 15-44 years between 142%-195% FPL with a service date
between 08/01/2015 and 07/31/2019 and a global bill, or a hospital delivery
DRG, captured with the following APR-DRGs were eligible for inclusion in the
target population:

e DPG APR codes for cesarean delivery (540), vaginal delivery (541, 542, and
560) and claim type | or A

e Procedure code for prenatal care (59400, 59510), postnatal care (59610,
59618, 59410, 59409, 59515, 59614, 59622, 59612, 59620) and claim type M

e Procedure code 59425, 59426, or 59430 and claim type M

e Procedure code 99201 - 99215 and a procedure code modifier equal to “TH’
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Comparison and Target Population Exclusion Criteria

The exclusion criteria applied in this evaluation were selected to keep the
denominator consistent between the prenatal and postpartum measures. With
this aim, clients were excluded if they were dually eligible for the ACC
Medicare Medicaid Program (MMP), were eligible for both a Medicare and a
Medicaid benefit, were in the Working Adults with Disabilities Buy-in Eligibility
Type or were clients in the Children with Disabilities Buy-in Eligibility Type
(032). Clients were also excluded from analysis if their claim status was not
equal to paid.

Hypothesis Development

The demonstration’s approved evaluation plan contains two hypotheses,
referenced as Hypothesis 1 and Hypothesis 2 below.

Hypothesis 1: The proportion of pregnant women enrolled in the CHP+
demonstration will have a statistically significant increase in prenatal care
visits and a statistically significant increase in postpartum care visits from SFY
2015 to SFY 2020.

The evaluation plan contains two hypotheses. The first hypothesis contains two
measure driven hypotheses. Those two hypotheses are:

Hlao: Pregnant women prenatal care visits SFY 2015 to 2020 < or =
prenatal care visits in baseline

H1la1: Pregnant women prenatal care visits SFY 2015 to 2020 > prenatal
care visits in baseline

and;

Hlgo: Pregnant women postpartum care visits SFY 2015 to 2020 < or =
postpartum care visits in baseline

H1g:: Pregnant women postpartum care visits SFY 2015 to 2020 >
postpartum care visits in baseline

Hypothesis 2: The proportion of babies born to women enrolled in the CHP+
demonstration and admitted to the NICU will decrease over the five years of
the demonstration period. The proportion of babies born to women enrolled
in the CHP+ demonstration that weigh under 2,500 grams will decrease by 10%
from SFY 2015 to SFY 2020.

H2a0: Percent of babies born weighing less than 2,500 grams within
population cohort = no change from SFY 2015 to SFY 2020.
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H2a1: Percent of babies born weighing less than 2,500 grams within
population cohort > 10% decrease from SFY 2015 to SFY 2020.

Through the STCs and evaluation plan development process, Hypothesis 1 was
broken into two evaluation measures, which are referred to throughout as
Measure 1 and Measure 2. These measures target the rate of pregnant women
with prenatal care and the rate of pregnant women with postpartum care,
respectively. Hypothesis 2 was developed into a single metric, which is referred
to as Measure 3 and tracks the percentage of births weighing less than 2,500
grams. Though the NICU measure is useful, it was ultimately not included in
this evaluation. More details on this exclusion are included in the Limitations
Section V. Each measure is defined below with a description of the criteria
deployed to develop the corresponding data set.

Measure 1 Criteria- Number of Pregnant Women with Prenatal Care

Clients were counted in the numerator of this measure if they met the
above comparison or target inclusion criteria, respectively, and were also
identified as having one of the following procedure codes related to
prenatal care: 59400, 59510, 59426, 59610, 59618, 59622, or codes 99201-
99215 with the ‘“TH’ modifier.

Measure 2 Criteria -Number of Pregnant Women with Postpartum Care

Clients were counted in the numerator of this measure if they met the
above comparison or target inclusion criteria, respectively, and were also
identified as having one of the following procedure codes related to
postpartum care: 59400, 59510, 59410, 59515, 59430, 59610, 59614,
59618, 59622

Measure 3 Criteria - Percent of Births Weighing < 2,500 Grams

Clients were counted in the numerator of this measure if they met the
above comparison or target inclusion criteria, respectively. Additionally,
birth data must have included the weight data of the infant. Target
population data excluded mothers who gave birth to multiples. Clients who
gave birth to multiples were included in Measure 3 of the comparison
group. This is discussed further in the limitations section.

For all three measures and each population, it was necessary to update the
defined ICD-9 codes from the 2017 STCs to ICD-10, as ICD-9 is no longer
accepted as the primary diagnosis coding subset in Colorado’s MMIS
System. The crosswalk from ICD-9 to ICD-10 is included as Attachment 2 in
this report.
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Analytical methodology used to assess each measure is prescribed in the
Demonstration Evaluation Plan.

Hypothesis 1 (Measures 1 & 2) Methodology

The data needed to test the first hypothesis came from Medicaid claims data in
the state MMIS system. Total number of births is pulled from the claims for the
previous calendar year. Three types of birth data were used: inpatient
deliveries, global bills and antepartum/standalone care (other criteria are also
assessed, per the specifications). The data was used to identify the prenatal
and postpartum care based on the numerator criteria for the measure—
Attachment 1.

The analytical strategy used to evaluate the data is a year-to-year percentage
change. The annual difference is calculated by subtracting the previous year’s
value from the current year’s value. Then the annual difference is divided by
the previous year’s value to get a comparison. This figure is then multiplied by
100 to obtain the year-over-year percentage change.

Hypothesis 2 (Measure 3) Methodology

The data for Hypothesis 2 was taken from claims data from the Department’s
MMIS system and birth certificate data provided by our sister agency, CDPHE.
Claims data and CDPHEs’ birth certificate registry is matched by birth mother.
The infant’s birth weight is then pulled from the matched birth certificate.
Only infants with a birth weight of less than 2,500 grams are included in the
report.

The methodology is a pre- and post-measurement to compare the number of
babies born to pregnant women in the demonstration population weighing less
than 2,500 grams during the waiver period. The analytical strategy used to
evaluate this data is a year-to-year percentage change. The annual difference
is calculated by subtracting the previous year’s value from the current year’s
value. Then the annual difference is divided by the previous year’s value to get
a comparison. This figure is then multiplied by 100 to obtain the year-to-year
percentage change.

Evaluation Changes Made to Address Discrepancies Identified During Analysis

The demonstration evaluation plan divided hypothesis 1 into two measures—
measure 1 and measure 2—for tracking and analysis. The prescribed plan
defines the denominators differently between these measures, which are
designed to evaluate one hypothesis. The additional diagnosis codes specified
in the postpartum care denominator were tested and found to add an
additional six (6) clients compared to the Department’s standard criteria and
SQL language for identifying deliveries. In order for the denominators to match
c % COLORADO
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between measure 1 and measure 2, the Department decided to use the
standard delivery criteria originally proposed for measure 1 so that it matched
measure 2. With this change, the baseline dataset was developed with a
consistent denominator for all measures. Following a similar approach, the
application of the Department’s standard definition for deliveries was applied
to all three measures for the comparison group.

The baseline data set and the prescribed evaluation design were structured
with prenatal care codes that are single instances of prenatal care and not
global bills. By limiting prenatal and postpartum care visits to those billed in
the specified demonstration year, the design unintentionally introduced
potential bias and risk of not fully capturing all related care. As an example of
this challenge, it is possible that some prenatal care visits were billed before
the demonstration year for a given birth, such as prenatal care delivered in
April 2016 (Demonstration Year 1) for a birth in September 2016
(Demonstration Year 2). A similar situation is also plausible for postpartum care
visits. Without controlling for these situations, it is reasonable to expect a
meaningful portion of women would be incorrectly excluded from the
evaluation results.

To address this limitation and control for risk of population undercount, the
state deviated from the evaluation design and utilized a look-back period of
eight (8) months and a look-forward period of 60 days. The eight month look-
back period was used to identify prenatal care occurring before the estimated
date of delivery. Similarly, the 60-day look-forward period was used to identify
any post-partum care occurring after the estimated date of delivery.

The data for this evaluation was gathered using the same client exclusion
parameters as the baseline dataset with two exceptions—FPL bracket(s) and
age range.

e The baseline data was gathered using an FPL bracket of 142%-195% during
calendar year 2015, while the evaluation data set used a client’s FPL
bracket during the month of the delivery claim.

Remaining consistent with the use of the Department’s standard delivery data
criteria, the eligible client population was limited to ages ranging from 15-44,
opposed to the 15-55 listed in the demonstration evaluation plan. This age
range is consistent with the baseline dataset.

Finally, the demonstration measures, as defined in the baseline data set and
evaluation plan, did not address how to control the pregnant women that gave
birth to multiple infants, which is a confounding variable to assess gross birth
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weight. To resolve this issue, women who gave birth to multiple infants at
delivery were excluded for the comparison population for measure 3.

Enrollment Definition

In this evaluation, a member is considered "enrolled” in the program if the
member gave birth during the demonstration year and had an FPL of 142% -
195% during the month of birth. A member is counted in an enrollment month if
the member was enrolled in Medicaid during the month (regardless of if the
member was pregnant or within the 60-day postpartum period). Members who
were pregnant but did not give birth during the demonstration year are not
counted in this enrollment population.

Enrollment patterns measured include:

e All births in the demonstration year by month

e Total Births

e Members in the demonstration population who maintained Medicaid
eligibility during the demonstration period (any FPL bracket)

e Members in the demonstration population who maintained the same FPL
bracket during the demonstration period

e Total member months

e Unique clients

e Average member months per client

V. Methodological Limitations
Lack of Concurrent Control Group

One concern regarding the design of the evaluation is the lack of a concurrent
control group. There are two separate pieces contributing to this concern.
First, the baseline year covers calendar year 2015 in its entirety (January 1 -
December 31, 2015). Due to the demonstration period beginning in August of
2015, there are four months of data that overlap between the baseline and
demonstration years. The second and perhaps larger factor contributing to the
lack of a concurrent control group is the nature of the demonstration itself.
Because this demonstration was an extension of previously established FPL
guidelines that apply to all pregnant women who meet the criteria, we do not
have a counterfactual to measure the outcomes of pregnant women in this
income range who do not fall under the demonstration. It is not possible to
know what would have happened in the absence of this demonstration because
the demonstration by definition covers all eligible women. It is possible that
outcomes for women and their children would have been worse in the absence
of the demonstration, but we cannot properly evaluate that potential outcome.
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Inclusion Criteria

For our inclusion criteria, we require that both the comparison and target
population be between the ages of 15-44 years. By narrowing eligibility criteria
to this age range, we aligned methodology with Colorado’s Mother and Infant
Health grant. This additional criterion potentially controls multiple confounding
factors specific to pregnant women outside this age range. These age-related
factors include birthweight outcomes and a mother’s likelihood of receiving
prenatal and postpartum care.

Inclusion criteria for both the comparison and target groups included that the
claim status must have been paid. This additional criterion was set to verify
that the claims input data was both accurate and non-duplicative, as described
in the data validation section. It is important to highlight that implementation
of this data quality control does pose a small risk of inadvertently excluding
some eligible clients from the comparison and target populations.

Birthweight (Measure 3)

There are two specific study limitations that apply directly to Measure 3
(evaluation of birth weight) in this study. First, the target population added a
further criterion to exclude data from mothers who gave birth to multiples.
Infants who are part of multiples are more likely to be of a low birthweight due
to biological constraints.* As Measure 3 specifically uses low birth weight as a
proxy for poor birth outcomes, mothers who gave birth to multiples were
excluded from analysis in the target population. At the time when the
comparison population was defined, mothers who gave birth to multiples were
not excluded. Therefore, there is potential for introduction of Type | statistical
error into this study - risk of incorrectly identifying a significant decrease in
number of infants less than 2,500 grams between the comparison and target
population increases. This limitation will be addressed in the final evaluation to
be completed later in 2020.

However, the number of mothers who give birth to multiples is fairly low in the
United States. Final data from the 2018 National Vital Statistics Report
published by the CDC indicates the 2018 twin birth rate was 32.6 per 1,000
births and the triplet and higher multiple birth rate for 2018 was 93.0 per
100,000 live births.®> Therefore, we assess that the error introduced into the
study does not account for the entirety of the large difference we observe in
the baseline year compared to the demonstration years.

4 Jin, J. “Babies with Low Birth Weight.” JAMA. (2015).

5 US Department of Health and Human Services. “Births: Final Data for 2018.” National Vital Statistics
Reports.
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Secondly, in order to obtain birth weight data, eligible mothers with
appropriate claims indicating a live birth were matched with birth certificate
data. The infant’s birth weight was then abstracted from the certificate. It is
estimated that between 15-20% of the target population group was unable to
match mother’s delivery claim with a birth certificate, which lowered the
evaluation numerator. The evaluation denominator was generated from claims
data, which resulted in a static denominator being used with a lower
numerator--artificially driving the low birth weight measure lower. Any time
there is significant missing data, bias is introduced into the analysis. We do not
have any data to suggest that mothers with specific characteristics were
differentially excluded from the birth weight analysis; however, future studies
could assess ways in order to assist with the matching process.

The matching of delivery claim(s) and birth certificate(s) is completed by
CDPHE and the matched files are then sent to the Department. Therefore, the
Department is limited in its ability to control a direct improvement of the
match rate. In an attempt to address this limitation, the Department will
complete a deep dive into the matching process within the final evaluation to
identify alternate mechanisms or data properties that may increase the match
rate. Any identified improvement or work-around identified in this process will
be included in the proposed evaluation design of future demonstration
extension periods.

Of note, while an increase in matched files would certainly improve the
analysis by increasing the sample size, the results of the analysis may or may
not be impacted by the missing data. If the women and newborns with missing
matched files do not have characteristics that are different than the population
with matched files, then we would not expect the trends we see to differ.
However, if there is something unique about the characteristics of women who
do not have matched files, then we would expect the results to be impacted.
The uncertainty around the characteristics of these women, however, prohibits
any attempt at modeling the missing data.

Prenatal Care Codes

The baseline dataset and the prescribed evaluation design were structured with
some prenatal care codes that are single instances of prenatal care, not global
bills. As the baseline data was generated with this approach, which only
identified codes billed within the demonstration year, the same approach was
used for the evaluation. Limiting prenatal and postpartum care visits to those
billed in the specified demonstration year generates some probability that
some prenatal care visits are being billed before the demonstration year for
births that happened within the demonstration year.
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Enrollment

The number of clients who maintained some type of Medicaid eligibility after
the two-month period postpartum would be a more accurate analysis of
program disenrollment than looking at member months over time. In the past,
we have done reporting on the number of clients who dropped off of Medicaid
eligibility two months after giving birth vs the number of clients who
maintained some kind of Medicaid eligibility after this period, which would be a
more accurate analysis of program disenrollment than looking at member
months over time.

Lack of Distinct Demonstration Years

The design of this study did not account for women who span demonstration
years, with prenatal care occurring in one demonstration year time period and
delivery and/or postpartum care occurring in a different demonstration year
time period.

Analytic Strategy

The analysis set for this study was a percentage over year change. Further
studies could instead explore a comparison of the demonstration population
versus state or national benchmarks. This would be a more realistic measure of
success given that these measures are difficult to make great change on from a
year to year basis. The analysis employed in this study includes non-normalized
comparison of unadjusted counts. The percentage change by year did not
control for population change or overall enroliment changes. Further studies
can look to include analyses that explore these potential effects.

Omission of NICU Data

The original proposal for this study included a hypothesis potentially comparing
changes in the number of infants born to women enrolled in the program that
were subsequently admitted to the NICU. Though an important measure by all
accords, upon initiating the study, it was determined this measure was not well
defined and would not be easily controlled. Deeper analysis employing control
of confounding variables would be needed to address this item. It was
therefore not included in our current, final study based on the scope and
purpose of the current study objectives.

Results

As outlined in methodology, we calculated percent change to compare
differences in the proportion of clients meeting the defined three measures.
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Measure 1 Results- Number of Pregnant Women with Prenatal Care

A higher percentage of eligible clients received prenatal care during the
baseline year compared to all demonstration years (Table 1). A clear decrease
in percentage of clients receiving care occurred between baseline and
demonstration year 1 (10.4% rate of change), at which point a smaller year-to-
year percent decrease continued across all additional years. The specific year-
to-year percent change comparison between baseline and demonstration year 4
was -22.8%.

The hypothesis that more pregnant women would receive prenatal care during
demonstration years as compared to the baseline was not supported by study
findings. As a descriptive study comparing unadjusted percentage differences
and year-to-year percent changes, we are unable to make a determination as
to whether the percent decrease represents a statistically significant finding.
However, as it relates to practical relevance, we have identified a potential
decreasing trend in the number of eligible clients receiving prenatal care
across the demonstration years (Figure 1), as defined by the study parameters.

Table 1. Comparison of Pregnant Women with Prenatal Care Across All Study

Years
Year Number Percent Percentage Rate of Rate of
Received Received Point change year | change from
Prenatal Prenatal Difference over year baseline
Care Care (%) from
Baseline
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Baseline Year 1637 51.8 -- -- --

Demonstration 1287 46.4 -5.4 -10.4% -10.4%
Year 1

Demonstration 1284 447 -7.1 -3.7% -13.7%
Year 2

Demonstration 1279 43.1 -8.7 -3.6% -16.8%
Year 3

Demonstration 1199 40 -11.8 -7.2% -22.8%
Year 4

Figure 1. Proportion of Eligible Clients Receiving Prenatal Care by Year
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Participant race and ethnicity data was not obtained at the initiation of this
study for the baseline year. Therefore, a more thorough comparison between
baseline and demonstration years, stratified by race and ethnicity, cannot be
completed. However, race/ethnicity data is available for demonstration years
1-4 and was therefore assessed to better understand the decreasing trend in
prenatal care observed across demonstration years.

Measure 2 Results - Number of Pregnant Women with Postpartum Care

An increase in the percentage of eligible clients who received postpartum care
was identified across all demonstration years, as compared to the baseline.
Specifically, there was an 8.6%, 8.1%, 8.3%, and 6.2% difference from baseline
for demonstration years 1-4, respectively (Table 2). A marked change was seen
between baseline year and demonstration year 1 (16.6% year-to-year rate
increase) (Figure 2). However, the proportion of eligible clients who received
postpartum care remained relatively stable across demonstration years 1 - 4,
with only slight year-to-year percent changes (-0.8%, 0.3%, and -3.5%
respectively).

Measure 2 findings support our hypothesis that we would observe a greater
percentage of pregnant women who received postpartum care as compared to
the baseline. Specifically, we observed an 11.9% year-to-year increase
comparing the baseline year directly to demonstration year 4.
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Table 2. Comparison of Pregnant Women with Postpartum Care Across All Study

Years
Year Number Percent Percent Point Rate of Rate of change
Received Received Difference change year | from baseline
Postpartum Postpartum from Baseline over year
Care Care (%)
Baseline Year 1642 51.9 -- -- --
Demonstration 1677 60.5 8.6 16.6% 16.6%
Year 1
Demonstration 1724 60 8.1 -0.8% 15.6%
Year 2
Demonstration 1788 60.2 8.3 0.3% 16.0%
Year 3
Demonstration 1742 58.1 6.2 -3.5% 11.9%
Year 4
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Figure 2. Proportion of Eligible Clients Receiving Postpartum Care by Year
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Measure 3 Results - Percentage of Births Weighing < 2,500 Grams

The study outlined a goal of achieving a 10% or greater year-to-year decrease
in the proportion of clients who gave birth to LBW infants between baseline
and demonstration year 4. According to this data, the goal was greatly
exceeded.

Compared to the baseline year, demonstration years 1-4 saw an -11.3%, -11.8%,
-11.7%, and -11.5% percentage point difference in LBW infants. Similar to
measure 2 findings, an initial large year-to-year decrease of 63.8% was
observed between baseline and demonstration year 1 (Table 3). Subsequent
year-to-year percent change was minimal after this initial large decrease,
displaying a plateau across all demonstration years (Figure 3).

While this data is suggestive of positive improvement in LBW infants in
Colorado Medicaid, these results should be interpreted with caution. Clearly,
2015 is an outlier in the data. In addition, the rates for LBW are lower than the
state and national averages. Future analyses will take a deep dive into the data
used for this analysis. This is discussed further in the limitations section.
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Table 3. Comparison of LBW Infants Across All Study Years

Year Number | Percent LBW | Percent Point Rate of Rate of change
LBW Births (%) Difference change year from baseline
Births from Baseline over year
Baseline Year 559 17.7 -- -- --
(n=3,162)
Demonstration Year 175 6.4 -11.3 -63.8% -63.8%
1(n=2,772)
Demonstration Year 167 5.9 -11.8 -7.8% -66.7%
2 (n=2,875)
Demonstration Year 175 6 -11.7 1.7% -66.1%
3 (n=2,970))
Demonstration Year 184 6.2 -11.5 3.3% -65.0%

4 (n=2,996)
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Figure 3. Proportion of Eligible Clients with Healthy Birth Weight Infants
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Demonstration Enrollment

Enrollment data presented through this evaluation includes monthly snapshot
member months, unique clients, and total births. Further, to help assess
member churn while within the demonstration, snapshot enrollment was
measured for the demonstration population who maintained the same FPL
bracket during the demonstration and those that changed FPL cohorts, but
maintained overall demonstration eligibility.

Of note, member enrollment spans may fall outside of when the client was
pregnant or in their postpartum period and these numbers only represent
clients that gave birth during the demonstration year—it does not include any
members that were pregnant during the demonstration year but hadn't given
birth yet. This fact is why the enrollment numbers fall off towards the end of
the year.

In the following section are demonstration enrollment trends in
both table and graphic format.
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Table 4. All Births in the Demonstration Year by Month

All births in the demonstration year by month

Enrollment Table A:

Total
Births  Aug Sept Oct Nov Dec Jan Feb Mar Apr May June July
Demonstration I I I
Year 1 2772 210 224 231 196 239 235 202 238 235 239 289 234
Demonstration
Year 2 2875 261 233 231 199 233 236 206 238 226 263 271 278
Demonstration
Year 3 2970 236 255 283 236 247 240 219 261 247 267 229 250
Demonstration
Year 4 2996 262 264 253 261 256 247 240 223 236 254 240 260

Figure 4. All Births in the Demonstration Grouped by Month
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*Number of births per month is included, as it is likely a better
representation of enrollment trends over time.
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Table 5. Members in the Demonstration Population Who Maintained Medicaid
Eligibility During the Demonstration Period (Any FPL Bracket)

Demonstration
Year 1 22578 2772 8.1 1784 1901 1951 2077 2122 2088 2047 1968 1847 1752 | 1593 1448

Demonstration
Year 2 23691 2875 8.2 1957 2046 2151 2161 2161 2136 2052 1999 1921 1820 | 1716 1571

Demonstration
Year 3 24745 2970 8.3 2027 2147 2244 2267 2233 2185 2149 2098 @ 2025 1924 1780 1666

Demonstration
Year 4 24134 2996 8.1 2075 2154 2256 2248 2214 2158 2057 1994 1932 1803 1674 1569

Figure 6. Members in Demonstration Population in any FPL Bracket Grouped by

Month
Members in Demonstration Population in any FPL Bracket
by Month
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Table 6. Members in the Demonstration Population Who Maintained the Same
FPL Bracket During the Demonstration Period

Enrollment Table 3:

Members in the demonstration population who maintained the same FPL bracket during the demonstration period

Total Average
Member Unique member

Months Clients months/client Aug Sept Oct Nov Dec Jan Feb Mar Apr May June July

Demonstration '
Year 1 13275 2772 4.8 1048 11651202 1295 1340 1306 1251 1185 1063 975 820 625

Demonstration
Year 2 14845 2875 5.2 1230 1347 1425 1398 1447 1462 1376 1289 1163 1057 928 723

Demonstration
Year 3 14796 2970 5 1199 1350 1480 1470 1453 1386 1323 1266 1203 1069 885 712

Demonstration
Year 4 14659 2996 4.9 1293 1408 1534 1528 1478 1426 1300 1203 1080 941 802 666

Figure 7. Members in the Demonstration Population Who Maintained the Same
FPL Bracket During the Demonstration Period Grouped by Month
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Demonstration Expenditures and Budget Neutrality

A summary table of demonstration expenditures by demonstration year is
presented below and a detailed budget neutrality analysis is included as
Attachment 3.

Table 7. Demonstration Population Expenditures (August 2015 - July 2019)

Demonstration Population (pregnant women 142% - 195% FPL)
Expenditures
Demonstration Period Expenditure
8/1/2015 - 7/31/2016 $17,941,864
8/1/2016 - 7/31/2017 $14,722,934
8/1/2017 - 7/31/2018 $18,905,554
8/1/2018 - 7/31/2019 $22,511,714

G. Conclusions
Final Conclusion - Hypothesis 1(Measure 2) & Hypothesis 2 (Measure 3)

Findings from our study supported two of the three original hypotheses. First, a
greater proportion of pregnant women received postpartum care during
demonstration years as compared to the baseline. Secondly, we observed a
decrease in the proportion of women who gave birth to LBW infants across all
demonstration years. Based on the trended performance so far, we are
currently on track to meet our goal of a 10% decrease in LBW births; however,
as previously mentioned, the results on low birth weight should be interpreted
with caution.

Final Conclusion - Hypothesis 1 (Measure 1)

The study findings did not support our hypothesis that a higher proportion of
pregnant women in the demonstration years would receive prenatal care
compared to the baseline. Unfortunately, findings indicate a potential
decreasing trend across all years for women receiving prenatal care, though
further analysis is required to determine significance of this observation.

To better evaluate this finding, we reviewed historical Medicaid prenatal
outcomes from HEDIS datasets. When comparing against Colorado’s Medicaid
population, we see that there have been multiple substantive changes to how
prenatal metrics were defined between 2014 to 2017. The process of refining
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these metrics is necessary to more validly capture outcomes. However, it
prevents comparisons during this time. Additionally, due to the frequent
refinement of variable definitions, we are unable to assess the presence of a
possible secular trend. This deep dive neither supported nor refuted that our
demonstration prenatal finding was an artifact of the data.

Colorado is invested in continually improving maternal health outcomes. This
has been a focus in our Accountable Care Collaborative and is increasing in
priority for the upcoming State fiscal year.

Alongside this priority, the Department is performing state and national review
of population management. It remains imperative to continue the evaluation
and monitoring of prenatal outcomes in the CHP+ and Medicaid population.

Population Demographics

Racial disparities in obstetric and prenatal care utilization have been well
characterized in current literature®’. In order to take a deeper dive and
explore potential factors related to Measure 1 results, we characterized client
data by race/ethnicity to define the composition of the demonstration
population. Baseline year race/ethnicity data was unavailable.

Upon comparing the distribution of self-identified race/ethnicity data among
demonstration year clients, no apparent link was identified. However, the way
in which race/ethnicity categories were collected differed across the
demonstration. For instance, the use of a “multiple” category was unavailable
for demonstration year 1. Additionally, the number of race/ethnicity categories
for clients to self-select fluctuated across years, with 8, 16, 9, and 9 options
available, respectively. Interestingly, there was a higher proportion of
“multiple” race/ethnicity clients for demonstration years 3 and 4 compared to
prior years, supporting the notion that race/ethnicity is a complex construct to
analyze. Further evaluation including stratification by race and ethnicity is
essential to identifying driving factors behind the potential trend in decreasing
utilization of prenatal care.

Data Source

Use of historical medical claims data remains a cost-effective strategy for
undertaking large scale evaluations. However, interpretation of results must be
done cautiously as the data was not collected with the sole intent of being
used in analytical research. Inability to achieve the Measure 1 goal may be a
by-product of a data validation and abstraction error. Specifically, the

6 Gadson, A., Akpovi, E., & Mehta, P. “Exploring the Social Determinants of Racial/Ethnic Disparities in
Prenatal Care Utilization, and Maternal Outcome.” Seminar in Perinatology. (2017)

7 Howell, E. & Zeitlin, J. “Quality of Care & Disparities in Obstetrics.” Obstet Gynecol Clin North Am.
(2017)
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decreasing trend in prenatal care may instead highlight a confounding trend
related to billing and coding behaviors, database system changes, missing data,
or other unidentified external factors.

Future Evaluation

Another future opportunity to better understand and address the decrease in
prenatal care among the demonstration population includes the analysis of
geocoded data to visually map “hot spots” or clusters of clients not utilizing or
under-utilizing obstetric care. The impact of other geographic factors (e.g.
location of clinics, public transportation routes, etc.) would also need to be
evaluated as part of this potential study.

The systematic analysis of confounding variables and how they relate to the
decrease in prenatal care are limited in the current evaluation. Multiple factors
must be considered as they relate to Measure 1 findings. Underutilization of
healthcare can be impacted by numerous factors including mother’s marital
status, age, and educational attainment. Before concluding the reasoning
behind failure to achieve Measure 1, a thoughtful and analytical assessment of
the root cause must first be completed.

Interpretations, Policy Implications and Interactions with Other
State Initiatives

Other State Initiatives

The medical and social needs of the demonstration population are addressed by
a patchwork of both federal and state funding streams. Providing a
comprehensive maternal health package of benefits and support services to a
high risk and costly population requires a coordinated statewide effort. The
Department partners and collaborates with entities around the State to be able
to support child and maternal health programming. These programs, described
below, serve as a supplement to support women covered by entitlement
programs to ensure mothers have the support they need to deliver a healthy
infant. It is important to understand the landscape of these programs and
supports available to the demonstration population in order to gain a clearer
picture of their outcomes.

The Prenatal Plus Program is a program that provides support services to
Health First Colorado recipients who are at high risk for negative maternal and
infant health outcomes based upon physical and behavioral indicators, as well
as, other social determinants of health. Care teams include a dietician, care
coordinator, and mental health professional. Teams work together to ensure
members are receiving needed support, education, and medical services
throughout the pregnancy.
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Another program available to Colorado mothers is the Nurse-Family
Partnership, an evidenced based program where nurses make home visits to
support first time mothers who are up to 200% of the FPL. The program is
supported by the Maternal and Child Home visiting block grant (Title V) and
administered by public health departments, community health centers,
community nursing agencies, and hospital systems, in order to reach first time
mothers across the state.

The Department continually collaborates with the Office of Behavioral Health
to administer the Special Connections program and on other health initiatives
aimed at improving health outcomes for pregnant women with SUD and other
behavioral health issues. The Special Connections program is a program for
pregnant women who qualify for Health First Colorado and are at risk of using
alcohol or other substances during their pregnancy. The benefit supports
women in pregnancy and during the postpartum period by providing outpatient
and residential substance use disorder treatment, case management, and
health education.

Regional Accountable Entities (RAES) are the organizations in Colorado
responsible for coordinating members’ care, ensuring they are connecting with
physical and behavioral health care, and developing regional strategies to
service Health First Colorado members. Maternity is a large focus of the RAEs.
Each RAE is responsible for developing a maternity based program that supports
pregnant women in receiving needed prenatal care. Based upon direction from
the Governor’s Health Initiatives and evidenced-based practice, the
Department and the RAEs are working together to further define the goals and
necessary components of a maternity program that are in-line with national
benchmarks for maternal health outcomes.

One important step to improving outcomes for women and their infants is
understanding the drivers of poor outcomes, including maternal mortality. The
Colorado Department of Public Health and Education oversees the Maternal
Mortality Review Committee (MMRC). The existence of the MMRC ensures that
the causes behind each and every death of a pregnant or postpartum woman is
understood to the fullest extent possible. The multi-disciplinary committee has
representation from the Department, members of the medical community,
mental and behavioral health, public health, community members and other
key stakeholders. The committee reviews medical records, police reports,
coroner reports and death certificates to collect information regarding the
circumstance that led to each woman's death, and to understand if and how
that death could have been prevented. The committee then works to put into
practice strategies that reduce and stop future deaths. Thanks to the passage
of HB 129-122 in 2019, the MMRC has been formally recognized and will present
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its findings and recommendations to the Colorado legislature in July 2020.
Postpartum care is a particularly critical piece of preventing maternal
mortality.

Substance use is a critical issue within the maternity space due to its
detrimental impacts on both mother and infant. The Department applied for
and was awarded one of the MOM (Maternal Opioid Misuse) Model grants
through CMS, aimed at creating an innovative model to integrate SUD
treatment into prenatal care clinics and improve birth outcomes and reduce
costs for this high-risk population. Because of the current COVID pandemic, the
MOM grant is currently on-hold but the Department is hopeful that the grant
will proceed in the future.

Maternity and Birth Outcome Data

The objectives of this demonstration focused on three key predictors of a
child’s future health: prenatal care, postpartum care, and birth weight. The
assumption is that by covering these women under the Medicaid benefits
package, the services and benefits available to them would result in
improvements in these critical areas. Low birth weight is a particular area of
concern, as babies born below 2,500 grams (5.5 pounds) are at risk of
respiratory distress, bleeding in the brain, and jaundice.® Low birth weight
babies are also a challenge for health care payers. The average hospital cost
for LBW babies can be up to eight times as expensive as babies born at a
healthy weight.® According to America’s Health Rankings, Colorado’s 2018 low
birthweight rate of 8.3% earned a rank of 10th best in the country. This is
encouraging news at a state level, but we know that deep disparities exist for
mothers based on their race/ethnicity, income level, education, health
behaviors, and health status. In 2017, when Colorado’s overall rate of low
birthweight was 9.1%, 13.7% of non-Hispanic black mothers gave birth to babies
below 2,500 grams.

Prenatal care is a vital component to preventing premature birth and the
detrimental impacts it can have on an infant, including low birth weight.
Women receive critical information during prenatal care visits that impact not

8 March of Dimes. https://www.marchofdimes.org/complications/low-birthweight.aspx

9 Health Care Cost and Utilization Project. AHRQ. https://www.hcup-
us.ahrg.gov/reports/statbriefs/sb163.pdf

10 America’s Health Rankings.
https://www.americashealthrankings.org/explore/annual/measure/birthweight/state/CO

35 | Project Number 21-W-00014/8 E @
Interim Evaluation Report d

COLORADO

Department of Health Care
Policy & Financing



https://www.marchofdimes.org/complications/low-birthweight.aspx
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb163.pdf
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb163.pdf
https://www.americashealthrankings.org/explore/annual/measure/birthweight/state/CO

36 | Project Number 21-W-00014/8 E @
Interim Evaluation Report d

only their own health during and after the pregnancy, but also the health of
their child. Evidence on the importance of prenatal care is strong.

Lessons Learned and Recommendations

While this demonstration developed through many iterations, the evaluation
presented in this interim report reveals many lessons on how to improve
evaluation design. Given the limitations of our data and analytical approach
deployed in the evaluation, it is prudent to modify the analysis in our final
evaluation and any further demonstration iterations.

Rather than looking at a year-over-year percentage change, we plan to
compare the demonstration metrics against a regional or national benchmark
and aim to keep our performance within a set range. Other states would
benefit in demonstration development by incorporating a similar approach.
While a directional change may prove beneficial to a given design, a valid
target must remain a consideration for states, which corresponding benchmarks
provide.

Of importance for demonstrations with smaller populations, such as this
program, evaluation design should plan for the frequency of future analysis.
The prenatal population in our demonstration is small when analyzed annually,
decreasing further for more frequent analysis. This makes quarterly evaluations
challenging due to the statistical impact of small numbers. A more creative
evaluation approach is needed in assessing measures on a quarterly basis. To
increase the power of the study, instead of looking at each quarter
individually, the use of trailing averages or a running 18-month population
sample are options for consideration.

Finally, the approach to program enrollment in this study was problematic and
limited the ability to measure disenrollment trends or normalize demonstration
outcomes to larger population shifts or changes in health insurance coverage.
Other states may consider these limitations in their demonstration design,
including evaluation changes to more accurately measure program enrollment,
disenrollment and confounding trends. One approach applicable to this
demonstration utilized in other studies is to report on the number of clients
who dropped from Medicaid eligibility two months after giving birth against the
number of clients who maintained some kind of Medicaid eligibility after this
period.
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X. Attachments
1. CMS Approved Evaluation Design Dated April 26, 2017
2. 1CD-9 to ICD-10 Crosswalk
3. Budget Neutrality through 2019
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ATTACHMENT C
DEMONSTRATION EVALUATION PLAN

Objectives, Hypotheses and Evaluation Activities During the Extension Period
During the extension period, the following objectives of the demonstration include:

» Objective 1: Increase the percentage of pregnant women who receive prenatal and
postpartum care for those enrolled in the demonstration.

e Objective 2: Increase the number of healthy babies born to pregnant women enrolled in
the demonstration.

The CHP+ Demonstration Population Includes:
Pregnant Medicaid expansion clients who would have been covered under CHP+ if not for the

expansion (142%-195% FPL).

To know if Colorado is achieving these objectives, the State will evaluate the following:
e Hypothesis 1: Pregnant women enrolled in the CHP+ demonstration will have a
statistically significant increase in prenatal care visits and a statistically significant
increase in postpartum care visits from SFY 2015 to SFY 2020.

Methodology: Data to test the hypothesis comes from Medicaid claims data in our MMIS
system. Total number of births is pulled from the claims for the previous calendar year.
Three types of birth data are used: inpatient deliveries, global bills and
anteparturn/standalone care (other criteria are also assessed, per the specifications). Those
data are used to identify the prenatal and postpartum care based on the numerator criteria
for the measure (see specifications).

Data are checked for completeness, accuracy and reasonableness via peer review of SQL
code. Additionally, the code and data are reviewed by staff who work with birth and
pregnancy data. Finally, a comparison is made between budget and other reports so as to
assess reasonableness of the data.

The statistical test used to evaluate these data is a year-to-year percentage change. The
annual difference is calculated by subtracting the previous year’s value from the current
year’s value. Then the annual difference is divided by the previous year’s value to get a
comparison. This figure is then multiplied by 100 to obtain the year-over-year percentage
change. See the CHP+ 1115 Waiver Prenatal Care and CHP+ 1115 Waiver Postpartum
Follow-Up Care documents.

Accordingly, in performing analytics for these rates, Colorado will compare the
numerators and denominators to those reported in previous years to see if the figures are
similar or require further investigation. Colorado will strive for a statistically significant
increase year-over-year to arrive at the projected increases. A deeper dive on the data will
be taken if the projected significant increase is not realized. This deeper dive could
include a geographic analysis, race and ethnicity analysis and input from current clients,
case managers and providers. Colorado is also committed to further analyzing any
significant improvement in order to identify and further share any best practices.

Approval Period: August 1, 2015 through July 31, 2020
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Measure 1 Rate of Pregnant Women With Prenatal Care o /},'77

Numerator Number of Pregnant Women with Prenatal Care 1,637
Denominator Ig:rr:ber of Pregnant Women Eligible for Prenatal 3,162

Measure 2 Rate of Pregnant Women With Postpartum Care 51.93%

Numerator Number of Pregnant Women with Postpartum Care | 1,642
Denominator lgzsgber of Pregnant Women Eligible for Postpartum 3,162

e Hypothesis 2: The proportion of babies born to women enrolled in the CHP+
demonstration and admitted to the NICU will decrease over the five years of the
demonstration project. The proportion of babies born to women enrolled in the CHP+
demonstration that weigh under 2,500 grams will decrease by 10 percent from SFY 2015
to SFY 2020.

Methodology: The methodology is a pre- and post-measurement to compare the number
of babies born to pregnant women in the demonstration population weighing less than
2,500 grams during the waiver period. The data for Hypothesis 2 are taken from claims
data from the Department’s MMIS system and birth certificate data provided by our sister
agency, the Colorado Department of Public Health and Environment (CDPHE). The
claims data birth mother is joined to CDPHEs’ birth mother, and the infant’s birth weight
is pulled from the birth certificate. Only infants with a birth weight of less than

2,500 grams is kept for the report.

Data are checked for completeness, accuracy and reasonableness via peer review of SQL
code. Additionally, the code and data are reviewed by staff who work with birth and
pregnancy data. Finally, a comparison is made between budget and other reports so as to
assess reasonableness of the data.

The statistical test used to evaluate this data is a year-to-year percentage change. The
annual difference is calculated by subtracting the previous year’s value from the current
year’s value. Then the annual difference is divided by the previous year’s value to geta
comparison. This figure is then multiplied by 100 to obtain the year-to-year percentage
change.

Accordingly, in performing analytics for these rates, Colorado will compare the
numerators and denominators to those reported in previous years to see if the figures are
similar or require further investigation. Colorado will strive for a statistically significant
decrease year-to-year to arrive at the projected decreases. A deeper dive on the data will
be taken if the projected significant decrease is not realized. This deeper dive could
include a geographic analysis, race and ethnicity analysis and input from current clients,
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case managers and providers. Colorado is also committed to further analyzing any
significant improvement in order to identify and further share any best practices.

Baseline 2015 __ _
rogna lichid  Cliex % of
easure 3 % of births weighing < 2,500 grams 17.68%
Numerator Babies weighing < 2,500 grams 559
Denominator | Pregnant moms between 14-54, in
. 3,162
demonstration

Approval Period: August 1, 2015 through July 31, 2020
Updated April 26, 2017 Page 20 of 23



CHP+ 1115 Waiver Prenatal Care

Measure Title

CHP+ 1115 Waiver Prenatal Care

Prenatal care is the healthcare you receive while you are pregnant. This healthcare and

Motivation
consultation can positively impact the health of the infant. Therefore, we track the
extent to which our population receives this care.

Denominator All women between 142% - 195% FPL with a global bill or hospital delivery DRG.

: These clients are captured with the following APR-DRGs: 540, 541, 542, and 560.

Numerator Clients in denominator with one of the following CPT codes (59400, 59510, 99201-
99215 w/modifier TH, 59425, 59426, 59610, 59618, 59622) at any time prior to
delivery.

Population e Clients who are dually eligible for the ACC Medicare Medicaid Program

Exclusions (MMP)

Clients with less than three months of eligibility

Clients eligible for both a Medicare and a Medicaid benefit

Clients who are defined as part of the Medicaid expansion population

Clients in the Working Adults with Disabilities Buy-in Eligibility Type (031)
Clients in the Children with Disabilities Buy-in Eligibility Type (032)

Time Period

Rolling 12 months

Claims Run
Out

90 days run out, 30 days processing

References and
Measure
Origin

Proportion of pregnant women who receive early and adequate prenatal care (NQF
5684).

HHS Agency:

Office of the Assistant Secretary for Health (OASH)

Denominator:

o  Number of live births in states that use the 2003 standard certificate of birth
Numerator:

* Number of pregnant females receiving adequate prenatal care by the Adequacy of
Prenatal Care Utilization Index (APNCU) in states that use the 2003 standard
certificate of birth

Please refer to KPI White paper State Fiscal Year 2015 on Dashboard for
further details.

Version Date

04/20/2016
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CHP+ 1115 Waiver Postpartum Follow-Up Care

Measure Title

CHP+ 1115 Waiver Postpartum Follow-Up Care

Motivation Mothers on CHP+ and Medicaid now account for greater than 40% of all births in
Colorado. It is important that we track the care that is being delivered to this
population.

Denominator Clients will be counted in the denominator if they meet the following criteria:

s Between 142% -195% FPL

¢  All women on CHP+ with a global bill or hospital delivery DRG or
delivery CPT codes: 59400, 59409, 59410, 59510, 59514, 59515, 59610,
59612, 59614, 59618, 59620, 59622

o Or ICD-9 Procedure Codes: 72.0-73.99, 74.0-74.2, 74.4-74.99

e OrDRG 370-375

e Or APR-DRG 540-542 and 560

Pregnancies not ending with a live birth are excluded from the denominator.
Numerator Clients will be counted in the numerator if they meet the following criteria:
e CPT codes: 59400, 59510, 59410, 59515, 59430, 59610, 59614, 59618,
59622
e Postpartum care that is delivered before the client is enrolled with the
CHP+ is also counted.
Population Clients who are dually eligible for the ACC Medicare Medicaid Program
Exclusions Clients with less than three months of eligibility

Clients eligible for both a Medicare and a Medicaid benefit

Clients who are defined as part of the Medicaid expansion population
Clients in the Working Adults with Disabilities Buy-in Eligibility Type
(031)

o (Clients in the Children with Disabilities Buy-in Eligibility Type (032)

Time Period

Rolling 12 months

Claims Run Out

90 days run out, 30 days processing

References and
Measure Origin

Prenatal and postpartum care: Postpartum Care Rate (NQF 1517):

HHS Agency - Centers for Medicare & Medicaid Services (CMS)

Measure Steward - National Committee for Quality Assurance (NCQA)
Topic or Condition

Health Services Administration - Access

Reproductive Health - Pregnancy

Measure Domain - Process

Care Setting - Ambulatory/Office-based Care

Denominator

Deliveries of live births on or between November 6 of the year prior to the
measurement year and November 5 of the measurement year

Muitiple Births: Women who had two separate deliveries (different dates of
service) between November 6 of the year prior.

Numerator

Timeliness of Prenatal Care: A prenatal visit in the first trimester or within 42
days of enrollment, depending on the date of enrollment in the organization and
the gaps in enroliment during the pregnancy.

Postpartum Care: A postpartum visit for a pelvic exam or postpartum care on or
between 21 and 56 days after delivery.

Target Population Age - Unspecified

Approval Period: August 1, 2013 through July 31, 2020

Updated April 26, 2017
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Data Source - Claims; Hybrid
Measure Maintenance — Annually

Please refer to KPI White paper State Fiscal Year 2015 on Dashboard for further
details. :

Version Date 03/30/2015
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Attachment 2. Coding Crosswalk From ICD-9 to ICD-10

ICD 9 surgical] |CD 9 surgical code | \op 49 pes ICD-10 PCS Description
code Description
Extraction of Products of Conception, Low Forceps,
72 Low forceps operation [10D07Z3 Via Natural or Artificial Opening
721 Low forceps operation [OW8NXZZ Division of Female Perineum, External Approach
Low forceps operation Extraction of Products of Conception, Low Forceps,
721 with episiotomy 10D07Z3 Via Natural or Artificial Opening
72.21 Mid forceps operation |OW8NXZZ Division of Female Perineum, External Approach
Mid forceps operation Extraction of Products of Conception, Mid Forceps,
72.21 with episiotomy 10D07Z4 Via Natural or Atrtificial Opening
Other mid forceps Extraction of Products of Conception, Mid Forceps,
72.29 operation 10D0774 Via Natural or Artificial Opening
72.31 High forceps operation |OW8NXZZ Division of Female Perineum, External Approach
High forceps operation Extraction of Products of Conception, High Forceps,
72.31 with episiotomy 10D07Z5 Via Natural or Artificial Opening
Other high forceps Extraction of Products of Conception, High Forceps,
72.39 operation 10D07Z5 Via Natural or Artificial Opening
Forceps rotation of fetal Reposition Products of Conception, Via Natural or
72.4 head 10S07Z2Z Artificial Opening
Partial breech extraction Extraction of Products of Conception, Low Forceps,
72.51 with forceps to 10D07Z3 Via Natural or Artificial Opening
Partial breech extraction Extraction of Products of Conception, Mid Forceps,
72.51 with forceps to 10D07Z4 Via Natural or Artificial Opening
Partial breech extraction Extraction of Products of Conception, High Forceps,
72.51 with forceps to 10D07Z5 Via Natural or Artificial Opening
Other partial breech Extraction of Products of Conception, Vacuum, Via
72.52 extraction 10D0726 Natural or Artificial Opening
Total breech extraction Extraction of Products of Conception, Low Forceps,
72.53 with forceps to 10D07Z3 Via Natural or Artificial Opening
Total breech extraction Extraction of Products of Conception, Mid Forceps,
72.53 with forceps to 10D07Z4 Via Natural or Artificial Opening
Total breech extraction Extraction of Products of Conception, High Forceps,
72.53 with forceps to 10D07Z5 Via Natural or Artificial Opening
Other total breech Extraction of Products of Conception, Vacuum, Via
72.54 extraction 10D0726 Natural or Artificial Opening
Forceps application to Extraction of Products of Conception, Low Forceps,
72.6 aftercoming head 10D07Z3 Via Natural or Artificial Opening
72.71 Vacuum extraction with [OW8NXZZ Division of Female Perineum, External Approach
Vacuum extraction with Extraction of Products of Conception, Vacuum, Via
72.71 episiotomy 10D07Z6 Natural or Artificial Opening
Abortion of Products of Conception, Vacuum, Via
72.79 Other vacuum extraction|10A07Z26 Natural or Artificial Opening
Extraction of Products of Conception, Vacuum, Via
72.79 Other vacuum extraction|10D07Z6 Natural or Artificial Opening
Other specified Extraction of Products of Conception, Other, Via
72.8 instrumental delivery 10D07Z8 Natural or Artificial Opening
Unspecified instrumental Extraction of Products of Conception, Other, Via
72.9 delivery 10D07Z8 Natural or Artificial Opening
Induction of labor by Drainage of Amniotic Fluid, Therapeutic from
73.01 artificial rupture of 10900ZC Products of Conception, Open Approach
Induction of labor by Drainage of Amniotic Fluid, Therapeutic from
73.01 artificial rupture of 10903ZC Products of Conception, Percutaneous Approach




Induction of labor by

Drainage of Amniotic Fluid, Therapeutic from

73.01 artificial rupture of 10904ZC Products of Conception, Percutaneous Endoscopic
Induction of labor by Drainage of Amniotic Fluid, Therapeutic from
73.01 artificial rupture of 109072C Products of Conception, Via Natural or Artificial
Induction of labor by Drainage of Amniotic Fluid, Therapeutic from
73.01 artificial rupture of 109082C Products of Conception, Via Natural or Artificial
Other artificial rupture of Drainage of Amniotic Fluid, Therapeutic from
73.09 membranes 10907ZC Products of Conception, Via Natural or Artificial
Other artificial rupture of Drainage of Amniotic Fluid, Therapeutic from
73.09 membranes 10908ZC Products of Conception, Via Natural or Artificial
73.1 Other surgical induction |0U7C7Z2Z Dilation of Cervix, Via Natural or Artificial Opening
Internal and combined Reposition Products of Conception, Via Natural or
73.21 version without 10807272 Artificial Opening
Internal and combined Extraction of Products of Conception, Internal
73.22 version with extraction [10D07Z7 Version, Via Natural or Atrtificial Opening
Inspection of Products of Conception, Via Natural or
73.3 Failed forceps 10J07Z2Z Artificial Opening
Medical induction of Introduction of Other Hormone into Peripheral Vein,
73.4 labor 3E030VJ Open Approach
Medical induction of Introduction of Other Hormone into Peripheral Vein,
73.4 labor 3E033VJ Percutaneous Approach
Medical induction of Introduction of Other Hormone into Central Vein,
73.4 labor 3E040VJ Open Approach
Medical induction of Introduction of Other Hormone into Central Vein,
73.4 labor 3E043VJ Percutaneous Approach
Medical induction of Introduction of Other Hormone into Peripheral Artery,
73.4 labor 3E050VJ Open Approach
Medical induction of Introduction of Other Hormone into Peripheral Artery,
73.4 labor 3E053VJ Percutaneous Approach
Medical induction of Introduction of Other Hormone into Central Artery,
73.4 labor 3E060VJ Open Approach
Medical induction of Introduction of Other Hormone into Central Artery,
73.4 labor 3E063VJ Percutaneous Approach
Medical induction of Introduction of Other Therapeutic Substance into
73.4 labor 3EODXGC Mouth and Pharynx, External Approach
Medical induction of Introduction of Hormone into Female Reproductive,
73.4 labor 3EO0P3VZ Percutaneous Approach
Medical induction of Introduction of Hormone into Female Reproductive,
73.4 labor 3EO0P7VZ Via Natural or Artificial Opening
73.51 Manual rotation of fetal |10E0XZZ Delivery of Products of Conception, External
73.59 Other manually assisted |10E0XZZ Delivery of Products of Conception, External
73.6 Episiotomy OW8NXZZ Division of Female Perineum, External Approach
Operations on fetus to Drainage of Fetal Cerebrospinal Fluid from Products
73.8 facilitate delivery 10907ZA of Conception, Via Natural or Artificial Opening
Operations on fetus to Drainage of Fetal Cerebrospinal Fluid from Products
73.8 facilitate delivery 10908ZA of Conception, Via Natural or Artificial Opening
Operations on fetus to Abortion of Products of Conception, Via Natural or
73.8 facilitate delivery 10A07Z2Z Artificial Opening
Operations on fetus to Abortion of Products of Conception, Via Natural or
73.8 facilitate delivery 10A08Z2Z2 Artificial Opening Endoscopic
73.91 External version 10E0XZZ Delivery of Products of Conception, External
73.91 External version 10S0XZZ Reposition Products of Conception, External
73.92 Replacement of 10E0XZZ Delivery of Products of Conception, External
73.92 Replacement of 10S0XZZ Reposition Products of Conception, External
73.93 Incision of cervix to o0uU7C7z2zZ Dilation of Cervix, Via Natural or Artificial Opening




73.93 Incision of cervix to 10E0XZZ Delivery of Products of Conception, External
73.94 Pubiotomy to assist 0Q8202z Division of Right Pelvic Bone, Open Approach
73.94 Pubiotomy to assist 0Q823z2z7 Division of Right Pelvic Bone, Percutaneous Approach
Pubiotomy to assist Division of Right Pelvic Bone, Percutaneous
73.94 delivery 0Q8247z7 Endoscopic Approach
73.94 Pubiotomy to assist 0Q830zz Division of Left Pelvic Bone, Open Approach
73.94 Pubiotomy to assist 0Q833z2z7 Division of Left Pelvic Bone, Percutaneous Approach
Pubiotomy to assist Division of Left Pelvic Bone, Percutaneous
73.94 delivery 0Q834z7z7 Endoscopic Approach
73.94 Pubiotomy to assist 10E0XZZ Delivery of Products of Conception, External
Extraction of Products of Conception, Other, Via
73.99 Other 10D07Z8 Natural or Artificial Opening
Classical cesarean Extraction of Products of Conception, High, Open
74 section 10D00Z0 Approach
Low cervical cesarean Extraction of Products of Conception, Low, Open
741 section 10D00Z1 Approach
Extraperitoneal Extraction of Products of Conception, Extraperitoneal,
74.2 cesarean section 10D00Z2 Open Approach
Cesarean section of Extraction of Products of Conception, High, Open
74.4 other specified type 10D00Z0 Approach
74.91 Hysterotomy to 10A00Z2Z Abortion of Products of Conception, Open Approach
Hysterotomy to Abortion of Products of Conception, Percutaneous
74.91 terminate pregnancy 10A03Z2Z Approach
Hysterotomy to Abortion of Products of Conception, Percutaneous
74.91 terminate pregnancy 10A04Z2Z Endoscopic Approach
Other cesarean section Extraction of Products of Conception, High, Open
74.99 of unspecified type 10D00Z0 Approach
Other cesarean section Extraction of Products of Conception, Low, Open
74.99 of unspecified type 10D00Z1 Approach
Other cesarean section Extraction of Products of Conception, Extraperitoneal,
74.99 of unspecified type 10D00Z2 Open Approach




Adult Prenatal Coverage in Child Health Plan Plus (Project Number 21-W-00014/8 )
1115 Demonstration Interim Evaluation Report
Demonstration Years 1-4: 08/01/2015 -- 07/31/2019

COLORADO

0 016 0 018 019
State's Allotment $157,511,557 $228,329,398 $210,135,383 $270,402,569 $298.,413,539
Funds Carried Over From Prior Year(s) $97,768,837 $86,450,144 $86,279,015 $98,298,761 $83,200,533
SUBTOTAL (Allotment + Funds Carried Over) $255,280,394 $314,779,542 $296,414,398 $368,701,330 $381,614,072
Currently Available)
TOTAL (Subtotal + Reallocated funds) $255,280,394 $314,779,542 $296,414,398 $368,701,330 $381,614,072
State's Enhanced FMAP Rate 66.71% 88.50% 88.01% 88.00% 88.00%

COST PROJECTIONS OF APPROVED SCHIP PLAN

Benefit Costs

Insurance payments

Managed care

$117,903,938

$123,353,654

$141,907,980.17

$188,991,081.53

$210,827,181.19

per member/per month rate @ # of eligibles

187.70 @ 52,346 avg elig/mo

187.18 @ 54,549 avg elig/mo

$169.31 @ 69,603 avg elig/mo

$192.32 @ 81,893 avg elig/mo

$274.65 @ 80,967

Total Benefit Costs $117,903,938 $123,353,654 $141,907,980 $188,991,082 $210,827,181
(Offsetting beneficiary cost sharing payments) ($1,135,268) ($826,734) ($495,694) ($580,095) ($1,023,877)
Net Benefit Costs $116,768,670 $122,526,920 $141,412,286 $188,410,986 $210,827,181
COST PROJECTIONS OF APPROVED MCHIP PLAN

Benefit Costs

Insurance payments

Managed care $14,747,350 $14,382,637 $13,728,229 $9,968,618 $14,612,491
per member/per month rate @ # of eligibles $176.95 @ 53,747 avg elig/mo|$154.16 @ 61,103 avg elig/mo| $81.55 @ 65,503 avg elig/mo [$145.63 @ 62,854 avg elig/mo $194.83 @ 57,995
Fee for Service $99,378,269 $98,652,959 $50,395,546 $99,868,755 $120,881,144
Total Benefit Costs $114,125,619 $113,035,595 $64,123,775 $109,837,373 $135,493,635
Administration Costs

Personnel $157,219 $252,957 $371,521 $284,843 $580,799
General administration $959,829 $1,009,042 $543,828 $544,193 $1,726,235
Contractors/Brokers (e.g., enrollment contractors) $1,874,853 $1,091,567 $1,499,241 $993,769 $3,051,816
Claims Processing $181,818 $924.776 $1,179,120 $3,714,307 $2,798.,965
Outreach/marketing costs $1,427,908 $1,112,097 $1,111,190 $1,558,611 $2,786,497
Other $268,713 $104,687 $44,077 $399,301 $399,939
Total Administration Costs $4,870,340 $4,495,126 $4,748,977 $7,495,024 $11,344,251
10% Administrative Cap

Federal Title XXI Share $157,278,584 $212,451,013 $185,071,862 $269,054,177 $314,745,259
State Share $78,486,045 $27,606,629 $25,213,176 $36,689,206 $42,919,808
TOTAL COSTS OF APPROVED CHIP PLANS $235,764,629 $240,057,642 $210,285,038 $305,743,383 $357,665,067
PROPOSAL

Demonstration Population (pregnant women 142%

Insurance payments

Managed care $524,592 $2,128,650 $983,044 $1,762,913 $4,365,192
per member/per month rate @ # of eligibles $845.35 @ 1,707 avg elig/mo | $830.82 @ 1,819 avg elig/mo | $605.72 @ 2,039 avg elig/mo | $605.72 @) 2,265 avg elig/mo $854.06 @ 2,259
Fee for Service $16,791,651 $16,006,395 $13,837,743 $16,926,428 $18,786,784
Total Benefit Costs for Waiver Population $17,316,244 $18,135,045 $14,820,787 $18,689,341 $23,151,976
Total Benefit Costs $17,316,244 $18,135,045 $14,820,787 $18,689,341 $23,151,976
Premium Payments will be net of cost sharing

Net Benefit Costs $17,316,244 $18,135,045 $14,820,787 $18,689,341 $23,151,976
Federal Title XXI Share $11,551,666.09 $16,049,514.52 $13,043,774.57 $16,446,619.65 $20,373,738.92
State Share $5,764,577.48 $2,085,530.14 $1,777,012.35 $2,242,720.86 $2,778,237.12
TOTAL COSTS FOR DEMONSTRATION $17,316,244 $18,135,045 $14,820,787 $18,689,341 $23,151,976

Demonstration)

$253,080,872

$258,192,686

$225,105,825

$324,432,724

$380,817,043

(Allotment + Reallocated Funds)

Demonstration)
Reallocated)

$255,280,394
$168,830,249.92

$314,779,542
$228,500,527.29

$296,414,398
$198,115,636.49

$368,701,330
$285,500,797.00

$381,614,072
$335,118,998.10

Available Funding - Costs - Expiring Funds)

$86,450,144.08

$86,279,014.79

$98,298,761.31

$83,200,533.31

$46,495,074.22
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1. Executive Summary

Summary of 2018-2019 Statewide Performance by External Quality Review
Activity With Trends

Assessment of Compliance With CHIP Managed Care Regulations

Results

In fiscal year (FY) 2018-2019, Health Services Advisory Group, Inc. (HSAG) reviewed four standards
as directed by the Colorado Department of Health Care Policy and Financing (the Department) (see
Section 2—Reader’s Guide, Methodology).

Table 1-1 displays the statewide average compliance results for the most recent year that each standard
area was reviewed as compared to the previous review year’s results for the same standard. !*!

Table 1-1—Compliance With Regulations Statewide Trended Performance for CHP+ MCOs

Statewide Statewide
Average— Average—
Previous Most Recent
Standard and Applicable Review Years Review Review*

Standard [—Coverage and Authorization of Services (2013-2014, 2016-2017) 84% 94%
Standard [I—Access and Availability (2013-2014, 2016-2017) 85% 93%
Standard III—Coordination and Continuity of Care (2015-2016, o o
2018-2019)** 85% 80%
Standard IV—Member Rights and Protections (2015-2016, 2018-2019)** 80% 90%
Standard V—Member Information (2014-2015, 2017-2018) 72% 95%
Standard VI—Grievance and Appeal System (2014-2015, 2017-2018) 65% 84%
Standard VII—Provider Participation and Program Integrity (2014-2015, 90% 90%
2017-2018) °
Standard VIII—Credentialing and Recredentialing (2015-2016, o o
2018-2019)** 4% 7%
Standard [X—Subcontracts and Delegation (2014-2015, 2017-2018) 92% NA

"I'In FY 2018-2019 the Department contracted with one dental prepaid ambulatory health plan (PAHP). Therefore, no
statewide performance or trend information related to dental care is available for this section. For complete external quality
review (EQR) findings for the State’s dental PAHP, see Section 3.
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Statewide Statewide
Average— Average—

Previous Most Recent
Standard and Applicable Review Years Review Review*

Standard X—Quality Assessment and Performance Improvement

() o
(2015-2016, 2018-2019)** 88% 87%

*For all standards, the MCOs’ contracts with the State may have changed since each of the previous review years and may have
contributed to performance changes.

**Bold text indicates standards that HSAG reviewed during FY 2018-2019.

Colorado’s Child Health Plan Pl/us (CHP+) managed care organizations (MCOs) demonstrated
improved performance in the most recent year of review for six of the 10 standards as compared to the
previous year the standard was reviewed. For the standards with improved performance, four of the six
standards, Standard [—Coverage and Authorization of Services, Standard [IV—Member Rights and
Protections, Standard V—Member Information, and Standard VI—Grievance and Appeal System,
improved substantially (10 percentage points or more) compared to the previous year the standard was
reviewed. One standard, Standard IIl—Coordination and Continuity of Care, experienced a 5 percentage
point decline in performance. Two standards, Standard VII—Provider Participation and Program
Integrity and Standard X—Quality Assessment and Performance Improvement, remained relatively
stable. Due to new or revised federal requirements for Standard IX—Subcontracts and Delegation,
HSAG scored requirements in this standard as not applicable to CHP+ MCOs in FY 2017-2018;
therefore, no statewide comparative results are available for Standard IX.

Compliance results for Colorado’s dental PAHP are not included in Table 1-1 due to the compliance
review being in a readiness format which includes abbreviated standards. Therefore, results could not be
averaged with the other CHP+ MCOs. For individual health plan scores and findings, including findings
for the dental PAHP, see Section 3 of this report. For the MCO comparison of scores for 2018-2019
standards, see Section 4, Table 4-1.

Statewide Opportunities for Improvement and Recommendations Related to Compliance With
Regulations

In FY 2018-2019, CHP+ MCOs’ statewide performance in six out of nine applicable standards was

90 percent overall compliance or better. In three standards, performance remained below 90 percent
compliant. To assist the CHP+ MCOs with revisions to the Medicaid and Children’s Health Insurance
Program (CHIP) Managed Care Regulations released in May 2016 and effective for CHIP health plans
July 1, 2018, HSAG identified opportunities for improved performance and associated recommendations
as well as areas requiring corrective actions.

Based on the described performance, HSAG recommends that CHP+ health plans continue to
incorporate and implement processes to comply with federal managed care regulations released May
2016 (effective for CHP+ health plans as of July 1, 2018), paying particular attention to Standard III—
Coordination and Continuity of Care, Standard VI—Grievance and Appeal System, and Standard X—
Quality Assessment and Performance Improvement. Since Standard [X—Subcontracts and Delegation
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was scored “NA” in its most recent year for review for the CHP+ MCOs, HSAG also recommends that
the Department and the health plans ensure that policies, procedures, and processes are in place to
implement these new regulations.

Validation of Performance Measures

Information Systems (IS) Standards Review Results

HSAG reviewed the final audit reports (FARs) produced by each MCO’s certified HEDIS compliance
auditor. Each FAR included the auditor’s evaluation of the MCOs’ IS capabilities for accurate HEDIS
reporting. For the current reporting period, Colorado Access (COA), Denver Health Medical Plan, Inc.
(DHMP), Friday Health Plans of Colorado (FHP), Kaiser Permanente Colorado (Kaiser), and Rocky
Mountain Health Plans (RMHP) were fully compliant with all IS standards relevant to the scope of the
performance measure validation (PMV) performed by the MCOs’ licensed HEDIS auditors. During
review of the IS standards, the HEDIS auditor did not identify any notable issues that had a negative
impact on HEDIS reporting. Therefore, HSAG determined that the data collected and reported for the
Department-selected measures followed NCQA HEDIS methodology, and the rates and audit results are
valid, reliable, and accurate.

Performance Measure Results

Table 1-2 and Table 1-3 display the Colorado CHP+ weighted averages for HEDIS 2017 through
HEDIS 2019, along with the percentile ranking for each high- and low-performing HEDIS 2019 measure
rate. Statewide performance measure results for HEDIS 2019 were compared to NCQA’s Quality
Compass national Medicaid health maintenance organization (HMO) percentiles for HEDIS 2018
(referred to throughout this report as percentiles), when available. Rates for HEDIS 2019 shaded green
with one caret (") indicate a statistically significant improvement in performance from the previous year.
Rates for HEDIS 2019 shaded red with two carets (") indicate a statistically significant decline in
performance from the previous year.!

Additional Colorado CHP+ weighted average measure rates can be found in Section 4. Of note, Delta
Dental (i.e., the CHP+ dental PAHP) was only required to report one measure, Annual Dental Visit.
These results can be found in Section 3.

12 Performance comparisons are based on the Chi-square test of significance. A change in performance is considered
statistically significant in this report if the p-value from the Chi-square test was less than 0.05 and the rate difference was
at least 3 percentage points.

2018-2019 External Quality Review Technical Report for Colorado Child Health Plan Plus Page 1-3
State of Colorado C02018-19_CHP+_TechRpt_F1_1119



i EXECUTIVE SUMMARY
HSAG HEALTH SERVICES
i ADVISORY GROUP

Table 1-2—Colorado CHP+ Weighted Averages—HEDIS 2019 High Performers
HEDIS 2017 HEDIS 2018 HEDIS 2019 Percentile

Perf M .
erformance fieasures Rate Rate Rate Ranking

|Pediatric Care
Childhood Immunization Status’

Combination 6 41.61% 40.51% 45.31%" | 50th—74th
Combination 8 40.34% 39.53% 44.29%" | 50th—74th
Combination 9 38.50% 36.49% 42.27%" | 75th—89th
Combination 10 37.59% 35.77% 41.39%" | 75th—89th

Immunizations for Adolescents

Combination 2 (Meningococcal; Tetanus, Diphtheria
Toxoids, and Acellular Pertussis [Tdap]; Human — 33.79% 39.02%" | 75th—89th
Papillomavirus [HPV])
[Preventive Screening
(Non-Recommended Cervical Cancer Screening in Adolescent Females*

Non-Recommended Cervical Cancer Screening in 0.17% 0.07% 0.04% >90th
Adolescent Females

[Respiratory Conditions
\Appropriate Treatment for Children With Upper Respiratory Infection

Apperriate T reatment for Children With Upper 91.24% 93.84% 94.09% | 75th-89th
Respiratory Infection

Asthma Medication Ratio’
Ages 5 to 11 Years 85.80% 82.90% 82.63% >90th
Ages 12 to 18 Years 73.72% 74.03% 71.32% | 75th—89th

* For this indicator, a lower rate indicates better performance.
! Due to changes in the technical specifications for this measure, NCQA recommends trending between 2019 and prior years be considered

with caution.
— Indicates that NCQA recommended a break in trending for HEDIS 2018, therefore, HEDIS 2017 rates are not displayed for this measure.
Rates shaded green with one caret (") indicate a significant improvement in performance from the previous year.

The HEDIS 2019 statewide weighted average for measures within the Pediatric Care domain
demonstrate strength with vaccinations for children and adolescents, with all five vaccination rates
displayed in Table 1-2 demonstrating significant improvement from the prior year. Of note, COA
exceeded the 75th percentile for all five rates and Kaiser exceeded the 90th percentile for the
Immunizations for Adolescents—Combination 2 (Meningococcal, Tdap, HPV) rate. Conversely,
performance for RMHP and FHP demonstrated opportunities for improvement with RMHP’s
Immunizations for Adolescents—Combination 2 (Meningococcal, Tdap, HPV) rate below the 10th
percentile and all five of FHP’s vaccination rates below the 10th percentile.

The statewide weighted average and rates for all five MCOs exceeded the 90th percentile for the Non-
Recommended Cervical Cancer Screening in Adolescent Females measure, indicating strength in the
Preventive Screening domain by not screening young women for cervical cancer unnecessarily.

2018-2019 External Quality Review Technical Report for Colorado Child Health Plan Plus Page 1-4
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For the Respiratory Conditions domain, all five MCOs performed above the 50th percentile for the
Appropriate Treatment for Children With Upper Respiratory Infection measure, with both DHMP and
Kaiser exceeding the 90th percentile. The statewide weighted average rates for the Asthma Medication
Ratio measure are mainly representative of COA’s performance, as the other MCOs’ rates were too

small to report (i.e., denominator less than 30).

Table 1-3—Colorado CHP+ Weighted Averages—HEDIS 2019 Low Performers
HEDIS 2017 HEDIS 2018 HEDIS 2019 Percentile

Performance Measures

Rate Rate Rate Ranking
[Pediatric Care
Childhood Immunization Status’
Combination 2 65.30% 62.54% 66.78%" | 10th—24th
Combination 3 63.61% 61.05% 65.16%" | 10th—24th
Combination 4 61.14% 59.17% 63.13%" | 10th—24th
Well-Child Visits in the First 15 Months of Life
Zero Visits* 3.04% 2.63% 5.06% <10th
Six or More Visits 48.01% 51.41% 48.28% <10th
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
Body Mass Index (BMI) Percentile Documentation—Total’ 16.67% 19.89% 22.71% <10th
Counseling for Nutrition—Total 18.14% 20.12% 21.46% <10th
Counseling for Physical Activity—Total 14.31% 15.87% 17.58% <10th
\Access to Care
Children and Adolescents’ Access to Primary Care Practitioners
Ages 12 to 24 Months 90.02% 90.65% 92.33% | 10th-24th
Ages 25 Months to 6 Years 82.88% 80.91% 82.93% | 10th—24th
Ages 7 to 11 Years 88.99% 87.49% 87.66% | 10th-—24th
[Preventive Screening
Chlamydia Screening in Women
Ages 16 10 20 Years | 3531% | 33.66% | 36.52% | <IOth

\Mental/Behavioral Health

Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity Disorder (ADHD) Medication®

Initiation Phase 13.02% 21.84% 15.21% <10th

Continuation and Maintenance Phase 20.00% 21.57% 20.00% <10th
Use of Multiple Concurrent Antipsychotics in Children and Adolescents*’

Total 3.37% 5.62% 4.04% 10th—24th

* For this indicator, a lower rate indicates better performance.

! Due to changes in the technical specifications for this measure, NCOA recommends trending between 2019 and prior years be considered

with caution.

2 Due to changes in the technical specifications for this measure in 2018, NCQA recommends trending between 2018 and prior years be

considered with caution.

Rates shaded green with one caret (") indicate a significant improvement in performance from the previous year.
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Despite demonstrating significant improvement for three Childhood Immunization Status indicators for
HEDIS 2019, opportunities exist for improvement as the statewide weighted average remained below
the 25th percentile. Of note, the Childhood Immunization Status combination rates demonstrated
significant improvement for COA, whereas performance for all other MCOs declined from the prior
year. Further, the statewide weighted averages for the Well-Child Visits in the First 15 Months of Life
and Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
measures fell below the 10th percentile, indicating improvement efforts should be focused on identifying
the factors contributing to the rates for these measures (e.g., are the issues related to barriers to accessing
care, provider billing issues, or administrative data source challenges) and ensure children and
adolescents receive comprehensive visits that follow the American Academy of Pediatrics’
Recommendations for Preventive Pediatric Health Care.'

Within the Access to Care domain, the statewide weighted average fell below the 25th percentile for
three of the Children and Adolescents’ Access to Primary Care Practitioners measure indicators. Only
one indicator rate for the MCOs (Kaiser’s Ages 12 to 24 Months) performed above the 50th percentile,
suggesting the MCOs and the Department should conduct root cause analyses for the low access to care
rates to determine the nature and scope of the issue (e.g., are the issues related to barriers to accessing
care or the need for community outreach and education). Once the causes are identified, the MCOs and
the Department should work with providers to establish potential performance improvement strategies
and solutions to increase the access to care rates.

None of the reportable Chlamydia Screening in Women—Ages 16 to 20 Years rates within the
Preventive Screening domain were above the 50th percentile for HEDIS 2019, indicating opportunities
exist to increase screenings for chlamydia for young women.

The measures determined to be low performers for HEDIS 2019 within the Mental/Behavioral Health
domain are mainly representative of the performance of COA, Kaiser, and RMHP, as most rates for the
remaining MCOs were not reportable (i.e., denominator less than 30). The MCOs and the Department
should focus on ensuring appropriate prescribing and monitoring for child members on medications for
behavioral health (BH) conditions.

13 American Academy of Pediatrics. Recommendations for Preventive Pediatric Health Care. Available at:
https://www.aap.org/en-us/Documents/periodicity_schedule.pdf. Accessed on: July 2, 2019.

2018-2019 External Quality Review Technical Report for Colorado Child Health Plan Plus Page 1-6
State of Colorado C02018-19_CHP+_TechRpt_F1_1119


https://www.aap.org/en-us/Documents/periodicity_schedule.pdf

i EXECUTIVE SUMMARY
HSAG HEALTH SERVICES
i ADVISORY GROUP

Statewide Opportunities for Improvement and Recommendations Related to Performance Measure
Rates and Validation

The MCOs’ HEDIS compliance FARs indicated that all of the MCOs followed NCQA methodology,
and that the rates submitted were valid, reliable, and accurate. Therefore, HSAG identified no
opportunities for improvement or recommendations related to IS standards review.

The following HEDIS 2019 measure rates were determined to be low performers (i.e., fell below the
25th percentile; or ranked between the 25th and 49th percentiles, with significant declines in
performance from HEDIS 2018) for the CHP+ statewide weighted average:

o Childhood Immunization Status—Combinations 2, 3, and 4
o Well-Child Visits in the First 15 Months of Life—Zero Visits and Six or More Visits

o Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
BMI Percentile Documentation—Total, Counseling for Nutrition—Total, and Counseling for
Physical Activity—Total

o Children and Adolescents’ Access to Primary Care Practitioners—Ages 12 to 24 Months, Ages 25
Months to 6 Years, and Ages 7 to 11 Years

o Chlamydia Screening in Women—Ages 16 to 20 Years

e Follow-Up Care for Children Prescribed ADHD Medication—Initiation Phase and Continuation
and Maintenance Phase

e Use of Multiple Concurrent Antipsychotics in Children and Adolescents—Total

Statewide performance for HEDIS 2019 demonstrated opportunities to improve the access to preventive
care and services for members, including chlamydia screening and follow-up care for members
prescribed ADHD medications.
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Validation of Performance Improvement Projects

Results

Table 1-4 summarizes performance improvement project (PIP) performance for each CHP+ health plan
in FY 2018-2019. Each CHP+ health plan conducted a PIP focusing on a topic related to access to care.

Table 1-4—Statewide PIP Results for CHP+ Health Plans

Health Plan PIP Topic Module Validation
Status Status
. .. Completed Module 1 "
COA Well-Child Visits for Members 10—14 Years of Age and Module 2 NA
DHMP Improving Adolescent Well-Care Access for Denver | Completed Module 1 NA*
Health CHP+ Members 15—18 Years of Age and Module 2
FLIP Well-Child Visits in the 6th Through 14th Years of | Completed Module 1 NA*
Life and Module 2
: . .. Completed Module 1 «
Kaiser Improving CHP+ Adolescent Well-Visit Adherence and Module 2 NA
Improving Well-Child Visit (WCV) Completion Rates
RMHP for Colorado Child Health Plan Plus (CHP+) Completed Module 1 NA*
and Module 2
Members Ages 15—18
Percentage of Children Under Age 21 Who Received
Delta Dental At Least One Dental Service During the Reporting Completed Module 1 NA*
Year and Module 2

*NA—No PIPs progressed to being evaluated on outcomes or receiving a final validation status during the FY 20182019 validation cycle.

Table 1-4 summarizes PIP performance among the CHP+ health plans in FY 2018-2019. During this
validation cycle, the CHP+ health plans initiated new rapid-cycle PIPs focusing on topics approved by
the Department. The PIPs run on an 18-month schedule and will continue into the next FY. During FY
2018-2019, the primary PIP activities included the CHP+ health plans receiving training and technical
assistance on the rapid-cycle PIP process and developing the foundation of the projects in the first two
modules of the process. Table 1-4 summarizes how far through the five modules of the rapid-cycle PIP
process each CHP+ health plan progressed. As noted in the “Validation Status” column in the table, no
PIPs progressed to being evaluated on outcomes or receiving a final validation status.

During FY 2018-2019, the CHP+ health plans passed Module 1 and Module 2, achieving all validation
criteria for the first two modules for all five PIPs. The FY 2018-2019 validation findings for the five
PIPs suggested that all CHP+ health plans designed methodologically sound projects addressing
Department-approved rapid-cycle PIP topics. In the next FY, four of the CHP+ health plans will
continue to progress through the rapid-cycle PIP modules, analyzing processes and developing and
testing interventions to achieve the goal for improvement defined in Module 1. One health plan, Delta
Dental, will not progress beyond Module 1 and Module 2 because Delta Dental’s contract with the State
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of Colorado for provision of dental services for the Department’s CHP+ managed care program ended at
the end of the FY.

Statewide Opportunities for Improvement and Recommendations Related to Validation of
Performance Improvement Projects

Going forward, HSAG recommends that the CHP+ health plans use appropriate tools, such as process
maps and failure modes and effects analyses (FMEAs), to identify gaps and failures in the processes
related to PIP outcomes. The CHP+ health plans should develop and test innovative interventions to
address identified process failures through carefully designed Plan-Do-Study-Act (PDSA) cycles.
Access to relevant data for tracking intervention effectiveness and overall progress toward achieving the
goal for improvement will be critical to the success of the projects.

As the Department explores potential topics for the next round of rapid-cycle PIPs, HSAG recommends
that data access and availability related to the potential topics be considered. For the CHP+ health plans
to leverage the strengths of the rapid-cycle improvement process, ready access to both historical and
prospective data is critical. Data are used to determine health plan-level baseline performance, to set a
goal for improvement in relation to baseline performance, and to monitor progress toward achieving the
goal for improvement. If relevant health plan-level data are not readily available, the CHP+ health plans
will spend time, energy, and resources on developing data collection processes and tools that could
otherwise be directed toward interventions that can directly lead to improvement.

CAHPS Survey

Results

Table 1-5 shows the statewide average results for each CAHPS measure for FY 20162017 through
FY 2018-2019. The statewide averages presented in Table 1-5 are derived from the combined results of
the five CHP+ MCOs.'*

Table 1-5—Question Summary Rates and Global Proportions for Statewide Average

FY 2016-2017 FY 2017-2018 FY 2018-2019
Measure

Score Score Score
Getting Needed Care 85.7% 85.5% 87.1%
Getting Care Quickly 90.2% 91.2% 90.5%
How Well Doctors Communicate 95.9% 95.8% 95.4%
Customer Service 85.7% 84.1% 84.0%
Shared Decision Making 81.1% 78.5% 80.4%

14 No CAHPS survey was conducted for Colorado’s dental PAHP, Delta Dental.
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FY 2016-2017 FY 2017-2018 FY 2018-2019
Measure
Score Score Score
Rating of Personal Doctor 74.4% 75.7% 76.6%
Rating of Specialist Seen Most Ofien 70.9% 78.7% 77.9%
Rating of All Health Care 66.5% 68.1% 67.1%
Rating of Health Plan 61.0% 61.4% 67.1%

Over the three-year period, the following two measures showed an upward rate trend: Rating of
Personal Doctor and Rating of Health Plan. Conversely, the How Well Doctors Communicate and
Customer Service measures showed a slight downward rate trend. The rates for the remaining measures
fluctuated, either increasing or decreasing slightly over the periods.

Statewide Opportunities for Improvement and Recommendations Related to CAHPS Surveys

The CAHPS survey is designed primarily to measure perceived quality of care, with one measure also
relating to timeliness of care (Getting Care Quickly) and another also relating to access to care (Getting
Needed Care). Based on CAHPS results statewide, there were two measure rates for which four CHP+
MCOs experienced at least a slight decrease in performance from FY 2017-2018 to FY 2018-2019—
How Well Doctors Communicate and Rating of All Health Care. The statewide average rate also
demonstrated a slight decrease in performance for these rates. These rates may be a measure of the
quality domain. Performance in the How Well Doctors Communicate and Rating of All Health Care
measures may be related to a variety of factors including members’ perceived ability to access care,
providers’ cultural competency or communication abilities regarding specific treatment
recommendations or medication, whether a member receives the services as the member perceives is
needed, or whether the member feels treated with courtesy and respect by office staff members and/or
providers. HSAG offers the following recommendations for the Department to consider:

e (ollaborate with the MCOs to assess provider staff members’ and providers’ communication skills
and develop training programs designed to address issues found related to both staff members and
providers.

e Consider encouraging coordination between MCOs to ensure diversity and frequency of trainings on
communication and cultural competency using web-based or online trainings.

e Continue to reward creative mechanisms for member engagement, such as expanding member
advisory committees, developing community-based member committees, offering member
mentorship programs, coordinating with community organizations that support disease management
programs, and offering health education and support related to chronic conditions.
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Validation of Network Adequacy
Results

HSAG used a desk review approach to collect and review provider data from the CHP+ health plans
(five MCOs, one dental PAHP, and one administrative service organization [ASO]—the State Managed
Care Network [SMCN]); develop the provider crosswalks; and conduct a provider composition analysis
(PCA) among all ordering, referring, and servicing providers contracted to provide care through the
CHP+ health plans.

Prior to requesting the plans’ provider network data, HSAG distributed a Data Structure Questionnaire
to the plans, and the plans’ responses reflected a variety of methods for collecting and maintaining
provider data. Each plan reported conducting formal data validation to ensure that its data systems
contain current contracting status, demographics, practice location(s), practice accommodation(s), and
panel capacity for each contracted provider. Questionnaire findings also highlighted plans’ inconsistent
data collection for provider classification attributes (e.g., provider type, specialty, taxonomy code, and
degree/credential), affecting the development of standard provider categories. Though plans reported
that they verify providers’ self-reported classification information, they did not supply documentation on
the verification processes or specifications used to determine a provider’s classification. Additionally,
plans’ questionnaire responses indicated that no standardized list of attribute options was offered to
providers for use with the Colorado Health Care Professional (CHCP) application, resulting in a variety
of similar provider type and specialty data values that may need to be incorporated into the plans’ data
cleaning efforts.

All plans submitted provider network data for the study, though the plans’ data values did not
consistently align with information on available provider attribute values reported in the Data Structure
Questionnaires. Many plans’ data did not contain sufficiently detailed provider attributes, and HSAG
was unable to determine subspecialties for non-physician providers (e.g., nurse practitioners [NPs] or
physician assistants [PAs]). While these plans collect detailed subspecialty information for physicians,
similar information was not reported for the non-physician providers. For example, an NP may have
been listed in the plan’s data with a provider type of “Nurse Practitioner” and a provider specialty of
“Nurse Practitioner.” Without using taxonomy codes, HSAG was not able to assign these NPs to
categories for primary care providers (PCPs) or women’s health providers.

PCA results illustrated the need for standardized provider category definitions to ensure consistent
network analysis results across plans. The PCA results also reinforced the need for the plans to evaluate
the level of specificity available in their provider data systems. For example, plans may count any NP or
clinical nurse specialist as a PCP, without regard to nursing subspecialties. Additionally, interChange
provider data include hospitals, federally qualified health centers (FQHCs), rural health centers (RHCs),
and community mental health centers (CMHCs); however, plans may not have had these providers
counted in the PCA due to the way in which these providers were reflected in the plans’ data.
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Statewide Opportunities for Improvement and Recommendations Related to Validation of Network
Adequacy

As the Department’s first comprehensive investigation into the CHP+ health plans’ provider networks,
the current study established a foundation upon which the Department can build robust managed care
network adequacy expectations and processes for overseeing the plans’ compliance with network
adequacy standards. As such, HSAG offers the following recommendations to improve network
adequacy data and oversight:

To facilitate future network adequacy validation, the Department should develop standardized
definitions for all required provider categories and instructions for reporting additional provider
categories defined by the plans. The Department should also develop standardized quarterly
network adequacy reporting templates for each plan type (e.g., CHP+ MCOs versus the ASO or the
CHP+ dental PAHP). To ensure consistent reporting within each plan type, templates should
include the following minimum information:

A description of the expected file format and minimum content, as well as which content should
be reported using data tables versus narrative text or maps

o Content should allow the plan to demonstrate compliance with federal network adequacy
requirements under 42 CFR §438.206'- and reporting requirements under 42 CFR §438.207'-

— Definitions for all required provider categories and instructions for reporting any additional

provider categories defined by the plan

— Methodology information for any expected calculations (e.g., time/distance calculations should

be based on driving distances between each member and the nearest applicable provider)

— Templates for any expected data tables, including definitions for each cell that the plan is

expected to populate

While developing the provider crosswalks, HSAG identified a lack of consistent use of the provider
type and provider specialty fields across the plans and a lack of consistent use of taxonomy codes
by the Department. The Department should collaborate with the plans to ensure consistent data
collection for these crucial provider data fields for all provider data.

HSAG’s PCA identified numerous spelling variations and/or special characters for the plans’ data
values for provider type, specialty, and credentials. The plans should assess available data values in
their provider data systems and standardize available data value options.

15 Availability of Services, 42 CFR §438.206. Available at https://gov.ecfr.io/cgi-bin/text-

1dx?SID=94387567351b1f2780e32505a0d8a864&mc=true&node=se42.4.438 1206&rgn=div8. Accessed on May 20,

2019.

16 Assurances of Adequate Capacity and Services, 42 CFR §438.207. Available at https://gov.ecfr.io/cgi-

bin/retrieveECFR?gp=&SID=94387567351b12780e32505a0d8a864&mc=true&r=SECTION&n=se42.4.438 1207.

Accessed on May 20, 2019.
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Statewide Conclusions and Recommendations

Based on the results of the five external quality review (EQR) activities performed during FY 2018—
2019, HSAG made the following observations about how these activities provided assessment related to
the quality, timeliness of, and access to care and services. Opportunities for improvement were primarily
related to the quality and access domains of care. Related to the Compliance with Regulations EQR
activity, the low-scoring standards were standards that may potentially impact the quality domain. Also
related to the quality domain, recommendations resulting from the PIP activity and the validation of
network adequacy were related to data quality for the CHP+ health plans as well as the Department. The
two CAHPS measures in which four CHP+ MCOs experienced decreased performance were measures
that were related the quality of care domain. HEDIS measures demonstrated low performing scores in
measures that were related to preventive care and immunizations, potentially related to the access and
quality domains.

Quality Strategy

The Health First Colorado 2019 Quality Strategy (Quality Strategy) addresses the key elements
recommended in the Centers for Medicare & Medicaid Services (CMS) Quality Strategy Toolkit for
States, as well as in the guidance published on the Medicaid.gov website and in the State Medicaid
Director letter guidance on designing and implementing State Quality Strategies. As recommended by
CMS, the Department’s Quality Strategy provides a blueprint for advancing the State’s commitment to
improving quality healthcare delivered through the Regional Accountable Entities (RAEs) and their
contracted MCOs. Colorado’s primary system of healthcare delivery and payment is designed to reward
value and quality of care received by Health First Colorado and CHP+ members. The Department, in
alignment with the Governor’s healthcare priorities, continues to focus on initiatives to improve quality
of care based on the following Department Strategic Quality Improvement Goals:

e Decreasing healthcare costs and increasing affordability for individuals, families, employers, and
the government
¢ Enhancing delivery system innovation to include:
— Increasing and monitoring members’ access to care and provider network adequacy
— Increasing and strengthening partnerships to improve population health by supporting proven
interventions to address behavioral determinants of health, in addition to delivering higher
quality care
— Protecting and improving the health of communities by preventing disease and injury, reducing
health hazards, preparing for disasters, and promoting healthy lifestyles

— Implementing pay-for-performance to providers for meeting pre-established health status
efficiency and/or quality benchmarks for a panel of patients
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e Improving patient safety to include:
— Ensuring members are connected to the right care, at the right time, every time
— Promoting effective prevention and treatment of chronic disease

e Improving health outcomes, member experience, and patient safety through clinical analytics,
evidence-based practices, and adoption

The Department’s Quality Strategy includes a variety of performance measures designed for driving
performance-based outcomes. Overall quantifiable objectives are related to closing performance gaps by
10 percent while identifying specific processes and policies that can become more person-centered.

In addition, Colorado’s Quality Strategy addresses transparency, care coordination, and social
determinants of health where possible based on community feedback as recommended by CMS. Health
plan and State quality reporting is available at https://www.colorado.gov/hcpf. The Quality Strategy
describes the interagency and community-based committees and collaborative teams that provide input
and feedback in the ongoing design and revision of the Medicaid and CHP+ healthcare delivery system.

The Department further leverages its relationship with its external quality review organization (EQRO),
HSAG, to conduct all mandatory and several optional EQR-related activities. Over the 18-year
relationship, HSAG and the Department have collaborated to design State-specific technical assistance
and optional activities and projects developed to provide information needed to shape the iterative
design of the Medicaid and CHP+ programs.

HSAG recommends that the Department further collaborate with CMS to identify when CMS will
update the Quality Strategy Toolkit for States based on the revised Medicaid regulations released in May
2016 and the revised Code of Colorado Regulations at 10 CCR 2505-10, Section 8.209.""7 Although the
Department is in compliance with identified regulations within the CMS Quality Strategy Toolkit for
States, HSAG recommends that the Department revise the Quality Strategy for its next submission, via
restatement of the current regulations or via a crosswalk to the CMS Quality Strategy Toolkit for States.

17 Department of Health Care Policy and Financing. Code of Colorado Regulations. Available at:
https://www.sos.state.co.us/CCR/GenerateRulePdf.do?ruleVersionld=8299&fileName=10 CCR 2505-10 8.200. Accessed
on: May 20, 2019.
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2. Reader’s Guide

Report Purpose and Overview

States with CHIP healthcare delivery systems that include MCOs and PAHPs (collectively referred to as
health plans) are required to annually provide an assessment of the State’s health plans’ performance
related to the quality of, timeliness of, and access to care and services provided by each health plan (42
CFR §438.364). The Department administers and oversees the CHP+ program (Colorado’s
implementation of the Children’s Health Insurance Program). To meet this requirement, the Department
contracted with HSAG to perform the assessment and to produce this EQR annual technical report based
on EQR-related activities that HSAG conducted with the CHP+ health plans throughout FY 2018-2019.
The CHP+ health plans located in Colorado are listed in Table 2-1.

Table 2-1—Colorado CHP+ Health Plans

CHP+ Health Plans Services Provided

Physical health primary care, physical and behavioral
Sl Lcess(COL inpatient and outpatient services, and specialty care.

Physical health primary care, physical and behavioral

Denver Health Medical Plan, Inc. (DHMP) inpatient and outpatient services, and specialty care.

Physical health primary care, physical and behavioral

gy et 1levos it Calloredo (181 inpatient and outpatient services, and specialty care.

Physical health primary care, physical and behavioral

Kaiser Permanente Colorado (Kaiser . . . ; .
( ) inpatient and outpatient services, and specialty care.

Physical health primary care, physical and behavioral

gy Wlommi Lsfezlin Ams (HMISLE) inpatient and outpatient services, and specialty care.

Delta Dental of Colorado (Delta Dental) Dental services.

How This Report Is Organized

Section 1—Executive Summary includes a high-level, statewide summary of results and statewide
average information derived from conducting mandatory and optional EQRO activities in FY 2018—
2019. This section also includes a summary description of relevant trends over a three-year period for
each EQRO activity as applicable, with references to the section where the health plan specific results
can be found where appropriate. In addition, Section 1 includes any conclusions drawn and
recommendations made for statewide performance improvement, if applicable.

Section 2—Reader’s Guide provides a brief overview of Colorado’s CHP+ healthcare delivery system
and its managed care organizations and describes the purpose and overview of this EQR annual
technical report, the authority under which it must be provided, and the EQR activities conducted during
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FY 2018-2019. Section 1 also provides an overview of the methodology for each EQR activity
performed and how HSAG used results and data obtained to draw conclusions.

Section 3—FEvaluation of Colorado’s CHP+ Health Plans provides summary level results for each EQR
activity performed for the CHP+ health plans. This information is presented by health plan and provides
an activity-specific assessment of the quality of, timeliness of, and access to care and services for each
health plan as applicable to the results obtained and activities performed.

Section 4—Statewide Comparative Results, Assessment, Conclusions, and Recommendations includes
statewide comparative results organized by EQR activity. Three-year trend tables (when applicable)
include summary results for each CHP+ health plan and statewide averages. This section also identifies,
through presentation of results for each EQR activity, statewide trends and commonalities used to derive
statewide conclusions and recommendations.

Section 5—Assessment of CHP+ Health Plan Follow-Up on Prior Recommendations provides, by EQR
activity, a health plan-specific assessment of the extent to which the health plans were able to follow up
on and complete any recommendations or corrective actions required as a result of the prior year’s EQR
activities.

Scope of EQR Activities

The CHP+ health plans were subject to three federally mandated EQR activities and two optional
activities. As set forth in 42 CFR §438.358, the mandatory activities were:

e Assessment of compliance with CHIP managed care regulations (compliance with regulations).
Assessment of compliance with regulations was designed to determine the health plans’ compliance
with their contracts with the State and with State and federal managed care regulations. HSAG
determined compliance through review of four standard areas developed based on federal managed
care regulations and contract requirements.

e Validation of performance measures. To assess the accuracy of the performance measures reported
by or on behalf of the health plans, each health plan’s licensed HEDIS auditor validated each of the
performance measures selected by the Department for review. The validation also determined the
extent to which performance measures calculated by the health plans followed specifications required
by the Department.

e Validation of performance improvement projects. HSAG reviewed PIPs to ensure that each project
was designed, conducted, and reported in a methodologically sound manner.

The optional activities conducted for the CHP+ health plans were:

e CAHPS survey. HSAG conducted surveys and reported results for all CHP+ MCOs on behalf of the
Department. No CAHPS survey was conducted for Colorado’s dental PAHP, Delta Dental.
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e Validation of network adequacy. HSAG reviewed Colorado’s existing network adequacy
standards and obtained network information from the managed care entities and the Department to
analyze and assess the Department’s network needs and establish standardized provider category
definitions across the CHP+ health plans.

Definitions

HSAG used the following definitions to evaluate and draw conclusions about the performance of the
CHP+ health plans in each of the domains of quality of, timeliness of, and access to care and services.

Quality

The Centers for Medicare & Medicaid Services (CMS) defines “quality” in the final rule at 42 CFR
§438.320 as follows: “Quality, as it pertains to external quality review, means the degree to which an
MCO, PIHP, PAHP, or PCCM entity (described in § 438.310(c)(2)) increases the likelihood of desired
outcomes of its enrollees through: its structural and operational characteristics; the provision of services
that are consistent with current professional, evidence-based knowledge; and interventions for
performance improvement.”?!

Timeliness

NCQA defines “timeliness” relative to utilization decisions as follows: “The organization makes
utilization decisions in a timely manner to accommodate the clinical urgency of a situation.”?> NCQA
further states that the intent of this standard is to minimize any disruption in the provision of healthcare.
HSAG extends this definition of timeliness to include other managed care provisions that impact
services to enrollees and that require timely response by the MCO—e.g., processing appeals and
providing timely care.

Access

CMS defines “access” in the final 2016 regulations at 42 CFR §438.320 as follows: “Access, as it
pertains to external quality review, means the timely use of services to achieve optimal outcomes, as
evidenced by managed care plans successfully demonstrating and reporting on outcome information for

z1 Department of Health and Human Services, Centers for Medicare & Medicaid Services. Federal Register. Code of
Federal Regulations. Title 42, Volume 81, May 6, 2016.
22 National Committee for Quality Assurance. 2013 Standards and Guidelines for MBHOs and MCOs.
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the availability and timeliness elements defined under 438.68 (network adequacy standards) and 438.206
(availability of services).”?"

Methodology

This section describes the manner in which each activity was conducted and how the resulting data were
aggregated and analyzed.

Assessment of Compliance With CHIP Managed Care Regulations

For the FY 20182019 site review process, the Department requested a review of four areas of
performance based on federal healthcare regulations. The standards chosen were Standard 11—
Coordination and Continuity of Care, Standard [IV—Member Rights, Standard VIII—Credentialing and
Recredentialing, and Standard X—Quality Assessment and Performance Improvement. HSAG
developed a strategy and monitoring tools to review compliance with these standards and managed care
contract requirements related to each standard. HSAG also reviewed the health plans’ administrative
records to evaluate compliance related to member appeals and grievances.

Objectives

Private accreditation organizations, state licensing agencies, and state Medicaid agencies all recognize
that having standards is only the first step in promoting safe and effective healthcare. Making sure that
the standards are followed is the second step. The objective of each site review was to provide
meaningful information to the Department and the health plans regarding:

e The health plans’ compliance with federal managed care regulations and contract requirements in the
areas selected for review.

e Strengths, opportunities for improvement, recommendations, or required actions to bring the health
plans into compliance with federal managed care regulations and contract requirements in the
standard areas reviewed.

e The quality of, timeliness of, and access to care and services furnished by the health plans, as
addressed within the specific areas reviewed.

e Possible additional interventions recommended to improve the quality of the health plans’ care
provided and services offered related to the areas reviewed.

23 Department of Health and Human Services, Centers for Medicare & Medicaid Services. Federal Register. Code of Federal
Regulations. Title 42, Volume 81, May 6, 2016.
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Technical Methods of Data Collection

To assess for health plans’ compliance with regulations, HSAG conducted the five activities described
in CMS’ EQR Protocol 1: Assessment of Compliance with Medicaid Managed Care Regulations: A
Mandatory Protocol for External Quality Review (EQR), Version 2.0, September 2012.24 Table 2-2
describes the five protocol activities and the specific tasks that HSAG performed to complete each of
these protocol activities.

Table 2-2—Protocol Activities Performed for Assessment of Compliance With Regulations

For this step, HSAG completed the following activities:

Activity 1: Establish Compliance Thresholds

Before the site review to assess compliance with federal managed care regulations and
managed care contract requirements:

e HSAG and the Department participated in meetings and held teleconferences to
determine the timing and scope of the reviews, as well as scoring strategies.

e HSAG collaborated with the Department to develop monitoring tools, record review
tools, report templates, and on-site agendas, and to set review dates.

e HSAG submitted all materials to the Department for review and approval.

e HSAG conducted training for all site reviewers to ensure consistency in scoring across
health plans.

Activity 2: Perform Preliminary Review

e HSAG attended the Department’s Integrated Quality Improvement Committee (IQulC)
meetings and provided group technical assistance and training, as needed.

e Prior to the scheduled date of the on-site portion of the review, HSAG notified the
health plans in writing of the request for desk review documents via email delivery of
the desk review form, the compliance monitoring tool, and an on-site agenda. The desk
review request included instructions for organizing and preparing the documents related
to the review of the four standards and on-site record reviews. Thirty days prior to the
review, the health plans provided documentation for the desk review, as requested.

e Documents submitted for the desk review and the on-site review consisted of the
completed desk review form, the compliance monitoring tool with the health plans’
section completed, policies and procedures, staff training materials, administrative
records, reports, minutes of key committee meetings, and member and provider
informational materials. Each health plan also submitted a list of all CHP+ (1)
individual providers credentialed between July 1, 2018, and December 31, 2018; (2)
individual providers recredentialed between July 1, 2018, and December 31, 2018; and
(3) all organizations with which the health plan had an agreement between July 1, 2018,

24 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 1: Assessment of
Compliance with Medicaid Managed Care Regulations: A Mandatory Protocol for External Quality Review (EQR),
Version 2.0, September 2012. Available at: https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-
care/external-quality-review/index.html. Accessed on: Sept 19, 2018.
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For this step, ‘ HSAG completed the following activities:

and December 31, 2018. HSAG used a random sampling technique to select records for
review during the site visit.

o The HSAG review team reviewed all documentation submitted prior to the on-site
portion of the review and prepared a request for further documentation, if needed, as
well as an interview guide for HSAG’s use during the on-site portion of the review.

Activity 3: Conduct Site Visit

e During the on-site portion of the review, HSAG met with the health plans’ key staff
members to obtain a complete picture of the health plans’ compliance with contract
requirements, explore any issues not fully addressed in the documents, and increase
overall understanding of the health plans’ performance.

e HSAG reviewed a sample of administrative records related to credentialing and
recredentialing to evaluate implementation of federal managed care regulations and
State contract requirements.

e Also while on-site, HSAG collected and reviewed additional documents as needed.
(HSAG reviewed certain documents on-site due to the nature of the document—
i.e., certain original-source documents that were confidential or proprietary or were
requested as a result of the pre-on-site document review or on-site interview.)

o At the close of the on-site portion of the site review, HSAG met with the health plan’s
staff and Department personnel to provide an overview of preliminary findings.

Activity 4: Compile and Analyze Findings

e HSAG used the site review report template to compile the findings and incorporate
information from the pre-on-site and on-site review activities.

e HSAG analyzed the findings.

e HSAG determined opportunities for improvement, recommendations, and required
actions based on the review findings.

Activity 5: Report Results to the State

e HSAG populated the report template.

e HSAG submitted the site review report to the health plan and the Department for review
and comment.

e HSAG incorporated the health plan’s and Department’s comments, as applicable and
finalized the report.

e HSAG distributed the final report to the health plan and the Department.
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Description of Data Obtained

The following are examples of documents reviewed and sources of the data obtained:

¢ Committee meeting agendas, minutes, and reports

e Policies and procedures

e Management/monitoring reports

e Quarterly reports

e Provider manual and directory

e Member handbook and informational materials

e Staff training materials and documentation of training attendance

e Applicable correspondence or template communications

e Records or files related to administrative tasks (processing of grievances and appeals)
e Interviews with key health plan staff members conducted on-site

How Conclusions Were Drawn

To draw conclusions about the quality of, timeliness of, and access to care and services provided by the
CHP+ MCOs, HSAG assigned each of the components reviewed for assessment of compliance with
regulations to one or more of those domains. Each standard may involve assessment of more than one
domain due to the combination of individual requirements in each standard. HSAG then analyzed, to
draw conclusions and make recommendations, the individual requirements within each standard that
assessed the quality of, timeliness of, or access to care and services provided by the MCOs. Table 2-3
depicts assignment of the standards to the domains.

Table 2-3—Assignment of Compliance Standards to the Quality, Timeliness, and Access to Care Domains

Compliance Review Standards Quality Timeliness  Access
Standard I1I—Coordination and Continuity of Care v v
Standard IV—Member Rights and Protections v
Standard VIII—Credentialing and Recredentialing v v
Standard X—Quality Assessment and Performance Improvement v
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Validation of Performance Measures
Objectives

The primary objectives of the PMV process were to:

e Evaluate the accuracy of performance measure data collected by the health plan.

e Determine the extent to which the specific performance measures calculated by the health plan (or
on behalf of the health plan) followed the specifications established for each performance measure.

e Identify overall strengths and areas for improvement in the performance measure calculation process.
Technical Methods of Data Collection

The Department required that each health plan undergo a HEDIS Compliance Audit performed by an
NCQA-certified HEDIS compliance auditor (CHCA) contracted with an NCQA-licensed organization.
CMS’ EQR Protocol 2: Validation of Performance Measures Reported by the MCO: A Mandatory
Protocol for External Quality Review (EQR), Version 2.0, September 2012,% identifies key types of
data that should be reviewed. HEDIS Compliance Audits meet the requirements of the CMS protocol.
Therefore, HSAG requested copies of the FAR for each health plan and aggregated several sources of
HEDIS-related data to confirm that the health plans met the HEDIS IS compliance standards and had the
ability to report HEDIS data accurately.

The following processes/activities constitute the standard practice for HEDIS audits regardless of the
auditing firm. These processes/activities follow NCQA’s HEDIS Compliance Audit Standards,
Policies and Procedures, Volume 5.%°

e Teleconference calls with the health plan’s personnel and vendor representatives, as necessary.

e Detailed review of the health plan’s completed responses to the Record of Administration, Data
Management and Processes (Roadmap) and any updated information communicated by NCQA to
the audit team directly.

e On-site meetings at the health plan’s offices, including:

— Interviews with individuals whose job functions or responsibilities played a role in the
production of HEDIS data.

— Live system and procedure demonstration.
— Documentation review and requests for additional information.
— Primary source verification.

25 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 2: Validation of
Performance Measures Reported by the MCO: A Mandatory Protocol for External Quality Review (EQR), Version 2.0,
September 2012. Available at: https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-
care/externalquality-review/index.html. Accessed on: Oct 10, 2018.

26 National Committee for Quality Assurance. HEDIS Compliance Audit Standards, Policies and Procedures, Volume 5.

Washington D.C.
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— Programming logic review and inspection of dated job logs.
— Computer database and file structure review.
— Discussion and feedback sessions.

e Detailed evaluation of the computer programming used to access administrative data sets,
manipulate medical record review (MRR) data, and calculate HEDIS measures.

e Re-abstraction of a sample of medical records selected by the auditors, with a comparison of results
to the health plan’s MRR contractor’s determinations for the same records.

e Requests for corrective actions and modifications to the health plan’s HEDIS data collection and
reporting processes, as well as data samples, as necessary, and verification that actions were taken.

e Accuracy checks of the final HEDIS 2018 rates as presented within the NCQA-published Interactive
Data Submission System (IDSS) completed by the health plan and/or its contractor.

The health plans were responsible for obtaining and submitting their respective HEDIS FARs. The
auditor’s responsibility was to express an opinion on the health plan’s performance based on the
auditor’s examination, using procedures that NCQA and the auditor considered necessary to obtain a
reasonable basis for rendering an opinion. Although HSAG did not audit the health plans, it did review
the audit reports produced by the other licensed audit organizations. Through review of each health
plan’s FAR, HSAG determined that all licensed organizations followed NCQA’s methodology in
conducting their HEDIS Compliance Audits.

Description of Data Obtained

As identified in the HEDIS audit methodology, key data sources were obtained and reviewed to ensure
that data were validated in accordance with CMS’ requirements and to confirm that only valid results
were included in this report. Table 2-4 outlines HEDIS audit activities and steps reviewed by HSAG,
along with the corresponding data sources.

Table 2-4—Description of Data Sources Reviewed
Data Reviewed ‘ Source of Data ‘

Pre-On-Site Visit/Meeting—This was the initial conference call or meeting
between the HEDIS compliance auditor and the health plan staff. HSAG verified
that key HEDIS topics such as timeliness and on-site review dates were addressed
by the licensed organizations.

HEDIS 2019 FAR

Roadmap Review—This review provided the health plan’s HEDIS compliance
auditors with background information on policies, processes, and data in preparation
for on-site validation activities. The health plans were required to complete the
Roadmap to provide their lead auditor audit team with the necessary information to HEDIS 2019 FAR
begin validation activities. HSAG looked for evidence in the final report that the
licensed HEDIS auditor completed a thorough review of all components of the
Roadmap.
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Data Reviewed

Certified Measure Review—If any health plan used a vendor whose measures
were certified by NCQA to calculate that health plan’s measure rates, HSAG
verified that the certification was available and that all required measures developed
by the vendor were certified by NCQA.

READER’S GUIDE

‘ Source of Data ‘

HEDIS 2019 FAR and
Measure Certification
Reports

Source Code Review—HSAG ensured that the licensed HEDIS auditor reviewed
the programming language for calculating any HEDIS measures that did not
undergo NCQA'’s measure certification process. Source code review was used to
determine compliance with the performance measure definitions, including accurate
numerator and denominator identification, sampling, and algorithmic compliance (to
determine if rate calculations were performed correctly, medical record and
administrative data were combined appropriately, and numerator events were
counted accurately).

HEDIS 2019 FAR

Survey Vendor—If the health plan used a survey vendor to perform the CAHPS
surveys, HSAG verified that an NCQA-certified survey vendor was used. A
certified survey vendor must be used if the health plan performed a CAHPS survey
as part of HEDIS reporting.

HEDIS 2019 FAR

CAHPS Sample Frame Validation—HSAG validated that the licensed
organizations performed detailed evaluations of the source code used to access and
manipulate data for CAHPS sample frames. This validation reviewed the source
code to ensure that data were correctly queried in the output files, and HSAG
conducted a detailed review of the survey eligibility file elements, including the
healthcare organization’s name, product line, product, unique member ID, and
subscriber ID, as well as the member name, gender, telephone number, date of birth,
mailing address, continuous enrollment history, and prescreen status code

(if applicable).

HEDIS 2019 FAR

Supplemental Data Validation—If the health plan used any supplemental data for
reporting, the HEDIS compliance auditor must validate the supplemental data
according to NCQA guidelines. HSAG verified that the NCQA-required processes
were followed to validate the supplemental databases.

HEDIS 2019 FAR

Convenience Sample Validation—Per NCQA guidelines, the HEDIS auditor
reviews a small number of processed medical records to uncover potential problems
that may require corrective action early in the medical record review (MRR)
process. A convenience sample must be prepared unless the auditor determines that
a health plan is exempt. NCQA allows organizations to be exempt from the
convenience sample if they participated in a HEDIS audit the previous year and
passed MRR validation, if the current MRR process has not changed significantly
from the previous year, and if the health plan did not report hybrid measures that the
auditor determines to be at risk of inaccurate reporting. HSAG verified that the
HEDIS auditors determined whether or not the health plans were required to
undergo a convenience sample validation. HSAG also verified that if a convenience
sample validation was not required by the HEDIS auditor the specific reasons were
documented.

HEDIS 2019 FAR

2018-2019 External Quality Review Technical Report for Colorado Child Health Plan Plus
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Data Reviewed ‘ Source of Data ‘

Medical Record Review—The HEDIS auditors are required to perform a more extensive
validation of medical records reviewed, which is conducted late in the abstraction process.
This validation ensures that the review process was executed as planned and that the HEDIS 2019 FAR
results are accurate. HSAG reviewed whether or not the auditor performed a re-review of
a minimum random sample of 16 medical records for each measure group and the
exclusions group to ensure the reliability and validity of the data collected.

Interactive Data Submission System (IDSS) Review—The health plans are
required to complete NCQA’s IDSS for the submission of audited rates to NCQA.
The auditor finalizes the IDSS by completing the audit review and entering an audit
result. This process verifies that the auditor validated all activities that culminated in
a rate by the health plans. The auditor locks the IDSS so that no information can be HEDIS 2019 IDSS
changed. HSAG verified that the auditors completed the IDSS review process. In a
situation where the health plans did not submit the rates via IDSS, HSAG validated
the accuracy of the rates submitted by the health plans in a data submission template
created by HSAG.

Table 2-5 identifies the key validation elements reviewed by HSAG. HSAG identified whether or not
each health plan was compliant with the key elements as described by the licensed HEDIS auditor
organization in the FAR and the IDSS. As presented in Table 2-5, a check mark symbol indicates that
the licensed organization conducted the corresponding audit activity according to the HEDIS
methodology. Some activities were conducted by other companies, such as NCQA-certified software or
survey vendors, which contracted with the health plans. In these instances, the name of the company
which performed the required task is listed.

Table 2-5—Validation Activities

COA DHMP FHP Kaiser RMHP

Licensed HEDIS HealthcareData Attest Health

Auditor Organization Company, LLC | Care Advisors DTS Group DTS Group | DTS Group

Pre-On-Site Visit

v v v v v
Call/Meeting
Roadmap Review v v v v 4
tauri Health .. h I |
Software Vendor Cen aur1‘ ca Cotiviti Change None used novalon,
Solutions Healthcare Inc.
Source Code/.Certlfied v v v v v
Measure Review
Supplemental Data v v Supplemental data v v
Validation were not used
Medical record
Medical Record Review review data 4 v 4 4
were not used
IDSS Review v v v v v
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The preceding table indicates that audits conducted for the health plans included all required validation
activities. The health plans used NCQA-licensed organizations to perform the HEDIS audits.

HSAG summarized the results from Table 2-5 and determined that the data collected and reported for
the Department-selected measures followed NCQA HEDIS methodology. Therefore, all health plan
rates and audit results were determined to be valid, reliable, and accurate.

How Conclusions Were Drawn
IS Standards Review

Health plans must be able to demonstrate compliance with IS standards. Health plans’ compliance
with IS standards is linked to the validity and reliability of reported performance measure data. HSAG
reviewed and evaluated all data sources to determine health plan compliance with the HEDIS
Compliance Audit Standards. The IS standards are listed as follows:

e IS 1.0—Medical Services Data—Sound Coding Methods and Data Capture, Transfer, and Entry
e IS 2.0—Enrollment Data—Data Capture, Transfer, and Entry

e IS 3.0—Practitioner Data—Data Capture, Transfer, and Entry

e IS 4.0—Medical Record Review Processes—Training, Sampling, Abstraction, and Oversight

e IS 5.0—Supplemental Data—Capture, Transfer, and Entry

e IS 6.0—Data Preproduction Processing—Transfer, Consolidation, Control Procedures That Support
Measure Reporting Integrity

e IS 7.0—Data Integration and Reporting—Accurate Reporting, Control Procedures That Support
Measure Reporting Integrity

In the measure results tables presented in Section 3, HEDIS 2017, 2018, and 2019 measure rates are
presented for measures deemed Reportable (R) by the NCQA-licensed audit organization according to
NCQA standards. With regard to the final measure rates for HEDIS 2017, 2018, and 2019, a measure
result of Small Denominator (NA) indicates that the health plan followed the specifications, but the
denominator was too small (i.e., less than 30) to report a valid rate. A measure result of Biased Rate (BR)
indicates that the calculated rate was materially biased and therefore is not presented in this report. A
measure result of Not Reported (NR) indicates that the health plan chose not to report the measure.

Performance Measure Results

The MCOs’ HEDIS measure results were evaluated based on statistical comparisons between the current
year’s rates and the prior year’s rates, where available, as well as on comparisons against the national
benchmarks, where appropriate. In the performance measure results tables, rates shaded green with one
caret (") indicate statistically significant improvement in performance from HEDIS 2018 to HEDIS
2019. Rates shaded red with two carets (") indicate statistically significant declines in performance
from HEDIS 2018 to HEDIS 2019. Throughout the performance measure results sections in this report,
references to “significant” changes in performance are noted; these instances refer to statistically
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significant differences between performance from HEDIS 2018 to HEDIS 2019. Performance
comparisons are based on the Chi-square test of proportions with results deemed significant with a p-
value <0.05. However, caution should be exercised when interpreting results of the significance testing,
given that significant changes may not necessarily be clinically significant. To limit the impact of this, a
change will not be considered significant unless the change was at least 3 percentage points. Note that
statistical testing could not be performed on the utilization-based measures within the Use of Services
domain given that variances were not available in the IDSS for HSAG to use for statistical testing.

The statewide average presented in this report is a weighted average of the rates for each MCO,
weighted by each MCO’s eligible population for the measure. This results in a statewide average similar
to an actual statewide rate because, rather than counting each MCO equally, the size of each MCO is
taken into consideration when determining the average. The formula for calculating the statewide
average is as follows:

. PiRy + PR,
Statewide Average = ————
P+ P,
Where P; = the eligible population for MCO 1
Ri = the rate for MCO 1
P> = the eligible population for MCO 2
R> = the rate for MCO 2

Measure results, where available, for HEDIS 2019 were compared to NCQA’s Quality Compass
national Medicaid HMO percentiles for HEDIS 2018. Of note, rates for the Medication Management for
People With Asthma—Medication Compliance 50% measure indicators were compared to NCQA’s
Audit Means and Percentiles national Medicaid HMO percentiles for HEDIS 2018 since these indicators
are not published in Quality Compass.

For the measures in the Use of Services domain (i.e., Ambulatory Care, Inpatient Utilization—General
Hospital/Acute Care, and Antibiotic Utilization), HSAG did not perform significance testing because
variances were not provided in the IDSS files; therefore, differences in rates are reported without
significance testing. In addition, higher or lower rates do not necessarily indicate better or worse
performance for the measures in the Use of Services domain.

In the performance measure results tables, an em dash (—) indicates that the rate is not presented in this
report as the Department did not require the MCOs to report this rate for the respective HEDIS
submission or NCQA recommended a break in trending in HEDIS 2018 or HEDIS 2019. This symbol
may also indicate that a percentile ranking was not determined, either because the HEDIS 2019 measure
rate was not reportable or because the measure did not have an applicable benchmark.
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Additionally, the following logic determined the high- and low-performing measure rates discussed within
the results:

e High performers are measures for which the statewide average is high compared to national
benchmarks and performance is trending positively. These measures are those:

— Ranked at or above the 75th percentile without a significant decline in performance from HEDIS
2018.

— Ranked between the 50th and 74th percentiles with significant improvement in performance
from HEDIS 2018.

e Low performers are measures for which statewide performance is low compared to national
percentiles or performance is toward the middle compared to national percentiles but declining over
time. These measures are those:

— Below the 25th percentile.

— Ranked between the 25th and 49th percentiles with significant decline in performance from
HEDIS 2018.

According to the Department’s guidance, all measure rates presented in this report for the MCOs are
based on administrative data only. The Department required that all HEDIS 2017, HEDIS 2018, and
2019 measures be reported using the administrative methodology only. However, FHP still reported
certain measures to NCQA using the hybrid methodology. The hybrid measures’ results are found in
Table A-1 in Appendix A. When reviewing HEDIS measure results, the following items should be
considered:

e MCOs that were able to obtain supplemental data or capture more complete data will generally
report higher rates when using the administrative methodology. As a result, the HEDIS measure
rates presented in this report for measures with a hybrid option may be more representative of data
completeness rather than a measure of performance. Additionally, caution should be exercised when
comparing administrative measure results to national benchmarks or to prior years’ results that were
established using administrative and/or medical record review data, as results likely underestimate
actual performance. Table 2-6 presents the measures provided in the report that could be reported
using the hybrid methodology.

Table 2-6—HEDIS Measures That Can Be Reported Using the Hybrid Methodology

Hybrid Measures

Childhood Immunization Status

Immunizations for Adolescents

Well-Child Visits in the First 15 Months of Life

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

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

Prenatal and Postpartum Care
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National HEDIS percentiles are not available for the CHIP population; therefore, comparison of the
CHP+ MCOs’ rates to Medicaid percentiles should be interpreted with caution.

To draw conclusions about the quality of, timeliness of, and access to care and services provided by the
CHP+ MCOs, HSAG assigned each of the components reviewed for PMV to one or more of these three

domains. This assignment to domains is depicted in Table 2-7.

Table 2-7—Assignment of Activities to Performance Domains

Performance Measures

Pediatric Care Measures

Quality

Timeliness Access

Childhood Immunization Status

Immunizations for Adolescents

Well-Child Visits in the First 15 Months of Life

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

Adolescent Well-Care Visits

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

Appropriate Testing for Children With Pharyngitis

AN N NN NN

Access to Care Measures

Prenatal and Postpartum Care™

Children’s and Adolescents’ Access to Primary Care Practitioners

AN

Annual Dental Visit**

Preventive Screening Measures

Chlamydia Screening in Women

Non-Recommended Cervical Cancer Screening in Adolescent
Females

Mental/Behavioral Health Measures

Antidepressant Medication Management

Follow-Up Care for Children Prescribed ADHD Medication

Metabolic Monitoring for Children and Adolescents on
Antipsychotics

Use of Multiple Concurrent Antipsychotics in Children and
Adolescents

Respiratory Conditions Measures

Appropriate Treatment for Children With Upper Respiratory
Infection

Medication Management for People With Asthma

<

Asthma Medication Ratio
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Performance Measures Quality Timeliness Access
Use of Services Measures
Ambulatory Care (Per 1,000 Member Months) NA NA NA
Inpatient Utilization—General Hospital/Acute Care NA NA NA
Antibiotic Utilization NA NA NA

* CHP+ SMCN was required to report just one measure, Prenatal and Postpartum Care.
** Delta Dental was required to report just one measure, Annual Dental Visit.
NA indicates that the measure is not appropriate to classify into a performance domain (i.e., quality, timeliness, access).

Validation of Performance Improvement Projects
Objectives

The purpose of conducting PIPs is to achieve—through ongoing measurements and intervention—
significant, sustained improvement in clinical or nonclinical areas. This structured method of assessing
and improving health plan processes was designed to have favorable effects on health outcomes and
member satisfaction.

The primary objective of PIP validation is to determine each health plan’s compliance with requirements
set forth in 42 CFR §438.240(b) (1), including:

Measurement of performance using objective quality indicators.

Implementation of systematic interventions to achieve improvement in performance.
Evaluation of the effectiveness of the interventions.

Planning and initiation of activities for increasing or sustaining improvement.

Technical Methods of Data Collection

HSAG, as the State’s EQRO, validated the PIPs through an independent review process. In its PIP
evaluation and validation, HSAG used the Department of Health and Human Services, Centers for
Medicare & Medicaid Services (CMS) publication, EQR Protocol 3: Validating Performance
Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR), Version 2.0,
September 2012,

17 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 3: Validating
Performance Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR), Version 2.0,
September 2012. Available at: https://www.medicaid.gov/medicaid/quality-of-care/medicaid-managed-care/external-
quality-review/index.html. Accessed on: Jan 23, 2019.
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Over time, HSAG identified that while the health plans had designed methodologically valid projects
and received Met validation scores by complying with documentation requirements, few health plans
had achieved real and sustained improvement. In July 2014, HSAG developed a new PIP framework
based on a modified version of the Model for Improvement developed by Associates in Process
Improvement and modified by the Institute for Healthcare Improvement.!"® The redesigned PIP
methodology is intended to improve processes and outcomes of healthcare by way of continuous quality
improvement. The redesigned framework redirects health plans to focus on small tests of change to
determine which interventions have the greatest impact and can bring about real improvement.

PIPs must meet CMS requirements; therefore, HSAG completed a crosswalk of this new framework
against the Department of Health and Human Services CMS publication, EQR Protocol 3: Validating
Performance Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR),
Version 2.0, September 2012. HSAG presented the crosswalk and new PIP framework components to
CMS to demonstrate how the new PIP framework aligned with the CMS validation protocols. CMS
agreed that given the pace of quality improvement science development and the prolific use of PDSA
cycles in modern improvement projects within healthcare settings, a new approach was needed.

HSAG developed five modules with an accompanying reference guide. Prior to issuing each module,
HSAG held technical assistance sessions with the health plans to educate about application of the modules.
The five modules are defined as:

e Module 1—PIP Initiation: Module 1 outlines the framework for the project. The framework
includes the topic rationale and supporting data, building a PIP team, setting aims (Global and
SMART), and completing a key driver diagram.

e Module 2—SMART Aim Data Collection: In Module 2, the SMART Aim measure is
operationalized and the data collection methodology is described. SMART Aim data are displayed
using a run chart.

e Module 3—Intervention Determination: In Module 3, there is increased focus on the quality
improvement activities reasonably thought to impact the SMART Aim. Interventions in addition to
those in the original key driver diagram are identified using tools such as process mapping, FMEA,
and failure mode priority ranking, for testing via PDSA cycles in Module 4.

e Module 4—Plan-Do-Study-Act: The interventions selected in Module 3 are tested and evaluated
through a thoughtful and incremental series of PDSA cycles.

e Module 5—PIP Conclusions: In Module 5, the health plan summarizes key findings and outcomes
and presents comparisons of successful and unsuccessful interventions, lessons learned, and the plan
to spread and sustain successful changes for improvement achieved.

I8 Langley GL, Moen R, Nolan KM, et al. The Improvement Guide: A Practical Approach to Enhancing Organizational
Performance (2nd edition). San Francisco: Jossey-Bass Publishers; 2009. Available at:
http://www.ihi.org/resources/Pages/Howtolmprove/default.aspx. Accessed on: Mar 26, 2019.
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Description of Data Obtained

HSAG obtained the data needed to conduct the PIP validation from each health plan’s module
submission form. In FY 2018-2019, these forms provided detailed information about the PIPs and the
activities completed in Module 1 and Module 2.

Following HSAG’s rapid-cycle PIP process, the health plans submit each module according to the
approved timeline. Following the initial validation of each module, HSAG provides feedback in the
validation tools. If validation criteria are not achieved, the health plan has the opportunity to seek
technical assistance from HSAG. The health plan resubmits the modules until all validation criteria are
met. This process ensures that the PIP methodology is sound prior to the health plan progressing to
intervention testing.

How Conclusions Were Drawn

During validation, HSAG determines if criteria for each module are Achieved. Any validation criteria
not applicable (NA) were not scored. As the PIP progresses, and at the completion of Module 5, HSAG
will use the validation findings from modules 1 through 5 for each PIP to determine a level of
confidence representing the validity and reliability of the PIP. Using a standardized scoring
methodology, HSAG will assign a level of confidence and report the overall validity and reliability of
the findings as one of the following:

e High confidence = The PIP was methodologically sound, the SMART Aim was achieved, the
demonstrated improvement was clearly linked to the quality improvement processes conducted and
intervention(s) tested, and the health plan accurately summarized the key findings.

e Confidence = The PIP was methodologically sound, the SMART Aim was achieved, and the health
plan accurately summarized the key findings. However, some, but not all, quality improvement
processes conducted and/or intervention(s) tested were clearly linked to the demonstrated
improvement.

e Low confidence = (A) the PIP was methodologically sound; however, the SMART Aim goal was
not achieved; or (B) the SMART Aim goal was achieved; however, the quality improvement
processes conducted and/or intervention(s) tested were poorly executed and could not be linked to
the improvement.

e Reported PIP results were not credible = The PIP methodology was not executed as approved.

To draw conclusions about the quality of, timeliness of, and access to care and services provided by the
CHP+ health plans, HSAG assigned each of the components reviewed for validation of PIPs to one or
more of these three domains. While the focus of a health plan’s PIP may have been to improve
performance related to healthcare quality, timeliness, or access, PIP validation activities were designed
to evaluate the validity and quality of the health plan’s process for conducting valid PIPs. Therefore,
HSAG assigned all PIPs to the quality domain. In addition, the Department required all health plans to
choose a specific PIP topic related to the global topic of access to care; therefore, all PIP topics were
also assigned to the access domain. This assignment to domains is shown in Table 2-8.
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Table 2-8—Assignment of PIPs to the Quality, Timeliness, and Access to Care Domains

Health Plan ‘ Performance Improvement Projects Quality Timeliness Access
COA Well-Child Visits for Members 10—14 Years of Age v v’
Improving Adolescent Well-Care Access for Denver v v
DHMP Health CHP+ Members 15—18 Years of Age
. . . . th th
FHP Well—Chlld Visits in the 6" Through 14" Years of v v
Life
Kaiser Improving CHP+ Adolescent Well-Visit Adherence v’ v’
Improving CHP+ Adolescent Well-Visit (WCV)
RMHP Completion Rates for Colorado Child Health Plan v’ v’
Plus (CHP+) Members Ages 15—18
Percentage of Children Under Age 21 Who Received
Delta Dental At Least One Dental Service During the Reporting v’ v’
Year
CAHPS Surveys
Objectives

The overarching objective of the CAHPS surveys was to effectively and efficiently obtain information
about members’ healthcare experiences.

Technical Methods of Data Collection

HSAG administered the CAHPS 5.0 Child Medicaid Health Plan Survey with the HEDIS supplemental
item set for the CHP+ population. The survey includes a set of standardized items (48 items for the
CAHPS 5.0 Child Medicaid Health Plan Survey without the Children with Chronic Conditions [CCC]
measurement set) that assess members’ perspectives on care. To support the reliability and validity of
the findings, standardized sampling and data collection procedures were followed for member selection
and survey distribution. These procedures were designed to capture accurate and complete information
to promote both the standardized administration of the instruments and the comparability of the resulting
data. HSAG aggregated data from survey respondents into a database for analysis.

The survey questions were categorized into nine measures of experience that included four global
ratings and five composite measures. The global ratings reflected members’ overall experience with
their personal doctors, specialists, all healthcare, and health plans. The composite measures were derived
from sets of questions to address different aspects of care (e.g., Getting Needed Care and How Well
Doctors Communicate). For any case where a minimum of 100 responses for a measure was not
achieved, the result of the measure was denoted with a cross (+).
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For each of the four global ratings, the percentage of respondents who chose the top ratings (a response
value of 9 or 10 on a scale of 0 to 10) was calculated. This percentage is referred to as a question
summary rate. For each of the five composite measures, the percentage of respondents who chose a
positive response was calculated. Response choices for the CAHPS composite questions in the CAHPS
survey fell into one of the following two categories: (1) “Never,” “Sometimes,” “Usually,” and
“Always;” or (2) “No” and “Yes.” A positive or top-box response for the composites was defined as a
response of “Usually/Always” or “Yes.” The percentage of top-box responses is referred to as a global
proportion for the composite measures.

Description of Data Obtained

HSAG administered the CAHPS 5.0 Child Medicaid Health Plan Survey with the HEDIS supplemental
item set for the CHP+ population and stratified the results by the five CHP+ health plans. HSAG
followed NCQA methodology when calculating the results.

How Conclusions Were Drawn

To draw conclusions about the quality of, timeliness of, and access to care and services provided by the
CHP+ health plans, HSAG assigned each of the components reviewed for CAHPS to one or more of
these three domains. This assignment to the domains is depicted in Table 2-9.

Table 2-9—Assignment of CAHPS Measures to the Quality, Timeliness, and Access to Care Domains
CAHPS Topics Quality Timeliness Access

Getting Needed Care v v
v

Getting Care Quickly

How Well Doctors Communicate

Customer Service

Shared Decision Making

Rating of Personal Doctor

Rating of Specialist Seen Most Often
Rating of All Health Care

Rating of Health Plan

AN NN I NI NI NI I N RN
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Validation of Network Adequacy
Objectives

Medicaid and CHIP managed care regulations that were released in May 2016 stated that validation of
network adequacy shall commence no later than one year from the issuance of the associated EQR
protocol (42 CFR §438.358(b)(1)(iv)). In preparation of the release of the validation of network
adequacy protocol, the Department collaborated with HSAG to support a review of current network
adequacy documentation and processes; prepare a provider crosswalk for use in future network
adequacy validation tasks; and conduct a baseline PCA of the provider networks for all CHP+ health
plans.

The provider crosswalk was designed to use provider types, specialties, credentials, and/or taxonomy
codes from the Department’s and the plans’ existing provider data to establish standard definitions for
identifying categories of managed care providers (e.g., physician and non-physician PCPs). The primary
focus of the PCA was to assess the distribution of providers affiliated with each health plan for the
Department’s selected provider categories.

Technical Methods of Data Collection

HSAG used a desk review approach to collect documentation and provider data from the Department
and participating CHP+ health plans (including the dental PAHP). The Department supplied HSAG with
provider network documentation and standards, including the plans’ network adequacy contract
requirements and quarterly network adequacy reports. In addition, the Department supplied data for all
ordering, referring, servicing, and billing providers active with the Department (i.e., registered in
interChange). Concurrent with the Department’s data extract, each plan completed a brief Data Structure
Questionnaire with targeted information regarding its provider data structure(s) and methods for
classifying providers. Finally, each CHP+ health plan submitted provider network data using a
standardized data requirements document approved by the Department.

Description of Data Obtained

Qualitative data for the study included the Department’s provider network documentation and the plans’
self-reported Data Structure Questionnaire responses.

Quantitative data for the study included provider-level network data from the Department and each
CHP+ health plan, including data values with provider attributes for type (e.g., NP), specialty

(e.g., family medicine), credentials (e.g., licensed clinical social worker), and/or taxonomy code.
However, HSAG identified a lack of consistent use of the provider type and provider specialty fields
across the plans and a lack of consistent use of taxonomy codes by the Department.

Of note, the Department has not directed the plans to use standard categorization criteria when
producing quarterly network adequacy reports, and the Department is unable to identify the CHP+
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health plan and/or fee-for-service (FFS) affiliation(s) for each provider, resulting in a reliance on the
plans’ provider data for this study.

How Conclusions Were Drawn

Following development of the study methodology, the Department approved the following high-level
provider categories applicable to CHP+ health plans and aligned with the minimum provider categories
identified in Section 42 438.68 of the federal network adequacy standard requirement:

e Facility-Level Providers

— Hospitals, pharmacies, imaging services, and laboratories
e Prenatal Care and Women’s Health Services

— Individual providers, FQHCs, RHCs, CMHCs, and birthing centers
e PCPs

— Individual general and pediatric providers, FQHCs and RHCs, CMHCs and school-based health
clinics (SBHCs)

e Physical Health Specialists
— Individual general and pediatric providers, FQHCs and RHCs
e Ancillary Physical Health Services
— Audiology, optometry, podiatry, and occupational/physical/speech therapy
e Behavioral Health Specialists
— Individual physician and non-physician providers, FQHCs, RHCs, and CMHCs
— Mental hospitals and psychiatric residential treatment facilities
— Substance abuse facilities and licensed addiction counselors
e Primary and Specialty Dental Services (CHP+ dental PAHP only)

Detailed provider categories within these high-level groups guided subsequent data review and provider
crosswalk development, and HSAG mapped the plans’ provider data attributes into preliminary provider
crosswalks (i.e., documents describing the logic and data values that would identify providers attributed
to each Department-approved category).

HSAG then reconciled the preliminary crosswalk results and collaborated with the Department to review
the resulting provider category definitions and finalize the crosswalks. HSAG applied the results of the
provider crosswalk to the plans’ provider data to conduct the PCA, generating plan-specific frequency
counts of total and unique providers for each provider category.

As the study was designed to provide a baseline for future network adequacy validation tasks using
existing provider network data and documentation, the plans were not given the opportunity to submit
additional information on their providers following the PCA.
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Aggregating and Analyzing Statewide Data

For each health plan, HSAG analyzed the results obtained from each mandatory and optional EQR
activity conducted in FY 2018-2019. HSAG then analyzed the data to determine if common themes or
patterns existed that would allow overall conclusions to be drawn or recommendations to be made about

quality of, timeliness of, or access to care and services for each health plan independently as well as
related to statewide improvement.
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3. Evaluation of Colorado’s CHP+ Health Plans
Colorado Access (COA)

Assessment of Compliance With CHIP Managed Care Regulations

Table 3-1 presents the number of elements for each standard; the number of elements assigned a score of
Met, Partially Met, Not Met, or Not Applicable; and the overall compliance score for FY 2018-2019.

Table 3-1—Summary of COA Scores for the FY 2018-2019 Standards Reviewed

Compliance
# of # Score*

# of Applicable # Partially # Not # Not (% of Met
Standards Elements Elements Met Met Met  Applicable Elements)

Standard III——Coordination 0
and Continuity of Care 10 10 10 0 0 0 100%
Standard IY—Member Rights 3 2 7 1 0 0 28%
and Protections

Standard VIII'—C'iredentlahng 3 3 3 0 0 0 100%
and Recredentialing

Standard X—Quality

Assessment and Performance 18 18 16 2 0 0 89%
Improvement

Totals 68 68 65 3 0 0 96%

*The overall compliance score is calculated by summing the total number of Met elements and dividing by the total number of applicable
elements.

Table 3-2 presents the number of elements for each record review; the number of elements assigned a
score of Met, Not Met, or Not Applicable; and the overall record review score for FY 2018-2019.

Table 3-2—Summary of COA Scores for the FY 2018-2019 Record Reviews

Record
Review
# of Score*
# of Applicable # # Not # Not (% of Met
Record Review Elements Elements Met Met Applicable Elements)
Credentialing 100 86 86 0 14 100%
Recredentialing 90 82 82 0 8 100%
Totals 190 168 168 0 22 100%

*The overall record review score is calculated by summing the total number of Met elements and dividing by the total number of applicable
elements.
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COA: Strengths

COA'’s care coordination policies and associated procedures addressed provision of care coordination
for all members through either the PCP or COA care coordination staff members and included: criteria
for making referrals to and ensuring coordination of services among providers; providing continuity of
care for members transitioning between settings of care; and coordinating with multiple providers,
agencies, and community organizations for members with complex needs. PCPs were responsible for
coordinating care unless the member was identified to COA case management through a health risk
assessment (HRA) or referral for assistance with coordinating complex physical, behavioral, and/or or
social support needs. COA conducted an HRA shortly after enrollment for all CHP+ members and used
results of the initial HRA to stratify members into levels of need for care management. COA care
managers developed a service or treatment plan for members with complex problems, serious health
conditions, or special health care needs (SHCN) and shared results of the assessment and intervention
plans with other entities involved in the member’s care. COA allowed direct access to specialists within
COA’s provider network and arranged through single case agreements an ongoing course of treatment
for members with SHCN requiring access to out-of-network specialists.

COA maintained written policies and procedures that addressed member rights afforded to members and
member responsibilities. COA distributed the rights to members, employees, and providers through the
Evidence of Coverage booklet, Member Benefits Handbook Summary, provider manual, new provider
orientation, newsletters, and the COA website. COA had a robust process for monitoring customer
service calls to identify any issues of dissatisfaction that may indicate a member rights violation. COA
also maintained numerous policies and procedures that addressed nondiscrimination, communication
with members with limited English proficiency, cultural awareness strategies, member materials
readability guidelines, disability rights, and compliance with Health Insurance Portability and
Accountability Act of 1996 (HIPAA) privacy requirements. COA delineated required advance directive
information within its policies, provider manual, and on the COA member and provider websites.

COA’s credentialing and recredentialing policies and procedures were well-written, comprehensive, and
compliant with NCQA standards and guidelines. COA demonstrated that staff members were
credentialing and recredentialing providers and organizations in a manner consistent with written
procedures. Credentialing and recredentialing files demonstrated review of all NCQA-required
information. COA had a process for ongoing review of Office of Inspector General (OIG) and System
for Award Management (SAM) queries. COA also delegated credentialing and recredentialing to several
contracted organizations. HSAG reviewed delegation agreements and monitoring processes to ensure
adequate oversight of delegated entities. COA retained the right to approve, suspend, or terminate
providers approved by any of its delegated entities.

COA’s Quality Assessment and Performance Improvement (QAPI) program description defined a
robust corporate-wide QAPI program and included a description of COA’s organizational structure,
goals and objectives, committee composition and roles, and comprehensive QAPI program components.
The program description addressed all required QAPI components, including CAHPS measures, HEDIS
measures, PIPs, utilization measures, quality of care concerns, clinical guidelines, and care management.
The CHP+ PIP met the required design parameters. COA’s quality management (QM) department
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collaborated with all programmatic areas within COA to drive improvement activities and to collect and
distribute data to providers. COA demonstrated through the CHP+ HMO Annual Quality Report that the
results, analysis, interventions for improvement, and all CHP+ quality improvement activities were
reported to the Department. On-site, COA demonstrated a dashboard of numerous data elements used to
monitor and detect over- or underutilization of services. COA’s Quality Improvement Committee (QIC)
reviewed both quarterly and annual CHP+ quality performance reports. COA had policies and
procedures for adopting clinical practice guidelines (CPGs) in compliance with requirements and had
CPGs in place for specific CHP+ health conditions as required by the Department. COA provided
evidence that CPGs are available to members and providers on the COA website. Staff members
described processes for ensuring that decisions in other program areas are consistent with clinical
guidelines. COA demonstrated that it has a fully integrated health information system (HIS) and that
complete data are stored in its enterprise data warehouse (EDW). Utilization, claims, grievances and
appeals, and enrollment and disenrollment data from the EDW could be aggregated, analyzed, and
reported to support corporate operations and the QAPI program. The claims processing and retrieval
system enabled electronic monthly submission of CHP+ encounter data to the State in the required
format. COA’s claim and transaction systems applied automated edits and logic to ensure accuracy,
timeliness, completeness, and consistency of claims data received from providers. COA reported that
manual review is used when necessary to ensure accurate and complete encounter data.

COA: Summary Assessment of Opportunities for Improvement and Required Actions Related to
Compliance With Regulations

HSAG identified no opportunities for improvement that resulted in required actions related to
Standard III—Coordination and Continuity of Care and Standard VIII—Credentialing and
Recredentialing.

Standard IV—Member Rights and Protections

COA’s Member Rights and Responsibilities policy directed the reader to the State’s rights and
responsibilities listed in the Medicaid Managed Care Program section of the CCR. The CCR does not
include the complete list of federally-defined member rights. COA was required to:

e Ensure that all required member rights are accounted for within its Member Rights and
Responsibilities policy.

Standard X—Quality Assessment and Performance Improvement

COA did not demonstrate that its QAPI program included evaluation of the quality and appropriateness
of care provided to members with SHCN. In addition, while the CHP+ HMO Annual Quality Report
documented summary results of all quality initiatives undertaken in the FY, neither the report nor the
QIC minutes documented statements or conclusions regarding the overall effectiveness of the QAPI
program or any of its component activities. COA was required to:

2018-2019 External Quality Review Technical Report for Colorado Child Health Plan Plus Page 3-3
State of Colorado C02018-19_CHP+_TechRpt_F1_1119



/\ EVALUATION OF COLORADO’S CHP+ HEALTH PLANS

HS AG i
S

e Implement mechanisms to assess the quality and appropriateness of care furnished to CHP+
members with SHCN.

e Implement an annual process for evaluating the impact and effectiveness of the CHP+ QAPI
program.

COA: Trended Performance for Compliance With Regulations

Table 3-3 displays COA’s compliance results for the most recent year that each standard area was
reviewed as compared to the previous review year’s results for the same standard.

Table 3-3—Compliance With Regulations Trended Performance for COA

Previous Most Recent

Standard and Applicable Review Years Review Review
Standard [Coverage and Authorization of Services (2013-2014, 2016-2017) 88% 94%
Standard II—Access and Availability (2013-2014, 2016-2017) 91% 100%
Standard III—Coordination and Continuity of Care (2015-2016, 2018-2019)* 929, 100%
Standard IV—Member Rights and Protections (2015-2016, 2018-2019)* 80% 88%
Standard V—Member Information (2014-2015, 2017-2018) 91% 100%
Standard VI—Grievance and Appeal System (2014-2015, 2017-2018) 77% 95%
(Sztgrllzlir;o\lfsl’l 20112(1\;18% fartlmpatlon and Program Integrity 100% 100%
Standard VIII—Credentialing and Recredentialing (2015-2016, 2018-2019)* 94% 100%
Standard IX—Subcontracts and Delegation (2014-2015, 2017-2018) 100% NA
(Sztgilgf;(()il)é ) (?lgilzla)i éi;isessment and Performance Improvement 100% 899

*Bold text indicates standards reviewed by HSAG during FY 2018-2019.

Trending scores over the past six years indicate that COA improved performance in seven of the

10 standards, with the greatest improvement (18 percentage points) observed in Standard VI—
Grievance and Appeal System. In one standard area, Standard VII—Provider Participation and Program
Integrity, COA maintained 100 percent compliance across review cycles. COA experienced an

11 percent decline from its previous 100 percent performance in Standard X—Quality Assessment and
Performance Improvement. Due to HSAG scoring Standard IX—Subcontracts and Delegation
requirements as “NA” for CHP+ health plans in FY 2017-2018, there are no comparable results for
Standard IX. HSAG cautions that, over the three-year cycle between review periods, several factors—
e.g., changes in federal regulations, changes in State contract requirements, and design of compliance
monitoring tools—may have impacted comparability of the compliance results over review periods.
Overall, COA scores demonstrate strong understanding of and compliance with federal managed care
regulations and State contract requirements.
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Validation of Performance Measures

Compliance With IS Standards

EVALUATION OF COLORADO’S CHP+ HEALTH PLANS

According to COA’s 2019 HEDIS Compliance Audit Report, COA was fully compliant with all IS standards
relevant to the scope of the PMV performed by the MCO’s licensed HEDIS auditor. During review of the IS
standards, the HEDIS auditor identified no issues that impacted COA’s HEDIS performance measure

reporting.

Performance Measure Results

Table 3-4 shows the performance measure results for COA for HEDIS 2017 through HEDIS 2019, along
with the percentile rankings for each HEDIS 2019 rate.

Table 3-4—Performance Measure Results for COA

Performance Measures HEDIS 2017 HEDIS 2018 HEDIS 2019 Percentile
Rate Rate Rate Ranking
Pediatric Care
Childhood Immunization Status’
Combination 2 65.92% 62.30% 71.58%" 25th—49th
Combination 3 63.67% 60.82% 69.58%" 25th—49th
Combination 4 59.71% 58.71% 66.86%" 25th—49th
Combination 5 56.67% 53.96% 63.21%" 50th—74th
Combination 6 38.97% 41.29% 49.53%" 75th—89th
Combination 7 53.76% 52.38% 61.32%" 50th—74th
Combination 8 37.12% 39.92% 48.23%" 75th—89th
Combination 9 35.80% 37.59% 45.64%" 75th—89th
Combination 10 34.35% 36.54% 44.58%" 75th—89th
[Immunizations for Adolescents
Combination 1 (Meningococcal, Tdap) 70.39% 70.24% 76.30%" 25th—49th
Combination 2 (Meningococcal, Tdap, HPV) — 31.71% 38.90%" 75th—89th
Well-Child Visits in the First 15 Months of Life
Zero Visits* 2.17% 1.36% 6.36%"" <10th
Six or More Visits 61.96% 59.86% 47.27%" <10th
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life
Well-Child Visittv in the Third, Fourth, Fifth, and 69.48% 69.32% 68.50% 25th-49th
Sixth Years of Life
\Adolescent Well-Care Visits
Adolescent Well-Care Visits | 48388% | 4834% 49.87% | 25th-49th
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
BMI Percentile Documentation—Total’ 3.85% 5.25% 9.27%" <10th
Counseling for Nutrition—Total 2.08% 2.94% 5.11% <10th
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HEDIS 2017 HEDIS 2018 @ HEDIS 2019 = Percentile

Performance Measures .
Rate Rate Rate Ranking

Counseling for Physical Activity—Total 0.78% 1.06% 3.14% <10th
\Appropriate Testing for Children With Pharyngitis

Appropriate Testing for Children With Pharyngitis 84.93% 88.07%
\Access to Care

Children and Adolescents’ Access to Primary Care Practitioners

Ages 12 to 24 Months 91.23% 94.65% 90.30%"" <10th

Ages 25 Months to 6 Years 86.24% 85.90% 84.52% 25th—49th
Ages 7 to 11 Years 91.63% 89.74% 87.98% 25th—49th
Ages 12 to 19 Years 92.18% 90.90% LML YO 25th—49th

Preventive Screening
Chlamydia Screening in Women

Ages 16 to 20 Years 32.72% 32.11% | 3227% | <l0th
Non-Recommended Cervical Cancer Screening in Adolescent Females*

Non-Recommended Cervical Cancer Screening in 0.24% 0.06% 0.08% >90th

Adolescent Females

Mental/Behavioral Health
[ Antidepressant Medication Management

Effective Acute Phase Treatment NA NA NA —

Effective Continuation Phase Treatment NA NA NA —
Follow-Up Care for Children Prescribed ADHD Medication®

Initiation Phase 0.00% 0.00% 0.00% <10th

Continuation and Maintenance Phase 0.00% 0.00% NA —
Metabolic Monitoring for Children and Adolescents on Antipsychotics

Total | — | 2959% | 30.49% | 25th-49th
Use of Multiple Concurrent Antipsychotics in Children and Adolescents*’

Total 4.05% 6.67% | 323% | 25th-49th

Respiratory Conditions
(Appropriate Treatment for Children With Upper Respiratory Infection

Apprgpriate Treatmentfor Children With Upper 89.63% 92.12% 93.25% 50th_74th
Respiratory Infection
Medication Management for People With Asthma’
Medication Compliance 50%—Ages 5 to 11 Years 51.18% 65.41% 58.41% 50th—74th
Medication Compliance 50%—Ages 12 to 18 Years 48.31% 55.77% 50.00% 25th—49th
Medication Compliance 75%—Ages 5 to 11 Years 27.56% 34.59% 36.28% 75th—89th
Medication Compliance 75%—Ages 12 to 18 Years 26.97% 27.88% 23.33% 25th—49th
[ Asthma Medication Ratio'
Ages 5 to 11 Years 87.50% 80.58% 83.19% >90th
Ages 12 to 18 Years 74.74% 72.07% 75.79% >90th
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EVALUATION OF COLORADO’S CHP+ HEALTH PLANS

Performance Measures HEDIS 2017 HEDIS 2018 HEDIS 2019 Percentile
Rate Rate Rate Ranking
Use of Servicest
\Ambulatory Care (Per 1,000 Member Months)
Emergency Department (ED) Visits* 26.48 26.36 26.90 >90th
Outpatient Visits' 224.38 221.11 218.12 <10th
Inpatient Utilization—General Hospital/Acute Care'
Zz;;ﬁc;;%es per 1,000 Member Months (Total 0.96 0.99 1.03 <10th
Average Length of Stay (Total Inpatient) 3.64 3.74 343 <10th
Discharges per 1,000 Member Months (Medicine) 0.66 0.67 0.74 <10th
Average Length of Stay (Medicine) 2.88 2.85 2.97 <10th
Discharges per 1,000 Member Months (Surgery) 0.26 0.28 0.25 <10th
Average Length of Stay (Surgery) 5.79 6.00 4.90 <10th
Discharges per 1,000 Member Months (Maternity) 0.09 0.09 0.09 <10th
Average Length of Stay (Maternity) 2.41¢ 3.05¢ 2.58% <10th
Antibiotic Utilization*
j\,;filzzli;f;‘npts Per Member Per Year (PMPY) for 0.46 0.42 0.35 >90th
Average Days Supplied per Antibiotic Script 10.94 10.88 10.87 <10th
Average Scripts PMPY for Antibiotics of Concern 0.16 0.14 0.12 >90th
Per?eﬁtqge ofAntibiotics of Concern of All 33.779% 34.12% 3371% >90th
Antibiotic Scripts

* For this indicator, a lower rate indicates better performance.

! Due to changes in the technical specifications for this measure, NCQA recommends trending between 2019 and prior years be considered
with caution.

2 Due to changes in the technical specifications for this measure in 2018, NCQA recommends trending between 2018 and prior years be
considered with caution.

— Indicates that comparisons to benchmarks are not appropriate or the MCOs were not required to report this measure for 2017.
Additionally, this symbol may also indicate that NCQOA recommended a break in trending in 2018, therefore, the 2017 rates are not
displayed.

NA (Small Denominator) indicates that the MCO followed the specifications, but the denominator was too small (<30) to report a valid rate.
7 For measures in the Use of Services domain, statistical tests across years were not performed because variances were not provided in the
IDSS files; differences in rates were reported without statistical test results. In addition, higher or lower rates did not necessarily denote
better or poorer performance. Rates are not risk adjusted; therefore, the percentile ranking should be interpreted with caution and may not
accurately reflect high or low performance. This symbol may also indicate that fewer than 30 discharges were reported for this measure
indicator. Exercise caution when evaluating this rate.

Rates shaded green with one caret () indicate a significant improvement in performance from the previous year.

Rated shaded red with two carets (™) indicate a statistically significant decline in performance from the previous year.
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COA: Strengths

The following HEDIS 2019 measure rates were determined to be high performers for COA (i.e., ranked
at or above the 75th percentile without a significant decline in performance from HEDIS 2018 or ranked
between the 50th and 74th percentiles with significant improvement in performance from HEDIS 2018):

e Childhood Immunization Status—Combinations 5—10
o Immunizations for Adolescents—Combination 2 (Meningococcal, Tdap, HPYV)
e Non-Recommended Cervical Cancer Screening in Adolescent Females

o Medication Management for People With Asthma—~Medication Compliance 75%—Ages 5 to 11
Years

o Asthma Medication Ratio—Ages 5 to 11 Years and Ages 12 to 18 Years

For HEDIS 2019, COA demonstrated strong performance with children and adolescents receiving
vaccinations by ranking above the 50th percentile for seven of 11 (63.6 percent) measure rates and
demonstrating significant improvement for all 11 measure rates. Additionally, the MCO demonstrated
appropriate management of members with asthma, particularly for children ages 5 to 11 years.

COA: Summary Assessment of Opportunities for Improvement and Recommendations Related to
Performance Measure Results

The following HEDIS 2019 measure rates were determined to be low performers for COA (i.e., fell
below the 25th percentile; or ranked between the 25th and 49th percentiles, with significant decline in
performance from HEDIS 2018):

o  Well-Child Visits in the First 15 Months of Life—Zero Visits and Six or More Visits

o Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
BMI Percentile Documentation—Total, Counseling for Nutrition—Total, and Counseling for
Physical Activity—Total

o Children and Adolescents’ Access to Primary Care Practitioners—Ages 12 to 24 Months and Ages
12 to 19 Years

o Chlamydia Screening in Women—Ages 16 to 20 Years
o Follow-Up Care for Children Prescribed ADHD Medication—Initiation Phase

COA’s performance demonstrated opportunities to improve access to the appropriate providers and
services for children and adolescents, as evidenced by the rates for well-child/well-care visits, Children
and Adolescents’ Access to Primary Care Practitioners, and Chlamydia Screening in Women falling
below the 50th percentile. The MCO should work with the Department and providers to identify the
causes for the low access to care and preventive screening rates (e.g., are the issues related to barriers to
accessing care, a lack of family planning service providers, or the need for improved provider training or
community outreach and education) and implement strategies to improve the care for young members.
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Validation of Performance Improvement Projects

Table 3-5 presents the FY 2018-2019 validation findings for COA’s PIP.

Table 3-5—Validation Findings for the Well-Child Visits for Members 10-14 Years of Age PIP

Module 1—PIP Initiation

Narrowed Focus Members 10 through 14 years of age attributed to Metro Community Provider Network
Population (MCPN).
SMART Aim By June 30, 2020, increase the percentage of well child visits among members 10—-14
Statement years of age attributed to MCPN, from 25.28% to 37.18%.
Module 2—SMART Aim Data Collection

SMART Aim The percentage of members 10 through 14 years of age attributed to MCPN during the
Measure rolling 12-month measurement period who each received a preventive or wellness visit

during the measurement period.
SMART Aim Data | ¢ Data Source: Administrative claims.
Collection Plan e Methodology: Monthly data collection using a rolling 12-month measurement period.

COA: Strengths

COA selected a PIP topic focused on increasing the rate of well-child visits among members 10 through
14 years of age. The CHP+ health plan has passed Module 1 and Module 2 and achieved all validation
criteria for the first two modules of the PIP. The validation findings suggest that COA designed a
methodologically sound project, and was successful in building quality improvement teams and
establishing collaborative partnerships. COA has progressed to Module 3, where the health plan will
determine potential interventions to test for the PIP.

COA: Summary Assessment of Opportunities for Improvement and Recommendations Related to
Validation of Performance Improvement Projects

In the next phase of the PIP, COA will have the opportunity to analyze existing processes related to
improving the well-child visit rate at the level of the narrowed focus and identify process gaps or flaws
that can be addressed through interventions. The CHP+ health plan will eventually use PDSA cycles to
test and refine interventions to achieve the goal for the project. As COA continues through the rapid-
cycle PIP modules, HSAG recommends the following:

e Complete process map(s) to thoroughly illustrate current processes and identify all existing failure
modes that can be addressed through interventions. Prioritize identified failure modes based on
impact to achieving the goal for the project and develop interventions to address the highest priority
failure modes.

e Make a prediction in the Plan step of each PDSA cycle and discuss the basis for the prediction with
all PIP team members and partners. The shared prediction will help keep the theory for improvement
at the forefront for everyone involved in the project.
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e C(learly define and track intervention evaluation measure(s) throughout testing to evaluate if the
intended effect of the intervention was achieved. Refine the intervention, as needed, based on
frequent assessments of intervention evaluation measure results.

e Regularly update the key driver diagram for the PIP to incorporate knowledge gained and lessons
learned as the CHP+ health plan progresses through the steps for determining and testing
interventions.

CAHPS Survey
Findings
Table 3-6 shows the results achieved by COA for FY 2016-2017 through FY 2018-2019.

Table 3-6—Question Summary Rates and Global Proportions for COA

Measure FY 2016-2017 FY 2017-2018 FY 2018-2019
Score Score Score
Getting Needed Care 85.6% 85.3% 87.7%
Getting Care Quickly 90.1% 92.4% 90.5%
How Well Doctors Communicate 95.2% 95.4% 94.8%
Customer Service 86.9% 83.7% 81.9%
Shared Decision Making 83.5%" 74.8%" 79.6%"
Rating of Personal Doctor 73.5% 76.2% 78.0%
Rating of Specialist Seen Most Often 70.2%" 78.9%" 77.1%"
Rating of All Health Care 67.2% 69.1% 67.7%
Rating of Health Plan 61.4% 61.3% 69.3%

CAHPS scores with fewer than 100 respondents are denoted with a cross (+). In cases of fewer than 100 respondents for a CAHPS

measure, caution should be exercised when interpreting results.

COA: Strengths

For COA’s CHP+ population, one measure rate increased substantially between FY 2017-2018 and
FY 2018-2019:

e Rating of Health Plan (8 percentage points)
Three of the measures demonstrated slight increases between FY 2017-2018 and FY 2018-2019:

e Getting Needed Care
e Shared Decision Making
e Rating of Personal Doctor
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For COA’s CHP+ population, two measure rates increased substantially between FY 2016-2017 and
FY 2018-2019:

e Rating of Specialist Seen Most Often (6.9 percentage points)
e Rating of Health Plan (7.9 percentage points)

Four of the measures demonstrated slight increases between FY 2016-2017 and FY 2018-2019:

o Getting Needed Care

o Getting Care Quickly

e Rating of Personal Doctor
e Rating of All Health Care

COA: Summary Assessment of Opportunities for Improvement and Recommendations Related to
CAHPS

For COA’s CHP+ population, no measure rates decreased substantially between FY 2017-2018 and
FY 2018-2019.

Five of the measures showed slight rate decreases between FY 2017-2018 and FY 2018-2019:

o Getting Care Quickly

e How Well Doctors Communicate

e Customer Service

e Rating of Specialist Seen Most Often
o Rating of All Health Care

For COA’s CHP+ population, no measure rates decreased substantially between FY 2016-2017 and
FY 2018-2019.

Three of the measures showed slight rate decreases between FY 2016-2017 and FY 2018-2019:

e  How Well Doctors Communicate
o  Customer Service

e Shared Decision Making

COA experienced no substantial rate decreases in FY 2018-2019 compared to the previous year.
However, five measurement rates showed slight decreases. HSAG recommends that COA prioritize
analysis of what may be driving the decrease in rates from FY 2017-2018 to FY 2018-2019. HSAG
offers the following recommendations that COA could consider based on population needs and health
plan resources.
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The Getting Care Quickly, How Well Doctors Communicate, Customer Service, Rating of Specialist
Seen Most Often, and Rating of All Health Care measures could be impacted by many variables,
including members’ timely access to care, providers’ cultural competency or communication methods
regarding treatment recommendations or medication, whether a member receives the services as the
member perceives is needed, or whether the member feels treated with courtesy and respect by customer
service staff members and/or providers. COA could consider the following recommendations:

¢ Conducting evaluations to assess staff members’ and providers’ customer service skills and
developing training programs designed to address issues found related to both staff members and
providers.

e Developing an ongoing tracking mechanism that captures why members called customer service and
identifies the most common questions and concerns expressed by members. With this information,
COA should develop training directed at those findings to ensure that customer service
representatives, call center staff members, and clinic-based reception area staff members have the
information and resources needed to address the most common concerns.

¢ Enhancing weekly or monthly team meetings to include evaluating staff performance during calls in
which the content or request was difficult and providing peer support as needed.

e Expanding the frequency and diversity of training by coordinating cultural competency trainings
with other health plans.

¢ Querying members regarding their communication preferences and using the results to determine the
most effective member-specific forms of communication (e.g., verbal, written, phone, electronic,
telehealth) and increasing follow-up contacts (e.g., phone or electronic) and outreach efforts to
members to assess and ensure understanding of health and treatment information.

Validation of Network Adequacy
COA: Strengths

COA’s Provider Data Structure Questionnaire responses noted that COA updates its provider data using
the providers’ triennial recredentialing information. COA reported performing a formal data validation
to ensure that its data systems contained current contracting status, demographics, practice locations,
practice accommodations(s), and panel capacity for each contracted provider. COA also reported
conducting a regular review of providers’ location information to ensure compliance with the health
plan’s address standardization specifications.

COA’s data included provider specialty values conveying the licensure status of addiction counselors,
allowing HSAG to accurately classify providers into applicable BH provider categories.

COA identified prenatal care (PNC) providers as individuals with obstetrics/gynecology (OB/GYN) or
nurse midwifery specialties, but also included selected family medicine practitioners who offer
OB/GYN services.
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COA: Summary Assessment of Opportunities for Improvement and Recommendations Related to
Validation of Network Adequacy

During this review, HSAG noted that when each health plan identified group and/or facility-level
providers, many of the health plans included no provider type values for facilities such as hospitals or
multi-specialty practices, indicating that each health plan may handle records for these categories of
providers using different methods than used for the individual-level providers. COA also did not
indicate that it uses the National Plan and Provider Enumeration System (NPPES) Registry, the
American Board of Medical Specialties board certification database, or the providers’ CHCP
applications to validate providers’ type and specialty information.

Although COA consistently noted using the self-reported provider specialty information to identify
PCPs or PNC providers, COA did not restrict these data indicators by degree or credential. Further,
COA reported that it does not collect providers’ taxonomy codes and COA’s data included similar, but
not identical, data values for the provider type and specialty fields. These factors complicated HSAG’s
efforts to map COA’s provider data to the Department’s provider categories.

As the first comprehensive review of COA’s provider networks, the current study established a
foundation upon which the Department can build robust managed care network adequacy expectations
and processes for overseeing COA’s compliance with network adequacy standards. HSAG’s PCA
identified numerous spelling variations and/or special characters for the health plans’ data values for
provider type, specialty, and credentials. Therefore, COA should assess available data values in its
provider data systems and standardize available data value options to ensure complete and accurate data
are used for assessments of network adequacy.
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Denver Health Medical Plan, Inc. (DHMP)

Assessment of Compliance With CHIP Managed Care Regulations

Table 3-7 presents the number of elements for each standard; the number of elements assigned a score of
Met, Partially Met, Not Met, or Not Applicable; and the overall compliance score for FY 2018-2019.

Table 3-7—Summary of DHMP Scores for the FY 2018-2019 Standards Reviewed

Compliance
# of # Score*
# of Applicable # Partially # Not # Not (% of Met
Standards Elements Elements Met Met Met  Applicable Elements)
Standard III—Coordination o
and Continuity of Care 10 10 6 3 ! 0 60%
Standard IY—Member Rights 3 2 3 0 0 0 100%
and Protections
Standard VIII.—(.Zredentlahng 39 30 30 0 0 ) 100%
and Recredentialing
Standard X—Quality
Assessment and Performance 18 18 16 2 0 0 89%
Improvement
Totals 68 66 60 5 1 2 91%

*The overall compliance score is calculated by summing the total number of Met elements and dividing by the total number of applicable
elements.

Table 3-8 presents the number of elements for each record review; the number of elements assigned a
score of Met, Not Met, or Not Applicable; and the overall record review score for FY 2018-2019.

Table 3-8—Summary of DHMP Scores for the FY 2018-2019 Record Reviews

Record
Review
# of Score*
# of Applicable # # Not # Not (% of Met
Record Review Elements Elements Met Met Applicable Elements)
Credentialing 100 85 85 0 15 100%
Recredentialing 90 84 84 0 6 100%
Totals 190 169 169 0 21 100%

*The overall record review score is calculated by summing the total number of Met elements and dividing by the total number of applicable
elements.
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DHMP: Strengths

DHMP care coordination for CHP+ members was primarily delivered through the system-wide care
coordination resources, tools, and programs of the Denver Health and Hospitals Authority (DHHA)
clinic delivery system. Documents submitted delineated criteria for making referrals among various
programs and providers. DHHA had mechanisms to coordinate care between different settings of care,
with services provided through external entities, and with community and social support organizations.
DHHA'’s Care Management program and/or its designated pediatric specialty clinic staff members had a
process to conduct comprehensive needs assessments and develop service plans for members with
SHCN. DHMP allowed members with SHCN to directly access specialists through a standing referral or
a preauthorized number of visits. Care coordination assessments, plans, interventions, and referrals were
documented and communicated through the Epic electronic health record (EHR) system, available to all
DHHA providers and care coordination staff members, as well as approved external provider entities.

DHMP’s policies and procedures that addressed member rights and protections included a list of all
federally mandated CHP+ member rights, which were also well-articulated in the CHP+ member
handbook and provider manual. DHMP policies and procedures addressed providing DHMP staff
members and providers initial and annual training regarding member rights. DHMP had robust policies,
procedures, and organizational practices to ensure members’ privacy and confidentiality rights under
HIPAA. Policies and procedures adequately addressed federal regulations related to advance directives,
and DHMP’s website included information regarding advance directives.

DHMP had a well-defined credentialing and recredentialing program that met all NCQA standards. On-
site record reviews confirmed that DHMP implemented processes compliant with all NCQA
credentialing and recredentialing requirements for practitioners and organizational providers. DHMP
conducted ongoing monitoring of federal exclusion databases to ensure practitioners and providers had
not been excluded from federal healthcare participation. DHMP had a delegation agreement with DHHA
for credentialing and recredentialing practitioners that served CHP+ members through DHHA clinics
and facilities. DHMP demonstrated that it provided oversight to ensure the quality and completeness of
DHHA'’s credentialing and recredentialing activities.

DHMP’s Quality Improvement (QI) Program Description and QI Impact Analysis demonstrated that it had
a comprehensive QAPI program in place. The QAPI program was conducted in partnership with DHHA
and addressed the availability and adequacy of services, CPGs, continuity and coordination of care,
investigation of quality of care complaints, PIPs, HEDIS measures, and CAHPS measures. DHMP
demonstrated that all CHP+ QAPI activities and data were reported to the Department as required. DHMP
had policies and procedures for adopting CPGs in compliance with requirements and had practice
guidelines in place for specific CHP+ health conditions as required by the Department. DHMP distributed
practice guidelines to providers through the DHHA intranet, targeted mailings, and the DHMP website.
HIS documents demonstrated that DHMP had access to a robust, enterprise-wide DHHA information
system with well-integrated components, allowing DHMP to access all necessary data for management of
the health plan. DHMP claims systems electronically and manually verified claims data received from
providers for completeness, coding accuracy and appropriateness, and service authorizations. DHMP
monthly submitted electronic batch encounter data to the Department in required formats.

2018-2019 External Quality Review Technical Report for Colorado Child Health Plan Plus Page 3-15
State of Colorado C02018-19_CHP+_TechRpt_F1_1119



/—\ EVALUATION OF COLORADO’S CHP+ HEALTH PLANS

HS AG i
S

DHMP: Summary Assessment of Opportunities for Improvement and Required Actions Related to
Compliance With Regulations

HSAG identified no opportunities for improvement that resulted in required actions related to
Standard [IV—Member Rights and Protections and Standard VIII—Credentialing and Recredentialing.

Standard lll—Coordination and Continuity of Care

DHMP did not have a process in place to ensure that all newly enrolled CHP+ members needing
continuity of care were identified and that services to prevent disruption in care were provided as
needed. DHMP did not have an active mechanism to ensure that each CHP+ member has an ongoing
source of primary care—e.g., a PCP. DHMP also did not have procedures in place to conduct an initial
assessment of each new CHP+ member’s needs that included all State-required initial assessment
elements. While DHHA’s Care Management program included a comprehensive assessment of members
with SHCN when members were referred to the Care Management program, mechanisms were unclear
regarding how CHP+ members with SHCN were identified and referred to DHHA’s Care Management
program. DHMP was required to:

e Define and implement procedures for providing continuity of care for newly enrolled CHP+
members to prevent disruption in the provision of medically necessary services.

¢ Implement mechanisms to ensure that each CHP+ member has an ongoing source of primary care
and that DHMP provides information to the member on how to contact his or her PCP.

e Implement a mechanism to conduct an initial screening of each CHP+ member’s health needs within
90 days of enrollment. The initial screening must include assessment of mental health, high-risk
health problems, functional problems, language or comprehension barriers, and other complex health
needs.

e Ensure that each member with SHCN is consistently identified and receives a comprehensive
assessment to identify any ongoing special conditions that require a course of treatment or regular
care monitoring.

Standard X—Quality Assessment and Performance Improvement

DHMP did not demonstrate that it has a mechanism for detection or analysis of under- or overutilization
of services as a component of the QAPI program. While DHMP had operational processes targeted
toward enhancing the quality of care delivered to individual members with SHCN, DHMP did not
demonstrate that it periodically assesses the overall quality of care being delivered to members with
SHCN. DHMP was required to:

e Incorporate mechanisms to detect both under- and overutilization of services into its QAPI program.

e Develop and implement mechanisms within its QAPI program to assess the overall quality and
appropriateness of care provided to CHP+ members with SHCN.
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DHMP: Trended Performance for Compliance With Regulations

Table 3-9 displays DHMP’s compliance results for the most recent year that each standard area was
reviewed as compared to the previous review year’s results for the same standard.

Table 3-9—Compliance With Regulations Trended Performance for DHMP

Previous Most Recent

Standard and Applicable Review Years Review Review

Standard [Coverage and Authorization of Services (2013-2014, 2016-2017) 85% 94%
Standard II—Access and Availability (2013-2014, 2016-2017) 81% 92%
Standard III—Coordination and Continuity of Care (2015-2016, 2018-2019)* 100% 60%
Standard IV—Member Rights and Protections (2015-2016, 2018-2019)* 100% 100%
Standard V—Member Information (2014-2015, 2017-2018) 91% 83%
Standard VI—Grievance and Appeal System (2014-2015, 2017-2018) 81% 91%
(Sztgrlliarzdo\lfsl’lzolz?\;(()lig )Part1c1pat10n and Program Integrity 100% 799,
Standard VIII—Credentialing and Recredentialing (2015-2016, 2018-2019)* 98% 100%
Standard IX—Subcontracts and Delegation (2014-2015, 2017-2018) 100% NA

Standard X—Quality Assessment and Performance Improvement 93% 899,

(2015-2016, 2018-2019)*

*Bold text indicates standards reviewed by HSAG during FY 2018-2019.

Trending scores over the past six years indicate that DHMP improved performance in four of the

10 standards: Standard —Coverage and Authorization of Services, Standard II—Access and
Availability, Standard VI—Grievance and Appeal System, and Standard VIII—Credentialing and
Recredentialing, with approximately a 10 percentage point increase in three of those standards. In two
standard areas, Standard [V—Member Rights and Protections and Standard X—Credentialing and
Recredentialing, DHMP maintained consistent compliance at or near 100 percent. DHMP experienced
slight declines in performance—Iess than 10 percent—in two standards, Standard V—Member
Information and Standard X—Quality Assessment and Performance, and experienced substantial
declines in Standard III-—Coordination and Continuity of Care (40 percentage points) and

Standard VII—Provider Participation and Program Integrity (21 percentage points). Due to HSAG
scoring Standard I X—Subcontracts and Delegation requirements as “NA” for CHP+ health plans in
FY 2017-2018, there are no comparable results for Standard IX. HSAG cautions that, over the three-
year cycle between review periods, several factors—e.g., changes in federal regulations, changes in
State contract requirements, and design of compliance monitoring tools—may have impacted
comparability of the compliance results over review periods.
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Validation of Performance Measures

Compliance With IS Standards

EVALUATION OF COLORADO’S CHP+ HEALTH PLANS

According to DHMP’s 2019 HEDIS Compliance Audit Report, DHMP was fully compliant with all IS
standards relevant to the scope of the PMV performed by the health plan’s licensed HEDIS auditor. During

review of the IS standards, the HEDIS auditor identified no issues that impacted DHMP’s HEDIS

performance measure reporting.

Performance Measure Results

Table 3-10 shows the performance measure results for DHMP for HEDIS 2017 through HEDIS 2019,
along with the percentile rankings for each HEDIS 2019 rate.

Table 3-10—Performance Measure Results for DHMP

Performance Measures HEDIS 2017 HEDIS 2018 HEDIS 2019 Percentile
Rate Rate Rate Ranking
Pediatric Care
Childhood Immunization Status’
Combination 2 73.28% BR 67.46% 10th—24th
Combination 3 73.28% BR 65.87% 25th—49th
Combination 4 73.28% BR 65.87% 25th—49th
Combination 5 67.24% BR 57.94% 25th—49th
Combination 6 53.45% BR 46.03% 50th—74th
Combination 7 67.24% BR 57.94% 25th—49th
Combination 8 53.45% BR 46.03% 50th—74th
Combination 9 50.86% BR 41.27% 50th—74th
Combination 10 50.86% BR 41.27% 75th—89th
[Immunizations for Adolescents
Combination 1 (Meningococcal, Tdap) 72.06% 68.81% 82.24%" 50th—74th
Combination 2 (Meningococcal, Tdap, HPV) — 49.54% 55.92% >90th
Well-Child Visits in the First 15 Months of Life
Zero Visits* 6.78% NA 15.15% <10th
Six or More Visits 6.78% NA 63.64% 25th—49th
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life
Well-Child Visittv in the Third, Fourth, Fifth, and 50.48% 46 .64% 64,749 10th—24th
Sixth Years of Life
\Adolescent Well-Care Visits
Adolescent Well-Care Visits 41.37% 37.64% 45.30%" 10th—24th
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
BMI Percentile Documentation—Total’ 7.94% 17.71% 21.80%" <10th
Counseling for Nutrition—Total 1.46% 6.41% 7.93% <10th
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HEDIS 2017 HEDIS 2018 @ HEDIS 2019 = Percentile

Performance Measures

Rate Rate Rate Ranking
Counseling for Physical Activity—Total 0.80% 1.40% 6.65%" <10th
\Appropriate Testing for Children With Pharyngitis
Appropriate Testing for Children With Pharyngitis 83.87% NA 83.33% 50th—74th

\Access to Care

Children and Adolescents’ Access to Primary Care Practitioners

Ages 12 to 24 Months 93.98% 69.03% 90.36%" <10th
Ages 25 Months to 6 Years 71.52% 57.24% 73.58%" <10th
Ages 7 to 11 Years 85.65% 81.33% 86.93%" 10th—24th
Ages 12 to 19 Years 85.48% 78.05% 82.04% 10th—24th

Preventive Screening

Chlamydia Screening in Women

Ages 16 to 20 Years 56.06% 39.74% 47.22% 25th—49th
Non-Recommended Cervical Cancer Screening in Adolescent Females*

Non-Recommended Cervical Cancer Screening in 0.00% 0.00% 0.00% >90th

Adolescent Females
Mental/Behavioral Health
[ Antidepressant Medication Management

Effective Acute Phase Treatment NA NA NA —

Effective Continuation Phase Treatment NA NA NA —
Follow-Up Care for Children Prescribed ADHD Medication

Initiation Phase NA NA NA —

Continuation and Maintenance Phase NA NA NA —
Metabolic Monitoring for Children and Adolescents on Antipsychotics

Total . — | NA | Na | =
Use of Multiple Concurrent Antipsychotics in Children and Adolescents*

Total . NA | NA | NA | —

Respiratory Conditions
(Appropriate Treatment for Children With Upper Respiratory Infection

Apprgpriate Treatmentfor Children With Upper 91 40% 100.00% 100.00% >90th
Respiratory Infection
Medication Management for People With Asthma
Medication Compliance 50%—Ages 5 to 11 Years NA NA NA —
Medication Compliance 50%—Ages 12 to 18 Years NA NA NA —
Medication Compliance 75%—Ages 5 to 11 Years NA NA NA —
Medication Compliance 75%—Ages 12 to 18 Years NA NA NA —
\Asthma Medication Ratio
Ages 5 to 11 Years NA NA NA —
Ages 12 to 18 Years NA NA NA —
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HEDIS 2017 HEDIS 2018 HEDIS 2019 Percentile
Performance Measures

Rate Rate Rate Ranking
Use of Servicest
\Ambulatory Care (Per 1,000 Member Months)
ED Visits* 18.09 18.43 21.49 >90th
Outpatient Visits' 117.49 123.51 135.56 <10th
Inpatient Utilization—General Hospital/Acute Care'
ZZ;ZZZ;%% per 1,000 Member Months (Total 0.88 0.69 0.82 <10th
Average Length of Stay (Total Inpatient) 2.80 4.25 3.07 <10th
Discharges per 1,000 Member Months (Medicine) 0.65 0.49 0.60 <10th
Average Length of Stay (Medicine) 2.68 2.90 2.59 <10th
Discharges per 1,000 Member Months (Surgery) 0.21 0.18 0.17 <10th
Average Length of Stay (Surgery) 2.92¢ 8.07F 5.07% <10th
Discharges per 1,000 Member Months (Maternity) 0.03 0.02 0.09 <10th
Average Length of Stay (Maternity) 6.00t 2.00t 2.00t <10th
Antibiotic Utilization*
Average Scripts PMPY for Antibiotics 0.13 0.09 0.14 >90th
Average Days Supplied per Antibiotic Script 10.47 12.07 11.28 <10th
Average Scripts PMPY for Antibiotics of Concern 0.03 0.02 0.03 >90th
Per?eﬁtqge ofAntibiotics of Concern of All 26.07% 2331% 24.04% >90th
Antibiotic Scripts

* For this indicator, a lower rate indicates better performance.

! Due to changes in the technical specifications for this measure, NCOA recommends trending between 2019 and prior years be considered
with caution.

— Indicates that comparisons to benchmarks are not appropriate or the MCOs were not required to report this measure for 2017.
Additionally, this symbol may also indicate that NCQA recommended a break in trending in 2018, therefore, the 2017 rates are not
displayed.

NA (Small Denominator) indicates that the MCO followed the specifications, but the denominator was too small (<30) to report a valid rate.
BR (Biased Rate) indicates that the reported rate was invalid, therefore, the rate is not presented.

7 For measures in the Use of Services domain, statistical tests across years were not performed because variances were not provided in the
IDSS files; differences in rates were reported without statistical test results. In addition, higher or lower rates did not necessarily denote
better or poorer performance. Rates are not risk adjusted; therefore, the percentile ranking should be interpreted with caution and may not
accurately reflect high or low performance. This symbol may also indicate that fewer than 30 discharges were reported for this measure
indicator. Exercise caution when evaluating this rate.

Rates shaded green with one caret () indicate a significant improvement in performance from the previous year.

DHMP: Strengths

The following HEDIS 2019 measure rates were determined to be high performers (i.e., ranked at or
above the 75th percentile, without significant declines in performance from HEDIS 2018; or ranked
between the 50th and 74th percentiles, with significant improvements in performance from HEDIS
2018) for DHMP:

o  Childhood Immunization Status—Combination 10
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e [mmunizations for Adolescents—Combination 1 (Meningococcal, Tdap) and Combination 2
(Meningococcal, Tdap, HPYV)

e Non-Recommended Cervical Cancer Screening in Adolescent Females

e Appropriate Treatment for Children With Upper Respiratory Infection

DHMP showed strong performance with vaccinating children and adolescents for HEDIS 2019 by
ranking above the 50th percentile for six of 11 (54.5 percent) measure rates and by demonstrating
improvement and exceeding the 90th percentile for the Immunizations for Adolescents—Combination 2
(Meningococcal, Tdap, HPV) measure indicator. Additionally, the MCO continued to demonstrate
strength ensuring providers are not overusing inappropriate treatments for members with respiratory
infections and not screening young women unnecessarily for cervical cancer.

DHMP: Summary Assessment of Opportunities for Improvement and Recommendations Related to
Performance Measure Results

The following HEDIS 2019 measure rates were determined to be low performers (i.e., fell below the
25th percentile; or ranked between the 25th and 49th percentiles, with significant declines in
performance from HEDIS 2018) for DHMP:

o Childhood Immunization Status—Combination 2

o Well-Child Visits in the First 15 Months of Life—Zero Visits

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

o Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
BMI Percentile Documentation—Total, Counseling for Nutrition—Total, and Counseling for
Physical Activity—Total

o Children and Adolescents’ Access to Primary Care Practitioners—Ages 12 to 24 Months, Ages 25
Months to 6 Years, Ages 7 to 11 Years, and Ages 12 to 19 Years

Despite demonstrating significant improvement for seven of 11 (63.6 percent) measure rates determined
to be low performers for HEDIS 2019, DHMP continued to demonstrate opportunities to improve access
to preventive care and services for children and adolescents. The MCO and the Department should
identify the factors contributing to the low rates for these measures (e.g., are the issues related to barriers
to accessing care, provider billing issues, or administrative data source challenges) and ensure children
and adolescents receive comprehensive visits that follow the American Academy of Pediatrics’
Recommendations for Preventive Pediatric Health Care.>'®

3-16 American Academy of Pediatrics. Recommendations for Preventive Pediatric Health Care. Available at:
https://www.aap.org/en-us/Documents/periodicity_schedule.pdf. Accessed on: Jul 16, 2019.
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Validation of Performance Improvement Projects

Table 3-11 presents the FY 2018-2019 validation findings for DHMP’s PIP.

Table 3-11—Validation Findings for the Improving Adolescent Well-Care Access for
Denver Health CHP+ Members 15-18 Years of Age PIP

Module 1—PIP Initiation

Narrowed Focus Members 15 through 18 years of age attributed to Webb Pediatrics Patient-Centered
Population Medical Home (PCMH).
SMART Aim By June 30, 2020, increase the percentage of Denver Health CHP+ Members aged
Statement 15-18 assigned to the Webb Pediatrics PCMH who attend at least one
comprehensive well-care visit with a PCP or an OB/GYN practitioner year from
54.36% to 66.44%.
Module 2—SMART Aim Data Collection
SMART Aim The percentage of Denver Health CHP+ members ages 15 through 18 as of the last
Measure day of each rolling 12-month measurement period assigned to the Webb Pediatrics
PCMH, and who attended at least one comprehensive well-care visit with a PCP or
an OB/GYN practitioner within each rolling 12-month measurement period.
SMART Aim Data | ¢ Data Source: Administrative claims and electronic medical record (EMR) data.
Collection Plan e Methodology: Monthly data collection using a rolling 12-month measurement
period.

DHMP: Strengths

DHMP selected a PIP topic focused on increasing the rate of well-care visits among members

15 through 18 years of age. The CHP+ health plan has passed Module 1 and Module 2 and achieved all
validation criteria for the first two modules of the PIP. The validation findings suggest that DHMP
designed a methodologically sound project, and was successful in building quality improvement teams
and establishing collaborative partnerships. DHMP has progressed to Module 3, where the CHP+ health
plan will determine potential interventions to test for the PIP.

DHMP: Summary Assessment of Opportunities for Improvement and Recommendations Related to
Validation of Performance Improvement Projects

In the next phase of the PIP, DHMP will have the opportunity to analyze existing processes related to
improving the well-care visit rate at the level of the narrowed focus and identify process gaps or flaws
that can be addressed through interventions. The CHP+ health plan will eventually use PDSA cycles to
test and refine interventions to achieve the goal for the project. As DHMP continues through the rapid-
cycle PIP modules, HSAG recommends the following:

e Complete process map(s) to thoroughly illustrate current processes and identify all existing failure
modes that can be addressed through interventions. Prioritize identified failure modes based on
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impact to achieving the goal for the project and develop interventions to address the highest priority
failure modes.

e Make a prediction in the Plan step of each PDSA cycle and discuss the basis for the prediction with
all PIP team members and partners. The shared prediction will help keep the theory for improvement
at the forefront for everyone involved in the project.

e C(learly define and track intervention evaluation measure(s) throughout testing to evaluate if the
intended effect of the intervention was achieved. Refine the intervention, as needed, based on
frequent assessments of intervention evaluation measure results.

e Regularly update the key driver diagram for the PIP to incorporate knowledge gained and lessons
learned as the CHP+ health plan progresses through the steps for determining and testing
interventions.

CAHPS Survey
Findings
Table 3-12 shows the results achieved by DHMP for FY 20162017 through FY 2018-2019.

Table 3-12—Question Summary Rates and Global Proportions for DHMP

Measure FY 2016-2017 FY 2017-2018 FY 2018-2019
Score Score Score
Getting Needed Care 75.8% 83.5% 79.7%
Getting Care Quickly 80.6% 88.4% 85.0%
How Well Doctors Communicate 96.5% 95.6% 94.4%
Customer Service 81.4% 84.4% 87.8%
Shared Decision Making 74.8%" 72.5%" 72.8%"
Rating of Personal Doctor 80.3% 84.6% 75.7%
Rating of Specialist Seen Most Often 77.4%" 84.1%" 85.3%"
Rating of All Health Care 67.8% 70.2% 69.2%
Rating of Health Plan 67.4% 65.3% 65.4%

CAHPS scores with fewer than 100 respondents are denoted with a cross (+). In cases of fewer than 100 respondents for a CAHPS
measure, caution should be exercised when interpreting results.
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DHMP: Strengths

For DHMP’s CHP+ population, no measure rates increased substantially between FY 2017-2018 and
FY 2018-2019.

Four of the measures demonstrated slight increases between FY 2017-2018 and FY 2018-2019:

e Customer Service

e Shared Decision Making

e Rating of Specialist Seen Most Often
e Rating of Health Plan

For DHMP’s CHP+ population, two measure rates increased substantially between FY 2016-2017 and
FY 2018-2019:

o Customer Service (6.4 percentage points)
e Rating of Specialist Seen Most Often (7.9 percentage points)

Three of the measures demonstrated slight increases between FY 2016-2017 and FY 2018-2019:
o Getting Needed Care

o Getting Care Quickly

e Rating of All Health Care

DHMP: Summary Assessment of Opportunities for Improvement and Recommendations Related to
CAHPS

For DHMP’s CHP+ population, one measure rate decreased substantially between FY 2017-2018 and
FY 2018-2019:

e Rating of Personal Doctor (8.9 percentage points)
Four of the measures showed slight rate decreases between FY 2017-2018 and FY 2018-2019:

o Getting Needed Care

o Getting Care Quickly

e How Well Doctors Communicate
e Rating of All Health Care

For DHMP’s CHP+ population, no measure rates decreased substantially between FY 20162017 and
FY 2018-2019.
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Four of the measures showed slight rate decreases between FY 2016-2017 and FY 2018-2019:

e  How Well Doctors Communicate
e Shared Decision Making

e Rating of Personal Doctor

e Rating of Health Plan

DHMP experienced one substantial score decrease in FY 2018-2019 compared to the previous year.
Additionally, four measure rates showed slight decreases compared to the previous year. HSAG
recommends that DHMP prioritize analysis of what may be driving the decrease in the Rating of
Personal Doctor rate from FY 2017-2018 to FY 2018-2019. However, to improve member perception
for this measure, and others that demonstrated a decrease from FY 2017-2018 to FY 2018-2019, HSAG
offers the following recommendations for DHMP to consider based on population needs and health plan
resources.

The Rating of Personal Doctor, Getting Needed Care, Getting Care Quickly, How Well Doctors
Communicate, and Rating of all Health Care measures could be impacted by many variables, including
members’ timely access to care, providers’ cultural competency or communication methods regarding
treatment recommendations or medication, whether a member receives the services as the member
perceives is needed, or whether the member feels treated with courtesy and respect by customer service
staff members and/or providers. HSAG recommends that DHMP:

e Conduct evaluations to assess staff members’ and providers’ customer service skills, and develop
training programs designed to address issues found for both staff members and providers.

¢ Query members regarding their communication preferences and use the results to determine the most
effective member-specific forms of communication (e.g., verbal, written, phone, electronic,
telehealth) and increase follow-up contacts (e.g., phone or electronic) and outreach efforts to
members to assess and ensure understanding of health and treatment information.

e Ensure continued ongoing communication to remind members, providers, and call center staff
members of timeliness access standards and where to access after-hours care.

e Consider expanding the contracted provider network for primary care as well as specialists.

e Consider further expanding use of walk-in clinics and services and provide members and families
ongoing reminders of where to access walk-in care.

e Evaluate the effectiveness of current processes for telephonic or other technology-based
communications with members that provide intermittent interventions, when needed, to decrease the
need for formal appointments with providers.

e Evaluate scheduling mechanisms related to CHP+ timely access to appointment standards, perhaps
including assessment and training of schedulers to assess the urgency of an appointment request; and
providing schedulers with CHP+ specific information to direct members to alternative sources of
service when appropriate.
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e Develop provider training forums or procedures that encourage providers to verify or ensure that
members understand communications.

e Explore creative mechanisms for member engagement, such as expanding member advisory
committees, developing community-based member committees, or offering member mentorship
programs.

e Coordinate with community organizations to enhance disease management programs; and offer
health education and support related to chronic conditions (i.e., asthma, diabetes, and weight
management) to children, youth, and families.

Validation of Network Adequacy
DHMP: Strengths

DHMP’s Provider Data Structure Questionnaire responses noted that DHMP updates its provider data
using the providers’ triennial recredentialing information and validates providers’ type and specialty
information against the following public data verification resources: the NPPES Registry, the American
Board of Medical Specialties board certification database, and the providers’ CHCP applications.
DHMP noted that it validated self-reported provider information against data listed in the provider’s
CHCEP application. While providers with single case agreements were identified within the DHMP data
system, these individual providers were not listed on provider network rosters. DHMP reported
performing a formal data validation to ensure that its data systems contained current contracting status,
demographics, practice locations, practice accommodations(s), and panel capacity for each contracted
provider.

DHMP reported including Denver Public Health within its provider network, facilitating identification
of providers who serve members with clinical conditions of public health importance.

DHMP: Summary Assessment of Opportunities for Improvement and Recommendations Related to
Validation of Network Adequacy

During this review, HSAG noted that when each health plan identified group and/or facility-level
providers, many of the health plans included no provider type values for facilities such as hospitals,
pharmacies, or multi-specialty practices, indicating that each health plan may handle records for these
categories of providers using different methods than used for the individual-level providers. Although
DHMP noted using the self-reported provider specialty information to identify PCPs or PNC providers,
DHMP did not restrict these data indicators by degree or credential. Additionally, DHMP’s data
included similar, but not identical, data values for the provider type and specialty fields, complicating
HSAG’s efforts to map DHMP’s provider data to the Department’s provider categories. Further, DHMP
reported that panel capacity information was not available in its provider data system, though DHMP did
not state whether such information may be obtained during the PCPs’ application or credentialing
process. Finally, provider data submitted by DHMP included no records for substance abuse treatment
facilities.
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As the first comprehensive review of DHMP’s provider networks, the current study established a
foundation upon which the Department can build robust managed care network adequacy expectations
and processes for overseeing DHMP’s compliance with network adequacy standards. HSAG’s PCA
identified numerous spelling variations and/or special characters for the health plans’ data values for
provider type, specialty, and credentials. Therefore, DHMP should assess available data values in its
provider data systems and standardize available data value options to ensure complete and accurate data
are used for assessments of network adequacy.

Friday Health Plans of Colorado (FHP)

Assessment of Compliance With CHIP Managed Care Regulations

Table 3-13 presents the number of elements for each standard; the number of elements assigned a score
of Met, Partially Met, Not Met, or Not Applicable; and the overall compliance score for FY 2018-2019.
Table 3-13—Summary of FHP Scores for the FY 2018-2019 Standards Reviewed

Compliance
# of # Score*

# of Applicable # Partially # Not # Not (% of Met
Standards Elements Elements Met Met Met  Applicable Elements)

Standard III—Coordination o
and Continuity of Care ? 9 7 2 0 0 8%
Standard IY—Member Rights ] 2 7 | 0 0 R8%
and Protections

Standard VIII'—C'iredentlahng 32 28 24 4 0 4 R6%
and Recredentialing

Standard X—Quality

Assessment and Performance 18 18 15 1 2 0 83%
Improvement

Totals 67 63 53 8 2 4 84%

*The overall compliance score is calculated by summing the total number of Met elements and dividing by the total number of applicable
elements.

2018-2019 External Quality Review Technical Report for Colorado Child Health Plan Plus Page 3-27
State of Colorado C02018-19_CHP+_TechRpt_F1_1119



/\ EVALUATION OF COLORADO’S CHP+ HEALTH PLANS

HS AG i
S

Table 3-14 presents the number of elements for each record review; the number of elements assigned a
score of Met, Not Met, or Not Applicable; and the overall record review score for FY 2018-2019.

Table 3-14—Summary of FHP Scores for the FY 2018-2019 Record Reviews

Record
Review
# of Score*
# of Applicable # # Not # Not (% of Met
Record Review Elements Elements Met Met Applicable Elements)
Credentialing 100 93 90 3 7 97%
Recredentialing 90 87 87 0 3 100%
Totals 190 180 177 3 10 98%

*The overall record review score is calculated by summing the total number of Met elements and dividing by the total number of applicable
elements.

FHP: Strengths

FHP integrated CHP+ members into its medical management and services coordination processes
applicable to all FHP lines of business. FHP’s HRA, administered to members on enrollment, included
all required screening indicators to identify CHP+ members with SHCN and/or in need of continuity of
care or coordination services. FHP reported that its small CHP+ population included very few members
with ongoing complex medical or behavioral needs. FHP provided evidence that it performed a
comprehensive assessment, developed a service plan for members identified as having special needs,
and shared the assessment and service plan with providers and other entities involved in the member’s
care. The provider manual instructed providers to share results of assessments and members’ treatment
plans with other providers. Due to the small CHP+ population, staff members stated that FHP widely
uses interpersonal interactions and relationships with providers and other entities to manage care for
CHP+ members.

FHP’s Member Rights and Responsibilities policy and procedure required all employees and providers
to comply with all applicable federal and State laws related to member rights and listed specific CHP+
member rights. FHP included member rights in the CHP+ member handbook and provider manual. FHP
requires that all employees participate in member rights training at time of hire. FHP notified providers
about their responsibility to take member rights into account when furnishing services via the provider
contract and provider manual. Customer service staff members participated in weekly meetings to
identify and address any issues related to member rights. FHP had a robust HIPAA privacy policy and
procedure for ensuring appropriate protection of personal health information. FHP had a well-written,
comprehensive desktop procedure that addressed requirements related to advance directives and staff
and member education related to advance directives. FHP demonstrated that it conducts annual CHP+
chart reviews that include review of advance directive requirements.

FHP’s Credentialing Plan was compliant with NCQA requirements and guidelines and delineated the
types of practitioners and facilities subject to credentialing and recredentialing, the criteria for joining
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the FHP network, and credentialing verification sources used. FHP delegated no NCQA-required
credentialing and recredentialing activities. The Credentialing Plan described the roles of credentialing
staff members, the medical director, and the credentialing committee. FHP provided evidence of
processes for ongoing monitoring for practitioner Medicare and Medicaid sanctions, complaints, and
quality issues between recredentialing cycles.

FHP’s Quality Assurance Plan demonstrated that FHP has an ongoing comprehensive QAPI program
applicable to CHP+ members. FHP had many resources dedicated to QAPI activities: an established
organizational structure, established organizational processes related to each component of the program,
and oversight of the program by two quality improvement committees. Due to the relatively small CHP+
population, FHP integrated CHP+ members into all of its health plan-wide QAPI activities. Physician
Advisory Committee minutes confirmed that QAPI program components included peer review, medical
record review, credentialing, review of authorization outcomes, assessment of quality of care concerns,
review of grievance and appeal activity, and clinical input into quality improvement activities. FHP
participated in PIPs, HEDIS performance measures, and CAHPS surveys, which were compliant with all
related requirements. The Quality Management Program Committee (QMPC) reviewed results of
member surveys, grievances, and HEDIS measures and initiated internal corrective action plans as
indicated. The Quality Assurance Plan outlined well-defined criteria for annual evaluation of overall
effectiveness of the QAPI program. FHP had processes for adopting CPGs in compliance with
requirements and had practice guidelines in place for specific CHP+ health conditions as required by the
Department. FHP disseminated practice guidelines to members and providers through its website. FHP
demonstrated that its HIS collects, integrates, analyzes, and reports data in compliance with federal
managed care requirements. FHP’s claims processing systems collect all required data to enable monthly
encounter data submission to the Department in the required format. FHP employed automated system
edits and manual screenings of claims data from providers to ensure accuracy, timeliness, completeness,
and coding logic of claim information. FHP’s HIS adequately performed all required health information
functions.

FHP: Summary Assessment of Opportunities for Improvement and Required Actions Related to
Compliance With Regulations

Standard lll—Coordination and Continuity of Care

FHP’s policies and procedures outlined processes for ensuring delivery of care and coordination of
services but did not address the requirement that all CHP+ members or family members consent to the
medical treatment plan. In addition, while FHP preferred to coordinate care with other healthcare plans
through the member’s provider, FHP did not have procedures to directly coordinate services being
received by CHP+ members with other managed care and FFS health plans or when the member is
transitioning between health plans. FHP was required to:

e Define procedures to ensure that CHP+ members and/or authorized family members are involved in
treatment planning and consent to any medical treatment.

e Develop and implement procedures to directly coordinate services being received by CHP+
members with other managed care and FFS health plans when indicated.
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Standard IV—Member Rights and Protections

FHP’s Notification of Advance Directives desktop procedure included no provisions for providing
information regarding advance directives to an adult member’s family or surrogate if the member is
incapacitated at the time of initial enrollment. FHP was required to:

e Convert its desktop procedure into a more formal policy and procedure and revise its processes to
include provisions for providing information regarding advance directives to an adult CHP+
member’s family or surrogate if the member is incapacitated at the time of initial enrollment due to
an incapacitating condition or mental disorder.

Standard Vill—Credentialing and Recredentialing

While FHP’s credentialing and recredentialing policies and procedures described processes that were
consistent with NCQA Standards and Guidelines, on-site record reviews documented several cases in
which FHP did not comply with its policies and procedures. Examples included: accepting a provider
into the network prior to receiving the provider applicant’s signed attestation, accepting providers into
the network prior to federal sanction information being received, and failing to recredential
organizational providers within the required 36-month time frame. In addition, while review of
organizational credentialing files demonstrated that FHP adhered to the requirement for using CMS or
State quality reviews in lieu of site visits, this process was not documented in FHP’s Credentialing Plan.
FHP was required to:

e Ensure that staff members collect signed attestations from provider applicants prior to accepting the
provider into the network.

e Ensure that a provider is not accepted into the network prior to information from federal exclusion
databases being received and reviewed.

e Ensure that staff members recredential organizational providers every 36 months.

e Revise its credentialing process documentation to include the NCQA requirements related to on-site
quality assessment for unaccredited organizational providers.

Standard X—Quality Assessment and Performance Improvement

While FHP applied internal operational processes—i.e., coordination of services—to enhance the quality
and appropriateness of care for individual CHP+ members with SHCN, FHP had no mechanism within
its QAPI program to assess the overall quality and appropriateness of care furnished to these members.
While FHP has a well-defined approach for adopting and disseminating CPGs in compliance with
requirements, FHP did not demonstrate having an internal process for ensuring that other decisions to
which the guidelines apply are consistent with adopted practice guidelines. While FHP demonstrated
having the capability to produce on-demand utilization data trending reports, HSAG found no evidence
that these types of reports were reviewed or that data were sufficiently analyzed within the QAPI
program to determine potential under- or overutilization of services. FHP was required to:
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e Implement a mechanism within its QAPI program to periodically assess quality and appropriateness
of care for members with SHCN.

e Define and implement a process to ensure that utilization management (UM) decisions, member
education materials, and other areas to which practice guidelines apply are consistent with adopted
practice guidelines.

e Define and implement mechanisms within the QAPI program to systematically detect and determine
concerns regarding both underutilization and overutilization of services.

FHP: Trended Performance for Compliance With Regulations

Table 3-15 displays FHP’s compliance results for the most recent year that each standard area was
reviewed as compared to the previous review year’s results for the same standard.

Table 3-15—Compliance With Regulations Trended Performance for FHP

Most
Previous Recent
Standard and Applicable Review Years Review Review
Standard [Coverage and Authorization of Services (2013-2014, 2016-2017) 71% 91%
Standard [I—Access and Availability (20132014, 2016-2017) 73% 79%
Standard III—Coordination and Continuity of Care (2015-2016, 2018-2019)* 50% 78%
Standard IV—Member Rights and Protections (2015-2016, 2018-2019)* 80% 88%
Standard V—Member Information (2014-2015, 2017-2018) 74% 92%
Standard VI—Grievance and Appeal System (2014-2015, 2017-2018) 27% 82%
Standard VII—Provider Participation and Program Integrit
(20142015, 2017-2018) ’ : = 69% 93%
Standard VIII—Credentialing and Recredentialing (2015-2016, 2018-2019)* 77% 86%
Standard IX—Subcontracts and Delegation (2014-2015, 2017-2018) 60% NA
Standard X—Quality Assessment and Performance Improvement 739, 83%

(2015-2016, 2018-2019)*
*Bold text indicates standards reviewed by HSAG during FY 2018-2019.

Trending scores over the past six years indicate that FHP improved performance in nine of the

10 standards, with the greatest improvement (55 percentage points) observed in Standard VI—
Grievance and Appeal System and substantial improvements (18 percentage points to 28 percentage
points) in Standard [—Coverage and Authorization, Standard II[l—Coordination and Continuity of Care,
Standard V—Member Information, and Standard VII—Provider Participation and Program Integrity.
FHP also demonstrated improvement (10 percentage points or less) in four additional standards:
Standard [I—Access and Availability, Standard [IV—Member Rights and Protections, Standard VIII—
Credentialing and Recredentialing, and Standard X—Quality Assessment and Performance
Improvement. Due to HSAG scoring Standard IX—Subcontracts and Delegation requirements as “NA”
for CHP+ health plans in FY 2017-2018, there are no comparable results for Standard IX. HSAG
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cautions that, over the three-year cycle between review periods, several factors—e.g., changes in federal
regulations, changes in State contract requirements, and design of compliance monitoring tools—may
have impacted comparability of the compliance results over review periods. Over the six-year cycle of
compliance reviews, FHP has consistently demonstrated increased understanding and implementation of
compliance with managed care regulations.

Validation of Performance Measures
Compliance With IS Standards

Acc