DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-25-26
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

State Demonstrations Group

May 29, 2024

Christine Osterlund

Medicaid Director

Department of Health and Environment
900 SW Jackson Avenue, Suite 900
Topeka, KS 66612

Dear Director Osterlund:

The Centers for Medicare & Medicaid Services (CMS) completed its review of the
KanCare Interim Evaluation Report, which is required by the Special Terms and
Conditions (STCs), specifically STC #102 "Interim Evaluation Report" of the Kansas
"KanCare" (Project No: 11-W-00283/7). This Interim Evaluation Report covers the period
from January 2019 through December 2021. CMS determined that the Evaluation Report,
submitted on October 17, 2022 and revised on June 20, 2023, is in alignment with the CMS-
approved Evaluation Design and the requirements set forth in the STCs, and therefore,
approves the state's Interim Evaluation Report.

The Interim Evaluation Report is clearly written and structured, and provided a
descriptive assessment of the progress towards the demonstration goals during the initial
years of the demonstration approval period. The report incorporates a broad array of data
sources and relevant outcome measures. The findings of the Interim Evaluation Report
provide evidence that Kansas made progress toward its demonstration goals. For example,
adult access to preventive/ambulatory health services and rates of ED, observation stays,
and inpatient admissions for specified health conditions improved. The SUD-specific
findings showed that measures of initiation and engagement in alcohol and other drug
treatment modestly improved between 2017 and 2020. The state's Summative Evaluation
Report is expected to provide a fuller understanding of the demonstration's effectiveness
using advanced statistical analysis and leveraging additional years of data that may enable
separating out the confounding effects of the COVID-19 PHE from those of the
demonstration itself more effectively.
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In accordance with STC #105, the approved Evaluation Report may now be posted to the
state's Medicaid website within 30 days. CMS will also post the Interim Evaluation Report
on Medicaid.gov.

We look forward to our continued partnership on the Kansas KanCare Medicaid 1115
Demonstration. If you have any questions, please contact your CMS demonstration team.

Sincerely,
: Digitally signed by
Da ni eI |e Danielle Daly -S
Date: 2024.05.29
Da |y -S ' 002616 0400
Danielle Daly
Director

Division of Demonstration Monitoring and Evaluation

cc: Helenita Augustus, State Monitoring Lead, CMS Medicaid and CHIP Operations Group
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KanCare 2.0 Interim Evaluation Report

Evaluation of the Kansas Medicaid Section 1115(a) Demonstration
January 2019 - September 2022

Revision Date: June 6, 2023

Executive Summary

KanCare 2.0 Demonstration Overview

KanCare, the Kansas statewide mandatory Medicaid managed care program, was implemented
January 1, 2013, under authority of a waiver through Section 1115 of the Social Security Act. CMS
approved the demonstration renewal titled, “KanCare 2.0” for the period of January 1, 2019, through
December 31, 2023. KanCare is operating concurrently with the State’s Section 1915(c) Home and
Community Based Services (HCBS) waivers, and together they provide the authority necessary for the
State to require enrollment of almost all Medicaid members (including the aging, people with
disabilities, and some individuals who are dually eligible).

Building on the success of the previous KanCare demonstration, the goal for KanCare 2.0is to help
Kansans achieve healthier, more independent lives by coordinating services and supports for social
determinants of health (SDOH) and independence in addition to traditional Medicaid and Children’s
Health Insurance Program (CHIP) benefits. KanCare 2.0 aims toimprove integration and coordination of
care across the healthcare spectrum. Strategies toachieve the enhanced goals of KanCare 2.0include
service coordination, the OneCare Kansas (OCK) program, value-based models and purchasing
strategies, increasing employment and independent living supports, and telehealth (i.e., telemedicine,
telemonitoring, and telementoring) services.

It must be highlighted, much of the interim evaluation measurement period overlapped with the COVID-
19 public health emergency (PHE). The PHE was a very strong confounding variable that impacted
almost all aspects of the evaluation. As an emergency measure, disenrollment from KanCare was
suspended for many members who would otherwise have become ineligible for benefits. Consequently,
the number of KanCare membersincreasedin 2020 and 2021 (impacting utilization rates) and the
characteristics of the population changed (impacting statewide outcome measures). Also, manytypes of
health care utilization decreased during this time period due to stay-at-home andisolation processes,
while telehealth for applicable services was implemented statewide.

KanCare 2.0 activities were also drastically affected during the onset of the PHE. Initially, the MCOs were
instructed to pause many activities with members and providers to address the public health
emergency. For instance, completion of Health Screening Tools (HSTs) was briefly waived. Some changes
continued throughout the interim evaluation time period. For example,

e Monthly service utilization requirements were suspended for HCBS waiver participants

e One-year extensions for HCBS reassessments and reevaluations were allowed; and

e Telephonic or virtual services were allowed in lieu of face-to-face meetings.

Prepared by KFMC Health improvement Partners Page vi



KanCare 2.0 Interim Evaluation

Evaluation of the State of Kansas Medicaid section 1115(a) Demonstration — KanCare 2.0
Reporting Period — January 2019 — September 2022

Executive Summary

Where feasible, adjustments were made to the analytic plans to account for the pandemic’s impact on
measurement outcomes. However, the overall impact of the COVID-19 pandemic on the KanCare 2.0
program overall is still unknown. The data and analytic results for 2022 and 2023 will provide a better
assessment of the impact of KanCare 2.0 efforts. Thus, the results presented here should be interpreted
with strong caution.

KanCare 2.0 Demonstration Goal and Hypotheses
The KanCare 2.0 demonstration goal and four hypotheses are described in Figures ES-1.

To help Kansans achieve healthier, more independent lives by coordinating services and supports for
social determinants of health and independence in addition to traditional Medicaid benefits.

Value-based models and purchasing strategies will further integrate services and eliminate the
Hypothesis 1 current silos between physical health services and behavioral health services, leading to
improvementsin quality, outcomes, and cost-effectiveness.

Increasing employment and independent living supports for members who have disabilities or
Hypothesis 2 behavioral health conditions, and who are living and workingin the community, will increase
independence and improve health outcomes.

Use of telehealth (e.g., telemedicine, telemonitoring, and telementoring) services will enhance access

to care for KanCare memberslivingin rural and semi-urban areas. Specifically:

a. Telemedicine will improve access to services such as speech therapy.

Hypothesis 3 b. Telemonitoring will help members more easily monitor health indicators such as blood pressure
or glucose levels, leading to improved outcomes for members who have chronic conditions.

c. Telementoringcan pair rural and semi-urban healthcare providers with remote specialists to
increase the capacity for treatment of chronic, complex conditions.

Removing payment barriers for services provided in Institutions for Mental Diseases (IMDs) for
Hypothesis 4 KanCare members will result in improved beneficiary access to substance use disorder (SUD)
treatment services.

Figure ES-1. KanCare 2.0 Demonstration Goaland Hypotheses

Interim Evaluation of KanCare 2.0 Demonstration

In accordance with the CMS guidelines, the KanCare 2.0 evaluation design for January 1, 2019, through
December 31, 2023, was submitted for CMS approval. An updated evaluation designas per CMS
guidance and feedback was approved by CMSon February 19, 2020.

KFMC Health Improvement Partners (KFMC), under contract withthe Kansas Department of Healthand
Environment (KDHE), Division of Health Care Finance (DHCF), serves as the External Quality Review
Organization (EQRO) for KanCare. As the EQRO, KFMC is conducting the required KanCare 2.0
evaluation, and has preparedthis interim evaluation report to reflect evaluation progress and present
findings to date. Measurement data are provided, as available, for the time period of January1, 2019,
through December 31, 2021, while updates and qualitative data are provided for the time period
through September 30, 2022.
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KanCare 2.0 Interim Evaluation
Evaluation of the State of Kansas Medicaid section 1115(a) Demonstration — KanCare 2.0

Reporting Period — January 2019 — September 2022
Executive Summary

KanCare 2.0 Demonstration Evaluation Questions
The evaluation questions were developed in alighment with the demonstration’s goal and four
hypotheses (Figure ES-2).

1. Didthe Service Coordination Strategy of integrating physical and behavioral health services
Overall Care provided to KanCare membersimprove quality of care, health, and cost outcomes?
Coordination 2. Didthe OneCare Kansas program that implements comprehensive and intense method of care
coordination improve the quality of care, health, and cost outcomes?

1. Didthe Value-Based Provider Incentive Program increase integration and reduce silos between
physical and behavioral health services provided to KanCare members?

2. Didthe Value-Based Provider Incentive Program for integration between physical and behavioral
health servicesimprove quality of care, health, and cost outcomes?

Hypothesis 1

1.
2
3
4.

1. Did provision of supports for employment and independent living to the KanCare 2.0 members
Hypothesis 2 with disabilities and behavioral health conditions who are living in the community improve their
independence and health outcomes?

Did use of telemedicine servicesincrease over the five-year period for KanCare members livingin
rural or semi-urban areas?

Did use of the tele-monitoring services increase over the five-year period for KanCare members
with chronic conditions livingin rural or semi-urban areas?

Evaluation question related to telementoring: Data sources for describing the baseline and five -
year status of the use of telementoringto pair rural and semi-urban healthcare providers with
remote specialists are currently not known; therefore, the related evaluation question and design
will be developed later.

Did use of telemedicine increase access to services over the five-year period for KanCare members
livingin rural or semi-urban areas?

Hypothesis 3

1. Did removing payment barriers for services provided in IMDs for KanCare membersimprove
Hypothesis 4 members’ access to substance use disorder (SUD) treatment services.
(Evaluation of Hypothesis4 was conducted as a part of the SUD Demonstration Evaluation).

Figure ES-2. KanCare 2.0 Demonstration Evaluation Questions

KanCare 2.0 Demonstration Interim Evaluation Results
a. Evaluation of the KanCare 2.0 Service Coordination Strategy

To examine whether the Service Coordination Strategy of integrating physical and behavioral health
services provided to KanCare members improves quality of care, and health and cost outcomes, the
evaluation methodology included assessment of the performance measures (listed in Figure ES-3) in the
following comparison populations.

e Intervention Group: Members who had a Health Risk Assessment (HRA) and Person-Centered
Service Plan (PCSP) during 2019 to 2021

Comparison Group 1: Intervention Group members from 2016 to 2018 (pre-intervention period).
Comparison Group 2:

0 Members who had a Health Screen Assessment (HSA) that met an HRA threshold and received
traditional care (i.e., did not receive a PCSP).

0 Members who had an HSA total score from 18 to 22 and did not meet an HRA threshold and
received traditional care.
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Evaluation of the State of Kansas Medicaid section 1115(a) Demonstration — KanCare 2.0

Reporting Period — January 2019 — September 2022
Executive Summary

Adults’ Access to Preventive/Ambulatory Health Services (AAP)

Annual Dental Visit (ADV)

Adolescent Well-Care Visit (AWC)

ED Visits, Observation Stays, or Inpatient Admissions for Diabetic Ketoacidosis/Hyperglycemia, Acute

Measure 4 . - A
Severe Asthma, Hypertensive Crisis, Fall Injuries, SUD, or Mental Health Issues

Outpatient or Professional Claims for Diabetic Retinopathy, Influenza, Pneumonia or Shingles

Figure ES-3. Performance Outcome Measures for KanCare 2.0 Service Coordination Strategy

Measure 6 Emergency Department Visits (Overall)

Evaluation

Since all HCBS waiver participants are eligible for service coordination, they represent a higher
percentage of members participating in service coordination than non-HCBS participants. Examples of
non-HCBS participants in service coordination may include members with behavioral health needs or
complex/chronic conditions, members in nursing facilities, residential facilities, or hospitals, and
members in foster care. The ratio of HCBS waiver participants to non-HCBS participants was different
between the intervention and control groups: 82% of the 23,807 members in the Intervention Group
were members receiving HCBS services compared to 26% of the 26,712 members in Control Group 2. Of
the 4,366 non-HCBS recipients in the Intervention Group, 77% were from one MCO; the reason for this
difference is unknown.

A lack of standardization of the HST, HRA, Needs Assessment and PCSP variable fields, in the datasets
provided by the MCOs, created limitations in compiling the Intervention and Comparison Groups

needed for the interim evaluation measurement period. Through an MCO contract amendment, the HST
was standardized, withimplementation of the standardized tool occurring in early 2022.

Key Results and Conclusions

e Assessment results support the assertion that KanCare 2.0 Service Coordination Strategy had a positive impact on rates of
the following measure:
o Outpatient or Professional Claims (for diabetic retinopathy, influenza, pneumonia, or shingles)

e While improvements were not seen in the other measures, no conclusions can be de termined due to the changesin
healthcare utilization during the pandemic.

e The MCOs’ challengesinimplementing the strategy asintended (e.g., contacting members, completing screenings and
needs assessments) and the impacts of the COVID-19 pandemic must be considered before judging the success or failure
of the strategy.

Recommendations

e Asthe State completes the PHE winding down period, review and improve the steps applied by the
three MCOs to ensure all members eligible for participation in the Service Coordination Strategy
receive an HRA and Needs Assessment, along witha PCSP and coordinated care, as appropriate
during the remaining years of the KanCare 2.0 demonstration. Application of the Service
Coordination Strategy to all eligible members will assist inachieving its impact on the performance
outcomes.
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b. Evaluation of the OneCare Kansas Program

Quantitative Evaluation of OCK Program

KDHE-DHCF developed the OneCare Kansas (OCK) program that is offered to KanCare 2.0 members with
chronic conditions and is designed to apply a comprehensive and intense method of care coordination
thatintegrates and coordinates all services and supports to treat the ‘whole person’ across the life span.
The focus is on members with certain chronic conditions involving mental healthand asthma. Initially,
eligibility was limited to members diagnosed with severe bipolar disorder, paranoid schizophrenia, or
asthma (plus one other qualifying health condition). Effective April 1, 2021, qualifying diagnoses were
expanded to additional severe mental illnesses and/or expanded types of asthma which increased the
eligible population. Eligible members are invited to opt-in to the program. Care coordination is provided
by contracted providers, OCK Partners (OCKPs), which are primarily Community Mental Health Centers
but also include Federally Qualified Health Centers, individual primary care practices, providers who
serve individuals with developmental disabilities, and other community-based mental health providers.
As of April 1, 2022, OCK had 3,272 enrolled members.

The OCK program evaluation included the assessment of the performance outcome measures (listedin
Figure ES-4) the following comparison populations.

Intervention Group—KanCare 2.0 members eligible for participation in OCK who were enrolled in
the program for at least 3 months of the measurement year (2020 and 2021).

Comparison Group 1 -Members of Intervention Group with their outcome data abstracted for the
pre-intervention period (2016—-2019).

Comparison Group 2 —-KanCare 2.0 members who met OCK eligibility criteria based on MMIS
encounter data but did not enter OCKand received traditional care (2020-2021).

Adults’ Access to Preventive/Ambulatory Health Services (AAP)

Annual Dental Visit (ADV)

Adolescent Well-Care Visit (AWC)

ED Visits, Observation Stays, or Inpatient Admissions for Diabetic Ketoacidosis/Hyperglycemia, Acute

Measure 4 . . A
Severe Asthma, Hypertensive Crisis, Fall Injuries, SUD, or Mental Health Issues

Outpatient or Professional Claims for Diabetic Retinopathy, Influenza, Pneumonia or Shingles

Measure 6 Emergency Department Visits (Overall)

Figure ES-4. Performance Outcome Measuresfor OneCare Kansas Program Evaluation

Key Results and Conclusions

e Resultssupport the assertion that OCK had a positive impact on rates of the following measures:
o  Adults’ Access to Preventive/Ambulatory Health Services
o Adolescent Well-Care Visits
o  Annual Dental Visit — had a positive impact on Annual Dental Visits rates, but less definitively.
e There is potential for the other measuresto improve during the remainder of the demonstration, as multiple measures
showed relative improvements but were not statistically significant.
e While data are provided for the OCK evaluation measures, conclusions regarding the effectiveness of the strategy are not
possible at thistime.
e MCOs’ data filesindicated the MCOs’ processesto determine members’ OCK eligibility, per the State’s criteria, had some
variability. Differences were also seen between KFMC's identification of eligibl e members from encounters using these
criteriaand the dataset provided by one of the MCOs, with KFMC identifying more eligible members.
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Recommendations
e Ensurestandardization of the MCOs’ processes to determine members’ eligibility for the OCK
program, per the State’s criteria.

Qualitative Evaluation of OCK Program

Information from the OCK Learning Collaborative meetings summary reports from April 2020 through
March 2022 was abstracted for qualitative evaluation. Information was also abstracted from the OCK
Program’s June 2021 online survey of OCK partners (OCKPs), six regional virtual meetings with OCKPs in
July 2021, and avirtual polling sessionin March 2022. The sixitems examined are listed in Figure ES-5.

Learning needsidentified and discussed by the OCK Learning Collaborative participants

Factors that facilitated the OCK implementation to achieve its goals, April 2020—March 2022

Barriers/challenges seen in the implementation of the OCK program

Observations related to the OneCare Kansas program success in achievingits goals

Assistance needed by the OCK Partners from Partners’ Network and State/MCO Implementation Team
to assure quality services

Recommendations and Potential Next Steps for the OCK program

Figure ES-5. Qualitative Items for OneCare Kansas Program Evaluation

Key Results and Conclusions

e OCKPs’ key observations regarding OCK program successesincluded:

o Improved care coordination

o Improved support of membersand increase in member trust and engagement

o Increased partner collaboration

o Sharing information about the program with community partners
e OCKPs’ key recommendations and suggestions for potential next steps:

o Increase access to medical care among non-compliant patients by allowing initial in-person appointment and virtual
appointments for follow-up visits.
OCKPs across the state could build their professional networks and provide mutual support outside the State forums.
Development and use of the provider directory to assist in communication and collaboration across OCKPs’ network.
Improve program processesand systems.
Develop connections with local foster care contractors, child placing agencies, and local hospitals.
Identification of the opportunities to obtain hospital data and provision of organizational data.

O O O O O

Recommendations
e Determine OCK partners’ continued learning needs specific to working with OCK members and their
diagnoses; provide related Learning Collaborative training or other resources.

c. Evaluation of KanCare 2.0 Hypothesis 1 — MCOs’ Value-Based Provider Incentive Programs
Each of the three MCOs designed a value-based provider incentive program (VBPs)to address KanCare
2.0 Hypothesis 1:

e Aetna— CARE and CARE+ Programs with Community Mental Health Centers.

e Sunflower — Behavioral Health Project.

e UnitedHealthcare —Pediatric Care Network Project.

Prepared by the KFMC Health Improvement Partners Page xi



KanCare 2.0 Interim Evaluation

Evaluation of the State of Kansas Medicaid section 1115(a) Demonstration — KanCare 2.0
Reporting Period — January 2019 — September 2022

Executive Summary

The three MCOs were in the process of initiating their VBPs. Therefore, data were not available from
these projects. The evaluation of Hypothesis 1 will be conducted as a part of summative evaluation of
KanCare 2.0.

d. Evaluation of KanCare 2.0 Hypothesis 2 — Employment and Independent Living Supports for
KanCare 2.0 Members With Disabilities
Outcome measures data for the evaluation of Hypothesis 2 were not collected by two MCOs as a part of
their Health Risk Assessment (HRA) tool. In 2021, the State and MCOs revised the HST to include the
guestions required for data collection of the Hypothesis 2 evaluation measures. As the standardized HST
was not fully implemented until May 2022, data for Hypothesis 2 outcome measures are not currently
available. The evaluation of Hypothesis 2 will be conducted as a part of the summative evaluation of
KanCare 2.0.

e. Evaluation of KanCare 2.0 Hypothesis 3 — Use of Telehealth Services

The evaluation of Hypothesis 3, comprised of quantitative and qualitative components, examined

whether the use of telehealth services (telemedicine, telemonitoring, and telementoring) enhanced

access tocare for KanCare members living in rural and semi-urban areas.

e Telemedicine: connecting participating providers with members at distant sites for purposes of
evaluation, diagnosis, and treatment through two-way, real time interactive communication.

Telemonitoring: technologies that measure healthindicators of patients in their homes and
transmit the data to an overseeing Provider.

Telementoring: technologies to connect community providers with specialists for consultations,
grandrounds, education, and to fully extend the range of care available within a community
practice.

Quantitative Evaluation of KanCare 2.0 Hypothesis 3

The use of telemedicine services and use of telemonitoring services were examined for the period of
January 2018 through December 2021, with cross-year comparisons. The members who received
telehealth strategies (telemedicine and telemonitoring strategies) constituted the Intervention Group.
The evaluation measures regarding telemedicine and telemonitoring services are listed in Figures ES-6
and ES-7.

Percentage of telemedicine services received by the memberslivingin the rural and semi-urban (Non-
Urban) areas who received telemonitoring services

Number of receiving sites for telemedicine services in the rural and semi-urban (Non-Urban) areas

Percentage of memberslivingin the rural or semi-urban areas (Non-Urban) who received telemedicine
services

Speech Therapy Analysis; Individual Psychotherapy Analysis; Family and Group Psychotherapy Analysis;
and Community Psychiatric Supportive Treatment Analysis:

e Measure 4: Number of paid claimswith selected procedure codes

e Measure 5: Number of members with selected diagnosis per 1,000 members

Measures

e Percentage of KanCare members with selected diagnosisreceiving selected treatment

Figure ES-6. Performance Outcome Measuresfor the Evaluation of Use of Telemedicine Services
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Percentage of members livingin the rural and semi-urban (Non-Urban) areas who received
telemonitoring services

Number of telemonitoring services provided to members livingin the rural and semi-urban (Non-
Urban) areas

Number of providers monitoring health indicator data transmitted to them by membersreceiving
telemonitoring services

Figure ES-7. Performance Outcome Measuresfor the Evaluation of Use of Telemonitoring Services

Key Results and Conclusions

Telemedicine Services

e Resultsfor all measures examined support the assertion that the use of telemedicine servicesincreased among KanCare
2.0 members (Non-Urban and Urban).

e These increasescorresponded to the onset of the PHE and may be due to changes related to the provision of services by
providersand their usage by members made during these years.

e The increasesin usage were higher among Urban members compared to Non-Urban membersin these years.

o Though still above the pre-COVID-19 PHE years, usage of telemedicine servicesamong members started showing decline
in 2021 compared to 2020.

Telemonitoring Services

e Resultsfor all telemonitoring evaluation measures support the assertion ofincreased use of telemonitoring services
among Non-Urban KanCare 2.0 members:
o Percentage of memberslivingin rural and semi-urban (Non-Urban) areas who received telemonitoring services.
o Number of telemonitoring services provided to members living in the rural and semi-urban (Non-Urban) areas.
o Number of providers monitoring health indicator data transmitted to them by members receiving telemonitoring
services.

Qualitative Evaluation of Hypothesis 3

Use of Telementoring Services

The data sources are not currently available to describe the status of the use of telementoring;
therefore, quantitative evaluation was not conducted. The evaluation focused on summarizing the
telementoring efforts implemented by Sunflower Health Plan, the University of Kansas, andthe
University of Missouri, using the Project ECHO (Extension for Community Healthcare Outcomes) Model.

Key Results and Conclusions

e From March 2019 through November 2021, there were twelve Project ECHO series comprised of fifty-one sessions, with
an average of 42 participants (from multiple disciplines) per session. Project ECHO topicsincluded behavioral health,
SDOH, care coordination, preventive health, and care for individual populations and diagnoses.

e Evaluation results (obtained after each session by the Project ECHO host) indicated participants’ knowledge of the topic
improved, and they obtained helpful skills and techniques to improve professional practice.

Telehealth Provider Survey

Qualitative information was also collected, through a short online survey, from KanCare providers who
offered telehealth services to KanCare members in 2020 or 2021. Seventy-three providers completed
the survey, with the majority from behavioral health care providers.
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Key Results and Conclusions

e Most respondents “strongly agree” or “agree” that telehealth hasimproved access to care for KanCare members. It expands

their ability to see clients/patients over a greater geographic distance, and it isimportant to the success of their
organization. About two-thirds of the respondents “strongly agree” or “agree” that telehealth increases their ability to see
more clients/patients, it fills an essential practitioner gap in their organization, improves workflow efficiencies in their
practice, and it improves the quality of care for clients/patients.

Most of the survey respondents “strongly agree” or “agree” clients are just as engaged and make as much progress on their
treatment goals using telehealth visits asin using face-to-face visits.

Following are key barriers in providing telehealth services, identified by survey respondents, with the first two bullets bei ng
the most frequently noted:

o Clientslackingthe technology and resources for telehealth services (mobile phones, computers, internet access)

o Lack ofclient familiarity or comfort with using telehealth services

o Lack ofreliable internet for providers

o Telehealth services not considered as effective asin-person services

Only 6% of respondentsindicated their usage of telehealth visits would decrease in the future; 50% anticipating the number
of telehealth visits for KanCare members will “increase somewhat.”

Recommendations

Ensure application of the strategiestoimprove the usage of telemedicine and telemonitoring
services among Non-Urban members to increase their access toappropriate care.

Continue to expand the use of telementoring, ensuring all MCOs develop and implement plans for
this.

Ensureincreased provision and utilization of telementoring sessions to increase the capacity of rural
and semi-urban healthcare providers for the treatment of chronic, complex conditions among Non-
Urban members.

Assist the University partners and Health Plans providing telementoring sessions in developing a
standardized evaluation component to assess the impact of these sessions inimproving the capacity
of providers in rural and semi-urban areas.

Develop a data warehouse to collect the information on the telementoring sessions offered to
providers and to assess theirimpactin increasing the capacity rural and semi-urban healthcare
providers have for the treatment of chronic, complex conditions among Non-Urban members.

The Evaluation of KanCare 2.0 Hypothesis 4 — Removal of Payment Barriers for Services
Provided in Institutions for Mental Diseases for KanCare Members with SUD

A separate report is prepared describing the results for the evaluation of KanCare 2.0 Section 1115 SUD
Demonstration.

g.

Monitoring of the Overall KanCare 2.0 Performance Measures

The Healthcare Effectiveness Data and Information Set (HEDIS), Consumer Assessment of the Healthcare
Providers and Systems (CAHPS) Survey, National Core Indicators—Intellectual/Developmental Disability
(NCI—1/DD) survey, and National Core Indicators —Aging and Disabilities (NCI-AD) Survey measures
relatedto the areas for improvement from the prior evaluation of the KanCare Demonstration (2013—
2018) were assessed. The measures examined are listed in Figure ES-8.
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e Prenatal and Postpartum Care (PPC)
o Timeliness of Prenatal Care
o Postpartum Care
HEDIS Comprehensive Diabetes Care
Measures e Hemoglobin Alc Control for Patients with Diabetes (HBD)
o HbAlc Control (<8.0%)
o Poor Control HbAlc (>9.0%)
e Eye Exam Performed for Patients with Diabetes (EED)

Medical Assistance with Smoking and Tobacco Use Cessation
e Advising Smokersand Tobacco Users to Quit
e Discussing Cessation Medications

CAHPS
Survey
Measures

e Discussing Cessation Strategies

Social and Community Engagement Among Adult KanCare Members Receiving At Least One
Intellectual/Developmental Disability (I/DD) Waiver Service

e Can see and communicate with their family when they want (if not living with family)

e Has friends (may be staff or family) and can see them when wants

e Able to go out and do the things they like to do in the community as often as they want
e Servicesand Supports help person live agood life

e Decidesorhas inputin deciding how to spend free time

e Decidesor has inputin deciding daily schedule

NCI-I/DD
Survey
Measures

Social and Community Engagement Among Adults and Seniors Participatingin the FE, PD, and Bl Waiver
Programs to Receive LTSS
e Percentage of people who are always able to see or talk to friends and family when they want to (if
NCI -AD have friends and family who do not live with person)
Survey e Percentage of people who are able to do things they enjoy outside of home as much as they want to
Measures e Percentage of people whose services help them live abetter life
e Percentage of people who like how they spend their time during the day
e Proportion of people who get up and go to bed when they want to
e Percentage of people who can eat their meals when they want to

Figure ES-8. Performance Measures for the Overall Monitoring of KanCare 2.0

Key Results and Conclusions

e Resultsfor the following measures support the assertion that the overall performance of KanCare 2.0 improved:
o  HEDIS Measure
L Postpartum Care
o NCI-AD Survey Measure
= Percentage of people whose services help them live a better life
e These measureshad high percentages (280%) though no improvements were seen:
o NCI-AD Survey Measures
= Always able to see or talk to friends and family when they want to
= Get up and go to bed when they want to
= Can eattheir mealswhen they want to
e While improvementswere not seen in other measures, no conclusions can be determined due to the changesin
healthcare utilization during the pandemic.
e 2019-20 NCI Survey data collection was halted due to COVID pandemic. Therefore, social and community engagement
measures among adult KanCare membersreceiving at least one I/DD waiver service were not examined.
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Recommendations

e Reviewand ensure strategies are applied by the MCOs and health care providers to improve
provision of timely prenatal care, comprehensive diabetes care, and medical assistance for smoking
and tobacco use cessationto KanCare 2.0 members.

e Asthe State completes the PHE winding down period, ensure MCOs and health care providers
implement strategies toimprove the social wellbeing of members receiving I/DD waiver services.
Ensure the PCSPs of these members include the provision of assistance for themto engage socially,
with friends and family, when they want.

e Asthe State completes the PHE winding down period, ensure MCOs and health care providers
implement strategies toimprove social and community engagement among adults and senior
members obtain long termservices and supports through the Frail Elderly, Physical Disability and
Brain Injury waiver programs. Ensure the PCSPs of these members include provision of assistance for
them to engage in activities of their interest outside their home when they want and to decide their
daily activities.

Interpretations, and Policy Implication and Interactions with Other
State Initiatives

KFMC will address the policy implications and interactions with other state initiatives in the summative

KanCare 2.0 evaluation. Itis not yet known how much the COVID-19 pandemic will influence the impact
of the KanCare 2.0 program overall. It will take more years to assess the impact of the program, overall,
outside of the context of the pandemic.

Lessons Learned and Recommendations for States

There were a few lessons learned as a result of this interim evaluation. These lessons learned are also
recommendations to State Medicaid agencies for future demonstrations, as well as for the State of
Kansas for the remainder of KanCare 2.0.

e There were additional delays in the implementation of KanCare 2.0 strategiesthat appeared
unrelated to the delays due to the COVID-19 pandemic, such as the MCOs’ Value Based Provider
Incentive Program delays. These delays will impact the ability to evaluate the efficacy of the KanCare
2.0 program, as a whole. KFMC recommends State Medicaid agencies evaluate MCO delays to
determine whether they are unavoidable or whether stronger enforcement of timelines is
warranted.

e Some of the programs that began (or were intended to begin) during the evaluation timeframe
proved to be more time-intensive to implement than anticipated. KFMC recommends State
Medicaid agencies and MCOs explore ways to accelerate the time to implementation of the
programs, as designed. This will help to ensure adequate time is allowed for fully conducting the
strategy activities, collecting data, and fully testing the hypotheses.

e Lessons learned and recommendations for other State Medicaid agencies will be further addressed
in the summative KanCare 2.0 evaluation report.
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Summary of Opportunities for Improvement and Recommendations

e MCO care coordination assessment: As the public health emergency completes its winding down
period, all members eligible for participationin the Service Coordination Strategy should receive the
appropriate assessments.

e OneCareKansas capacityand provider training: The State should ensure the MCOs have a
standardized process to determine member eligibility for OCK. The State and MCOs should continue
to support the OCK Learning Collaborative, and address providers’ training needs regarding working
with OCK members (e.g., motivational interviewing, health literacy) and specific diagnoses.

¢ Increasetelemedicine and telemonitoring utilization: The State and MCOs should review and
implement, as feasible, the provider recommendations for how to improve telehealth services. The
State and MCOs should also seek ways to increase the use of telemonitoring services.

e Improve telementoring opportunities and capacity: The State should ensure all MCOs develop and
implement plans to increase telementoring opportunities targeted towards providers in rural and
semi-urban areas of the state, as well as continue to support current telementoring efforts.
Standardized methods should also be developed and implemented to collect information on
telementoring opportunities across the state and to evaluate the impact for KanCare 2.0 providers,
especiallythose in rural and semi-urban parts of Kansas.

e Strategies to improve quality and timeliness of care: The MCOs should evaluate their Quality
Assurance and Performance Improvement Programs to ensure they and contracted providers are
developing and applying strategies toimprove identified KanCare 2.0 performance measures
(prenatal, comprehensive diabetes care, medical assistance for smoking and tobacco use cessation).

e Strategies toimprove member socialand community engagement: As the public health emergency
completes its winding down period, the State should ensure the MCOs are working through their
own care management processes (specifically using the PCSP), as well as with contracted providers,
to improve social and community engagement for members on waiver services (I/DD, FE, PD, and
BI).
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General Background Information

KanCare, the Kansas statewide mandatory Medicaid managed care program, was implemented

January 1, 2013, under authority of a waiver through Section 1115 of the Social Security Act. The initial
demonstration was approved for five years, and the Centers for Medicare and Medicaid Services (CMS)
approved a one-year extension on October 13, 2017. The State submitted the Section 1115
demonstration renewal application for the KanCare program, titled “KanCare 2.0,” in December 2018.1
CMS approved the renewal of the KanCare 2.0 demonstration for the period of January 1, 2019, through
December 31, 2023.2

In accordance with CMS guidelines, the KanCare 2.0 evaluation design for the period of January1, 2019,
through December 31, 2023, was submitted for CMS approval. The CMS review of the evaluation design
was received November 18, 2019. An updated evaluation design as per CMS guidance and feedback was
submitted, and it was approved by CMSon February 19, 2020.3

KFMC Health Improvement Partners (KFMC), under contract withthe Kansas Department of Healthand
Environment (KDHE), Division of Health Care Finance (DHCF), serves as the External Quality Review
Organization (EQRO) for KanCare. As the EQRO, KFMC is conducting the required KanCare 2.0
evaluation, and has preparedthis interim evaluation report to reflect evaluation progress and present
findings to date. Measurement data are provided, as available, for the time period of January 1, 2019,
through December 31, 2021, while updates and qualitative data are provided for the time period
through September 30, 2022. A KanCare 2.0 Interim Evaluation Report was submitted on October 20,
2022. CMS’s feedback and recommendations for revisions were received April 21, 2023.4 This updated
interim report incorporates modifications recommended by CMS.

KanCare 2.0is an integrated Medicaid managed care program that serves the State of Kansas through a
coordinated approach. KanCare is operating concurrently with the State’s Section 1915(c) Home and
Community Based Services (HCBS) waivers, and together they provide the authority necessary for the
State to require enrollment of almost all Medicaid members (including the aging, people with
disabilities, and some individuals who are dually eligible). The KanCare managed care delivery system
provides state plan and HCBS waiver services to Medicaid recipients statewide.®

The original goals of the KanCare demonstration focused on providing integrated and whole-person
care, creating health homes, preserving, or creating a path to independence, and establishing
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alternative access models with an emphasis on home and community basedservices. Building on the
success of the current KanCare demonstration, the goal for KanCare 2.0is to help Kansans achieve
healthier, more independent lives by coordinating services and supports for social determinants of
health and independence in addition to traditional Medicaid and Children’s Health Insurance Program
(CHIP) benefits.! KanCare 2.0 aims toimprove integration and coordination of care across the healthcare
spectrum. Services related to social determinants of healthinclude addressing safe housing; food
sources; educational, economic, and job opportunities; access to health care services; transportation
options; community-based resources in support of community living; and opportunities for recreational
and leisure-time activities. Services that address social determinants of independence are tailored to an
individual’s vision for their life, including areas such as career, community participation and
contribution, and social/emotional connections. Strategies to achieve the enhanced goals of KanCare 2.0
include service coordination, the OneCare Kansas (OCK) program, value-based models and purchasing
strategies, increasing employment and independent living supports, and telehealth (i.e., telemedicine,
telemonitoring, and telementoring) services.

KanCare 2.0 expands upon care coordination to provide service coordination, which is a comprehensive,
holistic, integrated approach to person centered care.! It allows for maximum access to supports by
coordinating and monitoring all of an individual’s care (acute, behavioral health, and long term services
and supports [LTSS]) through direct interventions, provider referrals, and linkages to community
resources. Case management, disease management, discharge planning, and transition planning are also
elements of service coordination. All professionals involved in a member’s care communicate with one
another sothat the member’s medical and behavioral health and social service needs are addressedin a
comprehensive manner. The coordination of a member’s careis done through a dedicated care manager
who oversees and coordinates access to all of the services a member requires to optimize their health.>

KDHE-DHCF developed the OneCare Kansas (OCK) program that is “offered to KanCare 2.0 members
with chronic conditions and is designed to apply a comprehensive and intense method of care
coordination that integrates and coordinates all services and supports to treat the ’whole person’across
the life span.” The focus is on members with certain chronic conditions involving mental healthand
asthma. Initially, eligibility was limited to members diagnosed with Severe Bipolar Disorder, Paranoid
Schizophrenia, or Asthma (plus one other qualifying health condition). Effective April 1, 2021, qualifying
diagnoses were expanded to additional severe mentalillnesses and/or expanded types of asthma which
increasedthe eligible population. Eligible members are invited to opt-in to the program.® Care
coordination is provided by contracted providers, OCK Partners (OCKPs), including primarily Community
Mental Health Centers, as well as Federally Qualified Health Centers, individual primary care practices,
providers who serve individuals with developmental disabilities, and other community-based mental
health providers (CBMH).” All professionals involved in a member’s care communicate with one another
so thatthe member’s medical and behavioral health and social service needs are addressedin a
comprehensive manner. The coordination of a member’s care is done through a dedicated care manager
who oversees and coordinates access toall of the services a member requires to optimize their health.®
The OCKPs are required by KDHE policy to participate in the OCK Learning Collaborative, a peer-to-peer
learning activity.” As of April 1, 2022, OCK had 3,272 enrolled members.

Value-based purchasing (VBP) strategies include provider payment and/or innovative delivery system
design methods between managed care organizations (MCOs) and their contracted providers, as well as
the pay-for-performance (P4P) program between the State and contracted MCOs.
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The State has asked KanCare 2.0 MCOs to utilize telehealth solutions in designing, establishing, and
maintaining provider networks and to develop models to expand use and effectiveness of telehealth
strategies, including telemedicine, telemonitoring, and telementoring, with a focus on enhancing access
to services in rural or semi-urban areas, accessto behavioral health services, and support chronic pain
management interventions.! The State document for MCOs titled “Kansas Medicaid Managed Care
Request for Proposal for KanCare 2.0” has described telemedicine, telemonitoring, and telementoring as
follows (pp. 106-107):8

a) “Telemedicine: The State is interested in positively impacting member access by exploring
telemedicine strategies that expand the full scope of practice by connecting network providers with
members at distant sites for purposes of evaluation, diagnosis, and treatment through two-way, real
time interactive communication. such projects can greatly enhance access, save time, money and
improve outcomesin communities with limited access to health care.” The state has defined
telemedicine as “connecting participating providers with members at distant sites for purposes of
evaluation, diagnosis, and treatment through two-way, real time interactive communication.”

b) “Telemonitoring: Technologies that target specific disease type (i.e. congestive heart failure) or high
utilizers of health services, particularly ER services and medication regimen management.
Technologies are available that measure health indicators of patientsin their homes and transmit
the data to an overseeing Provider. The provider, who might be a physician, nurse, social worker, or
even a non-clinical staff member, can filter patient questions and report to a clinical team as
necessary. The goal would be to reduce admission, ER utilization and improve overall health of the
member.”

c) “Telementoring: Technologies such as the Project ECHO model to connect community PCPs with
specialists remotely located to provide consultations, grand rounds, education, and to fully extend
the range of care available within a community practice. The State is also interested in ways that the
use of telementoring can attract and retain providers in rural health shortage areas. This could
include creating learning and joint consultation strategies that may make working in more isolated
environments or practices more attractive.”

It must be highlighted, much of the interim evaluation measurement period overlapped with the COVID-
19 public health emergency (PHE). KanCare 2.0 activities were drastically affected during the onset of
the PHE (pandemic). Initially, the MCOs were instructed to pause many activities with members and
providers in order to address the public health emergency. For instance, completion of Health Screening
Tools (HSTs) were briefly waived. Some changes continued throughout the interim evaluation time
period. For example:
e The State obtained an HCBS waiver amendment from CMS, effective January 27, 2020. This
amendment remains effective through six months after the end of the public health emergency; the
end date is yet to be determined. A couple elements of the amendment that could more directly
impact this evaluation included
o suspending the requirement for an HCBS waiver participant to use at least one service every 30
days;

o allowing telephonic services for case management and monthly monitoring;

o allowing an extension for reassessments and reevaluations for up to one year past the due date;
and,

o allowing the option to conduct evaluations, assessments, and person-centered service planning
meetings virtually/remotely in lieu of face-to-face meetings.

e InMarch2020 a State moratorium on member face-to-face visits was implemented, and the MCOs
and members needed to re-adjust to telephonic or tele-video visits. The moratorium was lifted in
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April 2021, with judgement allowed related to the particular case or need, while there were some
continued limitations on in-person group meetings (e.g., wrap-around team meetings) and nursing
home visits. Through at least January 2022, there was variationin the MCOs’ and members’
resumption of face-to-face visits, due to continued fluctuations in COVID-19 rates.

Furthermore, the pandemic affected the overall utilization of health care services throughout the state.
Itis not yet known how much the COVID-19 pandemic will influence the impact of the KanCare 2.0
program overall. It will take more years to assess the impact of the KanCare 2.0 program outside of the
context of the pandemic. Thus, the results presented here should be interpreted with strong caution.

Evaluation Question and Hypotheses

KanCare 2.0 Demonstration Goal

The goal for KanCare 2.0is to help Kansans achieve healthier, more independent lives by coordinating
services and supports for social determinants of health and independence in addition to traditional
Medicaid benefits.>

KanCare 2.0 Demonstration Hypotheses

1. Value-based models and purchasing strategies will further integrate services and eliminate the
current silos between physical health services and behavioral health services, leading to
improvements in quality, outcomes, and cost-effectiveness.

2. Increasing employment and independent living supports for members who have disabilities or
behavioral health conditions, and who are living and working in the community, will increase
independence and improve health outcomes.

3. Useof telehealth(e.g., telemedicine, telemonitoring, and telementoring) services will enhance
access to care for KanCare members living in rural and semi-urban areas. Specifically:

a. Telemedicine will improve access toservices such as speech therapy.

b. Telemonitoring will help members more easily monitor healthindicators suchas blood pressure
or glucose levels, leading to improved outcomes for members who have chronic conditions.

c. Telementoring can pair ruraland semi-urban healthcare providers with remote specialists to
increase the capacity for treatment of chronic, complex conditions.

4. Removing payment barriers for services provided in Institutions for Mental Diseases (IMDs) for
KanCare members will result in improved beneficiary access tosubstance use disorder (SUD)
treatment services.

This areaintentionally left blank
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As described in the KanCare 2.0 Evaluation Design document (Attachment A), the logic model for the
demonstrationis as follows:

Outcomes Outcomes Impact

Inputs/ Outputs
(Short-term) (intermediate) (Long-term)

Activities/Interventions

Rescuirces IPracess] Changes in 1-2 years Changes in 3-5 years Changes =5 years
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Independent Liw
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Process Indicators Outcome Indicators

I I I i T

Moderating factors: Health literacy, level of reimbursement for telehealth services, technological advancements, job market, community opportunities for independent living.
Confounding factors: Age, gender, levels of member education and income, comorbidities, health status of members, seasonality of health conditions, multiple interventions.

Figure 1. Logic Model for KanCare 2.0 Demonstration

KanCare 2.0 Demonstration Evaluation Questions

As the focus of the evaluationis to examine whether the KanCare 2.0 Demonstration achieved its
objectives, the following evaluation questions were developed in alighment with the demonstration’s
goal and four hypotheses (Tables 1 and 2). Table 1 describes two evaluation questions related to the
KanCare 2.0 service coordination and OCK program strategies. The first examines the effectiveness of
the Service Coordination Strategy that was designed to enhance the quality of care and health
outcomes, as well as reduce costs of care. The second question evaluates the effectiveness of the
OneCare Kansas program.

Table 1. Evaluation Questions for Examination of Overall Care Coordination AmongKanCare 2.0

Demonstration Members

1) Didthe Service Coordination Strategy of integrating physical and behavioral health services provided to KanCare
membersimprove quality of care, health and cost outcomes?

2) Didthe OneCare Kansas program that implements comprehensive and intense method of care coordination improve
the quality of care, health and cost outcomes?
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Table 2 describes evaluation questions related to four hypotheses of the KanCare 2.0 demonstration.

Table 2. Evaluation Questions for Examination of the KanCare 2.0 Demonstration Hypotheses

KanCare 2.0 Hypotheses Evaluation Questions
Hypothesis 1: 1) Didthe Value-Based Provider Incentive Program
Value-based modelsand purchasing strategies will further increase integration and reduce silos between physical
integrate servicesand eliminate the current silos between and behavioral health services provided to KanCare
physical health services and behavioral health services, members?
leading to improvementsin quality, outcomes, and cost- 2) Didthe Value-Based Provider Incentive Program for
effectiveness. integration between physical and behavioral health
servicesimprove quality of care, health, and cost
outcomes?
Hypothesis 2: 1) Did provision of supports for employment and
Increasingemployment and independent living supports for independent living to the KanCare 2.0 members with
memberswho have disabilities or behavioral health disabilities and behavioral health conditions who are
conditions, and who are living and workingin the livingin the community improve theirindependence
community, will increase independence and improve health and health outcomes?
outcomes.
Hypothesis 3: 1) Diduse of telemedicine servicesincrease over the five-
The use of telehealth (e.g., telemedicine, telemonitoring, year period for KanCare memberslivingin rural or
and telementoring) services will enhance accessto care for semi-urban areas?
KanCare members livingin rural and semi-urban areas. 2) Did use of the telemonitoring servicesincrease over the
Specifically: five-year period for KanCare members with chronic
a. Telemedicine willimprove access to services such as conditionslivingin rural or semi-urban areas?
speech therapy. 3) Evaluation question related to telementoring: Data
b. Telemonitoring will help members more easily monitor sources for describing the baseline and five-year status
health indicators such as blood pressure or glucose levels, of the use of telementoring to pair rural and se mi-
leading to improved outcomes for members who have urban healthcare providers with remote specialists are
chronic conditions. currently not known; therefore, the related evaluation
c. Telementoring can pair rural and semiurban healthcare question and design will be developed later.
providers with remote specialiststo increase the capacity | 4) Did use of telemedicine increase access to services over
for treatment of chronic, complex conditions. a. the five-year period for KanCare members livingin rural
Telemedicine will improve access to servicessuch as orsemi-urban areas?
speech therapy.
Hypothesis 4: 1) Did removing payment barriers for services provided in
Removing payment barriers for services provided in IMDs for KanCare membersimprove members’ access
Institutions for Mental Diseases (IMDs) for KanCare to substance use disorder (SUD) treatment services.
memberswill resultinimproved beneficiary access to (As per CMS guidance, evaluation of Hypothesis 4 was
substance use disorder (SUD) treatment services. conducted as a part of the SUD Demonstration
Evaluation).11

Methodology

The evaluation methodology presentedin the KanCare 2.0 Evaluation Design (Attachment A) was
designedto meet the standards of scientific rigor that will assist in obtaining statistically validand
reliable evaluation results. Where possible, measures were developed according to recognized
measures from sources such as Adult Core Set® and Healthcare Effectiveness Data and Information Set®
(HEDIS), ¥ whichis stewarded by the National Committee for Quality Assurance (NCQA) and endorsed by
the National Quality Forum (NQF).

The detailed methodologies for the interim evaluation of the KanCare 2.0 Service Coordination Strategy,
the OneCare Kansas program, andthree KanCare 2.0 hypotheses are described in this section. As per a
CMS recommendation, the evaluation of Hypothesis 4 was included as a part of the SUD Evaluation

KFMC Health Improvement Partners Page 6



KanCare 2.0 Interim Evaluation
Evaluation of the State of Kansas Medicaid Section 1115(a) Demonstration — KanCare 2.0
Reporting Period — January 2019 — September 2022

Design.* The interim evaluation methodology for the KanCare 2.0 Hypothesis 4 is described in a
separate interim evaluation report for the KanCare 2.0 Section 1115 SUD Demonstration. Appendix C,
Table C1, provides a summary that lists each measure, the statistical testsand number of data points
reported in the interim report, and the statistical tests and data points currently expected to be used for
the summative report.

a. Methodology for the Evaluation of KanCare 2.0 Service Coordination Strategy

The KanCare 2.0 Service Coordination Strategy incorporates health riskassessments (HRA), needs
assessments, and the development and implementation of person-centered service plans (PCSP) among
KanCare 2.0 members who meet HRA thresholds based on health screening tool (HST) scores.

As described in the KanCare 2.0 Evaluation Design (Attachment A), the interim evaluation of KanCare 2.0
Service Coordination Strategyis comprised of a quantitative component.

Evaluation Design:

The KanCare 2.0 Evaluation Design was created before the onset of the COVID-19 pandemic and public
health emergency. Consequently, analternate approach was takenfor the interim evaluation of the
KanCare 2.0 Service Coordination Strategy. Relative improvements in measurement rates from a pre-
KanCare 2.0 baseline period (2016-2018) to a KanCare 2.0 remeasurement period (2019-2021) were
compared. Under the assumption that the pandemic and other externalinfluences would equally impact
rates for intervention and comparison groups, better relative improvements for the intervention group
than for the comparison group would support the assertionthat the service coordination strategy was
effective. However, the previously noted changes that were implemented to address the COVID-19
pandemic substantiallyimpacted service coordination. The KanCare 2.0 Service Coordination Strategy
could not be fully administered, as designed, during the pandemic. This impacted most of the of the
evaluation remeasurement period. While datais provided for the service coordination evaluation
measures, conclusions regarding the effectiveness of the strategyare not possible at this time.

The comparative interrupted time series (CITS) evaluation design proposed in the KanCare 2.0
Evaluation Design (Attachment A) was not performed for the interim evaluation because the number of
data points available for the analysis was insufficient. The CITSanalysis will be performed for the
summative evaluation to compare the selected performance outcomes in intervention and comparison
groups from 2016 through 2023 (Pre-Intervention Period: 2016—-2018; and Post-Intervention Period:
2019-2023).

Instead of reporting utilization rates used for evaluation of the service coordination strategy using units
“per 1,000 member-months,” these rate are reported as “per 1,200 member-months” for easier
interpretation. For example, “141.5 claims per 1,200 member-months” is equivalent to “on average,
there were 141.5 claims per year for every 100 members.”

Target and Comparison Populations:

Target Population: The target population for the interim evaluation of KanCare 2.0 Service Coordination

Strategy was comprised of

e Members who had an HST totalscore of 23 or higher or had an HRA threshold score for any of the
four sections of the HST,

e Members who had an HST totalscore from 18 to 22 and did not meet any other HRA threshold, and

e Members who received an HRA.
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The HRAthresholds are as follows:
e Atotal HST Score > 23
e  Within the four sections of the HST (even if the total score was less than 23) —
o HealthStatus Section Score > 9
o Health Conditions Section Score > 5
o Health Lifestyle Section Score > 6
o Home/Employment Section Score > 4
e Anactivatedautomatictrigger of HST

The following members were excluded from the target population:

e Members who did not receive an HST and did not receive an HRA.

e Members with a total HST score less than 18 without meeting a section threshold and who did not
receive an HRA.

e Members participating in OneCare Kansas program.

Comparison Populations: Comparison populations were comprised of an Intervention Group,
Comparison Group 1, and Comparison Group 2.
¢ Intervention Group: Members who had an HRA and PCSP during 2019 to 2021
e Comparison Group 1: Intervention Group members from 2016 to 2018 (pre-intervention period).
e Comparison Group 2: This group included the following KanCare 2.0 members:
o Members who had an HST that met an HRAthreshold and received traditional care (i.e., did not
receive a PCSP).
o Members who had an HST total score from 18 to 22 and did not meet an HRA threshold and
received traditional care.

Note: Intervention and comparison groups exclude members enrolled in OCK during 2020 or 2021.
Members with an HST and HRA who did not meet sectional or total score thresholds are assumedto
have met the trigger and will be in the intervention group if not receiving a PCSP. Members with an HRA
but no HST and no PCSP are not in either the control or intervention group.

Evaluation Period:
Data were collected from January 1, 2019 —December 31, 2021.

Evaluation Measures:

The following outcome measures were assessed to examine the evaluation question:
e Adults’ Access to Preventive/Ambulatory Health Services (HEDIS)

e Annual Dental Visit (HEDIS)

e Adolescent Well-Care Visits (HEDIS)

e EDvisits, observationstays, or inpatient admissions for the following conditions (Administrative):
Diabetic ketoacidosis/hyperglycemia,

Acute severe asthma,

Hypertensive crisis,

Fall injuries,

SUD, or

Mental health issues

O O O O O O
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e Outpatient or professional claims for the following conditions (Administrative):
o Diabeticretinopathy, or
o Influenza,
o Pneumonia, or
o Shingles
e Emergencydepartment visits overall (Administrative)

Data Sources:

Data for the interim evaluation of KanCare 2.0 Service Coordination Strategy were obtained from the

following sources:

e Datafiles containing member-level HRA, Needs Assessment,and PCSP data abstracted from each
MCOQ’s data system

e The encounter, demographic, eligibility, and enrollment records from the State’s Medicaid
Management Information System (MMIS) reporting warehouse

e Files containing member-level HEDIS data for selected measures, 2019 and 2020

Analytic Methods:

The following analytical steps were applied to examine the outcome measures for the evaluation of the

KanCare 2.0 Service Coordination Strategy:

1) EachMCO submitted data files containing member-level HRA, Needs Assessment, and PCSP data.

2) Member-level HRA, Needs Assessment, and PCSP data abstracted from the MCOs data files were
reviewed for missing values, inconsistent patterns, and outliers.

3) KanCare 2.0 members constituting the target and comparison populations (intervention and
comparison groups) were identified from member-level HRA, Needs Assessment,and PCSP data
abstracted fromthe MCOs’ data files.

4) Demographiccharacteristics of the members in the intervention and comparison groups were
examined for homogeneity.

5) MMISencounter records relatedto the outcome measures for the intervention and comparison
groups were reviewed for missing values, inconsistent patterns, and outliers.

6) Outcome measures rates were calculated.

7) For HEDIS measures, measurement year (MY) 2019-2020rates calculated by KFMC were compared
to rates calculated from member-level data submitted by the MCOs.

8) Testing for statistically significant differences in rates between baseline (2016 to 2018) and
remeasurement (2019 to 2021) periods was conducted for Intervention Group and Comparison
Group 2.

9) Relativeimprovement from baseline to remeasurement was calculated for the Intervention Group
and Comparison Group 2. A statistical test for equality of relative improvements was conducted with
p less than 0.05 indicating statistical significance.

Because member-level HEDIS data were not available for measurement years 2016 through 2021, HEDIS
rates were calculated from encounter data. If technical specifications changed between measurement
years that required a break in trending, then the more current version of the specifications were applied
to the earlier measurement years toallow trending. Rates calculated from encounter records are not to
be considered HEDIS Health Plan rates; calculation of HEDIS rates by the MCOs incorporates
supplemental data not available through encounters, such as data extracted from medical records and
claims from other lines of business. HEDISrates calculated from encounter data are Uncertified,
Unaudited HEDISrates. Inaddition to the three HEDIS rates listed above, 2016—2021 rates were
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calculatedfor Prenataland Postpartum Care (PPC), Initiation and Engagement of Alcohol and Other Drug
Abuse or Dependence Treatment (IET), and Follow-Up After Hospitalization for Mental Iliness (FUH). PPC
and FUH rates were not included in the evaluation of the Service Coordination Strategy due to low
numerator or denominator counts for the Intervention Group; IET rates were excluded due to poor
comparisons to rates calculated from MCO member-level detail records.

Emergency department (ED) visits, observation stays, inpatient admissions, and outpatient claims were
identified for the utilization measures using HEDIS value sets: ED, Observation Stay, Inpatient Stay, and
Outpatient. The alcohol or other drug (AOD) Abuse and Dependence value set, andthe Mental lliness
value set were used to identify diagnosis of SUD and mental health issues. Other diagnoses specified for
the utilization measures were identified by the International Classification of Diseases, Tenth Revision,
Clinical Modification (ICD-10-CM) diagnosis category codes: EO8—E12 (diabetic
ketoacidosis/hyperglycemia), J45 (acute severe asthma), 116 (hypertensive crisis), WO0-W19 (fall
injuries), E10 (diabetic retinopathy), J09—-J11 (influenza), J12-J18 (pneumonia), and BO2 (shingles).
Encounters were deduplicated to one claim per member, per billing provider national provider identifier
(NPI), per last date of service.

Testing for statistically significant differences betweentwo HEDIS rates was conducted using Pearson’s
chi-square tests. Testing for differences in service utilization rates, which have Poisson distribution, used
a large-sample z-test.??

Reduction in the failure rate (RFR) was used for relative improvement. RFR is the amount of
improvement relative tothe amount of potential improvement. The formula is:

RFR = (Remeasurement Rate minus Initial Rate)/(Goal minus Initial Rate).

For HEDIS rates with a rate increase as an improvement, the goal was set to 100%. The goalwas set to 0
for the service utilization rate because the aim of service coordination was to reduce the number of
emergency department visits and visits for the selected diagnosis at other care settings. Whenthe goal
is 0, the RFR is equal to the relative decrease in rates.

The tests for equality of relative improvement between the Intervention Group and Comparison

Group 2 followed these steps:

1. ComparisonGroup 2’s RFR was calculated.

2. The ratethe Intervention Group would have had for 2019-2020if the RFR from the group’s 2016—
2018 to the projected rate equaled Comparison Group 2’s RFR (a.k.a., the projected rate) was
calculated. The denominator of the projected rate was set equal to the denominator of 2016—2018
rate for the Intervention Group.

3. The statistical significance of the difference betweenthe projected rate and the 2019-2021 rate for
the Intervention Group was tested using either Pearson’s chi-square test or the small sample z-test,
depending on the type of measure.

b. Methodology for the Evaluation of OneCare Kansas Program

The OneCare Kansas (OCK) program started April 1, 2020. As described in the KanCare 2.0 Evaluation
Design (Attachment A), the interim evaluation of the OCK programis comprised of quantitative and
qualitative components.
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Quantitative Evaluation

Evaluation Design:

The KanCare 2.0 Evaluation Design was created before the onset of the COVID-19 pandemic.
Consequently, an alternate approach was taken for the interim evaluation of the OneCare Kansas
Program. Relative improvements in measurement rates from a pre-KanCare 2.0 baseline period (2016—
2019) to a KanCare 2.0 remeasurement period (2020-2021) were compared. Under the assumption that
the pandemic and other external influences would equally impact rates for intervention and comparison
groups, better relative improvements for the intervention group than for the comparison group would
support the assertionthat the program was effective. However, as previously noted, COVID-19
substantiallyimpacted service coordination. While data is provided for the OCK evaluation measures,
strong caution must be applied in making conclusions regarding the effectiveness of the strategy.

For the evaluation of OCK, a comparative interruptedtime series (CITS) evaluation designwas proposed
in the KanCare 2.0 Evaluation Design (Attachment A) to compare the selected performance outcomes in
intervention and comparison groups over the period of 2016 through 2023 (Pre-Intervention Period:
2016-2019; and Post-Intervention Period: 2020-2023). The CITS analysis was not performed for the
interim evaluation because the number of data points available for the analysis was insufficient.

The KanCare 2.0 Evaluation Designindicated utilization rates used for evaluation of the OCK program
would be reported “per 1,000 member-months.” However, they are reported as “1,200 member-
months” for easierinterpretation. For example, “141.5 claims per 1,200 member-months” is equivalent
to “on average, there were 141.5 claims per year for every 100 members.”

Target and Comparison Populations:
Target Population: The target population for the interim evaluation of OCKwas comprised of KanCare
2.0 members eligible for participation in OCK.
e Members having one of the following diagnoses for Severe Mental lliness (SMI):
o Bipolar disorders
o Schizophrenia
o Major depressive disorders
e Members with chronic physical conditions identified as members with asthma and one “at risk”
diagnosis listed below.
o Substance use disorders
= Alcohol related disorders
=  Qpioid related disorders
= Cannabisrelateddisorders
= Sedative, hypnotic or anxiolytic related disorders
= Cocainerelateddisorders
=  Amphetamine or other stimulant related disorders
= Hallucinogen related disorders
= |nhalantrelated disorders
=  Other psychoactive substance related disorders
o Mentalillness disorders
= Schizophrenia (excluding paranoid schizophrenia codes)
=  Schizotypal disorder
= Delusional disorders
= Shared psychotic disorder
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Schizoaffective disorders

Psychosis

Manic episode

Bipolar disorder (excluding severe bipolar disorder codes)
Major depression, recurrent

Persistent mood (affective) disorders

Unspecified mood (affective) disorder

Other anxiety disorders

OCD (obsessive compulsive disorder)

Reactionto severe stress, and adjustment disorders
Dissociative and conversion disorders

Somatoform disorders

Other nonpsychotic mental disorders

Eating disorders

Specific personality disorders

Impulse disorders

Attention-deficit hyperactivity disorders

Conduct disorders

Emotional disorders with onset specific to childhood
Disorders of social functioning with onset specific to childhood and adolescence
Tic disorder

Other behavioral and emotional disorders with onset usually occurring in childhood and
adolescence

Mental disorder, not otherwise specified

o Chronic Physical Conditions

Type 1 diabetes mellitus

Type 2 diabetes mellitus

Morbid (severe) obesity due to excess calories
Metabolic syndrome

Essential (primary) hypertension

Hypertensive heart disease

Hypertensive chronic kidney disease
Hypertensive heart and chronic kidney disease
Secondary hypertension

Chronic ischemic heart disease

Pulmonary heart disease, unspecified

Chronic lower respiratory diseases

Chronic kidney disease (Stage 1-3)

Kidney failure

Tobacco use or nicotine dependence

Contact withand (suspected) exposure to environmental tobacco smoke (acute or chronic)

KanCare 2.0 members who arein nursing facilities, Title XXI (CHIP), or hospice were excluded from the
target population.
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Comparison Populations: Comparison populations were comprised of an intervention group and two

comparison groups.

e Intervention Group—KanCare 2.0 members eligible for participation in OCK who were enrolled in
the program for at least 3 months of the measurement year (2020 and 2021).

e Comparison Group 1-Members of Intervention Group with their outcome data abstracted for the
pre-intervention period (2016—-2019).

e Comparison Group 2-KanCare 2.0 members who met eligibility criteria for participation in OCK
based on MMISencounter data but did not enter into OCK and received traditional care (2020—
2021)

Evaluation Period:
Data were collected from April 1, 2020 — December 31, 2021.

Evaluation Measures:
The following outcome measures were assessed to examine the evaluation question:
e Annual Dental Visit (HEDIS)
e Adults’ Access to Preventive/Ambulatory Health Services (HEDIS)
e Adolescent Well-Care Visits (HEDIS)
e EDvisits, observationstays, or inpatient admissions for following conditions (Administrative):
Diabetic ketoacidosis/hyperglycemia,
Acute severe asthma,
Hypertensive crisis,
Fall injuries,
SUD, or
Mental health issues
e Outpatient or professional claims for following conditions (Administrative):
o Diabeticretinopathy,
o Influenza,
o Pneumonia, or
o Shingles
e Emergencydepartment visits overall (Administrative)

O O O O O O

Data Sources:

Data for interim evaluation of OCK were obtained from the following data sources:

e Datafiles containing member-level OCK eligibility data abstracted from each MCO’s data system.

e Datafiles containing member-level OCK participation data abstracted from OCK’s data system.

e Encounter, demographic, eligibility, and enrollment records from the State’s Medicaid Management
Information System (MMIS) reporting warehouse.

Analytic Methods:

The following analytical steps were applied to examine the outcome measures for the evaluation:

1) EachMCO submitted data files containing member-level OCK eligibility data.

2) Member-level OCK eligibility data abstracted from the MCOs data files and MMIS were reviewed for
missing values, inconsistent patterns, and outliers.

3) KanCare 2.0 members constituting the target and comparison populations (intervention and
comparison groups) were identified from member-level OCK eligibility and enrollment data
abstracted fromthe MCOs’ data files, OCK program data systemfiles, and MMIS data files.
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4) Demographic characteristics of the members in the intervention and comparison groups were
examined for homogeneity.

5) MMISencounter records related to the outcome measures for the intervention and comparison
groups were reviewed for missing values, inconsistent patterns, and outliers.

6) Outcome measures rates were calculated.

7) Testing for statistically significant differences between 2020 and 2021 rates was conducted using a
weighted Pearson chi-square test with p less than 0.05 indicating statistical significance. In addition,
a chi-square test for equality of relative improvement of the intervention and comparison groups
was conducted with p less than 0.05 indicating statistical significance.

Qualitative Evaluation

Evaluation Design:

Information from OCK Learning Collaborative meetings conducted from April 2020 through March 2022
was abstracted from summary reports for the qualitative evaluation of the OCK program. As described in
these reports, meetings were attended by KDHE, MCOs, state organizations, provider network, and
contracted OCK partners (OCKPs). These meetings were focused on identifying and addressing evolving
learning needs, which allowed for continual quality improvement of the OCK program. In June 2021, the
Wichita State University Community Engagement Institute (WSU CEl) launched a brief online survey of
OCKPs on behalf of KDHE. This survey was intended to obtain a point-in-time impression of program
success inachieving its goal from the perspective of contracted OCKPs. InJuly 2021, KDHE conducted six
regional virtual meetings with OCK partners. Inaddition, the information regarding challenges
encountered by providers in staffing their programs, and strategies used toaddress those challenges,
was collected using a virtual polling platform during the March 22, 2022, OneCare Kansas Learning
Collaborative session.

The qualitative information was abstracted as writtenin WSU CEl’s Learning Collaborative meeting
summaries, survey report, and six regional virtual meeting summaries. The information was reviewed
for key themes as summarizedin Appendix A, Tables A1-A8. These key themes are describedin the
Results section (Tables 5-11).

The qualitative evaluation focused on six items:

e Learning needs identified and discussed by OneCare Kansas Learning Collaborative participants

e Factors that facilitated the implementation of the OneCare Kansas programto achieve its goals

e Barriers/challenges seeninthe implementation of the OneCare Kansas program

e Observations relatedto the OneCare Kansas program success inachieving its goals

e Assistance needed by OCK partners from the OCK Partners’ Networkand the State/MCO
Implementation Teamto assure quality services

e Recommendations and potential next steps for the OneCare Kansas program

c¢. Methodology for the Evaluation of Hypothesis 1 — MCOs’ Value-Based Provider
Incentive Programs

As per the State’s guidance and approval, each MCO designed a value-based provider incentive program

(VBP) to address KanCare 2.0 Hypothesis 1. These VBPs will be evaluatedto examine two questions

included in the KanCare 2.0 Evaluation Design (Attachment A) by applying quantitative and qualitative

evaluation methods (Table 2).
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The three MCOs are in the process of initiating their VBPs. Aetna’s project is in the early stages of
development, whereas Sunflower and UnitedHealthcare have recently started implementing their
projects. Therefore, data are not currently available, and an interim evaluation of Hypothesis 1 was not
conducted. At the end of 2023, data for at least two years will be available and examined as a part of the
summative evaluation of KanCare 2.0. The MCOs’ VBPs are described below.

Aetna VBP — CARE and CARE+ Programs with Community Mental Health Centers
Proposed Launch Date of the Program:
This project was targetedtolaunch in the first quarter of 2022.

Program Details:
Aetna provided the following details of the CARE and CARE+ programs with Community Mental Health
Centers (CMHCs) program.

“The CARE and CARE+ programs are a tiered pay-for-quality project designed to create integrated health
care, bridging the gap between mental and physical health care for people diagnosed with mentalillness
(M) or severe emotional disturbance (SED). A core assumption of the project is that people served within
the public mental health system frequently experience silos within that system — a tendency to approach
the person’s health through a psychiatric lens, and difficulty accessing physical health resources. Our
project leverages the ability of CMHC providers to influence the course of care for those they serve,
incentivizing specific outcomes and activities that we believe will result in overall improvements to
quality of life and better health outcomes. We are approaching all CMHCs as potential participants. In
addition, six CMHCs well-positioned to provide supportive housing and employment services will be
approached for participation in the CARE+ program, which provides a second suite of measures and
incentivestargeted toward housing and employment.

Number of providers participating in the CMHC project: We are approaching each of Kansas’ community
mental health centers as potential participants. As these discussions are ongoing, the final count is not
yet determined.

There are two tiers of outcomes for this program. Outcomes are measured based on the total number of

Aetna members served at each participating provider. The basic CARE program will measure:

e  Provider follow-up after emergency department usage

e Provider follow-up after inpatient admission/discharge

e Usage of the Aetna Better Health of Kansas crisis notification system

e Usage of SBIRT screens for potential substance/addiction needs

e  Provision of tobacco cessation services

e DiabetesScreening for people with Schizophrenia, Schizoaffective Disorder or Bipolar Disorder who
are using antipsychotic medications

e Increase in number of members receiving peer support services (H0038, HO038-HQ).

e Use of Z-codes from a provided list, targeted toward social determinants of health, including but not

limited to:

o Homelessness

o Inadequate housing

o Food/Water insecurity
o Unemployment

o Tobacco use
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In addition to the above, The CARE+ program will measure:

e Utilization of Operation: Community Integration (OCl) supported housing services
e Housing status change

e  Employment status change

VBP Data Availability for Hypothesis 1 Evaluation: Aetna will be able to provide data needed for the
evaluation to KFMC for at least two years. Provider data will be submitted at the onset of each CMHC
agreement. Member data will be provided on an ongoing basis throughout the life of the program, with
a 180-day delay to account for claims submission and processing.”

Sunflower Health Plan VBP —Behavioral Health Project

Proposed Launch Date of the Project:
VBP Start Date: October 1, 2021

Project Details:
Sunflower provided the following details regarding the Behavioral Health Project.

“Sunflower Health Plan is just entering into a contract with Wheat State IPA to administer a Value Based

Program with all 26 CMHCs (all currently contracted with Sunflower Health Plan). This is the first

Behavioral Health VBP of its kind for Sunflower Health Plan but is rolling out to all Centene plans and live

in CA as of April. This VBP is an all upside pay for performance contract for our CMHC providers who

support our members on Medicaid. This program will encompass members who qualify for the VBPin the

Children’s Health Insurance Program; on Autism Waiver, foster care, intellectual or developmental

disability waiver, severe emotional disturbance waiver, Supplemental Security Income (SSI Non-Dual),

and Temporary Assistance for Needy Families. This model focuses on three main objectives aligned with

provider incentives:

e Engage moderate to high risk behavioral health membersin appropriate levels of outpatient and
community based treatment

e Measurement of member-reported improvement and outcomes

e Appropriate maintenance of members in the community

Participating provider type: Clinic/Center: Mental Health (Including Community Mental Health Center)

Number of Providers: All TIN level providers (CMHCs) 26 have been invited to participate. One CMHC
decided not to participate. They serve children.

Type of Medicaid Members Population:
o We utilize machine-learned predictive modeling algorithms, to stratify members’ risk for behavioral
health issues, inpatient admissions, and emergency room admissions.
e for our VBC, we are focusing on members with moderate to high BH risk:
o From this population, the goal of the model is to engage members who receiving OP BH
treatment (which inherently means they are using a lot of higher levels of BH treatment)

Number of Medicaid Members: Our starting membership level is 4,500 Medicaid members but this
potentially change month over month with new members and existing members who might enter into
the stratification guidelines based on needs. We continuously stratify all members BH risk, regardless of
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provider. All age groups are included. We utilize Optum Impact Pro software to stratify members by BH
risk, emergency room risk, and inpatient admission risk. The algorithms are proprietaryto the software.

Outcomesand the Measures that will be assessed by Sunflower: The measures we will be monitoring and
paying incentives on are by stratified risk levels for the following:

e Treatment Initiation

e SpeedtoCare

e Memberengagement in services

e (Conducting baseline assessments

e /mprovementin assessment scores

e Maintenance assessments

e Reduction of Emergency Room and Inpatient Utilization

e Outpatient follow-up from IPstay (timeliness to services)

Our baseline measures for this program are utilization on ED/IP/OP/RX for current “non-engaged”
members. Members in the catchment area of the CMHC who do not currently utilize their services or the
services of other Behavioral Health professionals. We are also using predictive modeling algorithms for
identification of moderate/high risk members, even if they don’t yet have significant higher level of care
utilization. “Non-engaged” is the member in risk group 1 to 5 who has not received more thanthree
behavioral health care visits within the six-month period prior to being seen by the VBC provider. we
continuously re-calculated every member status at time of their first visit with the VBC provider to
determine if that member is eligible for the program.

The Wheat State IPA will monitor the data by CMHC, pay out the incentives based upon the agreed upon
outcomes and coach/train during the initiation of the program as well as throughout the program
implementation. For any participating CMHC who is struggling, the IPA will utilize behavioral health best
practices and best practices of successful providers in the network to assist with their growth and
ultimate success.

Number of providers are participating in the CMHC project: We are approaching each of Kansas’
community mental health centers as potential participants. As these discussions are ongoing, the final
count is not yet determined.”

UnitedHealthcare VBP — Pediatric Care Network Project
Project Details:
UnitedHealthcare provided the following details regarding their Pediatric Care Network Project.

“UnitedHealthcare Community Plan of Kansas has contracted with the Pediatric Care Network (PCN) in a
value-based arrangement which incentivizes the PCN network to care for all aspects of our members,
their patients, needs. We annually review specific quality metrics and pay for performance measuresthat
if PCN achievesthe target, they can earn extra dollars above a normal fee-for-service arrangement.

We propose in 2021, this arrangement include an incentive to meet and exceed PCN’s previous year’s
attainment of the Follow-up Care for Children Prescribed ADHD Medication (ADD) measure. This
proposal was based on feedback from State staff and KFMC staff in response to a previous proposal.
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Since we do not finalize our annual contract with PCN until after the mid-year rates are completed, it is
still timely for us to add this incentive to our PCN contract for CY 2021.

UHC proposes to address Hypothesis 1 by augmenting our value-based agreement with PCN to include
meeting and improving their 2020 performance in the ADD HEDIS measure. This will incentivize PCN to
meet the requirements of the ADD HEDIS measure which include 1 follow up visit with a practitioner with
prescribing authority within 30 days of their first prescription (Initiation phase), and at least two follow-
up visits with a practitioner in the 9 months after the Initiation Phase (Continuation and Maintenance
Phase).

This intervention is more about the membersincluded and the way they are managed and identified
than the providers that are providing the service. Members are identified based on their rate cell and
geographic location. Providers are included because they are part of the UHC network and serve
membersin this population. Outcomes will be determined based on the results of specific HEDIS
measures.

The individuals in the intervention group and the comparison group are the same individuals, the time
period is what provides the comparison point. This pre-post research design which will measure the
effect of the intervention, i.e., the ADD HEDIS measure being added to the value-based contract. Per the
UHC proposal, HEDIS measure ADD was added to the PCN contract effective 01/01/2021 so the period
before the intervention is the pre period and the period after the intervention will be the post period.

UHC can provide the requested data points. Any of provider data will be based on the date the provider
joined the UHC network.”

d. Methodology for the Evaluation of Hypothesis 2 - Employment and Independent

Living Supports for KanCare 2.0 Members with Disabilities
Outcome measures data for the evaluation of Hypothesis 2 were not collected by two MCOs as a part of
their HRAtool. In2021, the State and MCOs decided to revise the Health Screening Tool (HST) to include
the questions required for data collection of the Hypothesis 2 evaluation measures. The HST was then
incorporated by each MCO into their health assessment processes, and each of the MCOs started using
this standardized HST for all members in 2022 (Sunflower Health Plan started in January 2022,
UnitedHealthcare started in March 2022, and Aetna started in May 2022). As the standardized HST was
not fully implemented until May 2022, data for Hypothesis 2 outcome measures are not currently
available. The evaluation of Hypothesis 2 will be conducted as a part of the summative evaluation of
KanCare 2.0.

e. Methodology for the Evaluation of Hypothesis 3 — Use of Telehealth Services
As described in the KanCare 2.0 Evaluation Design (Attachment A), the interim evaluation of Hypothesis
3 has quantitative and qualitative components.

Quantitative Evaluation

Evaluation Design:

The non-experimental One-Group Pretest—Posttest Design method was usedto examine the evaluation
guestions of two components of Hypothesis 3, use of telemedicine services and use of telemonitoring
services. The cross-year comparisons of the outcome measures among the Non-Urban members (living
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in rural or semi-urban areas) who received telehealth were examined across 2019, 2020 and 2021. In
addition, trend analysis over the three-year period (2019 through 2021) and comparisons to measures
of Urban members were conducted.

Target and Comparison Populations:

e TargetPopulation: KanCare 2.0 members living in the Non-Urban areas (rural or semi-urban areas)
constitutedthe target population.

¢ InterventionGroup: The members who received telehealth strategies (telemedicine and
telemonitoring strategies) constituted the Intervention Group.

e Comparison Population: KanCare 2.0 members living in the Urban area was the comparison group
for some measures.

Evaluation Period:
Data were collected from January 1, 2018 —December 31, 2021.

Evaluation Measures:

Since the evaluation measures are focused on the use of telehealth services among KanCare members
living in the rural or semi-urbanareas, data were examinedin two geographic areas, Non-Urbanand
Urban. KDHE’s grouping of counties into frontier, rural, densely rural, semi-urban and urban population
density groups was used in defining the areas.?3The Urban area contains the urban counties, as defined
by KDHE: Douglas, Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte counties. The Non-Urban
area contained the frontier, rural, densely rural, and semi-urban counties.

The following outcome measures were assessed to examine the evaluation questions:

Telemedicine

e Percentage of telemedicine services received by members living in the rural or semi-urban areas.
Subgroup analyses by age, primary diagnosis type, and primary diagnosis classification strata of
diagnosis types.

e Number and percentage of receiving sites for telemedicine services (in the rural and semi-urban
areas. Subgroup analyses by age.

e Number and percentage of members living in the rural or semi-urban areas who received
telemedicine services. Subgroup analyses by age.

e Number of paid claims with selected procedure codes, stratified by area, mode of delivery, provider
specialty, and selected diagnosis categories.

e Number of members with selected diagnosis (e.g., speech-language pathology) per 1,000 members,
stratified by area.

The age strata usedin analyzing the first three measures were 0-17 years, 18—45years, and 46 years
and older atthe time of service received. These strata were selected to ensure adequate representation
within each stratum. Also, the chronic diseases that can benefit from telemedicine services are more
prevalent among 46 years and older adults.* In addition to age strata, counts by primary diagnosis were
stratified by ICD-10-CM chapters and blocks, and strata with the highest counts are reported.

The stratified results for the two measures addressing fourth evaluation question (Did use of
telemedicine increase access toservices over the five-year period for KanCare members living in ruralor
semi-urban areas?) were combined to form eight additional measures:

e Percentage of KanCare Members Receiving Speech Therapy Who Had a Diagnosis in Category F80
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e Percentage of KanCare Members with Diagnosis in Category F80 Who Received Speech Therapy

e Percentage of KanCare Members Receiving Individual Psychotherapy Who Had an Indicating
Diagnosis (categories F34, F40, F43, F60, F91, and F93)

e Percentage of KanCare Members with an Indicating Diagnosis Who Received Individual
Psychotherapy

e Percentage of KanCare Members Receiving Family or Group Psychotherapy Who Had an Indicating
Diagnosis (categories F34, F91, F93, T74, and T76)

e Percentage of KanCare Members with Indicating Diagnosis Who Received Family or Group
Psychotherapy

e Percentage of KanCare Members Receiving Community Psychiatric Supportive Treatment Who Had
an Indicating Diagnosis (F20, F25, F34, F60, and F91)

Telemonitoring
e Number and percentage of members living in the rural and semi-urban areas (Non-Urban) who

received telemonitoring services.

e Number of telemonitoring services provided to members living in the ruraland semi-urbanareas
(Non-Urban).

e Number of providers monitoring health indicator data transmitted tothem by the members
receiving telemonitoring services.

Data Sources:

Data for the interim evaluation of KanCare 2.0 Hypothesis 3 was obtained from the following source:

e The encounter, demographics, eligibility, and enrollment records from the State’s Medicaid
Management Information System (MMIS) reporting warehouse.

Analytic Methods:

The following analytical steps were applied to examine the outcome measures for the evaluation of use

of telemedicine and telemonitoring services.

1) Variablesincluding member Medicaid ID, telehealth codes, and county codes from encounter,
demographic, eligibility, and enrollment records from the State’s Medicaid Management
Information System (MMIS) reporting warehouse were used to identify the target and intervention
populations.

2) From encounter records, data for outcome measures were abstracted for the members identified
for inclusion in the intervention and comparison populations.

3) DataabstractedinSteps 1 and 2 were reviewed for missing values, inconsistent patterns, and
outliers toensure quality and appropriateness of data for analyses required by the evaluation
design.

4) The denominator and numerator counts and the rates or percentages of the outcome measures
were calculated and stratified.

5) Appropriate statistical tests were applied. Statistical testing of differences in percentages between
two consecutive years (2018 to 2019, 2019 to 2020, and 2020 to 2021) was conducted using a
weighted Pearson chi-square test with p less than 0.05 indicating statistical significance. Weighted
Mantel-Haenszel chi-square tests were applied to determine whether the slopes of 3-yeartrend
lines were statistically significantly different from horizontal (trend analysis: 2019to 2021) with p
less than 0.05 indicating statistical significance.

6) Key outcome measureresults and interpretations were describedin narrative, tables, and figures
(see Results section and Appendix B).
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Qualitative Evaluation

Use of Telementoring Services:

As mentioned above, data sources are not currently available to describe the status of the use of
telementoring; therefore, quantitative evaluation was not conducted. The evaluation of the use of
telementoring services focused on summarizing the telementoring efforts implemented by Sunflower
Health Plan, the University of Kansas, and the University of Missouri.

The Project ECHO (Extension for Community Healthcare Outcomes) Model is used by Sunflower Health
Plan, the University of Kansas, andthe University of Missourito provide telementoring services to
providers. These efforts are summarized in Results section of this report.

Project ECHO Sunflower Health Plan

In response to the telementoring component of the KanCare 2.0 Hypothesis 3, Sunflower Health Plan
servedas a Project ECHO hub. A Project ECHO hub refers to “a regional center where a team of subject
matter experts is located, replicates the ECHO Model™ and runs their own ECHO program.” > Sunflower
Health Plan collaborated initially with the University of Kansas and later with the University of Missouri’s
Office of Continuing Education, School of Medicine, and Sinclair School of Nursing to conduct this
program. The information summarizedin the Results sectionwas abstracted from the report provided
by Sunflower Health Plan titled “Project ECHO®. Sunflower Health Plan Kansas. 2019—Present.”16

KUMC Project ECHO® Series

In April 2021, the University of Kansas Medical Center (KUMC) conducted the KUMC Project ECHO®
Series titled “Substance Use Disorders 2021: A Primary Care Approach to Managing Substance Use
Disorders” for physicians, advanced practice clinicians, nurses, behavioral health providers, and other
providers.1” The purpose of the series was to improve healthcare providers’ capacity to implement
evidence-based practices related to substance use disorder (SUD) prevention, screening, early
intervention, referralto treatment, andrisk reduction. The information summarizedin the Results
sectionis abstracted fromthe report, titled “Substance Use Disorders 2021: A Primary Care Approach to
Managing Substance Use Disorders. KUMC Project ECHO® Series Summary Report”, provided by the
KUMC Project ECHO®.”

Telehealth Provider Survey:
In addition to the assessment of quantitative outcome measures to examine the use of telemedicine
and telemonitoring services, a qualitative evaluation was also conducted.

The qualitative information was collected, through a short online survey, from KanCare providers who
offered telehealth services to KanCare members in 2020 or 2021. The survey was designedto gain an
understanding of their experiences providing telehealth services to KanCare members, including
facilitators and barriers related to the use telemedicine and telemonitoring services, and whether the
use of these services improved access to care among KanCare members. Inaddition, providers were
askedto provide recommendations for removing barriers toincreasing the use of these services and
improving access tocare among KanCare members.

Survey Population

The survey population was defined as KanCare providers who offered telehealth services to KanCare
members in 2020 or 2021. These providers were identified through encounter records from the MMIS
reporting warehouse. A total of 9,710 providers constitute the survey population.
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Survey Sample Frame

KanCare providers from the survey population with an email address were included in the survey frame.
The contact information of the providers, obtained from the Kansas Medicaid Modular System (KMMS)
database, was examined for the availability of an email address. A provider-specific or a
group/organization email address was identified for 3,307 providers. A list of these 3,307 providers was
compiled to serve as the sample frame.

Survey Sample
A sample of 843 providers who offered telehealth services to KanCare members in 2020 and 2021, with

a unique or group/organization email address, was selected from the sample frame to send an invitation
to participate in the Telehealth Provider Survey. The survey sample included all the providers for whom
unique email addresses were available. The selection of providers with a group/organization email was
done by examining the number of providers with that email. If the organization had a small number of
providers, then all providers with that group/organization email address were included in the sample.
For the large organizations with several providers with the same group/organization email address, 5to
10 providers with 201 or more claims, 5 to 10 providers with 100 to 200 claims, and5 to 10 providers
with less than 100 claims were selected for the sample. Though these providers were selected
randomly, a rigorous probability sampling methodology was not applied as the purpose of this survey is
to collect qualitative information from providers regarding their experience with telehealth services for
KanCare members.

Survey Questionnaire

The survey questionnaire had an introductory paragraph describing the purpose of the survey and
twelve questions. The initial two questions were designed to collect information on primary locations of
the respondents and the type of healthcare service they provide. The third question was directed
toward confirming whether they provided telehealth services to KanCare members. For the respondents
selecting “Yes” to the third question, nine subsequent questions were designed using a close-ended
question format for eight of these questions, and an open-ended format for one question. For the
respondents selecting “No” to the third question, before directing them to end the survey, anopen-
ended question was asked regarding the reasons for not providing telehealthservices. To conduct the
survey using the SurveyMonkey software platform, the survey questionnaire was formatted using the
Software’s online survey building features.

Survey Implementation

SurveyMonkey was used to conduct the survey. The email invitation with an online survey link was sent
directly to the providers with provider-specific email addresses. For the providers using the same
group/organization email address, the emailed invitation included a list of the selected providers’ names
and a request for the recipient to forward the survey link to all listed providers. If the recipient was a
provider, the email alsoincluded a request to complete the survey as well as forward it to others. These
emails were sent to 96 group/organization addresses to reachthese providers.

Analytic Method

SurveyMonkey analysis and reporting features were usedto collect the responses provided by the
survey respondents. Respondents were kept anonymous. The responses to survey questions abstracted
from SurveyMonkey were reviewed and categorized into key themes to summarize the providers’
experiences relatedto use of telehealth services for providing healthcare to KanCare members.
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f. Methodology for the Evaluation of Hypothesis 4

As per a recommendation from CMS, the KanCare 2.0 Hypothesis 4 evaluation methodology description
is included in a separate report prepared for the interim evaluation of the KanCare 2.0 Section 1115 SUD
Demonstration.

g. Monitoring of the Overall KanCare 2.0 Performance Measures

The final evaluation of the KanCare Demonstration conducted for the first six years of the program
(2013-2018) identified areas forimprovement. The KanCare 2.0 Evaluation design (Attachment A)
proposed monitoring of thirteen performance measures relatedtoa few of these areas during the
period of 2019 through 2023. Changing circumstances made deviations from the proposal necessary.
The changes will be explained below. The interim evaluation of overall performance measures was
conducted using quantitative methods.

As proposed in the KanCare 2.0 Evaluation Design (Attachment A), two HEDIS measures and a Consumer
Assessment of the Healthcare Providers and Systems (CAHPS) adult survey measure were examined for
inclusion in the interim evaluation.

For the HEDIS measure Prenatal and Postpartum Care (PPC), only measurement years (MY) 2019 and
2020 rates were included in the evaluation. Because of specification changes, NCQA indicated a break in
trending from prior rates. Abreak in trending was indicated for the HEDIS Comprehensive Diabetes Care
(CDC)indicator Blood Pressure Control between MY 2019 and MY 2020; because only one data point
remained, the indicator was excluded from the evaluation.

The comprehensive diabetes care HEDIS measures were reorganized by NCQA since the KanCare 2.0
Evaluation Design was written. Three indicators were discontinued: Medical Attention for Nephropat hy,
HbA1C Testing, and HbAlc Control (<7.0%). The remaining four indicators were separatedinto three
independent measures that are percentages of members 18—75 years of age with diabetes (types 1 and 2).17
e Hemoglobin Alc Control for Patients with Diabetes (HBD) — Percentage whose hemoglobin Alc
(HbA1c) was at the following levels:
o HbA1c Control (<8.0%)
o Poor ControlHbA1lc (>9.0%)
e Eye Exam Performed for Patients with Diabetes (EED)— Percentage who had aretinal eye exam
e Blood Pressure Control for Patients with Diabetes (BPD) —Percentage whose blood pressure was
adequately controlled (<140/90 mm Hg)

The KanCare 2.0 Evaluation Design proposed monitoring of four mental health measures using data
from the Kansas Medicaid Mental Health Consumer Perception Survey reports. However, that survey
was replacedin 2021 with the Experience of Care and Health Outcomes (ECHO) Survey. Because the
questions related to the selected measures from the Kansas Medicaid Mental Health Consumer
Perception Survey were not available in the ECHO Survey, data from Kansas ECHO survey for three years
(2021, 2022, 2023) will be examined for the KanCare 2.0 Evaluation. Currently, ECHO Survey data for the
mental health measures are available for only on year (2021); therefore, the measures were not
included in the interim evaluation but are expectedto be included in the KanCare 2.0 summative
evaluation.
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Also, the KanCare 2.0 Evaluation Design proposed monitoring of sixmeasures relatedto socialand
community engagement among KanCare members receiving HCBS services by using data from the
Kansas Consumer Assessment of Healthcare Providers and Systems Home and Community Based
Services (HCBS CAHPS) Survey. The Kansas HCBS CAHPS survey was conducted only in 2019. The Kansas
Department of Aging and Disability Services (KDADS) decided not to repeat this survey. Instead, Kansas
data from the National Core Indicators (NCI) survey and National Core Indicators—Aging and Disabilities
(NCI-AD) Survey will be used to monitor measures relatedto Social and Community Engagement among
KanCare members receiving HCBS services. The measures from 2016-2017, 2017-2018 and 2018-2019
Kansas NCl surveys, %221 and from 2018-2019 and 2019-2020 Kansas NCI-AD surveys2223were examined
for the interim evaluation.

Target and Comparison Populations:

The HEDIS measures included in the evaluation assessed performance of adult and infant KanCare 2.0
members. The CAHPS adult surveys were distributed to adult KanCare 2.0 members aged 18 years or
older.242>The Kansas NCI surveys were conducted among members who are Medicaid eligible, 18 years
and older, receiving at least one Intellectual/Developmental Disability (I/DD) waiver service (waiver
services tonot include services from Intermediate Care Facilities for Individuals with Intellectual
Disabilities). The Kansas NCI-AD surveys were conducted among adults who are Medicaid eligible and
receive long term services and supports (LTSS) throughthe Frail Elderly (FE), Physical Disability (PD) and
Brain Injury (Bl) waiver programs.

Evaluation Periods:

HEDIS measures —Measurement Years 2019-2020

CAHPS survey measure — Survey Years 2019-2021 (MY 2019-2020)

Kansas NCI Survey measures —Survey Years 2016-2017, 2017-2018, and 2018-2019
Kansas NCI-AD Survey measures —Survey Years 2018-2019 and 2019-2020

Evaluation Measures:
The following outcome measures were assessed.
e Prenataland Postpartum Care (PPC) [HEDIS measure]

o Timeliness of Prenatal Care — Percentage of deliveries that received a prenatal care visit in the
first trimester, on or before the enrollment start date or within 42 days of enrollment in the
organization

o Postpartum Care —Percentage of deliveries that had a postpartum visit on or between 7 and 84
days after delivery

e Comprehensive Diabetes Care [HEDIS measures; percentage of members 18—75 years of age with

diabetes (types 1 and 2)]

o Hemoglobin Alc Control for Patients with Diabetes (HBD) — Percentage whose hemoglobin Alc
(HbA1c) was at the following levels:
= HbAlc Control (<8.0%)
=  Poor ControlHbAlc (>9.0%)

o Eye Exam Performed for Patients with Diabetes (EED) — Percentage who had aretinal eye exam.

e Blood Pressure Control for Patients with Diabetes (BPD) —Percentage whose blood pressure was
adequately controlled (<140/90 mm Hg)
e Medical Assistance with Smoking and Tobacco Use Cessation (MSC) [CAHPS survey HEDIS measure]

o Advising Smokers and Tobacco Users to Quit — Percentage of members 18 years of age and older
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who were current smokers or tobacco users and who received advice to quit during the prior six
months

o Discussing Cessation Medications —Percentage of members 18 years of age and older who were
current smokers or tobacco users and who discussed or were recommended cessation
medication in the prior sixmonths

o Discussing Cessation Strategies—Percentage of members 18 years of age and older who were
current smokers or tobaccousers and who discussed or were provided cessation methods or
strategies inthe prior six months.

e Social and Community Engagement [Kansas NCI Survey and Kansas NCI-AD Survey Measures]

o Kansas NCI Survey Measures
= Canseeand communicate with their family when they want (if not living with family)
= Hasfriends (may be staff or family) and cansee them when wants
= Able to go out and do the things they like to do in the community as often as they want
=  Services and Supports help person live a good life
= Decides or hasinput in deciding how to spend free time
= Decides or has input in deciding daily schedule

o Kansas NCI-AD Survey Measures
= Percentage of people who are always able to see or talk to friends and family when they

want to (if have friends and family who do not live with person)
= Percentage of people who are able to do things they enjoy outside of home as much as they
want to

=  Percentage of people whose services help them live a better life
=  Percentage of people who like how they spend their time during the day
= Percentage of people who get up and goto bed when they want to
=  Percentage of people who can eat their meals when they want to

Data Sources:

e HEDISmeasure data submitted by the MCOs for measurement years 2016 to 2020

e Consumer Assessment of Healthcare Providers and Systems (CAHPS) surveys, 2018 to 20212425
e NClIn-PersonSurveys, 2016-2017, 2017-2018, and 2018-2019 Kansas State Reports19.2021

e NCI-AD Adult Consumer Surveys, 2018-2019 and 2019-2020 Kansas Results?%23

Analytic Methods:

The following analytical steps were applied to examine the monitoring of overall KanCare 2.0
performance measures.

e HEDISand CAHPS Survey Measures:

o The Prenataland Postpartum Care (PPC) and Comprehensive Diabetes Care indicator rates were
calculated from Certified, Audited HEDIS Health Plan rates that were calculated by the MCOs
using administrative and medical record data for samples of members meeting administrative
criteria. KanCare rates are weighted averages of the MCOs'’ rates, weighted by the measures’
administrative denominators.

o Four CAHPS questions on the adult survey questionnaire addressed smoking and tobacco use
and cessation strategies among adult members. Respondents indicated whether or not they
smoked or used tobacco. If respondents replied “everyday” or “some days” to the smoking and
tobacco use question, they were asked three questions about cessation strategiesthat form
indicators of the HEDIS measure Medical Assistance with Smoking and Tobacco Use Cessation
(MSC). KanCare rates for the MSC indicators were calculated from CAHPS survey responses.
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These rates represented the combined membership of each MCO's indicated populations.
KanCarerates were averages weighted by the counts of members meeting survey eligibility
criteria. MSC rates are reported as one-year rates, as opposed to two-year rolling averages, to
accommodate statistical testing of differences betweenyears.

o KanCare rates were compared to national percentiles for all Medicaid and CHIP health plans
made available through Quality Compass (QC). KanCare rates were ranked using the QC
percentiles. The ranks are denoted, in order of worst to best performance: <5t, <10t, <25,
<33.331, <50th, >50th, >66.67t, >75t, >90t", and >95t". For example, a rate ranked <10t will be
less than the 10t percentile but not less than the 5t percentile.

o Statisticaltesting toassessstatistically significant differences betweentwo consecutive years
(2019 to0 2020, and 2020 to 2021) was conducted using a weighted Pearson chi-square test with
p less than 0.05 indicating statistical significance.

e Kansas NCl Survey Measures:

o The percentages for the NCI Survey measures were abstracted from the 2016-17,2017-18, and
2018-19 National Core Indicators (NCI®) In-Person Surveys, Kansas State Reports.

o Absolute improvement was examined by comparing percentages across the three survey years.

e Kansas NCI-AD Survey Measures:

o The percentages for the NCI-AD Survey measures were abstracted fromthe 2018-2019 and
2019-2020 surveyreports.

o Absolute improvement was examined by comparing percentages across the three survey years.

Methodological Limitations

Due to state-wide implementation of the KanCare 2.0 Demonstration, the evaluation of overall
strategies (Service Coordination Strategy and OneCare Kansas program) and four hypotheses is limited
by the lack of true comparison groups. All Medicaid clients in the state are subject to participationin the
Demonstration. As a result, the evaluation design included comparisons among members in the
Intervention and Comparison Groups (without true external comparison groups); therefore, the pre- and
post-test evaluation design or comparisons to baselines may suggest overallimprovements in outcomes
due to the demonstration and observed associations may not imply causality due to a specific
intervention.

The use of administrative claims and encounters data sources can be a limitation. These data sources
are designed and collected for billing purposes but will be used in the evaluation to determine changes
in access toservices, quality of care, and health outcomes. However, most of the measures selected for
assessment of the evaluation questions are validated and widely used for this purpose. While
administrative data might be able to identify key cases and statistical trends, these are usually limited in
providing detailed health and health behavior information, thus making it difficult to obtain information
on possible covariates. Also, due to the use of population-level data, the effect size of measured
differences represents true differences; however, this mayor may not correspond to meaningful
changes at the intervention or program levels.

Because MCO member-level HEDIS data were not available for measurement years 2016 through 2021,
HEDISrates were calculated from encounter data. Rates calculated from encounter records do not

matchthe MCOs’ rates and are not to be considered HEDISHealth Plan rates; calculation of HEDIS rates
by the MCOs incorporates supplemental data not available through encounters, such as data extracted
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from medical records and claims from other lines of business. HEDIS rates calculated from encounter
data are Uncertified, Unaudited HEDISrates. Not all HEDIS rates could be adequately produced from
encounter data; Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment
(IET) rates were excluded from the evaluation due to poor comparisons to rates calculated from MCO
member-level detail records.

Datalagalsocauses a challenge in measuring and reporting change in a timely manner. Analysis from
encounter data was limited to dates of service occurring in 2016 through 2021 and further limited to
encounters received into the State’s system within 3 months of the measurement year. The latest HEDIS
data from the MCOs available for analysis was measurement year 2020.

As the evaluation covers multiple years, definitions and specifications of the evaluation measures,
policies for data collection, and infrastructure of the data sources were subject to change during the
evaluation period. Adjustments were made to analytic plans, where possible. These include adjusting
HEDIS measure calculations to reflect more current technical specifications and modifying inclusion
criteria for the Service Coordination Strategyintervention and comparison groups due to missing data.

Comparison group options using members who are the members of the intervention’s target population
will be applied, therefore, thereis a possibility of encountering methodological issues (such as selection
bias due to differences in the characteristics of members opting-in for the participationin the
intervention and those not opting-in, multiple treatment threats due to other interventions, effect of
confounding variables, inadequate statistical power, and multiple comparisons issues) that will require
application of appropriate techniques.

A lack of standardization of the HST, HRA, Needs Assessment and PCSP variable fields, in the datasets
provided by the MCOs, created limitations in compiling the Intervention and Comparison Groups
needed for the interim evaluation measurement period. Through a contract amendment, the HST and
HRA have been standardized, withimplementation of the standardized tools occurring in early 2022.

Issues with comparability of intervention and control groups, time periods, or strata were encountered.

Appropriate techniques were be applied toaddress these issues as much as possible.

e The COVID-19 public health emergency was a very strong confounding variable that impacted
almost all aspects of the evaluation.

e Asanemergency measure, disenrollment from KanCare was suspended for many members who
would otherwise have become ineligible for benefits (e.g., CHIP members turning 19 years old and
60 days after delivery for women receiving benefits due to pregnancy). Consequently, the number of
KanCare members increasedin 2020 and 2021 (impacting utilization rates) and the homogeneity of
the population changed (impacting statewide outcome measures).

e The intervention and control groups for evaluation of the Service Coordination Strategyand
OneCare Kansas groups were subject to self-selection bias due to differences in the characteristics
of members opting-in for the participation in the intervention and those not opting-in.

e Telehealthwasimplemented statewide, which creates spillover effects.

e Differencesin the type of providers available to offer services differed between regions of the state,
which made it a confounding variable for evaluation of telehealth.

e Some measures (e.g., Prenatal and Postpartum Care and Follow-Up After Hospitalization for Mental
Iliness for evaluation of the Service Coordination Strategy and OneCare Kansas groups) were not
reported for due to inadequate statistical power (too few members met denominator criteria).

KFMC Health Improvement Partners Page 27



KanCare 2.0 Interim Evaluation
Evaluation of the State of Kansas Medicaid Section 1115(a) Demonstration — KanCare 2.0
Reporting Period — January 2019 — September 2022

e Statisticaltesting results on measures with large denominators frequently produced p-values less
than 0.001. If confounding variables were known, test results may not have been meaningful for
evaluation of the hypotheses.

Results

a. KanCare 2.0 Service Coordination Strategy

Quantitative Evaluation

For the interim evaluation of the KanCare 2.0 Service Coordination Strategy, the six selected
performance outcome measures were examined for the Intervention Group and Comparison Group 2
for the pre-intervention period (2016—2018) and intervention period (2019-2021). The Intervention
Group rates calculated for the pre-intervention period (2016—2018) constituted the rates for
Comparison Group 1. The results are summarizedin Table 3.

Demographic Analysis:

Demographic analysis included stratifying the Intervention Group and Control Group 2 by MCO and by
whether or not they received HCBSservices. Since all HCBS waiver participants are eligible for service
coordination, they represent a higher percentage of members participating in service coordination than
non-HCBS participants. Examples of non-HCBS participants in service coordination may include members
with behavioral health needs or complex/chronic conditions, members in nursing or residential facilities,
hospitals or members in foster care.The ratio of HCBS waiver participants to non-HCBS participants was
different between the intervention and control groups: 82% of the 23,807 members in the Intervention
Group were HCBS recipients comparedto 26% of the 26,712 members in Control Group 2. At the MCO-
level, the percentages of HCBSrecipients in the Intervention Group were 57%, 93%, and 95%; the
percentages of HCBSrecipients in Control Group 2 were 4%, 16%, and 44%. Because service
coordination was available through HCBS services prior to KanCare 2.0, inclusion of HCBS recipients will
dampen the planned analysis to measure the impact of extending service coordination to non-HCBS
recipients. Of the 4,366 non—HCBS recipients in the Intervention Group, 77% were from one MCO; the
reason for this difference is unknown.

As noted in the evaluation methodology for the service coordination strategy, the COVID-19 pandemic
impeded the MCOs’ abilities to fully administer the service coordination strategy as designed, for much
of the intervention period. While data is provided for the service coordination evaluation measures,
conclusions regarding the effectiveness of the strategy are not possible at this time.

Measure 1: Adults’ Accessto Preventive/Ambulatory Health Services (AAP):

The Intervention Group’s RFR improvement was not statistically different from that of Comparison

Group 2. The RFR, which measures improvement relative tothe amount of possible improvement,

should be higher for the intervention group to show effectiveness. The following results were seen for

the AAP measure:

e The 2016-2018 AAP rates were high for both Intervention Group (95.8%) and Comparison Group 2
(94.3%). Since the Intervention Group has less potential for improvement, equal percentage point
increases would resultin larger RFRs for the Intervention Group than for Comparison Group 2.
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For both groups, the 2019—-2021 AAP rates were about 1 percentage point lower than the 2016—
2018 AAP rates, whichis shown in Table 3 as a difference of —1 percentage points. The Intervention
Group’s rate decreasedto 94.8%; the AAP rate for Comparison Group 2 decreasedto 93.2%.

The RFR improvements were also about the same. The RFR for the Intervention group was —22.9%;
the formula is RFR = (94.8% —95.8%)/(100% — 95.8%). The RFR for Comparison Group 2 was —19.1%.
The difference in RFRs was not statistically significant (p=.27). Statistical significance of the
differences between 2016—-2018 and 2019-2021 rates was expected; it was assumed the COVID-19
pandemic would impact AAP rates. Also, the denominators are large, sosmall changes in rates
would yield significant findings.

The differences between Intervention Group and Comparison Group 2 rates are indications of
comparability of the two groups. The significance of the differences was not surprising since
members who elect to receive service coordination may be more likely have medical conditions
requiring preventive or ambulatory health services. These differences are accounted for by
comparing RFRs instead of percentage point differences betweenyears.

Measure 2: Annual Dental Visit (ADV):

For Intervention Group and Comparison Group 2, negative RFRs for ADV measure were seen. For the
Intervention Group, a statistically significant lower RFR was seen. The RFR should be higher for the
intervention group to show effectiveness. The following results were seen for the ADV measure:

The 2016-2018 ADV rates for the Intervention Group and the Comparison Group 2 were 54.4% and
63.9%, respectively. A statistically significant difference of 9.5 percentage points was seen between
the rates for the two groups (p<.001).

The 2019-2021 ADV rates for both groups were lower than the 2016—2018 rates. The Intervention
Group’s rate decreasedto 47.9%, showing a difference of 6.5 percentage points. The rate for the
Comparison Group 2 decreasedto 62.3%, showing a difference of 1.6 percentage points.

For both groups, negative values of RFRs were seen. The RFR for the Intervention group was —14.2%.
The RFR for Comparison Group 2 was —4.5%. The difference in RFRs for the two groups was
statistically significant (p<.001), showing the decrease was larger for the Intervention Group than for
the Comparison Group 2.

Measure 3. Adolescent Well-Care Visit (AWC):

For Intervention Group and Comparison Group 2, negative RFRs for the AWC measure were seen. For
the Intervention Group, a statistically significant lower RFR was seen. The RFR should be higher for the
Intervention Group to show effectiveness. The following results were seen for AWC measure:

The 2016—-2018 AWC rates for the Intervention Group and the Comparison Group 2 were 47.2% and
52.3%, respectively. Astatistically significant difference of 5.1 percentage points was seen between
the rates for the two groups (p<.001).

The 2019-2021 AWC rates for both groups were lower than the 2016—2018 rates. The Intervention
Group’s rate decreasedto 42.4%, showing a difference of 4.8 percentage points. The rate for
Comparison Group 2 decreased slightlyto 52.0%, showing a difference of 0.2 percentage points.

For both groups, negative values of RFRs were seen. The RFR for the Intervention group was —9.1%.
The RFR for Comparison Group 2 was —0.5%. The difference in RFRs for the two groups was
statistically significant (p<.001), showing the decrease was larger for the Intervention Group than for
the Comparison Group 2.
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Measure 4: ED Visits, Observation Stays, or Inpatient Admissions for Following Conditions:
e Diabetic ketoacidosis/hyperglycemia,

e Acutesevere asthma,

e Hypertensive crisis,

e Fall injuries,

e SUD, or

e Mental health issues

Rates for Intervention Group and Comparison Group 2 increasedinstead of improving. The relative
increase was greater for the Intervention Group (i.e., the difference in RFRs was statistically significant),
which indicates poorer performance. The following results were seen for the measure:

e The 2016-2018 ED Visits, Observation Stays, or Inpatient Admissions for Diabetic ketoacidosis/
hyperglycemia, Acute severe asthma, Hypertensive crisis, Fallinjuries, SUD, or Mental health issues
rates for the Intervention Group and the Comparison Group 2 were 52.6 occurrences (visits, stays,
or admissions) per 1,200 member-months and 86.4 occurrences (visits, stays, or admissions) per
1,200 member-months, respectively.

e The Intervention Group’s rate increased 9.4 occurrences per 1,200 member-months. The rate for
the Comparison Group 2 increased only 3.7 occurrences per 1,200 member-months.

e The RFRfor the Intervention Group was —17.9%, which indicates worse performance than the RFR of
—4.3% for Comparison Group 2. The difference in RFRs for the two groups was statistically significant
(p<.001).

e The difference between rates of 33.9 occurrences per 1,200 member-months indicates an
underlying difference in health status betweenthe two groups, which may have contributed to their
differing performance under this measure.

Measure 5: Outpatient or Professional Claims for Following Conditions:
e Diabetic retinopathy

e Influenza

e  Pneumonia or

e Shingles

Results support the assertionthat the KanCare 2.0 Service Coordination Strategy had a positive impact
on the Outpatient or Professional Claims, for Diabetic Retinopathy, Influenza, Pneumonia or Shingles
rates. Instead of decreasing, whichwould indicate improvement, rates for both the Intervention Group
and Comparison Group 2 increased. However, the increase was greater for Comparison Group 2. The
difference in RFRs was statistically significant, which indicates the Intervention Group performed better
than Comparison Group 2 under the circumstances. The following results were seen for the measure:

e The 2016-2018 rates for Outpatient or Professional Claims for Diabetic Retinopathy, Influenza,
Pneumonia or Shingles for the Intervention Group and Comparison Group 2 were 66.9 claims per
1,200 member-months and 56.6 claims per 1,200 member-months, respectively. The 10.3 claims per
1,200 member-months difference in these rates was statistically significant but was considered
acceptable for the analysis.

e The 2019-2021 rates for both groups were higher than the 2016—-2018 rates. The Intervention
Group’s rateincreased 11.5 claims per 1,200 member-months. The rate for Comparison Group 2
increased 18.6 claims per 1,200 member-months.

e For both groups, negative values of RFRs were seen. The RFR for the Intervention group was —17.3%,
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which was “less worse” than RFR of —32.8% for Comparison Group 2. The difference in RFRs for the

two groups was statistically significant (p<.001).

Measure 6: Emergency Department Visits Overall (Administrative):
Neither intervention and comparison group’s rate changed statistically significantly between time
periods, and the difference in RFRs was not statistically significant. The following results were seen for

the measure:

e The 20162018 Emergency Department Visits (Overall) rate was 141.5 claims per 1,200 member-
months for the Intervention Group and 192.7 claims per 1,200 member-months for Comparison

Group 2.

e For both groups, the 2019-2021 Emergency Department Visits (Overall) rates were lower than the
2016-2018 rates. The Intervention Group’s rate decreased 2.3 claims per 1,200 member-months.

The rate for the Comparison Group 2 slightly decreased 1.4 claims per 1,200 member-months. The
decreases were not statistically significant (p=.13 and p=.48, respectively).

e The RFR for the Intervention Group (1.6%) and RFR for Comparison Group 2 (0.8%) were not
statistically significantly different (p=.41).

Table 3. KanCare 2.0 Service Coordination Strategy Evaluation Measures

Intervention Group Comparison Group 2 Statistics
Rate Denominator Rate Denominator | Difference  Significance
Adults’ Access to Preventive/Ambulatory Health Services (AAP)*
2016-2018 95.8% 42,267 94.3% 26,770 1.5pp p<.001
2019-2021 94.8% 47,722 93.2% 37,684 1.6 pp p<.001
Difference, p-value -1.0 pp p<.001 -1.1pp p<.001
RFR Improvement -22.9% -19.1% p=.27
Annual Dental Visit (ADV)*
2016-2018 54.4% 10,280 63.9% 11,310 -9.5 pp p<.001
2019-2021 47.9% 11,371 62.3% 13,766 -14.4 pp p<.001
Difference, p-value -6.5 pp p<.001 -1.6 pp p=.01
RFR Improvement -14.2% -4.5% p<.001
Adolescent Well-Care Visit (AWC)*
2016-2018 47.2% 10,070 52.3% 10,780 5.1pp p<.001
2019-2021 42.4% 11,176 52.0% 13,004 -9.6 pp p<.001
Difference, p-value -4.8 pp p<.001 -0.2 pp p=.70
RFR Improvement -9.1% -0.5% p<.001

ED Visits, Observation Stays, or Inpatient Admissions for Following Conditions:

Diabetic Ketoacidosis/Hyperglycemia, Acute Severe Asthma, Hypertensive Crisis, Fall Injuries, SUD, or Mental Health Issues”
2016-2018 52.6 44,132 86.4 30,447 -33.9 p<.001
2019-2021 62.0 51,549 90.2 45,367 -28.2 p<.001

Difference, p-value 9.4 p<.001 3.7 p=.01
RFR Improvement -17.9% -4.3% p<.001
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Table 3. KanCare 2.0 Service Coordination Strategy Evaluation Measures (Continued)

Intervention Group Comparison Group 2 Statistics
Rate Denominator Rate Denominator | Difference  Significance
Outpatient or Professional Claims for Following Conditions:
Diabetic Retinopathy, Influenza, Pneumonia, or Shingles®
2016-2018 66.9 44,132 56.6 30,447 10.3 p<.001
2019-2021 78.4 51,549 75.2 45,367 3.3 p<.01
Difference, p-value -11.5 p<.001 -18.6 p<.001
RFR Improvement -17.3% -32.8% p<.001
Emergency Department Visits Overall®
2016-2018 141.5 44,132 192.7 30,447 -51.2 p<.001
2019-2021 139.2 51,549 191.2 45,367 -52.1 p<.001
Difference, p-value 2.3 p=.13 1.4 p=.48
RFR Improvement 1.6% 0.8% p=.41

Reduction in failure rate (RFR) measures improvement relative to the amount of possible improvement. The formula is:

RFR=(Final Rate minus Initial Rate)/(Goal minus Initial Rate), where Goal = 100% or 0%, depending on the measure.
*Measures were calculated from MMIS encounter data based on specifications for HEDIS Health Plan measures. Rates differ from Certified,
Audited HEDIS health plan rates calculated by MCOs due to differences if available source data. To calculate RFR, the goal was 100%.
Differences in rates are shown in percentage points (pp) and were tested for statistical significance using a Pearson chi-square test. A chi-
square test was used to test for equality of RFR improvements.
AMeasures were calculated from MMIS encounter data that was deduplicated to count one claim per member, per billing provider NPI, per
last date of service. Rates are the number of claims in the measurement period per 1,200 member -month, which may be interpreted as the
average number of claims in a year for 100 members. The denominator shown is the total member-months divided by 12 (i.e., the total of
the average number of members in each year within the measurement period). Large sample z-tests were used to test for differences
between rates and RFR improvements.

b. OneCare Kansas program

Quantitative Evaluation

For the interim evaluation of the OneCare Kansas (OCK) program, the six selected performance outcome
measures were examined in the Intervention Group and Comparison Group 2 for the pre-intervention period
(2016-2019) and intervention period (2020-2021). The rates calculated for the pre-intervention period
(2016-2019) constituted the rates for the Comparison Group 1. The results are summarizedin Table 4. As
noted in the evaluation methodology, the COVID-19 pandemic impeded the MCOs’ abilities to fully
administer the service coordination strategy as designed, for much of the intervention period. While datais
provided for the OCK evaluation measures, conclusions regarding the effectiveness of the strategyare not
possible at this time.

Review of the MCOs’ data files indicated the MCOs’ processes to determine members’ OCK eligibility,
per the State’s criteria, had some variability. Differences were also seen between KFMC’s identification
of eligible members from encounters (using the State’s OCK program eligibility criteria), and the dataset
provided by one of the MCOs, with KFMC identifying more eligible members.

Measure 1: Adults’ Accessto Preventive/Ambulatory Health Services (AAP):

Results supports the assertion that the OCK program had a positive impact on Adult’s Access to

Preventive/Ambulatory Health Services rates. The Intervention Group’s rate improved while Comparison

Group 2’s rate declined. The difference in the relative improvements was statistically significant. The

following results were seen for the AAP measure:

e The 2016—2019 AAP rates were high for both the Intervention Group (97.5%) and Comparison Group
2 (94.6%). Since the Intervention Group has less potential for improvement, equal percentage point
increases would resultin larger RFRs for the Intervention Group than for Comparison Group 2.
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e For the Intervention Group, the 2020-2021 AAP rate was 0.2 percentage points higher thanthe
2016—2019 AAP rate; the AAP rate for Comparison Group 2 decreased 2.4 percentage points.

e Theincreasein the Intervention Group’s AAP rates was a 7.4% relative improvement. The RFR for
Comparison Group 2 was —44.2%. The difference in RFRs was statistically significant (p<.001).

e Statisticallysignificant differences between 2016-2019 and 2020-2021 rates were expected; it was
assumed the COVID-19 pandemic would impact AAP rates. Also, the denominators arelarge, so
smallchanges in rates canyield significant findings.

e The differences between the Intervention Group and Comparison Group 2 rates are indications of
comparability of the two groups. The significance of the differences was not surprising since
members who elect to receive OCK program services may be more likely have medical conditions
requiring preventive or ambulatory health services. These differences are accounted for by
comparing RFRs instead of percentage point differences betweenyears.

Measure 2: Annual Dental Visit (ADV):

Results suggest the OCK program may have had a positive impact on Annual Dental Visit rates. Although

ADV rates for both groups decreased, the Intervention Group’s rate did not decrease as badly as the

Comparison Group 2’s rate did, based on the RFRs—the Intervention Group’s RFR was closer to positive

than Comparison Group 2’s RFR, and the difference was statistically significant. The following results

were seen for the ADV measure:

e The 2016-2019 ADV rates for the Intervention Group and the Comparison Group 2 were 72.2% and
66.3%, respectively.

e The 2020-2021 ADV rates for both groups were lower than the 2016—-2019 rates; 3.0 percentage
points for the Intervention Group and 9.5 percentage points for Comparison Group 2.

e The RFR for the Intervention Group was —10.7%. The RFR for Comparison Group 2 was —28.3%. The
difference in RFRs for the two groups was statistically significant, showing the Intervention Group
fared relatively better in the last twoyears than Comparison Group 2.

e The differences between groups within each period are large enough to warrant comparison of
RFRs, but not solarge as to indicate Comparison Group 2 is not suitable to be a comparison group
for the analysis.

Measure 3. Adolescent Well-Care Visit (AWC):

Results support the assertionthat the OCK program had a positive impact on Adolescent Well-Care Visit

rates. As withthe AAP rates, the AWC rate for the Intervention Group increased (non-significantly) while

the AWC rate for Comparison Group 2 decreased. The difference in RFRs was statistically significant. The

following results were seen for the AWC measure:

e The 2016—2019 AWC rates for the Intervention Group and the Comparison Group 2 were 59.1% and
51.4%, respectively. The difference of 7.7 percentage points was acceptable for the analysis.

e For Intervention Group, the 2020-2021 AWC rate was 0.8 percentage points higher than the 2016-
2019 rate. The Comparison Group 2 AWC rate decreased 6.5 percentage points.

e The RFR for the Intervention Group was 2.0% and the RFR for Comparison Group 2 was -13.3%. The
difference in RFRs was statistically significant.
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Measure 4: ED Visits, Observation Stays, or Inpatient Admissions for Following Conditions:

Diabetic ketoacidosis/hyperglycemia,
Acute severe asthma,

Hypertensive crisis,

Fall injuries,

SUD, or

Mental health issues

The Intervention Group’s RFR improvement was not statistically different from that of Comparison
Group 2. The following results were seen for the measure:

The 2016-2019 rates for the ED Visits, Observation Stays, or Inpatient Admissions for Diabetic
Ketoacidosis/hyperglycemia, Acute severe asthma, Hypertensive crisis, Fall injuries, SUD, or Mental
health issues rates for the Intervention Group and the Comparison Group 2 were 61.1 and 32.7
occurrences (visits, stays, or admissions) per 1,200 member-months, respectively.

For the Intervention Group, the 2020-2021 rate was 1.2 occurrences per 1,200 member-months
higher than the 2016—2019 rate (shown in Table 4 as—1.2 since it is not an improvement). The rate
for Comparison Group 2 increased 1.7 occurrences per 1,200 member-months from 2016 to 2019.
The RFRs were —2.0% for the Intervention Group and —5.1% for Comparison Group 2; the difference
was not statistically significant (p=.49).

The difference between the Intervention Group and Comparison Group 2 rates was relatively large
for both time periods. For 2016—2019, the difference was 28.4; the Intervention Group’s rate was
almost double Comparison Group 2’s rate. This makes the comparability of the two groups
questionable, and the results of the analysis should be interpreted with caution.

Measure 5: Outpatient or Professional Claims for Following Conditions:

Diabetic retinopathy
Influenza
Pneumonia or
Shingles

For both the Intervention Group and Comparison Group 2, the RFR was —14%. The following results
were seen for the measure:

The 2016-2019 rates for the Outpatient or Professional Claims for the diabetic retinopathy,
influenza, pneumonia or shingles for the Intervention Group and the Comparison Group 2 were 62.5
and 43.9 claims per 1,200 member-months, respectively.

For the Intervention Group, the 2020-2021 rate was 8.8 claims per 1,200 member-months higher
than the 2016—2019 rate. The Comparison Group 2 rate increased 6.1 claims per 1,200 member-
months from 2016-2019.

The RFRs (—14.1% for the Intervention Group, —14.0% for Comparison Group 2) were not statistically
significantly different (p=.98)

The difference between the groups’ rates was relatively large for both time periods; Comparison
Group 2’s rates were about one and a half times the Intervention Group’s rates. This makes the
comparability of the two groups questionable, and the results of the analysis should be interpreted
with caution.
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Measure 6: Emergency Department Visits Overall (Administrative):
The rates improved for both groups, but the RFR improvement was statistically significantly greater for
Comparison Group 2 thanthe Intervention Group. The following results were seenfor the measure:
e The 2016-2019 Emergency Department Visits (Overall) rate for the Intervention Group was 310.3
and 212.5 claims per 1,200 member-months for Comparison Group 2.
e For both groups, the 2020-2021 Emergency Department Visits (Overall) rates were about 37 claims
per 1,200 member-month lower thanthe 2016—2019 rates.
e The RFR for the Intervention Group was 11.6%, but the RFR for Comparison Group 2 (17.6%) was
statistically significantly greater (p<.01).
e The difference between the groups’ rates was relatively large for both time periods; Comparison
Group 2’s rates were about one and a half times the Intervention Group’s rates. This makes the
comparability of the two groups questionable, and the results of the analysis should be interpreted

with caution.

Table 4. OneCare Kansas Program Evaluation Measures

Intervention Group Comparison Group 2 Statistics
Rate Denominator | Rate Denominator | Difference  Significance

Adults’ Access to Preventive/Ambulatory Health Services (AAP)*

2016-2019 97.5% 7,125 94.6% 143,237 2.9 pp p<.001

2020-2021 97.7% 5,012 92.2% 103,627 5.5pp p<.001
Difference, p-value 0.2 pp p=.52 -2.4 pp p<.001
RFR Improvement 7.4% -44.2% p<.001
Annual Dental Visit (ADV)*

2016-2019 72.2% 2,727 66.3% 139,906 5.9 pp p<.001

2020-2021 69.2% 1,606 56.8% 81,137 12.5pp p<.001
Difference, p-value -3.0 pp p=.04 -9.5 pp p<.001
RFR Improvement -10.7 -28.3% p<.01
Adolescent Well-Care Visit (AWC)*

2016-2019 59.1% 2,687 51.4% 135,928 7.7 pp p<.001

2020-2021 59.9% 1,603 44.9% 80,084 15.0 pp p<.001
Difference, p-value 0.8 pp p=.59 -6.5 pp p<.001
RFR Improvement 2.0% -13.3% p<.001

Diabetic Ketoacidosis/Hype

ED Visits, Observation Stays, or Inpatient Admissions for Foll
rglycemia, Acute Severe Asthma, Hypertensive Crisis, Fall Injuries, SUD, or Mental Health Issues?

owing Conditions:

2016-2019 61.1 7,936 32.7 168,872 28.4 p<.001
2020-2021 62.3 5,517 34.3 124,563 28.0 p<.001
Difference, p-value -1.2 p=.66 -1.7 p<.001
RFR Improvement -2.0% -5.1% p=.49
Outpatient or Professional Claims for Following Conditions:
Diabetic Retinopathy, Influenza, Pneumonia, or Shingles*
2016-2019 62.5 7,936 439 168,872 18.5 p<.001
2020-2021 71.3 5,517 50.1 124,563 21.2 p<.001
Difference, p-value -8.8 p<.01 -6.1 p<.001
RFR Improvement -14.1% -14.0% p=.98
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Table 4. OneCare Kansas Program Evaluation Measures (Continued)

Intervention Group Comparison Group 2 Statistics
Rate Denominator | Rate Denominator | Difference  Significance
Emergency Department Visits Overall?
2016-2019 310.3 7,936 212.5 168,872 97.8 p<.001
2020-2021 273.5 5,517 175.2 124,563 98.4 p<.001
Difference, p-value 36.8 p<.001 37.3 p<.001
RFR Improvement 11.9% 17.6% p<.01

Reduction in failure rate (RFR) measures improvement relative to the amount of possible improvement. The formula is:

RFR=(Final Rate minus Initial Rate)/(Goal minus Initial Rate), where Goal = 100% or 0%, depending on the measure.
*Measures were calculated from MMIS encounter data based on specifications for HEDIS Health Plan measures. Rates differ from Certified,
Audited HEDIS health plan rates calculated by MCOs due to differences if available source data. To calculate RFR, the goal was 100%.
Differences in rates are shown in percentage points (pp) and were tested for statistical significance using a Pearson chi-square test. A chi-
square test was used to test for equality of RFR improvements.
AMeasures were calculated from MMIS encounter data that was deduplicated to count one claim per member, per billing provider NPI, per
last date of service. Rates are the number of claims in the measurement period per 1,200 member-month, which may be interpreted as the
average number of claims in a year for 100 members. The denominator shown is the total member-months divided by 12 (i.e., the total of
the average number of members in each year within the measurement period). Large sample z-tests were used to test for differences
between rates and RFR improvements.

Qualitative Evaluation

Learning Needs |dentified:

The learning needs identified by OCK Learning Collaborative participants were collected from
information available from April 2020 through March 2022, including the virtual regional meetings and
survey. An overview of participants’ responses andrelated key themes are described in Appendix A,
Table A.1. These key themes are summarized below (Table 5).

Table 5. Learning Needs Identified by OneCare Kansas Learning Collaborative Participants, April 2020 — March

2022 Key Themes

e Health assessment tools and trainings for use of different types of health assessment toolsincluding those for the
comprehensive care

e Trainings for setting and writing goals and use of health assessment tools to identify goals

e Tracking outcomesand improvement of goals

e Ways to build program and engage members during COVID-19 pandemic

e MCO resourcesand benefits, tools, and portals

o Staff recruitment, retention, and engagement

e Provider engagement, networking, and peer learning

o Member engagement, recruitment, retention, and outreach tips

e Finance and billing

e Information and guidance on program processes and protocols:
o Service codes

Use of same protocols by MCOs

Simplifying inclusion process

Patient transfers and referrals

Staff-to-member ratios

Required staff

HIPAA

Foster care system

Advanced directives

Program manual, including demonstrating compliance

O 0O OO0 0O 0 OO0 O
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Table 5. Learning Needs Identified by OneCare Kansas Learning Collaborative Participants, April 2020 — March

2022 Key Themes (Continued)

e Trainings on OCK focused conditions:
Asthma

o Asthma and mental health issues
o Addiction (SBIRT, etc.)

o Motivational interviewing

o

H

o

Health literacy
ealth promotion resourcesfor members

A variety of topics were identified by the participants to be discussedin Learning Collaborative meetings
to gain information and guidance on various aspects of OCK program, including member and provider
resources, program processes and protocols, provider and member engagement and strategies, staffing,
and trainings on program focused conditions.

OCK Learning Collaborative Discussions and Sessions:

The main focus of the Learning Collaborative meetings was toidentify and address evolving learning
needs of OCK partners, whichallows for continual quality improvement of the OCK program. To achieve
this objective, fourteen virtual meetings were conducted from April 2020 through March 2022,
providing information and guidance to participants on various aspects of the program. These meetings
were attended by KDHE, MCOs, state organizations, provider network and contracted OCKPs. KDHE and
other state agencies’ staff, WSU CEl staff, and OCK partners presented information on various topics
identified by participants as learning needs. These sessions alsoincluded interactive discussions among
the participants using smalland large group discussion formats. The approximate number of participants
attending these meetings ranged from forty-five to seventy. Feedback was also collected after each
session. Detailed information on these sessions is provided in Appendix A, Table A2. An overall summary
of the topics presentedin these meetings is provided below (Table 6). One identified learning need
theme, that did not appear to be addressed, pertained to working with OCK members and their
conditions, such as asthma, behavioral health, motivational interviewing, and health literacy.

Table 6. Topics Discussed in OneCare Kansas Learning Collaborative Meetings, April 2020 — March 2022

April 2020 through November 2020: Eight Learning Collaborative meetings presented eleven topics.

e Information about adjustmentsto OCK policy duringthe COVID-19 emergency; Information regarding recommended and
mandatory learning opportunities that impact OCK providers

e Recruitment and engagement of potential OCK members

e Quality measures for the OneCare Kansas program

e Information on the difference between a Health Risk Assessment conducted by the MCOs (KanCare care coordination
strategy) and an OCK Health Assessment; Model for providing servicesto OCK members (including the Health Assessment
process) shared by partners from the Community Health Centers; and strategies for engaging other providersin the
process

e Programs available to support OCK partners for health promotion activities

e Challengesand opportunitiesthat the partners have experienced in thefirst six months of the program’s implementation
e Promoting staff resilience
e Recruitment of potential OCK members
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Table 6. Topics Discussed in OneCare Kansas Learning Collaborative Meetings, April 2020 — March 2022

(Continued)

January 2021 through November 2021: Five Learning Collaborative meetings presenting thirteen topics, one online

survey, and six regional virtual meetings with OCK partners were conducted.

e Use and benefits of GIS map; use of map for collaboration; barriersin itsuse; and strategiesto overcome these barriers

e Areview of the first year; introduction of a data dashboard posted by KDHE to the OCK website; a review of aggregate
results of the first OCK audit; OCK partner’s experience in achieving financial sustainability for their program; expectations
for the 2" year of the program; and description on the expanded eligibility criteria

e Experiencesofthree OCK partners related to engagement of the membersin their OCK program

e Online survey to obtain a point-in-time impression of program success in achievingits goal from the perspective of
contracted OCKPs (June 2021)

e Six regional virtual meetings with OCKPs — program success, concerns, needs and offers and potential next steps for the
program (July 2021)

e OCK quality goals and partner expectations related to monitoring program quality; processes applied by the participant
for gathering member feedback and challenges encountered

e Collaborationswith local healthcare partnersin the community

March 2022: One Learning Collaborative meeting presented three topics.

e Challengesand potential opportunities to hire support level staff to complete certain tasks; organizational changes need
to allow for hiring additional support staff such as CNA/CMAs in their programs; and consideration ofan option of adding
community health workers as a potential support role for the OCK program

Factors that Facilitated the Implementation of the OneCare Kansas Program to Achieve Its Goals, April
2020-March 2022:

During discussions in the OCK Collaborative meetings, participants identified factors that facilitated their
efforts to implement the OCK program and achieve its goals. An overview of participants’ responses and
related key themes are describedin Appendix A, Table A3. Those key themes are summarized below
(Table 7).

Table 7. Factors that Facilitated the Implementation of the OneCare Kansas Programto Achieve Its Goals,

April 2020 — March 2022 KeyThemes

Getting familiar with the program, its processes, and benefits

e Provision of trainingsand re-trainings for the OCK providersfor increasing their knowledge base to support their efforts,
readily available information about the trainings and their time frames

o Availability of resources, variety of tools, OCK dashboard and GIS maps from State, MCOs and other agencies

e Diagnostic codes expansion and updates

e Tracking and reporting of quality measures and focus on outcomes

This areaintentionally left blank
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Table 7. Factors that Facilitated the Implementation of the OneCare Kansas Program to Achieve Its Goals,

April 2020 — March 2022 Key Themes (Continued)

o Staffing optionsand expertise; Staff support

e Incorporation of the health promotion and risk factor prevention and control as the provision of care options; submission
of separate claims for these options; and sharing of health promotion resources with clients

e Discussing challenges encountered in member recruitment and engagement; and application of strategies, methods and
processes for member recruitment, enrollment, engagement, and outreach

o Referral processes and assistance from MCOs

e Collaboration with other entities such as psychosocial groups, hospitals, clinics, PCPs, and pharmaciesto recruit clients

e Use of prescription program to recruit clients

e Applyingstrategies for building and improving collaboration with other local health partners/providers who work with the
members

e Collaboration, peer learning, and support among OCK partners to address similar challenges and implement OCK program

e Ensuring documentation fully reflects all activities and interactions for purposes of ongoing work with the client, billing,
getting credit for work completed, and identification of successes

e Strategiesapplied to address OCK program staffing challenges:
o  Hiringand recruiting staff

Hiring of staff to work in two roles

Providing more support to staff by regular debriefing

Contracting with other agencies

Financial strategies such as increasing pay/wages, sign on bonus, staff bonuses, cross training of staff for OCK to bill

the program

o  Reducingstaff turnover rates

O O O O

OCK Learning Collaborative participants noted several factors that facilitated their efforts for the
implementation of the OCK programto achieve its goals. Fourteen overall themes described these
factors. These themes could be further grouped into five broad categories: availability of program
information, resources, and trainings; staffing strategies and support; collaboration among OCK
partners; collaboration with community and provider entities; and diagnostic codes expansion, health
promotion options, and outcome focused program processes and systems.

Barriers/Challenges Seen in the Implementation of the OneCare Kansas Program:

During the discussions conducted in the OCK Collaborative meetings, participants identified the barriers
and challenges they encountered in the implementation of the OCK program. An overview of
participants’ responses andrelated key themes are described in Appendix A, Table A4. Those key
themes are summarized below (Table 8).

Table 8. Barriers/Challenges Encountered by OneCare Kansas Partners in the Implementation of the Program,

April 2020 — March 2022 KeyThemes
e Issues with program structure and processes:
o Laborintensive and time-consuming Health Assessment Plans
o Multiple levels of bureaucracy and their requirements
o Unclear orinconsistent expectations
o Inadequate time to incorporate audit feedback
o Limited diagnostic criteria (identified in 2020)
e Unclearinformation on outcome and process measures gathering, and role OCK partnersin collection of the measures

e Financial concerns
0 Payment structure
o Issues with access to member information
e Member enrollment, roster, and engagement issues
e Issues related to opt-in/opt-out process
e Training, education, and support needed for employees, providers, and members
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Table 8. Barriers/Challenges Encountered by OneCare Kansas Partners in the Implementation of the Program,

April 2020 — March 2022 Key Themes (Continued)
e Barriersin collaborating with other health partners/providers who work with the members:
o Time consuming
o COVID-19 pandemic
o Providersare not readily available or do not have buy in for the collaboration.
o Members not ready to join OCK
o Members not wanting to share their information with all of their providers
e Challenges for staffing OCK program:
o Unavailability of professionals and recruiting staff needed for the program
o Adequate number of staff not available
o Inadequate staffing and time constraints (staff with multiple roles, covering multiple counties, and increased
enrollment)
o Getting medical staff
o Staff retention
o Financial issues as competitive wages and justifying the costs
e Issues related to accessto care in rural areas

Learning Collaborative participants noted barriers and challenges in the implementation of OCK. Ten
overall themes summarized these barriers and challenges. Participants noted certainissues related to
programstructure and processes had created challenges in programimplementation. Participants also
noted some aspects of these processes are labor-intensive and time consuming, and often expectations
were unclear and inconsistent. In earlier stages of program implementation, participants identified use
of limited diagnostic criteria for members’ eligibility to participate in the programas a barrier. The
expansion of the criteria by the state addressed this issue, and participants have noted it as a facilitating
factor. Other barriers and challenges, including those related to access to member information, financial
concerns, member enrollment, roster, and engagement, opt-in/opt-out process, collaborations with
partners and providers, staffing and access tocarein ruralareas, were noted by the participants
throughout the interim evaluation period (April 2020 through March 2022).

Observations Related to the OneCare Kansas Program Success in Achieving its Goals:

The information on the impressions of OCK partners regarding major successes related toindividual
members, organization and systems, connecting with other community partners and marketing of the
programto the community was collected through an online survey and the virtual meetings conducted
in June 2021 and July 2021. Participants’ responses and related key themes are described in Appendix A,
Table AS. Those themes are summarized below (Table 9).

This areaintentionally left blank
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Table 9. Impressions of the OCK Program Partners Regarding Major Successes of the Program, June and July

2021 - Key Themes

Individual Member Successes

e Coordination of care to assist members with their multiple health and social issues

e Provision of resourcesto the members for morbid conditions, and pre -surgical education and support

e Provision of health promotion resources and support to the membersto assist them with their disease prevention efforts

Organization/System Successes

e Engaging with the membersand their families to support them with their health improvement efforts

e Provision of information on program services available for the members

e Growth and sustainability of the program due to increased number of members, member engagement and trust, and
hiring of staff dedicated to OCK

e Collaboration between providers such as PCPs, dental providers, other medical providers, hospitals, and MCOs that
connect membersto medical, dental, and community resources

Program Successes in Connecting with Other Community Providers

e Utilizing collaborative strategies with community providers, such as PCPs, hospitals, and FQHCs for member recruitment
and referral to the OCK program

e Using EHR global alert technology to assist providersin sending member enroliment information to the OCK program and
in making referralsto the program

Successes Related to the Marketing of the Program to the Community

e Use of a variety of marketing strategies for community and provider outreach
o Program presentationsand discussions at the Community Coalitions’ and community agencies’ meetingsand at

community events conducted at public venues
o Communication of program information to PCPs and other internal and external partners using word of mouth,
packages with tailored information, and presentations

e Direct communication with the new clients attending various clinics and use of organization’s mass text alert system to
provide information and to encourage them to join the OCK program and make appointments

Learning Collaborative participants made several observations regarding the successes achieved by the
OCK program. These successes were noted at the individual member level, as well as at organization and
system levels. Successes were alsoseenin the program’s efforts to connect with other community
providers and to market the programto the community.

At the individual member level, noted successes were relatedto care coordination and provision of
resources tomembers for medical and surgical care and for health promotion. Participants noted
several achievements at their organization or system that led to the program success. These
achievements were related to providing support to members and their families with their health
improvement efforts, provision of program information to members, growth and sustainability of the
programwith increases in member trust and engagement, appropriate staffing for the program, and
collaboration with providers, provider entities and MCOs to connect members with appropriate medical
and community resources.

Additionally, participants shared their observations related to OCK successes in connecting with other
community providers, such as Primary Care Providers (PCPs), hospitals, and Federally Qualified Health
Centers (FQHCs), for member recruitment and referral. They noted these successes were achieved using
multiple collaborative strategies withthese providers for member recruitment and referralto OCK and
by using electronic healthrecord (EHR) global alert technology to exchange member enroliment and
referralinformation with these providers.

Participants noted several successes inthe marketing of the program tothe community. These
successes included use of variety of marketing strategies for community and provider outreach, direct
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communication with new clients attending various clinics, and use of a text alert system that
encouraged clients to join the program.

Assistance Needed by the OCK Partners from OCK Partners’ Network and State/MCO Implementation
Team to Assure Quality Services:

During the July 2021 virtual meetings, participants were asked what their needs were that other
partners within the OCK network or the State-MCQO implementation team could address to assure
quality services are provided to members participating in the OCK program. The participants’ responses
and related key themes are described in Appendix A, Table A6 and A7. Those themes are summarized
below (Tables 10 and 11).

| Table 10. Needs tobe Addressed Among OCK Partners, July 2021

e Peerlearningand support
o Peer mentoring
o Conductingjoint trainings
o Sharing ideasand successes
e Making provider and community connections to identify resources.
Connections between CMHCs and FQHCs
Community business donations
Hospital discharge planners
Dental resources
Listserv for clinics to contact all the other participating FQHCs
Communication between partners sharing clients

O O O O O O

OCK partners emphasized a need for continued peer learning and support for program implementation,
sharing guidance and strategies toaddress barriers /challenges encountered and to improve quality of
program efforts to achieve its goals. The partners showed their willingness to share contact information
for their teams, to pair up with new and small programs to offer them advice and support related to
program operations and resource sharing, and to offer joint training to their communities.

| Table 11. Assistance Needed from the State/MCO Implementation Team, July 2021

e Information needed:
o Each program’s demographics
o Contacts within OCK partners
o Clarification on new federal Certified Community Behavioral Health Clinicsinitiative
o Diagnosis/qualifying information on clients
o Organizational data on trends in clinical outcomes, cost benefits, etc.
e Improvement in program processes and systems for member recruitment, engagement, discharge, and transition:
o Add OCK flag and service start date to KMAP
o Notification of member’s OCK enrollment with another provider
o Electronic systemin place for easier access and transfers of the records
o Improved processto remove from the roster the members who opt-out
o Improved education of membersand providers regarding opt-in process, including need for active participation in client
invitation letter
o Access to ER and hospital data for better follow-up and transition planning for members
o Attention to organizational capacity of OCKPs
e State assistance needed to provide education about the program to hospitals, foster care agencies, and foster parents;
and in locating children in the foster care system.
e Timely provision of audit results to implement changes; agreement on audit results; bypassing the subsequent audit
dependingon audit results
e MCO communicationsand systems
o Regular meetings with MCOs and review ofinformation on their provider portals
o Consistencyin MCOs’ systems and improvement in timely communication by MCO staff
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OCK partners discussed the assistance they needed from State and MCOs’ teams toimplement the
program. They asked the State to provide information related to program processes and program
outcomes. They also requested the State’s assistance inimproving program processes and systems for
member recruitment, engagement, discharge, and transition. They asked for the State’s assistance in
reaching children in the foster care system and timely provision of audit results. OCK partners alsoasked
the MCOs for regular communication and consistency between their systems.

OCK Partner Recommendations and Potential Next Steps for the OneCare Kansas Program:

During the July 2021 virtual meetings, OCK partners made the following recommendations and

suggested potential next steps for the program.

e Increase access to medical care among non-compliant patients by allowing initial in-person
appointment and virtual appointments for follow-up visits.

o Toovercome the challenge of patients in rural areas who were dismissed from the clinic for non-
compliance and were unable to access medical care, determine if patients are able to make an
initial "meet" appointment with a specialist and have virtual appointments after that.

e OCKPs across the state could build their professional networks and provide mutual support outside
of the formal opportunities offered by the State.

o Overall, OCKPs across the state indicated a desire to build their professional networks and
provide mutual support outside of the formal opportunities offered by the KDHE-DHCFand WSU
CEl. All partners recognized that this would take intentional time and effort that they sometimes
feel they do not have due to staffing shortages and high workload, but many regions reported
that this investment would be beneficial to their programs.

¢ Development and use of the provider directory to assistin communication and collaboration across
the network of OCK partners.

o Discussion between MCO representatives and WSU CEl staff to develop a provider directory to
be distributed across the network (not publicly).

o OCK partners will utilize the directory to reach out to one another to establishlocal and regional
opportunities for connection and information sharing to enhance professional relationships
across the network. This may be through email or regularly scheduled virtual or in-person
meetings.

e Improve program processes and systems.

o OCKPs promote services within other programs to help boost their referrals as well.

o KDHE-DHCF will continue to work with Gainwell Technologies to assure timely entry of
information into the Kansas Medical Assistance Program (KMAP).

o KDHE-DHCFandthe MCOs will review opportunities to improve processes related to member
invitations, program audits, notice of enrollment when there are multiple potential providers
and the Health Action Plan portal.

e Develop connections with local foster care contractors, child placing agencies, local hospitals, and
emergency departments.

o OCKPs will reachout to local foster care contractors and child placing agencies to offer
education about their local programs and the benefits to youth in foster care.

o OCKPs will continue to develop connections with local hospitals and emergency departments.

o KDHE-DHCFwill continue to researchthe relationship between Certified Community Behavioral
Health Clinics and OCK.

e |dentify opportunities to obtain hospital data and provision of organizational data.

o The State team will work to identify opportunities to obtain data from the hospital systems in

Kansas.
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o KDHE-DHCF opportunities to provide organizational level data for quality improvement efforts.

c. Hypothesis 1 - MCOs’ Value-Based Provider Incentive Programs

As mentioned in the Methodology section, the three MCOs arein the process of initiating their VBPs.
Therefore, data are not currently available from these projects and an interim evaluation of Hypothesis
1 was not conducted. The evaluation of Hypothesis 1 will be conducted as part of the summative
evaluation of KanCare 2.0.

d. Hypothesis 2 - Employment and Independent Living Supports for KanCare 2.0
Members With Disabilities

As mentioned in the Methodology section, data for the Hypothesis 2 outcome measures are not

currently available. Therefore, the interim evaluation of Hypothesis 2 was not conducted. The evaluation

of Hypothesis 2 will be conducted as part of the summative evaluation of KanCare 2.0.

e. Hypothesis 3 — Use of Telehealth Services

Quantitative Evaluation

The quantitative outcome measures for the evaluation of KanCare 2.0 Hypothesis 3 components —use of
telemedicine services and use of telemonitoring services —were examined for January 2018 through
December 2021 for the interim evaluation.

Results of the Evaluation of Use of Telemedicine Services

The results of the evaluation of the outcome measures toassess the use of telemedicine services are
summarized here. Detailed information, including denominator and numerator counts and statistical
analysis results, is provided in Appendix B.

Measure 1: Percentage of telemedicine services received by the members living in the rural or semi-
urban (Non-Urban) areas:
Table 12. Telemedicine Services Received by KanCare Member Location

Measure 1: Percentage of KanCare telemedicine services that were received by members living in rural or semi -urban
areas (Non-Urban) of Kansas.

Geographic Group Pre-KanCare 2.0 KanCare 2.0 Statistical Analysis: Percent Non-Urban
2018 2019 2020 2021 Comparison Periods p-value
Non-Urban 24,034 26,844 355,386 251,844 2018 & 2019 p<.01
Urban 4,550 5,429 341,522 269,302 2019 & 2020 p<.001
Total 28,584 32,273 696,908 521,146 2020 & 2021 p<.001
Percent Non-Urban 84.08% 83.18% 50.99% 48.33% Trend: 2019 to 2021 p<.001

Counts of telemedicine services were stratified by member’s county of residence; Urban counties were Douglas, Johnson, Leavenworth,
Sedgwick, Shawnee, and Wyandotte. Testing for statistically significant differences in Non-Urban percentages between two years used a
weighted Pearson chi-square test, and testing whether the slopes of the 3-year trend lines were statistically significantly different from
horizontal used a weighted Mantel-Haenszel chi-square test (p<.05 was considered statistically significant).

The number of telemedicine services increased from 2018 to 2019 for Non-Urban and Urban members.
This patternwas alsoseenfor eachage stratum except for Urban members aged 46 years or older. The
considerably large increases from 2019 to 2020 corresponded to the onset of the COVID-19 public
health emergency. Counts for Non-Urban and Urban members decreased from 2020 to 2021 but
remained well above pre-public health emergency levels. The increases were relatively greaterin Urban
areas than Non-Urban areas. Consequently, the percentage of telemedicine services received by Non-
Urban members decreased eachyear.
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Stratification by Age (0—17 years, 18—45 years, and 46 years and older)

The number of telemedicine services increased from 2018 to 2019 for Non-Urban and Urban members
for each age stratum except for Urban members aged 46 years or older. With regard to counts for Non-
Urban and Urban members, a patternsimilar to the overall measure was seenfor each age stratum. The
percentage of the telemedicine services received by Non-Urban members decreased eachyear, except
for the increase from 2018 to 2019 for members aged 46 years or older.

Stratification of Primary Diagnosis Codes
by ICD-10-CM Chapter

The chapter Mental, Behavioraland
Neurodevelopmental Disorders (Codes
FO1-F99) had the highest ranking for Non-
Urban members in both time periods. For
2018-2019, the number of claims with
codes FO1-F99 was over 60 times the
number of claims in the second ranked
chapter (Symptoms, Signs and Abnormal
Clinical and Laboratory Findings, Not
Elsewhere Classified). In 2021, the number
of claims was 17 times the number of
claims in the second ranked chapter
(Symptoms, Signs and Abnormal Clinical
and Laboratory Findings, Not Elsewhere
Classified). The next five highest ranked
chapters were the samein 2018-2019 as
in 2021, but the rankings were slightly
different. Similar patterns were seen for
Urban members. (Appendix B, Table B2).

Table 13. Telemedicine Services Ranked by ICD-10 CM

Diagnosis Chapter

Metabolic Diseases

Area of Member Residence: Non- Code 2018+2019 2021
Urban Rank Rank
ICD-10-CM Chapter of Primary Range
Diagnosis Code
Mental, Behavioral and . FO1-F99 1 1
Neurodevelopmental Disorders
Symptoms, Signsand Abnormal
Clinical and Laboratory Findings, RO0-R99 2 2
Not Elsewhere Classified
Diseases of the Respiratory 100-199 4 3
System
Diseases of the Nervous System G00-G99 3 4
Factors Influencing Health Status

EO0-E89 6 5
and Contact with Health Services
Endocrine, Nutritional and 700-799 5 6

Counts of telemedicine services were stratified by the ICD-10-CM chapter of
the primary diagnosis code and by member’s county of residence; Non-Urban
counties are all Kansas counties except Douglas, Johnson, Leavenworth,
Sedgwick, Shawnee, and Wyandotte. The six top ranked chapters for 2018—

2019 and 2021 are shown in order of 2021 rank.
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The top four blocks of primary codes for
Non-Urban members were the samein
2018-2019 and in 2021, although the
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Table 14. Telemedicine Services Ranked by ICD-10 CM

Diagnosis Block

rankings had changed. Each of the five
blocks were from the Mental, Behavioral
and Neurodevelopmental Disorders
chapter. Mood [affective] disorders (Codes
F30-F39) ranked firstin both years. Mental
and behavioral disorders due to
psychoactive substance use (Codes F10—
F19), which ranked 8t for 2018-2019, rose
to 5t for 2021—displacing Mental
disorders due to known physiological
conditions (FO1—-F09). Similar patterns
were seen for Urban areas. (Appendix B,
Table B3).

Area of Member Residence: Non- Code 2018+2019 2021
Urban Range Rank Rank
ICD-10-CM Block of Primary

Diagnosis Code

Mood [affective] disorders F30-F39 1 1
Anxiety, dissociative, stress-

related, somatoform and other FA40-FA48 4 2
nonpsychotic mental disorders

Behavioral and emotional

dISOI‘d(.EFS\.NIth f)nset usually E90-F98 5 3
occurringin childhood and

adolescence

Schizophrenia, schizotypal,

delusional, and other non-mood F20-F29 3 4
psychotic disorders

Mental and behavioral disorders

due to psychoactive substance F10-F19 8 5
use

MenFaI dltsorders d.u.e to known F01—FO09 5 16
physiological conditions

Counts of telemedicine services were stratified by the ICD-10-CM chapter
block of the primary diagnosis code and by member’s county of residence;
Non-Urban counties are all Kansas counties except Douglas, Johnson,
Leavenworth, Sedgwick, Shawnee, and Wyandotte. Blocks shown were in the
top 5 ranked blocks for either 2018—-2019 or 2021 and are shown in order of
2021 rank.

Measure 2: Number of receiving sites for telemedicine servicesin the rural and semi-urban (Non-Urban)

areas:
Figure 2 shows the number of receiving sites,
i.e., billing provider locations providing
telehealth services to KanCare members.
Stratificationinto Non-Urban and

Urban areas was based on the member’s county

of residence.

The number of receiving sites providing
telemedicine services to Non-Urban KanCare

members were relatively unchanged from 2018

to 2019, but increased considerablyfor 2020
and 2021, which were the initial years of the
pandemic. The number of receiving sites
providing telemedicine services toUrban
KanCare members increased slightly between

1000
800
600
400

200

Non-Urban

698 714

94 94 II 59 87
0

2018 #2019 2020 ®2021

965 938

Urban

Figure 2. Receiving Sites for Telemedicine Services by

KanCare Member Location

2018 and 2019 and then increased considerably for 2020 and 2021.
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Subgroup Analyses:

Stratification by Age (0—17 years, 18—45 years, and 46 years and older)

The data and statistical results for subgroup analyses by three age strata are shownin Appendix B, Table
B4. The number of receiving sites providing telehealth services to Non-Urban and Urban members
increasedslightly from 2018 to 2019 for all age strata, except for Non-Urban members 46 years and
older. The numbers increased considerably for all age strata for 2020 and 2021.

Measure 3: Percentage of members living in the rural or semi-urban areas (Non-Urban) who received
telemedicine services: Table 15: KanCare Members Receiving Telemedicine Services

The percentages of Non-Urban Measure 1: Percentage of members living in the rural or semi-urban areas (Non-

KanCare members who received Urban) who received telemedicine services.

telemedicine services increased Pre-KanCare KanCare 2.0 Statistical Analysis

2.0

from 2018 to 2019 and from 2018 2019 2020 2021 | Comparison p-

2019 to 2020. However, Periods value

percentages decreasedfrom Non- 3.94% 4.45%  24.73% 20.49% | 2018 & 2019 p<.001

2020 to 2021 but remained well Urban 2019&2020  p<.001

above pre-pandemic levels. 2020& 2021 p<.001

L Trend: 2019 p<.001

Similar patterns were seenfor 102021

Urban members. Non-Urban counties are all Kansas counties except Douglas, Johnson, Leavenworth,

(Appendix B, Ta ble B.S). Sedgwick, Shawnee, and Wyandotte (Urban counties). Testing for statistically significant
differences between two consecutive years used a weighted Pearson chi-square test and
testing of the 2019-2021 trend line used a weighted Mantel-Haenszel chi-square test (p<.05
was considered statistically significant).

Subgroup Analyses:

Stratification by Age (0—17 years, 18—45 years, and 46 years and older)

Similar patterns were seenfor the three age strata for Non-Urban members. Tests showed p<.001
except from 2018 to 2019 for members aged 45 or older (p=.02). (Appendix B, Table B.5).

Speech Therapy Analysis:

e Measure 4: Number of paid claims with selected procedure codes

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving speech therapy who had a diagnosis in category F80
e Percentage of KanCare members with diagnosis in category FS0 who received speech therapy

The State approved a set of speech-language pathology or audiology codes for telemedicine delivery
effective January 1, 2019.2°> Two new current procedural terminology (CPT) codes were added effective
January 1, 2020. With the onset of the COVID-19 public health emergency, additional codes were
authorized for telemedicine, including codes for diagnostic evaluations and HCBS procedures related to
speech, language, and hearing. Services by speech-language pathologists (SLPs) and audiologists were
tabulated from paid claims, and the percentages of those services provided via telemedicine were
calculated. (Appendix B. Table B6.) Procedures related to speech and language billed by HCBS providers
were also summarized. (Appendix B. Table B7.)

Measure 4

Very few services related to speech and language were provided by SLPs, audiologists, or HCBS providers
in 2019. Services with the most paid claimsin 2020 and 2021 were as follows (with counts of paid claims
via telemedicine in 2020 and 2021, respectively, in parentheses):

e By speech-language pathologists and audiologists
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o 92507 — Treatment of speech, language, voice, communication, and/or hearing processing
disorder (5,273 and 3,966)

o 92526 — Treatment of swallowing dysfunction and/or oral function for feeding (658 and 446)

e By Home and Community Based Service providers

o 97129 - Therapeuticinterventions that focus on cognitive function (e.g., attention, memory,
reasoning, executive function, problem solving, and/or pragmatic functioning) and
compensatory strategies to manage the performance of an activity (e.g., managing time or
schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) patient contact;
initial 15 minutes (4,296 and 3,309)

o 97130 - Therapeuticinterventions that focus on cognitive function; each additional 15 minutes
(4,022 and 3,141)

o GO0153 - Services performed by a qualified speech-language pathologist in the home health or
hospice setting, each 15 minutes (3,119 and 3,567)

The number of diagnostic evaluations performed via telemedicine was considered too small to address
the hypothesis, “diagnostic evaluations via telemedicine would increase the number of members
receiving diagnosis indicating services performed by SLPs and audiologists would be beneficial.”

Basedon Tables B6 and B7, procedure codes 92507 and G0153 were chosen for the next steps of the
analysis. Although technically inaccurate, for this analysis speech therapy will refer to services billed with
codes 92507 and G0153. The statewide utilization rate (i.e., the number of members who received
speechtherapy per 1,000 KanCare members)increased each year from 2018 to 2021. The statewide
rateincreases from 2018 to 2019 (from 5.34to 6.56) suggest factors unrelated to telemedicine or the
pandemic are impacting utilization; therefore the results of this analysis should be interpreted with
caution. (Appendix B. Table B8.) Stratifying the count of paid services by billing provider type (e.g.,
therapist, hospital, HCBS provider) and by primary diagnosis showed differences betweenthe Non-
Urban and Urban areas. (Appendix B. Table B9.) Because these differences did not provide insight for
answering the study question, discussion of these results are presentedin Appendix B.

Percentage of KanCare members receiving speech therapy who had a diagnosis in category F80

The most frequently used category of primary diagnoses on claims for speech therapy was F80, specific
developmental disorders of speechand language. About two-thirds of the members receiving speech
therapy had an F80 diagnosis. The statewide percentage of KanCare members receiving speech therapy
who had a diagnosis in category F80 was relatively stable (61% in 2018, 2020, and 2021; 64% in 2019,
corresponding to a bump in the Urban percentage). The Non-Urban percentages were about 4
percentage points below the Urban percentages, which may be related to differences in the billing
provider strata observedin Table B9.

Measure 5

The Measure 5 rate for F80 diagnoses (the number of members diagnosed with an F80 category
diagnosis per 1,000 KanCare members)is shown in Appendix B, Table B10. The rates for both areas
alternatelyincreased and decreased with a generally upward trend; the statewide rates for 2018 to
2021 were 17.6, 19.8, 18.0, and 20.3 members with F80 diagnosis per 1,000 KanCare members,
respectively. Rates were greater for the Urban area. The dip in 2020 may be pandemic related.

KFMC Health Improvement Partners Page 48



KanCare 2.0 Interim Evaluation
Evaluation of the State of Kansas Medicaid Section 1115(a) Demonstration — KanCare 2.0
Reporting Period — January 2019 — September 2022

Percentage of KanCare members with diagnosis in category F80 who received speech therapy

Table B10also shows the percentages of Non-Urban members with a diagnosis in category F80 who
received speech therapy were greater for 2020 (20.4%) and 2021 (19.7%) than for 2018 (17.1%) and
2019 (19.0%), which supports the hypothesis that telemedicine will enhance access toservices suchas
speechtherapy for KanCare members living in rural or semi-urban counties. Access tospeech therapy
services alsoappears to have been enhanced for Urban members (percentages from 2018 to 2021 were
17.7%, 20.3%, 23.7%, and 23.9%, respectively).

Telemedicine Services by Mental Health Providers — Background:

Telemedicine services were provided to KanCare members prior to KanCare 2.0. A KDHE provider
bulletin lists 59 procedure codes approved for telemedicine as of January 1, 2018 (some codes had
earlier approval dates).?® Thelist included codes for services offered by mental health providers, such as,
psychotherapies, psychiatric diagnostic evaluations, adaptive behavior treatments, office visits for
evaluation and management (E&M), and medical consultations. With the onset of the pandemic,
additional services were approved for telemedicine.

Measure 4: Number of Paid Claims with Selected Procedure Codes Billed by Mental Health Providers:
Telemedicine services commonly offered from 2019 to 2021 by mental health providers are summarized
in Appendix B, Table B11. The table includes counts of paid claims by procedure code (Measure 4) and
the number and percentage of those that were for telemedicine services. The following trends were
observed in Table B11:

e Over 50% of services in 2020 were provided via telehealth for 30-minute psychotherapy sessions
and evaluation and management (E&M) office visits for established patients (15-, 25-, and 40-
minute sessions).

e The number of family and group psychotherapy sessions in 2020 and 2021 were below 2019 levels;
the decreases are offset by increases in 30-minute psychotherapy sessions.

e The percentages decreased for most services from 2020 to 2021, which mayindicate members’ or
providers’ preference for face-to-face visits.

e Percentagesincreasedfrom 2020 to 2021 for short E&M visits; psychiatric diagnostic evaluation
with medical services; medical team conference with patient and/or family, and nonphysician health
care professionals; and comprehensive management and care coordination for advancedillness. The
increases could indicate members’ and providers’ experiences with telemedicine were positive.

Based on these and other analytic results, three areas were chosen for continued analysis: individual
psychotherapy, family and group psychotherapy, and community psychiatric supportive treatment.

Individual Psychotherapy Analysis:

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving individual psychotherapy who had an indicating diagnosis
e Percentage of KanCare members with an indicating diagnosis who received individual psychotherapy

The number of members who received individual psychotherapy per 1,000 KanCare members for 2018
to 2021 is displayed in Appendix B, Table B12. The statewide rate increased from 2018 to 2019 (from
125.1to 132.3), but statewide rates for 2020(116.3) and (117.9) were lower thanthe 2018 level. The
patternwas the same for Non-Urban and Urban rates.

Per 1,000 members, use of individual psychotherapy was greaterin Non-Urban areas thanUrban areas.
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From 2018 to 2021, the average difference was 36.6 psychotherapyrecipients per 1,000 KanCare
members. The difference was lowest in 2020 (35.4 recipients per 1,000 KanCare members).

Individual psychotherapyis billed using CPT procedure codes (90832 through 90838). Coding depends

on the length of the sessionand whether or not evaluation and management was included. To compare

utilization between strata, hours of service was used as the unit of analysis instead of the number of

claims. The number of hours was stratified by area and sub-stratified by mode of delivery, provider type,

and primary diagnosis category. (Appendix B. Table B13.) Key observations were made:

e There was a near 50-50 split between Non-Urban and Urban areas; Non-Urban’s share was lower.

e The percentage of hours by telemedicine was slightly lower for Non-Urban members (37% for 2020
and 25% for 2021) thanfor Urban members (38% for 2020 and 32% for 2021).

e The percentages stratified by provider type and primary diagnosis varied slightly betweenyears.

e Although fewer members received individual psychotherapy in 2020 than 2019 or 2021, the number
of hours per personreceiving psychotherapy was highestin 2021.

Percentage of KanCare members receiving individual psychotherapy who had an indicating diagnosis
About two-thirds of claims for individual psychotherapy contained one or more diagnosis in the six
diagnosis categories. (Appendix B. Table B14.) The six categories were chosen as the indicating
diagnoses for the individual psychotherapy measures:

e F34 - Persistent mood [affective] disorders

e F40— Phobic anxiety disorders

e F43 —Reactionto severestress, and adjustment disorders

e F60 — Specific personality disorders

e F91 - Conduct disorders

e F93 — Emotional disorders with onset specific to childhood

Measure 5

The numbers of members with an indicating diagnosis per 1,000 KanCare members were greater in Non-
Urban areas thanin Urban areas (e.g., 142.8t0128.2 for 2020). These differences correspond to the
Non-Urban areas having higher rates of members receiving individual psychotherapy (see Table B12).

The trend in the numbers of members with an indicating diagnosis per 1,000 KanCare members from
2018 to 2021 follows a similar trend seenin the numbers of members who received individual
psychotherapy per 1,000 KanCare—ratesincreased from 2018 to 2019, decreasedin 2020, and
increasedagainin 2021 but remained below the 2018 level. There are at least three likely factors.

e During the COVID-19 public healthemergency, the State suspended disenrollment of members from
KanCare under most circumstances. For example, KanCare members covered under the CHIP
program were not disenrolled when they turned 19, and women with coverage due to pregnancy
were not disenrolled 60 days postpartum.

e Reduced access todiagnostic evaluations and treatments while stay at home orders were in effect
may have led to fewer members receiving the indicating diagnoses.

e Members’ mental health may have improved, thus decreasing the need for psychotherapy;
however, this seems unlikely during the pandemic.
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Percentage of KanCare members with an indicating diagnosis who received individual psychotherapy
Percentage of KanCare members with an indicating diagnosis who received individual psychotherapy
slightly increased from 2018 to 2019 but declined for 2020 and 2021. The declines were greaterin Non-
Urban areas than Urban areas. These results do not support an affirmative response to the study
question, “Did use of telemedicine increase access toservices over the five-year period for KanCare
members living in rural or semi-urban areas?” This conclusion does not mean telemedicine was not
integral for members accessing care; telemedicine was just not able to override the barriers presented
by the pandemic.

Family and Group Psychotherapy Analysis:

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving family or group psychotherapy who had an indicating
diagnosis

e Percentage of KanCare members with an indicating diagnosis who received family or group
psychotherapy

Table B15 shows the number of members who received family or group psychotherapy per 1,000
KanCare members for 2018 to 2021. The statewide rate decreased each year from 2018 to 2021 (from
36.0to0 34.3,t0 25.3,t0 22.0). Per 1,000 members, use of group and family psychotherapy was greater in
the Non-Urban area than the Urbanarea. From 2018 to 2021, the average difference was 4.2 recipients
per 1,000 KanCare members. The difference was greatestin 2020 (4.5 recipients per 1,000 KanCare
members).

For comparisons, rates were also calculated using hours of service as the unit of analysis instead of the

number of claims. The number of hours was stratified by area and sub-stratified by mode of delivery,

provider type, and primary diagnosis category (see Table B16). Key observations were made:

e There was a near 50-50 split between Non-Urban and Urban areas. Non-Urban’s share was slightly
lower.

e The percentage of hours that were by telemedicine was lower for Non-Urban members (28% for
2020 and 18% for 2021) thanfor Urbanareas (36% for 2020 and 32% for 2021).

e The Non-Urban area’s use of telemedicine declined faster from 2020 to 2021 (10 percentage points)
than the Urbanarea’s did (4 percentage points).

e About 80% of family and group psychotherapy was provided by mental health providers and about
15% by “other providers” in Non-Urban areas from 2019 to 2021. Incontrast, the Urban area’s
percentages were about 93% and 1%, respectively.

This areaintentionally left blank
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Percentage of KanCare members receiving family or group psychotherapy who had an indicating
diagnosis

Analysis of primary and secondary diagnosis codes on paid claims identified five categories for which the
percentage of members receiving family or group psychotherapy for whom there was a paid claim with
at least one of diagnosis from the five categories was about 43%. (Appendix B. Table B17.) Those five
diagnosis categories were chosen as the indicating diagnosis for the family and group psychotherapy
measures:

e F34 - Persistent mood [affective] disorders

e F91 - Conduct disorders

e F93 — Emotional disorders with onset specific to childhood

e T74 — Adult and child abuse, neglect, and other maltreatment, confirmed

e T76— Adult and child abuse, neglect, and other maltreatment, suspected

Measure 5

The prevalence rates, the number of members with an indicating diagnosis per 1,000 KanCare members,
were considerably greaterin Non-Urban areas thanin Urban areas (e.g., 55.7t039.5for 2020). These
differences correspond to Non-Urban areas having higher rates of members receiving individual
psychotherapy (see Table B15), but the difference is much wider.

The generaltrend in the rates of members with an indicating diagnosis per 1,000 KanCare members
from 2018 to 2021 follows a similar trend seen in the rates of members who received family or group
psychotherapy per 1,000 KanCare members—rates were stable from 2018 to 2019, decreasedin 2020,
and decreased againin 2021. The same factors listed for individual psychotherapy may have contributed
to the rate declines.

Percentage of KanCare members with an indicating diagnosis who received family or group
psychotherapy

Percentages of KanCare members with an indicating diagnosis who received family or group
psychotherapy slightly decreased eachyear, from 27% in 2018 to 19% in 2021 for Non-Urban areas and
from 29% for 2018 to 21% for 2021 for Urban areas. These results do not support an affirmative
response to the study question, “Did use of telemedicine increase access toservices over the five-year
period for KanCare members living in rural or semi-urbanareas?” This conclusion does not mean
telemedicine was not integral for members accessing care; telemedicine was just not able to override
the barriers presented by the pandemic.

Community Psychiatric Supportive Treatment Analysis:

e  Measure 4: Number of paid claims with selected procedure codes

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving community psychiatric supportive treatment who had an
indicating diagnosis

e Percentage of KanCare members with an indicating diagnosis who received community psychiatric
supportive treatment

Statewide, the number of members who received community psychiatric supportive treatment per
1,000 KanCare members was 47.8 in 2018, increased to 49.5 in 2019, decreasedto42.3 in 2020, and
decreasedagainin 2021 to 40.9). Rates for Non-Urban and Urban areas did likewise. Per 1,000 member
months, use of group and family psychotherapy was greaterin Non-Urban areas than Urban areas. From
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2018 to 2021, the difference increased each year (from 17.5to 20.6 recipients per 1,000 KanCare
members).

For comparisons, rates were calculated based on hours of service, stratified by Non-Urban and Urban

area, and sub-stratified by mode of delivery, provider type, and primary diagnosis category. (Appendix B.

Table B19.)

e There wasroughly a 60 to 40 ratio of total hours of treatment between Non-Urban and Urbanareas.
The difference widened eachyear. The difference in hours of treatment per recipient also widened.

e The service was not approved for telehealth by KDHE until the public health emergency. Inthe Non-
Urban area, the percent by telemedicine was 18.5%in 2020 but only 5.0% in 2021; the percentages
for the Urban area were greater and had a smaller relative decrease (25.1%in 2020 and 12.1%in
2021).

o Atleast99% of the hours of treatment were provided by mental health providers.

Percentage of KanCare members receiving community psychiatric supportive treatment who had an
indicating diagnosis

Five diagnosis categories were chosen as indicating diagnosis from among the categories with the
highest ranked categories whenranked by the measure “percentage of claims for community psychiatric
supportive treatment having a primary or secondary diagnosis in a given category.” About three-fifths of
claims for community psychiatric supportive treatment contained one or more diagnosis in the five
categories. (Appendix B. Table B20.)

e F20 - Schizophrenia

e F25—Schizoaffective disorders

e F34 - Persistent mood [affective] disorders

e F60 — Specific personality disorders

e F91 - Conduct disorders

Measure 5

The numbers of members with an indicating diagnosis per 1,000 KanCare members were greater in Non-
Urban areas thanin Urban areas (e.g., 72.7 andto 58.9in 2020). The rates were also greater in Non-
Urban areas than Urban areas for individual psychotherapyand family and group psychotherapy
(Appendix A. Tables B14and B17.) The generaltrend in the rates from 2018 to 2021 follows a similar
trend seenin the rates for two types of psychotherapy—rates were stable from 2018 to 2019, decreased
in 2020, and decreased againin 2021. The same factors listed for individual psychotherapy may have
contributed to the rate declines.

Percentage of KanCare members with an indicating diagnosis who received community psychiatric
supportive treatment

Percentages of KanCare members with an indicating diagnosis who received individual psychotherapy
were about the samein 2018 and 2019 (36.6% and 36.7%, respectively), but in the last two years,
decreasedto 36.1%in 2020 and 35.1%in 2021. The patternwas the same for both areas. These results
do not support an affirmative response to the study question, “Did use of telemedicine increase access
to services over the five-year period for KanCare members living in rural or semi-urban areas?” This
conclusion does not meantelemedicine was not integral for members accessing care; telemedicine was
just not able to override the barriers presented by the pandemic.
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Results of the Evaluation of Use of Telemonitoring Services

The results of the evaluation of three outcome measures to assess the use of telemonitoring services
are summarized here. Detailed information, including denominator and numerator counts and statistical
results, is provided in the Appendix B.

Telemonitoring of KanCare members’ healthindicator data kicked off with the onset of the COVID-19
pandemic in 2020. (Table 16; Figure 3).

Table 16. KanCare Telemonitoring Service Utilization
Measure 1: Percentage of members living Measure 2: Number of telemonitoring
in rural or semi-urban areas (Non-Urban) services provided to members living in
who received telemonitoring services. rural and semi-urban (Non-Urban) areas.
. KanCare 2.0
Area of Member Residence 2019 2020 2021 2019 2020 2021
Non-Urban * 0.01% 0.02% * 84 132
Urban * 0.01% 0.04% * 90 738
Non-Urban area was defined as all counties except Urban counties.
Urban area was defined as Douglas, Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte counties.
*The number of members receiving telemonitoring services in 2019 was insufficient for analysis.

Measure 1: Percentage of members living in the rural and semi-urban areas who received telemonitoring
services:

The percentage of Non-Urban and Urban members receiving telemonitoring services in 2019 was very
low (less than 0.001%). However, the percentages of Non-Urban and Urban members who received
telemonitoring services increased from 2019 to 2020 and 2021. Statistically significant increases from
2020 to 2021 for Non-Urban (p<.01)and Urban members (p<.001) occurred.

Measure 2: Number of telemonitoring services provided to members living in rural and semi-urban (Non-
Urban) areas:

In 2020 and 2021, the number of telemonitoring Services provided to Non-Urban and Urban members
increased from 2019. Comparedto 2020, the number of telemonitoring services provided in 2021 was
1.6 times higher for Non-Urban members and 8.2 times higher for Urban members.

Measure 3: Number of providers
monitoring health indicator data 40
transmitted to them by members

31
o L . 30
receiving telemonitoring services:
The number of billing and performing 20 15 13
. I

2020 ®2021

providers monitoring health indicator 10 6 5 °

data transmitted tothem by members | .

receivmg telemonitoring services in Billing Providers Performing Billing Providers Performing
both Non-Urban and Urban areas of Providers Providers
the state was small, however, the Non-Urban Urban

number roughly doubled from 2020 to
2021.

Figure 3. Providers Monitoring HealthIndicator Datafrom

Members Receiving Telemonitoring Services
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Qualitative Evaluation

Results of the Evaluation of Use of Telementoring Services:
Project ECHO Sunflower Health Plan

The telementoring efforts

implemented by Sunflower Health Table 17. Project ECHO Sunflower Health Plan

. . Year ECHO SeriesTitle Number | Average Number of
Plan’s Project ECHO are summarized of Part?cipants o
here. Detailed information on the Sessions Session
goals and sessions of each series is 2019 | Fundamentals of Addiction 4 52
provided in Appendix B, Tables B16, Treatment
B17 and B18 2020 | Supportingand Integrated Life for 4 41
, .

Members with Intellectual and
Developmental Disabilities

From March 2019 through November

Social Determinants of Health 4 29

2021, eleven series comprised of Foster Care 4 43
forty-six sessions were conducted. Cancer 4 21
Eachseries had four sessions, except Behavioral Health 4 67
the series for “Care Coordination” Aging 4 36
. . . . Preventative Health 4 38
topic, which had six. The sessions 2021 | Behavioral Health and Addiction 4 52
were attended by stafffrom Centene Preventative Care 4 18
(parent company of Sunflower Health Care Coordination 6 28

Plan) and providers from multiple

disciplines, including medical and behavioral clinicians, nurses, pharmacists, and social workers. The
participants were from Non-Urban and Urbanareas. On average, the four 2019 sessions had 52
participants. In 2020, the average number of participants per sessionrangedfrom 21 to 67. In2021, the
average number of participants per sessionrangedfrom 18 to 52.

An evaluation survey was conducted at the end of each sessionin the October-November 2021 Series
titled “Care Coordination.” The survey responses provide further insights on the effectiveness of the
sessions’ improving participant understanding of care coordination and knowledge on different care
coordination supports relatedto unique needs of members, patients, and clients. The results are
summarizedin Table 18.

Table 18. Project ECHO Sunflower Health Plan October-November 2021 Series Survey

Participants’ Responses After Attending the Session

Session Topic Total Number of Participants Number of Participants
Number of Indicating Improvement Indicating Improvement in
Survey in Understanding of Care Knowledge on Different Care
Participants | Coordination Coordination Supports in

Relation to Unique Needs of the
Members/Patients/Clients

Week 1: Case Management Overview 17 10 11
Week 2: OneCare Kansas 12 8 10
Week 3: Behavioral Health 15 2 10
Week 4: Physical Health 5 5 5
Week 5: HCBS and Care Coordination 6 3 4
Week 6: Transitions to Employment 6 4 4

Insights were also gained withregardto the learning points from the sessions that survey participants
indicated they will apply to their practice. Keythemes based on their responses are as summarizedin
Figure 4.
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Week 1: Case
Management
Overview

Week 2:
OnecCare
Kansas

Week 3:
Behavioral
Health

Week 4:
Physical
Health

Week5:
HCBS and
Care
Coordination

Week 6:
Transition of
Employment

e Coordination of care and servicesfor members

e Case management and care coordination benefits managing member care and getting resources
e Resources/ways to access more coordination

e Networkingand communication

e Information on benefits of OneCare Kansas program

e Access toincreased resourcesto assist members with services

o Utilization of CMHCs for in-person help, and in coordination of medical services for memberswith
dual diagnoses

e Information on benefits of and resources available through Smart Start for Babies program for
pregnant women

o Referring pregnant women to Smart Start for Babies program for better outcomes

e Several resources available for members

e Information on benefits of coordinating behavioral health and medical care
e Resourcesand services available for members

e Importance of coordination with other agencies
e Better understanding of final rule and KDADS expectations
e Importance of communication

e Continue member-centered work
e Communicationsand giving choices
e The dynamicsthat can occur with I/DD waiver and how to get other resources/departments

involved

Figure 4. Project ECHO Sunflower Health Plan October-November 2021 Series Survey: Continuation Education

Learning Points Applicable to Practice— Key Themes from Participants’ Insights

KUMC Project ECHO® Series

The telementoring efforts implemented by the KUMC Project ECHO® Series titled “Substance Use
Disorders 2021: A Primary Care Approach to Managing Substance Use Disorders” are summarized here.
Detailed information on series sessions is provided in Appendix B, Tables B19-B22.

The series was conducted during April 2021 and was comprised of five sessions. A total of 383 attendees
participated, withan average of 77 attendees per session. Through this ECHO series, 240 hours of
Continuing Education (CE) Credit were awarded; on average, nearly 50 hours CE credit was claimed
during each session. Out of 383 attendees, 240 attendees (63%) claimed CE credit. There were 212
unique registrants for the series. Out of these 212 registrants, 158 (75%) were target learners, including
33 physicians (21%), 49 advanced practice clinicians (31%), 42 nurses (27%), and 34 behavioral health
providers (21%). Out of the 212 registrants, 172 (81%) were Kansas providers, whereas 40 registrants
(19%) were from other states. The Kansas registrants were from both Non-Urban and Urban counties.
Out of 172 Kansas registrants, 77 (45%) were from Non-Urban counties, and 95 (55%) were from Urban
counties.
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Attendees’ knowledge was assessed through pre-test and post-test evaluations, and 46 attendees
completed the evaluations. The post-test percentages for the correct response rates for three of the
four evaluation items were improved.

About 89% of the attendees agreed that “complex care circumstances were mastered through case-
basedlearning.” The evaluation of three clinical practices for screening and treating SUDs was
conducted at registrationand again post-series to determine changes regrading screening for SUD, use
of medication assisted treatment (MAT) waivers, and partnerships with local pharmacist related to
opioid use disorder (OUD) care. The post-series improvement in the clinical practice change measure
was seenfor two practices (use of MAT waivers, and partnerships with local pharmacist relatedto OUD
care). The pre- and post-ECHO series assessment of self-efficacy measures were evaluated. Respondents
were asked about their confidence in their ability to employ SUD screening tools in the clinical setting,
locate and utilize state and local resources for SUD treatment and recovery-oriented systems of care,
devise strategies to counteract stigma in SUD treatment, and examine various harm reduction strategies
and their role in disease treatment. The post-ECHO series evaluationresults showed all four self-efficacy
measurements were improved. At the end of the series, attendees were asked if they had made, or
planned on making, changes based on what they learned in the series; 79% of them responded “yes.”

Key points from attendee feedback provided by 46 attendees are summarized below:

e 98% agreedor stronglyagreedthat they gained helpful knowledge from the ECHO series (n=45).

e 91% estimate their confidence level using this new information to better treat patients at 50% to
100% (n=42).

e 89% agreedor stronglyagreedthat they obtained helpful skills and techniques to improve
professional practice (n=41).

e 80% estimated 50% to 100% of information was new (n=37).

e 74% agreedand stronglyagreedthat ECHO's interactive format was more effective than standard
webinars (n=34).

The continuing education evaluation was also conducted at the end of each session. The results,

summarized below, are based on the responses provided by the attendees who claimed CE credit:

e Across all five sessions, more than 76% of respondents reported their level of achievement to be
good or outstanding regarding the employment of SUD screening tools in the clinical setting,
locating and utilizing state and local resources for SUD treatment and recovery-oriented systems of
care, devise strategies to counteract stigma in SUD treatment, and examining various harm
reduction strategies andtheirrole in disease treatment.

e Across all five sessions, 43.9% t0 63.4% of respondents indicated they will use the information to
improve their current patient safety practices; however, only 14.6% to 34.3% indicated they will use
the information to validate their current patient safety practices. Only 6.7%to 17.1% indicated they
will use the information to improve their current medical error prevention and analysis practices,
and 0.0%to 11.4% indicated they will use the information to validate their current medical error
prevention and analysis practices. Withregardto current risk management practices, 19.5%to
34.9% indicated they will use the information toimprove these practices, and4.9%to 17.1%
indicated they will use the information to validate these practices.

e Across all five sessions, more than 80% of respondents rated their level of agreement as “somewhat
agree” or “strongly agree” when asked about the positive affect on their ability to be a part of team,
and they learned information that they could share with their team to improve outcomes.
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The Telehealth Provider Survey was conducted from August 18, 2022, to September 12,2022, with
seventy-three providers responses from Urbanand Non-Urban counties. Summary results are below.

Types of Healthcare Services Provided by the Survey Respondents:

The majority of the survey respondents (46
providers) indicated they provide behavioral
health care (31 mental health care providers
and fifteen providers providing both mental
health care and substance use disorder
health care). Thirteen respondents noted
providing primary health care, three noted
specialty health care, and one noted HCBS.
Nine respondents noted providing other
types of healthcare services, including urgent
care (3), speechlanguage pathologist (1),
physical therapy services to provide
wheelchair evaluation (1), occupation therapy
(1), outpatient pediatric occupation therapy
(1), applied behavior analysis (1), and long
termand skilled care (1). Figure 5.

Out of seventy-three respondents, seventy-
one noted they provide telehealth services to
KanCare members; one respondent noted
providing telehealth services but was not
sure if providing to KanCare members; and
one respondent was not providing these
services due to difficulty to connect or having
audio and video issues.

Q2. What type of healthcare service you provide?

Primary Medical Care
Specialty Medical Care
= Behavioral Health
3 = HCBS
Other

1

9

N\

Figure 5. Type of Healthcare Services Provided — 2022

Q4. How comfortable are you delivering telehealth services?

1.4% — 0.0% " Very comfortable

Moderately comfortable
Slightly comfortable

0
Lk " Not comfortable at all

Figure 6. Providers’ Comfortability with Delivering

Telehealth Services— 2022

Providers’ Comfortability with Delivering Telehealth Services:

Out of seventy survey respondents, the
majority noted being “very comfortable” or
“moderately comfortable” delivering
telehealthservices (77.2% and 21.4%,
respectively). Figure 6.

Engagement of Clients/Patients and Progress
on Their Treatment Goals Using Telehealth
Visits as in Using Face-to-Face Visits:

Survey respondents were asked to marktheir
agreement level with the statement: “My
clients/patients are just as engaged and make
as much progress on their treatment goals
using telehealth visits as in using face-to-face

Q5. Mark your level of agreement with this statement: My clients/
patients are just as engaged and make as much progress on their
treatment goals using telehealth visits as in using face-to-face visits.

Strongly agree

= Agree
Neither agree nor disagree
Disagree

® Strongly disagree

7.4% 0.0%
15.0%

32.4%

visits.” (Q.5). Out of sixty-eight respondents, the majority “strongly agree” or “agree” withthe
statement (32.4% and 45.6%, respectively). Figure 7.
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Effectiveness of Services Delivered by Telehealth:
Survey respondents were asked whether the Q6. Are services you deliver by telehealth as effective as the same

services delivered by telehealth were as services you deliver in-person?
effective as the same services they deliver in- o 5.9% Yes, much more effective
1.4%
. . . ’ 5.9% .
person (Q6). Sixty-eight providers responded, ’ Yes, somewhat more effective

= Aboutthe same
No, somewhat less effective
= No, much less effective

with the majority of them noting
effectiveness of the services delivered by
telehealth was “about the same” as in-person
(63.2%). Another 23.5% noted services
delivered by telehealth were “somewhat less
effective” than services delivered in-person.
Figure 8.

Figure 8. Effectiveness of Services Delivered by Telehealth
-2022

Telehealth Leading to an Improvement in the Overall Quality of Services Provided:

Survey respondents were asked whether telehealth had improved the overall quality of the services

provided (Q7). Sixty-eight providers responded to the question. Results were mixed. About 59% of the

respondents answered “yes, much improved” or “yes, somewhat improved” (35.3% and 23.5%,

respectively). However, another 33.8% noted it as “about the same”, and 7.4% marked “no, somewhat

worse.”

Opinions Regarding Telehealth Services:

Survey respondents were asked to indicate their opinions regarding nine items related to telehealth
services (Q8). For each item, respondents were asked to marktheir opinion as “strongly agree,” “agree,”
“neither agree nor disagree,” “disagree,” or “strongly disagree.” The results are summarizedin Table 19.

Table 19. Opinions Regarding Telehealth Services — Telehealth Provider Survey, 2022

Q8. Please indicate your opinions regarding telehealth services
Item Related to Telehealth Services Strongly  Agree Neither  Disagree Strongly
Agree Agree Disagree
Nor
Disagree
N % % % % %
(n) (n) (n) (n) (n)
Telehealth hasimproved access to care for KanCare 64 71.9% 26.6% 1.5% 0.0% 0.0%
members. (46) (17) (1) (0) (0)
Telehealth expands my ability to see clients/patients over 64 75.0% 17.2% 7.8% 0.0% 0.0%
a greater geographic distance. (48) (11) (5) (0) (0)
Telehealth increases my ability to see more clients/ 64 46.8% 21.9% 21.9% 7.8% 1.6%
patients. (30) (14) (14) (5) (1)
Telehealth fills an essential practitioner gap in my 62 29.0% 29.0% 38.7% 3.3% 0.0%
organization. (18) (18) (24) (2) (0)
Telehealth improves workflow efficienciesin my practice. 63 33.3% 33.3% 23.9% 7.9% 1.6%
(21) (21) (15) (5) (1)
Use of telehealth improves quality of care for clients/ 64 32.8% 29.6% 21.9% 14.1% 1.6%
patients. (21) (19) (14) 9) (1)
Telehealth decreases profitability/revenue. 64 1.6% 6.1% 42.3% 32.8% 17.2%
(1) (4) (27) (21) (11)
Telehealth provides competitive advantage over other 64 14.1% 32.8% 48.4% 1.6% 3.1%
organizations in my region. 9) (21) (31) (1) (2)
Telehealth isimportant to the success of my organization. 64 34.4% 53.1% 10.9% 1.6% 0.0%
(22) (34) (7) 1) (0)
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More than 86% of the respondents “strongly agree” or “agree” that telehealth has improved access to
care for KanCare members, expands their ability to see clients/patients over a greater geographic
distance, and is important to the success of their organization. About two-thirds of the respondents
“strongly agree” or “agree” that telehealthincreases their ability to see more clients/ patients, fills an
essential practitioner gapin their organization, improves workflow efficiencies in their practice, and use
of telehealthimproves quality of care for clients/patients.

About half of the respondents indicated they “strongly agree” or “agree”, whereas other half of them
indicated they “neither agree nor disagree” that telehealth provides competitive advantage over other
organizations in my region. The half of the respondents “strongly disagree” or “disagree”, whereas
slightly less than half of them indicated they “neither agree nor disagree” that telehealth decreases
profitability/revenue.

Barriersto Providing Telehealth Services:
Survey respondents were asked about the barriers to providing telehealthservices (Q9). Sixty-eight
providers responded to the question. The results for this question are describedin Table 20. Key points
are summarized below.
e About 27% of the respondents noted no barriers to providing telehealth services.
e The following four barriers were selected by most of the providers:
o “Clients lack the technology and resources for telehealth services (mobile phones, computers,
internet access)” — selected by about 45% of the respondents.
o “Lack of client familiarity or comfort with using telehealth services” — selected by about one-
third (33.3%) of the respondents.
o “Lack of reliable internet for providers” — selected by one in four (23.3%) respondents.
o “Donot consider telehealth services as effective as in-person services” — selected by nearly one
in five (21.7%) respondents.

Table 20. Barriers to Providing Telehealth Services — Telehealth Provider Survey, 2022
Q9. What are the barriers to providing telehealth services? (Mark all that apply)

Barriers Responses
n %
No barriers 16 26.7
Security/confidentiality of HIPAA compliance 6 10.0
Do not consider telehealth services as effective asin-person services 13 21.7
Lack of staff to implement telehealth services 4 6.7
Lack oftraining or education regarding telehealth services 7 11.7
Level of guidance available from payor of services 4 6.7
Clientslack the technology and resources for telehealth services (mobile phones, computers, intemet 27 450
access)
Lack of reliable internet for providers 14 23.3
Lack of staff familiarity or comfort with providingtelehealth services 2 3.3
Lack of client familiarity or comfort with using telehealth services 20 33.3
Cost of starting telehealth services 0 0.0
Cost of maintaining telehealth services 3 5.0
Payor coverstoo few services 11 18.3
Other 6 10.0
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Three Most Important Barriers:

When askedto select up to three from the list of barriers theyselectedin responseto Q9 of the survey,

providers listed following three barriers as most important to them (Q10):

e  “Clients lack the technology and resources for telehealth services (mobile phones, computers,
internet access)” — listed by more than half of the respondents (55.8%). This barrier was also
selected by most of the providers in response to Q9.

e “Lack of client familiarity or comfort with using telehealth services” — listed by about one-third
(34.9%) of the respondents. This barrier was also selected by the second highest number of
providers in response to Q9.

e “Donot consider telehealth services as effective as in-person services” — listed by about one-fifth
(23.3%) of the respondents. This barrier was also selected by the fourth highest number of providers
inresponse to Q9. It should be noted that this is consistent with the results seen for the question
(@6) asking whether the services delivered by telehealth as effective as the same services they
deliver in-person (24.9% responded as “somewhat less effective” or “much less effective”).

Ideas to Improve Telehealth Services for KanCare Members

Providers were asked to provide recommendations for removing barriers to increase the use of these
services and improve access tocare among KanCare members (Q11). Thirty-four providers responded to
this question. An overview of survey responses and key themes is described in Table C.14. The key
similarand dissimilar themes are summarized below.

Several similar responses were provided by respondents that are summarizedinto eight key themes
(Figure 9). However, three survey respondents provided specific comments relatedto use telehealth,
that were dissimilar to those provided by rest of the respondents to this survey question. These
comments are summarized into four key themes (Figure 10).

This area intentionally left blank
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Provide consistency in application of rules and systems. Increase reimbursement rate for telehealth services.

e Use of the same forms by all entitiesinvolved. e Offer same reimbursement rate for telehealth

e Specify required in-person visits. servicesas in person services.

e Providersshould not have to use specific platforms ® Increase in reimbursement rates to make telehealth
for each MCO. use cost-effective and for itsincreased use.

e Providersshould be able to utilize their selected o Offer greater reimbursement to companies who
HIPAA compliant platform for telehealth. participate in telehealth due to convenience of

telehealth capabilities.
Increase and improve technology and resources for the

members and providers. Ensure opportunities for telehealth services are

e Ensure availability of reliable high speed internet available for all members. .
technology for all members, especially in medically e Access to telehealth as part of comprehensive health
underserved and rural areas. services for the member with the decision to use

e Provide better technical resources and system telehealth services being based on the provider's

clinical judgment and the member.
e Provide more opportunities for telehealth services

capabilities for members and providers, such as
devices, bigger screens, better audio, capability for

providers to use audiovisual platforms of patients' from school.
choice.
e Members’ access to mobile apps for monitoring of Provide trainings for providers.
mood symptoms or electronic journals that they could e Trainings with easy to understand terms and language

for billing staff, leadership staff, and all providers.

e Provide trainingsin user-friendly format that is easily
accessible and easy to find on self-paced courses.

e Leadership buy-in to accommodate time for

electronically send to providers.

e Government phoneswith limited minutes or access to
applicationsinhibits progress with care. Better devices
should be provided to members.

e Givinginformation to members on how to apply for providers'trainings.
waivers/grants ifthey don't have access to internet or * Availability of trainings on a variety of specific

for free/reduced cost cell phone plans. situations providers deal with.
o Availability of credible subject matter experts to

respond to the provider's exact situation to see if
correct billing codes are applied.
e Provide easy to understand training for everyone on

Continued coverage by insurance companies.

Provide education, resources (such as searchable how to bill that providers can access at any time and
databases for identifying providers for needed can reach an expert who can answer specific
services), and trainings to members to assist in the situational question

understanding benefits of telehealth and using it with e Training on appropriate attitude and rules for

ease. telehealth appointments.

Telehealth is a valuable source for members and providers.

e Great resource for members.

e No recommendationsforimprovingit.

e Telehealth services are needed for provision of behavioral health care services.

Figure 9. Ideas to Improve TelehealthServices for KanCare Members — Key Themes Summarized fromthe

Similar Responses Provided by the Survey Respondents

Only one or few specific and Telehealth services should be used when in-person services cannot be provided.

dedicated therapists covering

that service for organizations. Telehealth is not appropriate for clients with certain conditions such as speech
However, there will be a gap in and language disorders.

services if assigned provider

leaves the organization. Parents do not want to bring their child for an in-person visit when telehealth

services are available.

Figure 10. Ideas to Improve Telehealth Services for KanCare Members — Key Themes Summarized fromthe

Dissimilar Responses Provided by the SurveyRespondents
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Telehealth Service Visits Usage Among
KanCare Membersin the Future:
Providers were asked whether they
anticipate the number of telehealth visits 4.9%
they provide to KanCare members will
increase or decrease in future (Q12). Sixty-
two providers responded to this question. 38.7%
Half of them (50%) noted number will
“Increase somewhat”, and slightly more
than one-third of the respondents noted it
will “staythe same”. Figure 11. ‘ Figure 11. Telehealth Service Visits Usage Among KanCare
Membersin the Future — 2022

Q12. Do you anticipate the number of telehealth visits you provide to
KanCare members will increase or decrease in the future?

3.2% - 3.2% Increase a lot

" Increase somewhat
Stay the same
Decrease somewhat
Decrease a lot

f. Hypothesis 4 — Removal of Payment Barriers for Services Provided in Institutions
for Mental Diseases for KanCare Members with Substance Use Disorders

As per a recommendation from, KanCare 2.0 Hypothesis 4 evaluation results are included as a part of a

separate report prepared for the evaluation of KanCare 2.0 Section 1115 SUD Demonstration.

g. Monitoring of the Overall KanCare 2.0 Performance Measures
Quantitative Evaluation
Overall KanCare 2.0 performance measures were examined, and the results are summarized here.

HEDIS Measures

Prenatal and Postpartum Care (PPC):

e Timeliness of Prenatal Care — Percentage of deliveries that received a prenatal care visit in the first
trimester, onor before the enrollment start date or within 42 days of enrollment in the
organization.

e Postpartum Care —Percentage of deliveries that had a postpartum visit between 7 and 84 days after
delivery.

This measure tracked PPC rates among the combined Medicaid and CHIP population. The KanCare PPC
rates were weighted averages of MCO hybrid rates, weighted by administrative denominator. The goal
for the PPC measureis to have higher rates and rankings. The rates from measurement years 2019 and
2020 were examined here. The results for this measure are describedin Table 21.

Timeliness of Prenatal Care

The Timeliness of Prenatal Care rate declined 4.2 percentage points, from 84.3% for 2019 to 80.1% for
2020. The decline was statistically significant (p=.01). The rates in both years were below the 33.33r
percentile.

Postpartum Care
The Postpartum Care rates increased 8.9 percentage points, from 67.0% for 2019 to 76.0% for 2020,
which was statistically significant (p<.001). The ranking increased from <25t to <50t.
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Table 21. HEDIS Measure — Prenatal and Postpartum Care (PPC), MY 2019-2020

Measure MY 2019 MY 2020 Change p-value

Prenatal and Postpartum Care (PPC) Rate Rank Rate Rank Percentage Points | 2019 & 2020
Timeliness of Prenatal Care 84.28%  <33.331 80.06% <33.33rd -4.2 pp p=.01
Postpartum Care 67.04% <25th 75.96% <50th +8.9 pp p<.001

Note: The KanCare rate is the average of the MCO adult population rates, weighted by administrative denominator. Testing for statistically
significant differences between two consecutive years used a weighted Pearson chi-square test (p<.05 was considered statistically
significant). Rank indicates Quality Compass ranking for the rate.

Comprehensive Diabetes Care:

The comprehensive diabetes care measures were reorganized by NCQA since the KanCare 2.0 Evaluation
Designwas written. Three indicators were discontinued: Medical Attention for Nephropathy, HbA1C
Testing, and HbA1lc Control (<7.0%). The remaining four indictors were separatedintothree
independent measures.

The following measures are percentages of members 18—75 years of age with diabetes (types 1 and 2).
e Hemoglobin Alc Control for Patients with Diabetes (HBD)— Percentage whose hemoglobin Alc
(HbA1c) was at the following levels:
o HbA1c Control (<8.0%)
o Poor Control HbA1lc (>9.0%)
e Eye Exam Performed for Patients with Diabetes (EED)— Percentage who had aretinal eye exam
e Blood Pressure Control for Patients with Diabetes (BPD)—Percentage whose blood pressure was
adequately controlled (<140/90 mm Hg)

The goalfor three comprehensive diabetes care indicators—HbA1c Control, Eye Exam Performed for
Patients with Diabetes, and Blood Pressure Control for Patients with Diabetes—is to have higher rates
and rankings. The goalfor Poor Control HbAlcis to have a low rate and high ranking. The rates from
measurement years 2018 to 2020 were examined for these four indicators of the CDC measure. There
was a breakin trending between 2019 and 2020 for the Blood Pressure Control for Patients with
Diabetes indicator. Since only one data point was available, the indicator was not assessed for the
interim evaluation. In addition to comparison of rates tothe prior year’s rate for 2018 to 2020, a
Mantel-Haenszel chi-square test was used to determine if the slope of the five-year trendline (MY
2016-2020) was statistically significantly different from horizontal. These results are describedin Table
22.

For 2018 to 2020, changes in rates from prior years were not statistically significant except for one case:
the Eye Exam Performed for Patients with Diabetes (EED) rate decreased significantly from 2018 (64.8%)
102019 (62.9%). From 2016 t0 2020, the EED rate decreased anaverage 0.5 percentage points per year,
which was statistically significant.

The Quality Compass rankings increasedto >75 for 2020 for all three comprehensive diabetes care
measures, which indicates KanCare members fared relatively well in the first year of the pandemic
compared to members in other health plans.

This areaintentionally left blank
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Table 22. HEDIS Measures — Comprehensive Diabetes Care, MY 2018-2020

Measure MY 2018 MY 2019 MY 2020 Statistic
Comprehensive Diabetes Care Rate Rank Rate Rank Rate Rank Period p-value |
Hemoglobin Alc Control for 2018 & 2019 p=.33
Patients with Diabetes (HBD) 2019 & 2020 p=.62
HbA1c Control (<8.0%) 54.94% >66.67th| 53.23% >50th 53.91% >75th | 2016102020 p=.21

2018 & 2019 p=.19
Poor Control HbA1lc (>9.0%) 36.79% >50th 39.01% <50th 36.64% >75th 12019 & 2020 p=.31

2016t0 2020 p=.12
Eye Exam for Patients with Diabetes 2018 & 2019 p<.001
(EED) 64.80% >75th 62.89% >66.67th| 61.53% >75th | 2019 & 2020 p=.46

2016t02020 p<.01
Note: The KanCare rate is the average of the MCO adult population rates, weighted by administrative denominator. Testing for statistically
significant differences between two consecutive years used a weighted Pearson chi-square test and testing whether the slopes of the 5-year
trend lines were statistically significantly different from horizontal used a weighted Mantel-Haenszel chi-square test (p<.05 was considered
statistically significant). Rank indicates Quality Compass ranking for the rate.

Hemoglobin Alc Control for Patients with Diabetes: HbAlc Control (<8.0%)

As mentioned above, the goal for this indicator was to see higher rates and ranks. No statistically
significant change was seen in the rates for HbAlc Control (<8.0%) indicator from 2018 to 2019, and
from 2019 to 20220 (MY 2018 rate: 54.94%, My 2019 rate: 53.23%, MY 2020 rate: 53.91%). A decline in
rank was seenfrom 2018 to 2019 (>66.67t" percentile vs. 250t percentile), however, an improvement
was seenin MY 2020 to >75t percentile from >50t percentile in MY 2019. No statistically significant
change was seen in the five-year trend from 2016 to 2020 for this indicator (p=.21).

Hemoglobin Alc Control for Patients with Diabetes: Poor Control HbAlc (>9.0%)

As mentioned above, the goal for this indicator was to see lower rates and higher ranks. No statistically
significant change was seen in the rates for the Poor Control HbA1lc (>9.0%) indicator from 2018 to
2019, and from 2019 to 2020 (MY 2018 rate: 36.79%, MY 2019 rate: 39.01%, MY 2020 rate: 36.64%). A
decline in rank was seenfrom 2018 to 2019 (=50t percentile to <50t percentile), however, it increased
in CY 2020 to >75t percentile, showing improvement in the indicator ranking status. Nostatistically
significant change was seen in the five-year trend from 2016 to 2020 for this indicator (p=.12).

Eye Exam Performed for Patients with Diabetes

As mentioned above, the goal for this indicator was to
see higher rates andranks. A statistically significant Comprehensive Diabetes Care
decline was seen in the rate for Eye Exam Performed for
the Patients with Diabetes indicator of the CDC measure
from 2018 to 2019 (MY 2018 rate: 64.80%, MY 2019
rate: 62.89%; p<.001), whereas no significant difference

Eye Exam for Patients with Diabetes

80%

60%

was seenin 2019 and 2020 rates (MY 2020 rate: 40% E § £ § =
61.53%). A decline in rank was seen from 2018 to 2019 20% 1 X R 8 N 8
(>75t percentile vs. 66.67t percentile), however, it 0%

increasedin MY 2020 to >75% percentile. A statistically 2016 2017 2018 2019 2020
significant decreasing (worsening) trend from 2016 to Medicaid Population, Ages 18-75
2020 was seen for this indicator (p<.01), on average, the Mantel Haenszel chi-square p<.01

rate for the indicator worsenedat 0.5 percentage points  [UALCEPAGIEMEIATASERLge EL T
per year (Figure 12).

Diabetes, MY 2016-2020 Trend
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CAHPS Survey Measures

Smoking and Tobacco Cessation:

HEDIS Measure —Medical Assistance with Smoking and Tobacco Use Cessation (MSC) measure included

following indicators.

e Advising Smokers and Tobacco Users to Quit — Percentage of members 18 years of age and older
who were current smokers or tobacco users and who received advice to quit during the prior six
months

e Discussing Cessation Medications —Percentage of members 18 years of age and older who were
current smokers or tobaccousers and who discussed or were recommended cessation medicationin
the prior six months

e Discussing Cessation Strategies—Percentage of members 18 years of age and older who were
current smokers or tobaccousers and who discussed or were provided cessation methods or
strategies inthe prior six months.

The goal for Smoking and Tobacco Usage is to have lower rates and rankings. For the MSC indicators, higher
rates andrankings are preferred. Slightly less thana third of KanCare adults were smokers or tobacco users
in the three-year period. No statistically significant decline in rates was seenfrom 2019 to 2020 and from
2020 to 2021. From 2019 to 2020, KanCare rates were near the 50 percentile (ranking <50t or >50t) for
each MSCindicator, but rankings for Advising Smokers and Tobacco Users to Quit and Discussing Cessation
Strategies both dropped to <33.33" for 2021. The rank for Discussing Cessation Medications remained <50t.

Advising Smokers and Tobacco Users to Quit

After being stable for two years, the statistically significant decrease in percentage advised to quit
suggests a need for improvement. While the rate had been as high as 78.8% (in 2020), it is now 72% and
ranked <33.33",

Discussing Cessation Medications

The KanCare adult rates for discussing cessation medications did not show any significant improvement
from 2019 to 2020 and from 2020 to 2021. About 50% of the members reported their doctor or health
provider discussed or recommended medication to assist them with quitting or using tobacco, and the rank
remained in the <50t percentile in each of the three years (2019, 2020 and 2021).

Discussing Cessation Strategies

In 2021, about 44% (<33.33") of KanCare adults who smoked cigarettes or used tobacco reported a doctor
or other health provider discussed or provided methods and strategies other than medicationto assist them
with quitting smoking or tobaccouse—a 4.5 percentage point decrease from 2020.

This area intentionally left blank
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Table 23. Smoking and Tobacco Cessation AmongAdult KanCare Members —2019-2021

Adult HEDIS Measure: Medical

Assistance with Smoking and Tobacco 2019 2020 2021 Statistic

Use Cessation (MSC) Percent Rank Percent Rank Percent Rank Period p-value
T°(tlzlmj/;rci‘s‘g:t';f)m°kers 31.8% 250th | 30.0% 250th | 30.3% 250th ;8;32;8;2 Zi::;
A(:X,ié\slivr;iyssrj",o"’(ljz;l‘l)ye,u;tr”Sometimes”) 76.1% | <50 | 78.8% | 250% | 72.0% |<33.33 ig;giigig Z:gi
D e Moy | S0 0% | sam con | sase cson | 2008200 4
s Couelly or sometimes?) | W61%  <SO% | asen =500 | asrn 33339300 0 0Y P

Note: The KanCare rate represents the combined percentage of MCO adult populations, weighted by MCO. Rates are annual rates and not
2-year rolling averages. Testing for statistically significant differences between two consecutive years used a weighted Pearson chi-square
test (p<.05 considered statistically significant). Rank indicates Quality Compass ranking for the rate.

NCI Survey Measures

Social and Community Engagement Among Adult KanCare Members Receiving At Least One
Intellectual/Developmental Disability (I/DD) Waiver Service:

Six measures were examined to assess the aspect of socialand community engagement among the
Medicaid eligible members, 18 years and older, who received at least one Intellectual/Developmental
Disability (I/DD) waiver service and participatedin the Kansas NCl surveys.

Table 24. Social and Community Engagement Among Adult KanCare Members Receiving At Least One

Intellectual/Developmental Disability Waiver Service [Kansas NCI Survey Measures]

Measure 2016-2017 2017-2018 2018-2019 Statistic
N Percent N Percent N Percent p-value

Can se.e and c.:o.mmu.mcateW|ththe|rfam||ywhenthey 196 82% 186 82% 195 82% p>.99
want (if not living with family)
Has friends (may be staff or family) and can see them 262 83% 236 78% 244 78% p=.28
when wants
Able t tand do the things they like to doin th

€ togo outand dothe things they fike to doin the 253 81% | 249  79% | 245  85% p=.24
community as often as they want
Services and Supports help person live agood life 265 90% 264 91% 262 92% p=.69
Decidesor has input in deciding how to spend free time 384 91% 375 93% 393 89% p=.15
Decidesor has input in deciding daily schedule 385 83% 374 85% 387 84% p=.77

Note: 2019-20 Survey: "The 2019-2020 in-person surveys ended early due to COVID19; all data collection was halted on April 15, 2020. Very
few states had completed data collection by that date. For this reason, NCI decided not to publicly report these data." 2019-2020 National
Core Indicators At-A-Glance Report (ncilegacy.com) (Accessed 03/24/2022)

Testing for independence of year used a chi-square test (p<.05 considered statistically significant).

e The percentages for four out of six measures were above 80% in all three years. The percentages of
the measure assessing members’ ability to go out and do things they like to in the community as
often as they want were above 80% for twoyears. The percentages for the measure assessing
members’ ability to see friends when they want were less than 80% in recent two years.Cansee and
communicate with their family when they want (if not living with family)

o Ineachof the threeyears, 82% of members reported they can see and communicate with their
family when they want (if not living with family).

e Hasfriends (may be staff or family) and cansee them when wants
o Inthe 2017-18 and 2018-19 surveys, 78% of members reported they have friends (may be staff

or family) and can see them when they want, which was a decline of 5 percentage points from
2016-17. However, this decline was not statistically significant.
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e Able to go out and do the things they like to do in the community as often as they want
o 1In2017-18, 79% of members reported they were able to go out and do the things they like to do
in the community as often as they want, showing a decline of 2 percentage points from 2016-17.
However, compared to 2017-18, an increase by 6 percentage points was seenin 2018-19 with
85% of the members reporting they were able to go out and do the things they like to do in the
community as often as they want. However, this increase was not statistically significant.
e Services and Supports help person live a good life
o The percentages of members reporting services and supports help them in living a good life
were 90% or higher in all three survey years and showed increases of one percentage point from
2016-17 to 2017-18 and from 2017-18 to 2018-19. The increase was not statistically significant.
e Decides or has input in deciding how to spend free time
o The percentage of members reporting they decide or have input in deciding how to spend free
time increased from 91% in 2016-17 to 93% in 2017-18 showing an increase of two percentage
points. However, in 2018-19, a decline of four percentage points was seen compared to 2017-18
with 89% reporting they decide or have input in deciding how to spend free time. The decline
was not statistically significant.
e Decides or has input in deciding daily schedule
o The percentage of members reporting they decide or have input in deciding daily schedule
increased from 83% in 2016-17 to 85% in 2017-18 showing an increase of two percentage
points. However, in 2018-19, a slight decline of one percentage point was seen compared to
2017-18. The decline was not statistically significant.

NCI-AD Survey Measures

Social and Community Engagement Among Adults and Seniors Participating in the Frail Elderly (FE),
Physical Disability (PD) and Brain Injury (Bl) Waiver Programs to Receive LTSS

Six measures were examined to assess the aspect of socialand community engagement among adults
and seniors, Medicaid eligible, participating in the FE, PD and Bl waiver programs to receive LTSS.

The percentages for three out of six measures were above 90% in both years. The percentage of the
measure assessing members’ ability to go out and do things they like to in the community as often as
they want was above 90% in 2018-19, however it decreasedto 87% in the recent year. The percentages
for the measure assessing members’ ability to do things they enjoy outside of home as much as they
want remained 73% in both years. The percentage of people who like how they spend their time during
the day was low in 2018-19, and it further declined in 2019-20.

Table 25. Social and Community Engagement Among Adultsand Seniors Participating in the FE, PD, and Bl

Waiver Programs toReceive LTSS [Kansas NCI-AD Survey Measures]
Measure 2018-2019 2019-2020 Statistic

N Percent N Percent  p-value
Percentage of people who are always able to see or talk to friends and family
when they want to (if have friends and family who do not live with person)
Percentage of people who are able to do thingsthey enjoy outside of home
as much as they want to

342 91% 238 87% p=.13

344 73% 247 73% p>.99

Percentage of people whose services help them live a better life 357 90% 226 97% p<.01
Percentage of people who like how they spend their time duringthe day 349 64% 249 53% p<.01
Proportion of people who get up and go to bed when they want to 353 96% 254 96% p>.99
Percentage of people who can eat their meals when they want to 356 94% 255 92% p=.41

Note: Percentages reported are "State Average" for all three populations included in the survey.
Testing for significance of differences between years used a Fisher’s exact test (p<.05 considered statistically significant).
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e Percentage of people who are always able to see or talk to friends and family when they want to (if
have friends and family who do not live with person)

o 1n2019-20, 87% of members reported they were always able to see or talk to friends and family
when they want to (if have friends and family who do not live with person), a decline of 4
percentage points compared to 2018-19. However, the decline was not statistically significant.

e Percentage of people who are able to do things they enjoy outside of home as much as they want to

o Nochange was seenin the two years with 73% of members reporting they were able to do

things they enjoy outside of home as much as they want to.
e Percentage of people whose services help them live a better life

o The percentages of members reporting their services help them live a better life were 90% or
higher in both years and showed an increase of 7 percentage point from 2018-19 to 2019-20.
This increase was statistically significant.

e Percentage of people who like how they spend their time during the day

o The percentages of members reporting they like how they spend their time during the day were
below 75% in both years. A considerable decline of 11 percentage points was seenin 2019-20
from 2018-19. This decline was statistically significant.

e Percentage of people who get up and goto bed when they want to
o Inboth years, 96% of members reported they get up and goto bed when they want to.
e Percentage of people who can eat their meals when they want to

o Inboth years, more than 90% of members reported they can eat their meals when they want to,
however a decline of 2 percentage points was seenin 2019-20. This decline was not statistically
significant.

Conclusions

KFMC has prepared this interim evaluation report to reflect evaluation progress and present findings to
date to examine the KanCare 2.0 Service Coordination Strategy, OneCare Kansas (OCK) program,
KanCare 2.0 hypotheses presented above (Hypothesis 1-4), as well as the monitoring of KanCare 2.0
overall performance measures identified during the final evaluation of the previous KanCare
Demonstration. Measurement data are provided, as available, for the time period of January 1, 2019,
through December 31, 2021, while updates and qualitative data are provided for the time period
through September 30, 2022.

It should be noted, the COVID-19 pandemic affected the utilization of health care services throughout
the state and may have impacted the outcomes from this period. Thus, the results presented here
should be interpreted with caution. Where feasible, adjustments were made to the analytic plans to
account for the pandemic’s impact on measurement outcomes. Data and analytic results for 2022 and
2023 may provide a better assessment of the impact of KanCare 2.0 efforts.

a. KanCare 2.0 Service Coordination Strategy

The quantitative evaluation of the KanCare 2.0 Service Coordination Strategy examined whether the

integration of physicaland behavioral health services provided to KanCare members in the Intervention

Group (received HRA and PCSP) improved quality of care, health outcomes, and cost outcomes.

e The results for the Outpatient or Professional Claims (for diabetic retinopathy, influenza, pneumonia
or shingles) measure support the assertionthat the KanCare 2.0 Service Coordination Strategyhad a
positive impact on its rates. It should be noted, instead of improving, this measure’s rates increased
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for both the Intervention Group and Comparison Group 2. Since the Intervention Group’s rates
changed less, relative to Comparison Group 2, the Intervention Group’s performance was deemed
better under the circumstances.

The 2019-2021 rates for ED Visits, Observation Stays, or Inpatient Admissions (for diabetic
ketoacidosis/hyperglycemia, acute severe asthma, hypertensive crisis, fall injuries, SUD, or mental
health issues), Annual Dental Visits, and Adolescent Well-Care Visits, worsened for both groups from
2016-2018, with the Intervention Group having poorer performance than Comparison Group 2.

The relative improvements in both groups were about the same for the Access to Preventive/
Ambulatory Health Services and Emergency Department Visits (overall) measures.

Opportunities for Improvement

It was not clear from the MCOs’ data whether all members eligible for participationin the Service
Coordination Strategy received an HRA and Needs Assessment, along with a PCSP if applicable.

Recommendations

b.

Ensure standardization of the MCOs’ processes to collect and abstract HST, HRA, Needs Assessment
and PCSP data from their case management data systems. Each MCQO’s data system should include
all variable fields needed for evaluation of the KanCare 2.0 Service Coordination Strategy.

As the State complets its public health emergency winding down period, review and improve the
steps applied by the three MCOs toensure all members eligible for participation in the Service
Coordination Strategy receive an HRAand Needs Assessment, along witha PCSP and coordinated
care, as appropriate during the remaining years of the KanCare 2.0 demonstration. Application of
the Service Coordination Strategyto all eligible members will assist in achieving its impact on the
performance outcomes.

OneCare Kansas

The quantitative evaluation of the OCK program examined whether it improved the quality of care,
health outcomes, and cost outcomes.

The results support the assertionthat the OCK program had a positive impact on the rates of three
out of six measures (Adults’ Access to Preventive/Ambulatory Health Services, Adolescent Well-Care
Visits, and on Annual Dental Visits). ).

There is potential for the other measures toimprove during the remainder of the demonstration, as
multiple measures showed relative improvements but were not statistically significant.

Information from OCK Learning Collaborative participants through routine meeting, a survey, and
regional virtual meetings conducted from April 2020 through March 2022 was abstracted from OCK
program summary reports for the qualitative evaluation.

Identified key factors that facilitated OCK implementation include the availability of program
information, resources, andtrainings; staffing strategiesand support; collaboration among OCK
partners; collaboration with community and provider entities; and diagnostic code expansion.
Key themes of identified barriers and challenges in OCKimplementation included

o Issues with programstructure, including labor and time-intensive processes and unclear

expectations
o Access tomember information, financial concerns, member enrollment, roster and engagement,

opt-in/opt-out process, collaborations with partners/providers, staffing, and access tocarein
rural areas
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e Key observations regarding OCK program successes included the following:
o Improved care coordination
o Improved support of members and increase in member trust and engagement
o Increased partner collaboration
o Sharing information about the program with community partners
e One learning need theme, identified by Learning Collaborative participants, that did not appear to
be addressed pertained to trainings on OCK focused conditions, such as asthma, behavioral health,
motivational interviewing and health literacy.
e OCK partners emphasized a need of continued peer learning and support for program
implementation, sharing guidance and strategies to address barriers/challenges.
e OCK partners made the following key recommendations and suggestions for potential next steps.
o Increaseaccess tomedical care among non-compliant patients by allowing initial in-person
appointment and virtual appointments for follow-up visits.
o OCKPs across the state could build their professional networks and provide mutual support
outside of the formal opportunities offered by the State.
o Development and use of the provider directory to assistincommunication and collaboration
across the network of OCK partners.
o Improve program processes and systems.
o Develop connections with local foster care contractors, child placing agencies, local hospitals,
and emergency departments.
o ldentification of the opportunities to obtain hospital data and provision of organizational data.

Opportunities for Improvement

e Review of the MCOs’ databasesindicated that the MCOs’ processes to determine members’ OCK
eligibility, per the State’s criteria, had some variability. Differences were also seen between KFMC’s
identification of eligible members from the Claims database, using the State’s OCK program
eligibility criteria, and the dataset provided by one of the MCOs, with KFMC identifying more eligible
members.

e Potential unmet OCK partners’ learning needs include topics specific to working with OCK members,
such as asthma, behavioral health, motivational interviewing, and health literacy.

Recommendations

e Ensurestandardization of the MCOs’ process to determine members’ eligibility for the OCK
program, per the State’s criteria.

e Determine OCK partners’ continued learning needs specific to working with OCK members and their
diagnoses, and provide related Learning Collaborative training or other resources.

¢. Hypothesis 1 - MCOs’ Value-Based Provider Incentive Programs

Each of the MCOs designed a value-based provider incentive program (VBPs)to address KanCare 2.0
Hypothesis 1:

e AetnaVBP — CARE and CARE+ Programs with Community Mental Health Centers

e Sunflower Health Plan VBP — Behavioral Health Project

e UnitedHealthcare VBP —Pediatric Care Network Project
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The MCOs arein the process of initiating their VBPs. Therefore, data are not currently available from
these projects and an interim evaluation of Hypothesis 1 was not conducted. The evaluation of
Hypothesis 1 will be conducted as a part of the summative evaluation of KanCare 2.0.

d. Hypothesis 2 - Employment and Independent Living Supports for KanCare 2.0
Members With Disabilities

Data for Hypothesis 2 outcome measures were not available. Therefore, an interim evaluation of

Hypothesis 2 was not conducted. The evaluation of Hypothesis 2 will be conducted as a part of the

summative evaluation of KanCare 2.0.

e. Hypothesis 3 — Use of Telehealth Services

The evaluation of Hypothesis 3, comprised of quantitative and qualitative components, examined
whether the use of telehealth services (telemedicine, telemonitoring, and telementoring) enhanced
access tocare for KanCare members living in rural and semi-urban areas.

Quantitative Evaluation of Hypothesis 3:

Telemedicine

The results suggested that the usage of telemedicine services increased among KanCare Non-Urban

members. However, the ability of these results toshow improvement was overshadowed by the impact

of the COVID-19 pandemic. It should be noted, the increases inusage were also seenin Urban members.

In addition, these increases were higheramong Urban members comparedto Non-Urban members in

these years. These increases corresponded to the onset of the pandemic and may be due to changes

relatedto the provision of services by providers and their usage by members made during the pandemic
years. It should also be noted, though stillabove the pre-pandemic years, usage of telemedicine services
among members started showing decline in 2021 compared to 2020. Additional key findings are
described below.

e Telemedicine services for Non-Urban members were used most frequently for Mental, Behavioral
and Neurodevelopmental Disorders throughout the time period, specifically Mood [affective]
disorders ranked first.

e Analysis related to speech therapysupports the assertionthat telehealth enhanced access tocare
for KanCare members.

Telemonitoring

The results for three measures assessed to examine the usage of telemonitoring services among Non-

Urban members showed low utilization of telemonitoring services. However, allthree measures showed

an improvement in counts/percentages from 2019 to 2020 and 2021. These improvements

corresponded to the onset of the pandemic and may be due to its impact. The main findings related to
the outcome measures are described below.

e Similar patterns were seen for all three telemonitoring measures —the number and percentage of
Non-Urban members who received telemonitoring services, the number of telemonitoring services
provided to Non-Urban members, and the number of providers monitoring health indicator data
transmitted tothem by the members receiving telemonitoring services increased from 2019 to 2020
and 2021.

Qualitative Evaluation of Hypothesis 3:

Telementoring
The data sources are not currently available to describe the status of the use of Telementoring;
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therefore, quantitative evaluation was not conducted. The focused on summarizing the telementoring

efforts implemented by Sunflower Health Plan, the University of Kansas, and the University of Missouri,

using the Project ECHO (Extension for Community Healthcare Outcomes) Model.

e From March 2019 through November 2021, there were twelve Project ECHO series comprised of
fifty-one sessions, with anaverage of 42 participants per session. Following are the Project ECHO
topics.

Behavioral health (3 of the 4 series focused on Substance Use Disorders)

Social Determinants of Health

Intellectual and Developmental Disabilities

Foster Care

Aging

Cancer

Care Coordination

Preventive Health

e The sessions were attended by providers from multiple disciplines, including medical and behavioral
clinicians, nurses, pharmacists, and social workers. Participants were from non-urban and urban
counties.

e Evaluation results (obtained after each session by the Project ECHO host) indicated participants’
knowledge of the topic improved, and they obtained helpful skills and techniques to improve
professional practice.

O OO0 O O O OO

Recommendations
e Continue to expand the use of telementoring, ensuring all MCOs develop and implement plans for
this.

Telehealth Provider Survey

Qualitative information was also collected, through a short online survey, from KanCare providers who
offered telehealth services to KanCare members in 2020 or 2021. The survey was designedto gain an
understanding of providers’ telehealth experiences, perceptions regarding telehealth and access tocare,
and to identify providers’ recommendations regarding telehealth. The survey was conducted in August
and September 2022.

Seventy-three providers from urban and non-urban counties completed the survey, with the majority
from behavioral health care providers. Other respondents were from primary care, specialty health care
and home and community based services. The key points based on the surveyresults are summarized
below:

e Mostrespondents “strongly agree” or “agree” that telehealth has improved access to care for
KanCare members. It expands their ability to see clients/patients over a greater geographic distance,
and it is important to the success of their organization. About two-thirds of the respondents
“strongly agree” or “agree” that telehealthincreases their ability to see more clients/patients, it fills
an essential practitioner gapin their organization, improves workflow efficiencies in their practice,
and it improves the quality of care for clients/patients.

e Most respondents noted being “very comfortable” or “moderately comfortable” delivering
telehealthservices.

e Most of the survey respondents “strongly agree” or “agree” clients are just as engaged and make as
much progress on their treatment goals using telehealth visits as in using face-to-face visits.
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Three-fourths of respondents noted the effectiveness of services delivered by telehealthis “about

the same” or “better” thanservices delivered in-person.

Following are key barriers in providing telehealth services, identified by survey respondents, with

the first two bullets being the most frequently noted.

o Clients lack the technology and resources for telehealth services (mobile phones, computers,
internet access).

o Lack of client familiarity or comfort with using telehealth services.

o Lackof reliable internet for providers; and

o Do not consider telehealth services as effective as in-person services.

Following are key recommendations (themes) by survey respondents.

o Provide consistencyin application of rules and systems.

o Increaseandimprove technology and resources for the members and providers.

o Continued coverage by insurance companies.

o Provide education, resources (such as searchable databases for identifying providers for needed

services), and trainings to members to assist inthe understanding benefits of telehealth and

using it with ease.

Increase reimbursement rate for telehealth services.

Ensure opportunities for telehealth services are available for all members.

o Provide trainings for providers, including easyto understandtraining for everyone on how to bill
that providers can access at anytime and can reach an expert who can answer specific
situational questions.

o Telehealthis a valuable source for members and providers.

Only 6% of respondents indicated their usage of telehealth visits would decrease in the future, with

50% anticipating the number of telehealth visits for KanCare members will “Increase somewhat.”

O O

Opportunities for Improvement

KanCare 2.0 Hypothesis 3’s focus is to enhance access to care for KanCare members living in rural
and semi-urban areas. The results for the evaluation of telemonitoring service usage showed low
utilization of the telemonitoring services. Although, some increases were seenin 2020 and 2021
among Non-Urban and Urban members, the increases seen were higher for Urban members than
the Non-Urban members. Similarly, the increases seenin the telemedicine service usage were
higher for the Urban members.

Though still above pre-pandemic years, the results for the measures assessing the telemedicine and
telemonitoring usage started showing a decline in 2021 comparedto 2020, which may indicate the
increases are due to COVID—19 pandemic.

The focus of KanCare 2.0 Hypothesis 3, related to telementoring, is to pair rural and semi-urban
healthcare providers with remote specialists toincrease the capacity for treatment of chronic,
complex conditions. A data warehouse is not in place to collect detailed information on
telementoring sessions offered to providers and to assess theirimpact in increasing the capacity
rural and semi-urban healthcare providers have for the treatment of chronic, complex conditions
among Non-Urban members.

Recommendations

Ensure application of the strategiestoimprove the usage of telemedicine and telemonitoring
services among Non-Urban members to increase their access to appropriate care.
Ensureincreased provision and utilization of telementoring sessions to increase the capacity of rural
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and semi-urban healthcare providers for the treatment of chronic, complex conditions among Non-
Urban members.

e Assistthe University partners and Health Plans providing telementoring sessions in developing a
standardized evaluation component to assess the impact of these sessions inimproving the capacity
of providers in rural and semi-urban areas.

e Develop a data warehouse to collect the information on the telementoring sessions offered to
providers and to assess theirimpactin increasing the capacity rural and semi-urban healthcare
providers have for the treatment of chronic, complex conditions among Non-Urban members.

f. Hypothesis 4 — Removal of Payment Barriers for Services Provided in Institutions
for Mental Diseases for KanCare Members with Substance Use Disorders

As per a CMS recommendation, the conclusion for the KanCare 2.0 Hypothesis 4 evaluation is included

as a part of a separate report prepared for the evaluation of KanCare 2.0 Section 1115 SUD

Demonstration.

g. Monitoring of the Overall KanCare 2.0 Performance Measures

The HEDIS, CAHPS Survey, NCI Survey and NCI-AD Survey measures related tothe areas for
improvement from the prior evaluation of the KanCare Demonstration (2013—2018) were assessed. The
results for one HEDIS measure, two NCI Survey measures, and one NCI-AD Survey measure supported
the assertionthat animprovement was seen in the overall performance of KanCare 2.0.

HEDIS Measures

e The Prenataland Postpartum Care (PPC) measure includes Timeliness of Prenatal Care and
Postpartum Care. Animprovement in the Postpartum Care rate andits QC ranking was seen from
Measurement year (MY) 2019 to MY 2020. The QC ranking for Postpartum Carerate alsoincreased
from <25t to <50t percentile.

e The rest of the HEDIS measures did not show improvement from 2019 to 2020.

e Astatistically significant decline in the Timeliness of Prenatal Care rate was seenin MY 2020 from
MY 2019, with rates for both years below 33.33" percentile.

e The Eye Exam Performed for Patients with Diabetes (EED) rate had a statistically significant declining
trend from My 2016 to MY 2020.

e However, the QC rankings increasedto>75t for 2020 for all three comprehensive diabetes care
measures, whichindicates KanCare members fared relatively well in the first year of the pandemic
compared to members in other health plans.

CAHPS Survey Measures

e The threeindicators of the Medical Assistance with Smoking and Tobacco Use Cessation (MSC)
measure — Advising Smokers and Tobacco Users to Quit; Discussing Cessation Medications; and
Discussing Cessation Strategies — did not show improvement (with some declines), and had QC
rankings less than the 50t percentile, suggesting a need for improvement.

Kansas NCI Survey Measuresfor Socialand Community Engagement (2016—-2017, 2017-2018, and
2018-2019)

e The percentage of members whose services and supports help them live a good life, was 90% or
above in all three years.
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The percentages for three out of six measures —Can see and communicate with their family when
they want (if not living with family); Decides or has input in deciding how to spend free time; and
Decides or has input in deciding daily schedule—were above 80% in all three years.

The percentage of members with the ability to go out and do things they like in the community was
85% in the most recent year.

The percentage of members with the ability to see friends when they want was less than 80% (78%)
in 2017-18 and 2018-19.

Kansas NCI-AD Survey Measures for Socialand Community Engagement (2018-2019, and 2019-2020):

The percentages for three out of six measures —Percentage of people whose services help them live
a better life; Proportion of people who get up and go to bed when they want to; and Percentage of
people who can eat their meals when they want to— were above 90% in both years.

The percentage of members with the ability to go out and do things they like to in the community as
often as they want was above 90% in 2018-19, however it decreasedto87% in recent year.

The percentages for the measure assessing members’ ability to do things they enjoy outside of
home as much as they want remained same in both years.

The percentage of people who like how they spend their time during the day was low in 2018-19,
and it further declined in 2019-20.

Recommendations

Review and ensure strategies are applied by the MCOs and health care providers to improve
provision of timely prenatal care, comprehensive diabetes care, and medical assistance for smoking
and tobacco use cessationto KanCare 2.0 members.

Ensure MCOs and health care providers implement strategies toimprove the social wellbeing of
members receiving |/DD waiver services. Ensure the PCSPs of these members include the provision
of assistance for them to engage socially, with friends and family, when they want.

As the State completes the public health emergency winding down period, ensure MCOs and health
care providers implement strategies toimprove socialand community engagement among adults
and senior members obtain long term services and supports through the Frail Elderly, Physical
Disabilityand Brain Injury waiver programs. Ensure the PCSPs of these members include provision of
assistance for themto engage in activities of their interest outside their home when they want and
to decide their daily activities.

Interpretations, and Policy Implication and Interactions with Other
StateInitiatives

KFMC will address the policy implications and interactions with other state initiatives in the summative
KanCare 2.0 evaluation. For this interim evaluation, the following interpretations could be made.

Itis not yet known how much the COVID-19 pandemic will influence the impact of the KanCare 2.0
program overall. It will take more years to assess the impact of the program, overall, outside of the
context of the pandemic.

Itis difficult to interpret the interactions with other Medicaid and State programs due to the
pandemic, as well. KanCare 2.0 activities were drastically affected during the onset of the pandemic.
The MCOs were instructed to pause many initiatives with members and providers in order to
address the public health emergency. As a result, many of the projects that would have provided
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data for this evaluation were on hold for a considerable amount of time. Also, the Service
Coordination Strategy could not be fully administered as designed, during much of the evaluation
time period, due to limitations in face-to-face visits.

Lessons Learned and Recommendations for States

There were a few lessons learned as a result of this interim evaluation. These lessons learned are also
recommendations to State Medicaid agencies for future demonstrations, as well as for the State of
Kansas for the remainder of KanCare 2.0.

e There were additional delays in the implementation of KanCare 2.0 strategiesthat appeared
unrelated to the delays due to the COVID-19 pandemic, such as the MCOs’ Value Based Provider
Incentive Program delays. These delays will impact the ability to evaluate the efficacy of the KanCare
2.0 program, as a whole. KFMC recommends State Medicaid agencies evaluate MCO delays to
determine whether any are unavoidable or whether stronger enforcement of timelines is
warranted.

e Some of the programs that began (or were intended to begin) during the evaluation timeframe
proved to be more time-intensive to implement than anticipated. KFMC recommends State
Medicaid agencies and MCOs explore ways to accelerate the time to implementation of the
programs. This will help to ensure adequate time is allowed for conducting the strategies as
designed, collecting data and fully testing the hypotheses.

e Lessons learned and recommendations for other State Medicaid agencies will be further addressed
in the summative KanCare 2.0 evaluation report.

Summary of Opportunities for Improvement and Recommendations

e MCO care coordination assessment: As the public health emergency completes its winding down
period, all members eligible for participationin the Service Coordination Strategy should receive the
appropriate assessments.

e OneCareKansas capacityand provider training: The State should ensure the MCOs have a
standardized process to determine member eligibility for OCK. The State and MCOs should continue
to support the OCK Learning Collaborative, and address providers’ training needs regarding working
with OCK members (e.g., motivational interviewing, health literacy) and specific diagnoses.

¢ Increasetelemedicine and telemonitoring utilization: The State and MCOs should review and
implement, as feasible, the provider recommendations for how to improve telehealth services. The
State and MCOs should also seek ways to increase the use of telemonitoring services.

e Improvetelementoring opportunities and capacity: The State should ensure all MCOs develop and
implement plans to increase telementoring opportunities targeted towards providers in rural and
semi-urban areas of the state, as well as continue to support current telementoring efforts.
Standardized methods should also be developed and implemented to collect information on
telementoring opportunities across the state and to evaluate the impact for KanCare 2.0 providers,
especiallythose in rural and semi-urban parts of Kansas.
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e Strategies to improve quality and timeliness of care: The MCOs should evaluate their Quality
Assurance and Performance Improvement Programs to ensure they and contracted providers are
developing and applying strategies toimprove identified KanCare 2.0 performance measures
(prenatal, comprehensive diabetes care, medical assistance for smoking and tobacco use cessation).

e Strategies to improve member socialand community engagement: As the public health emergency
completes its winding down period, the State should ensure the MCOs are working through their
own care management processes (specifically using the PCSP), as well as with contracted providers,
to improve social and community engagement for members on waiver services (I/DD, FE, PD, and
BI).
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Interim Evaluation of the KanCare 2.0 Demonstration

OneCare Kansas Program Evaluation

Qualitative Evaluation of OCK Program

The qualitative information was reviewed for key themes as summarized below.

1. Learning Needs Identified and Discussed by the OneCare Kansas Learning

a)

Collaborative Participants
Learning Needs Identified (Table A.1.)

The following learning needs were collected from information available from April 2020 through March
2022, including the virtual regional meetings and the survey.

Learning Collaborative Participant Responses

Key Themes

Health assessment tools (9)

Health assessment tools for children

Outcomes Health Assessment tools

Whole person assessment discussion would be helpful as well, more guidance on the whole
person approach to care and how to do an assessment that capturesa comprehensive picture of
the person and how that would lead into goals more readily than asking a person what goals
you are working on or want to work on.

How to provide acomplete picture of care fora member when they are in several programs
within our agency.

Health assessment portal use and training

Additional training on the different tools available for health assessment

SUD assessment tools

e Health assessment
toolsand trainings
for use of different
types of health
assessment tools
including those for
the comprehensive
care

Goal mapping/setting with patients, goal settingideas(3)

Goal writing

Further training or discussion re: goal writing, it was done once, and that topic is one that needs
intermittent review

SMART goal specifics

Using Health Assessment Tools to help id smart goals, use of Ml tech

e Trainings for setting
and writing goals and
use of health
assessment tools to
identify goals

Maybe ways to think about how we as an agency and state can show benefit and outcomes of
OCK

Review of tracking and utilizing health assessment toolsto tracking members outcomesand
improvements on goals.

I was a bit lost on the discussion of how outcome measures are gathered, suggest that the focus
of these type of conversations be clear in what our role isand if it isthat we simply gather the
info, and it is collected by OCK state staff then that would have helped.

Would be interested to know if any organizational or process measures may be planned to
assess the system(s) providing OCK services and to evidence progress toward the OCK goals.
The focus of these type of conversations be clear in what our role isand ifit is that we simply
gather the info, and it is collected by OCK state staff then that would have helped.

e Tracking outcomes

and improvement of
goals

KFMC Health Improvement Partners
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Table A.1. Learning Needs Identified by OneCare Kansas Learning Collaborative Participants, April 2020-

March 2022 (Continued)

OCK Partners’ Responses Key Themes

e How each partner responds to building the program during the pandemic e Ways to build program and
e How othersare developing creative ways during this Covid crisis to engage individuals engage membersduring

e How othersare dealing with limitations placed upon us all due to coronavirus. Are COVID-19 pandemic

others maybe standing out in the yard while the client ison the porch or at the
window. Maybe using phone X% of the time or mail X% of the time, etc.
e COVID resources
e How each partner respondsto building the program during the pandemic
e MCO resourcesand benefits (2) e MCO resources and benefits,
e MCO portals, MCO portal usage (2) tools, and portals
e What the MCOs want on the surveys.
e Member portals and tools

e Recruiting, staff retainment. e Staff recruitment, retention,
e How to engage staff to do what is asked of them re: OCK. and engagement

e Engaging providersin programs with members e Provider engagement,

e How to coordinate with other providers to obtain records for continuity networking, and peer

e Learningfrom each other learning

o | will like atraining on way that show us how to connect or what connecting with other
provider look like / who does the connecting

e Interestingto hear how othersuse their OCK information to further their agencies help
clientsin other ways (network with other agencies, etc.)

o Member engagement and recruitment strategies and information; helpingclientsto e Member engagement,
buy into the program (6) recruitment, retention, and
e Discussion of serving memberswho are not otherwise engaged in services at your outreach tips

agency. About half of our engaged members are not getting any other servicesfrom
our agency (the OCK provider).

e How to encourage patientsto continue to actively participate in the program.

e Qutreach tips(2)

e How to discuss benefits of OCK to members not interested in improving health
outcomes.

e How to provide a complete picture of care fora member when they are in several
programs within our agency.

e A'"World Cafe" style of obtaining feedback to understand
strengths/weaknesses/opportunities/threats that is participant driven.

o Community events and supports of interest to OCK members

e Financial counseling/budgeting may be a good topic to address with members, so it e Finance and billing
would be awesome if there was a tool/assessment we could train with coordinators

e Concrete examples of common activities done with members, per billable service
category.

o A final copy instead of a continuously changing draft. All billinginformation listed
under the billing section instead of in the appendix.

o Differences between CMHCs and FQHCs (billing).

e Probably resources

e Resourcesis always a plus how to afford to do OCK, right now this isa money loser.
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Table A.1. Learning Needs Identified by OneCare Kansas Learning Collaborative Participants, April 2020-

March 2022 (Continued)
OCK Partners’ Responses

Key Themes

e Staff to member ratios

e Required staff spelled out, verbiage on HIPAA, more detailed services under the codes.

e Ways to simplify inclusion process. All MCOs use same processes/protocols. Having
different things for different situations.

e How the State and MCOs might simplify opt-in and opt-out

e Processeson accepting, transferring, or patient refusal of OCK services.

e How to work collaboratively with MCO and Emergency Rooms for referrals.

. . . rocess
e OCK servicesand where to make referrals or what to look forin providers of other i .
. o Patient transfers and
services for referrals of members.
referrals

e Working with the foster care system.

e Advanced directives

e Information about how to demonstrate compliance with the manual. +

e A blurb on we work on regulations [sic], the required staff laid out in the manual (MD,

e Information and guidance on
program processes and
protocols:

O
o

O

Service codes

Use of same protocols by
MCOs

Simplifying inclusion

Staff-to-member ratios
Required staff

Foster care system

o
(e
o HIPAA
o
nurse, SW) - not referring to the application. o Advanced directives
e Program manual, including
demonstrating compliance

e Consideringall the One Care Kansas patient have asthma, schizophrenia, or bipolar, | e Trainings on OCK focused
would think that education would be focused on these. conditions:
e More asthma education; more information about asthma (2) o Asthma
e Using Peak Flow Metersto create action asthma plans in adults vs. kids; diagnosing the o Asthma and mental health
issues

different levels of severity of asthma; interpretingin-office spirometry.

e Discussion over Asthma and how it affects mental health/possible druginteractions o Addiction (SBIRT, etc.)

o Motivational interviewing
o Health literacy

with asthma meds and psychotropics.

e Anything from KDADS on addiction including trainings on SBIRT. Also, various other
topics on misuse of prescription meds (opioids, etc.) that we might incorporate into
our assessments. Various toolsthat are out there to detect concerning use of mood-
altering substances.

e More in depth motivational interviewing, health literacy

e Health Promotion resources and examples(12) .

Health promotion resources
e Health Promotion Resources for rural areas for members

e Health promotion resourcesthat can be given to members

e Creatingexercise programsand carving out time to participate in the exercise-group?

b) OCK Learning Collaborative Discussions and Sessions (Table A.2)

| Table A.2. Topics Discussed in OneCare Kansas Learning Collaborative Meetings, April 2020-March 2022

2020 Meetings
Date Session Topics Approxnma.tg il
of Participants
April 21 e Information about adjustmentsto OCK policy during the COVID-19 emergency 50
(presented by KDHE Staff).
e Information regarding recommended and mandatory learning opportunities that
impact OCK providers (presented by Aetnaand WSU CEl staff).
May 19 e Recruitment and engagement of potential OCK members: 45
o KDHE shared the toolsfrom the OCK website to assist in these efforts.
o Staff from a Behavioral Healthcare organization then shared tips and tools that
they use to recruit members for their Integration Partnership initiative.
KFMC Health Improvement Partners Page A-3
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Table A.2. Topics Discussed in OneCare Kansas Learning Collaborative Meetings, April 2020-March 2022

(Continued)

2020 Meetings
Date Session Approxima.te. Number
of Participants
June 16 e Quality measures for the OneCare Kansas Program: 45
o KDHE staff reviewed the quality measuresthat will be collected as well as how
and when the information will be gathered and reported.
o Group discussion on:
= Additional toolsthey are using to collect health related data
e Strategiesfor using the information to tell the OCK story to potential partnersand
funders
July 21 e Information provided by KDHE on the difference between a Health Risk 50
Assessment conducted by the MCOs and an OCK Health Assessment.
e Partnersfrom the Community Health Center of Southeast Kansas shared their
model for providing services to OCK members (including the Health Assessment
process); and strategies for engaging other providersin the process.
August 18 o KDHE shared information on a variety of programs available to support OCK 50
partnersfor health promotion activities.
September 15 | e Small group discussionsrelated to challenges and opportunities that the partners 60
have experienced in the first six months of the program’s implementation.
October 20 e Promoting staff resilience: 60
o Small groups discussion on:
= Efforts to improve staff competence around OneCare Kansas as one
protective factor against stress.
o Small and large group discussions on:
= Additional strategies that they employ to support their staff.
November 17 | e Recruitment of potential OCK members: 60
o Updates provided by KDHE staff on upcoming adjustmentsin how potentially
eligible individuals are identified.
o WSU CEl staff shared resources available via the OneCare Kansas website that
can be used for talking with potentially eligible membersand other community
partnersabout the program.
o Staff from the HealthCore Clinic and High Plains Mental Health Center shared
the strategiesthat they use for identifying and recruiting new members.
o Small group discussion on:
= Challengesthey face related to member recruitment, those that are outside
their control; and
= Strategiesto make progress on the challengesthat can be controlled.
= Participants shared their major takeaways from their small group discussion
with the larger group.
2021 Meetings
January 19 e Use of GIS map: 60
o KDHE staff presented how to use, and the benefits of a GIS map developed to
make it easier to locate OCK partners across the state.
o Small group discussion to discuss following three questions:
= How can you use the map to set yourselves up to collaborate more
intentionally?
= What are the barriersyou might face?
= What are some strategiesto overcome these?
e Participantsshared their small group discussion points with the larger group.
e Participantsasked to identify what else they need from the State team to
successfully utilize the mapping tool.
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Table A.2. Topics Discussed in OneCare Kansas Learning Collaborative Meetings, April 2020-March 2022

(Continued)
2021 Meetings

Date

Session

Approximate Number
of Participants

March 16

A review of the first year done.

Introduction of a data dashboard that is compiled and posted by KDHE to the OCK
website was done.

A review of aggregate results of the first OCK audit was done.

The story of one OCK Partner who achieved financial sustainability for their
program during the first year was presented.

Expectations for the 2" year of the program were discussed.

Described and held alarge group discussion on the expanded eligibility criteria.

70

May 18

Highlighted three OCK Partners, COMCARE of Sedgwick County, HealthCore
Clinic, and Mental Health Association of South-Central Kansas.
o Each partner presented the information to answer following questions:
= What are you doingto get members engaged with your OCK program?
= What isworking well and what made this possible?
= What’s been the biggest challenge along the way and how did you overcome
it?
= What are the elements of this activity that you are most proud of?
o Small groups discussion to discuss three questions:
= What themesdid you hear as you listened to today’s presentations?
= What additional questions do you have?
o What would you like to hear more about in the future?

60

September 21

Program quality:
o WSU staff reviewed the OCK quality goals and partner expectations related to
monitoring program quality.
o KDHE staff then shared the results ofa member survey that had been conducted
earlierin the year.
= Participants were then asked to discuss their own processes for gathering
member feedback and what challengesthey encounter in gathering this
information.

50

November 16

Collaborations with local healthcare partnersin the community.
o Groupswere divided by regions of the state and asked to reflect on the following
questions:
= What is program’s plan or procedures for collaborating with other providers
who work with the member?
= What getsin the way?
= What are the opportunitiesto improve these connections?
o As a large group, participants were asked to share their learnings and discuss the
following questions:
= How do you document your interactions with partners?
= How do you use your documentation to assure that staff get the credit they
deserve for the good work that they do as they walk alongside the members
theyserve?
= How are you using that documentation to not only talk to other providers,
but also help communicate the value of the program to organizational
leadership and funders such as the state legislature?

60
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Table A.2. Topics Discussed in OneCare Kansas Learning Collaborative Meetings, April 2020-March 2022

(Continued)
2022 Meetings

Approximate Number
of Participants
March 15 e Inresponse to provider concernsrelated to staffing their OCK programs, the 50

virtual session focused on the challengesthey face as well as potential

opportunitiesto hire support level staff to complete certain tasks:

o Using a virtual polling platform, participants were asked to share their biggest
challenges when staffing their programs as well as strategies they have used to
address those challenges.

o KDHE announced that OCKPs would now be able to hire CNA/CMA staff to
complete tasks under the supervision of a nurse. Participants were then asked
if they would consider this option and what, if any, additional information they
would need to consider this option.

o KDHE isalso currently considering an option of adding community health
workers as a potential support role for the OCK program. GraceMed currently
utilizes CHWs in a program that issimilar in structure to OCK and was asked to
share their experiences with this program. OCK partners were then asked for
additional ideas for incorporating CHWsinto the OCK program.

e Finally, OCK partners were asked to consider what organizational changes would
need to happen to allow for hiring additional support staff such as CNA/CMAs in
their programs.

Date Session

2. Factors that Facilitated the Implementation of the OneCare Kansas Program to
Achieve Its Goals.

During discussions in the OCK Collaborative meetings, the participants identified the factors that

facilitated their efforts for the implementation of the OCK program to achieve its goals. This information

is reviewed, and key themes are summarizedin Table A 3.

Table A.3. Factors that Facilitated Implementation of OneCare Kansas to Achieve Its Goals, April 2020-March

2022

OCK Partners’ Responses Key Themes

e Learningabout the OneCare program e Gettingfamiliar with the

e This ismy first OCK meeting, so it was all informational today, bulletins and required program, its processes,
learning. and benefits.

e Educating staff about One Care Kansas Program

e Newsletter will be useful.

e Newslettersand campaigns

e | appreciate the helpful information that was shared.

e How we need to look at documentation and the benefit of the program to show to board of
directors.

e Training is great tool for me to understand the program as a whole. | would like to get aclear
understanding of the OCK role and how much we as case Manager should be doing.
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Table A.3. Factors that Facilitated Implementation of OneCare Kansas to Achieve Its Goals, April 2020-March

2022 (Continued)
OCK Partners’ Responses

Key Themes

e The time frame for the completion of trainings

e The information on additional training, I'm a new coordinator and this helps provide
structure to how | move forward with staff

e About the trainingseries for care coordinators/social workers

e The trainingsthat are being offered

e Required ACEs (Adverse Childhood Experiences) training for all staff involved

e Required trainingreminders

e Continue gettingtrainingto improve servicesto members

e Learned of an organization that has many resourcesre: training and/or training topicsto
help support the OCK staff and increase their knowledge base.

e Provision of trainings
and re-trainings for the
OCK providers for
increasing their
knowledge base to
support their efforts,
readily available
information about the
trainings and their time
frames.

e Engaging members questionsand tools

e OCK Dashboard will be useful

e Utilizing the resources from the MCOs

e Population health portals with MCOs

e MCO partnersare there to help usif we need to reach out with questions.
e Contact info for MCOs

e Hearingabout other toolsused by other agencies.

o Different toolsthat can be used to gather data

e Learningabout the different programs available to help our patients.

e GIS maps will be helpful

e Using the GIS map will be helpful to locate OCK partners across the state
e Creating newsletter for health promotion hospital liaison opportunities

e The expansion of the Diagnostic Codes
o Diagnosis expansion will be helpful
e Diagnostic codesupdates (2)

Availability of resources,
variety of tools, OCK
dashboard and GIS
maps from State, MCOs
and other agencies

e Diagnostic codes
expansion and updates

e The core measure set review was helpful in knowing for sure what the state islooking at.

e Quality Measures in use and considerations for data collection and reporting.

e Focus more on success stories, and data collection that tellsthe story of the services we
provide and the outcomes from those services.

e Figuring out what internally we should be tracking outside of state reporting

e |understand that there will be outcome measurementsthat we need to track

e Tracking and reporting
of quality measuresand
focus on outcomes.

e Level of staff from FQHC

e Continuingto look for medical background or knowledge in new hires for our OCK program

e Up to date knowledge, having access to individuals who are knowledgeable in OCK domain.

e KDHE announced that OCKPs would now be able to hire CNA/CMA staff to complete tasks
under the supervision of a nurse.

e KDHE isalso currently considering an option of adding community health workers as a
potential support role for the OCK program.

e The option for CMA/CNA and Community Health Workers (5)

o Staffing options

e We can hire other staff to include CNA/CMAs to help with specific patient care.

e Conversation about how we could utilize CNA's and CMA's in our work.

e Investment of current staff's skills to promote services, which are provided by our agency.

e How other agencies have their Integrated meetings set up- meaning what staff are involved.

o Effective ways to show support to team

o |liked the agency that got everyone to build moral within their own agency!

e Staff connecting with each other regularly to boost each other'sresilience.

o Staffing optionsand
expertise; Staff support
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Table A.3. Factors that Facilitated Implementation of OneCare Kansas to Achieve Its Goals, April 2020-March

2022 (Continued)
OCK Partners’ Responses

Key Themes

Incorporating tobacco cessation options for full integration of care

Making an exercise program with patientsand participatingin that exercise.

Health Promotion topics resource | can share with participants

Just learning the latest about the KDHE Health Promotion Bureau is helpful to our agency
and ultimately can be helpful to our clients.

Offering healthy living groups regularly

e Incorporation of the
health promotion and
risk factor prevention
and control asthe
provision of care
options; submission of
separate claims for
these options; and
sharing of health
promotion resources
with clients.

Doing home visits and recruiting peer support to help with enroliment.

Loved hearing from CHC/SEK. Loved the positive approach to membersand potential
members!

Increase engagement of clientsto the program

Otherideas on how to help members opt-in despite COVID-19 issues

Sending our own invitation lettersto attributed members

Sending letters might help get more people engaged

One thing | heard that will be helpful ishow they connect with clients

Asking questionssuch as how we could help or how can this program benefit you. Instead of
assuming a goal is right for the member. Let them be actively involved in goal setting.
Continuingto use a strengths-based approach

It was helpful to hear we are using same/similar strategies as othersin engaging pote ntial
members for OCK.

Outreach methods

The way othersare reaching out

Improving outreach

Do more specific outreach in the area to work with specific provider organizations.
Knowledge that we are not alone in the struggle to recruit new membersto the program.
It was helpful to hear that we are not alone in experiencing difficulty in engaging clients,
some of whom said they didn't know what we were talking when we talked to them about
OCK.

e Discussing challenges
encounteredin
member recruitment
and engagement; and
application of
strategies, methodsand
processes for member
recruitment,
enrollment,
engagement and
outreach

The referral process

That more referrals are comingin.

That Aetna issending email confirmations for referrals. Will check with our Care Coordinator
tosee if she is getting them.

Hearing others have a little more advantage than CMHC in collaborating with getting
physician referrals. Going to see how to make changes on this for us at CMHC.

e Referral processes and
assistance from MCOs

Ideas on Incorporating Psychosocial Groups

Working with hospitals and clinicsin the area

Engaging the PCPswith this plan also and gettingthem on board

Utilizing the prescription program in a Community Mental Health setting to capture those
current patients who may have Asthma through their comprehensive med lists. Also, having
a question re: Asthma on our intake forms, this hasn't been the case until the idea came out
of this collaborative.

Work with the pharmacies for recruiting... BRILLIANT!

e Collaboration with
other entities such as
psychosocial groups,
hospitals, clinics, PCPs,
and pharmaciesto
recruit clients
o Use of prescription

program to recruit
clients
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Table A.3. Factors that Facilitated Implementation of OneCare Kansas to Achieve Its Goals, April 2020-March

2022 (Continued)
OCK Program Partners’ Responses

Key Themes

Calling providers offices has been helpful

Utilizing KHIN to identify providers that can help connect providers and memberstogether
when there isno good contact information.

Utilizing more internal providersin OCK program within agency.

Care coordinators see providers with clinicians.

Go to lots of team meetings to talk to case managers, homeless outreach, children and
family servicesto discuss OCK and servicesthey can provide.

Partners working to connect with two hospitalsin Topeka. Referrals, presentations, and
helping other providers within their health care network.

External and internal marketing

Word of mouth

Reached out to some therapists of Central Kansas Medical Health (CKMH) for referrals
(CKMH is one of the partners).

Working with the hospital with the behavioral health discharges.

Workingin 5 county area - making callsto assist in coordinating care.

Ask for feedback from other providers/practitioners

Reachingout to individual providers, putting a face to the program and general education
regarding the program.

Integrated team meetings to address holistic issues for members.

Email, snail mail, numerous meetings with internal staff.

Meetings with 1) Community based services (CBS), a service line within the Community
Mental Health Services network; 2) Comprehensive Support and Stabilization (CSS), a service
line within the Community Mental Health Service s network; 3) medical staff
(nurses/physicians who work with the FQHC and CMHCs; and 4) therapists.

Having an integrated providers meeting every month to stay connected. Staff certain cases
that a provider might need help on.

e Applyingstrategies for
building and improving
collaboration with
other local health
partners/ providers
who work with the
members

Hearing from other organizations

More ways to creatively grow your program

Reassurance that we were on the same track

The different struggles of other partnersand ways to work around those difficulties.
Others are having similar problems.

Just knowing that other providers are experiencing similar challenges
Understanding we can only control so much and focusing time on those we can.

To not give up and keep doing what we are doing.

To continue what we are currently doing

Keep focusing on what we can do.

Thinking more outside of the box for on how to provide these servicesin a COVID world

e Collaboration, peer
learning, and support
among OCK partnersto
address similar
challenges and
implement OCK
program
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Table A.3. Factors that Facilitated Implementation of OneCare Kansas to Achieve Its Goals, April 2020-March

2022 (Continued)
OCK Program Partners’ Responses

Key Themes

e OCK hoursare added to my monthly billables.

e Qur staff do their notesusinga certain few codes, so they get full credit for their work — if
not documented it did not happen.

e Document everythingin ECW (eClinicalWorks) whether its billable or not.

e EHR made a OCK template that allows us to capture most of what we do.

e Lookingfor ways to include evenifitisazero dollar claim.

e Make this part of the training. Discuss updates in team meetings, when there isagap
between what is being described and what isin the record, we discuss why there are gaps
between the two.

e Document every interaction in our EHR with the patients.

e Document how clientsare integrated into other areas of the organization, including family
members becominginvolved

e Group supervision forms that we document our meetings and have a spot just for successes.

e Executive Director asks for successes from each department as part of the report to the
Board.

e Documentin both OneCare and Smart care to ensure that all documentation isaccessible in
both systems.

e Ensuring
documentation fully
reflectsall activities and
interactions for
purposes of ongoing
work with the client,
billing, getting credit for
work completed, and
identification of
successes.

e Recruiting(5)

e Hire more staff (4)

e Heavily recruiting (3)

e Add an additional staff (3)

e Just hired new nurse coordinator

e Hired FTE who servesin both roles(2)

e Moving positionsaround (3)

e We have some part-time care coordinators who also function as BHC's. However, the 2 roles
cannot overlap

e Setting clear boundaries for staff who have multiple rolesi.e., doing one care follow upson
certain days of the week (4)

e Debriefingon regular basis to provide more support to staff

e Contracting with other agenciesto provide medical staff.

e Cross training within the agency to bill OCK for people they are already workingin other
roles (10)

o Staff bonuses(3)

e Increasing pay (3)

e Increased our wages (3)

e Sign on bonus(2)

e For usit's just a matter of internalizing alower turnover rate

e Strategiesappliedto
address OCK program
staffing challenges:

o Hiringand recruiting
staff

o Hiring of staff to work
intwo roles

o Providing more
support to staff by
regular debriefing

o Contracting with other
agencies

o Financial strategies
such as increasing
pay/wages, sign on
bonus, staff bonuses,
cross training of staff
for OCK to bill the
program

o Reducing staff
turnover rate

3. Barriers/Challenges Seen in the Implementation of the OneCare Kansas Program
During the discussions conducted in the OCK Collaborative meetings, the participants identified the
barriers and challenges they encountered in the implementation of the OCK program. This information

is reviewed, and key themes are summarizedin table A 4.
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Table A.4. Barriers/Challenges Encountered by OneCare Kansas Partners in the Implementationof the

Program, April 2020-March 2022

OCK Program Partners’ Responses Key Themes
e Health Assessment Plans [HAP] are very labor intensive and take time to happen. Hope that e Issues with program
with the use of technology that will improve over time. structure and
o Different levelsof bureaucracy and each level wanting something different or having processes:
different requirements. o Laborintensive and
e Requirement to continue to contact members for 6 months before issuing a refusal. | have time-consuming HAP
had several people block our number due to trying to get them through the opt out process. o Multiple levels of
o Individuals who qualify mental health Targeted Case Management (TCM) may not receive all bureaucracy and
the MH servicesthey are eligible for if they choose another OCK provider outside the CMHC theirrequirements
system. o Unclearor
e The biggest issue we have had iswith audits and we do not feel like the purpose of the audit inconsistfent
and expectations of what is needed matches what we are originally told and what is in the expectatlons.
program manual. Some parts of the audits are repetitive and more complex than they need © !nadequate t'me‘? to
to be. Not to seem simple minded but it would be easier if the Program manual would give a incorporate audit
straightforward outline of what is needed, what needsto be in place, what policiesyou fc?e(?iback.- )
should have, etc. Our agency has some policiesin place that would cover the OCK program, © L'm't?d diagnostic
and we still get dinged for not having something else "created." criteria
e Agenciesnot given adequate time to develop and implement necessary changesto the
program and processes after audit results are provided. Results of the first audit provided at
the same time of submitting documents for the spring audit. This left us unable to show
growth in our and appropriate use of the datato make necessary changes. Second audit
results for member charts looked largely like the results of our first audit.
o We feel some inconsistencies at times and do not feel like the program should have
launched when it did last year. We have somehow managed to pull it together with one of
the smallest OCK teams ever and are working on finding our own way.+
e Diagnostic Code F20.9 not included
e Expanding diagnosis criteriato have a more positive impact (state/national) decision
e | was a bit lost on the discussion of how outcome measures are gathered, suggest that the e Unclearinformation on
focus of these type of conversations be clearin what our role is and if it is that we simply outcome and process
gather the info, and it is collected by OCK state staff then that would have helped. Thanks for measures gathering,
all you do to help us be successfull These forums are very helpful. and role OCK partners
e This was a difficult webinar to understand initially, | think the presenter on the quality in collection of the
measures was going through the information so fast, it was hard for me to understand. measures
e Would be interested to know if any organizational or process measures may be planned to
assess the system(s) providing OCK services and to evidence progresstoward the OCK goals.
e How to afford to do OneCare program, right now thisisa money loser for us. e Financial concerns
e Reimbursement from MCOs Staffing. o Payment structure
e Better delineation on when/how to bill the different codes.
e Funding (lack of funding/resources) is one of the biggest barrier to providing OCK services.
e The program is not money making at this time at our organization, isanyone making profit or
at least breaking even and how are they doing so.
e Paid more than 1 xa month.
e Correcttelephone numbersand addresses e [ssues with access to
e Sharing information with hospitals regarding members beinginpatient and discharging. member information
e Create a central information source (something similar to KHIN), that will work on increasing
the provider portals with the MCOs.
e OCK partnersreport ongoing difficulties reaching members due to inaccurate contact
information or engaging those who have opted in. Some OCKPs are able to access their own
agency records, internet searches and pharmacy contacts to attempt to locate updated
information.
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Table A.4. Barriers/Challenges Encountered by OneCare Kansas Partners in the Implementationof the

Program (Continued)

OCK Program Partners’ Responses Key Themes

e Members are not understanding the program. e Member

o Members not wanting to participate. enrollment,

e Challenges with the refusing non-participating members roster and

e Adding to roster engagement
issues

Rural areas and reaching patients (access)

Identify and anything to get them through the gate of the opt in process

Improve outreach; help with educating staff and clients with the availability

The provider organizations carry the burden of making OCK work. (Finding patients, finding contact
info, getting patients to opt-in, etc.)

Foster parents are not told about OCK when the Foster Care Agency opts children into OCK, making it
difficult to engage with them.

Beingable to get ahold of clients, Zoom was a challenge but as of the beginning of this month we are
seeing clients face to face which helps.

Explore more populations for OneCare eligibility.

People enrolled in the program engaged fully

Opt-in/ opt-out: discrepancy in numbers

The opting out and optingin of the clientsin the program

Opt-in - better outcomesin longrun, but the optin processisn't working effectively

Timeline from optingin from appearing in the roster can be along time -can be frustrating.

Clients opting themselvesin and then not knowing what they've signed up for.

Requiring areferral to receive OneCare servicesis another level of administrative paperwork that has
to be completed

Decrease the requirements for optingin; provide closer OCK partners for patients (>100 miles away)
Reaching patients. They have opted in, but we don't have current addresses or phone numbers. By the
time we reach patientsthat have been attributed to us, sometimesthey don't remember optingin.
Clientsoptingin has been the biggest barrier at our agency. It has felt like the onusto recruit clients
has been shifted to the providers, but when we submit optins or referrals they get denied for
technicalities (i.e., didn't submit the most recent version of the form).

Individuals may indicate they don’t want to engage with the system even after optingin but have not
gone through the process of opting out. This is occasionally attributed to “accidental” opt-inswhere
members may not have understood what they were agreeingto and how the program can help.
Others may be receiving services through Medicaid waiver programs and did not understand how OCK
would impact those services.

e [ssues related
to opt-in/opt-
out process

e Learningthe process by employees. e Training,
e Some programs are not engaging in efforts due to new staff or adjusting to the increased number of education,
members due to the expansion. and support
e Training (lack of/limited training) was also identified as one of the biggest barriers to providing OCK needed for
services. employees,
e Educate foster care and IDD population providers, and
e Educate primary care providers members
e |thinkitis great to hear success stories, miss having some time to help problem solve barriers that
occur.
o Still have not received our email to access the HAP portal/Portal access
e |am very frustrated with the required meetings for both me and my case manager regarding OCK.
Consideringall the OCK patient have asthma, schizophrenia, or bipolar, | would think that education
would be focused on these. However, the education, including thisone, and the CDC mandatory
training on trauma-informed care, had NOTHING to do with the majority of our OCK patients. This
program should not require more than 1 hour/month of for meetings but should have "office hours"
available for providers having problems or questionsthat can be answered.
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Table A.4. Barriers/Challenges Encountered by OneCare Kansas Partners in the Implementationof the

Program (Continued)
OCK Program Partners’ Responses

Key Themes

At the point where we could use another care coordinator.

Time constraints due to other job duties.

Many different job titles

Not training enough staff currently.

Time is main factor.

Time consuming

COVID has slowed things down.

The not knowing due to COVID-19 mandates

Lack of providers.

Lack of correct information for outside contacts.

No buyin from outside providers

Getting phone calls back from providers.

Doctors attending to the things they prioritized vs. other things.

Reaching out PCPs to let them know about the OCK program, they do not always have time
to speak, especially with COVID.

When hospitals are not letting you in, making sure care coordinators are referring the clients
where they need to go.

Clients are not ready yet.

Spend lot of time just trying to connect with members.

Members not wanting their information shared with all of their providers.
Confidentiality.

e Barriersin collaborating
with other health
partners/providers who
work with the members:
o Time consuming
o COVID-19 pandemic
o Providersare not
readily available or do
not have buy in for the
collaboration.

o Members not ready to
join OCK

o Members not wanting
to share their
information with all of
their providers

OCK program being short staffed.

Staffing challenges

We have agency wide staffing challenges

Gettinga Nurse Care Coordinator on board

Finding Care Coordinators

We no longer have a peer support

Lack of professionals in the area

Multiple roles for same staff for sure (4)

Getting the case managers to actually do OCK work

Covering multiple counties

OCK Providers noted that staffing shortages that were present prior to the public health
emergency have been exacerbated by the pandemic, making it difficult to meet the needs of
current members and hampering efforts to promote and expand their programs.
Building our number of OneCare membersto a high enough level that we can hire staff
Some reported they don’t promote the program because they don’t have the staff to serve
additional members.

Medical Staff (4)

Retaining staff

Keeping afulltime Care Coordinator

Competitive wages with other social work type jobs

Care Coordinators are required to have a degree. People who have adegree (social work,
public health, psychology, etc.) want more than our organization can pay

Justifying the costs

Finding other dutiesfor an FTE until the case load is built up

e Challenges for staffing

OCK program:

o Unavailability of
professionals and
recruiting staff
needed for the
program

o Adequate number of
staff not available

o Inadequate staffing
and time constraints
(staff with multiple
roles, covering
multiple counties,
and increased
enrollment)

o Getting medical staff

o Staff retention

o Financial issues as
competitive wages
and justifying the
costs
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Table A.4. Barriers/Challenges Encountered by OneCare Kansas Partners in the Implementationof the

Program (Continued)

OCK Program Partners’ Responses Key Themes
e Inrural areas, some membersare “dismissed” from a clinic—often for “non-compliance” — e Issues related to access
which then preventsthem from accessing medical care anywhere in the area and distance tocareinrural areas

travel is usually unrealistic. Thisis especially true for specialists. One suggestion for
overcomingthis challenge was to determine if patients are able to make an initial "meet"
appointment with a specialist and then have virtual appointments after that.

e Rural areas compared to urban areas.

4. Observations Related to the OneCare Kansas Program Success in Achieving its

Goals
In June of 2021, the Wichita State University Community Engagement Institute (WSU CEl) launched a
brief online survey of OCK partners (OCKPs) on behalf of KDHE DHCF. This survey was intended to obtain
a point-in-time impression of program success inachieving its goal from the perspective of contracted
OCKPs. Inaddition, KDHE DHCF scheduled six regional virtual meetings with OCK partners in July 2021.
The information collected through online survey and the virtual meetings is reviewed and key themes
aresummarizedin Table A 5.

Table A.5. Impressions of the OCKProgram Partners Regarding Major Successes of the Program, June and July

2021
Individual Member Successes

OCK Program Partners’ Responses Key Themes

e Helped amember who was homeless find housing. He is very happy about that and e Coordination of care to
managing his chronicillnessvery well now that he is stable. assist members with

e Ahearing-impaired patient has benefitted from the coordination of her care. It's been their multiple health
difficult for her to reach other providers who do not provide a portal for communication. and social issues

e Received acall from a health provider regarding a client that has been inconsistently
involved with the program. This patient often has medication discrepancies and has
established creative waysto get her needs met that may not be to her benefit. By working
with other internal staff, they were able to do a wellness check at the home to make sure
the patient was safe. The team was also able to establish a single point of contact for the
patient to assure the team has consistent information to reduce opportunities for treatment
errors. This was an example of also showing the providersthat the program was here to
support their treatment efforts.

e A patient with significant wounds on her legs who was previously in awheelchairisnow able | e Provision of resources

to get up and walk around her house (one of her goals). The OCK partner (OCKP) spoke with to the members for
her the day of this meeting and was able to provide her more resources with other medical morbid conditions, and
concerns. Thisalso helped her family member present in the room today. She was very pre-surgical education
grateful for the assistance. and support

e Patient was able to complete pre-education required for bariatric surgery and had a
successful surgery with support from the OCKP to manage her anxiety prior to surgery.
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Table A.5. Impressions of the OCKProgram Partners Regarding Major Successes of the Program, June and July

2021 (Continued)

Individual Member Successes

didn't have a scale at home and wanted to monitor her weight between visits. The OCKP was
able to secure a scale for her. She is now pursuing getting a free gym membership. She likes that
the OCKP is supporting her.

e Client that resisted engagement with any activities has multiple health issues but only wanted to
focus on weight. Despite expressed interest, she was resistant. The OCKP was able to get her
and her son (who also has significant weight issues) to accept enrollmentin their Wellness
Center’s scholarship program. Both mother and son are now visiting the gym to walk together 1-
3 timesa week. They also have access to other types of fitness equipment as well as fithess
measurements and goal setting to help monitor their progress. This has also led to them having
conversations about eating differently. The OCKP is hoping this will lead to the two of them hold
each other accountable and providing one another support on their weight loss journey.

e Family (both parentsin OCK program) with a newborn baby that had some feeding and growth
concerns. PCP called the team to report these issuesand concerns about parenting. Duringa
home visit, the nurse care coordinator noticed they were puttingrice in the baby’s bottle which
was counterproductive to the parent’s goal to increase baby’s weight. With some education, the
baby isnow gaining weight and doing very well. These efforts benefit the future health ofthe
whole family.

OCK Program Partners’ Responses Key Themes

e Patient was referred to and successfully completed Tobacco Cessation program. Is still tobacco- e Provision of health
free 13 monthslater. promotion

e A patient who had weight lossas a HAP goal has been making progress on that goal, but she resourcesand

support to the
members to assist
them with their
disease prevention
efforts

Organization/System Successes

e Engagement with those memberswho participate isgood and they appreciate having regular
contact with someone who can act as a “wingman” or act as a sounding board.

e Our agency serves children only, so the ability to support the family with tasks to benefit the
family as a whole has been a great benefit to afew of the families that we serve.

e For individualswho are seeingincreased health issues as they age, itis helpful to have a
“cheerleader” on your side to help identify alternative ways to exercise, etc.

e Engaging with the

membersand their
familiesto support
them with their
health improvement
efforts

e Offering a monthly “meet and greet” for enrolled membersto meet the OCK team and get a
tour of the facility. Also discuss services and offer food from their food pantry program. Have
only held thisonce so far but future events will have a theme like self-care, “Chopped” food
demo, etc.

e Success with just letting members know all the different benefits offered through their KanCare
plans with the various MCO's. Several had not realized they could schedule transportation to
health appointments!

e Provision of

information on
program services
available for the
members

e Hiringadditional or dedicated staff within the organization which allowsthe OCK team to focus
more that program.

e OCK program isgrowing in membersand in staff —now at a point that the program is sustaining
itself.

o Members who are engaged seem to participate more fully because they have chosen to be in
the program by optingin.

e Seeingsuccess with membersidentifying their own needs as they review assessments together
and what they need to meet those needs.

e OCKP isbeginningto have more patients start reaching out to them for assistance,
demonstrating that they are beginningto trust the partner and know they will be there to help.

e Growth and

sustainability of the
program due to
increased number
of members,
member
engagement and
trust, and hiring of
staff dedicated to
0oCK
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Table A.5. Impressions of the OCKProgram Partners Regarding Major Successes of the Program, June and July

2021 (Continued)
Organization/System Successes

OCK Program Partners’ Responses Key Themes
e Collaboration with MCO providers on patient rostersand getting members that have moved to other | e Collaboration
areas of the state connected to a OCK partner in their community quickly. between

e Successes connecting members with resourcesin their community to meet needs beyond their
physical health needs, like accessing food, managing insect infestations, improved living conditions.

o Many memberswho had not seen a primary care provider in quite some time are goingin to see
their doctorsand even having additional testing done asissues are beingidentified. Others getting
into dental providers after not receiving ongoing care.

e CMHC partnered with KU Cancer Center to hold an onsite cancer health screening for their
patients/OCK members. Membersreceived vouchers for more significant screenings (mammograms,
etc.). MCOs provided incentivesto give out at the event.

e Engagement with medical providers has been good most of the time.

e When visiting medical providersin the community, their staff are praising how the OCKP is helping
their patients and asking how to enroll others.

e Improved relationships with Primary Care Providers as their team attends appointments with
members, etc.

e Seenincreased collaboration with internal staff as they are seeing how the OCK program can also
benefit them as providersin addition to the patient.

e Accessing internal providersto get information on community resources that can benefit OCK
members.

providers such
as PCPs, dental
providers,
other medical
providers,
hospitals and
MCOs that
connect
membersto
medical, dental,
and community
resources

Program Successes in Connecting with Other Community Providers

e Has worked well to introduce ourselvesto primary care providers as a care coordinator first as this is
a role they understand, address the business at hand, and then talk to them more about OCK and
what it can offer.

e Sendingflyersto different organizationsand potential clients.

e Branded flyers that briefly explain the program in a tangible way

e helpedto educate both providersand members.

e Word of mouth when engaging with providers — offering what we do, who we serve, what isthe
focus of the program and what you plan to do. This sharing of information seemsto also help with
those who may be hesitant to engage.

e Care coordinatorsare contactinglocal hospital social workers, etc. to inform about the program.

e We educated foster care contractor staff about the program and its benefits as they often have never
heard of it when children get opted in.

o Staff did a “tour” of all of their own satellite locations across their service areato explain the program
and establish an internal referral network.

e Using medication reconciliation or Health Action Plan (HAP) process has led to an increase in
communication with primary care physicians.

e Have placed emphasis with physicians and medical providers on how the OCKP can enhance their
work and act as an extension of their practice.

e Participatedin acase conference with staff from a local hospital emergency department to consult
on a patient they have in common. This resulted in the hospital requesting that the OCKP do a
presentation for new hospital social work staff to increase awareness of the program and reduce ER
utilization. Thisresulted in the hospital contacting the OCKP more proactively about members.

e OCKP (CMHC) has been in contact with another OCKP (FQHC) in town who isthe primary provider for
one of our patients. | was able to speak with hisnurse to coordinate hiscare

e For CMHCs, taking advantage of the hospital liaison staff to engage hospital providers for behavioral
health needs. Others have “behaviorists” at local primary care clinics that have hel ped support
connections.

e CMHC sends patientsto local FQHC (who isnot an OCKP) for primary care. They have regular
meetings with this organization, and this allows for opportunities to discuss the program.

Utilizing
collaborative
strategies with
community
providers, such
as PCPs,
hospitalsand
FQHCs for
member
recruitment
and referrals to
OCK program.
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Table A.5. Impressions of the OCKProgram Partners Regarding Major Successes of the Program, June and July

2021 (Continued)
Program Successes in Connecting with Other Community Providers

OCK Program Partners’ Responses

Key Themes

e Have added a “global alert” in their internal electronic health record (EHR) to alert
providersthat a patientisenrolled in the program. This has led to their own internal
providers making referrals for new patients as well.

e FQHC reported havinga Population Health Team that gets alerts for hospital and ER
admissions and they have done a good job of checking the global alerts and getting that
info to the OCK team.

e Using EHR global alert
technology to assist
providersin sending
member enroliment
information to the OCK
program, and in making
referralsto the program.

Successes Related to the Marketing of the Program to the Community

o Several OCKPs reported being members of a variety of community coalitions such as local
community needs assessment committees, monthly United Way meetings. LGBTQHealth
Coalition, etc. They make an effort to discuss the OCK program during agency updates at
these meetings

e OCKPs report doing community presentations at agencies such as local homeless shelters
and Area Agencieson Aging to promote awareness of the program for the clients they
serve.

e Having an OCK booth at a local Mental Health Awareness Day eventin the courthouse
square instead of holding it at the CMHC which meant they were exposed to a wider
sector of the community than they have been in the past.

e Small programs report that they are relying on “word of mouth.” Word about the program
seems to be spreading thisway among primary care providers.

e Marketing the program to other providers within our own organization.

e Assembled packets of information to distribute to providersin the areathat includes
tailored information about their specific program and role expectations for both the OCKP
and the Primary Care Provider.

e Presentationsto partnersemphasize the program’s ability to focus on physical and mental
health needs at the same time and use written materials to supplement oral
presentations.

e Use of a variety of
marketing strategies for
community and provider
outreach
o Program presentations

and discussions at the
Community Coalitions’
and community
agencies’ meetingsand
at the community
events conducted at the
public venues.

o Communication of
program information to
the PCPsand other
internal and external
partners using word of
mouth, packages with
tailored information,
and presentations

e Have designated staff for the OCK team that can talk with new clients to the CMHC who
may be eligible for OCK.

e Lookingat usingthe organization’s mass text alert systemsto reach out to membersthat
they have been unable to engage and encourage them to come in for an appointment.

e Others have attended COVID Vaccine clinics to identify potential members and provide
education—even finding some individuals that are currently eligible and assisting them to
opt-in.

e Direct communication
with the new clients
attendingvariousclinics
and use of organization’s
mass text alert system to
provide information and
encouragingthemto join
the OCK program and
make appointments.

5. Assistance Needed by the OCK Partners from OCK Partners’ Network and

State/MCO Implementation Team to Assure Quality Services

During the July 2021 virtual meetings, participants were asked what their needs are that could be
addressed by other partners within the OCK network, as well as by the State/MCO implementation team
to assure quality services are provided to the members participating in the OCK program. This

information is summarizedin TablesA 6 and A 7.
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able A.0 ped O De AddressedA ong U Pa 2 e and 0

OCK Program Partners’ Responses Key Themes

e Contact information for staff working within OCK partners from across the state and e Peerlearningand
establishing a line of communication at regional or state level. support

e Establishing a line of communication to identify individuals receiving TCM services and the best
way to serve them.

e Opportunitiesfor OCK partnersto meet without membersofthe state/MCO team present. This
could happen through provider associations (ACMHCK, CCNK, etc.) or organized independently
at the local or regional level.

o A “database” to share ideas.

e Information from other providers regarding their programs operate. Allowing providersto
learn from one another’s experiences.

e New providers could benefit from a seasoned provider helping to navigate the system and be a
contact for any questions.

e Send out an email once amonth asking to submit one success/thing that they helped a
consumer with/new resource and then a list could be compiled and emailed out to everyone.
One partner reported this would be helpful to have as something to save and review
periodically that may spark ideas that could be used as agencies and with their consumers, that
they may not have thought of.

e Local meetings of OCKPs in the areato discuss what was learned in official OCK gatherings,
mutual challenges, offer support, and share processes/ resources.

o |deas for how othersare engaging members.

e Willing to share contact information for their teams.

e Willing to pair up with programs that may be new or small to offer them advice and support
related to program operationsand resource sharing.

e Some partners have offered joint training to their communities and willing to continue to stay
in contact that way.

o Peer mentoring

o Conductingjoint
trainings

o Sharing ideasand
successes

e Strategiesfor marketing within Emergency Departmentsin some parts of the state. Especially
when the doctorsin those settings are somewhat transient. (Suggestion was to connect with
hospital discharge plannersand make them aware of the program.

e One partner asked if anyone knew of or had an available nurse that the OCKP could purchase
time or share — another partner offered someone they knew that would perhaps be interested
in part-time work and exchanged contact information.

e Additional dental resources (Johnson Co Community College has a dental hygiene school that
offers cleanings and fillings as does Concorde Career College. Topeka Correctional Facility hasa
partnership with the Kansas Association for the Medically Underserved for dentures.)

e Opportunitiesto identify and build bridges between CMHCs and FQHCs where there have been
some historically strained relationships.

e Knowledge of programs within CMHCs so that FQHCs can refer to additional specialty services
for high need clients.

e A way toidentify when individuals who qualify for Mental Health TCM are assigned toa FQHC
for OCK and ways to educate the patient about which organization would best meet the
patients’ needs.

e |deas for connecting with community businesses to donate undesignated funds that could be
used for items such as scales, pedometers, etc.

e Community Care Network of Kansas was able to create alistserv for clinicsto contact all the
other FQHCs participating.

e FQHC willingto get CMHC OCKPs patient records as quickly as possible and willing to advise
staff on how the organization works when attending appointments with patients

e Communication between partnerswhen there are clients who may be shared.

e Making provider and
community
connectionsto
identify resources.

o Connections
between CMHCs
and FQHCs.

o Community
business donations

o Hospital discharge
planners

o Dental resources

o Listserv for clinics
to contact all the
other participating
FQHCs

o Communication
between partners
sharing clients
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able A A a e eeaed 0 e ate 0 pleme atio ea 0
OCK Program Partners’ Responses Key Themes
e Demographicsabout each program (Who they serve, how many, etc. e Information needed:
o Alist of contacts within OCK partners — create adirectory that includes the o Each program’s demographics
demographics of the programs. o Contacts within OCK partners
e Clarification about the impact of the new federal Certified Community o Clarification on new federal Certified
Behavioral Health Clinics initiative on the OCK network. Community Behavioral Health Clinics
e More transparent diagnoses/qualifying information on clients. Even with initiative
portal access OCKPs may find it very difficult to find that information. © Dli.agntosis/qualifying information on
clients

e Additional organization level data from the HAP portal —trendsin clinical

outcomes and cost benefits, etc o Organizational data on trends inclinical

outcomes, cost benefits, etc. needed

e Improvementsto adding the OCK flag and service start date to KMAP so that| e Improvementin program processesand

providers can verify eligibility more quickly. systems for member recruitment,
e Notification when any member one provider may have active claimson engagement, discharge, and transition:
enrollsin OCK with another provider. o Add OCK flag and service start date to
o It would be helpful ifthe invitation letter could include that the member KMAP
needsto actively participate in the program. o Notification of member’s OCK

enrollment with another provider

o Electronic system in place for easier
access and transfers of the records

o Improved processto remove from the
roster the members who opt-out

o Improved education of membersand
providersregarding opt-in process,
including need for active participation in
clientinvitation letter.

o Access to ER and hospital data for better
follow-up and transition planning for

e Auniversal electronic health record to make record access and transfers
easier.

o Improved process for getting membersremoved from monthly rosters
whetheritisan opt-out or the member doesn’t ever engage.

e Improved systems for educating members with developmental disabilities
as well as the IDD TCM providersto understand what it meansto opt-in.

e Gainingaccess to Emergency Department and Hospital data to allow the
OCKP to follow up and provide better transition planning. Often learn about
the hospitalization after discharge.

e Honoringorganization capacity reportsto allow OCKPs to balance staffing
shortages with the number of individuals who opt-in.

members
o Attention to organizational capacity of
OCKPs
e More overarchingstate level education to hospitals, foster care, etc. and e State assistance needed to provide
then we can follow up with them, but they are already aware of the education about the program to hospitals,
expectationsto participate. foster care agencies, and foster parents;
e Additional assistance with locating children in the foster care system and and in locating children in the foster care
educating foster parents about the program (suggestions for local efforts system.

offered - OCKPs request to visit local foster parent support group meetings
to provide education and also for the child placing agencies who support
foster parents).

e More timely audit results so that the program can make changes and have e Timely provision of audit results to

time to implement the changes prior to the next audit. implement changes; agreement on audit
e Agreement on the audit results. Perhapsif we pass an audit, we earn the results; bypassing the subsequent audit
opportunity to bypass the next one. depending on audit results
e One OCKP reported that they appreciate the monthly meetings with the e MCO communicationsand systems
MCOs to just checkin. Beingable to review information on their provider o Regular meetings with MCOs and
portalsis very helpful. review of information on their provider
e Consistent design between MCO portalsand how they are populated and portals
updated. Also access to SUD information. o Consistency in MCOs’ systems and
e MCO staff not responding to emailstimely which adds to the improvement in timely communication
administrative burden. by MCO staff

KFMC Health Improvement Partners Page A-19



KanCare 2.0 Interim Evaluation

Evaluation of the State of Kansas Medicaid Section 1115(@) Demonstration — KanCare 2.0
Reporting Period — January 2019 — September 2022

Appendix A — OneCare Kansas Program Evaluation

6. Recommendations and Potential Next Steps for the OneCare Kansas Program
During the July 2021 virtual meetings, OCK program partners made recommendations and suggested
potential next steps for the program. This information is summarizedin Table A8.

| Table A.8. Recommendations and Potential Next Steps, July 2021 ‘

¢ Increase access to medical care among non-compliant patients by allowing initial in-personappointment
and virtual appointments for follow-up visits.

o For overcomingthe challenge of patients in rural areas who were dismissed from clinic for non-compliance and were
unable to access medical care, determine if patients are able to make an initial "meet" appointment with a specialist
and then have virtual appointments after that.

e OCKPs across the state could build their professional networks and provide mutual support outside of the
formal opportunities offered by the State.

O Overall, OCKPs across the state indicated a desire to build their professional networks and provide mutual support
outside of the formal opportunities offered by the KDHE DHCF and WSU CEl. All partnersrecognized that thiswould
take intentional time and effort that they sometimes feel they do not have due to staffing shortages and high workload,
but many regions reported that thisinvestment would be beneficial to their programs.

¢ Developmentand use of the provider directory to assist in communication and collaborationacross the
network of OCK partners.

o Discussion between MCO representativesand WSU CEl staff to develop a provider directory to be distributed across the
network (not publicly).

O OCK partnerswill utilize the directory to reach out to one another to establish local/ regional opportunities for
connection and information sharing to enhance professional relationships across the network. This may be through
email or regularly scheduled virtual/in-person meetings.

¢ Improve program processes and systems.

o OCKPs promote services within other programs to help boost their referrals as well.

o KDHE DHCF will continue to work with Gainwell Technologiesto assure timely entry of information into KMAP.

o KDHE DHCF and the MCOs will review opportunities to improve processesrelated to member invitations, program
audits, notice of enrollment when there are multiple potential providers and the Heal th Action Plan portal.

¢ Developing connections withlocal foster care contractors, child placing agencies, local hospitals, and
emergency departments.
o OCKPs will reach out to local foster care contractorsand child placing agenciesto offer education about their local
programs and the benefits to youth in foster care.
o OCKPs will continue to develop connections with local hospitals and emergency departments.
O KDHE DHCF will continue to research the relationship between CCBHCs and OCK.
¢ l|dentification of the opportunities to obtain hospital data and provision of organizational data.
O The State team will work to identify opportunities to obtain data from the hospital systems in Kansas.
O KDHE DHCF opportunitiesto provide organizational level data for quality improvement efforts.
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Interim Evaluation of the KanCare 2.0 Demonstration
Hypothesis 3: The Use of Telehealth Services

Quantitative and qualitative analysis were used for the interim evaluation of KanCare 2.0 Hypothesis 3,
statedin Figure B1. Measurement data for quantitative evaluation are provided, as available, for the
time period of January 1, 2019, through December 31, 2021, while updates and qualitative data are
provided for the time period through September 30, 2022. The results of the analyses assessing the
guantitative and qualitative evaluation measures are described here.

Use of telehealth (e.g., telemedicine, telemonitoring, and telementoring) services

will enhance access to care for KanCare members living in rural and semi-urban

areas. specifically:

a. Telemedicine will improve access to servicessuch as speech therapy.

KanCare 2.0 b. Telemonitoring will help members more easily monitor health indicators such

Hypothesis 3 as blood pressure or glucose levels, leading to improved ocutcomes for
members who have chronic conditions.

c. Telementoring can pair rural and semi-urban healthcare providers with
remote specialists to increase the capacity for treatment of chronic, complex
conditions.

Figure B.1. KanCare 2.0 Demonstration Hypotheses 3

Quantitative Evaluation
Results of the Evaluation of Use of Telemedicine Services
The State has defined telemedicine as “connecting participating providers with members at distant sites

for purposes of evaluation, diagnosis, and treatment through two-way, real time interactive
communication.”

Two evaluation questions related to the use of telemedicine services were examined in the interim

evaluation:

e Did use of telemedicine services increase over the five-year period for KanCare members living in
rural or semiurbanareas?

e Did use of telemedicine increase access toservices over the five-year period for KanCare members
living in rural or semi-urban areas?

Since the evaluation measures are focused on the use of telehealth services among KanCare members
living in the ruralor semi-urbanareas, data were examinedin two geographic areas, Non-Urban and
Urban. KDHE’s grouping of counties into frontier, rural, densely rural, semi-urban and urban population
density groups was used in defining the areas.'3The Urbanarea is KDHE’s urban counties: Douglas,
Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte counties. The Non-Urban area contained
the frontier, rural, densely rural, and semi-urban counties.
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Five outcome measures were analyzed to evaluate the above-mentioned question:

1. Percentage of telemedicine services received by members living in the rural or semi-urban areas
(Non-Urban). Subgroup analyses by age and primary diagnosis.

2. Number of receiving sites for telemedicine services in the ruraland semi-urban areas (Non-Urban).
Subgroup analyses by age.

3. Percentage of members living in the rural or semi-urbanareas (Non-Urban) who received
telemedicine services. Subgroup analyses by age.

4. Number of paid claims with selected procedure codes, stratified by area, mode of delivery, provider
specialty, and selected diagnosis categories.

5. Number of members with selected diagnosis (e.g., speech-language pathology) per 1,000 members,
stratified by area.

Based on outcomes of the first three measures, four sets of procedure and diagnosis codes were chosen

to address the evaluation question, “Did use of telemedicine increase access toservices over the five-

year period for KanCare members living in rural or semi-urban areas?” The sets were related tospeech

therapy, individual psychotherapy, family and group psychotherapy, and community psychiatric

supportive treatment. The strategy was toidentify members (using diagnosis codes) for whom those

services were likely to be beneficial (or indicated). Increases inthe percent of members with indicating

diagnosis who received the selected services would be evidence of an affirmative answer to the

question. Toward this end, stratified results of Measures 4and 5 were usedto form eight additional

metrics:

e Percentage of KanCare members receiving speech therapy who had a diagnosis in category F80

e Percentage of KanCare members with diagnosis in category F80 who received speech therapy

e Percentage of KanCare members receiving individual psychotherapywho had an indicating diagnosis
(categories F34, F40, F43, F60, F91, and F93)

e Percentage of KanCare members with an indicating diagnosis who received individual psychotherapy

e Percentage of KanCare members receiving family or group psychotherapy who had an indicating
diagnosis (categories F34, F91, F93,T74, and T76)

e Percentage of KanCare members with indicating diagnosis who received family or group
psychotherapy

e Percentage of KanCare members receiving community psychiatric supportive treatment whohad an
indicating diagnosis (F20, F25, F34, F60, and F91)

The age strata usedin analyzing the first three measures were 0—17 years, 18—45years, and 46 years
and older at the time of service received. These strata were selected to ensure adequate representation
within each stratum. Also, the chronic diseases that can benefit from telemedicine services are more
prevalent among 46 years and older adults.'# Inaddition to age strata, counts by primary diagnosis were
stratified by ICD-10-CM chapters and blocks, and strata with the highest counts are reported.

The encounter, demographics, eligibility, and enrollment records from the State’s Medicaid
Management Information System (MMIS) reporting warehouse were used for the analyses of KanCare
2.0 data from January 2019 through December 2021, and pre-KanCare 2.0 data for 2018.
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Measure 1: Percentage of telemedicine services received by members living in rural or semi-urban areas
Analytic results and findings of Measure 1 are presented in Table B1. The table includes stratifications by
geographicarea and age. Tables B1and B2 provides result of stratification of primary diagnosis codes by
ICD-10-CM chapter and block (a chapter is a major division of the diagnosis codes based on body
function or condition; a block is a subdivision of a chapter). Counts for 2018 and 2019 were combined
and compared to counts for 2021 by ranking the strata by claim count. Chapters and blocks in the top
five ranks of either period areincluded in the tables.

Table B.1. Telemedicine Services Received by KanCare Member Locationand Age Group

Measure 1: Percentage of KanCare telemedicine servicesthat were received by members livingin rural or semi-urban
areas (Non-Urban) of Kansas

Age on Day of Service | Pre-KanCare 2.0 KanCare 2.0 (F::i::::\:INI:):iIJ‘:-S;:n)
Area 2018 2019 2020 2021 Comparison Periods p-value
All Ages
Non-Urban 24,034 26,844 355,386 251,844 2018 & 2019 p<.01
Urban 4,550 5,429 341,522 269,302 2019 & 2020 p<.001
Total 28,584 32,273 696,908 521,146 2020 & 2021 p<.001
Percent Non-Urban 84.08% 83.18% 50.99% 48.33% Trend:2019t02021 p<.001
0-17 Years
Non-Urban 9,148 10,235 173,446 102,449 2018 & 2019 p<.001
Urban 2,512 3,310 166,369 111,851 2019 & 2020 p<.001
Total 11,660 13,545 339,815 214,300 2020 & 2021 p<.001
Percent Non-Urban 78.46% 75.56% 51.04% 47.81% Trend:2019t02021 p<.001
18-45 Years
Non-Urban 5,912 6,308 94,188 83,409 2018 & 2019 p=.28
Urban 1,013 1,137 98,842 97,621 2019 & 2020 p<.001
Total 6,925 7,445 193,030 181,030 2020 & 2021 p<.001
Percent Non-Urban 85.37% 84.73% 48.79% 46.07% Trend:2019t02021 p<.001
46 Years and Older
Non-Urban 8,974 10,301 87,752 65,986 2018 & 2019 p<.001
Urban 1,025 982 76,311 59,830 2019 & 2020 p<.001
Total 9,999 11,283 164,063 125,816 2020 & 2021 p<.001
Percent Non-Urban 89.75% 91.30% 53.49% 52.45% Trend:2019t02021 p<.001

Interpretation/Comments:

e The number of telemedicine servicesincreased from 2018 to 2019 for Non-Urban and Urban members. This pattern was
also seen for each age stratum except for Urban members aged 46 years or older. The considerably large increases from
2019 to 2020 corresponded to the onset of the COVID-19 pandemic. Counts for Non-Urban and Urban membersand each
age stratum decreased from 2020 to 2021 but remained well above pre-pandemic levels.

e The increaseswere relatively greater in the Urban area than the Non-Urban area. Consequently, the percentage of the
telemedicineservicesreceived by Non-Urban members decreased each year, except for the increase from 2018 to 2019
for members aged 46 yearsor older.

e The data and analytic results for 2022 and 2023 may provide a better assessment of the impact of State interventionson
telemedicineservicesin Non-Urban areas of Kansas.

Counts of telemedicine services were stratified by age group and member’s county of residence; Urban counties were Douglas, Johnson,

Leavenworth, Sedgwick, Shawnee, and Wyandotte. Testing for statistically significant differences in Non-Urban percentages between two

years used a weighted Pearson chi-square test, and testing whether the slopes of the 3-year trend lines were statistically significantly

different from horizontal used a weighted Mantel-Haenszel chi-square test (p<.05 was considered statistically significant).
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KanCare 2.0 Interim Evaluation
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Table B.2. Telemedicine Services Ranked by ICD-10 CM Diagnosis Chapter

Area of Member Residence Code | 2018-2019 2021 2018-2019 2021
ICD-10-CM Chapter of Primary Diagnosis Code Range Count Count Rank Rank
Statewide
Mental, Behavioral and Neurodevelopmental Disorders | FO1-F99 55,781 421,511 1 1
Symptoms, Signsand Abnorm'a'l Clinical and Laboratory ROO—R99 393 29,382 3 2
Findings, Not Elsewhere Classified
Diseases of the Respiratory System J00-J99 915 10,048 2 3
Diseases of the Nervous System G00-G99 696 9,967 4 4
Endocrine, Nutritional and Metabolic Diseases EO0-E89 529 7,901 5 6
Factors Inﬂl.Jencmg Health Status and Contact with 700-799 395 8,092 6 5
Health Services
Non-Urban
Mental, Behavioral and Neurodevelopmental Disorders | FO1-F99 47,403 202,712 1 1
Symptoms, Signsand Abnormal Clinical and Laboratory
Findings, Not Elsewhere Classified ROO-RS3 645 12,127 2 2
Diseases of the Respiratory System J00-J99 453 5,802 4 3
Diseases of the Nervous System G00-G99 543 5,152 3 4
Factors IanL.Jencmg Health Status and Contact with 700-799 208 4,218 6 5
Health Services
Endocrine, Nutritional and Metabolic Diseases EO0-E89 349 3,988 5 6
Urban
Mental, Behavioral and Neurodevelopmental Disorders | FO1-F99 | 8,378 218,799 | 1 1
Symptoms, Signsand Abnorm.a.l Clinical and Laboratory ROO—R99 248 17,255 3 2
Findings, Not Elsewhere Classified
Diseases of the Nervous System G00-G99 153 4,815 5 3
Diseases of the Respiratory System J00-J99 462 4,246 2 4
Endocrine, Nutritional and Metabolic Diseases EO0-E89 180 3,913 4 5
Factors Infll.Jencmg Health Status and Contact with 700-799 117 3,874 6 6
Health Services

Interpretation/Comments:

e The chapter Mental, Behavioral and Neurodevelopmental Disorders (Codes FO1-F99) had the highest ranking for Non-
Urban and Urban membersin both time periods. For 2018—-2019, number of claims for Non-Urban members with codes
FO1-F99 was over 60 times the number of claimsin the second ranked chapter (Symptoms, Signs and Abnormal Clinical
and Laboratory Findings, Not Elsewhere Classified). In 2021, the number of claims for Non-Urban memberswas 17 times
the number of claimsin the second ranked chapter (Symptoms, Signs and Abnormal Clinical and Laboratory Findings, Not
Elsewhere Classified).

e The next five highest ranked chapters were the same in 2018-2019 asin 2021, but the rankings were slightly different.
Counts of telemedicine services were stratified by the ICD-10-CM chapter of the primary diagnosis code and by member’s county of
residence; Urban counties were Douglas, Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte. The six top ranked chapters for 2018—
2019 and 2021 are shown in order of 2021 rank.

This areaintentionally left blank
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Table B.3. Telemedicine Services Ranked by ICD-10 CM Diagnosis Block

Area of Member Residence Code |2018-2019 2021 2018-2019 2021
ICD-10-CM Block of Primary Diagnosis Code Range Count Count Rank Rank

Statewide
Mood [affective] disorders F30-F39 23,501 153,875 1 1
Anmety,dnssouatwe, stress-r('elated, somatoform and FA0-F48 8,123 114,371 3 )
other nonpsychotic mental disorders
Behaw.ora! and.emotlonaldlsorderSW|th onset usually F90-F98 11,574 68,294 5 3
occurringin childhood and adolescence

hizophreni hi |, delusional h -
Schizop renlaf scllzotypa,de usional, and other non F20-F29 7887 32,990 4 4
mood psychotic disorders
Mental and behavioral disorders due to psychoactive F10-F19 644 25,757 8 5
substance use
Mental disorders due to known physiological conditions | FO1-F09 1,865 1,817 5 21

Non-Urban
Mood [affective] disorders F30-F39 19,934 77,127 1 1
Anxiety, d|550C|at|ye, stress-rt.alated, somatoform and FA0—FA8 6,520 49,777 4 )
other nonpsychotic mental disorders
Behavioral and tional disord ith t Il

e awvora' an .emo ional disorders with onset usually F90—F98 9,926 36,770 5 3
occurringin childhood and adolescence
Sch|zophren|af schlzotypal, delusional, and other non- F20-F29 6,789 15,498 3 4
mood psychotic disorders
Mental and behavioral disordersdue t hoacti

ental and behavioral disorders due to psychoactive F10-F19 570 11,360 8 5
substance use
Mental disorders due to known physiological conditions | FO1-F09 1,818 1,336 5 16

Urban
Mood [affective] disorders F30-F39 3567 76,748 1 1
Anxiety, di iati tress-related tof d

nxiety, dissocia |ye, stress r.e ated, somatoform an FAO—FA8 1603 64,594 3 5
other nonpsychotic mental disorders
Behaw.ora! and.emotlonal disorders with onset usually F90-F98 1648 31,524 2 3
occurringin childhood and adolescence
Schlzophrenlaf schlzotypal,delu5|onal,and other non- F20-F29 1098 17,492 4 4
mood psychotic disorders
Mental and behavioral disorders due to psychoactive F10-F19 74 14,397 13 5
substance use
Chronic lower respiratory diseases 140-)47 299 1,945 5 10

Interpretation/Comments:

® In 2021, the top five ranked blocks of primary diagnosis codes on telemedicine claims had the same rank for Non-Urban
and Urban areas. Each of the five blocks were from the Mental, Behavioral and Neurodevelopmental Disorders chapter.
Mood [affective] disorders (codes F30—F39) ranked first in both years.

e The top four blocks of primary codes were the same in 2018-2019 and in 2021 (statewide, Non-Urban and Urban areas),
although the rankings had changed.

e Mental and behavioral disorders due to psychoactive substance use (codes F10—F19), which ranked 8thin Non-Urban and
13thin Urban areas for 2018-2019, rose to 5thfor 2021 —displacing mental disorders due to known physiological
conditions (FO1—-F09)in the Non-Urban area and chronic lower respiratory diseases (J40—-J47) in the Urban area.

Counts of telemedicine services were stratified by the ICD-10-CM chapter block of the primary diagnosis code and by member’s county of

residence; Urban counties are Douglas, Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte. Blocks shown were in the top 5 ranked

blocks for either 2018—2019 or 2021 and are shown in order of 2021 rank.
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Measure 2: Number of receiving sites for telemedicine servicesin the rural and semi-urban areas

Table B4 shows the number of receiving sites, that s, billing provider locations providing telehealth
services toKanCare members. Stratificationinto Non-Urban and Urbanareas is based on the member’s
county of residence.

Table B.4. Receiving Sites for Telemedicine Services by KanCare Member Locationand Age Group
Measure 2: Number of receiving sites for telemedicine servicesin the rural and semi-urban areas (Non-Urban).

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0

Age Group 2018 2019 2020 2021

Non-Urban
0-17 Years 57 65 514 485
18-45 Years 70 71 547 521
46 Years and Older 73 65 458 440
All Ages 94 94 698 714

Urban
0-17 Years 38 50 653 612
18-45 Years 32 56 727 727
46 Years and Older 23 36 505 475
All Ages 59 87 965 938

Interpretation/Comments:

e The number of receiving sites providing telemedicine services to Non-Urban KanCare members were relatively unchanged
from 2018 to 2019, but increased considerably for 2020 and 2021, which were the initial years of the COVID-19 pandemic.

e The number of receivingsites providing telemedicine services to Urban KanCare membersincreased slightly between
2018 and 2019 and then increased considerably for 2020 and 2021.

e The data for 2022 and 2023 may indicate whether the increases observed during 2020 and 2021 are maintained as the
pandemic resides.

e Note, the data do not indicate the number of sites capable of offering telehealth services (many of the receiving sites
counted for 2020 or 2021 may have been providing telehealth to non-KanCare personsin 2018 and 2019).

Telemedicine services provided to KanCare members were deduplicated to count the receiving site’s (i.e., provider location’s) billing

provider National Provider IDs once per age group per area of the member’s residence. Counties defining the Urban area were Douglas,
Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte.

Thisareaintentionally left blank
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Evaluation of the State of Kansas Medicaid Section 1115(@) Demonstration — KanCare 2.0
Reporting Period — January 2019 — September 2022

Appendix B— Hypothesis 3: The Use of Telehealth Services

Measure 3: Percentage of members living in the rural or semi-urban areas who received telemedicine
services

Table B5 shows the number and percentage of KanCare members who received telemedicine services,
stratified by age and area. Stratificationinto Non-Urban and Urban areas is based on the member’s
county of residence.

Table B.5. KanCare Members Receiving Telemedicine Services by Member Location and Age

Measure 3: Percentage of members living in the rural or semi-urban areas (Non-Urban) who received telemedicine
services.

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Age at Time of Service Statistic 2018 2019 2020 2021
Non-Urban Members (denominator) 179,043 176,020 188,599 206,837
All Ages Members Receiving Telehealth 7,063 7,825 46,635 42,380
Percent 3.94% 4.45% 24.73% 20.49%
Non-Urban Members (denominator) 100,879 100,879 106,498 111,518
0-17 Years Members Receiving Telehealth 3,021 3,539 21,167 18,489
Percent 2.99% 3.51% 19.88% 16.58%
Non-Urban Members (denominator) 40,576 38,040 42,695 53,775
18-45 Years Members Receiving Telehealth 2,197 2,322 13,126 13,374
Percent 5.41% 6.10% 30.74% 24.87%
Non-Urban Members (denominator) 37,588 37,101 39,406 41,544
46 Years and Older Members Receiving Telehealth 1,845 1,964 12,342 10,517
Percent 4.91% 5.29% 31.32% 25.32%
Urban Members (denominator) 190,873 188,146 204,013 226,764
All Ages Members Receiving Telehealth 1,610 1,937 44,150 38,966
Percent 0.84% 1.03% 21.64% 17.18%
Urban Members (denominator) 111,069 110,907 118,526 125,173
0-17 Years Members Receiving Telehealth 925 1,178 20,588 16,957
Percent 0.83% 1.06% 17.37% 13.55%
Urban Members (denominator) 43,837 41,686 47,434 60,831
18-45 Years Members Receiving Telehealth 410 520 13,021 13,279
Percent 0.94% 1.25% 27.45% 21.83%
Urban Members (denominator) 35,968 35,553 38,054 40,760
46 Years and Older Members Receiving Telehealth 275 239 10,541 8,730
Percent 0.76% 0.67% 27.70% 21.42%

Interpretation/Comments:

o The percentages of Non-Urban and Urban KanCare members who received telemedicine services increased from 2018 to
2019, and from 2019 to 2020. However, percentages decreased from 2020 to 2021 but remained well above pre-
pandemic levels. Similar patterns were seen for three age strata for Non-Urban members.

e These patternswere also seen for each age stratum for Non-Urban members. Similar patterns were seen for each age
stratum for Urban members, except for 2018-2019 comparison period for the members 46 years and older (no statistical
difference seen in percentage from 2018 to 2019).

e The overall increase in use of telemedicine services occurred in 2020and 2021, the initial years of the COVID-19
pandemic. The data and analytic results for 2022 and 2023 may provide a better assessment of the impact of State
interventions on telemedicine services in Non-Urban areas of Kansas.

Counts of KanCare members and KanCare members who received telemedicine services were stratified by age group and member’s county

of residence; Urban counties were Douglas, Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte. Testing for statistically significant

differences between two consecutive years used a weighted Pearson chi-square test and testing whether the slopes of the 2019-2021 trend
lines were statistically significantly different from horizontal used a weighted Mantel-Haenszel chi-square test (p<.05 was considered
statistically significant). Tests showed p<.001 except from 2018 to 2019 for members aged 45 or older in the Non-Urban (p=.02) and Urban

(p=.14) areas.
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Speech Therapy Analysis:

e  Measure 4: Number of paid claims with selected procedure codes

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving speech therapy who had a diagnosis in category F80
e Percentage of KanCare members with diagnosis in category F80 who received speech therapy

The State approved a set of speech-language pathology or audiology codes for telemedicine delivery
effective January 1, 2019.%6 The list of procedure allowed to be offered via telemedicine was expanded
to include CPT codes 97129 and 94130, which became effective in January 2020. With the onset of the
COVID-19 pandemic, telemedicine was approved for diagnostic evaluations related to speechand
language and to procedures performed in homes.?82° Service delivery trends for these codes, and other
codes approved for telemedicine during the demonstration, were studied, and Non-Urban (rural and
semi-urban) and Urban tends were compared. During development of the evaluation design, it was
hypothesized that anincreasein access to evaluation services could lead to an increase in diagnosis of
related conditions. Thus, the number of members diagnosed with speech-language and audiology
pathological conditions were analyzed.

The first step of the analysis was toidentify the procedure codes to be selected for the measures.

Table B6 provides codes and descriptions of procedures commonly offered by speech-language
pathologists (SLPs) and audiologists that had been provided via telemedicine at least once in 2019, 2020,
or 2021. The table includes counts of paid services (strata of Measure 4) and the percentages of those
which were by telemedicine. Paid claims on which a multiple-specialty billing provider (e.g., clinics) was
listed as the performing provider instead of an individual SLP or Audiologist were excluded from the
analysis for Table B6 because some procedure codes are not exclusive to speechand language. Table B7
provides codes and descriptions of procedures related to speech and language billed by HCBS providers.

Tables B6 and B7 show very few services related to speech and language were provided by SLPs,
audiologists, or HCBS providers in 2019. Services with the most paid claims in 2020 and 2021 were as
follows (with counts of paid claims via telemedicine in 2020 and 2021, respectivelyin parentheses):
e By speech-language pathologists and audiologists
o 92507 — Treatment of speech, language, voice, communication, and/or hearing processing
disorder (5,273 and 3,966)
o 92526 — Treatment of swallowing dysfunction and/or oral function for feeding (658 and 446)
e By Home and Community Based Service providers
o 97129 - Therapeuticinterventions that focus on cognitive function (e.g., attention, memory,
reasoning, executive function, problem solving, and/or pragmatic functioning) and
compensatorystrategies to manage the performance of an activity (e.g., managing time or
schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) patient contact;
initial 15 minutes (4,296 and 3,309)
o 97130 - Therapeuticinterventions that focus on cognitive function; each additional 15 minutes
(4,022 and 3,141)
o G0153 - Services performed by a qualified speech-language pathologist in the home health or
hospice setting, each 15 minutes (3,119 and 3,567)
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Table B.6. Services by Speech-Language Pathologist and Audiologist Provided via Telemedicine

Procedure Code * KanCare 2.0
Procedure Description Statistic 2019 2020 2021
92507 Paid Services 45,766 51,523 67,346
Treatment of speech, language, voice, communication, and/or hearing Via Telehealth 0 5,273 3,966
processing disorder % viaTelehealth 0.0% 10.2% 5.9%
92508 Paid Services 723 435 787
Group treatment of speech, language, voice, communication, and/or Via Telehealth 0 1 0
hearing processing disorder % via Telehealth 0.0% 0.2% 0.0%
92522 Paid Services 204 235 250
Evaluation of speech sound production Via Telehealth 0 10 3
% viaTelehealth 0.0% 4.3% 1.2%
92523 Paid Services 2,076 2,006 2,296
Evaluation of speech sound production with evaluation of language Via Telehealth 0 86 76
comprehension and expression % via Telehealth 0.0% 4.3% 3.3%
92524 Paid Services 178 119 185
Behavioral and qualitative analysis of voice and resonance Via Telehealth 0 3 0
% viaTelehealth 0.0% 2.5% 0.0%
92526 Paid Services 13,445 15,803 21,074
Treatment of swallowing dysfunction and/or oral function for feeding Via Telehealth 0 658 446
% via Telehealth 0.0% 4.2% 2.1%
92610 Paid Services 1,327 1,308 1,503
Evaluation of oraland pharyngeal swallowing function Via Telehealth 0 1 3
% via Telehealth 0.0% 0.1% 0.2%
96112 Paid Services 188 153 271
Developmental test administration by qualified health care Via Telehealth 0 22 53
professional with interpretation and report; first 60 minutes 9% via Telehealth 0.0% 14.4% 19.6%
96113 Paid Services 180 71 158
Developmental test administration by qualified health care Via Telehealth 0 11 30
professional with interpretation and report; additional 30 minutes 9% via Telehealth 0.0% 15.5% 19.0%
97112 Paid Services 1 12 104
Therapeutic procedure to re-educate brain-to-nerve-to-muscle Via Telehealth 0 10 20
function, each 15 minutes % via Telehealth 0% 83% 19.2%
97129 (effective 1/1/2020) Paid Services 1,135 1,338
Therapeutic interventions that focus on cognitive function (e.g., Via Telehealth 72 66
attention, memory, reasoning, executive function, problem solving,
and/or pragmatic functioning) and compensatory strategies to
manage the performance of an activity (e.g., managing time or % viaTelehealth 6.3% 4.9%
schedules, initiating, organizing, and sequencing tasks), direct (one-on-
one) patient contact; initial 15 minutes
97130 (effective 1/1/2020) Paid Services 930 1,014
Therapeutic interventions that focus on cognitive function; each Via Telehealth 73 63
additional 15 minutes % via Telehealth 7.8% 6.2%
97535 Paid Services 6 227 185
Self-care or home management training, each 15 minutes Via Telehealth 0 9 14
% via Telehealth 0% 4.0% 7.6%
G0153 Paid Services 125 111 200
Services performed by a qualified speech-language pathologist in the Via Telehealth 0 28 0
home health or hospice setting, each 15 minutes 9% via Telehealth 0.0% 25.2% 0.0%
*Includes procedure codes with atleast 100 paid claims and at least one paid telemedicine service identified from long-term care and
outpatient claims with revenue codes 440-449 (speech-language pathology) and 470-479 (audiology) and professional claims for performing
providers with specialty codes 173 (speech-language pathology) and 200 (audiology). Because some of the procedures (e.g., 96112 or 97129)
are also provided other types of providers, counts excluded professional claims for which the performing provider was a clinic, practice, or
home health agency listing multiple specialties.
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Table B.7. HCBS Services Relatedto Speech and Language Provided via Telemedicine

Procedure Code* KanCare 2.0
Procedure Description Statistic 2019 2020 2021

92507 Paid Services 615 658 231
Treatment of speech, language, voice, communication, and/or hearing Via Telehealth 0 283 25
processing disorder % viaTelehealth|  0.0% 43.0% 10.8%

97129 (effective 1/1/2020) Paid Services 10,355 12,472
Therapeutic interventions that focus on cognitive function (e.g., Via Telehealth 4,296 3,309

attention, memory, reasoning, executive function, problem solving,
and/or pragmatic functioning) and compensatory strategies to
manage the performance of an activity (e.g., managing time or % via Telehealth 41.5% 26.5%
schedules, initiating, organizing, and sequencing tasks), direct (one-on-
one) patient contact; initial 15 minutes

97130 (effective 1/1/2020) Paid Services 10,225 12,214
Therapeutic interventions that focus on cognitive function; each Via Telehealth 4,022 3,141
additional 15 minutes % via Telehealth 39.3% 25.7%

G0153 Paid Services 4,445 7,528 8,592
Services performed by a qualified speech-language pathologist in the Via Telehealth 0 3,119 3,567
home health or hospice setting, each 15 minutes % via Telehealth 0.0% 41.4% 41.5%

*Includes procedure codes with atleast 100 paid claims and at least one paid telemedicine service professional claims with billing provider
type 55 (HCBS).

Basedon tables B6 and B7, procedure codes 92507 and G0153 were chosen for the next steps of the
analysis. Although codes 97129 and 97130 had sufficient volume for HCBS providers, the low counts
from SLP and Audiologist indicated too many of the services may have been for therapeutic
interventions focusing on cognitive functions not related to speech. The other procedures had too small
of counts for inclusion in the analysis. Although technically inaccurate, for this analysis speech therapy
will refer to services billed with codes 92507 and G0153.

Table B8 shows the ratio of members who received speech therapy to the number of KanCare members
as a rate “per 1,000 members” for 2018 to 2021. Statewide, rates increased eachyear. The statewide
rateincreases from 2018 to 2019 (from 5.34to 6.56) suggest causes unrelated totelehealth or the
pandemic.

Table B.8. Speech TherapyRecipients Per 1,000 KanCare Members

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With Speech Therapy 923 1,163 1,235 1,455
Rate per 1,000 Members 4.85 6.28 6.00 6.52
Urban KanCare Members 207,165 202,451 227,803 247,427
With Speech Therapy 1,202 1,380 1,668 2,070
Rate per 1,000 Members 5.80 6.82 7.32 8.37
Statewide KanCare Members 397,594 387,774 433,674 470,491
With Speech Therapy 2,125 2,543 2,903 3,525
Rate per 1,000 Members 5.34 6.56 6.69 7.49
Procedure codes used to identify speech therapy were 92507 (Treatment of speech, language, voice, communication, and/or hearing
processing disorder) and GO153 (Services performed by a qualified speech-language pathologist in the home health or hospice setting,
each 15 minutes).

The number of paid claims with procedure codes 92507 and G0153 (Measure 4) was stratified by Non-
Urban and Urban area and sub-stratified by mode of delivery, provider type, and primary diagnosis
category(see Table B9).
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Table B.9. Stratifications of Paid Claims Related to Speech Therapy

Number of Paid Claims with Procedure Code 92507 or G0153
92507 — Treatment of speech, language, voice, communication, and/or hearing processing disorder
G0153 - Services performed by a qualified speech-language pathologist in the home health or hospice setting, each 15 minutes

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Stratum 2018 N % 2019 N % 2020 N % 2021 N %
Statewide Statewide Total (Denominator) 41,837 51,496 59,503 77,200

Non-Urban 16,946 40.5%| 21,184 41.1% 23,135 38.9% 27,896 36.1%
Urban 24,891 59.5%| 30,312 58.9% 36,368 61.1% 49,304 63.9%

Non-Urban Non-Urban Total (Denominator) 16,946 21,184 23,135 27,896
Mode: Telemedicine 1 0.0% 0 0% 2,286 9.9% 2,322 8.3%
Non-Telemedicine 16,945 100%| 21,184 100% 20,849 90.1% 25,574 91.7%
Provider Type: Hospital 8,117 47.9%| 10,193 48.1% 9,346 40.4% 10,401 37.3%

Therapist 3,120 18.4% 5,943 28.1% 7,253 31.4% 8,681 31.1%
Custodial Care Facility 2,089 12.3% 2,951 13.9% 4,472 19.3% 5,702 20.4%

HCBS 755 4.5% 922 4.4% 1,428 6.2% 2,350 8.4%
Physician 2,499 14.7% 874 4.1% 501 2.2% 426 1.5%
Other Provider Types 366 2.2% 301 1.4% 135 0.6% 336 1.2%
Primary Diagnosis:* F80 8,169 48.2% 10,165 48.0% 10,196 44.1% 11,032 39.5%
R47-R49 1,495 8.8% 2,140 10.1% 1,818 7.9% 2,011 7.2%
R68 654 3.9% 696 3.3% 1,254 5.4% 2,297 8.2%
F84 630 3.7% 672 3.2% 1,099 4.8% 1,499 5.4%
Other Diagnoses 5,998 35.4% 7,511 35.5% 8,768 37.9% 11,057 39.6%
Urban Urban Total (Denominator) 24,891 30,312 36,368 49,304
Telemedicine 0 0% 0 0% 6,253 17.2% 5,227 10.6%

Non-Telemedicine 24,891 100%| 30,312 100% 30,115 82.8% 44,077 89.4%
Therapist 7,559 30.4%| 13,131 43.3% 17,045 46.9% 26,435 53.6%

HCBS 4,188 16.8% 4,137 13.6% 6,798 18.7% 6,783 13.8%

Hospital 4,599 18.5% 4,650 15.3% 3,891 10.7% 5,272 10.7%

Physician 4,611 18.5% 5,474 18.1% 3,282 9.0% 2,799 5.7%

Custodial Care Facility 1,650 6.6% 1,951 6.4% 4,278 11.8% 5,751 11.7%
Other Provider Types 2,284 9.2% 969 3.2% 1,074 3.0% 2,264 4.6%
F80 11,577 46.5% | 15,070 49.7% 16,428 452% 23,293 47.2%

R68 3,824 15.4% 4,068 13.4% 6,273 17.2% 6,574 13.3%

F84 2,151 8.6% 3,199 10.6% 3,933 10.8% 5,869 11.9%

R47-R49 1,636 6.6% 1,336 4.4% 1,167 3.2% 1,510 3.1%

Other Diagnoses 5,703 22.9% 6,639 21.9% 8,567 23.6% 12,058 24.5%
*F80 — Specific developmental disorders of speech and language
F84 — Pervasive developmental disorders (96% were F84.0, Autistic Disorder.)
R47-R49 — Symptoms and signs involving speech and voice
R68 — Other general symptoms and signs (R68.89 is often used claims for HCBS services.)

In 2018 and 2019, the total number of paid claims with the two codes was about 41% Non-Urban and
59% Urban. During the pandemic, the Non-Urban percentages declined, to 39% in 2020 and to 36% in
2021.1n 2020, about 10% of the paid claims for the Non-Urban area were for services provided by
telemedicine. The corresponding percentage for the Urban area was 17%. The Urban area’s greater
ability, or need (mandates and COVID-10incidence rates varied by county), was a contributing factor to
the Non-Urban areas percentage of all paid claims declining to 39% for 2020. The percentages of
services offered by telehealth was more equitable in 2021 (8% for Non-Urban, 11% for Urban), but the
Non-Urban rates percentage of all paid claims decline even more from 2020 to 2021 (3 percentage
points) than it had from 2019 to 2020 (2 percentage points). For a possible explanation, look atthe
counts in the statewide stratification by Non-Urban and Urban. Counts increased each year for both
strata, withthe greatestincreaseinthelast year; the Urban area had a 36% relative increase, whichis
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disproportional to the increases in the KanCare membership for that year. Strata with the highest count
increases from 2020 to 2021 were as follows (counts and relative increases are in parentheses):
e Non-Urban providers

o Therapists (1,428;20%)

o Custodial Care Facilities (1,230; 28%)

o Hospitals (1,055; 11%)
e Non-Urban primary diagnosis

o Other Diagnoses (2,289; 26%)

o Other general symptoms and signs (1,043; 83%)
e Urban providers

o Therapists (9,390; 55%)

o Custodial Care Facilities (1,473; 34%)

o Hospitals (1,381; 35%)
e Urban primary diagnosis

o Specific developmental disorders of speechand language (6,865; 42%)

o Other Diagnoses (3,491; 41%%)

o Pervasive developmental disorders (1,936; 49%)

The ranking of the provider type strata shows fundamental differences between the two areas. For
members in Non-Urban counties, the provider type with the greatest number of paid claims from 2018
through 2021 for speech therapy was hospitals. Therapists and custodial care facilities ranked second
and third, respectively. Inthe Urban area, therapists ranked first, HCBS providers second, and hospitals
third.

The most frequently used primary diagnosis on claims for speech therapy was F80, specific
developmental disorders of speechand language. The percentage of paid claims for speech therapy that
had an F80 category primary diagnosis was 40% for Non-Urban members and 47% for Urban members.

Based on review of Table B9, only F80 was selected for further analysis. The categories in the other
strata were consideredto have too little claims volume or would have a large proportion of claims not
associated with speech therapy.

The prevalence rate for F80 diagnoses (the proportion of members diagnosed with an F80 category
diagnosis per 1,000 KanCare members)is shown in Table B10. The statewide rate has a generally
increasing trend—with a dip in 2020 that may be pandemic related.

The prevalence rates were greater for the Urban area than for the Non-Urban area, by about 4
diagnosed members per 1,000 KanCare members. The data do not indicate if the disparityis due to
differences in members’ heath status, access to care for evaluation or treatment, or providers’ coding of
claims.

The statewide percentage of KanCare members receiving speech therapy who had a diagnosis in
category F80 was relatively stable (61% in 2018, 2020, and 2021; 64% in 2019, corresponding to a bump
in the Urban percentage). The choice of F80 as an indicating diagnosis for speech therapy is supported
by these percentages; a about two-thirds of the members receiving speech therapy had an F80
diagnosis. As with the prevalence rates, the percentages for Urban members was greater than for Non-
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Urban members, and the data do not indicate if the differences are due to differences in members’
heath status, access tocare for evaluation or treatment, or providers’ coding of claims.

Table B.10. Analytic Results Relatedto Developmental Disorders of Speech and Language

Members with F80 Diagnosis per 1,000 KanCare Members
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With F80 Diagnosis 2,949 3,257 3,326 3,944
Rate per 1,000 Members 15.5 17.6 16.2 17.7
Urban KanCare Members 207,165 202,451 227,803 247,427
With F80 Diagnosis 4,061 4,402 4,461 5,608
Rate per 1,000 Members 19.6 21.7 19.6 22.7
Statewide KanCare Members 397,594 387,774 433,674 470,491
With F80 Diagnosis 7,010 7,659 7,787 9,552
Rate per 1,000 Members 17.6 19.8 18.0 20.3
Percentage of KanCare Members Receiving Speech Therapy Who Had a Diagnosis in Category F80
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members in Speech Therapy 923 1,163 1,235 1,455
With F80 Diagnosis 535 669 699 798
Percent 57.96% 57.52% 56.60% 54.85%
Urban Members in Speech Therapy 1,202 1,380 1,668 2,070
With F80 Diagnosis 764 952 1,078 1,362
Percent 63.56% 68.99% 64.63% 65.80%
Statewide Members in Speech Therapy 2,125 2,543 2,903 3,525
With F80 Diagnosis 1,299 1,621 1,777 2,160
Percent 61.13% 63.74% 61.21% 61.28%
Percentage of KanCare Members with Diagnosis in Category F80 Who Received Speech Therapy
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members With F80 Diagnosis 3,132 3,514 3,432 4,054
With Speech Therapy 535 669 699 798
Percent 17.08% 19.04% 20.37% 19.68%
Urban Members With F80 Diagnosis 4,310 4,682 4,541 5,692
With Speech Therapy 764 952 1,078 1,362
Percent 17.73% 20.33% 23.74% 23.93%
Statewide Members With F80 Diagnosis 7,442 8,196 7,973 9,746
With Speech Therapy 1,299 1,621 1,777 2,160
Percent 17.45% 19.78% 22.29% 22.16%
Procedure codes used to identify speech therapy were 92507 (Treatment of speech, language, voice, communication, and/or hearing
processing disorder) and G0153 (Services performed by a qualified speech-language pathologist in the home health or hospice setting,
each 15 minutes). Diagnosis Category F80 codes specific developmental disorders of speech and language.

Table B10also the percentages of Non-Urban members with a diagnosis in category F80 who received
speechtherapy were greater for 2020 (20.4%) and 2021 (19.7%) than for 2018 (17.1%) and 2019
(19.0%), which supports the hypothesis that telemedicine will enhance access toservices such as speech
therapy for KanCare members living in rural or semi-urban counites. Access to speechtherapy services
alsoappears to have been enhanced for Urban members (percentages from 2018 to 2021 were 17.7%,
20.3%, 23.7%, and 23.9%, respectively).
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Telemedicine Services by Mental Health Providers — Background:

Telemedicine services were provided to KanCare members prior to KanCare 2.0. A KDHE provider
bulletin lists 59 procedure codes approved for telemedicine as of January 1, 2018 (some codes had
earlier approval dates).26 The list included codes for services offered by mental health providers, such as,
psychotherapies, psychiatric diagnostic evaluations, adaptive behavior treatments, office visits for
evaluation and management (E&M), and medical consultations. With the onset of the pandemic,
additional services were approved for telemedicine.

Table B11 lists services commonly offered by mental health providers from 2019 to 2021. The table
includes counts of paid claims by procedure code (Measure 4) and the number and percentage of those
that were for telemedicine services. The following trends were observed in Table B11:

e Over 50% of services in 2020 were provided via telemedicine for 30-minute psychotherapy sessions
and evaluation and management (E&M) office visits for established patients (15-, 25-, and 40-
minute sessions).

e The number of family and group psychotherapy sessions in 2020 and 2021 were below 2019 levels;
the decreases are offset by increases in 30-minure psychotherapy sessions.

e The percentages decreasedfor most services from 2020 to 2021, which mayindicate members or
providers preferred for face-to-face visits.

e Percentagesincreasedfrom 2020 to 2021 for short E&M visits; psychiatric diagnostic evaluation
with medical services; medical team conference with patient and/or family, and nonphysician health
care professionals; and comprehensive management and care coordination for advancedillness. The
increases could indicate members’ and providers’ experiences with telemedicine were positive.

After review of Table B11, three areas were chosenfor continued analysis: individual psychotherapy,
family and group psychotherapy, and community psychiatric supportive treatment.

Table B.11. Percentages of Services by Mental Health Providers Conducted via Telemedicine

Telemedicine Services by Mental Health Providers*

Procedure Code KanCare 2.0
Procedure Description Statistic 2019 2020 2021
90832 Paid Services| 39,966 66,449 62,351

Psychotherapy, 30 minutes Via Telehealth 736 38,038 24,647
% via Telehealth 1.8% 57.2% 39.5%
90834 Paid Services| 115,661 115,168 115,302
Psychotherapy, 45 minutes Via Telehealth 434 52,209 38,468
% via Telehealth 0.4% 45.3% 33.4%
90837 Paid Services| 266,072 276,213 310,715
Psychotherapy, 60 minutes Via Telehealth 565 91,189 79,898
% via Telehealth 0.2% 33.0% 25.7%
90847 Paid Services| 46,306 38,306 34,344
Family psychotherapy including patient, 50 minutes Via Telehealth 80 14,183 8,438
% via Telehealth 0.2% 37.0% 24.6%
90853 Paid Services| 14,528 8,217 10,822
Group psychotherapy (other than of a multiple-family group) Via Telehealth 0 1,909 3,387
% via Telehealth 0.0% 23.2% 31.3%
90785 Paid Services| 16,729 15,621 20,596
Interactive complexity (list separately in addition to the code for Via Telehealth 1 3,525 2,790
primary procedure) % via Telehealth 0.0% 22.6% 13.5%
*Includes procedure codes with atleast 5,000 paid claims and at least 200 paid telemedicine service from 2019 to 2021 identified from long-
term care and outpatient claims with revenue codes 914-915 (behavioral health treatment therapies) and professional claims with billing
provider type 11 (mental health).
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Table B.11. Percentages of Services by Mental Health Providers Conducted via Telemedicine (Continued)

Telemedicine Services by Mental Health Providers*

Procedure Code KanCare 2.0
Procedure Description Statistic 2019 2020 2021
90791 Paid Services| 34,402 29,347 34,753

Psychiatric diagnostic evaluation Via Telehealth 317 8,142 7,789
% via Telehealth 0.9% 27.7% 22.4%
90792 Paid Services 7,238 6,872 7,165
Psychiatric diagnostic evaluation with medical services Via Telehealth 1,091 3,288 3,589
% viaTelehealth 15.1% 47.8% 50.1%
97153 Paid Services 7,739 17,299 38,367
Adaptive behavior treatment by protocol, administered by technician Via Telehealth 1 540 459
under direction of qualified health care professional to one patient, o 0 o o
each 15 minutes % via Telehealth 0.0% 3.1% 1.2%
97155 Paid Services 2,286 6,879 15,265
Adaptive behavior treatment with protocol modification administered Via Telehealth 1 1,261 1,227
by qualified health care professional to one patient, each 15 minutes 9% via Telehealth 0.0% 18.3% 8.0%
97156 Paid Services 1,346 2,729 5,635
Family adaptive behavior treatment guidance by qualified health care Via Telehealth 0 1,103 990
professional (with or without patient present), each 15 minutes 9% via Telehealth 0.0% 40.4% 17.6%
99211 Paid Services 2,094 1,384 2,133
Established patient office or other outpatient visit, typically 5 minutes Via Telehealth 15 252 546
% via Telehealth 0.7% 18.2% 25.6%
99213 Paid Services| 41,231 38,625 31,909
Established patient office or other outpatient visit, typically 15 Via Telehealth 5,569 25,564 22,429
minutes % viaTelehealth| 13.5% 66.2% 70.3%
99214 Paid Services| 51,182 51,960 63,762
Established patient office or other outpatient, visit typically 25 Via Telehealth 7,662 29,323 36,764
minLites % via Telehealth|  15.0% 56.4% 57.7%
99215 Paid Services 2,362 1,407 1,872
Established patient office or other outpatient, visit typically 40 Via Telehealth 367 710 698
minutes % viaTelehealth|  15.5% 50.5% 37.3%
99366 Paid Services 6,396 5,914 6,066
Medical team conference with patient and/or family, and Via Telehealth 47 2,641 2,860
nonphysician health care professionals, 30 minutes or more 9% via Telehealth 0.7% 44.7% 47.1%
99368 Paid Services 2,107 3,266 2,518
Medical team conference with nonphysician health care professionals, Via Telehealth 5 1,410 800
30 minutes or more or more % viaTelehealth|  0.2% 43.2% 31.8%
H0001 Paid Services 4,993 3,858 4,537
Alcohol and/or drug assessment Via Telehealth 59 1,614 1,961
% via Telehealth 1.2% 41.8% 43.2%
H0004 Paid Services| 15,526 20,934 16,128
Behavioral health counseling and therapy, per 15 minutes Via Telehealth 21 9,030 6,003
% via Telehealth 0.1% 43.1% 37.2%
H0005 Paid Services| 32,369 21,920 24,898
Alcohol and/or drug services; group counseling by a clinician Via Telehealth 0 7,365 8,849
% viaTelehealth 0.0% 33.6% 35.5%
*Includes procedure codes with atleast 5,000 paid claims and atleast 200 paid telemedicine service from 2019 to 2021 identified from long-
term care and outpatient claims with revenue codes 914-915 (behavioral health treatment therapies) and professional claims with billing
provider type 11 (mental health).
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Table B.11. Percentages of Services by Mental Health Providers Conducted via Telemedicine (Continued)

Telemedicine Services by Mental Health Providers*
Procedure Code KanCare 2.0
Procedure Description Statistic 2019 2020 2021
H0015 Paid Services 9,652 6,580 8,793
Alcohol and/or drug services; intensive outpatient (treatment program Via Telehealth 0 1,627 2,547
that operates at least 3 hours/day and at least 3 days/week and is
based on an individualized treatment plan), including assessment, % via Telehealth 0.0% 24.7% 29.0%
counseling; crisis intervention, and activity therapies or education
H0036 Paid Services| 390,369 421,587 410,869
Community psychiatric supportive treatment, face-to-face, per 15 Via Telehealth 2 130,788 48,431
minutes % viaTelehealth|  0.0% 31.0% 11.8%
H0038 Paid Services| 41,795 47,510 45,589
Self-help/peer services, per 15 minutes Via Telehealth 12 13,108 6,492
% via Telehealth 0.0% 27.6% 14.2%
H2011 Paid Services| 37,478 36,028 37,942
Crisis intervention service, per 15 minutes Via Telehealth 1,217 3,535 3,546
% via Telehealth 3.2% 9.8% 9.3%
H2017 Paid Services| 291,259 195,242 207,063
Psychosocial rehabilitation services, per 15 minutes Via Telehealth 1 17,254 5,207
% via Telehealth 0.0% 8.8% 2.5%
H2021 Paid Services| 37,790 38,085 37,119
Community-based wrap-around services, per 15 minutes Via Telehealth 21 8,826 8,709
% viaTelehealth 0.1% 23.2% 23.5%
S0311 Paid Services 1,135 3,907
Comprehensive management and care coordination for advanced Via Telehealth 112 509
illness, per calendar month % via Telehealth 9.9% 13.0%
S$5110 Paid Services| 22,501 28,367 25,803
Parent support and training, per 15 minutes, HCBS-SED waiver. Via Telehealth 0 11,381 10,150
% via Telehealth 0.0% 40.1% 39.3%
T1017 Paid Services| 172,414 199,322 167,440
Targeted case management, each 15 minutes Via Telehealth 7 2,991 1,235
% viaTelehealth 0.0% 1.5% 0.7%
T1019 Paid Services| 96,848 94,838 104,752
Personal care services, per 15 minutes, not for aninpatient or resident Via Telehealth 0 6,160 2,428
of a hospital, nursing facility, ICF/MR or IMD, part of the individualized
plan of treatment (code may not be used to identify services provided % via Telehealth 0.0% 6.5% 2.3%
by home health aide or certified nurse assistant)
T2038 Paid Services 2,229 2,337 2,405
Community transition, waiver; per service Via Telehealth 0 488 127
% via Telehealth 0.0% 20.9% 5.3%
*Includes procedure codes with atleast 5,000 paid claims and at least 200 paid telemedicine service from 2019 to 2021 identified from long-
term care and outpatient claims with revenue codes 914-915 (behavioral health treatment therapies) and professional claims with billing
provider type 11 (mental health).
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Individual Psychotherapy Analysis:

e  Measure 4: Number of paid claims with selected procedure codes

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving individual psychotherapy who had an indicating diagnosis
e Percentage of KanCare members with an indicating diagnosis who received individual psychotherapy

Table B12 shows the ratio of members who received individual psychotherapy to the number of KanCare
members as a rate “per 1,000 members” for 2018 to 2021. The statewide rate increased from 2018 to
2019 (from 125.1 to 132.3), but statewide rates for 2020 (116.3) and (117.9) were lower than the 2018
level. The patternwas the same for Non-Urban and Urban rates. The patternrelates a decline in
prevalence rates for indicating diagnosis and will be discussed further below.

Per 1,000 members, use of individual psychotherapy was greaterin the Non-Urban area thanthe Urban
area. From 2018 to 2021, the average difference was 36.6 psychotherapy recipients per 1,000 KanCare
members. The difference was lowest in 2020 (35.4 recipients per 1,000 KanCare members).

Table B.12. Individual Psychotherapy Recipients Per 1,000 KanCare Members

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With Individual Therapy 27,493 28,146 27,776 30,589
Rate per 1,000 Members 144 .4 151.9 134.9 137.1
Urban KanCare Members 207,165 202,451 227,803 247,427
With Individual Therapy 22,241 23,167 22,671 24,886
Rate per 1,000 Members 107.4 114.4 99.5 100.6
Statewide KanCare Members 397,594 387,774 433,674 470,491
With Individual Therapy 49,734 51,313 50,447 55,475
Rate per 1,000 Members 125.1 132.3 116.3 117.9
Counts of KanCare members was as of December 31 of the measurement year.
Individual psychotherapy was identified from paid claims with the following procedure codes:
90832 — Psychotherapy, 30 minutes 90833 — Psychotherapy with an evaluation and management service, 30 minutes
90834 — Psychotherapy, 45 minutes 90836 — Psychotherapy with an evaluation and management service, 45 minutes
90837 — Psychotherapy, 60 minutes 90838 — Psychotherapy with an evaluation and management service, 60 minutes

Individual psychotherapy s billed using CPT procedure codes (90832 through 90838). Coding depends

on the length of the sessionand whether or not evaluation and management was included. To compare

utilization between strata, hours of service was use as the unit of analysis instead of the number of

claims. The number of hours was stratified by Non-Urban and Urban areas and sub-stratified by mode of

delivery, provider type, and primary diagnosis category (see Table B13). Key observations were made:

e There was a near 50-50 split between Non-Urban and Urban areas; Non-Urban’s share was slightly
lower.

e |npercentage of hours that were by telemedicine was slightly lower for Non-Urban members (37%
for 2020 and 25% for 2021) than for the Urbanarea (38% for 2020 and 32% for 2021).

e The percentages stratified by provider type and primary diagnosis varied slightly between years but
were stable enough for the analysis.

e Although fewer member received individual psychotherapy in 2020 than 2019 or 2021, the number
of hours per personreceiving psychotherapy was highestin 2021.
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Hours of Individual Psychotherapy from Paid Claims with Procedure Codes 90832-90838

90832 — Psychotherapy, 30 minutes
90834 — Psychotherapy, 45 minutes
90837 — Psychotherapy, 60 minutes

90833 — Psychotherapy with an evaluation and management service, 30 minutes
90836 — Psychotherapy with an evaluation and management service, 45 minutes
90838 — Psychotherapy with an evaluation and management service, 60 minutes

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Stratum 2018 N % 2019 N % 2020 N % 2021 N %
Statewide Statewide Total (Denominator) | 378,550 403,576 426,338 462,297
Non-Urban | 188,284 49.7%| 198,703 49.2% 210,522 49.4% 227,758 49.3%
Urban | 190,266 50.3%| 204,873 50.8%| 215,816 50.6% 234,539 50.7%
Non-Urban Non-Urban Total (Denominator) | 188,284 198,703 210,522 227,758
Mode: Telemedicine 1,360 0.7% 1,479 0.7% 77,352 36.7% 57,559 25.3%
Non-Telemedicine | 186,925 99.3%| 197,224 99.3% 133,170 63.3% | 170,199 74.7%
Provider Type: Mental Health | 166,691 88.5% | 183,419 92.3% 195,296 92.8% 210,102 92.2%
Physician 13,311 7.1% 5928 3.0% 4,851 2.3% 4,951 2.2%
Clinic 4,956 2.6% 4,400 2.2% 7,570 3.6% 10,132 4.4%
Other Provider Types 3,327 1.8% 4,956 2.5% 2,805 1.3% 2,573 1.1%
Diagnosis categories:* F40—-F48 73,740 39.2% 79,468 40.0% 87,427 41.5% 96,364 42.3%
F30-F39 59,390 31.5% 62,155 31.3% 67,242 31.9% 74,344 32.6%
F90-F98 39,757 21.1% 40,386 20.3% 38,004 18.1% 39,139 17.2%
F20-F29 6,665 3.5% 7,679 3.9% 8,065 3.8% 7,983 3.5%
Other FO1-F99 7,677  4.1% 7,807 3.9% 8,506 4.0% 8,834 3.9%
Other categories 1,055 0.6% 1,209 0.6% 1,277 0.6% 1,095 0.5%
Urban Urban Total (Denominator) | 190,266 204,873 215,816 234,539
Telemedicine 150 0.1% 351  0.2% 82,400 38.2% 74,068 31.6%
Non-Telemedicine | 190,116 99.9%| 204,522 99.8% 133,416 61.8% 160,471 68.4%
Mental Health | 157,797 82.9%| 190,483 93.0%| 202,598 93.9% 218,768 93.3%
Physician 27,367 14.4% 8,177 4.0% 9,972 4.6% 11,799 5.0%
Clinic 2,601 1.4% 2,282 1.1% 2,119 1.0% 2,599 1.1%
Other Provider Types 2,501 1.3% 3,930 1.9% 1,127 0.5% 1,373 0.6%
FA0-F48 89,041 46.8%| 100,028 48.8%| 110,893 51.4% 122,768 52.3%
F30-F39 54,900 28.9% 56,497 27.6% 57,164 26.5% 64,009 27.3%
F90-F98 31,444 16.5% 32,537 15.9% 30,038 13.9% 29,249 12.5%
F20-F29 5,270 2.8% 5,481 2.7% 5,837 2.7% 6,557 2.8%
Other FO1-F99 8,550 4.5% 9,374 4.6% 10,840 5.0% 10,960 4.7%
Other categories 1,063 0.6% 955 0.5% 1,045 0.5% 997 0.4%
Hours of Individual Psychotherapy per Member Receiving Individual Psychotherapy
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Stratum 2018 2019 2020 2021
Non-Urban Hours 188,284 198,703 210,521 227,758
Members 27,493 28,146 27,776 30,589
Hours per Member 6.8 7.1 7.6 7.4
Urban Hours 190,266 204,873 215,816 234,539
Members 22,241 23,167 22,671 24,886
Hours per Member 8.6 8.8 9.5 9.4
*Stratified by category of primary diagnosis:
F01-F99 — Mental, behavioral, and neurodevelopmental disorders
F20-F29 — Schizophrenia, schizotypal, delusional, and other non-mood psychotic disorders
F30-F39 — Mood [affective] disorders
F40-F48 — Anxiety, dissociative, stress-related, somatoform, and other nonpsychotic mental disorders
F90-F98 — Behavioral and emotional disorders with onset usually occurring in childhood and adolescence
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In the next stage of analysis, six diagnosis categories were chosen as the indicating diagnosis for the
individual psychotherapy measures:

e F34 - Persistent mood [affective] disorders

e F40 - Phobic anxiety disorders

e F43 —Reactionto severestress, and adjustment disorders

e F60 — Specific personality disorders

e F91 - Conduct disorders

e F93 - Emotional disorders with onset specific to childhood

These six were among the highest ranked categories when ranked by the measure “percentage of claims
having a primary or secondary diagnosis in the given category that billed for an individual psychotherapy
session.” About two-thirds of claims for individual psychotherapy contain one or more diagnosis in the
six categories (see Table B14).

The prevalence rates, members with anindicating diagnosis per 1,000 KanCare members, were greater
in the Non-Urban areathanin the Urbanarea (e.g., 142.8 to 128.2 for 2020). These differences
correspond to the Non-Urban area having higher rates of members receiving individual psychotherapy
(seeTable B12).

The trend in the rates of members with indicating diagnosis per 1,000 KanCare members from 2018 to

2021 follows a similar trend seen in the rates of members who received individual psychotherapy per
1,000 KanCare members—rates increased from 2018 to 2019, decreasedin 2020, and increased againin
2021 but remained below the 2018 level. There are at least three likely factors.

e During the COVID-19 public healthemergency, the State suspended disenrollment of members from
KanCare under most circumstances. For example, KanCare members covered under the CHIP
programwere not disenrolled when they turned 18, and women with coverage due to pregnancy
were not disenrolled 60 days after delivery.

e Reduced access todiagnostic evaluations and treatments while stay at home orders were in effect
may have led to fewer members receiving the indicating diagnoses.

e Members mental health may have improved, thus decreasing the need for psychotherapy; however,
this seems unlikely during the pandemic.

The percentage of KanCare members with an indicating diagnosis who received individual
psychotherapy slightlyincreased from 2018 to 2019 but declined for 2020 and 2021. The declines were
greaterin the Non-Urban areathanthe Urban area. These results do not support an affirmative
response to the study question, “Did use of telemedicine increase access toservices over the five-year
period for KanCare members living in rural or semi-urbanareas?” This conclusion does mean
telemedicine was not integral for member accessing care; telemedicine was just not able to override the
barriers presented by the pandemic.
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Appendix B— Hypothesis 3: The Use of Telehealth Services

Members with Indicating Diagnosis per 1,000 KanCare Members*
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With Indicating Diagnosis 25,673 26,467 25,933 28,803
Rate per 1,000 Members 134.8 142.8 126.0 129.1
Urban KanCare Members 207,165 202,451 227,803 247,427
With Indicating Diagnosis 24,762 25,951 24,999 28,358
Rate per 1,000 Members 119.5 128.2 109.7 114.6
Statewide KanCare Members 397,594 387,774 433,674 470,491
With Indicating Diagnosis 50,435 52,418 50,932 57,161
Rate per 1,000 Members 126.9 135.2 117.4 121.5
Percentage of KanCare Members Receiving Individual Psychotherapy Who Had an Indicating Diagnosis”
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members in Psychotherapy 27,493 28,146 27,776 30,589
With Indicating Diagnosis 17,196 17,880 17,338 18,872
Percent 62.5% 63.5% 62.4% 61.7%
Urban Members in Psychotherapy 22,241 23,167 22,671 24,886
With Indicating Diagnosis 14,853 15,651 15,069 16,682
Percent 66.8% 67.6% 66.5% 67.0%
Statewide Members in Psychotherapy 49,734 51,313 50,447 55,475
With Indicating Diagnosis 32,049 33,531 32,407 35,554
Percent 64.4% 65.3% 64.2% 64.1%
Percentage of KanCare Members with an Indicating Diagnosis Who Received Individual Psychotherapy
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members Indicated 25,673 26,467 25,933 28,803
With Psychotherapy 17,196 17,880 17,338 18,872
Percent 67.0% 67.6% 66.9% 65.5%
Urban Members Indicated 24,762 25,951 24,999 28,358
With Psychotherapy 14,853 15,651 15,069 16,682
Percent 60.0% 60.3% 60.3% 58.8%
Statewide Members Indicated 50,435 52,418 50,932 57,161
With Psychotherapy 32,049 33,531 32,407 35,554
Percent 63.5% 64.0% 63.6% 62.2%
*Counts of KanCare members was as of December 31 of the measurement year.
Primary and secondary diagnosis in the following categories were designated as indicating individual psychotherapy:
F34 — Persistent mood [affective] disorders F40— Phobic anxiety disorders F43 — Reaction to severe stress, and adjustment disorders
F60 — Specific personality disorders F91 — Conduct disorders F93 — Emotional disorders with onset specific to childhood
Alndividual psychotherapy was identified from paid claims with the following procedure codes:
90832 — Psychotherapy, 30 minutes 90833 — Psychotherapy with an evaluation and management service, 30 minutes
90834 — Psychotherapy, 45 minutes 90836 — Psychotherapy with an evaluation and management service, 45 minutes
90837 — Psychotherapy, 60 minutes 90838 — Psychotherapy with an evaluation and management service, 60 minutes

This areaintentionally left blank
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Family and Group Psychotherapy Analysis:

e  Measure 4: Number of paid claims with selected procedure codes

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving family or group psychotherapy who had an indicating
diagnosis

e Percentage of KanCare members with an indicating diagnosis who received family or group
psychotherapy

Table B15 shows the ratio of members who received family or group psychotherapy to the number of
KanCare members as a rate “per 1,000 members” for 2018 to 2021. The statewide rate decreased each
year from 2018 to 2021 (from 36.0 to 34.3, to 25.3,t0 22.0).

Per 1,000 members, use of group and family psychotherapy was greater in the Non-Urban area than the
Urban area. From 2018 to 2021, the average difference was 4.2 recipients per 1,000 KanCare members.
The difference was greatest in 2020 (4.5 recipients per 1,000 KanCare members).

Table B.15. Family and Group Psychotherapy Recipients Per 1,000 KanCare Members

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With Individual Therapy 7,213 6,776 5,689 5,381
Rate per 1,000 Members 37.9 36.6 27.6 24.1
Urban KanCare Members 207,165 202,451 227,803 247,427
With Individual Therapy 7,081 6,528 5,266 4,966
Rate per 1,000 Members 34.2 32.2 23.1 20.1
Statewide KanCare Members 397,594 387,774 433,674 470,491
With Individual Therapy 14,294 13,304 10,955 10,347
Rate per 1,000 Members 36.0 34.3 25.3 22.0
Counts of KanCare members was as of December 31 of the measurement year.
Individual psychotherapy was identified from paid claims with the following procedure codes:
90847 — Family psychotherapy including patient, 50 minutes
90853 — Group psychotherapy (other than of a multiple-family group), per day (50 minutes assumed for analysis)

For comparisons to individual psychotherapy, rates were also calculated using hours of service as the
unit of analysis instead of the number of claims. The number of hours was stratified by Non-Urban and
Urban area and sub-stratified by mode of delivery, provider type, and primary diagnosis category (see
Table B16). Key observations were made:

e There was a near 50-50 split between Non-Urban and Urban areas Non-Urban’s share slightly lower.

e In percentage of hours that were by telemedicine was lower for Non-Urban members (28% for 2020
and 18% for 2021) thanfor the Urban area (36% for 2020 and 32% for 2021).

e The Non-Urban area’s use of telemedicine declined faster from 2020 to 2021 (10 percentage points)
than the Urbanarea’s did (4 percentage points).

e About 80% of family and group psychotherapy was provided by mental health providers and about
15% by “other providers” in the Non-Urban area from 2019 to 2021. In contrast, the Urbanarea’s
percentages were about 93% and 1%, respectively.

e Primary diagnoses varied between the twoareas, but the difference was not a concern for the
analysis.
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Table B.16. Hours of Service from Paid Claims for Family and Group Psychotherapy

Hours of Individual Psychotherapy from Paid Claims with Procedure Code 90847 or 90853
90847 — Family psychotherapy including patient, 50 minutes
90853 — Group psychotherapy (other than of a multiple-family group), per day (50 minutes assumed for analysis)
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Stratum 2018 N % 2019 N % 2020 N % 2021 N %
Statewide Statewide Total (Denominator) 62,259 55,916 43,011 41,819
Non-Urban 29,256 47.0%| 27,809 49.7%| 21,145 49.2%| 20,571 49.2%
Urban 33,003 53.0%| 28,107 50.3% 21,866 50.8% 21,248 50.8%
Non-Urban Non-Urban Total (Denominator) 29,256 27,809 21,145 20,571
Mode: Telemedicine 67 0.2% 38 0.1% 5,935 28.1% 3,662 17.8%
Non-Telemedicine 29,189 99.8% 27,771 99.9% 15,210 71.9% 16,909 82.2%
Provider Type: Mental Health 24,124 82.5% 22,981 82.6% 17,359 82.1% 16,341 79.4%
Physician 3,079 10.5% 521 1.9% 354 1.7% 433 2.1%
Clinic 242 0.8% 232 0.8% 413 2.0% 337 1.6%
Other Provider Types 1,811 6.2% 4,075 14.7% 3,019 14.3% 3,460 16.8%
Diagnosis categories:* F40-F48 9,694 33.1% 8,794 31.6% 7,058 33.4% 6,886 33.5%
F30-F39 7,582 25.9% 8,654 31.1% 6,393 30.2% 6,838 33.2%
F90-F98 9,631 32.9% 8,167 29.4% 6,268 29.6% 5,395 26.2%
F20-F29 764  2.6% 953  3.4% 421 2.0% 221 1.1%
Other FO1-F99 1,404 4.8% 1,091 3.9% 854  4.0% 1,109 5.4%
Other categories 183 0.6% 151 0.5% 151  0.7% 123 0.6%
Urban Urban Total (Denominator) 33,003 28,107 21,866 21,248
Telemedicine 12 0.0% 29 0.1% 7,883 36.1% 6,877 32.4%
Non-Telemedicine 32,991 100% 28,078 99.9% 13,983 63.9% 14,371 67.6%
Mental Health 26,217 79.4% 26,289 93.5% 20,386 93.2% 19,365 91.1%
Physician 5,350 16.2% 1,282 4.6% 1,272 5.8% 1,613 7.6%
Clinic 154 0.5% 145 0.5% 42 0.2% 9 0.0%
Other Provider Types 1,282 3.9% 391 1.4% 166 0.8% 261 1.2%
FA0-F48 12,832 38.9% 11,749 41.8% 8,866 40.5% 8,852 41.7%
F90-F98 8,837 26.8% 6,952 24.7% 5,801 26.5% 4,968 23.4%
F30-F39 7,943 24.1% 6,821 24.3% 4,985 22.8% 4,923 23.2%
F20-F29 607 1.8% 350 1.2% 392 1.8% 587 2.8%
Other FO1-F99 2,520 7.6% 1,983 7.1% 1,614 7.4% 1,776 8.4%
Other categories 265 0.8% 252 0.9% 208 1.0% 141 0.7%
Hours of Group and Family Psychotherapy per Member Receiving Group or Family Psychotherapy
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Stratum 2018 2019 2020 2021
Non-Urban Hours 29,257 27,809 21,145 20,571
Members 7,213 6,776 5,689 5,381
Hours per Member 4.1 4.1 3.7 3.8
Urban Hours 33,003 28,107 21,866 21,247
Members 7,081 6,528 5,266 4,966
Hours per Member 4.7 4.3 4.2 4.3
*Stratified by category of primary diagnosis:
FO1-F99 — Mental, behavioral, and neurodevelopmental disorders
F20-F29 — Schizophrenia, schizotypal, delusional, and other non-mood psychotic disorders
F30-F39 —Mood [affective] disorders
F40-F48 — Anxiety, dissociative, stress-related, somatoform, and other nonpsychotic mental disorders
F90-F98 — Behavioral and emotional disorders with onset usually occurring in childhood and adolescence
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Five diagnosis categories were chosen as the indicating diagnosis for the family and group
psychotherapy measures:

e F34 - Persistent mood [affective] disorders

e F91 - Conduct disorders

e F93 - Emotional disorders with onset specific to childhood

e T74— Adult and child abuse, neglect, and other maltreatment, confirmed

e T76— Adult and child abuse, neglect, and other maltreatment, suspected

The categories chosen were among the highest ranked categories whenranked by the measure
“percentage of claims having a primary or secondary diagnosis in the given categorythat billed for a
family or group session.” About two-fifths of claims for family and group psychotherapy contained one
or more diagnosis in the five categories (see Table B17).

The prevalence rates, members with anindicating diagnosis per 1,000 KanCare members, were
considerably greaterin the Non-Urban area thanin the Urbanarea (e.g., 55.7 to 39.5 for 2020). These
differences correspond tothe Non-Urban area having higher rates of members receiving individual
psychotherapy (see Table B15), but the difference is much wider.

The generaltrend in the rates of members with indicating diagnosis per 1,000 KanCare members from
2018 to 2021 follows a similar trend seenin the rates of members who received family or group
psychotherapy per 1,000 KanCare—rates were stable from 2018 to 2019, decreasedin 2020, and
decreasedagainin 2021. The same factors listed for individual psychotherapy may have contributed to
the rate declines.

e During the COVID-19 public healthemergency, the State suspended disenrollment under most
circumstances. For example, KanCare members covered under the CHIP program were not
disenrolled when they turned 18, and women with coverage due to pregnancy were not disenrolled
60 days after delivery.

e Reduced access todiagnostic evaluations and treatments while stay at home orders were in effect
may have led to fewer members receiving the indicating diagnoses.

e Members mental health may have improved, thus decreasing the need for psychotherapy; however,
this seems unlikely during the pandemic.

Percentages of KanCare members with an indicating diagnosis who received individual psychotherapy
slightly decreased each year, from 27% in 2018 to 19% in 2021 for the Non-Urban area and from 29% for
2018 to 21% for 2021 for the Urban area. These results do not support an affirmative response to the
study question, “Did use of telemedicine increase access toservices over the five-year period for
KanCare members living in rural or semi-urbanareas?” This conclusion does mean telemedicine was not
integralfor member accessing care; telemedicine was just not able to override the barriers presented by
the pandemic.
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Table B.17. Prevalence Rates from Paid Claims for Family and Group Psychotherapy

Members with Indicating Diagnosis per 1,000 KanCare Members*
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With Indicating Diagnosis 12,504 12,449 11,477 11,977
Rate per 1,000 Members 65.7 67.2 55.7 53.7
Urban KanCare Members 207,165 202,451 227,803 247,427
With Indicating Diagnosis 10,458 10,054 9,003 9,185
Rate per 1,000 Members 50.5 49.7 39.5 37.1
Statewide KanCare Members 397,594 387,774 433,674 470,491
With Indicating Diagnosis 22,962 22,503 20,480 21,162
Rate per 1,000 Members 57.8 58.0 47.2 45.0
Percentage of KanCare Members Receiving Family or Group Psychotherapy Who Had an Indicating Diagnosis”
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members in Psychotherapy 7,213 6,776 5,689 5,381
With Indicating Diagnosis 3,373 3,164 2,457 2,272
Percent 46.8% 46.7% 43.2% 42.2%
Urban Members in Psychotherapy 7,081 6,528 5,266 4,966
With Indicating Diagnosis 3,039 2,710 2,169 1,914
Percent 42.9% 41.5% 41.2% 38.5%
Statewide Members in Psychotherapy 14,294 13,304 10,955 10,347
With Indicating Diagnosis 6,412 5,874 4,626 4,186
Percent 44.9% 44.2% 42.2% 40.5%
Percentage of KanCare Members with Indicating Diagnosis Who Received Family or Group Psychotherapy
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members Indicated 12,504 12,449 11,477 11,977
With Psychotherapy 3,373 3,164 2,457 2,272
Percent 27.0% 25.4% 21.4% 19.0%
Urban Members Indicated 10,458 10,054 9,003 9,185
With Psychotherapy 3,039 2,710 2,169 1,914
Percent 29.1% 27.0% 24.1% 20.8%
Statewide Members Indicated 22,962 22,503 20,480 21,162
With Psychotherapy 6,412 5,874 4,626 4,186
Percent 27.9% 26.1% 22.6% 19.8%
*Counts of KanCare members was as of December 31 of the measurement year.
Primary and secondary diagnosis in the following categories were designated as indicating family or group psychotherapy:
F34 — Persistent mood [affective] disorders
F91 - Conduct disorders
F93 — Emotional disorders with onset specific to childhood
T74, T76 — Adult and child abuse, neglect, and other maltreatment; confirmed (T74) or suspected (T76)
AFamily and group psychotherapies were identified from paid claims with the following procedure codes:
90847 — Family psychotherapy including patient, 50 minutes
90853 — Group psychotherapy (other than of a multiple-family group), per day (50 minutes assumed for analysis)
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Community Psychiatric Supportive Treatment Analysis:

e  Measure 4: Number of paid claims with selected procedure codes

e Measure 5: Number of members with selected diagnosis per 1,000 members

e Percentage of KanCare members receiving community psychiatric supportive treatment who had an
indicating diagnosis

e Percentage of KanCare members with an indicating diagnosis who received community psychiatric
supportive treatment

Table B18 shows the ratio of members who received community psychiatric supportive treatment tothe
number of KanCare members as arate “per 1,000 members” for 2018 to 2021. The statewide rate (47.8
in 2018) increasedin 2019 (49.5) but decreasedin both 2020 (42.3) and 2021 (40.9). Rates for the Non-
Urban and Urban areas did likewise.

Per 1,000 member months, use of group and family psychotherapy was greaterinthe Non-Urban area
than the Urbanarea. From 2018 to 2021 the difference increased each year (from 17.5 to 20.6 recipients
per 1,000 KanCare members).

Table B.18. Community Psychiatric Supportive Treatment Recipients Per 1,000 KanCare Members

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021

Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With Individual Therapy 10,844 11,010 10,835 11,542
Rate per 1,000 Members 56.9 59.4 52.6 51.7

Urban KanCare Members 207,165 202,451 227,803 247,427
With Individual Therapy 8,164 8,169 7,522 7,694
Rate per 1,000 Members 39.4 40.4 33.0 31.1

Statewide KanCare Members 397,594 387,774 433,674 470,491
With Individual Therapy 19,008 19,179 18,357 19,236
Rate per 1,000 Members 47.8 49.5 42.3 40.9

Counts of KanCare members was as of December 31 of the measurement year.

Family and group psychotherapies were identified from paid claims with the following procedure codes:
HO0036 — Community psychiatric supportive treatment, face-to-face, per 15 minutes

For comparisons to individual psychotherapy, rates were also calculated using hours of service as the

unit of analysis instead of the number of claims. The number of hours was stratified by Non-Urban and

Urban area and sub-stratified by mode of delivery, provider type, and primary diagnosis category (see

Table B19). Key observations were made:

e There was roughly a 60 to 40 ratio of total hours of treatment between Non-Urban and Urban areas.
The difference widened eachyear. The difference in hours of treatment per recipient also widened.

e The service was not approved for telehealth by KDHE until the public health emergency. Inthe Non-
Urban area, the percent by telemedicine was 18.5% in 2020 but only 5.0% in 2021; the percentages
for the Urban area were greater and had a smaller relative decrease (25.1%in 2020 and 12.1%in
2021).

e Atleast 99% of the hours of treatment were provided by mental health providers.

e Primary diagnoses varied between the twoareas, but the difference was not a concern for the
analysis.
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Table B.19. Hours of Service from Paid Claims for Community Psychiatric Supportive Treatment
Hours of Community Psychiatric Supportive Treatment from Paid Claims with Procedure Code H0036
H0036 — Community psychiatric supportive treatment, face-to-face, per 15 minutes

Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Stratum 2018 N % 2019 N % 2020 N % 2021 N %
Statewide Statewide Total (Denominator) | 478,809 479,154 432,214 469,358
Non-Urban | 280,224 58.5%| 285,832 59.7%| 270,562 62.6% 299,001 63.7%
Urban | 198,585 41.5%| 193,322 40.3% 161,652 37.4% 170,357 36.3%
Non-Urban Non-Urban Total (Denominator) | 280,224 285,832 270,562 299,001
Mode: Telemedicine 0 0.0% 3 0.0%| 50,178 18.5% 15,061 5.0%
Non-Telemedicine | 280,224 100%| 285,829 100% | 220,384 81.5% 283,940 95.0%
Provider Type: Mental Health | 279,034 99.6% | 285,171 99.8% 270,556 100% 298,997 100%
Other Provider Types 1,190 0.4% 661 0.2% 6 0.0% 4 0.0%
Diagnosis categories:* F90-F98 | 104,652 37.3%| 106,127 37.1%| 94,759 35.0% 104,493 34.9%
F30-F39 88,873 31.7%| 90,775 31.8%| 85,554 31.6% 93,617 31.3%
FA0-FA8 46,633 16.6%| 49,354 17.3% 52,380 19.4% 61,738 20.6%
F20-F29 31,607 11.3%| 31,565 11.0%| 29,711 11.0% 31,115 10.4%
Other FO1-F99 7,996 2.9% 7,616 2.7% 7,372 2.7% 7,599 2.5%
Other categories 466 0.2% 396 0.1% 787 0.3% 440 0.1%
Urban Urban Total (Denominator) | 198,585 193,322 161,652 170,357
Telemedicine 0 0.0% 0 0.0%| 40,506 25.1%| 20,586 12.1%
Non-Telemedicine 198,585 100% | 193,322 100% 121,146 74.9% 149,771 87.9%
Mental Health | 195,692 98.5%| 193,287 100% 161,634 100% 170,357 100%
Other Provider Types 2,893 1.0% 35  0.0% 17  0.0% 0 0%
F30-F39 71,299 359%| 66,813 34.6%| 59,093 36.6%| 63,919 37.5%
F90-F98 48,158 24.3%| 48,473 25.1%| 38,501 23.8%| 38,381 22.5%
F20-F29 44,693 22.5%| 40,513 21.0% 33,242 20.6% 34,354 20.2%
F40-F48 30,107 15.2% 33,675 17.4% 27,517 17.0% 29,472 17.3%
Other FO1-F99 3,995 2.0% 3,620 1.9% 3,166 2.0% 4,143 2.4%
Other categories 333 0.2% 228 0.1% 132 0.1% 88 0.1%
Hours of Treatment per Member Receiving Community Psychiatric Supportive Treatment
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Stratum 2018 2019 2020 2021
Non-Urban Hours 280,224 285,832 270,562 299,001
Members 10,844 11,010 10,835 11,542
Hours per Member 25.8 26.0 25.0 25.9
Urban Hours 198,585 193,322 161,651 170,357
Members 8,164 8,169 7,522 7,694
Hours per Member 24.3 23.7 21.5 22.1
*Stratified by category of primary diagnosis:
F01-F99 — Mental, behavioral, and neurodevelopmental disorders
F20-F29 — Schizophrenia, schizotypal, delusional, and other non-mood psychotic disorders
F30-F39 — Mood [affective] disorders
F40-F48 — Anxiety, dissociative, stress-related, somatoform, and other nonpsychotic mental disorders
F90-F98 — Behavioral and emotional disorders with onset usually occurring in childhood and adolescence
Five diagnosis categories were chosen as the indicating diagnosis for the community psychiatric
supportive treatment measures:
e F20- Schizophrenia
e F25—Schizoaffective disorders
e F34 - Persistent mood [affective] disorders
e F60 — Specific personality disorders
e F91 - Conduct disorders
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The categories chosen were among the highest ranked categories whenranked by the measure
“percentage of claims for community psychiatric supportive treatment having a primary or secondary
diagnosis in a given category.” About three-fifths of claims for community psychiatric supportive
treatment contained one or more diagnosis in the five categories (see Table B20).

Table B.20. Prevalence Rates from Paid Claims for Community Psychiatric Supportive Treatment

Members with Indicating Diagnosis per 1,000 KanCare Members*
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban KanCare Members 190,429 185,323 205,871 223,064
With Indicating Diagnosis 15,847 15,853 14,961 15,570
Rate per 1,000 Members 83.2 85.5 72.7 69.8
Urban KanCare Members 207,165 202,451 227,803 247,427
With Indicating Diagnosis 14,503 14,382 13,422 13,920
Rate per 1,000 Members 70.0 71.0 58.9 56.3
Statewide KanCare Members 397,594 387,774 433,674 470,491
With Indicating Diagnosis 30,350 30,235 28,383 29,490
Rate per 1,000 Members 76.3 78.0 65.4 62.7
Percentage of KanCare Members Receiving HO036 Treatment Who Had an Indicating Diagnosis®
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members in Psychotherapy 10,844 11,010 10,835 11,542
With Indicating Diagnosis 6,205 6,249 5,767 5,848
Percent 57.2% 56.8% 53.2% 50.7%
Urban Members in Psychotherapy 8,164 8,169 7,522 7,694
With Indicating Diagnosis 4,906 4,842 4,482 4,495
Percent 60.1% 59.3% 59.6% 58.4%
Statewide Members in Psychotherapy 19,008 19,179 18,357 19,236
With Indicating Diagnosis 11,111 11,091 10,249 10,343
Percent 58.5% 57.8% 55.8% 53.8%
Percentage of KanCare Members with Indicating Diagnosis Who Received H0036 Treatment
Area of Member Residence Pre-KanCare 2.0 KanCare 2.0
Statistic 2018 2019 2020 2021
Non-Urban Members Indicated 15,847 15,853 14,961 15,570
With Psychotherapy 6,205 6,249 5,767 5,848
Percent 39.2% 39.4% 38.5% 37.6%
Urban Members Indicated 14,503 14,382 13,422 13,920
With Psychotherapy 4,906 4,842 4,482 4,495
Percent 33.8% 33.7% 33.4% 32.3%
Statewide Members Indicated 30,350 30,235 28,383 29,490
With Psychotherapy 11,111 11,091 10,249 10,343
Percent 36.6% 36.7% 36.1% 35.1%
*Counts of KanCare members was as of December 31 of the measurement year.
Primary and secondary diagnosis in the following categories were designated as indicating community psychiatric supportive treatment:
F20 — Schizophrenia F25 — Schizoaffective disorders F34 — Persistent mood [affective] disorders
F60 — Specific personality disorders F91 — Conduct disorders
AFamily and group psychotherapies were identified from paid claims with the following procedure codes:
H0036 — Community psychiatric supportive treatment, face-to-face, per 15 minutes

The prevalence rates, members with anindicating diagnosis per 1,000 KanCare members, were greater
in the Non-Urban areathanin the Urbanarea (e.g., 72.7 and to 58.9in 2020). The prevalence rates were
alsogreaterin the Non-Urban area than the Urban are for individual psychotherapy and family and
group psychotherapy (see Tables B14 and B17).
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The generaltrend in the rates of members with indicating diagnosis per 1,000 KanCare members from
2018 to 2021 follows a similar trend seenin the rates for two types of psychotherapy —rates were stable
from 2018 to 2019, decreasedin 2020, and decreased againin 2021. The same factors listed for
individual psychotherapy may have contributed to the rate declines.

e During the COVID-19 public healthemergency, the State suspended disenrollment under most
circumstances. For example, KanCare members covered under the CHIP program were not
disenrolled when they turned 18, and women with coverage due to pregnancy were not disenrolled
60 days after delivery.

e Reduced access todiagnostic evaluations and treatments while stay at home orders were in effect
may have led to fewer members receiving the indicating diagnoses.

e Members mental health may have improved, thus decreasing the need for treatment; however, this
seems unlikely during the pandemic.

The percentages of KanCare members with an indicating diagnosis who received individual
psychotherapy were about the samein 2018 and 2019 (36.6% and 36.7%, respectively), but in the last
two years, t036.1%in 202020 and 35.1%in 2021. The patternwas the same for both areas. These
results do not support an affirmative response to the study question, “Did use of telemedicine increase
access toservices over the five-year period for KanCare members living in rural or semi-urban areas?”
This conclusion does mean telemedicine was not integral for member accessing care; telemedicine was
just not able to override the barriers presented by the pandemic.

Results for the Evaluation of Use of Telemonitoring Services

The State has defined telemonitoring as “Technologies that target specific disease type (i.e., congestive
heart failure) or high utilizers of health services, particularly ER services and medication regimen
management. Technologies are available that measure health indicators of patients in their homes and
transmit the data to an overseeing Provider. The provider, who might be a physician, nurse, social
worker, or even a non-clinical staff member, canfilter patient questions and report to a clinical teamas
necessary. The goal would be to reduce admission, ER utilization and improve overall health of the
member.”

The following evaluation question relatedto the use of telemonitoring services was examined in the

interim evaluation:

e Did use of telemonitoring services increase over the five-year period for KanCare members with
chronic conditions living in ruralor semi-urbanareas?

Three outcome measures were assessed to evaluate the above-mentioned question:

1. Percentage of members living in the ruraland semi-urban areas who received telemonitoring
services.

2. Number of telemonitoring services provided to members living in the ruraland semi-urbanareas.

3. Number of providers monitoring health indicator data transmitted tothem by members receiving
telemonitoring services.

The evaluation measures focused on the use of telehealth services among KanCare members living in
rural or semi-urban areas, therefore, data were examinedin two geographic areas, Urbanand Non-
Urban, based on county population density. Non-Urban area included all counties except Urban
counties. Urban area is defined Douglas, Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte
counties.
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The encounter, demographics, eligibility, and enrollment records from the State’s Medicaid
Management Information System (MMIS) reporting warehouse were used for the analyses of KanCare
2.0 data from January 2019 through December 2021, and pre-KanCare 2.0 data for 2018. Table B21
displays results for the three telemonitoring measures.

Measure 1: Percentage of members living in rural or semi-urban areas (Non-Urban) who received telemonitoring services.
KanCare 2.0

Area of Member Residence Statistic 2019 2020 2021
Members (denominator) 176,020 188,599 206,837
Non-Urban Members Receiving Telemonitoring * 15 42
Percent 0.01% 0.02%
Members (denominator) 188,146 204,013 226,764
Urban Members Receiving Telemonitoring & 29 98
Percent 0.01% 0.04%

Measure 2: Number of telemonitoring services provided to members living in rural and semi-urban (Non-Urban) areas.

KanCare 2.0

Area of Member Residence Statistic 2019 2020 2021
Non-Urban Telemonitoring Services ko 84 132
Urban Telemonitoring Services ) 90 738
Statewide Telemonitoring Services * 174 870

Measure 3: Number of providers monitoring health indicator data transmitted to them by membersreceiving
telemonitoring services.

KanCare 2.0

Area of Provider Location Statistic 2019 2020 2021
e : ;
e o
e i

Interpretation/Comments:

e Telemonitoring of KanCare members’ health indicator data kicked off with the onset of the COVID-19 pandemicin 2020.

e The percentagesof Non-Urban and Urban memberswho received telemonitoring servicesincreased from 2019 to 2020
and 2021. Asstatistically significant increase for Non-Urban and Urban memberswas seen in 2021 from 2020.

e In2020and 2021, the number of telemonitoring services provided to Non-Urban and Urban members increased from
2019.

e Comparedto 2020, the number of telemonitoring services provided in 2021 was 1.6 times higher for to Non-Urban
membersand 8.2 times higher for Urban members. The increase was seen in 2021 for both Non-Urban and Urban
members, however, higher increase was seen for Urban members.

e The statewide number of performing providersincreased from 18 in 2020 and to 40 in 2021. In both Non-Urban and
Urban areas of the state, the number of performing and billing providers roughly doubled from 2020 to 2021.

e It should be noted that these increases were seen in the initial years of the COVID-19 pandemic (2020 and 2021). The data
and analytical resultsfor 2022 and 2023 may provide a better assessment of the impact of State interventionson

telemonitoring servicesin Non-Urban areas of Kansas.
Note: Counts of KanCare members and telemonitoring services received by members were stratified into Non-Urban and Urban areas by
member’s county of residence; counts of telemonitoring providers were stratified into Non-Urban and Urban areas by provider address; the
Non-Urban area was defined as all counties except Urban counties; Urban area was defined as Douglas, Johnson, Leavenworth, Sedgwick,
Shawnee, and Wyandotte counties. The increase in the percent of members receiving telemonitoring services from 2020 to 2021 was
statistically significant for Non-Urban (p<.01) and Urban (p<.001) areas (weighted Pearson chi-square).

*The number of members receiving telemonitoring services in 2019 was insufficient for analysis (percent of members was less than 0.001%).
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Qualitative Evaluation

Results for the Evaluation of Use of Telementoring Services

Hypothesis 3 stated, “Telementoring can pair rural and semi-urban healthcare providers with remote
specialists to increase the capacity for treatment of chronic, complex conditions.”®

The data sources describing the use of telementoring that pairs ruraland semi-urban healthcare
providers with remote specialists toincrease the capacity for treatment of chronic, complex conditions
are currently not known. Therefore, the related evaluation is focused on summarizing the telementoring
efforts implemented by Sunflower Health Plan, the University of Kansas, and the University of Missouri.

The Project ECHO® (Extension for Community Healthcare Outcomes) Model was used by Sunflower
Health Plan and the University of Kansas to provide telementoring services to providers. These efforts
are summarized below.

Project ECHO® Sunflower Health Plan:

In response to the telementoring component of the KanCare 2.0 Hypothesis 3, Sunflower Health Plan
servedas a Project ECHO® hub. A Project ECHO hub refers to “a regional center where a team of subject
matter expertsis located, replicates the ECHO Model™ and runs their own ECHO program.”*> To conduct
this program, Sunflower Health Plan collaborated initially with the University of Kansas and later with
the University of Missouri’s Office of Continuing Education, School of Medicine, and Sinclair School of
Nursing.

The information summarized below is abstracted fromthe report provided by Sunflower Health Plan
titled “Project ECHO®. Sunflower Health Plan Kansas. 2019-Present.” 1

From March 2019 through November 2021, eleven series comprised of forty-six sessions were
conducted by the project. The sessions were attended by Centene staff (parent managed care company
for Sunflower Health Plan) and providers from multiple disciplines, including medical and behavioral
clinicians, nurses, pharmacists, and social workers. The participants were from non-urban and urban
counties. Further information regarding the sessions is summarizedin Tables B22-B24.

Table B.22. Sunflower Health Plan Project ECHO® Series Goals

ECHO Series ECHO Series Goals

2019 Sunflower Project ECHO®

Fundamentals of Addiction e Broadening understanding of addiction therapies

Treatment e Increasingthe number of rural and frontier providers and addiction treatments

e Maximizing access to medication assisted treatment

Supporting and Integrated Life e Broadening understanding of needs of individuals with I/DD

for Members with Intellectual e Increasing collaboration with community, rural, and frontier providers
and Developmental Disabilities | Maximizing access to coordinated supports for individuals with I/DD
Social Determinants of Health e Broadeningunderstanding of social determinants of health

e Broadening understanding of how where we live, work, and play impacts our health
e Understanding how to access supports within the state
Foster Care e Broadeningunderstanding of trauma informed interventions
e Understanding how unique needs of membersin foster care affect their health
e Understanding how to access supports within Kansas
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Table B.22. Sunflower Health Plan Project ECHO® Series Goals (Continued)

ECHO Series ECHO Series Goals
2020 Sunflower Project ECHO®
Cancer e Broadeningunderstanding of the long-lasting effects of a cancer diagnosis and treatment

e Broadening understanding of the unique needs of members who have cancer
e Understanding how to access supports for membersacross Kansas
Behavioral Health e Understanding evidence-based practices for people with behavioral health needs
e Understanding the unique needs of members who have behavioral health needs
e Understanding how to access supports for members across Kansas
Aging e Supportsavailable to membersin the aging population
e Unique medication needsand approaches for the aging population
e Accessing supports for the aging population across Kansas
Preventative Health e Broadeningthe understanding of expectations of Early Periodic Screening Diagnosis and
Treatment (EPSDT)
e Understanding the schedule for preventative care and immunizations for youth
e Understanding how to access supportsrelated to immunizations and preventative care in

Kansas
2021 Sunflower Project ECHO®
Behavioral Health and e Broadeningunderstanding of trauma informed interventions
Addiction e Understanding how unique needs of membersin foster care affect their health
e Understanding how to access supports within Kansas
Preventative Care e Broadeningthe understanding of preventive care across the lifespan

e Understanding the impact of preventive health across the lifespan

e Understanding how to navigate supports related to preventive care in Kansas
Care Coordination e Understanding the expectations of care coordination

e The unique needs of members who may benefit from care coordination

e Understanding how to access supportsrelated to care coordination

Table B.23. Project ECHO® Sunflower Health Plan Sessions

ECHO Series Session Date Participants
2019 Sunflower Project ECHO®
Fundamentals of Addiction Week 1: Overview of the Fundamentals of Addiction Treatment 3/07/2019 61
Treatment Week 2: Pain Management and Addiction Interaction 3/14/2019 47
Week 3: Opioid Dependence Addiction and Naloxone Education 3/21/2019 55
Week 4: Medication Assisted Treatment, Kansas State Policy 3/28/2019 44
Supporting and Integrated Week 1: The Quality of Life Assessment: An Integrated Approach | 6/06/2019 47
Life for Members with to Identifying Solutions
Intellectual and Week 2: Dementiaand /DD 6/13/2019 39
Developmental Disabilities | Week 3: Crisis Planning for Dual Diagnosis 6/20/2019 41
Week 4: Creating a Path to Employment 6/27/2019 35
Social Determinants of Week 1: Social Determinants of Health 9/05/2019 31
Health Week 2: Housing Supports 9/12/2019 26
Week 3: Employment 9/19/2019 29
Week 4: Food Insecurity 9/16/2019 28
Foster Care Week 1: Trauma Informed Interventions 11/07/2019 52
Week 2: Physical Health and Impact on Behavioral Health 11/14/2019 38
Week 3: Culturally Competent Care for the LGBT Community 11/21/2019 44
Week 4: Psychotropic Medication Use in the Foster Care 12/05/2019 38
Population in Kansas
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Table B.23. Project ECHO® Sunflower Health Plan Sessions (Continued)

ECHO Series Session Date Participants
2020 Sunflower Project ECHO®
Cancer Week 1: How to Help Childhood Cancer Survivors Thrive 3/19/2020 22
Week 2: Cancer Prevention and Immunization 3/26/2020 27
Week 3: Supports, Prevention and Barriers to Care for Members 4/02/2020 22
with Intellectual and Developmental Disabilities
Week 4: Nutrition and Cancer 4/09/2020 16
Behavioral Health Week 1: Parent Management Training Oregon Model 5/07/2020 81
Week 2: Anxiety 5/14/2020 72
Week 3: Peer Support 5/21/2020 59
Week 4: Hope and Healing 5/28/2020 55
Aging Week 1: Social Isolation and Aging 8/06/2020 38
Week 2: Aging in COVID 8/13/2020 39
Week 3: Nursing Home Planningin COVID 8/20/2020 31
Week 4: Atypical Antipsychoticsin the Elderly & Nursing Home 8/27/2020 35
Population
Preventative Health Week 1: EPSDT Overview 10/15/2020 39
Week 2: KAN Be Healthy 10/22/2020 39
Week 3: Childhood Immunizations 10/29/2020 38
Week 4: Treatment and Therapies 11/05/2020 34
2021 Sunflower Project ECHO®
Behavioral Health and Week 1: Medication Assisted Treatment 3/10/2021 65
Addiction Week 2: Peer Mentoring and Addition 3/17/2021 58
Week 3: Methadone Clinic 3/24/2021 40
Week 4: Therapeutic Supports 3/31/2021 45
Preventative Care Week 1: Navigating Barriers to Preventative Care, Sunflower 6/03/2021 20
Approach
Week 2: COVID-19 Vaccine Equity 6/10/2021 19
Week 3: Nutrition 6/17/2021 20
Week 4: Dental Care 6/24/2021 13
Care Coordination Week 1: Case Management Overview 10/07/2021 38
Week 2: OneCare Kansas 10/14/2021 29
Week 3: Behavioral Health 10/21/2021 21
Week 4: Physical Health 10/28/2021 23
Week 5: HCBS and Care Coordination 11/04/2021 23
Week 6: Transitions to Employment 11/11/2021 18
This areaintentionally left blank
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Some of the participants attending the sessions in the October-November 2021 Series titled “Care
Coordination” provided further insights by responding to survey questions asked regarding these
sessions. This information is summarized below in Table B24.

Table B.24. Project ECHO® Sunflower Health Plan October-November 2021 Series Survey

Project ECHO® Sunflower October-November 2021 Series: Care Coordination

Survey Item

Survey Results/Key Themes

Week 1: Case Management Overview (17 survey participants)

e Understanding of care coordination

e Knowledge on different care coordination
supports as it relates to unique needs of the
members/patients/clients

e What did you learn in this continuing education
activity that you will apply to your practice?

e Out of 17 participants, 10 (59%) indicated attending the session
improved their understanding of care coordination.

e Out of 17 participants, 11 (65%) indicated attending the session
improved their knowledge on different care coordination supports
as it relatesto unique needs of the members/patients/clients.

Key themes based on participants responses:

e Coordination of care and services for members

e Benefits of case management and care coordination in managing
member care and getting resources

e Resources/ways to access more coordination

e Networkingand communication

Week 2: OneCare Kansas (12 survey participants)

e Understanding of care coordination

e Knowledge on different care coordination
supports as it relatesto unique needs of the
members/patients/clients

e What did you learnin this continuing education
activity that you will apply to your practice?

e Qut of 12 participants, 8 (67%) indicated attending the session
improved their understanding of care coordination.

e QOut of 12 participant, 10 (83%) indicated attending the session
improved their knowledge on different care coordination supports
as it relatesto unique needs of the members/patients/clients.

Key themesbased on participants responses:

e Information on benefits of OneCare Kansas program

e Access toincreased resourcesto assist members with services

e Utilization of CMHCs for in-person help, and in coordination of
medical services for members with dual diagnoses

Week 3: Behavioral Health (15 survey participants)

e Understanding of care coordination

e Knowledge on different care coordination
supports as it relatesto unique needs of the
members/patients/clients

e What did you learn in this continuing education
activity that you will apply to your practice?

Out of 15 participants, 2 (13%) indicated attending the session

improved their understanding of care coordination.

Out of 15 participants, 12 (80%) indicated attendingthe session

improved their knowledge on different care coordination supports as

it relatesto unique needs ofthe members/patients/clients.

Key themes based on participants responses:

e Information on benefits of and resources available through Smart
Start for Babies program for pregnant women

e Referring pregnant women to Smart Start for Babies program for
better outcomes

e Several resourcesavailable for members

Week 4: Physical Health (5 survey participants)

e Understanding of care coordination

e Knowledge on different care coordination
supports as it relatesto unique needs of the
members/patients/clients

e What did you learn in this continuing education
activity that you will apply to your practice?

All 5 participants (100%) indicated attending the session improved

their understanding of care coordination.

All 5 participants (100%) indicated attending the session improved

their knowledge on different care coordination supportsasit relates

to unique needs of the members/patients/clients.

Key themes based on participants responses:

o Information on benefits of coordinating behavioral health and
medical care

e Resourcesand servicesavailable for members
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Table B.24. Project ECHO® Sunflower Health Plan October-November 2021 Series Survey (Continued)

Project ECHO® Sunflower October-November 2021 Series: Care Coordination

Survey Item Survey Results/Key Themes

Week5: HCBS and Care Coordination (6 survey participants)

e Understanding of care coordination e Qut of 6 participants, 3 (50%) indicated attending the session

improved their understanding of care coordination.

e Knowledge on different care coordination e Qut of 6 participants, 4 (66.7) indicated attending the session
supports as it relatesto unique needs of the improved their knowledge on different care coordination supports
members/patients/clients as it relatesto unique needs of the members/patients/clients.

e What did you learn in this continuing education Key themes based on participants responses:
activity that you will apply to your practice? e Importance of coordination with other agencies

e Better understanding of final rule and KDADS expectations
e Importance of communication

Week 6: Transitions to Employment (6 survey participants)

e Understanding of care coordination e Qut of 6 participants, 4 (67%) indicated attending the session

improved their understanding of care coordination.

e Knowledge on different care coordination e Qut of 6 participants, 4 (67%) indicated attending the session
supports as it relatesto unique needs of the improved their knowledge on different care coordination supports
members/patients/clients as it relatesto unique needs of the members/patients/clients.

e What did you learnin this continuing education Key themes based on participants responses:
activity that you will apply to your practice? e Continue member-centered work

e Communicationsand giving choices
e The dynamicsthat can occur with I/DD waiver and how to get
other resources/departmentsinvolved

KUMC Project ECHO® Series:

In 2021, Kansas University Medical Center (KUMC) conducted the KUMC Project ECHO® Series titled
“Substance Use Disorders 2021: A Primary Care Approach to Managing Substance Use Disorders” for
providers including physicians, advanced practice clinicians, nurses, behavioral health providers, and
other providers.'” The purpose of the series was to improve healthcare provider capacityto implement
evidence-based practices related tosubstance use disorder (SUD) prevention, screening, early
intervention, referralto treatment, and risk reduction.

The information summarized below regarding the five sessions included in this ECHO series, conducted
during April 2021, is abstracted fromthe report titled “Substance Use Disorders 2021: A Primary Care
Approach to Managing Substance Use Disorders. KUMC Project ECHO® Series Summary Report”
provided by the KUMC Project ECHO®.17

A total of 383 attendees participatedin five series sessions, withanaverage of 77 attendees per session.
Through this ECHO series, 240 hours of the Continuing Education (CE) Credit were awarded, with nearly
50 hours of CE credit claimed during each session, on average. Out of 383 attendees, 240 attendees
(63%) claimed CE credit. There were 212 unique registrants for the series. Out of these 212 unique
registrants, 158 (75%) were target learners, including 33 physicians (21%), 49 advanced practice
clinicians (31%), 42 nurses (27%), and 34 behavioral health providers (21%). Out of the 212 unique
registrants, 172 (81%) were Kansas providers, whereas 40 registrants (19%) were from other states. The
Kansas registrants were from both non-urban and urban areas. Out of 172 unique Kansas registrants, 77
(45%) were from non-urban areas, whereas 95 registrants (55%) were from urban areas.
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Table B.25. KUMC Project ECHO® Series Sessions

ECHO Series Session Date Participants
2021 KUMC Project ECHO®
Substance Use Disorders Session 1: Opioid Use Disorder: The Natural History of a Wicked 4/01/2021 93
2021: A Primary Care Problem
Approach to Managing Session 2: SBIRT: Starting the Conversation about Substance 4/08/2021 87
Substance Use Disorders Use
Session 3: Implementing SUD Treatment in Primary Care: A 4/15/2021 70
Rural Health Example
Session 4: The Kansas Perceptive on the Opioid Crisis 4/22/2021 65
Session 5: Strategies for Harm Reduction and Maximizing 4/29/2021 68
Pharmacy Partners

Attendee knowledge was assessed through pre-test and post-test evaluations, and forty-six attendees
completed the evaluations. The post-test percentages for the correct response rates for three of the
four evaluation items were improved. The evaluation information is summarized in Table B26.

| Table B.26. KUMC Project ECHO® Series Evaluation

Series: Substance Use Disorders 2021: A Primary Care Approach to Managing Substance Use Disorders

Percent Correct
Pre-test Post-test

Evaluation Item

Which of the following is NOT atool available to all primary care providers attempting to reduce 43% 60.%
the risk of overdose and other harms related to substance use?
SBIRT is a comprehensive, integrated, public health approach to the delivery of early intervention 91% 96%

for individuals with risky alcohol and drug use, as well as the timely referral to more intensive

substance abuse treatment for those who have substance use disorders.

What are the benefitsto providing MAT to patientsin a primary care setting? 89% 93%
Drug overdose events and controlled substance prescriptions were substantially impacted by the 98% 93%
COVID-19 pandemic in Kansas.

About 89% of the attendees agreedthat “Complex care circumstances were mastered through case-
basedlearning”. The evaluation of three clinical practices for screening and treating SUDs was
conducted at registration and again post-series to determine practice change regrading screening for
SUD, use of medication assisted treatment (MAT) waivers, and partnerships with local pharmacist
related to opioid use disorder (OUD) care. This evaluation was conducted by using a 5-point measure,
with 1 = no practice planned to 5 = established practice. The post-series improvement in the clinical
practice change was seen for two practices (use of MAT waivers, and partnerships with local pharmacist
relatedto OUD care). The pre- and post-ECHO series assessment of self-efficacy measures aligned with
series’ overarching learning objectives and were evaluated with a 5-point ranking scale (1= strongly
disagree, and 5 = strongly agree). Respondents were asked about their confidence in their ability to
employ SUD screening tools in the clinical setting, locate and utilize state andlocal resources for SUD
treatment and recovery-oriented systems of care, devise strategies to counteract stigma in SUD
treatment, and examine various harm reduction strategies andtheir role in disease treatment. The post-
ECHOseries evaluationresults showed an improvement in all four self-efficacy measures indicating
improved self-efficacy of the attendees. At the end of the series, whenattendees were asked if they had
made, or planned on making changes based on what they learned in the series, 79% of them responded
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Key points from attendee feedback are summarizedin Table B27.

| Table B.27. KUMC Project ECHO® Series Attendees’ Feedback

Series: Substance Use Disorders 2021: A Primary Care Approach to Managing Substance Use Disorders

Feedback provided by 46 attendees (N=46)

98% agreed or strongly agreed that they gained helpful knowledge from this ECHO series (n=45)

91% estimated their confidence level using this new information to better treat patients at 50% to 100% (n=42)

89% agreed or strongly agreed that they obtained helpful skillsand techniques to improve professional practice (n=41)
80% estimated 50% to 100% of information was new (n=37)

74% agreed and strongly agreed that ECHO's interactive format is more effective than standard webinars (n=34)

The continuing education evaluation was also conducted at the end of each session. Three evaluation
items were included in this assessment. These results, summarized in Table B28, are based on the
responses provided by the attendees who claimed CE credit.

Table B.28. KUMC Project ECHO® Series Continuing Education Evaluation

Series: Substance Use Disorders 2021: A Primary Care Approach to Managing Substance Use Disorders

Continuing Education Evaluation Item Session

Number of Attendees Responding 63 56 45 35 41

Please rate your level of achievement (% reporting good or outstanding)

e Employ SUD screeningtoolsin the clinical setting 87% 89% 89% 83% 95%
e Locate and utilize state and local resources for SUD treatment and recovery- 89% 80% 89% 89% 95%
oriented systems of care
e Devise strategiesto counteract stigmain SUD treatment 92% 86% 89% 86% 98%
e Examine various harm reduction strategies and their role in disease treatment 89% 78% 93% 77% 100%
I will use this information to (% responding “yes”)
e Improve my current patient safety practices 59% | 48% | 53% | 43% | 63%
e Validate my current patient safety practices 21% | 25% | 18% | 34% | 15%
e Improve my current medical error prevention and analysis practices 14% 2% 7% 17% @ 12%
e Validate my current medical error preventionand analysis practices 5% 5% 4% 11% 0%
e Improve my current risk management practices 35%  20% @ 31% @ 20% @20%
e Validate my current risk management practices 11% | 14% @ 13% @ 17% 5%
Please rate your level of agreement (% responding “somewhat agree” or “strongly agree”
e This activity has positively affected my ability to function as part of a team 87% @ 82% @ 89% 86% @ 90%
e |learned somethingtoday that | can take back to my team to improve outcomes 92%  86% | 93% 8% @ 93%

These results for the three continuing education evaluation items describedin Table B28 are further
summarized below.

Across all five sessions, more than 76% of respondents reported their level of achievement to be
good or outstanding regarding the employment of SUD screening tools in the clinical setting,
locating and utilizing state and local resources for SUD treatment and recovery-oriented systems of
care, device strategies to counteract stigma in SUD treatment, and examining various harm
reduction strategies andtheirrole in disease treatment.

Across all five sessions, 43% to 63% of respondents indicated they will use the information to
improve their current patient safety practices, however, only 15% to 34% indicated they will use the
information to validate their current patient safety practices. Only 2% to 17% indicated they will use
the information to improve their current medical error prevention and analysis practices, whereas
0% to 11% indicated they will use the information to validate their current medical error prevention
and analysis practices. With regardto current risk management practices, 20%to35% indicated
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they will use the information to improve these practices, and 5% to 17% indicated they will use the

information to validate these practices.

e Across all five sessions, more than 80% of respondents ratedtheir level of agreement as “somewhat
agree” or “stronglyagree” when asked about the positive affect on their ability to be a part of team,
and they learned the information that they can share with their team to improve outcomes.

Results for the Telehealth Provider Survey

The Telehealth Provider Survey was conducted in September 2022. The survey was designedto gain an
understanding of providers’ experiences regarding telehealth services they offer to KanCare members,
including facilitators and barriers to the use of telehealth services, and whether use of the services

improved access to care among KanCare members.

In addition, providers were asked to provide recommendations for removing barriers to increas e the use
of these services andimprove access to care among KanCare members. An overview of survey responses

and key themes are summarizedin Table B29.

| Table B.29. Telehealth Provider Survey: Ideas to Improve Telehealth Services for KanCare Members ‘

Survey Participants’ Responses

Key Themes

o |thinkit would be helpful to have some consistency in terms of
rules/forms, etc. It seems like everyone requires something different
(Commercial /VA, etc.).

e Specifyrequired in-person visits, i.e. g6 month or yearly.

e To keep telehealth open for all providers (no silos) and not having
specific platforms we have to use per each MCO. As longas it is HIPAA
certified, providersshould be able to utilize their selected HIPAA
compliant platform for telehealth.

e Provide consistencyin application of rules

and systems.

o Use of the same forms by all entities
involved.

o Specify required in-person visits.

o Providersshould not have to use specific
platforms for each MCO.

o Providersshould be able to utilize their
selected HIPAA compliant platform for
telehealth.

e Ensure reliable Wi-Fi connection for members with capable technology.

e Increase internet access.

e Ensure that all memberscan access telehealth services.

e Improved access to higher speed internet access for patientsin
medically underserved regions.

e Clientsdon't always have reliable internet/cell service aswe are in rural
area.

e For therapy evaluations such as mine, | can perform up to 12
evaluations a day with outstanding effectivity and results. | have a
better setup with a dual screen monitor to assess patient charts while
documenting and using the audiovisual platform of their choice.

e Biggerscreens, better audio, connectivity issues.

e Helpingclientsobtain reliable and adequate Internetservices and
devicestoimprove telehealth sessions, e.g., more than just phone.

e | would like clientsto have accessto apps for monitoring of mood
symptoms or electronic journals that they could electronically send to
providers. It could provide insights into what may be triggering panic
attacks, dreams about unresolved issues, and/or medication adherence
monitoring. Government phoneswith limited minutes or access to
applicationsinhibits progress with care.

e Communicating to KanCare membersthat telehealth isavailable, free,
and useful. Helping clients know what to do if they don't have access to
internet (how to apply for waivers/grants ifthey don't have access to
internet or for free/reduced cost cell phone plans).

e Increase and improve technology and
resources for the members and providers.

o Ensure availability of reliable high speed
internet technology for all members,
especiallyin medically underserved and
rural areas.

o Provide better technical resources and
system capabilities for membersand
providers, such as devices, bigger screens,
better audio, capability for providersto
use audiovisual platforms of patients'
choice.

o Members’ access to mobile apps for
monitoring of mood symptoms or
electronic journalsthat they could
electronically send to providers.

o Government phoneswith limited minutes
or access to applicationsinhibits progress
with care. Better devices should be
provided to members.

o Givinginformation to members on how to
apply for waivers/grants ifthey don't have
access to internet or for free/reduced cost
cell phone plans.
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Table B.29. Telehealth Provider Survey: Ideas to Improve Telehealth Services for KanCare Members

(Continued)

Survey Participants’ Responses Key Themes

e Continued coverage. e Continued coverage by insurance companies.

e Maintain coverage by insurance companies.

e Provide education to member on the ease and benefit of telehealth. e Provide education, resources (such as

e Educate patientson the benefits of being seen from a telehealth searchable databases for identifying providers
platform. for needed services), and trainings to members

e Offer webinars to and members on telehealth, how it works, tips for to assist in the understanding benefits of
effectivenessvia Telehealth services telehealth and using it with ease.

e Most clients stumble upon me through Psychologytoday.com
because they don't know how to find a qualified therapist who
specializesin their needs when the therapist livesin a different area
of the state. Any kind of database that's easily searchable for
potential clients seeking services to be able to sort through all
qualified providersin order for them to make an informed decision
would go over well, | think. If that already exists, then getting the
word out to KanCare membersis the key that seems to be missing.

e Assisting clients with lack of resourcesinto getting those resourcesto
receive services.

e Provide telehealth servicesto your customers at the same rate as in e Increase reimbursement rate for telehealth
person services. services.

e Increase reimbursement. o Offer same reimbursement rate for

e Reimbursement rates prevent providers from taking new KanCare telehealth servicesasin person services.
members. It isnot cost effective to provide services with such poor o Increase in reimbursement rates to make
rates and no pay for no-shows. telehealth use cost-effective and for its

e Increased rate for telehealth services as this opens doors for increased use.
increased services. o Offer greater reimbursement to companies

who participate in telehealth due to

e Offer greater reimbursement to companies who participate in ] .
convenience of telehealth capabilities.

telehealth due to convenience of telehealth capabilities.

o | believe all KanCare members should have access to telehealth asa e Ensure opportunitiesfor telehealth services
part of their comprehensive health services. It should be up to the are available for all members.
clinical judgment of the provider and client to determine who would o Access to telehealth as part of
benefit from telehealth services delivery. comprehensive health services for the

e More opportunities for KanCare membersto participate in telehealth member with the decision to use telehealth
services from school. services being based on the provider's

clinical judgment and the member.
o Provide more opportunities for telehealth
services from school.

This areaintentionally left blank
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Survey Participants’ Responses

Key Themes

o Offer webinars to providers on telehealth, how it works, tips for
effectivenessvia Telehealth services

e More training

o We need training for billing staff, leadership staff, and all providersthatis on
easy-to-understand termsand language. Everything| have seen so far leaves
more questionsthan it provides answers for. It is vague. It does not address
my specific situation.

| also want to see leadership buyin. | am always being pushed to see
patients so always register for webinars| hope | get to see and then end up
having to miss them because | have appointments. | would like to see the
training easily accessible and easy to find on self-paced coursesthat | can
watch, start, and stop on my own time. | want to be able to ask credible
subject matter experts my question about my exact situation to see ifl am
applyingthe correct billing codes.

My organization says telehealth is not profitable. Other organizations say it
is. | think we are not billingit correctly. We also need easy to understand
training for everyone on how to bill for it that we can access at any time. We
also need an expert who can answer specific situational questions.

e Right manners, attitude and rules when attend telehealth appointment.

e Provide trainings for providers.

o Trainings with easy to understand
termsand language for billing staff,
leadership staff, and all providers.

o Provide trainingsin user-friendly
format that is easily accessible and
easy to find on self-paced courses.

o Leadership buy-in to accommodate
time for providers' trainings.

o Availability of trainings on a variety of
specific situations providers deal with.

o Availability of credible subject matter
expertsto respond to the provider's
exact situation to see if correct billing
codesare applied.

o Provide easy to understand training
for everyone on how to bill that
providers can access at any time and
can reach an expert who can answer
specific situational question

o Training on appropriate attitude and
rules for telehealth appointments.

e Telehealthisan amazing resource to KanCare members. | believe it has
lessened the stress of membersin attending appointments. It has improved
show rates.

e None. Itis working well, and | have found a growing confidence in telehealth
services.

e None (3)

e None at thistime.

e Telehealthisnot the issue.

e Our patients need this service because without it many will simply go
untreated. At the beginning of the pandemic, | had one man on telehealth
tell me “Thank God you offer Zoom sessions now. | tried to come see you for
months about my anxiety but always turned around and went home because
| was too anxious. | even got into the waitingroom once and left. Now on
Zoom | can finally feel comfortable enough to get the medication | need."|
had several patients tell me they were homeless or jobless and had no food.
They lived in another city or county or too many miles to walk in the heat of
summer. They needed to maintain their mental health medications but did
not have a car or could not afford the gas and did not have access to other
transportation sources. Some ofthem do have jobs and can only take limited
time off so cannot afford to take time off for every doctor appointment to
keep up with seeing me to get their medications. Seeing me on alunch break
while in their car on Zoom is the only way they can stay on top of their
mental health. Some patients were caring for kids with COVID, had COVID,
had Strep throat, or recovering from a broken leg, or had cellulitis so bad
they could not getin the car and drive. For them telehealth isthe only way
they can see a behavioral health provider to get their medication refilledand
checkin. Otherwise, they would miss an appointment and go without their
meds. This would be detrimental to their health. WE NEED THIS SERVICE FOR
BEHAVIORAL HEALTH.

e Telehealthisavaluable source for
membersand providers.
o Great resource for members.
o No recommendations for improvingit.
o Telehealth services are needed for
provision of behavioral health care
services.
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Survey Participants’ Responses

Key Themes

e Having a one or a few specific and dedicated therapist covering that service
for organizations instead of spreading it among all providers. The benefit
would be a person more familiar and specifically competent in thisarea. The
barrier isthat should the organization lose the faculty member covering this
service, it may be difficult to cover those services until they have a
replacement.

e Use them as a fall back when usual in person visits are impeded.

e |don't. | do not like telehealth for my profession. | cannot accurately see the
child or hear the child. | work with speech and language disorders, often
requiringintense evaluation of the articulatorsand if I can't easily see the
child'smouth or be able to lookinto their mouth or be able to complete
certain techniquesto help teach the articulators how to make soundsit is
not a functional session.

I also do not like that our telehealth services have become a crutch for
parents. All but one of my telehealth kids all attend school in person as well
as attend other functionsin person, yet do not come to in person therapy. It
demonstrateslack of investment for many of the parents.

Note: Three survey respondents provided
specific commentsrelated to use telehealth
that were dissimilar to those provided by
rest of the respondentsto this survey
guestion. These commentsare summarized
into following dissimilar themes:

e Only one or few specific and dedicated
therapists covering that service for
organizations. However, there will be a
gap in servicesif assigned provider
leavesthe organization.

e Telehealth servicesshould be used when
in-person services cannot be provided.

e Telehealthisnot appropriate for clients
with certain conditions such as speech
and language disorders.

e Parentsdo not want to bring their child
for an in-person visit when telehealth
servicesare available.
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Table C.1. Comparison of Interim and Summative Evaluation Analytic Methods

Overall Service Coordination

Evaluation Question
Outcome Measures

1. Didthe Service Coordination Strategy of integrating physical and behavioral health services provided to KanCare members

Interim Report Analytic Methods

improve quality of care, health, and cost outcomes?

2. Didthe OneCare Kansas program, by implementing comprehensive and intense method of care coordination, improve

the quality of care, health, and cost outcomes?

Summative Analytic Methods

Included in Interim (Quantitative):

¢ Annual Dental Visit (HEDIS)

o Adults’ Access to Preventive/ Ambulatory
Health Services (HEDIS)

¢ Adolescent Well-Care Visits (HEDIS)

¢ ED visits, observation stays, or inpatient
admissions for following conditions
(Administrative):

o Diabetic ketoacidosis/
hyperglycemia, or

Acute severe asthma, or

Hypertensive crisis, or

Fall injuries, or

o SUD or mental health issues

o Qutpatient or professional claims for
following conditions (Administrative):
o Diabetic retinopathy, or
o Influenza, pneumoniaor shingles

o Emergency department visits overall
(Administrative)

Included in Interim (Qualitative):

¢ Learning needsidentified by the OneCare
Kansas (OCK) Learning Collaborative.

o Processesto address the learning needs
identified by the OCK Learning
Collaborative.

o Factors that facilitated the implementation
of the OCK program to achieve its goal.

¢ Barriersencountered in implementation.

o O O

o Processesto furtherimprove the quality
of OCK program.

o Observations about why OCK program
succeeded or did not meet its goals.

Excluded in Interim:

e Initiation and Engagement of Alcohol and
Other Drug Abuse or Dependence
Treatment (HEDIS)

¢ Antidepressant Medication Management
(HEDIS)

o Inpatient Utilization — General
Hospitalization/ Acute Care, excluding
maternity admissions.

Removed from Analytic Plan:

Follow-Up After Hospitalization for Mental

IlIness (HEDIS)

¢ 3 pre-KanCare, 3 KanCare data
points were available.

o Equality of Relative
Improvements (a modification of
Difference-in-Differencesthat
assumes equal reductionsin
failure rates instead of equal
slopesof trend lines) between
intervention and control group

o Utilization rates were reported
per 1,200 member-months.

o Keythemeswere identified from
the following sources:

o April 2020 through March
2022 OCK Learning
Collaborative participants’
responses
June 2021 WSU CEl survey
July 2021 regional meetings
led by KDHE

¢ 0 pre-KanCare, 3 KanCare data
points were available.

e |nitiation and engagement rates
from encounter data were too
different from HEDIS rates.

o For the other two, suitability of
pre-KanCare rates from
encounterswas beingstudied.

Omitted due to low
denominators

¢ 3 pre-KanCare, 5 KanCare data
points are expected.

o Comparative Interrupted Time
Series Evaluation Design as
planned

¢ Equality of Relative
Improvementsif points are
removed due to COVID-19

o Utilization rates will be reported
per 1,200 member-months
instead of per 1,000 member-
monthsas planned.

¢ Keythemeswill be identified
from the following sources:
o Interim validation report
and sources
o Additional sourcesas data
become available

¢ 0to 3 pre-KanCare, 5 KanCare
data pointsare expected.

o Comparative Interrupted Time
Series Evaluation Design as
planned (if 8 points available)

o Equality of Relative
Improvements (if fewer than 8
points are available)

Will be omitted
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Table C.1. Comparison of Interim and Summative Evaluation Analytic Methods (Continued)

Hypothesis 1

Evaluation Question

Outcome Measures Interim Report Analytic Methods Summative Analytic Methods
1. Didthe Value-Based Provider Incentive Program increase integration and reduce silos between physical and behavioral
health services provided to KanCare members?
2. Didthe Value-Based Provider Incentive Program for integration between physical and behavioral health servicesimprove
quality of care, health, and cost outcomes provided to the KanCare members?

Excluded from Interim:
o All quantitative measures ¢ Data were not available for e Comparative Interrupted Time

determining comparison groups Series Evaluation Design as
planned (if 8 points available)
o Equality of Relative
Improvements (if fewer than 8
points are available)

Excluded from Interim:

e All qualitative measures e Data were not available ¢ Key themes will be identified
Removed from Analytic Plan: None
Hypothesis 2
Evaluation Question
Outcome Measures Interim Report Analytic Methods Summative Analytic Methods

1. Did provision of supports for employment and independent living to the KanCare 2.0 members with disabilities and
behavioral health conditions who are livingin the community improve theirindependence and health outcomes?
Excluded from Interim:
e All quantitative measures o Standardized data were not o Standardized data starting May
available for analysis 2022 isexpected
¢ Descriptive statisticsand
comparison of 2022 and 2023

data points
Hypothesis 3
Evaluation Question
Outcome Measures Interim Report Analytic Methods Summative Analytic Methods
1. Did use of telemedicine servicesincrease over the five-year period for KanCare memberslivingin rural or semi-urban
areas?

2. Diduse of the telemonitoring servicesincrease over the five-year period for KanCare members with chronic conditions
livingin rural or semi-urban areas?

3. Evaluation question related to the telementoring: Evaluation question and design will be developed later.

4. Did use of telemedicine increase access to services over the five-year period for KanCare memberslivingin rural or semi-
urban areas?

Included in Interim:

—Quantitative Telehealth ¢ 1 pre-KanCare, 3 KanCare data ¢ 1 pre-KanCare, 5 KanCare data
o % oftelemedicine services received points were available. points are expected.
by the members livingin rural or ¢ Non-experimental method (One- ¢ Non-experimental method (One-
semi-urban areas. Group Pretest—Posttest Design) Group Pretest—Posttest Design)
o # of receiving sites for telemedicine ¢ Subgroup analysis as planned
servicesin rural or semi-urban areas o Urban, non-urban e Subgroup analysis as planned
* % of memberslivingin rural or semi- o Age range

urban areas who received
telemedicine services
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Table C.1. Comparison of Interim and Summative Evaluation Analytic Methods (Continued)
Hypothesis 3 (Continued)

Outcome Measures

Interim Report Analytic Methods

Summative Analytic Methods

o # of paid claims with selected
procedure codes, stratified by area,
mode of delivery, and service type.

o # of memberswith selected diagnosis
per 1,000 members (e.g., speech-
language pathology).

New in Interim (Quantitative Telehealth):

o Percentage of KanCare members with
selected procedure codes how had
specific diagnoses codes

® Percentage of KanCare memberswith
specific diagnoses codeswho had
selected procedure codes

Included in Interim (Quantitative

Telemonitoring):

¢ % of memberslivingin rural or semi-urban
areas who received telemonitoring
services

o # of telemonitoring services provided to
memberslivingin rural or semi-urban
areas (total number and by types of
service or claims)

o # of providers monitoring health indicator
data transmitted to them by the members
livingin rural or semi-urban counties
receiving telemonitoring services

Included in Interim (Qualitative

Telemedicine and Telemonitoring):

o Factors that facilitated the use of

telemedicine and/or telemonitoring

services for the Medicaid members.

Barriersencountered in using

telemedicineand/or telemonitoring

services for the Medicaid members.

Recommendations about how to

further improve the use of

telemedicineand/or telemonitoring
services.

Recommendations about how to

remove barriersencountered in using

telemedicine and/or telemonitoring
services.

Observations about why the use of

telemedicineand/or telemonitoring

services succeeded or did not succeed
inincreasing the access to care for

the Medicaid membersin rural and

semi-rural areas.

¢ 1 pre-KanCare, 3 KanCare data
points were available.

¢ Selected procedures/diagnoses
o Speech therapy
o Individual psychotherapy
o Family or group psychotherapy

o Descriptive statistics

¢ Equality of Relative
Improvement

¢ 1 pre-KanCare, 3 KanCare data
points were available.

¢ Non-experimental method (One-
Group Pretest—Posttest Design)

o Subgroup analysis
Urban, non-urban

o Keythemeswere identified from
the following sources:
o August-September 2022
provider survey

¢ 1 pre-KanCare, 5 KanCare data
points are expected.

o Extend analysis with additional
datapoints

¢ Additional procedure/diagnoses
codeswill be considered

¢ 1 pre-KanCare, 5 KanCare data
points are expected.

¢ Non-experimental method (One-
Group Pretest—Posttest Design)
as planned

¢ Keythemesare expected to be
identified from the following
sources:
o August-September 2022
provider survey
o Follow-up provider survey
o Keyinformant interviews
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Table C.1. Comparison of Interim and Summative Evaluation Analytic Methods (Continued)

Hypothesis 3 (Continued)
Outcome Measures Interim Report Analytic Methods Summative Analytic Methods
Included in Interim (Qualitative
Telemonitoring): ¢ Project ECHO® sessions were ¢ Project ECHO sessions through
e Summary of telementoring efforts reviewed: 2024 will be reviewed.
o 46 Sunflower Health Plan o Additional sources will be
sessions, 2019-2021 summarized, if available.

o 5 KUMC sessions, 2021

Excluded from Interim:
e Quantitative telementoring e Data source unknown ¢ Dependent on source data

Removed from Analytic Plan: None
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OT APDreviations and ACro

Abbreviation/Acronym Description
AAP Adults’ Access to Preventive/Ambulatory Health Services
ADV Annual Dental Visit

Aetnaor ABH AetnaBetter Health of Kansas

AOD Alcohol or OtherDrug

AWC Adolescent Well-Care Visit

Bl Brain Injury

BPD Blood Pressure Control for Patients with Diabetes
CAHPS Consumer Assessment of Healthcare Providers and Systems
CBMH Community-Based Mental Health

CDC Comprehensive Diabetes Care

CE Continuing Education

CHIP Children’s Health Insurance Program

CITS Comparative Interrupted Time Series

CMHC Community Mental Health Center

CMS Centers for Medicare & Medicaid Services

CPT CurrentProcedural Terminology

E&M Evaluation and Management

ECHO (Project ECHO) Extension for Community Healthcare Outcomes
ECHO (Survey) Experience of Health Outcomes

ED EmergencyDepartment

EED Eye Exam Performed for Patients with Diabetes
EHR ElectronicHealth Record

EQRO External Quality Review Organization

FE Frail Elderly

FQHC Federally Qualified Health Center

FUH Follow-Up After Hospitalizationfor Mental lliness
HbA1lc Hemoglobin Alc

HBD Hemoglobin Alc Control for Patients with Diabetes
HCBS Home and Community Based Services

HCBS CAHPS ggsnes;rsneerrvﬁzzssessment of Healthcare Providers and Systems Home and Community-
HEDIS Healthcare Effectiveness Data and Information Set
HRA Health Risk Assessment

HST Health Screening Tool

1/DD Intellectual/Developmental Disability
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Abbreviation/Acronym Description
ICD-10-CM International Classification of Diseases, Tenth Revision, Clinical Modification
IET Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment
IMDs Institutions for Mental Diseases

KDADS Kansas Department of Aging and Disability Services
KDHE-DHCF Kansas Department of Health and Environment, Division of Health Care Finance
KFMC KFMC Health Improvement Partners (the EQRO)

KMAP Kansas Medical Assistance Program

KUMC University of Kansas Medical Center

LTSS Long Term Services and Supports

MAT Medication Assisted Treatment

MCO Managed Care Organization

MMIS Medicaid Management Information System

MSC Medical Assistance with Smoking and Tobacco Use Cessation
My MeasurementYear

NCI National Core Indicators

NCI-AD National Core Indicators Adults with Disabilities

NCQA National Committee for Quality Assurance

NQF National Quality Forum

NPI National Provider Identifier

OCK OneCareKansas

OCKPs OCK Partners

oCD Obsessive Compulsive Disorder

oubD Opioid Use Disorder

PapP Pay-for-Performance

PCP Primary Care Provider

PCSP Person-Centered Service Plan

PD Physical Disability

PPC Prenatal and Postpartum Care

Qc Quality Compass

RFR Reduction in the Failure Rate

SLP Speech-Language Pathologist

SMI Severe Mental lliness

Sub Substance Use Disorder

Sunflower or SHP Sunflower Health Plan

UnitedHealthcare or UHC

UnitedHealthcare Community Plan of Kansas
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OT APDreviations and ACro

Abbreviation/Acronym Description
VBP Value-Based Purchasing
WSU CEI Wichita State University Community Engagement Institute
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KanCare 2.0 Evaluation Design

A. General Background Information

KanCare, the Kansas statewide mandatory Medicaid managed care program, was implemented January 1, 2013, under
authority of a waiver through Section 1115 of the Social Security Act. The initial demonstration was approved for five
years, and the Centers for Medicare and Medicaid Services (CMS) approved a one-year extension on October 13, 2017.
The State submitted the Section 1115 demonstration renewal application for the KanCare program, titled “KanCare
2.0,” in December 2018.1 CMS approved the renewal of the KanCare 2.0 demonstration for the period of January 1,
2019 through December 31, 2023.2 The KanCare Evaluation Design was submitted within 180 days of the CMS
approval, as required. The CMS review of the evaluation designwas received November 18, 2019. This updated
evaluation design submission incorporates modifications recommended by CMS. 3

KanCare 2.0is an integrated managed care Medicaid program that serves the State of Kansas through a coordinated
approach. KanCare is operating concurrently with the State’s Section 1915(c) HCBS waivers, and together they provide
the authority necessary for the State to require enrollment of almost all Medicaid members (including the aged,
people with disabilities, and some individuals who are dually eligible). The KanCare managed care delivery system
provides state plan and HCBS waiver services to Medicaid recipients statewide.*

The original goals of the KanCare demonstrationfocused on providing integrated and whole-person

care, creating health homes, preserving or creating a pathto independence, and establishing

alternative access models with an emphasis on home and community-based services (HCBS).

Building on the success of the current KanCare demonstration, the goal for KanCare 2.0is to help

Kansans achieve healthier, more independent lives by coordinating services and supports for social

determinants of health and independence in addition to traditional Medicaid and Children’s Health Insurance Program
(CHIP) benefits.! KanCare 2.0 aims to improve integration and coordination of care across the healthcare spectrum.
Services related to social determinants of health include addressing safe housing; food sources; educational, economic,
and job opportunities; access to health care services; transportation options; community-based resources in support of
community living; and opportunities for recreationaland leisure-time activities. Services that address social
determinants of independence are tailored to an individual’s vision for their life, including areas suchas career,
community participationand contribution, and social/emotional connections. Strategies toachieve the enhanced
goals of KanCare 2.0include service coordination, the OneCare Kansas (OCK) program, value-based models and
purchasing strategies, increasing employment and independent living supports, and telehealth (e.g., telemedicine,
telemonitoring, and telementoring) services.

KanCare 2.0 will expand upon care coordination to provide service coordination, which is a comprehensive, holistic,
integrated approachto person centered care.? It allows for maximum access to supports by coordinating and
monitoring all of an individual’s care (acute, behavioral health, and LTSS) through direct interventions, provider
referrals, and linkages to community resources. Case management, disease management, discharge planning, and
transition planning are also elements of service coordination.

OCK is a care management service model, based on the health home model, where all professionals involved in a
member’s care communicate with one another so that the member’s medical and behavioral healthand social service
needs are addressedin a comprehensive manner. The coordination of a member’s care is done through a dedicated
care manager who oversees and coordinates access toall of the services a member requires in order to optimize
member health.

Value-based models and purchasing strategies willinclude provider payment and/or innovative delivery system design
methods between MCOs and their contracted providers, as well as the pay-for-performance (P4P) program between
the State and contracted MCOs. Also, in 2021, the Delivery System Reform Incentive Payment (DSRIP) program will
transition to an Alternative Payment Model (APM) approach, shifting from DSRIP project-based metrics to APM
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provider-based quality and outcome metrics. Similar to the DSRIP program, the APM approach will require that
providers meet or exceed predetermined quality and outcome improvements to receive incentive payments.?
Increasing employment-related services in KanCare 2.0 includes the Employment Support Pilot. The pilot will provide
access to pre-employment services for individuals that are ineligible for, or less likely to seek, existing post-
employment services and benefits. The two disability groups served by the pilot are individuals with a behavioral
health condition who are eligible for Supplemental Security Income (SSI) or Social Security Disability Insurance (SSDI)
and individuals eligible for a Home and Community Based Services (HCBS) wait list or waiver and who are SSI eligible
only. Services will include supported employment, personal assistant services, assistive technology, pre-vocational
services (if not able to access Vocational Rehabilitation [VR] service), transportation, and independent living skill
building.

B. Evaluation Questions and Hypotheses

KanCare 2.0 Demonstration Goal

The goalfor KanCare 2.0is to help Kansans achieve healthier, more independent lives by coordinating services and
supports for social determinants of health and independence in addition to traditional Medicaid benefits.*

KanCare 2.0 Demonstration Hypotheses

1. Value-based models and purchasing strategies will further integrate services and eliminate the current silos
between physical health services and behavioral health services, leading toimprovements in quality, outcomes,
and cost-effectiveness.

2. Increasing employment and independent living supports for members who have disabilities or behavioral health
conditions, and who are living and working in the community, will increase independence and improve health
outcomes.

3. Useof telehealth(e.g., telemedicine, telemonitoring, and telementoring) services will enhance access to care for
KanCare members living in ruraland semi-urban areas. Specifically:

a. Telemedicine will improve access toservices suchas speech therapy.

b. Telemonitoring will help members more easily monitor healthindicators suchas blood pressure or glucose
levels, leading to improved outcomes for members who have chronic conditions.

c. Telementoring can pair ruraland semi-urban healthcare providers with remote specialists toincrease the
capacityfor treatment of chronic, complex conditions.

4. Removing payment barriers for services provided in Institutions for Mental Diseases (IMDs) for KanCare members
will result in improved beneficiary access tosubstance use disorder (SUD) treatment services. The evaluation
qguestion and methodology are described in the SUD-specific evaluation design, KanCare 2.0 Section 1115
Substance Use Disorder (SUD) Demonstration Evaluation Design (submitted separately), in accordance with the
first research question noted in Table B.1 of Appendix B of CMS’s Evaluation Design Guidance for Section 1115
Demonstrations for Beneficiaries with Serious Mental lllness/Serious Emotional Disturbance and Substance Abuse
Disorders>

KanCare 2.0 Demonstration Evaluation Questions

As the focus of the evaluationis to examine whether the KanCare 2.0 Demonstration achieved its objectives, the
proposed evaluation questions are developed in alignment with the demonstration’s goal and hypotheses (Tables B1

and B2).
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Table B1 describes two evaluation questions. The first evaluation question will examine the effectiveness of the
overall Service Coordination Strategy of the KanCare 2.0 demonstrationthat is designed to enhance the quality of care
and health outcomes and to reduce cost of care. A quasi-experimental evaluation design will be used to assess this
guestion. The evaluation design for the overall Service Coordination Strategy of KanCare 2.0 demonstration will
include an intervention group and appropriate comparison groups. The Intervention Group will include members who
met a health risk assessment (HRA) threshold and receivedservice coordination (excluding those members who opted
for the OneCare Kansas program). These members in the pre-intervention period will serve as the Comparison Group
1, whereas KanCare 2.0 members who scored 3 to 5 points below the HRA threshold and received traditional care
instead of service coordination will serve as the Comparison Group 2. The Comparison Group 2 will alsoinclude
KanCare 2.0 members who met the HRA threshold but opted not to receive service coordination and received
traditional care. The further details of the evaluation designare describedin the Methodology section.

The second evaluation question will evaluate the effectiveness of the OneCare Kansas program of KanCare 2.0
demonstration, a new Medicaid option based on the health home model. This program will be offered to KanCare 2.0
members with chronic conditions and is designedto apply a comprehensive and intense method of care coordination
that will integrate and coordinate all services and supports to treat the “whole person” across the life span. A quasi-
experimental evaluation design will be used to assess this question. The evaluation of the OneCare Kansas program of
KanCare 2.0 demonstration will include anintervention group and appropriate comparison groups. The Intervention
Group will include eligible members for the OneCare Kansas program who opted to participate in the programand
received core services of the program. These members in the pre-intervention period will serve as the Comparison
Group 1. The KanCare 2.0 members eligible for the OneCare Kansas program who did not opt to participatein the
program and received traditional care will constitute the Comparison Group 2. Further details of the evaluation design
are described in the Methodology section.

Table B1. Evaluation Questions for Examination of Overall Service Coordination Among KanCare 2.0

Demonstration Members

1) Did the Service Coordination Strategy of integrating physical and behavioral healthservices provided to
KanCare members improve quality of care, health and cost outcomes?

2) Did the OneCare Kansas program thatimplements comprehensive and intense method of care coordination
improve the quality of care, health and cost outcomes?

Table B2 describes evaluation questions related to four hypotheses ofthe KanCare 2.0 demonstration. Depending
upon the availability of appropriate comparison groups for the evaluation of these hypotheses, the quasi-evaluation
designs (with comparison groups) and non-experimental designs (without comparison groups) will be applied for the
evaluation of these hypotheses. The further details of the evaluation designs are described in the Methodology
section.

KanCare 2.0 Hypotheses Evaluation Questions

Hypothesis 1:

Value-based models and purchasing
strategies will furtherintegrate servicesand
eliminate the currentsilos between physical

1) Did the Value-Based Provider Incentive Program increase
integration and reducesilos between physicaland
behavioral health services providedto KanCare members?

health services and behavioral health 2) Did the Value-Based Provider Incentive Program for
services, leading to improvements in quality, integration between physical and behavioral health services
outcomes, and cost-effectiveness. improve quality of care, health, and cost outcomes?
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Table B2. Evaluation Questions for Examination of the KanCare 2.0 Hypotheses (Continued)

KanCare 2.0 Hypotheses

Hypothesis 2:

Increasing employment and independent
living supports for members who have
disabilities or behavioral health conditions,
and who are living and workingin the
community, willincreaseindependence and
improve healthoutcomes.

Hypothesis 3:

The use of telehealth (e.g., telemedicine,
telemonitoring, and telementoring) services
will enhance access to care for KanCare

members livingin rural and semi-urban areas.

Specifically:

a. Telemedicine willimprove access to
services such as speech therapy.

b. Telemonitoring will helpmembers more
easily monitor health indicators such as
blood pressureor glucose levels, leading
to improvedoutcomes for members who
have chronic conditions.

c. Telementoring canpair rural and semi-
urban healthcare providers with remote
specialists to increase the capacity for
treatment of chronic, complex conditions.

Hypothesis 4:

Removing payment barriers for services
providedin Institutions for Mental Diseases
(IMDs) for KanCare members will resultin

improved beneficiary accessto substance use
disorder (SUD) treatment services.

Logic Model for KanCare 2.0 Demonstration

See Appendix 1.

Evaluation Questions

1) Did provision of supports for employment and
independent living to the KanCare 2.0 members with
disabilities and behavioral health conditions who areliving
in the community improve their independence and health
outcomes?

1) Did use of telemedicine services increase over the five-year
period for KanCare members living in rural or semi-urban
areas?

2) Did use of the tele-monitoring services increase over the
five-year period for KanCare members with chronic
conditions living in rural or semi-urban areas?

3) Evaluation questionrelatedto telementoring: Data
sourcesfordescribing the baseline and five-year status of
the use of telementoring to pair ruraland semi-urban
healthcare providers with remote specialists are currently
notknown; therefore, the related evaluation question and
design willbe developedIlater.

4) Did use of telemedicine increase access to services over the
five-year period for KanCare members livingin rural or
semi-urban areas?

1) Did removing payment barriers for services providedin
IMDs for KanCare members improve members’ access to
substance use disorder (SUD) treatment services.

(See SUD-specific Evaluation Design)®
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C. Evaluation Design Methodology

The detailed proposed methodologies for the evaluation of the Service Coordination Strategy, the OneCare Kansas
program, and three KanCare 2.0 hypotheses are described in this sectionand summarizedin Table C1. The proposed
evaluation methodology for the KanCare 2.0 Hypothesis 4 is also summarizedin Table C1, though a more detailed
proposed methodology for this hypothesis is described in a separate evaluation design for the KanCare 2.0 Section
1115 SUD Demonstration.®

The present evaluation methodology is designed to meet the standards of scientific rigor that will assist in obtaining
statistically valid and reliable evaluation results. The focus of the evaluation is to examine the effectiveness of
demonstration strategies and policies on achievement of the goal of helping Medicaid members to live healthier, more
independent lives by coordinating services and supports for social determinants of health and independence in
addition to traditional Medicaid benefits. Where possible, measures are developed according to recognized measures
from sources such as: Adult Core Set’” measures, including Healthcare Effectiveness Data and Information Set® (HEDIS)
measures,® stewarded by the National Committee for Quality Assurance (NCQA) and endorsed by the National Quality
Forum (NQF).

The two final appendices to this evaluation design incorporate enhanced discussion on the performance measures and
data sources that will be used for the evaluation of the KanCare 2.0 program. Appendix 2 offers tables providing more
detailed summaries of the performance measures in Table C1, including measure name, steward, numerator,
denominator, unit of measure, and data source. Appendix 3 offers tables providing further details on the data sources
of the evaluation, including data source name, type of data provided by data source, description of data source, efforts
for cleaning/validation of data, and quality/limitation of data source.

This areaintentionally left blank




Table C1. Design for the Evaluation of the KanCare 2.0 Demonstration

KanCare 2.0 Evaluation Design

Evaluation Question | Outcome Measures Sample or Population DataSources Analytic
Subgroups to be Methods
Compared
Overall Service Coordination
1. Did the Service e Annual Dental Visit (HEDIS) | Intervention Group: All | e Medicaid Comparative
Coordination e Adults’ Access to members who metan Management Interrupted
Strategy of Preventive/ Ambulatory HRA thresholdbased on Information Time Series
integrating Health Services (HEDIS) health screening scores System (MMIS) Evaluation
physical and ¢ Adolescent Well-Care Visits andreceivedservice Encounter Design
behavioral health (HEDIS) coordination (excluding database;
services provided | o Follow-Up After those who opted for the | « MMIS Eligibility
to KanCare Hospitalization for Mental OneCareKansas and Enrollment
membersimprove lliness (HEDIS) program). database.
quality of care, ¢ Initiation and Engagement | ComparisonGroup1: | ¢ MCOs’ Member-
health, and cost of Alcohol and Other Drug | Above mentioned level case
outcomes? Abuse or Dependence membersin pre- management

Treatment (HEDIS)
Antidepressant Medication
Management (HEDIS)

ED visits, observation stays,
or inpatientadmissions for
following conditions
(Administrative):

o Diabetic Ketoacidosis/
Hyperglycemia, or
Acute severe asthma, or
Hypertensivecrisis, or
Fallinjuries, or

SUD, or

Mental health issues
Outpatient or professional
claims for following
conditions (Administrative):
o Diabetic retinopathy, or
o Influenza, or

o Pneumonia, or

o Shingles
Emergencydepartment
visits overall
(Administrative)

Inpatient Utilization (IPU)—
General
Hospitalization/Acute Care,
excluding maternity
admissions.

O O O O O

intervention period.
Comparison Group 2: All
members who received
health screening score 3
to 5 points below the
HRA thresholdand
receivedtraditional care
instead of service
coordination, as well as
the members who met
an HRA threshold but
opted nottoreceive
service coordination.
Potential Subgroups:
Members with specific
chronic conditions,
members with specific
behavioral conditions, &
members receiving HCBS
services.

data systems.
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Table C1. Design for the Evaluation of the KanCare 2.0 Demonstration (Continued)

KanCare 2.0 Evaluation Design

Evaluation Question | Outcome Measures Sample or Population DataSources Analytic
Subgroups to be Methods
Compared

Overall Service Coordination (Continued)

2.Did the OneCare Quantitative Measures: Intervention Group: All o MMIS Comparative
Kansas program, ¢ Same as above. members eligible for Encounter Interrupted
by implementing OneCareKansas program database. Time Series
comprehensive Qualitative Measures: who opted to participate | « MMIS Eligibility | Evaluation
and intense e Learning needs identified by | inthe programand and Enrollment | Design
method of care the OneCareKansas receivedits coreservices. database.
coordination, Learning Collaborative. Comparison Group 1: e OneCare
improve the e Processes to address the Above mentioned Kansas
quality of care, learning needs identifiedby | membersin pre- members’
health, and cost the OneCare Kansas intervention period. eligibility &
outcomes? Learning Collaborative. Comparison Group 2: All participation

e Factors thatfacilitated the members eligible for database.
implementation of the OneCareKansas program | ¢ MCOs’
OneCareKansas programto | Whoopted notto Member-level
achieve its goal. participate in the case

e Barriersencountered in programand received management
implementation of the traditional care. data systems.
OneCare Kansas program. Potential Subgroups: e OneCare

e Processes to further Members with severe Kansas
improve the quality of bipolar disorder; Learning
OneCare Kansas program. members with paranoid Collaborative

* Observations aboutwhy this | Schizophrenia; & reports.
program was able to members with asthma.
succeed or why itdid not
meetits goals.

Hypothesis 1

1. Didthe Value- Potential list (to be finalized | Intervention Group: All ¢ MCOs’ Comparative
Based Provider according to the specific members seen by the administrative Interrupted
Incentive Program | programs): providerswho databaseson Time Series
increase Quantitative Measures: participated in the Value- Value-Based Evaluation
integration and ¢ Same as above. Based ProviderIncentive Provider Design
reducesilos e Identification of Alcohol and | Program will serve as the Incentive
between physical Other DrugServices (HEDIS) | InterventionGroup. Programs.
and behavioral ¢ Follow-Up Care for Children | Comparison Group 1: » Medicaid
health services Prescribed ADHD Above-mentioned Management
providedto Medication (HEDIS) membersin the pre- Information
KanCare e Use of Opioids at High intervention period. System (MMIS)
members? Dosage (HEDIS) Comparison Group 2: All Encounter

2. Did the Value- ¢ Use of Opioids from Multiple members seen by the database.

Based Provider Providers (HEDIS) providers who did not ¢ MMIS Eligibility
Incentive Program | ¢ Mental Health Utilization participate in the Value- and Enrollment
for integration (HEDIS) Based Provider Incentive database.
betweenphysical | ¢ \jco-specified measureson | Program. * MCOs’

and behavioral effectiveness of theirvalue- | Potential Subgroups: Member-level
health services based providerincentive Rural-urbangroups, other [ case

improve quality of programs (to be identified subgroups. management

care, health, and
cost outcomes
providedto the
KanCare
members?

determined)

data systems.




Table C1. Design for the Evaluation of the KanCare 2.0 Demonstration (Continued)

KanCare 2.0 Evaluation Design

members with
disabilities and
behavioral health
conditions who
are livingin the
community
improve their
independence and
health outcomes?

were employedbasedon

their skills and knowledge (if

employed)

e Increasedstable housing— #

of addresses member lived
in the past year (and assess
type of housing).

e Decreasedcurrentlegal
problem (e.g., probation,
parole, arrests)

o # of days living in the
community

¢ #f of members worried about

paying bills
¢ Decreased ED visits
¢ Decreasedinpatient
hospitalizations

Physical Disability,
Intellectual or
Developmental Disability,
and Brain Injury waiver
programs who opted to
receiveservice
coordination and were
identified as potentially
needing employmentor
independentliving
supports. Target
Intervention Group:
Study population
members who received
employmentor
independentliving
supports through
KanCare 2.0 service
coordination.

database;

¢ MCOs
Member-level
case
management
data systems
(including HRA
questionnaire).

Evaluation Question | Outcome Measures Sample or Population DataSources Analytic
Subgroups to be Methods
Compared
Hypothesis 1 (Continued)
Qualitative Measures: ¢ MCO
¢ Factors thatfacilitated the databases/
implementation of the tablesfor
Value-Based Provider Value-based
Incentive Program. Provider
¢ Barriersencountered in Incentive
implementing the Value- Programs
Based ProviderIncentive performance
Program. measures.
¢ Recommendations to ¢ Online provider
further improve Value- survey.
Based Provider Incentive ¢ Key informant
Program. interviews of
e Recommendations to the providers.
remove barriers
encounteredin the
implementation of the
Value-Based Provider
Incentive Program.
Observations about why this
program was able to succeed
or why it did not meetits
goals.
Hypothesis 2
1. Did provision of Final list of outcomes will be Study population: e MMIS Pretest-
supports for determined based on data Members livingin the Encounter Posttest
employmentand | availability: community and receiving database; Design with
independentliving | e Currentemploymentstatus | behavioral health services | « MMIS Eligibility | Nonequivalen
to the KanCare 20 | o # of members who feltthey | or HCBS servicesin the and Enrollment | t Groups




Table C1. Design for the Evaluation of the KanCare 2.0 Demonstration (Continued)

KanCare 2.0 Evaluation Design

Evaluation Question | Outcome Measures Sample or Population DataSources Analytic
Subgroups to be Methods
Compared
Hypothesis 2 (Continued)
Comparison Group: Study
population memberswho
did notreceive supports
through KanCare 2.0
service coordination.
Potential subgroups:
Members receiving
behavioral health
services; members
receiving HCBS services in
the PD, I/DD, & Bl waiver
programs.
Hypothesis 3
1. Diduse of Quantitative Measures: Intervention Group: All o MMIS Non-
telemedicine Telemedicine: members livingin the Encounter experimental
servicesincrease | ¢ % of telemedicine services rural or semi-urban areas database. method
over the five-year received by the members and the providers who e MIMIS Eligibility | (One-Group
period for livinginrural or semi-urban | participatedinthe and Enrollment | Pretest—
KanCare areas. telehealth strategies. database. Posttest
memberslivingin | e # of receiving sites for No Comparison Group. ¢ Other data Design)
rural or semi- telemedicine servicesin Potential Subgroups: sources for
urban areas? rural or semi-urban areas Telemedicineand/or measures (will
2. Did use of the ¢ % of members livingin rural | telemonitoring service be identified
telemonitoring or semi-urban areas who type; providerspecialty later).

servicesincrease
over the five-year
period for
KanCare members
with chronic
conditions livingin
rural or semi-
urban areas?

3. Evaluation
guestion related
to the
telementoring:
Evaluation
guestion and
design will be
developedlater

receivedtelemedicine
services

Telemonitoring:

¢ % of members living in rural
or semi-urban areas who
receivedtelemonitoring
services

o # of telemonitoring services
provided to members living
inrural or semi-urbanareas
(total number and by types
of service orclaims)

e # of providers monitoring
health indicator data
transmitted to them by the
members livingin rural or
semi-urban counties
receiving telemonitoring
services

e Other measures (TBA)

type; specific chronic
conditions; & geographic
regions of the state




Table C1. Design for the Evaluation of the KanCare 2.0 Demonstration (Continued)

KanCare 2.0 Evaluation Design

Evaluation Question | Outcome Measures Sample or Population DataSources Analytic
Subgroups to be Methods
Compared

Hypothesis 3 (Continued)

4.Did use of e # of paid claims with AreaStrata: rural, semi- ¢ MMIS Trending
telemedicine selected procedure codes, urban, urban counties. Encounter analysis;
increaseaccessto | stratified by area, mode of Mode Strata: telehealth, database. Independence
servicesoverthe delivery,and service type. in-person. ¢ Online of variables
five-year period o # of members with selected | Service Type Strata: e g, provider (Pearson’s chi-
for KanCare diagnosis (e.g., speech- speech-language survey and/or | square);

members living in
rural or semi-
urban areas?

language pathology)per
1,000 members.

Qualitative Measures:

Factors that facilitated the
use of telemedicine and/or
telemonitoring services for
the Medicaid members.
Barriers encountered in
using telemedicine and/or
telemonitoring services for
the Medicaid members.
Recommendations about
how to further improve the
use of telemedicine and/or
telemonitoring services.
Recommendations about
how to remove barriers
encounteredin using
telemedicineand/or
telemonitoring services.
Observations about why the
use of telemedicine and/or
telemonitoring services
succeeded or didnot
succeed inincreasing the
accessto care forthe
Medicaid membersin rural
and semi-rural areas.

pathology, audiology,
primary care, behavioral
health.

key-informant
interviews with
the providers
who submitted
claimsfor
telemedicine
and/or
telemonitoring
services.

Homogeneity
of odd ratios
(Breslow-Day)

Hypothesis 4

1.Did removing
paymentbarriers
for services
providedin IMDs
for KanCare
membersimprove
member access to
SUD treatment
services.

Number of IMDs providing
SUD services.

Number of geographic
locations (by region/ county)
for SUD treatmentin IMDs.
Number of admissions with
SUD treatment servicesin
IMDs.

Average length of stay for
SUD treatment services
within IMDs.

The evaluation will focus
on examiningincreased
availability of IMD
facilities providing SUD
treatmentservices over
the five-yearperiod. No
Intervention or
Comparison groups will
be examined.

¢ Provider
Network
Report

o MMIS
encounter data

¢ Provider
licensing data

¢ MCO utilization
reports

Non-
experimental
method
(descriptive
data)
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a. Methodology for the Evaluation of the Service Coordination Strategy

Evaluation Question
Did the Service Coordination Strategy of integrating physical and behavioral health services provided to KanCare
members improve quality of care, health, and cost outcomes?

Demonstration Strategy

The Service Coordination Strategy implements healthrisk assessments(HRA), needs assessments, and development
and implementation of plans of service (POS) or person-centered service plans (PCSP) among KanCare 2.0 members
who meet HRA thresholds based on health screening scores.

Evaluation Design
Comparative Interrupted Time Series Evaluation Design will be used to examine the evaluation question.

To conduct Comparative Interrupted Time Series analysis, KanCare 2.0 members who met the HRA threshold based on
health screening scores and received service coordination (excluding those who opted for the OneCare Kansas
program) will serve as the Intervention Group. The program members inthe pre-intervention period will serve as the
Comparison Group 1. The design will alsoinclude Comparison Group 2 that will be comprised of KanCare 2.0 members
who received a health screening score 3 to 5 points below the threshold and received traditional care, as well as
members who met the HRA threshold but opted not to receive service coordination and received traditional care.
Outcome data for pre- and post-intervention periods will be compared to examine whether pre-post intervention
change differed betweenthese groups or not. This comparison will assist in examining whether the intervention
changedthe level of outcome or if it alsoimpacted the long-termtrend.

Target and Comparison Population
Study Population: KanCare 2.0 members who met the HRA threshold or had scores 3-5 points below the HRA
threshold based on health screening scores.

Intervention Group: KanCare 2.0 members who met the HRA threshold based on health screening scores and received
service coordination (e.g., HRA, needs assessments, and development and implementation of the POS or PCSP) will
constitute the Intervention Group (excluding those who opted for the OneCare Kansas program). Their post-
intervention outcome data for the period of five years will be examined (2019 through 2023).

Comparison Group 1: Above-mentioned members in the pre-intervention period will serve as the Comparison Group
1. The pre-intervention outcome data for the period of three years will be examined (2016 through 2018).

Comparison Group 2: This group will include: 1) KanCare 2.0 members whose health screening scores were 3-5 points
below the HRA threshold and who received traditional care instead of service coordination; and 2) KanCare 2.0
members who met the HRA threshold but opted not to receive service coordination and received traditional care. The
outcome data for the pre- and post-intervention periods for this group will be compared (pre-intervention period:
2016-2018; post-intervention period: 2019-2023).

Potential Subgroups:

In addition to assessing evaluation measures in overall Interventionand Comparison Groups described above,
subgroup analyses will also be conducted within these groups toidentify the benefit of the Service Coordination
Strategy on any specific subpopulation group.

11
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Subgroup analyses will be conducted among the following subpopulation groups depending upon the availability of
sufficient sample size (members among Intervention and Comparison groups with the following conditions):

e Members with specific chronic conditions;

e Members with specific behavioral health conditions; and

e Membersreceiving HCBS services.

Evaluation Period
The total evaluation period will be 2016 through 2023.
Pre-Intervention Period: 2016—2018; and Post-Intervention Period: 2019-2023.

Evaluation Measures
The following outcomes will be assessed among Intervention and Comparison Groups to examine the evaluation
question:
e Annual Dental Visit (ADV) (HEDIS measure — Quality of Care outcome)
e Adults’ Access to Preventive/Ambulatory Health Services (AAP) (HEDIS measure —Quality of Care outcome)
e Adolescent Well-Care Visits (AWC) (HEDIS measure — Quality of Care outcome)
e Follow-Up After Hospitalization for Mental lliness (FUH) (HEDIS measure —Quality of Care outcome)
e Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET) (HEDIS measure —
Quality of Care outcome)
e Antidepressant Medication Management (AMM) (HEDIS measure — Quality of Care/Adherence outcome)
e EDvisits, observation stays, or inpatient admissions for following conditions (Administrative measure —Health
outcome)
Diabetic Ketoacidosis/Hyperglycemia, or
Acute severeasthma, or
Hypertensive crisis, or
Fall injuries, or
SUD, or
Mental health issues
e Outpatient or professional claims for following conditions (Administrative measure — Health outcome):
o Diabeticretinopathy, or
o Influenza, or
o Pneumonia, or
o Shingles
e Emergencydepartment visits (Administrative measure — Cost outcome)
e Inpatient Utilization (IPU), excluding maternity admissions (HEDIS measure — Cost outcome)

O O 0O O O O

See Table A2.1 within Attachment 2 for enhanced discussion of these measures.

Data Sources

The following data sources will be used to collect data to determine outcomes of the Service Coordination Strategy:
e MMISEncounter database;

e  MMISEligibility and Enrollment database; and

e MCOs’ Member-level case management data systems.

See Table A3.1 within Appendix 3 for enhanced discussion of these data sources.

Analytic Methods
The entire eligible populations for the Intervention and Comparison Groups will be included in the study, and any pre-

and post-intervention changes will be examined. If samples are needed, then power calculations will be completed to
ensure validity of the findings.

12
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The following analytical methods will be used to examine the evaluation question:

Data obtained from various sources will be reviewed for missing values, inconsistent patterns, and outliers to
ensure quality and appropriateness of data for analyses required by the evaluation design.

For statistical procedures, afinal dataset with all required variables will be created by merging data from various
sources.

Descriptive statistics will examine homogeneity of the demographic characteristics of the members in Intervention
and Comparison Group 2.

Trend analysis will be conducted using statistical testssuch as a Mantel-Haenszel chi-square test with p<.05
indicating statistical significance.

Comparative interrupted time series analysis will be conducted using aggregate data collected for equally-spaced
intervals before and after the intervention. A time series of selected outcomes of interest will be used to establish
underlying trends and examined to see if these trends are “interrupted” by the intervention at known points in
time (longitudinal effects of intervention), through regression modelling. The covariates such as age, gender, and
multimorbidity will also be included in the regression models to adjust for the confounding factors. If needed,
adjustment will also be done for other appropriate confounding factors. The methodological issues relatedtothe
analytical method such as autocorrelation will be assessed by examining the plot of residuals and the partial
autocorrelationfunction. Sensitivity analyses will be done to test the impact of a varying range of model
assumptions, such as different lags and types of impact models.

Subgroup analyses using above-mentioned statistical procedures will be conducted for subpopulation groups
(members with specific chronic conditions, members with specific behavioral conditions, and members receiving
HCBSservices). These subgroup analyses will depend on availability of sufficient sample sizes.

Designfor the evaluation of the Service Coordination Strategyis summarizedin Figure 1.

Quasi-Experimental Design
Comparative Interrupted Time Series Design

Comparison Group 1°

) Intervention Group”
Pre-Intervention

Post-Intervention Measurements

Measurements
|
|
|
02016 O2017 O2z018 X O2019 O2020 O2021 ©O2022 O2023
1
|

Comparison "
Group 2" > Oz016 ©O2z2017 Oz018 |02019 Oz020 Oz021 Oz022 02023

Initiation of KanCare 2.0

Service Coordination
Strategy

#* Intervention Group and Comparison Group 1: KanCare 2.0 members who met health risk assessment (HRA) threshold and
received intensive service coordination (excluding those who opted for the OneCare Kansas program).

** Comparison Group 2: KanCare 2.0 members who obtained health screening scores 3-5 points below the HRA threshold
and instead received traditional care, as well as members who met HRA threshold but opted not to receive intensive service
coordination and received traditional care.

Figure 1. Evaluation Design for the KanCare 2.0 Service Coordination Strategy
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b. Methodology for the Evaluation of OneCare Kansas

Evaluation Question
Did the OneCare Kansas program, by implementing comprehensive and intense method of care coordination, improve
the quality of care, health, and cost outcomes?

Demonstration Strategy

The OneCare Kansas program will provide coordination of physical and behavioral care with long term services and
supports for KanCare members with chronic conditions, like diabetes, asthma, or mentalillness. The program will be
an opt-in program for adults and children. The program expands upon medical home models to include links to
community and social supports. OneCare Kansas willuse a “team of health professionals” approach of the healthhome
model. In this model, the three KanCare managed care organizations (MCOs) will serve as the Lead Entities (LEs) for
OCK and will contract with community providers tobe OneCare Kansas Partners (OCKPs). The OCKPs will provide all
OCK services, and the MCO will not provide any direct services in this model.® All the caregivers involved in a OneCare
Kansas member’s health will communicate with one another for addressing all needs of the patient in a comprehensive
manner.1% OneCare Kansas will provide six core services that include comprehensive care management, care
coordination, health promotion, comprehensive transitional care (including appropriate follow-up) from inpatient to
other settings, members and family support, and referral to community and social support services.!!

Evaluation Design
Comparative Interrupted Time Series Evaluation Design will be used to examine the evaluation question.

To conduct Comparative Interrupted Time Series analysis, KanCare 2.0 members eligible for OneCare Kansas and opted
to participate in the program and received core services of the program will serve as the Intervention Group.The
program members in the pre-intervention period will serve as the Comparison Group 1. KanCare 2.0 members eligible
for OneCare Kansas who did not opt to participate in the program and received traditional care instead of the OneCare
Kansas services will constitute the Comparison Group 2. Outcome data for the pre- and post-intervention periods will
be compared to examine whether pre-post intervention change differed betweenthese groups or not. This
comparison will assist in examining whether the intervention changed the level of outcome or if it also impacted the
three-year trend.

Target and Comparison Population
Study Population: KanCare 2.0 members eligible for the OneCare Kansas program.

Intervention Group: KanCare 2.0 members eligible for the OneCare Kansas program who opted to participatein the
program and received its core services will constitute the Intervention Group. The post-intervention outcome data for
the period of four years will be examined (2020 through 2023). Please note, the length of post-intervention period will
depend on the start date of the program. Currently, the program start dateis planned as January 1, 2020.

Comparison Group 1: Program members inthe pre-intervention period will serve as the Comparison Group 1. The pre-
intervention outcome data for the period of three years will be examined (2016 through 2019). The pre-intervention
period will depend on the start date of the program.

Comparison Group 2: KanCare 2.0 members eligible for the OneCare Kansas program who did not opt to participatein
the programand received traditional care will serve as the Comparison Group 2. The outcome data for the pre-and
post-intervention periods for this group will be compared with the Intervention Group data (pre-intervention period:
2016-2019; post-intervention period: 2020-2023). The pre- and post-intervention period will depend on the start date
of the OneCare Kansas program.
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Potential Subgroups:

In addition to assessing evaluation measures in overall Interventionand Comparison Groups described above,
subgroup analyses will also be conducted within these groups toidentify the benefit of the OneCare Kansas program
on any specific subpopulation group.

Subgroup analyses will be conducted among the following subpopulation groups depending upon the availability of
sufficient sample size (members among the Intervention and Comparison groups with the following conditions):
e Members with severe bipolar disorder,

e Members with Paranoid Schizophrenia, and

e Members with asthma that are alsoat riskfor developing:

Diabetes

Hypertension

Kidney Disease (not including Chronic Kidney Disease Stage 4 and ESRD)

Cardiovascular Disease

COPD

Metabolic Syndrome

Mentallllness (not including Paranoid Schizophrenia and Severe Bipolar Disorder)

Substance Use Disorder

Morbid Obesity (body weight 100Ibs over normal body weight, BMI greater than 40, or BMI over 31 with
obesity-related health problems)

o Tobacco Use or exposure to second hand smoke

OO0 O O OO O O O

Evaluation Period

The tentative evaluation period will be 2016 through 2023.

Pre-Intervention Period: 2016—2019; and Post-Intervention Period: 2020-2023.

Please note, the pre- and post-intervention period will depend on the start date of the OneCare Kansas program.

Evaluation Measures
The following quantitative outcomes will be examined among Intervention and Comparison Groups to examine the
evaluation question (tentative list, as it will depend on the final selection of chronic conditions to constitute eligibility
criteria for the program):
e Annual Dental Visit (ADV) (HEDIS measure — Quality of Care outcome)
e  Adults’ Access to Preventive/Ambulatory Health Services (AAP) (HEDIS measure —Quality of Care outcome)
e Adolescent Well-Care Visits (AWC)) (HEDIS measure — Quality of Care outcome)
e Follow-Up After Hospitalization for Mental lliness (FUH) (HEDIS measure —Quality of Care outcome)
e Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET) (HEDIS measure —
Quality of Care outcome)
e Antidepressant Medication Management (AMM) (HEDIS measure — Quality of Care outcome)
e EDvisits, observation stays, or inpatient admissions for the following conditions (Administrative measure — Health
outcome)
Diabetic Ketoacidosis/Hyperglycemia, or
Acute severe asthma, or
Hypertensive crisis, or
Fall injuries, or
SUD, or
Mental health issues
e Outpatient or professional claims for following conditions (Administrative measure — Health outcome):
o Diabeticretinopathy, or
o Influenza, or
o Pneumonia, or
o Shingles

O O O O O O
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e Emergencydepartment visits (Administrative measure — Cost outcome)
e Inpatient admissions (IPU), excluding maternity admissions (HEDIS measure — Cost outcome)

In addition to the quantitative measures, qualitative information will be collected twice during the evaluation period
(mid-year and the last year of the evaluation period) from the OneCare Kansas Learning Collaborative that will include
KDHE, MCOs, OCK partners (OCKPs), and Association partners. The Learning Collaborative process will identify evolving
learning needs, as well as ways to address those needs, allowing for continual quality improvement of the OCK system.
This information will be categorized to examine similar and dissimilar themes to further understandthe program.

Following is the potential list of qualitative measures:

e Learning needs identified by the OneCare Kansas Learning Collaborative.

e Processestoaddress the learning needs identified by the OneCare Kansas Learning Collaborative.

e Factors that facilitated the implementation of the OneCare Kansas programtoachieve its goal.

e Barriers encounteredin implementation of the OneCare Kansas program.

e Recommendations regarding how the quality of the OneCare Kansas program can be further improved.
e Observations why this program was able to succeed or why it did not meet its goals.

Additional qualitative measures will be examined based on the themes identified from the information obtained from
the OneCare Kansas Learning Collaborative members.

See Table A2.2 and Table A2.3 within Appendix 2 for enhanced discussion of these measures.

Data Sources

The following data sources will be used to collect data to determine outcomes of the Service Coordination Strategy:
e MMISEncounter database

e MMISEligibility and Enrollment database

e OneCareKansas members’ eligibility and participation database

e MCOs’ Member-level case management data systems.

e OneCareKansas Learning Collaborative reports

See Table A3.1 within Appendix 3 for enhanced discussion of these data sources.

Analytic Methods

The entire eligible populations for the intervention and comparison groups will be included in the study, and any pre-
and post-intervention changes will be examined. If samples are needed, then power calculations will be done to ensure
validity of the findings.

The following analytical methods will be used to examine the evaluation question:

e Dataobtained from various sources will be reviewed for missing values, inconsistent patterns, and outliers to
ensure quality and appropriateness of the data for analyses required by the evaluation design.

e For statistical procedures, a final dataset with all required variables will be created by merging data from various
sources.

e Descriptive statistics will examine homogeneity of the demographic characteristics of the members in the
Intervention and Comparison Group 2.

e Trend analysis will be conducted using statistical testssuch as a Mantel-Haenszel chi-square test with p<.05
indicating statistical significance.

e Comparative interruptedtime series analysis will be conducted using aggregate data collected for equally spaced
intervals before and after the intervention. A time series of selected outcomes of interest will be used to establish
underlying trends and examined to seeif these trends are “interrupted” by the intervention at known points in
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time (longitudinal effects of intervention), through regression modelling. The covariates such as age, gender, and
multimorbidity will be included in the regression models to adjust for the confounding factors. If needed,
adjustment will also be done for other appropriate confounding factors. The methodological issues related tothe
analytical method such as autocorrelation will be assessed by examining the plot of residuals and the partial
autocorrelationfunction. Sensitivity analyses willbe done to test the impact of varying range of model
assumptions, such as different lags, and types of impact models.

e Subgroup analyses using above-mentioned statistical procedures will be conducted for subpopulation groups
(members with severe bipolar disorder, members with paranoid schizophrenia, and members with asthma and at
risk for at least one other chronic condition). These subgroup analyses will depend on availability of sufficient
samplesizes.

e Qualitative data analysis techniques will be usedto analyze qualitative data collected through OneCare Kansas
Learning Collaborative sessions/reports. The steps for qualitative data analysis will include: getting familiar with
the data by looking for basic observations or patterns; revisiting research objectives toidentify the questions that
can be answeredthrough the collected data; developing a framework (coding and indexing) to identify broad
ideas, concepts, behaviors, or phrases, and assign codes for structuring and labeling data; identifying themes,
patterns, and connections to answer research questions, and finding areas that can be explored further (Content
and Narrative analyses); and summarization ofthe qualitative information to add to the overall evaluation results.

The design for the evaluation of the OneCare Kansas programis summarizedin Figure 2.

Quasi-Experimental Design
Comparative Interrupted Time Series Design

Comparison Group 1° Intervention Group”
Pre-Intervention Post-Intervention
Measurements Measurements
I
O2016 ©O2017 O2018 O2019X O2020 O2021 O2022 ©O2023
|
|

Comparison I
Group 2™ > 02016 02017 02018 Oz029 | Oz2020 O2021 O2022 O2023

Initiation of OneCare

Kansas program
January 2020"

A Pre- and Post-Intervention Periods may change depending on final start date of the OneCare Kansas program.

* Intervention Group and Comparison Group 1: KanCare 2.0 members eligible for OneCare Kansas program who opted to
participate in the program and received core services of the program.

*#* Comparison Group 2: KanCare 2.0 members eligible for the OneCare Kansas program who did not opt to participate in the
program and instead received traditional care.

Figure 2. Evaluation Design for the OneCare Kansas Program
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c. Methodology for the Evaluation of Hypothesis 1

Evaluation Questions
e Did the Value-Based Provider Incentive Program increase integration and reduce silos between physical and
behavioral health services provided to KanCare members?

e Did the Value-Based Provider Incentive Program for integration between physical and behavioral healthservices
improve quality of care, health, and cost outcomes?

Demonstration Strategy

A Value-Based Provider Incentive Program for integration between physical health and behavioral health services
designed by the MCOs will be used to engage providers to implement physical and behavioral health service
coordination (value-based purchasing strategy).

Evaluation Design

Comparative Interrupted Time Series Evaluation Design will be used to examine the evaluation questions for
Hypothesis 1.

To evaluate the effect of the Value-Based Provider Incentive Program on the quality of care, health, and cost outcomes,
Comparative Interrupted Time Series analysis will be conducted, in which KanCare 2.0 members seen by the providers
who participatedin the program will serve as the Intervention Group.

The program members in the pre-intervention period will serve as the Comparison Group 1. KanCare 2.0 members
seen by the providers who did not participate in the Value-Based Provider Incentive Program will serve as the
Comparison Group 2. The pre-and post-intervention outcome data will be examined to assess whether changes
differed between Intervention and Comparison Groups. This comparison will assist in examining whether the
intervention changed the level of outcome or if it alsochanged the long-termtrend.

Target and Comparison Population

Intervention Group: KanCare 2.0 members seen by the providers who participatedin the Value-Based Provider
Incentive Program promoting physical and behavioral health service coordination will constitute the Intervention
Group. Their post-intervention outcome data for the period of five years will be examined (2019 through 2023).

Comparison Group 1: Program members inthe pre-intervention period will serve as the Comparison Group 1. The pre-
intervention outcome data for the period of three years will be examined (2016 through 2018).

Comparison Group 2: KanCare 2.0 members seen by the providers who did not participate in the Value-Based Provider
Incentive Program will serve as the Comparison Group 2. The outcome data for the pre- and post-intervention periods
for this group will be compared with the Intervention Group data. The pre-intervention period will be comprised of
2016 through 2018 (as data allows). The post-intervention period will be comprised of 2019 through 2023.

Potential Subgroups:

The Intervention and Comparison Groups will be examined to identify potential subpopulation groups, such as rural-
urban subgroups. In addition to assessing evaluation measures in overall Intervention and Comparison Groups,
subgroup analyses will also be conducted to identify the benefit of the Value-Based Provider Incentive Program among
identified subpopulation groups (depending on availability of sufficient sample size).

Evaluation Period
The total evaluation period will be 2016 through 2023.
Pre-Intervention Period: 2016—2018; and Post-Intervention Period: 2019-2023.
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Evaluation Measures
Following is the potential list of quantitative outcomes to examine the evaluation questions (final list will be based on
specific value-based providerincentive programs implemented by the MCOs):
e Annual Dental Visit (ADV) (HEDIS measure — Quality of Care outcome)
Adults’ Access to Preventive/Ambulatory Health Services (AAP) (HEDIS measure —Quality of Care outcome)
Adolescent Well-Care Visits (AWC) (HEDIS measure — Quality of Care outcome)
Follow-Up After Hospitalization for Mental lliness (FUH) (HEDIS measure —Quality of Care outcome)
Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET) (HEDIS measure —
Quality of Care outcome)
Antidepressant Medication Management (AMM) (HEDIS measure — Quality of Care/Adherence outcome)
e Identification of Alcohol and Other Drug Services (IAD) (HEDIS measure —Quality of Care outcome)
e Follow-Up Care for Children Prescribed ADHD Medication (ADD) (HEDIS measure — Quality of Care outcome)
e Use of Opioids at HighDosage (UOD) (HEDIS measure — Quality of Care outcome)
e Use of Opioids from multiple providers (UOP) (HEDIS measure —Quality of Care outcome)
e MentalHealth Utilization (MPT) (HEDIS measure —Quality of Care and Health outcome)
e EDvisits, observation stays, or inpatient admissions for following conditions (Administrative measure —Health
outcome):
Diabetic Ketoacidosis/Hyperglycemia, or
Acute severe asthma, or
Hypertensive crisis, or
Fall injuries, or
SUD, or
Mental health issues
e Outpatient or professional claims for following conditions (Administrative measure — Health outcome):
o Diabeticretinopathy, or
o Influenza, or
o Pneumonia, or
o Shingles
e Emergencydepartment visits (Administrative measure — Cost outcome)
Inpatient admission (IPU), excluding maternity admissions (HEDIS measure — Cost outcome)
MCO-specified measure on effectiveness of their value-based purchasing program on increasing physical and
behavioral health service integration (to be determined)

O O O O O O

In addition to the above-mentioned quantitative outcome measures, the qualitative information will also be collected
twice during the evaluation period (mid-year and the last year of the evaluation period) to further assess whether the
Value-Based Provider Incentive Program increased the integration between physical and behavioral services. The
gualitative information will be collected by designing and conducting an online provider survey and/or key-informant
interviews with the providers participating in the Value-Based Provider Incentive Program. The online survey will be
designed using Survey Monkey software and will include open-ended questions. The survey questions will collect
information from the providers on the facilitators and barriers related to the implementation of the Value-Based
Provider Incentive Program. In addition, providers will be askedto provide recommendations for removing barriers and
to further strengthen the programto make it successfulin achieving its goals. The survey responses will be categorized
to examine similar and dissimilar themes and finding areas that can be further explored through key informant
interviews of the providers. Key informant interviews will be conducted from a random sample of the providers
participating in the Value-Based Provider Incentive Program to collect in-depth information to assess the reasons why
this program succeeded or why it did not meet its goals.

Following is the potential list of qualitative measures:
e Factorsthat facilitated the implementation of the Value-Based Provider Incentive Program.

e Barriers encounteredin implementing the Value-Based Provider Incentive Program.
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e Recommendation about how to further improve the Value-Based Provider Incentive Program.

e Recommendations about how to remove barriers encountered in the implementation of the Value-Based Provider
Incentive Program.

e Observations regarding why this program was able to succeed or why it did not meet its goals.

Additional qualitative measures will be examined based on the themes identified from the survey and Key informant
interviews.

See Table A2.4 and Table A2.5 within Appendix 2 for enhanced discussion of these measures.

Data Sources

The following data sources will be used for the evaluation of Hypothesis 1:

e MCOs’ administrative databaseson Value-Based Provider Incentive Programs,

e MMISEncounter database,

e MMISEligibility and Enrollment database,

e MCOs’ member-level case management data systems,

e MCOdatabases/tables for Value-based Provider Incentive Program performance measures,

e Online provider survey to collect qualitative information from the providers participating in the Value-Based
Provider Incentive Program, and

e Key informant interviews from a sample of the providers participating in the Value-Based Provider Incentive
Program.

See Table A3.1 within Appendix 3 for enhanced discussion of these data sources.

Analytic Methods

The entire eligible population for the intervention and comparison groups will be included in the study and any pre-
and post-intervention changes will be examined. If samples are needed, then power calculations will be done to ensure
validity of the findings.

The following analytical methods will be used to examine the evaluation questions:

e Dataobtained from various sources will be reviewed for missing values, inconsistent patterns, and outliers to
ensure quality and appropriateness of the data for analyses required by the evaluation design.

e For statistical procedures, a final dataset with all required variables will be created by merging data from various
sources.

e Descriptive statistics will examine homogeneity of the demographic characteristics of the members in the
Intervention Group and Comparison Group 2.

e Trend analysis will be conducted using statistical testssuch as a Mantel-Haenszel chi-square test with p<.05
indicating statistical significance.

e Comparative interruptedtime series analysis will be conducted using aggregate data collected for equally spaced
intervals before and after the intervention. A time series of selected outcomes of interest will be used to establish
underlying trends and examined to see if these trends are “interrupted” by the intervention at known points in
time (longitudinal effects of intervention), through regression modelling. The covariates such as age, gender, and
multimorbidity will be included in the regression models to adjust for the confounding factors. If needed,
adjustment will also be done for other appropriate confounding factors. The methodological issues related tothis
analytical method such as autocorrelation will be assessed by examining the plot of residuals and the partial
autocorrelation function. Sensitivity analyses willbe done to test the impact of varying range of model
assumptions, such as different lags and types of impact models.
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e Subgroup analyses using above-mentioned statistical procedures will be conducted for identified subpopulation
groups (such as rural-urban groups). These subgroup analyses will depend on availability of sufficient sample sizes.

e Qualitative data analysis techniques will be usedto analyze qualitative data collected through online survey and
key informant interviews of the providers participating in the Value-Based Provider Incentive Program. The steps
for qualitative data analysis will include: getting familiar with the data by looking for basic observations or
patterns; revisiting research objectives to identify the questions that can be answered through the collected data;
developing a framework (coding and indexing) to identify broad ideas, concepts, behaviors, or phrases, and assign
codes for structuring and labeling data; identifying themes, patterns, and connections toanswer research
guestions, and finding areas that can be explored further (Content and Narrative analyses); and summarization of
the qualitative information toadd to the overall evaluation results.

The design for the evaluation of the Hypothesis 1 is summarizedin Figure 3.

Quasi-Experimental Design
Comparative Interrupted Time Series Design for the Evaluation of Hypothesis 1

Comparison Group 1°
Pre-Intervention

Post-Intervention Measurements
Measurements

i Intervention Group™

O2016 O2017 O2018 X O2019 O2020 O2021 O2022 02023
[ |
1

|
Oz2016 ©O2017 O2018 |02019 O2020 ©O2021 ©O2022 O2023

Comparison
Group 2™

Initiation of the Value-Based
Provider Incentive Program

* Intervention Group and Comparison Group 1: KanCare 2.0 members seen by providers who participated in the Value-Based
Provider Incentive Program promoting physical and behavioral health service coordination.

*%* Comparison Group 2: KanCare 2.0 members seen by providers who did not participate in the Value-Based Provider
Incentive Program.

Figure 3. Evaluation Design for the KanCare 2.0 Value-Based Provider Incentive Program Strategy

d. Methodology for the Evaluation of Hypothesis 2

Evaluation Question
Did provision of supports for employment and independent living to the KanCare 2.0 members with disabilities and the
behavioral health conditions who are living in the community improve their independence and health outcomes?

Demonstration Strategy

Employment or independent living supports will be provided through KanCare 2.0 service coordination to the
members who are living in the community and receiving behavioral health services or HCBS services in the Physical
Disability (PD), Intellectual or Developmental Disability (I/DD), and Brain Injury (BI) waiver programs.

Evaluation Design
Pretest—Posttest Design with Nonequivalent Groups will be used to examine the evaluation question.

The Interventionand Comparison Groups will be derived from the study population. The study population will include
members living in the community and receiving behavioral health services or HCBS services in the PD, /DD, and BI
waiver programs who opted to receive service coordination and were potentially needing employment or independent
living supports, as indicated through a set of KanCare 2.0 health screening and HRA questions. The members from this
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study population who received employment or independent living supports will constitute the Intervention Group.
The members from the study population who did not receive employment or independent living supports will
constitute the Comparison Group.

The outcome data for both groups obtained from the health screening and HRA conducted in 2019, as well as the 2019
encounter database will constitute the pre-test data. The 2020—-2023 outcome data for both groups will constitute the
post-test data. Pre-and post-test data for two groups will be compared.

Target and Comparison Population

Study Population: KanCare 2.0 members living in the community and receiving behavioral health services or HCBS
services in the PD, I/DD, and Bl waiver programs who opted for service coordination and were identified through a set
of KanCare 2.0 health screening and HRA questions as potentially needing employment or independent living supports.

Intervention Group: Members inthe study population receiving employment or independent living supports (as
identified by billing procedure codes) through KanCare 2.0 service coordination will serve as the Intervention Group.

Comparison Group: Members inthe study population not receiving employment or independent living supports
through KanCare 2.0 service coordination will serve as the Comparison Group.

Potential Subgroups:

In addition to assessing evaluation measures in overall Interventionand Comparison Groups described above,
subgroup analyses will be conducted within these groups to identify the benefit of the provision of employment or
independent living supports among any specific subpopulation group.

Subgroup analyses will be conducted among the following subpopulation groups depending upon the availability of
sufficient sample size (members among Intervention and Comparison groups in following subgroups):

e Members receiving behavioral health services,

e Members on HCBSwait lists, and

e Members receiving HCBSservices inthe PD, I/DD, and Bl waiver programs.

Evaluation Period
The total evaluation period will be 2019 through 2023.
Pre-Intervention Period: 2019; and Post-Intervention Period: 2020-2023.

Evaluation Measures

The following outcomes will be assessed among Intervention and Comparison Groups to examine the evaluation
guestion (Final list of outcomes will be determined based on data availability):

e Current employment status

e Number of members who felt they were employed based on their skills and knowledge (if employed)
e Number of members with stable housing — number of addresses member lived in the pastyear;

e Currentlegal problems (e.g., probation, parole, arrests)

e Number of daysin the community

¢ Number of members who worried about paying bills

e EDvisits

e Inpatient hospitalizations

See Table A2.6 within Appendix 2 for enhanced discussion of these measures.
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Data Sources

The following data sources will be used for the evaluation of Hypothesis 2:
e MMISEncounter database

e MMISEligibility and Enrollment database

e MCOs’ member-level case management data systems.

See Table A3.1 within Appendix 3 for enhanced discussion of these data sources.

Analytic Methods

The entire eligible population for the Interventionand Comparison Groups will be included in the study, and any
baseline and post-intervention changes will be examined. If samples are needed, then power calculations will be done
to ensure validity of the findings.

The following analytical methods will be used to examine the evaluation questions:

e Dataobtained from various sources will be reviewed for missing values, inconsistent patterns, and outliers to
ensure quality and appropriateness of the data for analyses required by the evaluation design.

e For statistical procedures, a final dataset with all required variables will be created by merging data from various
sources.

e Descriptive statistics will examine homogeneity of the demographic characteristics of the members in the
Intervention Group and Comparison Group.

e Five-year trends for the outcomes will examined using statisticaltestssuch as a Mantel-Haenszel chi-square test
with p<.05 indicating statistical significance.

e Difference-in-differences (DID) statistical techniques will be used to analyze pre- and post-test data. By applying
DID techniques, the impact of providing employment and independent living supports to the members will be
measured as the pre-post difference in an outcome for the Intervention Group minus the pre-post difference for
the Comparison Group. Assuming parallel trends, the amount by which outcomes changedin the Comparison
Group over time is the amount by which outcomes in the Intervention Group would have changed over timein the
absence of intervention. Given the differences in observed outcomes at the baseline, a similar pre-post difference
in the post-intervention period would be considered normal. The additional difference between the Intervention
and Comparison Groups (treatment effect) will be attributable tothe intervention.

e Subgroup analyses using above-mentioned statistical procedures will be conducted for subpopulation groups
(members receiving behavioral health services; members on HCBS wait lists; members receiving HCBS services in
the PD, I/DD, and Bl waiver programs). These subgroup analyses will depend on availability of sufficient sample
sizes.

Thisareaintentionally left blank
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The designfor the evaluation of the Hypothesis 2 is summarizedin Figure 4.

Quasi-Experimental Design
Pretest—Posttest Design with Nonequivalent Groups for the Evaluation of Hypothesis 2

[::;?::] Post-test Measurements
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Measurement ( )
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|
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Comparison I
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roup :
Initiation of the

Intervention

* Intervention Group: KanCare 2.0 members living in the community and receiving behavioral health services or HCBS
services in the PD, I/DD, and TBI waiver programs who opted for service coordination and received employment or
independent living supports through KanCare 2.0 service coordination.

** Comparison Group: KanCare 2.0 members living in the community and receiving behavioral health services or HCBS
services in the PD, /DD, and TBI waiver programs who opted for service coordination and did not receive employment
or independent living supports through KanCare 2.0 service coordination.

Note: All members in both groups identified through a set of KanCare 2.0 Health Screening and HRA questions

indicating a potential need for receiving employment or independent living supports.

Figure 4. Evaluation Design for the Intervention Providing Employment or Independent Living Supports

through Service Coordinationto the KanCare 2.0 Members Living in the Community and Receiving Behavioral
Health Services or HCBS Services in the PD, /DD, and Bl Waiver Programs

e. Methodology for the Evaluation of Hypothesis 3

Evaluation Questions

e Did use of telemedicine services increase over the five-year period for KanCare members living in rural or semi-
urban areas?

e Did use of telemonitoring services increase over the five-year period for KanCare members with chronic conditions
living in rural or semi-urbanareas?

e Evaluation question related to the telementoring: Data sources are currently not known to describe the baseline
and 5-year status for the use of telementoring pairing ruraland semi-urban healthcare providers with remote
specialists toincrease the capacity for treatment of chronic, complex conditions, therefore the related evaluation
question and design will be developed later.

e Did use of telemedicine increase access toservices over the five-year period for KanCare members living in rural or
semi-urban areas?

Demonstration Strategies

The State has asked KanCare 2.0 managed care organizations to utilize telehealth solutions in designing, establishing,
and maintaining provider networks and to develop models to expand use and effectiveness of telehealth strategies,
including telemedicine, telemonitoring, and telementoring, with a focus on enhancing access toservices in rural or
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semi-urban areas, accessto behavioral health services, and support chronic pain management interventions.! The

State document for MCOs titled “Kansas Medicaid Managed Care Request for Proposal for KanCare 2.0” has described

telemedicine, telemonitoring, and telementoring as follows (pp. 106—107):12

a) “Telemedicine: The State is interested in positively impacting member access by exploring telemedicine strategies
that expand the full scope of practice by connecting network providers with members at distant sites for purposes
of evaluation, diagnosis, and treatment through two-way, real time interactive communication. such projectscan
greatly enhance access, save time, money and improve outcomesin communities with limited accessto health
care.” The state has defined telemedicine as “connecting participating providers with members at distant sites for
purposes of evaluation, diagnosis, and treatment through two-way, real time interactive communication.”

b) “Telemonitoring: Technologies that target specific disease type (i.e. congestive heart failure) or high utilizers of
health services, particularly ER services and medication regimen management. Technologies are available that
measure health indicators of patients in their homes and transmit the data to an overseeing Provider. The provider,
who might be a physician, nurse, social worker, or even a non-clinical staff member, can filter patient questions and
report to a clinical team as necessary. The goal would be to reduce admission, ER utilization and improve overall
health of the member.”

c) “Telementoring: Technologies such as the Project ECHO model to connect community PCPs with specialists
remotely located to provide consultations, grand rounds, education, and to fully extend the range of care available
within a community practice. The State is also interested in ways that the use of telementoring can attract and
retain providers in rural health shortage areas. This could include creating learning and joint consultation strategies
that may make working in more isolated environments or practices more attractive.”

Evaluation Design

The demonstrationstrategies related tothe three components of Hypothesis 3 will be developed during the five-year
period by the MCOs as per State’s guidelines and approval; currently no appropriate comparison group is available.
Therefore, the Non-experimental method (One-Group Pretest—Posttest Design) will be used to examine the
evaluation questions 1, 2, and 3 for Hypothesis 3. The evaluation design will include baseline and cross-year
comparisons of the selected evaluation measures among the members living in rural or semi-urbanareas who received
telehealth strategies (Intervention Group). Assessment of trends over time will also be conducted.

The fourth evaluation question is designedto determine if the number of services receivedis increased by telehealth
or if in-person visits are converted to telehealthvisits with no overall increase in frequency or level of care received.
The State approved a set of speech-language pathology or audiology codes for telehealth delivery effective January 1,
2019. Service delivery trends for these codes, and other codes approved for telehealth during the demonstration, will
be monitored and comparisons betweenrural, semi-urbanand urban rates studied. Trends for other services available
by telehealth prior to 2018 will also be analyzed, but the impact of telehealth on access toservices mayalready be
established. Increase inaccess to evaluation services maylead to an increase in diagnosis of related conditions. Thus,
number of members diagnosed with speech-language and audiology pathological conditions will be analyzed.

Target and Comparison Population
Target Population: KanCare 2.0 members living in the rural or semi-urban areas will constitute the target population.

Intervention Group: The members who received telehealth strategies (telemedicine and telemonitoring strategies) will
constitute the intervention group.

Comparison Group: As described above, the evaluation design willnotinclude comparison group. Ifit is possible to
apply the Pretest—Posttest Design with Non-Equivalent Comparison Groups for any of the telehealth strategies
implemented by the MCOs, thenan appropriate comparison group with pre- and post-intervention data will be
selected.
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Potential Subgroups:

Subgroup analyses will also be conducted to identify the benefit of the use of telemedicine and/or telemonitoring
services in any specific subgroup. The subgroups, depending upon the availability of sufficient sample size, will be
basedon:

e Telemedicine and/or telemonitoring service type,

e Provider specialty type,

e Specific chronic conditions, and

e Geographicregions of the state (Western, Central, Easternregions).

Evaluation Period
The baseline year will depend on the start dates of the implementation of telemedicine and telemonitoring strategies.
The evaluation period will be comprised of the intervention start year through 2023.

Evaluation Measures

The following quantitative performance measures for the members living in the ruraland semi-urban areas will be

assessedtoexamine the evaluation questions:

Telemedicine:

e Percentage of telemedicine services received by the members living in the rural or semi-urban areas. Potential
stratification by service, specialty type, or diagnosis.

e Number and percentage of receiving sites for telemedicine services in the rural and semi-urban areas. Potential
stratification by service, specialty type, or diagnosis.

e Number and percentage of members living in the rural or semi-urban areas whoreceived telemedicine services.
Potential stratification by service, specialty type, or diagnosis.

e Number of paid claims with selected procedure codes, stratified by area, mode of delivery, and provider specialty.

e Number of members with selected diagnosis (e.g., speech-language pathology) per 1,000 members.

Telemonitoring:

e Number and percentage of members living in the rural and semi-urban areas who received telemonitoring
services. Potential stratification by service, specialty type, or diagnosis.
Number of telemonitoring services provided to members living in the ruraland semi-urbanareas.

e Number of providers monitoring health indicator data transmitted to them by the members receiving
telemonitoring services.

e Other appropriate measures related to specific telemonitoring strategiesimplemented for the members living in
the ruraland semi-urbanareas (to be determined).

In addition to the above-mentioned quantitative outcome measures, qualitative information will be collected twice
during the evaluation period (mid-year and the last year of the evaluation period) through an online provider survey
and/or key-informant interviews with the providers who submitted claims for telemedicine and/or telemonitoring
services. The online survey will be designed using Survey Monkey software and will include open-ended questions. The
survey questions will collect information from the providers on the facilitators and barriers related to the use
telemedicine and telemonitoring services, and whether the use of these services improved access to care among
Medicaid members living in rural and semi-urban areas. Inaddition, providers will be askedto provide
recommendations for removing barriers toincreasing the use of these services and improving the access tocare
among Medicaid members. The survey responses will be categorized to examine similar and dissimilar themes and to
find areas that can be further explored through key informant interviews of the providers. Key informant interviews
will be conducted from a random sample of these providers to collect in-depth information regarding why the use of
these services succeeded or did not succeedin increasing the access to care among Medicaid members in rural and
semi-ruralareas.

Following is the potential list of qualitative measures that will be examined:
e Factorsfacilitating the use of telemedicine and/or telemonitoring services for the Medicaid members.

e Barriers encountered in using telemedicine and/or telemonitoring services for the Medicaid members.
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Opinions about how to further improve the use of telemedicine and/or telemonitoring services.

Opinion about how to remove barriers encountered in using telemedicine and/or telemonitoring services.
Reasons why the use of telemedicine and/or telemonitoring services succeeded or did not succeed in increasing
the access to care for the Medicaid members in rural and semi-rural areas.

Additional qualitative measures will be examined based on the themes identified from the survey and key informant
interviews.

See Table A2.7 and Table A2.8 within Appendix 2 for enhanced discussion of these measures.

Data Sources
The following data sources will be used for the evaluation of Hypothesis 3:

MMIS Encounter database,

MMIS Eligibility and Enrollment database,

Other appropriate data sources for measures identified later in accordance with specific telehealth strategies,
Online provider survey to collect qualitative information from the providers using telemedicine and telemonitoring
services (identified through claims submitted for telemedicine and telemonitoring services), and

Key informant interviews from a sample of the providers using telemedicine and telemonitoring services
(identified through claims submitted for telemedicine and telemonitoring services).

See Table A3.1 within Appendix 3 for enhanced discussion of these data sources.

Analytic Methods

The following analytical methods will be used to assess the evaluation questions:

Data obtained from various sources will be reviewed for missing values, inconsistent patterns, and outliers to
ensure quality and appropriateness of the data for analyses required by the evaluation design.

For statistical procedures, afinal dataset withall required variables will be created by merging data from various
sources.

Descriptive statistics will examine demographic characteristics of the members.

The descriptive statistics (e.g., numbers and percentages or rates) of the selected evaluation measures will be
calculatedfor baseline and subsequent years of the evaluation period.

Appropriate statisticaltests such as Fisher’s Exact and Pearson chi-square tests with p<.05 will be used to compare
percentages or rates for the baseline and subsequent years.

Absolute improvement will be examined by comparing percentages or rates for the baseline year and most recent
year (as per availability of data).

Trend analysis will be conducted using statistical testssuchas a Mantel-Haenszel chi-square test with p<.05
indicating significance.

Difference of differences between subgroups will be tested using Breslow-Day tests for homogeneity of the odds
ratio.

Subgroup analyses using appropriate statistical procedures will also be conducted for subpopulation groups
(telemedicine and/or telemonitoring service type; provider specialty type; specific chronic conditions; and
geographicregions of the state). These subgroup analyses will depend on availability of sufficient sample sizes.
Qualitative data analysis techniques will be used to analyze qualitative data collected through online survey and
key informant interviews of the providers using telemedicine and/or telemonitoring services. The steps for
qualitative data analysis will include: getting familiar with the data by looking for basic observations or patterns;
revisiting research objectives toidentify the questions that can be answered through the collected data;
developing a framework (coding and indexing) to identify broad ideas, concepts, behaviors, or phrases, and assign
codes for structuring and labeling data; identifying themes, patterns, and connections to answer research
guestions, and finding areas that can be explored further (Content and Narrative analyses); and summarization of
the qualitative information toadd to the overall evaluation results.
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The designfor the evaluation of the Hypothesis 3 is summarizedin Figure 5.

Non-Experimental Design
One Group Pretest—Posttest Design for the Evaluation of Hypothesis 3

Post-test
Measurements (Post
Intervention)

Pre-test (Baseline)
Measurement

N

0 Baseline

Intervention
Group*

0. 0O; Os

-x - -

Initiation of the
Intervention

* Intervention Group: KanCare 2.0 members living in rural or semi-urban areas who receive telehealth services.

Figure 5. Evaluation Design for the Telehealth Services Strategy

f. Methodology for the Evaluation of Hypothesis 4

Evaluation Questions

Did removing payment barriers for services provided in Institutions for Mental Diseases (IMDs) for KanCare members
improve beneficiary access tosubstance use disorder (SUD) treatment services.

Demonstration Strategy
The Kansas Medicaid IMD Exclusion has been removed allowing IMDs to bill for SUD treatment services withthe
expectationthat access to SUD services will increase for members with behavioral health conditions.

Evaluation Design
As per CMS recommendation, evaluation of Hypothesis 4 will be conducted as part of the SUD Evaluation Design.®

g. SUD Evaluation

A separate evaluation designfor the KanCare 2.0 Section 1115 SUD Demonstration is being developed to evaluate the
approved Implementation Plan.®'3 This evaluationis in accordance withthe CMS document, “SUD, Section 1115
Demonstration Evaluation Design, Technical Assistance,” provided March 6,2019.14

h. Monitoring of the Overall KanCare 2.0 Performance Measures

The final Evaluation of the KanCare Demonstration conducted for the first six years of the program (2013-2018)
identified areas forimprovement. The following potential performance measures relatedtoa few of these areas will
be monitored during the period of 2019 through 2023:

e Prenataland Postpartum Care (HEDIS measure)

e Comprehensive Diabetes Care (HEDIS Measure)

e Smoking and Tobacco Cessation (CAHPS Measure)
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e Improved ability to handle daily life and deal with crisis (MH Survey)
e Social and Community Engagement (HCBS CAHPS)

See Table A2.9 within Appendix 2 for enhanced discussion of these measures.

Data Sources

e HEDISdatafrom MCOs

e Consumer Assessment of the Healthcare Providers and Systems (CAHPS) Survey
Mental Health Survey

HCBS CAHPS Survey (potential data source)

See Table A3.2 within Appendix 3 for enhanced discussion of these data sources.

Analytical Methods

e The descriptive statistics (e.g., percentages or rates) of the selected evaluation measures will be calculated for
baseline and subsequent years of the evaluation period.

e Comparison of the percentages or rates for the baseline year with the subsequent years will be done by applying
appropriate statistical testssuch as Fisher’s Exact and Pearson chi-square tests with p<.05 indicating statistical
significance.

e Absolute improvement will be examined by comparing percentages or rates for the baseline years with the most
recent year (as per availability of data).

e Trend analysis will be conducted using statistical testssuch as a Mantel-Haenszel chi-square test with p<.05
indicating significance.

i. DSRIP Evaluation

The Delivery System Reform Incentive Payment (DSRIP) program was implemented in 2015 and extends through 2020.
InJanuary 2021, an Alternate Payment Model (APM) program will replace DSRIP. The DSRIP evaluation plan,
submittedto CMS separately, reflects an additional two years of DSRIP assessmentand a final overall evaluation
summary. Also, the evaluation report for 2020 will summarize the activities KDHE has completed throughout the state
meeting with a wide range of stakeholders to define the APM goals and metrics to be implemented in 2021 through
2023. The APM evaluation plan, including specific metrics, will be developed and submitted to CMS by the end of
2020.

D. Methodological Limitations

Due to state-wide implementation of the KanCare 2.0 Demonstration, the evaluation of overall strategies (Service
Coordination Strategy and OneCare Kansas program) and four hypotheses is limited by the lack of true comparison
groups. All Medicaid clients in the state are subject to participationin the Demonstration. As a result, the evaluation
designincluded comparisons among members in the Intervention and Comparison Groups (without true external
comparison groups); therefore, the pre- and post-test evaluation design or comparisons to baselines may suggest
overall improvements in outcomes due to the demonstration and observed associations may not imply causality due to
a specificintervention. To address this limitation, the Comparative Interrupted Time Series Evaluation Design will be
used for the evaluation of Overall Strategies (Service Coordination Strategy and OneCare Kansas program)and
Hypothesis 1. This will provide a possibility to assess causalinference between interventions and outcomes for these
evaluations. The Pretest—Posttest Design with Nonequivalent Groups Design will be used for the evaluation of
Hypothesis 2. This will also provide a possibility to assess causalinference.
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As the demonstration strategies related tothe three components of the Hypothesis 3 will be developed during the
five-year period by the MCOs (subject to State guidelines and approval) and appropriate comparison group is currently
not available, Non-experimentalmethod (One-Group Pretest—Posttest Design) will be used to examine the evaluation
questions. This will limit the ability to assess any causal relationship between the use of telehealth services and access
or health outcomes among members living in rural or semi-urban areas.

Due to changes in the data system, pre-demonstration data on the participating members’ characteristicsand
outcomes will not be used. Therefore, Non-experimental methods (descriptive data) will be used for conducting the
evaluation of Hypothesis 4. Only descriptive data will be examined for assessing the evaluation question; therefore,
association between the intervention and improved beneficiary access to SUD treatment services within IMDs cannot
be assessed.

The use of administrative claims and encounters data sources can be a limitation. These data sources are designed and
collected for billing purposes but will be used in the evaluation to determine changes in access toservices, quality of
care, and health outcomes. However, most of the measures selected for assessment of the evaluation questions are
validated and widely used for this purpose. While administrative data might be able to identify key cases and statistical
trends, these are usually limited in providing detailed health and health behavior information, thus making it difficult
to obtain information on possible covariates. Also, due to the use of population-level data, the effect size of measured
differences represents true differences; however, this may or may not correspond to meaningful changes at the
intervention or program levels.

Datalagalsocauses a challenge in measuring and reporting change in a timely manner. This can affect the availability
of data for conducting the evaluation for the entire five-year period of the demonstration.

As evaluation is based on five-year period, the definitions and specifications of the evaluation measures, policies for
data collection, and infrastructure of the data sources may change during the evaluation period, thus leading to
unavailability of appropriate data for the analysis of multiple pre- and post-intervention evaluation points needed for
comparative interrupted time series and one group pretest-posttest designs.

Comparison group options using members who are the members of the intervention’s target population will be
applied, therefore, thereis a possibility of encountering methodological issues (such as selection bias due to
differences in the characteristics of members opting-in for the participationin the intervention and those not opting-
in, spillover effects, multiple treatment threats due to other interventions, effect of confounding variables, inadequate
statistical power, and multiple comparisons issue) that will require application of appropriate techniques. 1>
Appropriate techniques will be applied toaddress these issues as much as possible.

To have an adequate number of members in the Intervention and comparison groups for the evaluation of overall
service coordination strategies (Service Coordination Strategy and OneCare Kansas program) and Hypothesis 1, the
entire eligible population for the intervention and comparison groups will be included in the study, and pre- and post-
intervention changes will be examined. However, if the eligible population is very large, then samples of eligible
members with power calculations may be used to ensure validity of the findings.

Over the five-year period, eligibility for receiving Medicaid services may change for some members and they may not
be the part of Intervention or Comparison Groups. Also, during subsequent years, some members may opt in or opt
out of the interventions. This issue will be monitored and addressed accordingly by applying appropriate techniques
(Intent-to-treat analysis; exclusion from analysis, etc.).
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E. Special Methodological Considerations

MCOs are in the process of developing strategies for the implementation of the value-based provider incentive
program. Therefore, final evaluation designand measures may need modifications based on specific aspects of the
program.

MCOs have not yet developed specific strategies for the use of telehealth services and an appropriate comparison
group cannot be currently be identified, therefore, a rigorous scientific design with additional comparison group (such
as a comparative interrupted time series design) could not be used for the evaluation of Hypothesis 3. As mentioned
above, alessrigorous non-experimental method (One-Group Pretest—Posttest Design) will be used. This will limit the
ability to examine any causal relationship between use of telehealth services and access or health outcomes among
members.

As mentioned above, due to data system changes, pre-demonstration data will not be used limiting the ability to
compare pre- and post-intervention outcomes, a scientifically rigorous design could not be used for the evaluation of
Hypothesis 4. For this evaluation, only descriptive data will be examined over the demonstration period.

This areaintentionally left blank
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Appendix 1: Logic Model for KanCare 2.0 Demonstration

Activities/Interventions

Provide Service Coordination Strategy of
integrating physical and behavioral health
servicesamong members who met health
risk assessment (HRA) threshold and opted to
receive service coordination

Implement OneCare Kansas program
providing comprehensive and intense
methods of care coordination among
members who met program criteria and
opted to receive program services

Implement Value-based Provider Incentive
Program for integrating physical and
behavioral health services

Provide Telehealth Services (telemedicine,
telemonitoring, telementoring) for members
livingin rural or semi-urban areas

Provide Supports for Employment and
Independent Living to the members with
disabilities or behavioral health conditions
who are livingin the community

Remove Payment Barriers for Services
provided in Institutions for Mental Health

Outputs
(Process)

Service Coordination
Strategy implemented
(HRA, needs
assessments, plan of
service or person-
centered service plan
implementation)

OneCare Kansas
program implemented
(six core services)

Value-based Provider
Incentive Program
implemented

Telehealth services
provided

Supports for
employment and
independent living
provided

Payment barriers for
IMDs removed and
SUD services provided

|

Process Indicators

Outcomes

(Short-term)
Changes in 1-2 years

Outcomes

(Intermediate)
Changes in 3-5 years

Integration of physical and
behavioral health services

Changes in care
coordination and
elimination of current silos
between physical and
behavioral health services

Increased capacity of
providersin rural or semi-
urban areas; Improved
access to health services
among memberslivingin
these areas

Increased vocational and
independent living skill
buildingamong members
with disabilities or
behavioral health
conditions who live in the
community

Increased access to SUD
servicesin IMDs

Reduction in cost of care:

- J ER visits
- { Inpatient admissions

Improved quality of care:
- Physical health services

- Behavioral health services

- SUD services
- Preventive services

Improved health outcomes:
- Physical health conditions
- Behavioral health conditions

- SUD conditions

Improved independence and

health outcomesamong

members with disabilities or
behavioral health conditions

livingin the community:
- D Employment

- D Employment based on

skills
- I Stable housing

- D Number of days in the

community
- LED visits

Increased SUD treatment
among members within IMDs

Impact
(Long-term)
Changes > 5 years

Reduced and
contained cost
for ED visits
and inpatient
admissions

Improved and
maintained

quality of care

Improved and
maintained
health
outcomes

Improved and
maintained
independence
among
members with
disabilities or
behavioral
health
conditions

|

Outcome Indicators

Y

Moderating factors: Health literacy, level of reimbursement for telehealth services, technological advancements, job market, community opportunities for independent living.
Confounding factors: Age, gender, levels of member education and income, comorbidities, health status of members, seasonality of health conditions, multiple interventions.
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Appendix 2: Detailed Summary of Performance Measures

Table A2.1. Detailed Summary of Performance Measures for Service Coordination Strategy

Performance Measure Steward Denominator Numerator Unit of Data Source
Measure

Annual Dental Visit (ADV) NCQA Medicaid members 2—20 Members 2—20 years of age who | Percentage Medicaid Management

Percentage of members, 2—-20 years, who had one or more years of age. had one or more dental visit with Information System (MMIS)

dental visit with a dental practitioner during the a dental practitioner during the Encounter database; MMIS

measurement year. measurement year. Eligibility and Enroliment
database; MCOs” member-
level case management data
systems.

Adults’ Access to Preventive/ Ambulatory Health Services NCQA Medicaid members20 years | Members 20 years & older who Percentage Same as above.

(AAP) & older. had one or more ambulatory or

Percentage of Medicaid members 20 years & older who had preventive care visits during the

an ambulatory or preventive care visit during the measurement year.

measurement year.

Adolescent Well-Care Visits (AWC) NCQA Medicaid members 12-21 Members, 12-21 years, who had Percentage Same as above.

Percentage of Medicaid members, 12—21 years, who had at years of age. at least one comprehensive well-

least one comprehensive well-care visit with a PCP or an care visit with a PCP or an

OB/GYN practitioner during the measurement year. OB/GYN practitioner during the

measurement year.

Follow-Up After Hospitalization for Mental lliness (FUH) NCQA Medicaid members, 6 years A follow-up visit with a mental Percentage Same as above.

Percentage of discharges for members, 6 years & older, who & older, who were health practitioner within 7 days

were hospitalized for treatment of selected mental illness or hospitalized for treatment of | of discharge.

intentional self-harm diagnoses & who had a follow-up visit selected mental illness or

with a mental health practitioner within 7 days after intentional self-harm

discharge. diagnoses.

Initiation and Engagement of Alcohol and Other Drug Abuse NCQA Initiation: Members who Initiation: Members who began Initiation: Same as above.

or Dependence Treatment (IET) were diagnosed with a new initiation of AOD treatment Percentage

Percentage of adolescent and adult members with a new episode of AOD abuse or within 14 days of the index Engagement:

episode of alcohol or other drug (AOD) abuse or dependence dependence duringthe first | episode start date (IESD). Percentage

who received:

o Initiation of AOD treatment: % of memberswho initiate a
treatment through inpatient AOD admission, outpatient
visit, intensive outpatient encounter or partial
hospitalization, telehealth or medicationtreatment within
14 days of the diagnosis.

e Engagement of AOD treatment: % of memberswho
initiated treatment and who are engaged in ongoing AOD
treatment within 34 days of the initiation visit.

10% months of the
measurement year.
Engagement: Memberswho
were diagnosed with a new
episode of AOD duringthe
first 10% months of the
measurement year.

Engagement: Memberswho
began initiation of AOD
treatment within 14 days of IESD
& had two or more engagement
visits within 34 days after the
date of the initiation visit.
[Engagement visits will be
defined as per HEDIS
administrative specifications].

Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
Performance Measures: Measures will be calculated for Intervention & Comparison Groups designed for the evaluation of Service Coordination strategy.
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Appendix 2: Detailed Summary of Performance Measures (Continued)

Table A2.1. Detailed Summary of Performance Measures for Service Coordination Strategy (Continued)

Performance Measure Steward Denominator Numerator Unit of Measure Data Source
Antidepressant Medication Management (AMM) NCQA Effective Acute Phase Treatment: Effective Acute Phase Treatment: Percentage MMIS Encounter
Percentage of members, 18 years and older, who Medicaid members, 18 years and Medicaid members, 18 years and older, database; MMIS
were treated with antidepressant medication, had a older, who were treated with who were treated with antidepressant Eligibility and
diagnosis of major depression & who remained on antidepressant medication, had a medication for at least 84 days (12 weeks), Enroliment
an antidepressant medication treatment: diagnosis of major depression. beginning on the Index prescription Start database; MCOs
o Effective Acute Phase Treatment: Percentage of [Eligible population for Date (IPSD) through 114 days after IPSD. Member-level case

members who remained on an antidepressant denominator will be defined asper | Effective Continuation Phase Treatment: management data
medication for at least 84 days (12 weeks). HEDIS administrative Medicaid members, 18 years and older, systems.
e Effective Continuation Phase Treatment: specifications]. who were treated with antidepressant
Percentage of members who remained on an Effective Continuation Phase medication for at least 180 days (6
antidepressant medication for at least 180 days (6 Treatment: Same as above. months), beginning on IPSD through 231
months). days after IPSD.
ED visits, observation stays, or inpatient N/A Members, 18 years & older, Number (#) of ED visits, observation stays, 1,000 member- Same as above.
admissions per 1,000 member-months for enrolled in Medicaid for at least or inpatient admissions for diabetic months
following conditions one month (30 consecutive days) ketoacidosis /hyperglycemia, or acute
e Diabetic Ketoacidosis/ Hyperglycemia, or during the measurement period. severe asthma, or hypertensive crisis, or
e Acute severe asthma, or fall injuries, or substance use disorder, or
e Hypertensive crisis, or mental health issues.
e Fallinjuries, or
e SUD, or
e Mental health issues
Outpatient or professional claimsfor following N/A Members, 18 years & older, # of Outpatient or professional claims for 1,000 member- Same as above.
conditions: enrolled in Medicaid for at least diabetic retinopathy, orinfluenza, or months
e Diabetic retinopathy, or one month (30 consecutive days) pneumonia, or shingles.
o [nfluenza, or during the measurement period.
e Pneumonia, or
e Shingles
Emergency department visits per 1,000 member- N/A Members, 18 years & older, # of ED visits during the measurement 1,000 member- Same as above.
months enrolled in Medicaid for at least period. months
one month (30 consecutive days)
during the measurement period.
Inpatient Utilization—General NCQA Members, 18 years & older # of acute inpatient discharges (excluding Days per 1,000 Same as above.
Hospitalization/Acute Care (IPU), excluding enrolled in Medicaid for at least discharges for maternity admissions) member-months
maternity admissions one month (30 consecutive days) during the measurement period.
during the measurement period.
Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
Performance Measures: Measures will be calculated for the Intervention and Comparison Groups designed for the evaluation of Service Coordination Strategy.
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able A Detalled ary ot Qua a ormance IVieasures ror OneCare Ka 0€ra
Performance Measure Steward Denominator Numerator Unit of Measure Data Source
Annual Dental Visit (ADV) NCQA Medicaid members2-20 Members 2—20 years of age Percentage MMIS Encounter database; MMIS
Percentage of Medicaid members, 2—20 years, who had years of age. who had one or more dental Eligibility and Enroliment database;
one or more dental visit with a dental practitioner visit with a dental practitioner OneCare Kansas members’ eligibility &
during the measurement year. during the measurement participation database; MCOs
year. Member-level case management data
systems.
Adults’ Access to Preventive/Ambulatory Health NCQA Medicaid members 20 Members 20 years & older Percentage Same as above.
Services (AAP) years & older. who had one or more
Percentage of Medicaid members 20 years & older who ambulatory or preventive
had an ambulatory or preventive care visit during the care visits during the
measurement year. measurement year.
Adolescent Well-Care Visits (AWC) NCQA Medicaid members 12-21 Members, 12-21 years, who Percentage Same as above.
Percentage of Medicaid members, 12-21 years, who years of age. had at least one
had at least one comprehensive well-care visit with a comprehensive well-care visit
PCP or an OB/GYN practitioner during the with a PCP or an OB/GYN
measurement year. practitioner during the
measurement year.
Follow-Up After Hospitalization for Mental lliness NCQA Medicaid members, 6 years | A follow-up visit with a Percentage Same as above.
(FUH) & older, who were mental health practitioner
Percentage of discharges for members, 6 years & older, hospitalized for treatment within 7 days of discharge.
who were hospitalized for treatment of selected mental of selected mental illness
illness or intentional self-harm diagnoses & who had a orintentional self-harm
follow-up visit with a mental health practitioner within diagnoses.
7 days after discharge.
Initiation and Engagement of Alcohol and Other Drug NCQA Initiation: Members who Initiation: Members who Initiation: Same as above.
Abuse or Dependence Treatment (IET) were diagnosed with a new | began initiation of AOD Percentage
Percentage of adolescent and adult members with a episode of AOD abuse from | treatment within 14 days of Engagement:
new episode of alcohol or other drug (AOD) abuse or January 1 - November 13 the index episode start date Percentage

dependence who received:

e Initiation of AOD treatment: Percentage of members
who initiate atreatment through inpatient AOD
admission, outpatient visit, intensive outpatient
encounter or partial hospitalization, telehealthor
medication treatment within 14 days of the diagnosis.

e Engagement of AOD treatment: Percentage of
members who initiated treatment and who are
engaged in ongoing AOD treatment within 34 days of
the initiation visit.

of the measurement year.
Engagement: Members
who were diagnosed with a
new episode of AOD from
January 1 — November 13
of the measurement year.

(IESD).

Engagement: Memberswho
began initiation of AOD
treatment within 14 days of
IESD & had two or more
engagement visits within 34
days after the date of the
initiation visit. [Engagement
visits will be defined as per
HEDIS administrative
specifications].

Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
Performance Measures: Measures will be calculated for the Intervention and Comparison Groups designed for the evaluation of OneCare Kansas program.
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Appendix 2: Detailed Summary of Performance Measures (Continued)

KanCare 2.0 Evaluation Design

able A Detalled arv or Qua a e Perto e lviea estor OneCare OfLra 0 ed
Performance Measure Steward Denominator Numerator Unit of Measure Data Source

Antidepressant Medication Management NCQA Effective Acute Phase Treatment: Effective Acute Phase Treatment: Percentage (MMIS Encounter
(AMM) Medicaid members, 18 years and Medicaid members, 18 years and database; MMIS Eligibility
Percentage of members, 18 years and older, who older, who were treated with older, who were treated with and Enrollment database;
were treated with antidepressant medication, antidepressant medication, had a antidepressant medication for at least OneCare Kansas members’
had a diagnosis of major depression & who diagnosis of major depression. 84 days (12 weeks), beginning on the eligibility & participation
remained on an antidepressant medication [Eligible population for denominator | Index prescription Start Date (IPSD) database; MCOs" member-
treatment: will be defined as per HEDIS through 114 days after IPSD. Effective level case management
o Effective Acute Phase Treatment: Percentage administrative specifications.] Continuation Phase Treatment: data systems.

of memberswho remained on an Effective Continuation Phase Medicaid members, 18 years and

antidepressant medication for at least 84 days Treatment: Same as above. older, who were treated with

(12 weeks). antidepressant medication for at least
o Effective Continuation Phase Treatment: 180 days (6 months), beginning on

Percentage of members who remained on an IPSD through 231 days after IPSD.

antidepressant medication for at least 180

days (6 months).
ED visits, observation stays, or inpatient N/A Members, 18 years & older, enrolled | Number (#) of ED visits, observation 1,000 member- | Same as above.
admissions per 1,000 member-monthsfor in Medicaid for at least one month stays, or inpatient admissions for months
following conditions (Administrative): (30 consecutive days) during the diabetic ketoacidosis /hyperglycemia,
e Diabetic Ketoacidosis/ Hyperglycemia, or measurement period. or acute severe asthma, or
e Acute severe asthma, or hypertensive crisis, or fall injuries, or
e Hypertensive crisis, or substance use disorder, or mental
e Fallinjuries, or health issues.
e SUD, or
e Mental health issues
Outpatient or professional claimsfor following N/A Members, 18 years & older, enrolled | # of Outpatient or professional claims 1,000 member- | Same as above.
conditions: in Medicaid for at least one month for diabetic retinopathy, orinfluenza, months
e Diabetic retinopathy, or (30 consecutive days) duringthe or pneumonia, or shingles.
e Influenza, or measurement period.
e Pneumonia, or
e 0 Shingles
Emergency department visits per 1,000 N/A Members, 18 years & older, enrolled | # of ED visits during the measurement | 1,000 member- | Same as above.
member-months in Medicaid for at least one month period. months

(30 consecutive days) during the
measurement period.

Inpatient Utilization—General NCQA Members, 18 years & older, enrolled | # of acute inpatient discharges Days per 1,000 Same as above.

Hospitalization/Acute Care (IPU), excluding
maternity admissions.

in Medicaid for at least one month
(30 consecutive days) during the
measurement period.

(excluding discharges for maternity
admissions) during the measurement
period.

member-
months

Denominatorsand numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
Performance Measures: Measures will be calculated for the Intervention and Comparison Groups designed for the evaluation of OneCare Kansas program.
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Appendix 2: Detailed Summary of Performance Measures (Continued)

able A Detalled a oT Qualita e Perto a e ea e or OneCare Ka as Prog
Performance Measure Steward Unit of Measure Data Source

Learning needsidentified by the OneCare Kansas Learning Collaborative. N/A Similar and dissimilar themes based on content and OneCare Kansas Learning
narrative analyses Collaborative reports.

Processesto address the learning needsidentified by the OneCare Kansas Learning N/A Similar and dissimilar themes based on content and Same as above.

Collaborative. narrative analyses

Factors that facilitated the implementation of the OneCare Kansas program to achieve its N/A Similar and dissimilar themes based on content and Same as above.

goal. narrative analyses

Barriersencountered in implementation of the OneCare Kansas program. N/A Similar and dissimilar themes based on content and Same as above.
narrative analyses

Recommendations about how the quality of OneCare Kansas program can be further N/A Similar and dissimilar themes based on content and Same as above.

improved. narrative analyses

Observations why this program was able to succeed or why it did not meet its goals. N/A Similar and dissimilar themes based on content and Same as above.
narrative analyses

Additional qualitative measures will be examined based on the themesidentified from the N/A Similar and dissimilar themes based on content and Same as above.

information obtained from the OneCare Kansas Learning Collaborative members.

narrative analyses

Qualitative data will be collected through OneCare Kansas Learning Collaborative reports.
Qualitative data analysis procedures will be applied.
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Appendix 2: Detailed Summary of Performance Measures (Continued)
able A 4. Detalled ary ot Qua a e Perto ance lVlea esSTo 3 are 0 pothe alue-Based pvide 2 Progra
Performance Measure Steward Denominator Numerator Unit of Measure Data Source

Annual Dental Visit (ADV) NCQA Medicaid members2—-20 | Members 2—20 years of age Percentage MCOs’ administrative databases on

Percentage of Medicaid members, 2—-20 years, who had years of age. who had one or more dental Value-Based Provider Incentive

one or more dental visit with a dental practitioner visit with a dental practitioner Programs; MMIS Encounter database;

during the measurement year. during measurement year. MMIS Eligibility and Enrollment
database; MCOs" member-level case
management data systems; MCO
databases/ tablesfor Value-based
Provider Incentive Programs
performance measures.

Adults’ Access to Preventive/Ambulatory Health NCQA Medicaid members 20 Members 20 years & older Percentage Same as above.

Services (AAP) years & older. who had one or more

Percentage of Medicaid members 20 years & older who ambulatory or preventive

had an ambulatory or preventive care visit during the care visits during the

measurement year. measurement year.

Adolescent Well-Care Visits (AWC) NCQA Medicaid members 12— Members, 12-21 years, who Percentage Same as above.

Percentage of Medicaid members, 12-21 years, who 21 years of age. had at least one

had at least one comprehensive well-care visit with a comprehensive well-care visit

PCP or an OB/GYN practitioner during the with a PCP or an OB/GYN

measurement year. practitioner during the

measurement year.

Follow-Up After Hospitalization for Mental lliness NCQA Medicaid members, 6 A follow-up visit with a Percentage Same as above.

(FUH) years & older, who were mental health practitioner

Percentage of discharges for members, 6 years & older, hospitalized for within 7 days of discharge.

who were hospitalized for treatment of selected mental treatment of selected

illness or intentional self-harm diagnoses & who had a mental illness or

follow-up visit with a mental health practitioner within intentional self-harm

7 days after discharge. diagnoses.

Initiation and Engagement of Alcohol and Other Drug NCQA Initiation: Members who | Initiation: Members who Initiation: Same as above.

Abuse or Dependence Treatment (IET) were diagnosed with a began initiation of AOD Percentage

Percentage of adolescent and adult memberswith a new episode of AOD treatment within 14 days of Engagement:

new episode of alcohol or other drug (AOD) abuse or abuse or dependence the index episode start date Percentage

dependence who received:

e Initiation of AOD treatment: Percentage of members
who initiate atreatment through inpatient AOD
admission, outpatient visit, intensive outpatient
encounter or partial hospitalization, telehealthor
medication treatment within 14 days of the diagnosis.

e Engagement of AOD treatment: Percentage of
members who initiated treatment and who are
engaged in ongoing AOD treatment within 34 days of
the initiation visit.

duringthe first 10%
months of the
measurement year.
Engagement: Members
who were diagnosed
with a new episode of
AOD duringthe first 10%
months of the
measurement year.

(IESD). Engagement:
Members who began
initiation of AOD treatment
within 14 days of IESD & had
two or more engagement
visits within 34 days after the
date of the initiation visit.
[Engagement visits defined as
per HEDIS administrative
specifications].

Denominatorsand numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
Performance Measures: Measures will be calculated for the Intervention and Comparison Groups designed for the evaluation of Hypothesis 1.
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Appendix 2: Detailed Summary of Performance Measures (Continued)

Performance Measure

Steward

Denominator

Numerator

KanCare 2.0 Evaluation Design

Unit of Measure

Table A2.4. Detailed Summary of Quantitative Performance Measures for KanCare 2.0 Hypothesis 1 — Value-Based Provider Incentive Program (Continued)

Data Source

Hospitalization/Acute Care (IPU), excluding
maternity admissions.

Medicaid for at least one month (30 consecutive
days) duringthe measurement period.

(excluding discharges for
maternity admissions) during
the measurement period.

member-
months

Antidepressant Medication Management NCQA Effective Acute Phase Treatment: Medicaid Effective Acute Phase Percentage MCOs’ administrative
(AMM) members, 18 years and older, who were treated | Treatment: Medicaid databases on Value-Based
Percentage of members, 18 years and older, with antidepressant medication, had adiagnosis | members, 18 years and older, Provider Incentive
who were treated with antidepressant of major depression. [Eligible population for who were treated with Programs; MMIS
medication, had a diagnosis of major denominator will be defined as per HEDIS antidepressant medication for Encounter database;
depression & who remained on an administrative specifications]. at least 84 days (12 weeks), MMIS Eligibility and
antidepressant medication treatment: Effective Continuation Phase Treatment: Same beginning on the Index Enrollment database;
o Effective Acute Phase Treatment: as above. prescription Start Date (IPSD) MCOs Member-level case
Percentage of members who remained on through 114 days after IPSD. management data
an antidepressant medication for at least Effective Continuation Phase systems; MCO databases/
84 days (12 weeks). Treatment: Medicaid tables for Value-based
o Effective Continuation Phase Treatment: members, 18 years and older, Provider Incentive
Percentage of members who remained on who were treated with Programs performance
an antidepressant medication for at least antidepressant medication for measures.
180 days (6 months). at least 180 days (6 months),
beginning on IPSD through 231
days after IPSD.
ED visits, observation stays, or inpatient N/A Members, 18 years & older, enrolled in Number (#) of ED visits, 1,000 member- | Same as above.
admissions per 1,000 member-monthsfor Medicaid for at least one month (30 consecutive | observation stays, or inpatient months
following conditions: days) duringthe measurement period. admissions for diabetic
o Diabetic Ketoacidosis/ Hyperglycemia, or ketoacidosis /hyperglycemia,
o Acute severe asthma, or or acute severe asthma, or
o Hypertensive crisis, or hypertensive crisis, or fall
o Fallinjuries, or injuries, or substance use
o SUD, or disorder, or mental health
o Mental health issues issues.
Outpatient or professional claimsfor N/A Members, 18 years & older, enrolled in # of Outpatient or professional | 1,000 member- | Same as above.
following conditions: Medicaid for at least one month (30 consecutive | claimsfor diabetic retinopathy, | months
o Diabetic retinopathy, or days) duringthe measurement period. or influenza, or pneumonia, or
o Influenza, or shingles.
o Pneumonia, or
o Shingles
Emergency department visits per 1,000 N/A Members, 18 years & older, enrolled in # of ED visitsduring the 1,000 member- | Same as above.
member-months Medicaid for at least one month (30 consecutive | measurement period. months
days) duringthe measurement period.
Inpatient Utilization—General NCQA Members, 18 years & older, enrolled in # of acute inpatient discharges | Days per 1,000 Same as above.

Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
Performance Measures: Measures will be calculated for the Intervention and Comparison Groups designed for the evaluation of Hypothesis 1.
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Appendix 2: Detailed Summary of Performance Measures (Continued)
Table A2.4. Detailed Summary of Quantitative Performance Measures for KanCare 2.0 Hypothesis 1 — Value-Based Provider Incentive Program (Continued)

KanCare 2.0 Evaluation Design

Performance Measure Steward Denominator Numerator Unit of Measure Data Source
Identification of Alcohol and Other Drug Services (IAD) NCQA Medicaid members with an AOD Medicaid members with an AOD Percentage MCOs’ administrative
Percentage of members with an alcohol and other drug diagnosis duringthe diagnosis who received a specific databases on Value-Based
(AOD) claim who received chemical dependency services measurement year. AOD-related service including Provider Incentive
during the measurement year. inpatient, intensive outpatientor Programs; MMIS
partial hospitalization, outpatient Encounter database;
or medication treatment, ED visit, MMIS Eligibility and
telehealth, or any service during Enrollment database;
the measurement year. MCOs’ member-level case
management data
systems; MCO databases/
tables for Value-based
Provider Incentive
Programs performance
measures.
Follow-Up Care for Children Prescribed ADHD NCQA Initiation Phase: Children 6—-12 Initiation Phase: Eligible Percentage Same as above.
Medication (ADD) years as of IPSD, with an memberswith an outpatient,
Percentage of children newly prescribed ADHD ambulatory prescription intensive outpatient or partial
medication who had at least 3 follow-up care visits within dispensed for ADHD medication, hospitalization follow-up visit
10-month period: and continually enrolled in with practitioner with prescribing
e Initiation Phase: Percentage of members6—12 yearsas Medicaid (120 days before IPSD authority within 30 days after the
of IPSD with an ambulatory prescription dispensed for through 30 days after IPSD). IPSD.
ADHD medication, who had one follow-up visit with C&M Phase: Children 6—-12 years | C&M Phase: Eligible members
practitioner with prescribing authority during 30-day as of IPSD, continually enrolledin | with an outpatient, intensive
Initiation Phase. Medicaid (120 days before IPSD outpatient or partial
e Continuation & Maintenance (C&M) Phase: Percentage through 300 days after IPSD) with | hospitalization follow-up visit
of members 6—12 years as of IPSD with an ambulatory an ambulatory prescription with practitioner with prescribing
prescription dispensed for ADHD medication, who dispensed for ADHD medication, authority within 30 days after the
remained on medication for at least 210 days and in & who remained on medication IPSD and at least two follow-up
addition to a visit in Initiation Phase, had at least two for at least 210 days. visitson different dates of service
follow-up visits with practitioner within 270 days (9 with any practitioner, from 31-
months) after Initiation Phase ended. 300 days (9 months) after IPSD.
Use of Opioids at High Dosage (HDO) NCQA Medicaid members, 18 years and | Number of members whose Percentage Same as above.

Proportion of members, 18 years and older, who received
prescription opioids at a high dosage (average morphine
milligram equivalent dose [MME] 290) for 215 total days
during measurement period.

older, who met following criteria:

e Two or more opioid dispensing
eventson different dates of
service; and

e >15 total days covered by
opioids.

average MME was 290 during
treatment period.

Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
Performance Measures: Measures will be calculated for the Intervention and Comparison Groups designed for the evaluation of Hypothesis 1.
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Appendix 2: Detailed Summary of Performance Measures (Continued)

able A2.4. Detallec arv or Qua a e Perto ance 3 esTo a are U pothe alue-Based Provide e e Progra 0 o
Performance Measure Steward Denominator Numerator Unit of Measure Data Source

Use of Opioids from multiple providers (UOP) NCQA Medicaid members, 18 years and Members who Percentage MCOs’ administrative databases on

Proportion of members, 18 years and older, receiving older, who met following criteria: | received Value-Based Provider Incentive

prescription opioids for 215 days during measurement e Two or more opioid dispensing prescriptions for Programs; MMIS Encounter database;

period who received opioids from multiple providers. eventson different dates of opioids from four or MMIS Eligibility and Enrollment

o Multiple Prescribers: Proportion of members service; and more different database; MCOs" member-level case
receiving prescriptions for opioids from four or more e >15 total days covered by providersduring the management data systems; MCO
different providers during the measurement year. opioids. measurement year databases/ tablesfor Value-based

Provider Incentive Program performance
measures.

Mental Health Utilization (MPT) NCQA Medicaid members with a Members who Percentage Same as above

Percentage of membersreceiving mental health diagnosis of mental illnessduring | received mental

services (inpatient, intensive outpatient or partial the measurement year. health services)

hospitalization, outpatient, ED, telehealth, or any duringthe

service) during the measurement year. measurement year.

MCO-specified measures on effectiveness of their TBD TBD TBD TBD MCO measured data.

value-based purchasing program on increasing

physical and behavioral health service integration.

To be Determined (TBD)

Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.

Performance Measures: Measures will be calculated for the Intervention and Comparison Groups designed for the evaluation of Hypothesis 1.

Table A2.5. Detailed Summary of Qualitative Performance Measures for KanCare 2.0 Hypothesis 1 — Value-Based Provider Incentive Program

Performance Measure Steward Unit of Measure Data Source

Factors that facilitated the implementation of the Value-Based Provider N/A Similar and dissimilar themes based on Online provider survey and key informant

Incentive Program. content and narrative analyses interviews of the providers participatingin the
Value-Based Provider Incentive Program.

Barriersencountered in implementing the Value-Based Provider Incentive N/A Similar and dissimilar themesbased on Same as above.

Program. content and narrative analyses

Recommendations about ways to further improve the Value-Based Provider N/A Similar and dissimilar themes based on Same as above.

Incentive Program. content and narrative analyses

Recommendations about ways to remove barriers encountered in the N/A Similar and dissimilar themes based on Same as above.

implementation of the Value-Based Provider Incentive Program. content and narrative analyses

Observations why this program was able to succeed or why it did not meet its N/A Similar and dissimilar themes based on Same as above.

goals. content and narrative analyses

Additional qualitative measures based on the themesidentified from the N/A Similar and dissimilar themes based on Same as above.

survey and Key informant interviews. content and narrative analyses

Qualitative data will be collected through online provider survey and/or key-informant interviews with the providers participatingin the Value -Based Provider Incentive Program.

Qualitative data analysis procedures will be applied.
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able A2.6. Detalled ary o
Disab es and e Behavio

Performance Measure

Steward

Denominator

Numerator

Unit of Measure

KanCare 2.0 Evaluation Design

Data Source

discharges for maternity admissions)
per 1,000 member-months.

Medicaid for at least 30 consecutive days
during the measurement period).

during the measurement period.

months

Current employment status. N/A Study Population (memberslivingin the Members in study population Percentage MMIS Encounter database; MMIS
community & receiving behavioral health who are currently employed. Eligibility and Enroliment
services or HCBS servicesin the PD, I/DD, and database; MCOs’" member-level
Bl waiver programs who opted for service case management data systems.
coordination & potentially needing
employment or independent living supports).

Percentage of members who felt N/A Members in study population who are Members who are currently Percentage Same as above.

they were employed based on their currently employed. employed & felt they were

skillsand knowledge (if employed). employed based on their skills

and knowledge.

Percentage of members with stable N/A Members in study population. Members with one or two Percentage. Same as above.

housing— number of addresses addresses in the past year.

member lived in the past year.

Current legal problems (e.g., N/A Members in study population. Members with no current legal Percentage Same as above.

probation, parole, arrests). problems.

Number of days in the community. N/A N/A Average # of days memberslive Days in the Same as above.

in the community. community

Percentage of memberswho worried | N/A Members in study population. Members who worried about Percentage Same as above.

about paying bills. paying bills.

ED visits per 1,000 member-months. N/A Members in study population (enrolled in # of ED visitsduring the 1,000 member- | Same as above.

Medicaid for at least 30 consecutive days measurement period. months
during the measurement period).
Inpatient hospitalizations (excluding N/A Members in study population (enrolled in # of acute inpatient discharges 1,000 member- | Same as above.

Study Population includes membersliving in the community & receiving behavioral health services or HCBS servicesin the PD, I/DD, and Bl waiver programs who opted for service coordination &
potentially needingemploymentor independent living supports.
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Performance Measure

Steward

Table A2.7. Detailed Summary of Quantitative Performance Measures for KanCare 2.0 Hypothesis 3

Denominator

Numerator

KanCare 2.0 Evaluation Design

Unit of Measure

— Use of Telehealth Services (Telemedicine; Telemonitoring)

Data Source

Telemedicine

telemonitoring strategiesimplemented for the members
living in the rural and semi-urban areas.

determined
(TBD)

Percentage of telemedicine servicesreceived by the N/A Medicaid members | Number (#) of telemedicine Percentage MMIS Encounter database;
members living in the rural or semi-urban areas (potential livinginthe ruralor | servicesreceived bythe members MMIS Eligibility and Enrollment
stratification by service, specialty type, or diagnosis). semi-urban areas. livingin the rural or semi-urban database.

areas.
Number of receiving sites for telemedicine servicesin the N/A N/A # of receiving sites for Sites Same as above.
rural and semi-urban areas. (potential stratification by telemedicineservicesin the rural
service, specialty type, or diagnosis). and semi-urban areas.
Percentage of memberslivingin the rural or semi-urban N/A Medicaid members | Medicaid memberslivinginthe Percentage Same as above.
areas who received telemedicine services (potential livingin the rural or | rural or semi-urban areas who
stratification by service, specialty type, or diagnosis). semi-urban areas. received telemedicine services.
Number of paid claims with selected procedure codes N/A N/A Number of paid claims with Paid claims Same as above.
(stratified by area, mode of delivery, and provider specialty). selected procedure codes.
Number of members with selected diagnosis (e.g., speech- N/A Medicaid members | Number of memberswith 1,000 members Same as above.
language pathology) per 1,000 members. livingin the rural or | selected diagnosis (e.g., speech-

semi-urban areas. language pathology).

Telemonitoring
Percentage of memberslivingin the rural and semi-urban N/A Medicaid members | Medicaid memberslivingin the Percentage Same as above.
areas who received telemonitoring services (stratification by livingin the rural or | rural or semi-urban areas who
service, specialty type, or diagnosis). semi-urban areas. received telemonitoring services.
Number of telemonitoring services provided to members N/A N/A # of telemonitoring services Telemonitoring Same as above.
livingin the rural and semi-urban areas. received by the memberslivingin | services

the rural or semi-urban areas.
Number of providers monitoring health indicator data N/A N/A # of providers monitoring health Providers Same as above.
transmitted to them by the membersreceiving indicator data transmitted to
telemonitoring services. them by the membersreceiving

telemonitoring services.
Other appropriate measures related to specific To be TBD TBD TBD TBD

Other appropriate data sources for measures will be identified later in accordance with specifictelehealth strategies.
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Appendix 2: Detailed Summary of Performance Measures (Continued)

able A2.8. Detalled ary ot Qualita e Perto ance IVie esto a are 2.0 pothe OT lelehea e e elemed e lelemo 0 g
Performance Measure Steward Unit of Measure Data Source

Factors that facilitated the use of telemedicine and/or N/A Similar and dissimilar themes based | Online provider survey and/or key-informant interviews with the providers
telemonitoring services for the Medicaid members. on content and narrative analyses. who submitted claims for telemedicine and/or telemonitoring services.
Barriersencountered in using telemedicine and/or N/A Similar and dissimilar themesbased | Online provider survey and/or key-informant interviews with the providers
telemonitoring services for the Medicaid members. on content and narrative analyses. who submitted claims for telemedicine and/or telemonitoring services.
Recommendationsabout how to further improve the use of N/A Similar and dissimilar themesbased | Online provider survey and/or key-informant interviews with the providers
telemedicine and/or telemonitoring services. on content and narrative analyses. who submitted claims for telemedicine and/or telemonitoring services.
Recommendations about how to remove barriersencounteredin | N/A Similar and dissimilar themesbased | Online provider survey and/or key-informant interviews with the providers
using telemedicineand/or telemonitoring services. on content and narrative analyses. who submitted claims for telemedicine and/or telemonitoring services.
Observations why the use of telemedicineand/or telemonitoring | N/A Similar and dissimilar themesbased | Online provider survey and/or key-informant interviews with the providers
servicessucceeded or did not succeed inincreasing the access to on content and narrative analyses. who submitted claims for telemedicine and/or telemonitoring services.
care for the Medicaid membersin rural and semi-rural areas.

Additional qualitative measures based on the themesidentified N/A Similar and dissimilar themesbased | Online provider survey and/or key-informant interviews with the providers

from the survey and key informant interviews.

on content and narrative analyses.

who submitted claims for telemedicine and/or telemonitoring services.

Qualitative data will be collected through online provider survey and/or key-informant interviews with the providers who submitted claims for telemedicine and/or telemonitoring services.

Qualitative data analysis procedureswill be applied.
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Appendix 2: Detailed Summary of Performance Measures (Continued)

Table A2.9. Detailed Summary of Performance Measures for Monitoring of Overall KanCare 2.0 Program

measurement year.

Medical attention for Nephropathy: a nephropathy screening
or monitoring test or evidence of nephropathy documented.
BP control (<140/90 mm Hg): a member with most recent
reading of BP <140/90 mm Hg taken during outpatient visit or
a nonacute inpatient encounter during the measurementyear.

Performance Measure Steward Denominator Numerator Unit of Measure Data
Source
Prenatal and Postpartum Care (PPC) NCQA Number (#) of | e A prenatal care visitin the first trimester, on or before the Percentage MCO HEDIS
Percentage of deliveries of live births on or between October 8 deliveries of enrollment start date or within 42 days of enrollment. data.
of the year prior to measurement year and October 7 of the live births on
measurement year: or between e A postpartum care visit on or between 7 and 84 days after
¢ Timeliness of Prenatal Care: Percentage of deliveries that October 8 of delivery.
received a prenatal care visit in the first trimester, on or the year prior
before the enrollment start date or within 42 days of to
enrollmentin the organization. measurement
e Postpartum Care: Percentage of deliveriesthat had a year and
postpartum visit on or between 7 & 84 days after delivery. October 7 of
the
measurement
year among
women
continually
enrolledin
Medicaid.
Comprehensive Diabetes Care (CDC) NCQA Members 18- | HbA1lc testing: A HbAlc test performed during the Percentage Same as
Percentage of members 18-75 years of age with diabetes (type 75 years of measurement year. above.
1 and type 2) who had each of the following: age with HbA1c poor control (>9.0%): Most recent HbAlc level is>9.0%
e Hemoglobin Alc (HbAlc) testing; diabetes oris missing a result, or if test was not done duringthe
e HbAlc poor control (>9.0%); (type 1 and measurement year.
e HbAlc control (<8.0%); type 2) HbA1c control (<8.0%): Most recent HbAlc level is <8.0%.
e Eye exam (retinal) performed; enrolledin Eye exam (retinal) performed: A retinal or dilated eye exam
e Medical attention for Nephropathy; Medicaid by eye care professional in the measurement year or a
e BP control (<140/90 mm Hg). duringthe negative retinal or dilated eye exam in the year prior to
measurement | measurement year or bilateral eye enucleation any time
year. duringthe member’s history through December 31 ofthe

2.0 population.

Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
HEDIS Measures: Measures will be calculated for the eligible KanCare 2.0 populationand associated strata. CAHPS, MH and HCBS-CAHPS Survey measures will be calculated for eligible KanCare
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Appendix 2: Detailed Summary of Performance Measures (Continued)

Table A2.9. Detailed Summary of Performance Measures for Monitoring of Overall KanCare 2.0 Program (Continued)

e Ability to get together with friends who live nearby;

o Ability to do things in the community;

e Have enough help from staff to do thingsin the community;
e Decided what to do with your time each day;

e Decided when to do things each day.

Ability to do things in the community: Number of
responses marked “Always”

o Have enough help from staff to do things in the
community: Number of responses marked “Yes”
Decided what to do with your time each day: Number
of responses marked “Yes”

Decided when to do things each day: Number of
responses marked “Yes”

Performance Measure Steward | Denominator Numerator Unit of Measure | Data Source

Smoking and Tobacco Cessation N/A Number of Advice to quit smoking or using tobacco by a doctor or Percentage CAHPS
Measure is based on the following Consumer Assessment of the survey other health provider: Current smokers who Survey.
Healthcare Providers and Systems (CAHPS) Survey questions: respondents always/usually receive the advice.
* Do you now smoke cigarettesor use tobacco: every day, some who currently | Medication recommended or discussed by a doctor or
days, or not at all? smoke health provider to assist with quitting smoking or using
If response is “every day” or “some days”: cigarettesor tobacco: Current smokersto whom a doctor or health
e |nthe last 6 months, how often were you advised to quit use tobacco provider always/usually/sometimes recommended or

smoking or using tobacco by a doctor or other health provider in every day or discussed medication.

your plan? some days. Doctor or health provider discussed or provided methods
e Inthe last 6 months, how often was medication recommended and strategies other than medication to assist with

or discussed by a doctor or health provider to assist you with quitting smoking or using tobacco: Current smokers with

quitting smoking or using tobacco? whom a doctor or health provider
e Inthe last 6 months, how often did your doctor or health always/usually/sometimes discussed or provided methods

provider discuss or provide methods and strategies other than and strategies other than medication.

medication to assist you with quitting smoking or using tobacco?
Improved ability to handle daily life and deal with crisis N/A Number of My child is better at handling daily life: Number of Percentage MH Survey.
Measure is based on the following Mental Health (MH) Survey survey responses marked “Strongly Agree” or “Agree.”
guestions: respondents My child is better to cope when things go wrong:
Youth: As a direct result of the services my child and/or family with Number of responses marked “Strongly Agree” or
received: responses “Agree.”
o My childis better at handling daily life. “Strongly | deal effectively with daily problems: Number of
e My childisbetter to cope when things go wrong. Agree,” responses marked “Strongly Agree” or “Agree.”
Adults: As a direct result of the services | received: “Agree,” | am better able to deal with crisis: Number of responses
o | deal effectively with daily problems. “Disagree,” or | marked “Strongly Agree” or “Agree.”
e | am better able to deal with crisis. “Strongly

Disagree.”

Social and Community Engagement N/A Number of o Ability to get together with family who live nearby: Percentage HCBS —
Measure is based on the following HCBS — CAHPS Survey eligible Number of responses marked “Always” CAHPS
questions: survey o Ability to get together with friends who live nearby: Survey.
o Ability to get together with family who live nearby; respondents. Number of responses marked “Always”

Denominators and numerators will be defined and calculated as per Healthcare Effectiveness Data and Information Set® (HEDIS) 2020 Technical Specifications for Health Plans, NCQA, 2019.
HEDIS Measures will be calculated for the KanCare 2.0 population and associated strata. CAHPS, MH and HCBS-CAHPS Survey measures will be calculated for eligible KanCare 2.0 population.
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Appendix 3: Detailed Discussion of Data Sources

Table A3.1. Detailed Discussion of Data Sources for KanCare 2.0 Evaluation Design (Service Coordination

and Hypothesis 3)
Data Source Type of Data Provided
by the Data Source

Description of Data
Source

Efforts for Cleaning/Validation of Data

OneCare Kansas progra

pothesis 1, Hypothesis 2

Quality/Limitations of Data Source

Medicaid Claimsand Encounter/claims o MMIS member demographics, enrollment, & encounter e Encounterssubmitted to the State by MCOs are records of
Management Encounters. data submitted to data obtained from the database will be reviewed for the billed claims MCOs receive from providers for service
Information the State by MCOs missing values, duplicate values, inconsistent patterns, & payment. Administrative claimsand encounter dataare
System (MMIS) used to support outliersto ensure quality & appropriateness of data for routinely used in HEDIS and other performance
Encounter HEDIS® and HEDIS®- analyses of performance measures required by the measurement. These data sources will be used in the
database. like performance, evaluation design. evaluation to determine changesin access to services,
Medication Assisted | e Encounter data related pay-for-performance metricsare quality of care, and health outcomes. Most of the measures
Treatment, service validated annually by KFMC as a part of their validation of selected for assessment of the evaluation questions are
utilization, and cost all pay-for-performance metrics. validated and widely used for this purpose.
metrics for all e For applying statistical procedures for analysis of e Data are generally considered complete if one quarteris
enrollees. performance measures, a final dataset with all required allowed for claims processing and encounter submission.
variables will be created by merging data variables e There are known gaps in MCO submission of pharmacy
obtained from the MMIS database with data from other encounters.
data sources. e There is known inconsistency in the population of the MCO
claim status field for zero-dollar paid claims.
MMIS Eligibility Medicaid Eligibility & Eligibility & e Data variables obtained from MMIS Eligibility and e Enrollment recordsinclude beginning and end dates for
and Enrollment | Enrollment data. enrollment detail Enroliment database will be merged with data from other eligibility periods.
database. for Medicaid data sourcesto create afinal database for applying e MCOs receive updated MMIS Eligibility and Enrollment data

members used to
determine enrollee
aid category and
stratify data into
subgroups.

statistical procedures for analysis of performance
measures.

daily.

Administrative data on
health screening
scores & service
coordination.

MCOs’ member-
level case
management
data systems.

Member-level data
maintained by
MCOs within their
specific case
management data
systems.

Data on health screening scores & service coordination
obtained from the MCOs will be reviewed for missing
values, duplicate values, inconsistent patterns, and
outliersto ensure quality and appropriateness of data.
The data will be used for creation of intervention and
comparison groups, as well as for analyses of
performance measures required by the evaluation
design.

Data variables obtained from MCOs’ member-level case
management data systems will be merged with datafrom
other data sourcesto create a final database for applying
statistical procedures for analysis of performance
measures.

In the first year, MCOs are establishing the health screening
and service coordination strategies; the database may not
capture information on all members.

MCOs have different case management systems, which may
be a barrier to aggregating data.

Data Sources will provide data for creation of intervention and comparison groups, stratification into subgroups, and calculation of denominators & numerators ofthe performance measures for

implementation of one or multiple components of KanCare Evaluation Design.
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Appendix 3: Detailed Discussion of Data Sources (Continued)
Table A3.1. Detailed Discussion of Data Sources for KanCare 2.0 Evaluation Design (Service Coordination Strategy; OneCare Kan sas program; Hypothesis 1, Hypothesis 2 and

Hypothesis3) - Co ued

Data Source Type of Data Provided Description of Data Source Efforts for Cleaning/Validation of Data Quality/Limitations of Data Source

by the Data Source
Administrative data on

OneCare Kansas Eligibility and participation detailsfor | e Record countswill be trended to assess data e In the first year, the OneCare Kansas

eligibility & OneCare Kansas KanCare 2.0 members for the OneCare completeness. program will be establishing the data
participation eligibility and Kansas program used for determining | e Data variables obtained from database will be collection system and the database may not
database. participation. groups. merged with data from other data sources to capture all information for members.

create a final database for applying statistical
procedures for analysis of performance measures.
Information from the OneCare Kansas Learning
Collaborative reports will be reviewed for
completenessand clarity.

Themes will be identified to understand learning
needs of the partnersand ways to improve the
quality of program.

Over the five-year period, changes may
occurinthe collection process for the
report information.

The Learning Collaborative reports will
provide information on evolving
learning needs for continual quality
improvement of OneCare Kansas
system. Learning Collaborative will
include multiple program components
to support providerimplementation of
OneCare Kansas program.

Qualitative data will be
collected from the

OneCare Kansas Learning
Collaborative.

OneCare Kansas
Learning
Collaborative reports

MCOs’ administrative

databases on
Intervention and
comparison Provider
Incentive Programs.

Data on providers
participating and not
participatingin the
Intervention and
comparison Provider
Incentive Program

MCOs’ administrative databases e Record countswill be trended to assess data e In the first year, MCOs are establishing the

providing detailed provider data for

identification of providers

participating and not participatingin
the Intervention and comparison
Provider Incentive Program for
creation of the intervention &
comparison groups & for subgroup

stratification.

completeness.

Data variables obtained from database will be
merged with data from other data sources to
create a final database for applying statistical
procedures for analysis of performance measures.

Intervention and comparison Provider
Incentive Program and the database may
not capture information on all members.
MCOs have different case management
systems, which may be a barrier to
aggregating data.

MCO databases/
tablesfor the
intervention and
comparison Provider
Incentive Program
performance
measures.

MCO measured
effectiveness measures
for intervention and
comparison Provider
Incentive Programs.

MCO databases/tables providing data
for performance measures assessing
effectiveness of the intervention and
comparison Provider Incentive

Programs.

Data validation will be a responsibility of the MCOs.

Data variables obtained from MCO
databases/tables for intervention and comparison
Provider Incentive Program performance measures
will be merged with data from other data sources
to create a final database for applying statistical
procedures for analysis of performance measures.

Each MCO may have different provider
incentives, metrics, and reporting periods.
This may prevent aggregation of results
across MCOs.

Online provider
survey of the
providers
participatingin
intervention and
comparison Provider
Incentive Programs.

Qualitative data to
understand the
facilitating factors &
barriersand
recommendations from
providersto make the
program successful in
achievingits goal.

Online provider survey will be
conducted to collect qualitative
information from the providers
participatingin the intervention and
comparison Provider Incentive

Programs.

Information from the online provider survey will be

reviewed for completeness & clarity.

Themes will be identified to understand facilitating
factors & barriers and ways make the program
successful in achievingits goal.

Low response rate of the surveyisa
potential barrier to evaluation.

Three MCOs may not start the program at
the same time, therefore all providers may
not have same amount of time and
experience with the program. This may
cause complexity in identifying similar and
dissimilar themesfrom the survey data.

Data Sources will provide data for creation ofintervention and comparison groups, stratification into subgroups, and calculation of denominators & numerators of the performance measures for
implementation of one or multiple components of KanCare Evaluation Design.
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Appendix 3: Detailed Discussion of Data Sources (Continued)
Table A3.1. Detailed Discussion of Data Sources for KanCare 2.0 Evaluation Design (Service Coordination Strategy; OneCare Kansas program; Hypothesis 1, Hypothesis 2

and Hypothesis 3) — Continued

KanCare 2.0 Evaluation Design

Data Source

Type of Data
Provided by the Data
Source

Description of Data Source

Efforts for Cleaning/Validation of Data

Quality/Limitations of Data Source

Key informant
interviews from a
sample of the
providers
participatingin the

Qualitative data to
explore reasons why
this program
succeeded or why it
did not meet its

Key informant interviews will
explore furtherin-depth the
themesidentified through the
provider survey to assess the
reasons why this program

o Information from the key informant interviews will be
reviewed for completeness & clarity.

e The in-depth information on the themes identified
through provider interviews will be summarized.

e Few providers may participate in the
interviews.

e Three MCOs may not start the program at
the same time, therefore all providers may
not have same amount of time and

sources for measures
identified laterin
accordance with
specific telehealth
strategies

intervention and goals. succeeded or why it did not experience with the program. This may
comparison Provider meet its goals. cause complexity in identifying similar and
Incentive Programs. dissimilar themes from the survey data.
Appropriate data TBD TBD TBD TBD

Online Provider
Survey to collect
qualitative
information from the
providersusing
telemedicine &/or
telemonitoring
services

Qualitative data on
facilitators & barriers
in using telemedicine
& /or telemonitoring
services & how the
use of these services
increases access to
care in rural or semi-
urban areas.

Online Provider Survey will be
conducted to collect qualitative
information on facilitators &
barriers encountered by the
providersin using telemedicine
& /or telemonitoring services
among memberslivingin rural
or semi-urban areas; & how the
use of these servicesincreases
the access to careinrural or
semi-urban areas.

e Information from the Online Provider Survey will be
reviewed for completeness & clarity.

o Themes will be identified to understand facilitating factors
& barriersand ways make the program successful in
achievingits goal.

e Few providers may participate in the
survey.

Time consuming process.

As providers may not start using
telemedicine &/or telemonitoring services
at the same time, therefore may not have
same amount of time and experience in
using these services. This may cause
complexity in identifying similar and
dissimilar themes from the survey data.

Key informant
interviewsfrom a
sample of the
providersusing
telemedicine &/or
telemonitoring
services

Qualitative data to
explore reasons why
use of telemedicine
& /or telemonitoring
was succeeded or
not succeeded in
increasing the access
to care.

Key Informant interviews will
explore further in-depth the
themesidentified through
provider survey to assess the
reasons why telemedicine &/or
telemonitoring was succeeded
or not succeeded inincreasing
the access to care.

o Information from the key informant interviews will be
reviewed for completeness & clarity.

e The in-depth information on the themes identified
through provider interviews will be summarized.

Inadequate number of providers
participatingin the survey.
Time-consuming process.

As all three MCOs may not start the
program at the same time, therefore all
providers may not have same amount of
time and experience with the program.
This may cause complexity in exploring in-
depth information of the program.

Data Sources will provide data for creation ofintervention and comparison groups, stratification into subgroups, and calculation of denominators & numerators of the performance measures for
implementation of one or multiple components of KanCare Evaluation Design.
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Appendix 3: Detailed Discussion of Data Sources (Continued)

Table A3.2. Detailed Discussion of Data Sources for Monitoring of the Overall KanCare 2.0 Performance Measures

Data Source

Type of Data
Provided by the
Data Source

Description of Data
Source

Efforts for Cleaning/Validation of Data

Quality/Limitations of Data Source

HEDIS data from MCOs.

Data for HEDIS

Member-level detail

e Comparison of numerator and

e Data Qualityis closely monitored by the MCOs and EQRO.

performance tables for HEDIS denominator countsto NCQA-certified e MCOs use NCQA Certified HEDIS software to calculate HEDIS
measures. measures compliance audit results. measures and submit data to NCQA as part of their NCQA
submitted by the e Filesprovide numerator and denominator accreditation requirement.
MCOs. values for stratified HEDIS results. Data become available seven months after the measurement
e The MCOs subcontract with HEDIS year. This can affect the availability of data for conducting the
Certified Auditorsto validate their HEDIS evaluation for the entire five-year period of the demonstration.
data for NCQA submission.
o KFMC subcontracts with a different HEDIS
Certified Auditor to conduct validation of
MCO HEDIS data; CMS validation protocols
are followed.
Consumer Assessment of Member survey Survey resultson o Validated by KFMC following CMS MCOs use NCQA Certified CAHPS vendors to conduct the survey
the Healthcare Providers data consumer reported protocols. and submit data to NCQA as part of their NCQA accreditation
and Systems (CAHPS) Survey experiences with e Trend analysis will be performed. requirement.
healthcare. Member-level results are not available.
Member-level data
are not available.
Mental Health Survey Member survey Member-level data e Trend analysis will be performed. Member-level data are available. However, sample sizes restrict
data are available. subgroup analysis.
HCBS— CAHPS Survey Member survey Member-level data * Trend analysis will be performed. Member-level data are available. However, sample sizes restrict
data are available. subgroup analysis.

HEDIS Measures will be calculated for the KanCare 2.0 population and associated strata. CAHPS, MH and HCBS-CAHPS Survey measures will be calculated for eligible KanCare 2.0 population.
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KanCare 2.0 Evaluation Design

Attachment 1: Independent Evaluator

KDHE has arrangedto contract with the Kansas External Quality Review Organization (EQRO), Kansas Foundation for
Medical Care (KFMC), to conduct the evaluation of KanCare 2.0 at the level of detail needed to researchthe approved
hypotheses. They have agreedto conduct the demonstration

evaluation in an independent manner in accord with the CMS-approved draft Evaluation Design. KFMC has over 45 years
of demonstrated success incarrying out both Federal and State healthcare quality related contracts. They have provided
healthcare quality improvement, program evaluation, review, and other related services including the following:

e Kansas Medicaid Managed Care EQRO since 1995 (over 24 years).

e CMS quality improvement organization (QIO) or QIO-Like entity since 1982 (38 years).

e Utilization Review/Independent Review Organization for the Kansas Insurance Department since 2000 (19 years)and
for five other states.

KFMC is accredited as an Independent Review Organization (IRO) through URAC (formerly known as the Utilization
Review Accreditation Commission). The URAC Accreditation process is a rigorous, independent evaluation, ensuring that
organizations performing IRO services are free from conflicts of interest and have established qualifications for
reviewers. Furthermore, through their sub-contract with the Great Plains Quality Innovation Network (a prime CMS
contractor), KFMC submits an annual Organizational Conflict of Interest (OCl) certificate to CMS. KFMC considers ethics
and compliance an integral part of all their business decisions and the services they provide. The KFMC Corporate
Compliance Program supports the commitment of KFMC to conduct its business with integrity and to comply with all
applicable Federal and State regulations, including those related to organizational and personal conflicts of interest. The
KFMC compliance program ensures potential, apparent, and actual organizational and personal conflicts of interest (PCl)
will be identified, resolved, avoided, neutralized, and/or mitigated.

Prior to entering into any contract, KFMC evaluates whether the identified entity or the work presents an actual,
potential, or apparent OCIl with existing KFMC contracts. KFMC will not enter into contracts thatarean OCI. Ifit is
undetermined whether the new work could be a conflict of interest with their EQRO and independent evaluation
responsibilities, KFMC will discuss the opportunity with KDHE, to determine whether a conflict would exist. Insome
cases, anapproved mitigation strategy may be appropriate.

All Board members, managers, employees, consultants and subcontractors receive education regarding conflicts of
interest and complete a CMS developed PCI Disclosure Form. Disclosures include the following:

Relationships with Insurance Organizations or Subcontractor of Insurance Organizations

Relationships with Providers or Suppliers Furnishing Health Services Under Medicare

Financial Interests in Health Care Related Entities

Investments in Medical Companies, Healthcare or Medical Sector Funds

Governing Body Positions

This areaintentionally left blank
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Attachment 2: Evaluation Budget

Job Description
Researchers:
e Epidemiologist Consultant (MBBS,

PhD, MPH)
e Senior Health Data Analyst (PhD, MA)

Description of Services

Work with State and MCOs defining and developing
measures (>65 measures with multiple indicators
each).

Work with State and MCOs on data collection tools,
databases, and reports.

Obtain data; review for missing values, inconsistent
patterns, and outliersto ensure quality and
appropriateness of data.

Create final dataset for each measure merging data
from various sources.

Examine homogeneity of the demographic
characteristics of the membersin Intervention and
Comparison Group 2 for applicable study.

Conduct analysis according to the design, including
trend, comparison, and regression analysis as
appropriate.

Interpret analysis at least annually and create
interim and summative reports.

FTE
.93

Cost

$120,000

Analyst and Programmers
e Quality Review Analyst (RN)
e Programmer

Assists Researchers with steps noted above.

Assist with case record review as needed, ensuring
inter-rater-reliability.

DSRIP evaluation.

.29

$35,680

Contract and Project Managers:
e EQRO Director (RN, BSN, MSW, CCEP)
e Project Manager (LMSW)

Work with State and MCOs defining and developing
measures.

Work with State and MCOs on data collection tools,
databases, and reports.

Oversee evaluation operationsand timelines to
ensure deliverablesare met.

Provider routine monthly or quarterly updates to
KDHE regarding evaluation progress.

Assist with interpretation of data findings.

Assist with interim and summation report writing,
Facilitate communications with the Researchers,
State, and MCOs as needed.

Assist with case record review as needed, ensuring
inter-rater-reliability.

DSRIP evaluation.

.13

$22,681

Project Specialist
e Administrative support
e Data entry

Provide administrative support for report
development and submission.

Assist with data abstraction or data entry as
needed/appropriate.

13

$11,495

Total Annual Cost:

*Evaluation time period; July 2019 through June 2025 (6 years); June 2025 isthe due date of Draft
Summative Evaluation Report, 18 months after the end of the demonstration date of December

2023.

1.5

$189,856
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Attachment 3: Timeline and Major Milestones

Deliverable/Activity Due Date(s)

Initiate meetings with EQRO/State/MCOs to finalize study measures,
determining data sources.

July 31,2019

Conduct meetings atleast quarterly (more frequentlyin first year) with
EQRO/State/MCOs to review and discussdata sources, reports, and
findings.

To be determined

Quarterly update of KanCare 2.0 Evaluation progress.

August31; November 30;
February28; May 31

Annual progress report of KanCare 2.0 Evaluation and key findings.

By April 1

DraftInterim Evaluation Report, in accordance with AttachmentN
(Preparing the Evaluation Report) of the STCs, will discuss evaluation
progress and findings to date.

One year prior to the end of the
demonstration (December
2022), or with renewal
application (to be determined)

Final Interim Evaluation Report.

60 days after receipt of CMS
comments

Draft Summative Evaluation Reportin accordance with Attachment N of the
STCs.

18 months fromthe end of the
demonstration (June 2025)

Final Summative Evaluation Report.

60 calendar days after receipt of
CMS comments

This areaintentionally left blank
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