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STATE OF UTAH

SPENCER J. CoXx OFFICE OF THE GOVERNOR DEIDRE M. HENDERSON
GOVERNOR SALT LAKE CiTy, UTAH LIEUTENANT GOVERNOR
84114-2220

June 30, 2021

The Honorable Xavier Becerra

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

Washington, D.C. 20101

Re: Utah’s 1115 Primary Care Network (PCN) Demonstration Waiver Extension Request
Dear Secretary Becerra:

On behalf of the residents of the State of Utah, T am pleased to submit the enclosed application to renew Utah’s 1115
Primary Care Network (PCN) Demonstration Waiver. Utah’s existing Demonstration project is currently approved
through June 30, 2022 Our application is seeking a renewal period from July 1, 2022 through June 30, 2027.

Over the period of this demonstration, the waiver continues to allow Utah to provide high quality, cost effective
health care services by expanding the programs and benefits authorized under this waiver. Utah’s demonstration
waiver currently authorizes programs and benefits for approximately 225,000 Medicaid members.

This 1115 Waiver renewal requests authority to continue to operate the provisions currently approved, with
additional approval of four new amendments including an increased reimbursement for Utah’s Premium Partnership
(UPP) Program, coverage for In Vitro Fertilization and Genetic Testing for qualified conditions, Medicaid coverage
for Justice Involved Populations, and Housing Related Supports and Services. Utah is also requesting to change the
name of our state’s waiver and is requesting technical changes, technical changes to the Special Terms and
Conditions (STCs) for Intensive Stabilization Services (ISS), technical changes to the American Recovery and
Reinvestment Act (ARRA) references, and authority to combine Demonstration Populations III, V, VI and Current
Eligible CHIP Children.

While Utah has achieved many successes under our current 1115 PCN Waiver, the continuation of this waiver is
critical to our ongoing efforts to improve the health and wellbeing of our most vulnerable Utahns.

I look forward to our continued collaboration to ensure access to quality healthcare for Utah’s most needy citizens.
We appreciate your consideration of this proposal.

Sincerely,

pencer J. Cox
Governor of Utah
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State of Utah
Section 1115 Demonstration Waiver Renewal

Section I. Summary

The Utah Department of Health is requesting a five-year renewal of Utah’s demonstration waiver under
Section 1115 of the Social Security Act. Utah’s existing demonstration waiver is currently approved
through June 30, 2022. With this application, Utah is seeking a renewal period from July 1, 2022 through
June 30, 2027. This 1115 waiver renewal requests authority to continue to operate as currently
approved, with minimal changes.

Utah’s 1115 demonstration waiver currently authorizes programs and benefits for approximately
220,000 individuals per month. These programs and benefits are outlined below:

Primary Care Network (PCN) Program- Provides a limited package of preventive and primary
care benefits to adults age 19-64 (suspended March 31, 2019 due to the implementation of
Adult Expansion Medicaid on April 1, 2019).
Current Eligibles/ Non-Traditional Medicaid- Provides a slightly reduced benefit package for
adults receiving Parent/ Caretaker Relative (PCR) Medicaid.
Utah’s Premium Partnership Program (UPP)-Provides premium assistance to pay the eligible
individual’s or family’s share of monthly premium costs of employer sponsored insurance or
COBRA.
Targeted Adult Medicaid- Provides state plan Medicaid benefits to a targeted group of adults
without dependent children.
Former Foster Care Youth from Another State- Provides state plan Medicaid benefits to former
foster care youth from another state up to age 26.
Dental Benefits for Individuals with Blindness or Disabilities- Provides state plan dental
benefits to individuals age 18 and older, with blindness or disabilities.
Substance Use Disorder (SUD) Residential Treatment- Coverage of SUD Residential Treatment
in an Institution for Mental Disease (IMD) for all Medicaid eligible individuals.
Targeted Adult Dental Benefits- Provides state plan dental benefits for Targeted Adult Medicaid
eligible individuals who are actively receiving SUD treatment.
Adult Expansion- Provides Medicaid benefits to adults age 19-64 who have household income
up to 133 percent of the federal poverty level (FPL).

o Adult Expansion members are required to enroll in employer sponsored insurance

(ESI), if it is available to the eligible individual.
Clinically Managed Residential Withdrawal Pilot- Provides expenditure authority to provide
clinically managed residential withdrawal services to Medicaid individuals, age 18 and older,
who reside in Salt Lake County.
Dental Benefits for Aged Individuals-Provides state plan dental benefits to Medicaid individuals
age 65 and older.



e Utah Medicaid Integrated Care (UMIC)- Allows the state to operate an integrated managed care
pilot combining physical health and behavioral health services in five Utah counties for the Adult
Expansion Population (not including the Targeted Adult Population).

e Intensive Stabilization Services (ISS)- Allows the state to provide intensive stabilization services
to Medicaid eligible children/youth under age 21 in state custody, or at risk of state custody,
who are experiencing significant emotional and/or behavioral challenges.

e Serious Mental lliness (SMI)Services in an IMD- Provides access to services for individuals
diagnosed with a serious mental illness residing in an IMD treatment setting.

In addition to the provisions currently approved, Utah is asking for approval of the following pending
amendments as part of the renewal of this waiver:

e In Vitro Fertilization and Genetic Testing for Qualified Conditions
e Medicaid Coverage for Justice Involved Populations
e Housing Related Supports and Services (Fallback Plan Amendment)

In addition to the renewal of current waiver and expenditure authorities, the state is requesting the
following changes:

A name change of the state’s 1115 waiver
Technical changes to the Special Terms and Conditions (STCs) for ISS
Combining Demonstration Populations Ill, V, VI and Current Eligible CHIP Children (referred to as
the UPP program)
® Technical changes to references to the American Recovery and Reinvestment Act (ARRA).

Section Il. Historical Background

Utah’s 1115 Primary Care Network (PCN) Demonstration Waiver is a statewide waiver that was originally
approved in February 2002, and implemented July 1, 2002. Initially, Utah received approval to provide
state plan eligibles (referred to as Current Eligibles), a reduced benefit package and increased cost-
sharing. Savings from this state plan population were used to fund the PCN program, which provided a
limited package of preventive and primary care services to uninsured adults aged 19 to 64 with family
incomes up to 150 percent of the Federal Poverty Level (FPL). In addition, it provided full Medicaid
benefits to high-risk pregnant women, whose resources made them ineligible under the state plan. Over
the 19 years of this demonstration, the waiver approval has continued to allow the state to provide high
quality, cost effective health care services by expanding the programs and benefits authorized under this
waiver. Below is the history of amendments to Utah’s 1115 Demonstration Waiver.

e Utah’s 1115 PCN Demonstration Waiver was submitted on December 11, 2001, approved on
February 8, 2002, implemented on July 1, 2002, and was originally scheduled to expire on June
30, 2007.

e Amendment #1 - This amendment made a technical correction needed to ensure that certain
current Medicaid eligibles (i.e., those ages 19 and above who are eligible through sections 1925
and 1931) in the demonstration that become pregnant received the full Medicaid state plan
benefit package. It eliminated or reduced the benefit package for Current Eligibles to conform
with changes to the benefits available under the state plan. Finally, it increased the co-payment



for hospital admissions from $100 to $220, again to conform with changes to the state plan.
(Approved on August 20, 2002, effective on July 1, 2002)

Amendment #2 - This amendment provided a premium assistance option called Covered at
Work (CAW) for up to 6,000 of the 25,000 potential expansion enrollees. Specifically, the state
subsidized the employee's portion of the premium for up to 5 years. The employer sponsored
insurance must have provided coverage equal to or greater than the limited Medicaid package.
The subsidy was phased down over 5 years, to provide a span of time over which employees'
wages could increase to the point of unsubsidized participation in the employer sponsored plan.
With this amendment, the state was also granted authority to reduce the enrollment fee for
approximately 1,500 General Assistance individuals, who are either transitioning back to work or
are awaiting a disability determination. These individuals were required to enroll in PCN, but the
S50 fee was prohibitive as they earn less than $260 per month. For this population, the state
reduced the enrollment fee to $15. (Approved on May 30, 2003, effective on May 30, 2003).
Amendment #3 - This amendment reduced the enroliment fee for a second subset of the
expansion population. Specifically, approximately 5,200 individuals with incomes under 50
percent of the FPL had their enrollment fee reduced from $50 to $25. (Approved on July 6, 2004,
effective on July 6, 2004).

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

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

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

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

Amendment #8 - This amendment implemented a Preferred Drug List (PDL) for Demonstration
Population | adults in the PCN. (Approved on October 25, 2006, effective on November 1, 2006).
Amendment #9 - This amendment implemented the State's Health Insurance Flexibility and
Accountability (HIFA) application request, entitled State Expansion of Employer Sponsored
Health Insurance (dated June 23, 2006, and change #1 dated September 5, 2006). Also, this
amendment suspended Amendment #2 - for the CAW program, which was absorbed by the new
HIFA-ESI program. (Approved on October 25, 2006, effective on November 1, 2006).

This amendment provides the option of ESI assistance to adults with countable household
income up to and including 150 percent of the FPL, if the employee's cost to participate in the
plan is at least five percent of the household's countable income. The state subsidizes premium
assistance through a monthly subsidy of up to $150 per adult. The employer must pay at least
half (50 percent) of the employee’s health insurance premium, but no employer share of the



premium is required for the spouse or children. Likewise, an ESI component for children
provides CHIP eligible children with family incomes up to and including 200 percent of the FPL
with the option of ESI premium assistance through their parent's employer or direct CHIP
coverage. The per-child monthly premium subsidy depends on whether dental benefits are
provided in the ESI plan. If provided, the premium subsidy is $140 per month; otherwise, it is
$120 per month. If dental benefits are not provided by a child's ESI plan, the state offers dental
coverage through direct CHIP coverage. Families and children are subject to the cost sharing of
the employee's health plan, and the amounts are not limited to the Title XXI out-of-pocket cost
sharing limit of five percent. Benefits vary by the commercial health care plan product provided
by each employer. However, Utah ensures that all participating plans cover, at a minimum, well-
baby/well child care services, age appropriate immunizations, physician visits, hospital inpatient,
and pharmacy. All children have the choice to opt back into direct CHIP coverage at any time.
Amendment #10 — This amendment enables the state to provide premium assistance to children
and adults for coverage obtained under provisions of the Consolidated Omnibus Budget
Reconciliation Act of 1986 (COBRA). COBRA provides certain former employees, retirees,
spouses, former spouses, and dependent children the right to temporary continuation of
employer-based group health coverage at group rates. COBRA coverage becomes available
following the loss of ESI due to specified qualifying events, such as an end of employment
(voluntary or involuntary); divorce or legal separation; death of employee; entitlement to
Medicare; reduction in hours of employment; and loss of dependent-child status. Through this
amendment, Utah is able to provide premium assistance to programmatically- eligible adults
and children (as differentiated from individuals who are COBRA-eligible but not otherwise
eligible for the Utah COBRA premium assistance program) toward the purchase of COBRA
coverage, in a manner similar to the provision of premium assistance for the purchase ESI
coverage. (Medicare-eligible individuals who are also COBRA-eligible would be ineligible for the
Utah COBRA Premium Assistance Program (CPAP) based on age or the State’s standard
processes of cross-matching with SSI/SSDI eligibility files).

During its initial period of operation, Utah’s COBRA Premium Assistance Program (CPAP) worked
in tandem with the subsidy provided under the American Recovery and Reinvestment Act
(ARRA) for the purchase of COBRA coverage. Specifically, ARRA provided a federal subsidy of 65
percent of the cost of COBRA coverage, to individuals and families affected by involuntary job
loss occurring September 1, 2008, through December 31, 2009, and as extended by Congress. As
long as the individual received the ARRA subsidy, the state would provide the family with
premium assistance based on the number of programmatically-eligible individuals, but limited
to the lower of 35 percent of the cost of COBRA that remains the individual’s responsibility or
the maximum amounts allowable by the state under these STCs.

The ARRA COBRA subsidy could last for up to nine months, whereby individuals qualifying on
December 31, 2009 could receive a subsidy through September 30, 2010. Once the ARRA
subsidy ended, or for those not eligible for the ARRA COBRA subsidy, the Utah CPAP continued
to provide a monthly payment for up to 18 months to offset the cost of COBRA coverage.

The Utah CPAP program provided premium assistance to programmatically-eligible individuals
and families with existing COBRA coverage, whether or not the individual qualified for the ARRA
COBRA subsidy. Individuals and families who are COBRA-eligible but uninsured may also apply



for enrollment in the Utah CPAP. CPAP assistance will be limited to the maximums set in the ESI
program, will last for the period of COBRA coverage, and will not exceed the family’s share of
the cost of the premium or the maximum amounts allowable as set by the state under the STCs.
The amendment was approved by CMS on December 18, 2009.

Amendment #11 - This amendment raised the income eligibility for premium assistance for
adults between the ages of 19 and 64 [Demonstration populations Il (ESI) and V (COBRA)] from
150 percent of the FPL to 200 percent of the FPL. This amendment was approved by CMS on
September 28, 2012.

Amendment #12 — On June 29, 2017, CMS approved an amendment which allows the state to
provide state plan dental benefits to adults with disabilities or blindness, age 18 and older,
removed the sub-caps for enrollment of Demonstration Population |, and removed
Demonstration Population Il (high risk pregnant women) since changes to federal law rendered
this group obsolete and it has not had individuals covered under this population since 2014.
Amendment #13 — On October 31, 2017 (effective on November 1, 2017), CMS approved an
extension that creates a new demonstration population, Targeted Adults, under which eligible
individuals receive state plan services. This new population is made of adults without dependent
children, aged 19 through 64 years of age, whose income is at zero percent of FPL. In addition,
they must meet at least one of three criteria; chronically homeless, involved in the justice
system and in need of substance use and mental health treatment, or those who are just in
need of substance use or mental health treatment. In addition, under this approval, the state
has expenditure authority to restore full mental health benefits for Current Eligibles and remove
the exclusion of Norplant as a covered benefit.

Amendment #14 — This amendment would have terminated the EPSDT waiver of Section
1902(a)(43) for individuals ages 19 and 20 for all Title XIX populations affected by this waiver.
The state withdrew this amendment.

Amendment #15 — In February 2019, the state received the authority to provide comprehensive
dental benefits to Targeted Adults who are receiving SUD treatment. In addition, the state
received approval to provide state plan Medicaid coverage to Former Foster Care Youth who
were ever enrolled in Medicaid in another state.

Amendment #16 — In March 2019, the state received authority to provide full state plan
benefits to adults without children who have incomes up to 95 percent of the FPL and the
Current Eligibles benefit package to adults with children who have incomes up to 95 percent of
the FPL (together, these categories are known as the Adult Expansion Population) effective April
1, 2019. If the state determines that the state needs to close enrollment in this Medicaid
eligibility group (MEG) due to budgetary restrictions, coverage will be closed and no applicants
will be able to enroll in this MEG until enrollment re-opens. individuals in this category who have
access to ESI coverage are required to enroll in that coverage to maintain Medicaid eligibility,
and receive wraparound coverage. In addition, non-exempt Adult Expansion Population
individuals are required to complete community engagement requirements (or demonstrate
good cause for failing to do so) each benefit year to be eligible for continued coverage. Lastly,
this approval allowed the state to provide clinically managed residential withdrawal services to
adult individuals who reside in Salt Lake County.

Amendment #17 — In November 2019, the state received the authority to provide intensive
stabilization services (ISS) to Medicaid eligible children and youth under age 21 in state custody



or those at risk of being placed in state custody who are experiencing significant emotional
and/or behavioral challenges. The ISS includes state plan and home community-based services,
and are provided during the first eight -weeks of the intensive program on a fee-for-service (FFS)
basis using a daily bundled rate. The state uses this authority to demonstrate that providing
these services will reduce Emergency Room (ER) utilization, psychiatric hospitalizations, and
residential treatment services and length of stay as well as positively impact the child/youth’s
physical health in terms of comprehensive care.

Amendment #18 — In December 2019, the state received the authority to expand the Adult
Expansion Population to include adults, ages 19 through 64, with incomes up to and including
133 percent of the FPL, subject to previously approved community engagement requirements.
In addition, the approval provided the state authority to provide dental benefits to Medicaid
eligible individuals age 65 and older, as well as porcelain or porcelain-to-metal crowns and to
Targeted Adults who receive treatment for SUD. This approval also revised and expanded the
definition for the Targeted Adults eligibility criteria. Lastly, with this approval, the state received
the ability to enroll demonstration populations in managed care plans; create and operate an
integrated managed care model, called Utah Medicaid Integrated Care (UMIC), to combine the
delivery of physical health and behavioral health services in five Utah counties for the Adult
Expansion Population on individuals. Adult Expansion individuals in eight additional counties are
enrolled in an Accountable Care Organization (ACO) for their physical health services and in a
Prepaid Mental Health Plan (PMHP) for their behavioral health services. Adult Expansion
individuals in the remaining 16 counties receive their physical health services on a FFS basis and
are enrolled in a PMHP for their behavioral health services. ACOs and PMHPs also deliver
services to Current Eligibles.

Amendment #19- In December 2020, the state received authority to maintain and enhance
access to mental health services, opioid use disorder (OUD) and other substance use disorder
(SUD) services and continue delivery system improvements for these services to provide more
coordinated and comprehensive treatment to Medicaid individuals with SMI and/or SUD. This
demonstration will provide the state with authority to provide high quality, clinically appropriate
treatment to individuals with SMI while they are short-term residents in residential and
inpatient treatment settings that qualify as an IMD. It will also support state efforts to enhance
provider capacity, improve the availability of Medication Assisted Treatment (MAT) and improve
access to a continuum of SMI evidence-based services at varied levels of intensity, including
withdrawal management services. With this approval, the state also received authority to
change how dental benefits are provided to blind or disabled members and to add porcelain and
porcelain-to-metal crowns as a benefit to this population.

Extensions

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

Section 1115(f) Extension — On March 1, 2010, the State of Utah formally requested an
extension of the PCN demonstration under the authority of Section 1115(f) of the Social Security
Act. The demonstration, which would have expired on June 30, 2010, was approved for a 3-year



extension from July 1, 2010, through June 30, 2013. The demonstration was temporarily
extended through December 31, 2013.

e Temporary Extension — The December 24, 2013 amendment and temporary extension, changed
the STCs such that beginning on January 1, 2014, the cost-sharing for Current Eligibles and
adults in the PCN program was required to align with Medicaid regulations and state plan
requirements. In addition, the income eligibility for the PCN program decreased from 150
percent FPL to 100 percent FPL.

e Temporary Extension — The December 19, 2014 approval amendment and temporary extension
changed the STCs so the FPL for Demonstration Population | was decreased to 95 percent
(effectively 100 percent of the FPL because of the 5 percent income disregard) in order to
ensure that eligible individuals above 100 percent of the FPL would be able to receive APTC to
help purchase insurance through the federally facilitated marketplace (FFM).

e Temporary Extension — On November 19, 2015, the demonstration was temporarily extended
through December 31, 2016.

e Temporary Extension — On December 16, 2016, the demonstration was temporarily extended
through December 31, 2017.

Section lll. Current Demonstration Goals, Objectives and Evaluation

Since the initial approval in 2002, Utah has received CMS authority to implement many additional
programs and benefits through its 1115 demonstration waiver. With these additions, Utah’s primary
objectives have remained consistent. Utah’s demonstration strives to do the following:

® Provide health care coverage for low-income Utahns that would not otherwise have access to,
or be able to afford, health care coverage

Improve participant health outcomes and quality of life

Lower the uninsured rate of low income Utahns

Provide continuity of coverage for individuals

Increase access to primary care

Improve appropriate utilization of emergency department visits

Reduce uncompensated care provided by Utah hospitals

Increase the utilization of preventive dental services, while reducing emergency dental
procedure costs.

With the addition of the SUD and SMI IMD treatment approvals, the state has expanded its objectives to
include the following for individuals with a substance use disorder or serious mental illness:

® Improve access to services across the continuum of care

e Provide for better care coordination for individuals transitioning to community-based care

e Reduce the utilization of emergency departments and inpatient hospital settings for treatment

where utilization is preventable or medically inappropriate
e Reduce the overdose death rate
® Improve access to care for physical health conditions for these individuals.

Demonstration Evaluation
To determine if Utah’s 1115 waiver is meeting its intended goals and objectives, the state has
contracted with two independent evaluators to conduct an evaluation of the demonstration. These



evaluators are; the University of Utah Social Research Institute (SRI) and Public Consulting Group, Inc.
(PCG). Each evaluator is responsible for conducting an evaluation of specific demonstration populations.
The University of Utah SRl is responsible to conduct an evaluation of the following waiver populations
and components;

Current Eligibles

Demonstration Population | (PCN)

Demonstration Populations Ill, V, VI, Current Eligible CHIP Children (UPP)
Targeted Adults

Targeted Adult Dental

Intensive Stabilization Services

Dental Benefits for Aged Members

Dental Benefits for Individuals with Blindness or Disabilities

SUD treatmentin an IMD

SMI treatment in an IMD

PCG is responsible to conduct an evaluation of the following waiver populations and components;

e Adult Expansion, including the ESI component
e Utah Medicaid Integrated Care (UMIC)

The evaluations have been designed by each independent evaluator to meet the STCs of Utah’s 1115
demonstration. The evaluations will test the specific hypotheses and performance measures as
identified by the evaluation designs for the demonstration populations.

Evaluation Designs and Interim Evaluation Reports

The state and the University of Utah SRI coordinated with CMS in the development and approval of the
evaluation designs for the demonstration populations identified above. The University of Utah SRI
completed the required interim evaluation report, which can be found in Attachment 1. As required by
the waiver STCs, the summative evaluation report will be submitted to CMS within 18 months of the end
of the demonstration period (no later than December 2023).

The state recently contracted with PCG to draft the evaluation design for UMIC. PCG has completed the
draft design, which has been submitted to CMS for approval. Once the evaluation design has been
approved, PCG will conduct the evaluation and an interim report will be submitted to CMS. Also, as
required by the waiver STCs, the summative evaluation report will be submitted to CMS within 18
months of the end of the demonstration period (no later than December 2023).

As mentioned above, because the state recently contracted with PCG to conduct the evaluations for
Adult Expansion, ESI, and UMIC, PCG is still in the process of conducting the evaluation and drafting the
interim report for these components. The state intends to submit the interim report for Adult Expansion
and ESl in the summer of 2021.

SUD Evaluation Design Changes

Based on the recommendation of the independent evaluation contractor, we seek to revise the SUD
evaluation design, originally approved on October 16, 2019. As indicated in the attached Utah 1115
Demonstration Waiver Interim Evaluation Report “the original DiD evaluation design integrity was
compromised by the early expansion of IMD’s into geographical locations designed to be part of the



study control sites”. Although SUD findings lacked statistical significance for the five primary research
hypotheses, most of the outcome measures were trending positively in the hypothesized direction,
suggesting additional time for policy and program implementation may be required to detect the impact
of the demonstration on the outcomes. A revised research design will be a key component to accurately
measuring hypothesized outcomes. UDOH proposes submitting a revised SUD evaluation design to CMS
within 60 days of the 1115 waiver renewal request.

External Quality Review

Part of the overall quality strategy mandated by Section 1932(c)(2) of the Social Security Act and 42 CFR
§438.350-370 requires states to include annual independent external quality reviews (EQRs) in each
managed care contract. This approach requires an independent External Quality Review Organization
(EQRO) to validate performance measures, conduct compliance reviews and otherwise evaluate the
performance of Medicaid managed care plans. Utah contracts with HSAG as its EQRO vendor. A
summary of activities performed by the Utah EQRO along with their key findings are contained in
Attachment 2.

Section IV. Current Program Features to Continue under Demonstration Renewal

With this renewal, the state is requesting to continue all currently approved demonstration populations
and components, with the exception of clinically managed residential withdrawal services. This service
will be added as a state plan service effective April 1, 2021, and will be phased-out of the 1115
demonstration.

A description of the currently approved demonstration populations is detailed below.

e Current Eligibles- includes the following individuals, whose eligibility is derived from the state
plan, but whose coverage is affected by the demonstration: 1) adults age 19 and above who are
eligible through section 1925 and 1931 of the Act, including those eligible through any
liberalized section 1931 criteria already in the state plan; 2) adults age 19 through 64 who are
medically needy and not aged, blind, or disabled. Individuals who are pregnant are excluded,
through the 60th day postpartum.

e Demonstration Population | (PCN)- includes individuals age 19 through 64 with incomes at or
below 95 percent of the FPL (effectively 100 percent of the FPL considering a disregard of 5
percent of income), who are U.S. citizens/qualified non-citizen, are residents of Utah, are not
otherwise eligible for Medicaid, do not qualify for Medicare or Veterans benefits, and do not
have other health insurance. PCN was suspended as of March 31, 2019 due to the
implementation of Adult Expansion. The state requests continued approval of this
demonstration population, although the state will leave this program suspended as long as
Adult Expansion is operating.

e Demonstration Population llI- includes working adults, age 19 through 64, their spouses, and
their children who are ages 19 through 26, with countable gross family incomes up to and
including 200 percent of the FPL, who are U.S. citizens/ qualified non- citizen, are residents of
Utah, are not otherwise eligible for Medicaid, Medicare, or Veterans benefits, have no other
health insurance, and participate in an Utah’s Premium Partnership for Health Insurance (UPP)-
approved ESI plan where the employee's cost to participate in the plan is at least five percent of
the household's countable income.



Demonstration Population V- includes adults age 19 through 64 with countable gross family
income up to and including 200 percent of FPL, are U.S. citizens or qualified non- citizen, are
resident(s) of Utah, do not qualify for Medicaid, Medicare, or Veterans benefits, have no other
health insurance, and would otherwise be eligible as a member of Demonstration Population IlI
(except that the eligible individual or custodial parent/caretaker is able to enroll in COBRA
continuation coverage based on any qualifying event rather than a qualifying ESI plan, and that
COBRA-eligibles are not subject to the requirement that an employer subsidize at least 50
percent of the premium cost for the employee’s health coverage).
Current Eligible CHIP Children- includes children up to age 19 with family income up to and
including 200 percent of the FPL who would meet the definition of a targeted low-income child.
These children are eligible for the CHIP, but the children's parents have elected to receive
premium assistance for the employee's share of the cost of ESI instead of receiving CHIP direct
coverage.
Demonstration Population VI- includes children up to age 19 with family income up to and
including 200 percent of the FPL who would meet the definition of a targeted low-income child.
Targeted Adults- includes adults, ages 19 through 64, with incomes at zero percent of the FPL
(effectively five percent of the FPL with the five percent disregard) and no dependent children,
who meet one of the following additional criteria:

o0 Be chronically homeless, defined as:

1. Anindividual who has been continuously homeless for at least 12 months or on
at least four separate occasions in the last three years (totaling at least 12
months); and has a diagnosable substance use disorder, serious mental illness,
developmental disability, post-traumatic stress disorder, cognitive impairments
resulting from a brain injury, or chronic physical illness or disability;

2. Anindividual living or residing in a place not meant for human habitation, a safe
haven, or in an emergency shelter for a total of six months within a 12-month
period; and has a diagnosable substance use disorder or serious mental health
disorder. At the option of the state, these criteria may be expanded to include
individuals with a diagnosable developmental disability, post-traumatic stress
disorder, cognitive impairments resulting from a brain injury, or chronic physical
illness or disability;

3. Anindividual who is a victim of domestic violence who is living or residing in a
place not meant for human habitation, a safe haven or in an emergency shelter;
or (4) An individual currently living in supportive housing who has previously
met the definition of chronically homeless as specified in 1 or 2 above.

o0 Involved in the criminal justice system and in need of substance use or mental health
treatment, defined as:

1. Anindividual who has complied with and substantially completed a substance
use disorder treatment program while they were incarcerated in jail or prison,
including Tribal jails;

2. Anindividual who is court ordered to receive substance abuse or mental health
treatment by a district court or Tribal court;

3. Anindividual on probation or parole with serious mental illness and/or serious
substance use disorder;
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4. Anindividual discharged from the Utah State Hospital who was admitted to the
civil unit of the hospital in connection with a criminal charge, or admitted to the
forensic unit due to a criminal offense with which the individual was charged or
of which the individual was convicted; or

5. Individuals involved with a Drug Court or Mental Health Court, including Tribal
courts, related to a criminal charge or conviction.

o0 Needing substance use or mental health treatment, defined as:

1. Anindividual receiving General Assistance from the Department of Workforce
Services (DWS), who has been diagnosed with a substance use or mental health
disorder; or

2. Anindividual recently discharged from the Utah State Hospital who was civilly
committed.

Former Foster Care Youth from Another State- consists of individuals under age 26, who were
in foster care under the responsibility of a state other than Utah, or a tribe in such other state
when they turned 18 (or such higher age as the state has elected for termination of federal
foster care assistance under title IV-E of the Act), were ever enrolled in Medicaid, are now
applying for Medicaid in Utah, and are not otherwise eligible for Medicaid.

Adult Expansion Population- consists of adults, age 19 through 64, who are not Current
Eligibles, who are U.S. citizens/qualified non-citizens, are residents of Utah, and have household
income at or below 133 percent of the FPL. To remain eligible for Medicaid, individuals in this
eligibility group who have access to ESI are required to enroll in a qualified ESI plan, as defined
by the state.

Intensive Stabilization Services (ISS) Population- consists of children/youth under age 21,
whose eligibility is derived from the state plan, and are experiencing significant emotional
and/or behavioral challenges while in state custody or are at risk of being placed in state
custody.

Substance Use Disorder Services in an IMD- provides authority for Medicaid recipients to
receive opioid use disorder (OUD)/substance use disorder (SUD) treatment services provided in
a residential or inpatient treatment setting that qualifies as an IMD.

Targeted Adult Dental Benefits- includes individuals who are eligible for the Targeted Adult
Medicaid program and are receiving SUD treatment, to receive state plan dental benefits, as
well as porcelain or porcelain-to metal crowns.

Dental Benefits for Aged Individuals- includes individuals who are age 65 and older, and are
eligible for Medicaid, who are eligible to enroll in the state plan under Section 1902(a)(10)(C) of
the Act and 42 CFR 435.320 and 435.330. They receive dental benefits that are defined in the
Utah Medicaid Provider Manual, Dental Services, and if needed, porcelain or porcelain-to-metal
crowns.

Dental Benefits for Individuals with Blindness or Disabilities- includes individuals who are blind
or disabled, 18 and older, who are enrolled in the state plan under Section 1902(a)(10)(C) of the
Act and 42 CFR 435.322, 435.324 and 435.330. They receive dental benefits that are defined in
the Utah Medicaid Provider Manual, Dental Services, and if needed, porcelain or porcelain-to-
metal crowns.

Serious Mental lliness Services in an IMD- Provides authority for Medicaid recipients, age 21
through 64, to receive SMI services in IMD treatment settings.
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Benefits and Delivery System

The state intends to continue to provide benefits as outlined below.

Table 1: Demonstration Benefits and Delivery System

Demonstration
Populations

Benefits

Delivery System

Demonstration
Population I- PCN
(currently suspended)

e Limited benefit package of primary and
preventative care service.

® Services include primary care physician,
lab, radiology, durable medical equipment,
emergency room services, pharmacy (four
per month), dental, and vision.

® Inpatient hospital, specialty care, and
mental health services are among the
services that are not covered.

Benefits are delivered
through Fee For Service
(FFS).

Current Eligibles

e Individuals enrolled in this eligibility
category receive most of the benefits
covered under Utah’s state plan according
to limitations specified in the state plan,
except as outlined in Table 2 below.

® Current Eligibles also receive benefits that
are the equivalent of (b)(3) services under
the state’s 1915(b) PMHP waiver, which
include; psychoeducational services,
personal services, respite care and
supportive living services (mental health
services in residential treatment settings).

Benefits are delivered
through ACOs and
PMHPs for required
counties. Voluntary
counties may choose to
receive benefits through
managed care or FFS.

Demonstration
Populations Ill, V, VI and
Current Eligible CHIP
Children (UPP)

Individuals in this eligibility category are
eligible to receive premium assistance
(through ESI or COBRA) in paying the
employee’s, individual’s, or family’s share of
the monthly premium cost of qualifying
insurance plans.

Benefits are delivered by
their respective qualified
plan for ESI or COBRA.

Dental for Blind and
Disabled Adults

Individuals that are enrolled in this eligibility
category will receive state plan dental benefits
that are defined in the Utah Medicaid Provider
Manual, Dental Services, and if needed,
porcelain or porcelain-to-metal crowns.

Benefits are delivered
through a FFS model by
contracting with the
University of Utah
School of Dentistry, and
their associated network
of providers.

Targeted Adults

Individuals enrolled in this eligibility category
will receive full Medicaid state plan benefits.

Benefits are delivered
through FFS
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Benefits may be
delivered through a
managed care delivery
system in the future.

Dental for Targeted
Adults

Individuals that are enrolled in this eligibility
category who are receiving SUD treatment will
receive state plan dental benefits that are
defined in the Utah Medicaid Provider Manual,
Dental Services, and if needed, porcelain or
porcelain-to-metal crowns.

Benefits are delivered
through a FFS model by
contracting with the
University of Utah
School of Dentistry, and
their associated network
of providers.

Dental for Aged Adults

Individuals that are enrolled in this eligibility
category will receive state plan dental benefits
that are defined in the Utah Medicaid Provider
Manual, Dental Services, and if needed,
porcelain or porcelain-to-metal crowns.

Benefits are delivered
through a FFS model by
contracting with the
University of Utah
School of Dentistry, and
their associated network
of providers.

Adult Expansion
Population

e Expansion adults without dependent
children will receive state plan benefits

e Expansion adults with dependent children
will receive most of the benefits covered
under Utah’s state plan according to
limitations specified in the state plan,
except as outlined in Table 2 below.

® Expansion adults also receive benefits that
are the equivalent of (b)(3) services under
the state’s 1915(b) PMHP waiver, which
include; psychoeducational services,
personal services, respite care and
supportive living services (mental health
services in residential treatment settings).

e Benefits are provided

e Adult Expansion

through UMIC in five
counties.

individuals in eight
additional counties
are enrolled in an
Accountable Care
Organization (ACO)
for their physical
health services and in
a Prepaid Mental
Health Plan (PMHP)
for their behavioral
health services. Adult
Expansion individuals
in the remaining 16
counties receive their
physical health
services on a FFS
basis and are enrolled
in a PMHP for their
behavioral health
services.

Adult Expansion- ESI

Individuals in this eligibility group will be
reimbursed for the full amount of the

e Individuals will

receive services
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individual’s share of the monthly premium cost
of the qualified ESI plan.

through the delivery
systems provided by
their respective
qualified plan.

e Wrap-around

benefits will be
provided through a
FFS delivery system.

Intensive Stabilization
Services

Individuals eligible for this category will receive
state plan and home community-based
services.

Benefits are managed
through DHS and are
delivered FFS using a
daily bundled rate.

Former Foster Care
Youth from Another
State

Individuals enrolled in this eligibility category
will receive full Medicaid state plan benefits.

Benefits are delivered
through the individual’s
applicable delivery
system (ACO, PMHP,
UMIC, or FFS).

SuUD IMD Individuals will receive state plan services, Benefits are delivered
including SUD treatment services provided in through the individual’s
residential treatment settings that qualify as applicable delivery
an IMD. system (PMHP, UMIC, or

FFS).

SMI IMD Individuals will receive state plan services, Benefits are delivered
including mental health treatment services through the individual’s
provided in residential and inpatient treatment | applicable delivery
settings that qualify as an IMD. system (PMHP, UMIC, or

FFS).
Cost Sharing

Cost sharing requirements for individuals under this demonstration are as defined in the Medicaid state

plan, with two exceptions:

e Individuals receiving premium assistance under the UPP program (Demonstration
populations I, V, VI and current eligible CHIP children) will have cost sharing
requirements set by their qualified ESI or COBRA plan.

e American Indian/Alaska Natives enrolled in the demonstration are exempt from cost
sharing requirements under section 5006 of the American Recovery Reinvestment Act of

20009.

Benefit Differences for Current Eligibles and Adult Expansion Members with Dependent Children
The table below identifies benefits for Current Eligibles and members of the Adult Expansion population
who are custodial parents/caretaker relatives, that are different from state plan covered services and

limitations.
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Table 2: Benefit Differences from State Plan for Current Eligibles and Adult Expansion with Children

Service

Special Limitations for Current Eligibles and Adult
Expansion Population Parents

Hospital Services

Additional surgical exclusions. Refer to the
Administrative Rule UT Admin Code R414-200 Non-
Traditional Medicaid Health Plan Services and the
Coverage and Reimbursement Code Lookup

Vision Care

One eye examination every 12 months; No eye
glasses

Physical Therapy

Visits to a licensed PT professional (limited to a
combination of 16 visits per policy year for PT and
oT)

Occupational Therapy

Visits to a licensed PT professional (limited to a
combination of 16 visits per policy year for PT and
oT)

Speech and Hearing Services

Hearing evaluations or assessments for hearing aids
are covered, Hearing aids covered only if hearing loss
is congenital

Private Duty Nursing

Not covered

Medical Supplies and Medical Equipment

Same as traditional Medicaid with exclusions. (See
Utah Medicaid Provider Manual, Non-Traditional
Medicaid Plan)

Organ Transplants

The following transplants are covered: kidney, liver,
cornea, bone marrow, stem cell, heart and lung
(includes organ donor)

Long Term Care

Not covered

Transportation Services

Ambulance (ground and air) for medical emergencies
only (non-emergency transportation, including bus
passes, is not covered)

Dental

Dental services are not covered, with exceptions.
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Section V. Proposed Changes to Current Demonstration
The state requests the following changes to the current demonstration for the identified waiver
populations or components.

Name of Waiver

The waiver was originally approved to provide benefits for individuals eligible for the PCN program. As
indicated in the Historical Background section above, Utah’s 1115 demonstration has expanded
significantly over the 19 years of the demonstration to include many different programs and benefits.
Due to the expansion of the purpose and goals of this waiver, the state requests to change the name of
the waiver to “Utah's Medicaid Reform 1115 Demonstration Waiver”, to provide a more comprehensive
representation of the waiver.

Intensive Stabilization Services (ISS)

The state implemented ISS on July 1, 2020. These services are provided to Medicaid eligible children and
youth who are experiencing significant emotional and/or behavioral challenges based on medical
necessity, acuity, and need. The ISS includes state plan and home community-based services provided
during the first eight weeks of the intensive program. With this renewal the state requests to make the
following changes to ISS:

1. The current approval states that ISS services will be provided and billed during the first eight
weeks of the program. Since implementation, it has been determined that these services may be
needed for a longer period of time. The state requests approval to provide these services during
the entire period of the intensive program, rather than during the first eight weeks.

2. The state requests to make a technical correction to references to “Stabilization and Mobile
Response team(s) (SMR)” in the waiver STCs. The state requests to change this reference to
“intensive stabilization services (ISS) team(s)”. In addition, the state also requests any references
to “care manager” be changed to “ISS staff”.

3. The state requests to remove “Psychotherapy with Evaluation and Management (E/M) Services”
from the ISS table of services (2c). This service will not be provided as part of ISS, as the staff
providing ISS do not have the licensure required to provide it.

4. The state requests a technical correction to STC #82 by removing the term “contracted” from
the sentence stating “The ISS contracted providers are all Medicaid enrolled providers”.

Utah’s Premium Partnership for Health Insurance (UPP)- Demonstration Populations Ill, V, VI,
and Current Eligible CHIP Children
The state is requesting the following changes to the waiver STCs related to the UPP populations.

1. Combining the four UPP demonstration populations (lll, V, VI and Current Eligible CHIP children)
into one demonstration population. The state is requesting this change to simplify reporting,
because the overall group population has remained relatively small, and because the state
considers these to be one population for administration purposes.

2. Through the American Recovery and Reinvestment Act (ARRA,) individuals and families affected
by involuntary job loss occurring September 1, 2008 through May 31, 2010 were eligible to
receive a COBRA subsidy of 65 percent of the cost of COBRA coverage and could last up to 9
months. Once the ARRA subsidy ended, or for those not eligible for the ARRA COBRA subsidy,
the state continued to provide a monthly premium payment for up to 18 months to offset the
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cost of COBRA coverage. Since this program has sunsetted, the state is requesting to remove
ARRA language from the STC’s, except as needed for historical reference.

Pending Waiver Amendments

At this time, the state has several waiver amendment requests pending a decision from CMS. These
amendments can be found in Attachment 3, and on the state’s 1115 waiver website at
https://medicaid.utah.gov/1115-waiver. The state requests that these amendments be considered in
addition to the waiver renewal, with the hope of gaining approval for these amendments prior to the
approval of the full waiver renewal. A brief overview of the amendments is contained below.

In Vitro Fertilization and Genetic Testing for Qualified Conditions

On December 30, 2020, the state submitted an amendment as a result of the 2020 General Session of
the Utah State Legislature, House Bill 214 “Insurance Coverage Modifications" which passed, and was
signed into law by Governor Herbert. This legislation required the Utah Department of Health, Division
of Medicaid and Health Financing (DMHF) to seek 1115 waiver approval from the Centers for Medicare
and Medicaid Services (CMS) to provide in vitro fertilization services and genetic testing for Medicaid
eligible individuals who have specific qualified conditions.

Medicaid Coverage for Justice Involved Populations

On June 29, 2020, the state submitted an amendment as a result of the 2020 General Session of the
Utah Legislative Session, House Bill 38 “Substance Use and Health Care Amendments”, which passed and
was signed into law. This legislation directed the Utah Department of Health (UDOH), Division of
Medicaid and Health Financing (DMHF), to seek 1115 waiver approval from the Centers for Medicare
and Medicaid Services (CMS), to provide Medicaid coverage for qualified justice-involved individuals.
These individuals must have a chronic physical or behavioral health condition, a mental illness as defined
by Section 62A-15-602 of Utah State Code, or an opioid use disorder. If approved, Medicaid coverage
will be provided in the 30-day period immediately prior to release of the incarcerated individual from a
correctional facility.

Housing Related Services and Supports

As part of the Fallback waiver amendment submitted to CMS on November 1, 2019, the state requested
federal expenditure authority to provide housing related services and supports (HRSS) for groups within
Medicaid Expansion. Approval of this request will allow the state to help Individuals address barriers
that influence their health and well-being. These barriers include but are not limited to; acute and
chronic medical and behavioral health conditions, criminal justice system involvement, and extended
periods of unemployment and poverty. Individuals having these experiences often lack health insurance
and may have limited access to health care. These challenges pose significant barriers to achieving
housing stability, pursuing mental health or substance use disorder recovery, improving health
outcomes, and reducing health care costs.

Other Amendments
At this time the state is not requesting action on the following waiver amendments as part of the waiver
renewal. However, the state is not withdrawing these amendment requests at this time;

e Fallback Plan
e Per Capita Cap
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Community Engagement Requirement Withdrawal
On August 10, 2021, CMS formally withdrew approval of Utah’s Community Engagement (work
requirement) for individuals enrolled in the Adult Expansion Program. CMS originally approved the
Community Engagement in March 2019 and later reaffirmed that approval in December 2019 as part of
Utah’s 1115 waiver amendment to adopt Medicaid Expansion. The community engagement
requirement only applied to Adult Expansion Medicaid members, ages 19-64, with incomes up to 138%
FPL, unless they met an exemption or qualified for good cause. The requirement was implemented in
January 2020 but was suspended in April 2020 due to the COVID-19 pandemic. Due to the withdrawal of
Community Engagement, the State is not requesting a renewal of this requirement.

Section VI. Goals, Objectives, and Evaluation of Proposed Demonstration Renewal
Utah proposes the following research hypotheses and design approach for Utah’s Demonstration
renewal. The hypotheses below are consistent with those already approved in the evaluation designs.
The state is not requesting any changes at this time.

Table 3: Demonstration Objectives and Proposed Hypotheses

Objectives

Proposed Hypotheses

Potential Approaches/Data
Sources

Current Eligibles

Not negatively impact the
health and well-being of the
demonstration population by
offering a slightly reduced
benefit package.

The demonstration will not
negatively impact the overall
well-being, in relation to health
status, of Current Eligibles who
experience reduced benefits
and increased cost sharing.

Utah All Payer Claims Database
Utah Medicaid claims
Medicaid data warehouse

Demonstration Populations lll, V and VI

- UPP

Increase the number of
individuals with access to
employer-sponsored health
insurance in obtaining that
coverage.

The demonstration will assist
previously uninsured individuals
in obtaining employer-
sponsored health insurance.

Utah All Payer Claims Database
Utah Medicaid claims
Medicaid data warehouse

Targeted Adults

Reduce the number of
uninsured, while improving
access to primary care and

The demonstration will reduce
the number of uninsured
Utahns.

Medicaid data warehouse
HEDIS Adult Core Set
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improving the overall health of
the population.

The demonstration will improve
access to primary care, while
also improving the overall
health status of the target
population.

Utah Medicaid claims

BRFSS insurance questions
HEDIS Adult Core Set

The demonstration will reduce
the number of non-emergent
Emergency Room visits for the
chronically homeless
population.

Utah Medicaid claims
Medicaid data from other states
HEDIS Adult Core Set

The demonstration will reduce
uncompensated care provided
by Utah hospitals.

Hospital costs reports

Dental for Blind and Disabled Members

Improve preventive dental
services and reduce emergency
dental procedure costs.

The demonstration will reduce
the number of individuals who
have an emergency dental
procedure performed, while
increasing the number of
members who receive
preventive dental services.

Medicaid claims data

Targeted Adult Medicaid Dental

Improve the SUD treatment
completion rate among
demonstration participants,
while providing much needed
dental care.

The demonstration will improve
SUD treatment completion.

Medicaid claims data

Adult Expansion

Improve the health of Utahns,
increase access to primary care,
improve appropriate utilization
of emergency department visits,
and reduce uncompensated
care provided by Utah hospitals.

The demonstration will improve
the health and well-being of
individuals in Utah.

Behavioral Risk Factor
Surveillance System (BRFSS)
Medicaid claims data

Utah All Payer Claims Database

The demonstration will increase
access to primary care and
improve appropriate utilization
of emergency department (ED)
services by Adult Expansion

Medicaid claims data
Utah All Payer Claims Database
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members.

The demonstration will reduce
uncompensated care provided
by Utah hospitals.

Comparison to other states
based on Center for Budget &
Policy Priority definition: any
services for which a provider is
not reimbursed

The demonstration will assist
previously uninsured individuals
in purchasing employer
sponsored insurance to help
reduce the number of uninsured
adults.

Medicaid claims data
State administrative data

Utah Medicaid Integrated Care

By integrating the services
delivery system for the Adult
Expansion group, the State
expects to see better health
outcomes, better compliance
with treatment, and an overall
improvement in the quality of
life of the individuals.

The demonstration will show
that an integrated care delivery
model results in better health
outcomes for Medicaid
individuals.

Beneficiary Surveys
BRFSS
Medicaid administrative data

The demonstration will show
that the Adult Expansion
population has better health
outcomes when enrolled in
managed care.

Beneficiary Surveys
BRFSS
Medicaid administrative data

Substance Use Disorder Services in an IMD

Increased rates of identification,
initiation and engagement in
SUD treatment.

The demonstration will increase
the percentage of members
who are referred and engage in
SUD treatment.

NQF Measures
Individual Survey
Adult SUD consumer
Satisfaction Survey

Increased adherence to and
retention in SUD treatment

The demonstration will increase
the percentage of members
who adhere to SUD treatment.

NQF Measures
Medicaid claims

Reduced utilization of
emergency department and
inpatient hospital settings for
treatment where the utilization
is preventable or medically
inappropriate through improved

The demonstration will
decrease the rate of emergency
department and inpatient visits
within the individual population
for SUD.

Medicaid claims
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access to other continuum of
care services.

Improved access to care for
comorbid physical health
conditions commonly associated
with SUD among members.

The demonstration will increase
the percentage of members
with SUD who experience care
for comorbid conditions.

Medicaid claims

Reduce the rate of overdose
deaths, particularly those due to
opioids.

The demonstration will
decrease the rate of overdose
deaths due to opioids.

Vital Statistics

ntensive Stabilization Services (ISS)

To keep children and youth at
risk in the community from
being placed in state custody,
while helping children who are
in state custody to return to
their families or become
independent more quickly.

The demonstration will reduce
the number of emergency room
visits, psychiatric
hospitalizations, and residential
treatment services and length of
stay.

Medicaid claims
APCD

The demonstration will increase
the number of Early Periodic,
Screening, Diagnosis and
Treatment (EPSDT) visits and
improve access to other
services, such as dental care.

Medicaid claims
APCD
YRBS

Dental for Aged Individuals

To increase the utilization of
preventive dental services and
improve the quality of life for
the demonstration population.

Aged individuals will have
increased utilization of
preventive dental services.

Medicaid claims
Utah All Payer Claims Database

Aged individuals will have
decreased utilization of
emergency dental services.

Medicaid claims
Utah All Payer Claims Database

Aged individuals receiving
comprehensive dental care will
experience increased quality of
life.

Aged Dental Survey, with Oral
Health Impact Profile -14,
quality of life
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Serious Mental lllness Services in an IMD

Reduced utilization of
emergency departments (EDs)
among Medicaid individuals
with SMI/SED while awaiting
mental health treatment in
specialized settings.

The SMI demonstrations will
result in reductions in utilization
and length of stay in EDs among
Medicaid individuals with SMI
while awaiting mental health
treatment.

Medicaid claims data

Reduced preventable
readmissions to acute care
hospitals and residential
settings among Medicaid
individuals with SMI/SED.

The SMI demonstration will
result in reductions in
preventable readmissions to
acute care hospitals and
residential settings.

Medicaid claims data

Improved availability of crisis
stabilization services, including
services made available through
call centers and mobile crisis
units, intensive outpatient
services, as well as services
provided during acute short-
term stays in residential crisis
stabilization programs,
psychiatric hospitals, and
residential treatment settings
throughout the state.

The SMI demonstration will
result in improved availability of
crisis stabilization services
throughout the state.

Medicaid claims data
Monitoring reports
Environmental scan

Improved access to community-
based services to address the
chronic mental health care
needs of individuals with
SMI/SED, including through
increased integration of primary
and behavioral health care.

Access of individuals with SMI to
community-based services to
address their chronic mental
health care needs will improve
under the demonstration,
including through increased
integration of primary and
behavioral health care.

Medicaid claims data
Monitoring reports
Environmental scan
Interviews

Improved care coordination,
especially continuity of care in
the community following
episodes of acute care in
hospitals and residential
treatment facilities.

The SMI demonstration will
result in improved care
coordination, especially
continuity of care in the
community following episodes
of acute care in hospitals and
residential treatment facilities.

Medicaid claims data
Monitoring reports
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Section VII. Requested Waiver and Expenditure Authorities
The following table summarizes the current demonstration waiver and expenditure authorities, and
whether Utah is requesting to continue these authorities with this renewal request.

Table 4: Requested Waiver Authorities

Waiver Authority

Reason and Use of Waiver

Demonstration Populations

Status under

Applicable To Renewal

Section 1902(a)(34)- | To permit the state to not Demonstration Populations | Continue
Retroactive Eligibility | provide retroactive I and Il

eligibility for individuals

under this demonstration.
Section 1902(a)(14)- | To permit individuals Demonstration Populations | Continue
Cost Sharing affected by this [, V and VI
Requirements demonstration, whose

benefits are limited to

premium assistance, to

have cost sharing

requirements (including the

out-of-pocket maximum) as

set by the individual’s

qualified ESI plan.
Section 1902(a)(43)- | To enable the state not to 19 and 20-year olds who are | Continue
Early Periodic cover certain services not in the Adult Expansion
Screening, Diagnosis | required to treat a Population (not including
and Treatment condition identified during | blind and disabled enrollees
(EPSDT) an EPSDT screening. who receive dental through

this demonstration)

Section To enable the state to Title XIX Populations Continue
1902(a)(23)(A)- restrict freedom of choice affected by this
Freedom of Choice of providers for individuals | demonstration

under this demonstration.
Section 1902(a)(4) To the extent necessary to | Adult Expansion with Continue

insofar as it
incorporates 42 CFR
431.54- Methods of
Administration

relieve the state of the
responsibility to assure
non-emergency medical
transportation to and from
providers for individuals
with dependent children
enrolled in the Adult
Expansion Population,
except that this
requirement nevertheless

Dependent Children
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shall apply with respect to
those eligible for EPSDT
services.

Section To enable the state to vary | -Individuals affected by this | Continue
1902(a)(10)(B)- the amount, duration, and | demonstration with the
Amount, Duration, scope of services offered to | exception of Former Foster
and Scope of Services | individuals by Care Youth from Another
and Comparability demonstration group. State
-Targeted Adults
-Blind, Disabled and Aged
expenditure populations
-Adult Expansion population
-Intensive Stabilization
Services Population
Section In order to permit federal Adult Expansion Population | Continue
902(a)(10(A)(i) (V1) financial participation (FFP)
insofar as it to be provided in
incorporates section | expenditures to the extent
1902(k) and sections | that non-emergency
1902(k) and medical transportation
1903(i)(26) insofar as | (NEMT) is not covered for
they incorporate certain individuals for
section 1937 and CFR | whom its assurance would
440.390 - otherwise be required.
Compliance with ABP
Requirements
Section 1902(a)(1)- To enable the state to Title XIX Populations Continue
Statewideness/ provide differing types of affected by this
Uniformity managed care plans in demonstration
certain geographical areas
of the state for Title XIX
populations affected by this
demonstration.
Section 1902(a)(15) To permit the state to pay Demonstration Population | | Continue

and Section
1902(bb)- Federally
Qualified Health
Centers Payments

for Federally Qualified
Health Center services
provided to Demonstration
Population | individuals on
a basis other than a
prospective payment
system.
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Expenditure Authorities

Table 5: Requested Expenditure Authorities

Demonstration
Population

Reason and Use of Expenditure Authority

Status
Under
Renewal

Current Eligibles

Expenditures for optional services not covered under Utah’s
state plan or beyond the state plan’s service limitations and
for cost-effective alternative services, to the extent those
services are provided in compliance with the federal
managed care regulations at 42 CFR 438 et seq.

Continue

Demonstration
Population |

Expenditures to provide health services to non-disabled and
non-elderly individuals age 19 through 64 with incomes
above the Medicaid standard but at or below 95 percent of
the federal poverty level (FPL) (effectively 100 percent with
the five percent income disregard) who are not otherwise
eligible for Medicaid, as described in the waiver STCs. This
expenditure authority will end effective April 1, 2019.

Continue

Demonstration
Population llI

Expenditures for premium assistance related to providing 12
months of guaranteed eligibility to subsidize the employee’s
share of the costs of the insurance premium for employer
sponsored health insurance to non-disabled and non-elderly
low-income workers age 19 through 64 with incomes above
the Medicaid standard but at or below 200 percent of the
FPL, as well as their spouses and their children, age 19
through 26, who are enrolled in their parents’ employer
sponsored insurance (ESI) plan, who are not otherwise
eligible for Medicaid, as described in the STCs.

Continue

Demonstration
Population V

Expenditures for premium assistance related to providing up
to a maximum of 18 months of eligibility to subsidize the
employee’s share of the costs of the Consolidated Omnibus
Budget Reconciliation Act of 1986 (COBRA) premium for
COBRA continuation of coverage to non-disabled and non-
elderly low-income workers age 19 through 64 with incomes
above the Medicaid standard but at or below 200 percent of
the FPL, as well as their spouses, who are not otherwise
eligible for Medicaid, as described in the STCs.

Continue

Individuals who are Blind
or Disabled

Expenditures for dental benefits for individuals who are
blind or disabled and who are eligible for Medicaid.

Continue

Individuals who are Aged

Expenditures for dental benefits for individuals who are age
65 and older, and are eligible for Medicaid.

Continue

Former Foster Care Youth
from Another State

Expenditures to extend eligibility for full Medicaid state plan
benefits to former foster care youth who are defined as
individuals under age 26, that were in foster care under the
responsibility of a state other than Utah or tribe in such
other state on the date of attaining 18 years of age or such
higher age as the state has elected for termination of

Continue
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federal foster care assistance under title IV-E of the Act,
were ever enrolled in Medicaid, and are now applying for
Medicaid in Utah.

Targeted Adults

Expenditures to provide state plan coverage to certain
individuals, age 19 through 64, without dependent children,
who have incomes at zero percent of the FPL (effectively up
to five percent with the five percent income disregard), as
described in these STCs, who are not otherwise eligible for
Medicaid. Expenditures to provide dental benefits for
individuals in this expenditure population who are receiving
substance use disorder (SUD) treatment.

Continue

Substance Use Disorder

Expenditures for otherwise covered services furnished to
otherwise eligible individuals who are primarily receiving
treatment and withdrawal management services for SUD
who are short-term residents in facilities that meet the
definition of an institution for mental diseases (IMD).

Continue

Adult Expansion

Expenditures to provide coverage to adults, ages 19
through 64, who are not Current Eligibles, and have
household income at or below 133 percent of the FPL, as
described in the STCs. Members of the Adult Expansion
Population who are childless/non-custodial parents will
receive state plan coverage, while members of the Adult
Expansion Population who are custodial parents/caretaker
relatives will receive the Current Eligibles benefit package,

Continue

Mandatory Employer
Sponsored Insurance

Expenditures to provide premium assistance and wrap
around benefits to the Adult Expansion Population
individuals who are enrolled in ESI plans.

Continue

Intensive Stabilization
Services Program

Expenditures to provide an assessment and service package
including state plan behavioral services and home and
community-based respite and non-medical transportation
services reimbursed using a daily bundled rate during the
first eight weeks of the 16-week intensive stabilization
program for Medicaid eligible children/youth in state
custody or at risk of being placed in state custody
experiencing significant emotional and/or behavioral
challenges.

Continue

Residential and Inpatient
Treatment for Individuals
with Serious Mental
Iliness

Expenditures for services furnished to eligible individuals
ages 21 through 64 who receive treatment for a SMI and
who are short-term residents in facilities that meet the
definition of an IMD.

Continue

COBRA Children-
Demonstration
Population VI

Expenditures to provide premium assistance and benefits
specified in the STCs, to children up to age 19 with family
income up to and including 200 percent of the FPL who
would meet the definition of a targeted low-income child
except for continuation of coverage in accordance with the
Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA), Pub. L. 99-272. Such expenditures are authorized

Continue
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without regard to the funding limitation under section
2105(c)(2) of the Act. Moreover, the Title XXI requirements
listed below do not apply to the benefits for this population.
Title XXI Requirements Not Applicable to CHIP Expenditure Authorities for Demonstration

Population VI
Section 2102 General The state child health plan does not have to reflect the Continue
Requirements, and demonstration population. Eligibility screening is not
Eligibility Screening required to exclude eligibility for individuals enrolled in
Requirements continuation coverage pursuant to COBRA.
Section 2013 and 2110- Coverage and eligibility are not restricted to targeted low- Continue

Restrictions on Coverage | income children, to the extent that it includes individuals
and Eligibility to Targeted | enrolled under continuation coverage pursuant to COBRA.
Low-Income Children

Section 2105(c)(1)- To permit the state to offer a premium assistance subsidy Continue
Qualified Employer that does not meet the requirements of section 2105(c).

Sponsored Coverage

Section 2102- Cost To the extent necessary to permit Al/AN children who are in | Continue
Sharing Exemption for all CHIP populations affected by this demonstration, and

American Indian/Alaska whose benefits are limited to premium assistance, to be
Native (Al/AN) Children charged premiums and/or cost sharing by the plans in which
they are enrolled.

Section 2103(e) Cost To the extent necessary to permit all CHIP populations Continue
Sharing affected by this demonstration, whose benefits are limited
to premium assistance, to have cost sharing imposed by
employer sponsored insurance plans.

Section 2103 Benefit To permit the state to offer a benefit package for all CHIP Continue
Package Requirements populations affected by this demonstration that is limited to
premium assistance.

Section VIII. Budget Neutrality

Utah’s 1115 demonstration must be "budget neutral" to the Federal government, which means that
during the course of the demonstration, Federal Medicaid expenditures will not be more than Federal
spending without the demonstration. Information regarding budget neutrality for this demonstration
can be found in Attachment 4.

Section IX. Compliance with Public Notice and Tribal Consultation

Public Notice Process

The state certifies that public notice of the state’s request for this demonstration renewal, and notice of
Public Hearing was advertised in the newspapers of widest circulation, and sent to an electronic mailing
list. The abbreviated public notice was posted online May 5 through June 11, 2021. From July 20 through
August 19, 2021 a full public notice was posted online, advertised in the newspapers of widest
circulation, and sent to an electronic mailing list. Both abbreviated and full public notices were posted to
the state’s Medicaid website at https://medicaid.utah.gov/1115-waiver.
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The state certifies that two public hearings to take public comment on this request were held. The first
public hearing was held on May 20, 2021 from 2:00 p.m. to 4:00 p.m., during the Medical Care Advisory
Committee (MCAC) meeting. The second public hearing was held on May 24, 2021 from 4:30 p.m. to
5:30 p.m. Due to the COVID-19 emergency and state social distancing guidelines, both public hearings
were held via video and teleconferencing. Public notice documents can be found in Attachment 5.

Public Comment

The first public comment period was held May 5, 2021 through June 11, 2021. During this period, the
State received public comment from 16 individuals and agencies. This includes comments provided
during both public hearings, email and online portal comments, and mailed comments. In conjunction
with the full public notice, a second public comment period was held July 20, 2021 through August 19,
2021. During this period, the State received public comments from two different agencies. The state
reviewed and considered all public comments received. The state’s responses to public comments can
be found in Attachment 6.

Annual Public Forum

As required by the demonstration Special Terms and Conditions, the state held several annual public

forums during the currently approved demonstration period. The forums were held during the Medical

Care Advisory Committee (MCAC) meetings on the

following dates, and include all comments provided:

° April 19, 2018
o No comments received

° December 19, 2019
o Two individuals asked questions regarding non-traditional and traditional benefits received by
waiver populations. The questions were in regards to whether the State needs to continue with
non-traditional benefits, and if it would be less expensive to just administer traditional state plan
benefits. Nate Checketts, Medicaid Director, explained that non-traditional benefits are still
needed to achieve savings to administer other waiver programs and benefits, and that the State
does not believe savings would be achieved if all Adult Expansion members received traditional
state plan benefits.

° January 21, 2021
o0 One commentator states they appreciate the flexibility of CMS in approving the variety of
programs and benefits included in the waiver, and that these benefits greatly benefit the State of
Utah. No other comments were provided.

Tribal Consultation

In accordance with the Utah Medicaid State Plan, and section 1902(a) (73) of the Social Security Act, the
state ensures that a meaningful consultation process occurs in a timely manner on program decisions
impacting Indian Tribes in the State of Utah. DMHF notified the UDOH Indian Health Liaison of the
waiver renewal. As a result of this notification, DMHF began the tribal consultation process by attending
the Utah Indian Health Affairs Board (UIHAB) meeting on May 14, 2021 to present this demonstration
renewal request. No comments or feedback were provided prior to this renewal request being
submitted to CMS. The UIHAB meeting agenda can be found in Attachment 7.
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Tribal Consultation Policy
The consultation process will include, but is not limited to:

® Aninitial meeting to present the intent and broad scope of the policy and waiver application to

the UIHAB.

e Discussion at the UIHAB meeting to more fully understand the specifics and impact of the
proposed policy initiation or change;
Open meeting for all interested parties to receive information or provide comment;
A presentation by tribal representatives of their concerns and the potential impact of the
proposed policy;
Continued meetings until concerns over intended policy have been fully discussed;
A written response from the Department of Health to tribal leaders as to the action on, or
outcome of tribal concerns.

Tribal consultation policy can be found at: http://health.utah.gov/indianh/consultation.html.

Section X. Demonstration Administration

Name and Title: Emma Chacon, Interim Medicaid Director, Utah Department of Health
Telephone Number: (801) 448-1543

Email Address: echacon@utah.gov
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Executive Summary

This report constitutes an interim evaluation of six demonstrations under Utah’s 1115 Waiver. These
include: Current Eligibles (CE), Targeted Adults (TA), Utah Premium Partnership (UPP), Blind and
Disabled Dental (BDD), and Substance Use Disorder (SUD). A sixth demonstration, the Primary Care
Network (PCN) was suspended at the end of March 2019, so there are no new data to provide in this
evaluation. This report covers several hypotheses on health care utilization and outcomes broadly
associated with 1) increased cost sharing (CE); 2) increased dental coverage for blind, disabled (BDD)
and targeted adults (TA); 3) until its suspension, establishment of the primary care network (PCN); 4)
enhanced coverage of the population experiencing homelessness (TA); 5) incentives to enroll in
employer-provided insurance (UPP); and 6) an array of substance use disorder services to eligible
populations. This report consists of a variety of analyses related to specific hypotheses associated with
implementation through November 2020. In some cases, data were neither available nor robust enough to
conduct multivariate analyses at the time of reporting. This interim evaluation is issued in accordance
with special terms and conditions (STCs) reporting requirements. This report includes data analysis
performed by the independent contractor from Utah Medicaid claims and other data, a beneficiary survey
conducted by subcontract, and a review of monitoring metrics submitted by the Utah Department of
Health (UDOH). With regard to the CE, TA, BDD, and UPP demonstrations, findings indicate:

1. These preliminary findings do not yet demonstrate statistically significant improvements in
access and utilization of appropriate health care and associated health outcomes. Additionally,
there is not a reduction in costs reflected among the demonstration populations that is attributable
to the incentivized preventive and primary care in lieu of more expensive care such as that
provided in the emergency room. The COVID-19 pandemic likely was responsible for some of
these trends in 2020.

2. Preliminary results affirming certain hypotheses, however, were noted in the last report. CE
enrollees, for example, had an increase in hypertension prescriptions per member diagnosed with
hypertension over the time frame analyzed (Table 10) through 2019. Increased access to
preventive care, in other words, may have contributed to an increase in quality management that
resulted in greater prescribing of hypertensive medications for those diagnosed with hypertension.
During that same time frame, there was reduced non-emergent use of the ED over the period
assessed for CE enrollees (Table 16) that drove the reduction in overall ED among that
population. It is unclear what drove such apparent improvements. Given the longer duration of
the CE demonstration, this may suggest that it will take some time for reduction in non-emergent
use to arise among more recent programs. It would reinforce that enhanced access to care may
result early on in increased ED utilization, both emergent and non-emergent, but over time, as
preventive and continuous ambulatory care is improved and incentivized, such enrollees may
exhibit reductions in ED use. Of course, more definitive assessments of outcomes await further
experience with the program and more data.
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3. Substantial and increased enrollment in several of the demonstrations in 2019 also suggest that
the programs are meeting significant need. This is evident among the TA demonstration, where
enrollment nearly doubled. Smoking cessation program utilization increased, as did
antidepressant prescriptions and primary care visitations. These results all align with the intent of
the demonstration, and better assessment of such access and utilization on health outcomes and
cost await longer term data analysis. However, aggregate costs declined precipitously associated
with healthcare use in 2020, almost back to 2018 levels, despite the only modest decrease in
enrollees. Such dramatic decline in healthcare use was likely due in significant part to the COVID
19 pandemic.

4. Among the BDD program, there also appeared to be a substantial increase in utilization of
preventive dental services in 2019 that swamped a far more modest increase in emergency dental
services. Whether emergency dental utilization subsides with longer exposure to such enhanced
access awaits further analysis of additional data.

5. The Utah Premium Partnership (UPP) is one program where enrollment has decreased. Access to
employer-provided health insurance for this low-income population is likely not substantial, and
it is also possible that the incentives in the program for employers to offer such insurance, such as
attracting a more skilled and stable workforce in the presence of benefits such as employer-
provided insurance is not significant enough to achieve broader success. The impact of COVID-
19 on employment has also likely contributed to enrollment decline in the program in 2020.

With respect to implementation of the SUD waiver demonstration to date, despite a lack of statistically
significant outcomes for each of the five established research hypotheses there are notable findings as
follows:

1. Although lacking statistical significance thus far for the five primary research hypotheses, most of
the outcome measures are trending positively in the hypothesized direction, suggesting that
additional time for policy and program implementation may be required to detect the impact of
the demonstration on the outcomes. Key to this will be the need to change the research design
from a DiD analysis to a longitudinal time series design.

2. The beneficiary survey which will serve as a baseline, appears to indicate patient experiences
have been quite favorable. For example, the vast majority of beneficiaries responding to the
survey recognize there are specific mental health and substance use disorder services available in
their communities, if needed. Of those respondents indicating they or a household member
needed these services 61% agreed they were able to obtain care “as soon as needed”. When
asked to rate counseling or treatment received, the average rating was 6.43/10 and for those
receiving services, 62% found the counseling or treatment to be helpful.

3. The supplemental monitoring metrics based on data compiled and analyzed by UDOH were
largely trending positively in the direction desired, indicating UDOH is likely on-track to achieve
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nearly all of their identified goals. For example, of the individual monitoring metrics, 70% were
rated as “low risk” of not being achieved by the end of waiver demonstration period.

4. Further, Utah has experienced a rapid expansion of new SUD services to many beneficiaries with
significant needs. There has also been extensive planning and training instituted from the
beginning of the waiver to strengthen and build a strong statewide capacity to offer SUD service
access in a quality manner.

5. Moving forward it appears additional time implementing the SUD treatment interventions
associated with the waiver demonstration will be needed in order to determine if the hypothesized
outcomes can be achieved. This notion is true for any new intervention. High fidelity
implementation of SUD treatment in multiple locations is a challenge. However, with consistent
efforts and uniform and regular progress monitoring, continuous improvement can be made.

6. Another key next step to detecting significant change in waiver outcomes will be the re-design of
the evaluation design. Since the original DiD evaluation design integrity was compromised by
the relatively early expansion of IMD’s into geographical locations chosen by the evaluator as
study control sites, the design will need to pivot to another type of design, such as a longitudinal
time-series approach.

Overall Impacts of COVID-19

A number of broad general impacts related to the COVID-19 pandemic have influenced the 1115 waiver
implementation. Specifically, these have included delays in healthcare utilization due to limited or no
access to services during the initial adjustments to periods of lockdown. These were seen in the
temporary closures of medical, dental, and behavioral healthcare places of service. Similarly, there were
operational changes due to safety procedures in hospital emergency departments, urgent care, and other
healthcare facilities that delayed or prevented services from being provided. Additionally, in response to
the need to shift healthcare resources to address COVID-19 treatment in hospitals, policies were
implemented to delay elective surgeries. Finally, the analysis in this report also demonstrated the clear
impact of the pandemic on in person preventive care visits among the targeted adult Medicaid (TAM)
population. While the number of preventive care visits per enrollee remained stable, the number of those
visits delivered through telehealth increased exponentially from 33 in Q4 of 2019 to 2879 by Q2 2020,
and from under 1% of total preventive care visits to over 42% of such visits.

General Background Information

The federal government has established section 1115 of the Social Security Act to allow the approval of
demonstration projects that are likely to assist in promoting the objectives of Medicaid. In doing so, the
Secretary of Health and Human Services authorizes federal financial support for waiver demonstration
costs that would not otherwise qualify for federally matchable expenditures.
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The two primary purposes of Medicaid funding are to enable each State to furnish (1) medical assistance
on behalf of families with dependent children and of aged, blind, or disabled individuals, whose income
and resources are insufficient to meet the costs of necessary medical services, and (2) rehabilitation and
other services to help such families and individuals attain or retain capability for independence or self-
care. The Utah 1115 waiver demonstration project, with its various amendments seeks to expand the
scope of coverage and benefits for certain at-risk beneficiaries. Additionally, these services seek to
advance the health and wellness of the individual receiving them, thus contributing to the individual
attaining independence. So, in addition to paying for services, the program also advances the health and
wellness needs of its beneficiaries based on actions designed at the state level. Section 1115
demonstration projects offer flexibility to a state to propose new reforms and adjust service delivery with
the potential of improving medical care and focus on interventions that drive better health outcomes and
quality of life improvements, potentially leading to increased financial independence.

1) States were first granted waivers soon after Medicaid was first established in 1965. Most
waivers were small in scope until the 1990s, when states began to use them for a wide range
of purposes, including to: expand eligibility, simplify the enrollment and renewal process,
reform care delivery, implement managed care, provide long-term services and supports, and
alter benefits and cost-sharing.

Although Utah has for many years had both the healthiest population and the lowest per-capita health care
costs, there remained many who were unable to obtain health care. Given the flexibility offered by an
1115 waiver to design and improve health care service and delivery, the Utah Department of Health
(UDOH) sought state-specific policy approaches to better serve needy populations. Specific goals ! to be
addressed by the initial 1115 waiver were to:

1. Improve the health of Utahns by increasing the number of low-income individuals without access
to primary care coverage, which will improve the overall well-being of the health status of
Demonstration Population I enrollees (PCN enrollees). Increase access to, stabilize, and
strengthen providers and provider networks available to serve Medicaid and low-income
populations;

2. Not negatively impact the overall health of Current Eligibles who experience reduced benefits
and increased cost sharing.

3. Assist previously uninsured individuals in obtaining employer-sponsored health insurance
without causing a decrease in employer’s contributions to premiums that is greater than any
decrease in contributions to the overall health insurance market.

4. Reduce the number of uninsured Utahns by enrolling eligible adults in the Targeted Adult
Medicaid program.

5. Reduce the number of non-emergent Emergency Room visits for the Targeted Adult population.
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6. Improve access to primary care, while also improving the health status of the Targeted Adult
Population.

7. Provide care that is more extensive to individuals suffering from a substance use disorder, in turn
making this population healthier and more likely to remain in recovery.

i) The Utah 1115 demonstration waiver was first submitted on December 11, 2001, approved on
February 8, 2002, implemented on July 1, 2002. It was originally scheduled to expire on
June 30, 2007, but since then, there have been six extensions and approximately 17 new
waiver amendments. A Utah Department of Health summary of these amendments 2 and
extensions are as follows:

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

. Amendment #2 - This amendment provided a premium assistance option for up to 6,000 of the
25,000 potential expansion enrollees. Specifically, the state subsidizes the employee's portion of the
premium for up to 5 years. The employer- sponsored insurance (ESI) must provide coverage equal to or
greater than the limited Medicaid package. The subsidy is phased down over 5 years, to provide a span of
time over which employees' wages can increase to the point of unsubsidized participation in the ESI. With
this amendment, the state was also granted authority to reduce the enrollment fee for approximately 1,500
General Assistance beneficiaries, who are either transitioning back to work or are awaiting a disability
determination. These individuals were required to enroll in PCN, but the $50 fee was prohibitive as they
earn less than $260 per month. For this population, the state reduced the enrollment fee to $15. (Approved
on May 30, 2003, effective on May 30, 2003).

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

. Amendment #4 - This changed the way that the maximum visits per year for Physical
Therapy/Occupational Therapy/Chiropractic Services are broken out for the Current Eligibles ("non-
traditional" Medicaid) population. Instead of limiting these visits to a maximum of 16 visits per policy
year in any combination, the state provides 10 visits per policy year for Physical Therapy/Occupational
Therapy and 6 visits per policy year for Chiropractic Services. (Approved on March 31, 2005, effective
on March 31, 2005).
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. Amendment #5 - This amendment implemented the adult dental benefit for the Current Eligibles
population (section 1925/1931 and medically needy non-aged/blind/disabled adults). (Approved on
August 31, 2005, effective on October 1, 2005).

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

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

. Amendment #8 - This amendment implemented a Preferred Drug List (PDL) for Demonstration
Population I adults in the PCN. (Approved on October 25, 2006, effective on November 1, 2006).

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

This amendment provides the option of ESI assistance to adults with countable household income up to
and including 150 percent of the FPL, if the employee's cost to participate in the plan is at least five
percent of the household's countable income. The state subsidizes premium assistance through a monthly
subsidy of up to $150 per adult. The employer must pay at least half (50 percent) of the employee’s health
insurance premium, but no employer share of the premium is required for the spouse or children.
Likewise, an ESI component for children provides CHIP- eligible children with family incomes up to and
including 200 percent of the FPL with the option of ESI premium assistance through their parent's
employer or direct CHIP coverage. The per-child monthly premium subsidy depends on whether dental
benefits are provided in the ESI plan. If provided, the premium subsidy is $140 per month; otherwise, it is
$120 per month. If dental benefits are not provided by a child's ESI plan, the state offers dental coverage
through direct CHIP coverage. Families and children are subject to the cost sharing of the employee's
health plan, and the amounts are not limited to the Title XXI out-of-pocket cost sharing limit of five
percent.

Benefits vary by the commercial health care plan product provided by each employer. However, Utah
ensures that all participating plans cover, at a minimum, well- baby/well child care services, age
appropriate immunizations, physician visits, hospital inpatient, and pharmacy. Families are provided with
written information explaining the differences in benefits and cost sharing between direct coverage and
the ESI plan so that they can make an informed choice. All children have the choice to opt back into
direct CHIP coverage at any time.

. Amendment #10 — This amendment enables the state to provide premium assistance to children
and adults for coverage obtained under provisions of the COBRA Act of 1986. COBRA provides certain
former employees, retirees, spouses, former spouses, and dependent children the right to temporary
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continuation of employer- based group health coverage at group rates. COBRA coverage becomes
available following the loss of ESI due to specified qualifying events, such as an end of employment
(voluntary or involuntary); divorce or legal separation; death of employee; entitlement to Medicare;
reduction in hours of employment; and loss of dependent-child status. Through this amendment, Utah will
provide premium assistance to programmatically- eligible adults and children (as differentiated from
individuals who are COBRA-¢cligible but not otherwise eligible for the Utah COBRA premium assistance
program) toward the purchase of COBRA coverage, in a manner similar to the provision of premium
assistance for the purchase ESI coverage. (Medicare-eligible individuals who are also COBRA-eligible
would be ineligible for the Utah COBRA Premium Assistance Program (CPAP) based on age or the
State’s standard processes of cross-matching with SSI/SSDI eligibility files).

During its initial period of operation, Utah’s COBRA Premium Assistance Program (CPAP) will work in
tandem with the subsidy provided under ARRA for the purchase of COBRA coverage. Specifically,
ARRA provides a federal subsidy of 65 percent of the cost of COBRA coverage, to individuals and
families affected by involuntary job loss occurring September 1, 2008, through December 31, 2009, and
as extended by Congress. As long as the individual receives the ARRA subsidy, the state would provide
the family with premium assistance based on the number of programmatically-eligible individuals, but
limited to the lower of 35 percent of the cost of COBRA that remains the individual’s responsibility or the
maximum amounts allowable by the state under these STCs. The amendment was approved by CMS on
December 18, 2009.

. Amendment #11 - This amendment raised the income eligibility for premium assistance for adults
between the ages of 19 and 64 [Demonstration populations III (ESI) and V (COBRA)] from 150 percent
of the FPL to 200 percent of the FPL. This amendment was approved by CMS on September 28, 2012.

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

. Section 1115(f) Extension — On March 1, 2010, the State of Utah formally requested an extension
of the PCN demonstration under the authority of Section 1115(f) of the Social Security Act. The
demonstration, which would have expired on June 30, 2010, was approved for a 3-year extension from
July 1, 2010, through June 30, 2013. The demonstration was temporarily extended through December 31,
2013.

. Temporary Extension — The December 24, 2013 amendment and temporary extension, changed
the STCs so beginning on January 1, 2014, the cost-sharing for Current Eligibles and adults in the PCN
program was required to align with Medicaid regulations and state plan requirements. In addition, the
income eligibility for the PCN program decreased from 150 percent FPL to 100 percent FPL.

. Temporary Extension — The December 19, 2014 approval amendment and temporary extension
changed the STCs so the FPL for Demonstration Population I was decreased to 95 percent (effectively
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100 percent of the FPL because of the 5 percent income disregard) in order to ensure that eligible
individuals above 100 percent of the FPL would be able to receive APTC to help purchase insurance
through the federally facilitated marketplace (FFM).

. Temporary Extension — On November 19, 2015, the demonstration was temporarily extended
through December 31, 2016.

. Temporary Extension — December 16, 2016, the demonstration was temporarily extended on
through December 31, 2017.

. Amendment #12 — On June 29, 2017, CMS approved an amendment which allows the state to
provide state plan dental benefits to adults with disabilities or blindness, age 18 and older, removed the
sub-caps for enrollment of Demonstration Population I, and removed Demonstration Population II (high
risk pregnant women) since changes to federal law rendered this group obsolete and it has not had
individuals covered under this population since 2014.

. Amendment #13 — On October 31, 2017 (effective on November 1, 2017), CMS approved an
extension that creates a new demonstration population, Targeted Adults, under which eligible
beneficiaries receive state plan services. This new population is made of adults without dependent
children, age 19 through 64 years of age, whose income is at zero percent of FPL. In addition, they must
meet at least one of three criteria; chronically homeless, involved in the justice system and in need of
substance use and mental health treatment, or those who are just in need of substance use or mental health
treatment. In addition, under this approval, the state has expenditure authority to restore full mental health
benefits for Current Eligibles and remove the exclusion of Norplant as a covered benefit.

. Amendment #14 -This amendment would have terminated the EPSDT waiver of Section 1902(a)
(43) for individuals ages 19 and 20 for all Title XIX populations affected by this waiver. The state
withdrew this amendment.

. Amendment #15 - In February 2019, the state received the authority to provide comprehensive
dental benefits to Targeted Adults who are receiving SUD treatment. In addition, the state received
approval to provide state plan Medicaid coverage to Former Foster Care Youth who were ever enrolled in
Medicaid in another state.

. Amendment #16 — In March 2019, the state received authority to provide full state plan benefits
to adults without children who have incomes up to 95 percent of the FPL and the Current Eligible benefit
package to adults with children who have incomes up to 95 percent of the FPL (together, these categories
are known as the Adult Expansion Population) effective April 1, 2019. If the state determines that the
state needs to close enrollment in this Medicaid eligibility group (MEG) due to budgetary restrictions,
coverage will be closed and no applicants will be able to enroll in this MEG until enrollment re-opens.
Beneficiaries in this category who have access to ESI coverage are required to enroll in that coverage to
maintain Medicaid eligibility, and receive wraparound coverage. In addition, non-exempt Adult
Expansion Population beneficiaries are required to complete community engagement requirements (or
demonstrate good cause for failing to do so) each benefit year to be eligible for continued coverage.
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Lastly, this approval allowed the state to provide clinically managed residential withdrawal services to
adult beneficiaries who reside in Salt Lake County.

. Amendment #17 — In November 2019, the state received the authority to provide intensive
stabilization services (ISS) to Medicaid eligible children and youth under age 21 in state custody or those
at risk of being placed in state custody who are experiencing significant emotional and/or behavioral
challenges. The ISS includes state plan and home community-based services and are provided during the
first eight -weeks of the intensive program on a FFS basis using a daily bundled rate. The state uses this
authority to demonstrate that providing these services will reduce Emergency Room (ER) utilization,
psychiatric hospitalizations, and residential treatment services and length of stay as well as positively
impact the child/youth’s physical health in terms of comprehensive care.

Amendment #18 - On December 16, 2020 the state received approval of the Serious Mental Illness
(SMI) waiver plan allowing federal financial participating for beneficiaries to receive mental health
treatment in Institutions of Mental Disease (IMD). The specific goal of this approval, which was
effective January 1, 2021, is to maintain and enhance access to mental health services and continue
delivery system improvements for these services to provide more coordinated and comprehensive
treatment to Medicaid beneficiaries with serious mental illness (SMI).

Figure 1: 1115 Waiver Timeline.
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Date

CMS approved Utah’s substance abuse disorder (SUD) evaluation design allowing the State to provide
substance use disorder (SUD) residential treatment in an Institution for Mental Disease (IMD) for all
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Medicaid eligible individuals. This approval was effective October 16, 2019 and is effective through June
30, 2022. A copy of the approved evaluation design can be found in Attachment C.

i) The Utah 1115 demonstration waiver has included numerous changes driven primarily by the
desire to improve health care access, increase service availability to meet the needs of the
various populations, and do so in a fiscally responsible way (e.g. frequently reducing
beneficiary co-pays). Consistent with these primary goals, other efforts have been
implemented to foster improvements in the health care delivery system. As a result of these
frequent and numerous (and on-going) changes in the amendments in Utah, significant
challenges to the evaluation have occurred. For example, the initial evaluation design for the
1115 SUD waiver included a DiD approach where substance abuse treatment in
implementation counties would be compared to non-implementing comparison counties.
However, due to the rapid and unexpected growth of SUD treatment services in newly
established IMD’s within the comparison counties, the anticipated window of data collection
had to be decreased. As a result, the ability to establish an appropriate comparison group was
greatly disrupted. This will require a revised analytical design for the SUD waiver moving
forward, which has been included as a request in the 1115 Wavier reapplication.

iv) There are multiple population groups impacted by the demonstration.

Under the authority of the 1115 waiver demonstration, expenditures made by the state for the specific
population groups identified below are approved through June 30, 2022 and are eligible for matched
funding under the state’s Medicaid state plan.

1. Current Eligibles. Expenditures for optional services not covered under Utah’s state plan or
beyond the state plan’s service limitations and for cost-effective alternative services, to the extent those
services are provided in compliance with the federal managed care regulations at 42 CFR 438 et seq.

2. Demonstration Population I. Expenditures to provide health services to non-disabled and non-
elderly individuals age 19 through 64 with incomes above the Medicaid standard but at or below 95
percent of the federal poverty level (FPL) (effectively 100 percent with the five percent income disregard)
who are not otherwise eligible for Medicaid, as described in the special terms and conditions (STC). This
expenditure authority will end effective April 1, 2019.

3. Demonstration Population III. Expenditures for premium assistance related to providing 12
months of guaranteed eligibility to subsidize the employee’s share of the costs of the insurance premium
for employer sponsored health insurance to non-disabled and non-elderly low-income workers age 19
through 64 with incomes above the Medicaid standard but at or below 200 percent of the FPL, as well as
their spouses and their children, age 19 through 26, who are enrolled in their parents’ employer sponsored
insurance (ESI) plan, who are not otherwise eligible for Medicaid, as described in the STCs.

4. Demonstration Population V. Expenditures for premium assistance related to providing up to a
maximum of 18 months of eligibility to subsidize the employee’s share of the costs of the Consolidated
Omnibus Budget Reconciliation Act of 1986 (COBRA) premium for COBRA continuation of coverage to
non-disabled and non-elderly low-income workers age 19 through 64 with incomes above the Medicaid
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standard but at or below 200 percent of the FPL, as well as their spouses, who are not otherwise eligible
for Medicaid, as described in the STCs.

5. Individuals who are blind or disabled. Expenditures for dental benefits for individuals who are
blind or disabled and who are eligible for Medicaid, as described in the STCs.

6. Individuals who are aged. Expenditures for dental benefits for individuals who are age 65 and
older, and are eligible for Medicaid, as described in the STCs.

7. Former Foster Care Youth from another State. Expenditures to extend eligibility for full Medicaid
state plan benefits to former foster care youth who are defined as individuals under age 26, that were in
foster care under the responsibility of a state other than Utah or tribe in such other state on the date of
attaining 18 years of age or such higher age as the state has elected for termination of federal foster care
assistance under title IV-E of the Act, were ever enrolled in Medicaid, and are now applying for Medicaid
in Utah.

8. Targeted Adults. Expenditures to provide state plan coverage to certain individuals, age 19
through 64, without dependent children, who have incomes at zero percent of the FPL (effectively up to
five percent with the five percent income disregard), as described in these STCs, who are not otherwise
eligible for Medicaid. Expenditures to provide dental benefits for individuals in this expenditure
population who are receiving substance use disorder (SUD) treatment.

9. Substance Use Disorder. Expenditures for otherwise covered services furnished to otherwise
eligible individuals who are primarily receiving treatment and withdrawal management services for SUD
who are short-term residents in facilities that meet the definition of an institution for mental disease
(IMD).

10. Adult Expansion Population. As of January 1, 2020, expenditures to provide coverage to adults,
ages 19 through 64, who are not Current Eligibles, and have household income at or below 133 percent of
the FPL, as described in the STCs. Members of the Adult Expansion Population who are childless/non-
custodial parents will receive state plan coverage, while members of the Adult Expansion Population who
are custodial parents/caretaker relatives will receive the Current Eligibles benefit package, as specified in
the STCs.

11. Mandatory Employer Sponsored Insurance. Expenditures to provide premium assistance and
wrap around benefits to the Adult Expansion Population beneficiaries who are enrolled in ESI plans.

12. Clinically Managed Residential Withdrawal Pilot. Expenditures to provide clinically managed
residential withdrawal services to adult Medicaid beneficiaries, age 18 and older, who reside in Salt Lake
County, have a Physician or Licensed Practitioner of the Healing Arts determine the beneficiary
demonstrates moderate withdrawal signs and symptoms, have a primary diagnosis of opioid use disorder
(OUD) or another SUD, and require round-the- clock structure and support to complete withdrawal and
increase the likelihood of continuing treatment and recovery.
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13. Intensive Stabilization Services Program. Population is comprised of children/youth under age
21, whose eligibility is derived from the state plan, and are experiencing significant emotional and/or
behavioral challenges while in state custody or are at risk of being placed in state custody.

14. Severe Mentally 111 (SMI) Services in IMD. Beneficiaries will have access to the full range of
covered Medicaid services, including SMI treatment services. SMI services will range in intensity from
short-term acute care in inpatient settings, to ongoing chronic care for such conditions in cost-effective
community-based settings. The state will work to improve care coordination and care for co-occurring
physical and behavioral health conditions. The state must achieve a statewide average length of stay of no
more than 30 days in IMD treatment settings.

Evaluation Questions and Hypotheses
There were several hypotheses to be addressed by each major Waiver component.

Current Eligibles (CE)

For the current eligible population, cost-sharing was increased and benefits were slightly reduced. The
associated hypothesis related to that change to be tested was that:

Hypothesis 1: The decline in benefits and Increase in cost-sharing would not adversely affect the
health of enrollees.

This hypothesis is tested by focusing on hypertension in particular. Changes in rates of
hypertension diagnosis among the enrollee population and in use of hypertensive medication and number
of such prescriptions per month were examined. Overall use of prescriptions were also examined as were
the aggregate and per capita amounts of co-pays made.

Primary Care Network (PCN)

The PCN was generated to extend a limited amount of preventive and primary care benefits to uninsured
adults age 19-64 years of age up to 95% of the poverty line. The two hypotheses, the first broken into
two sub-hypotheses, to be examined associated with the PCN:

Hypothesis 2a: The PCN will reduce the number of Utahns without coverage for primary care.
Hypothesis 2b: The PCN will increase primary care utilization among the covered population.

Hypothesis 3: The PCN will reduce the number of non-emergent emergency department (ED)
visits by PCN members.

15 | Page



|
Utah 1115 Demonstration Waiver Interim Evaluation Report

Hypothesis 2a was examined with statistics on number of enrollees in the PCN and the
percentage of the Utah adult population in poverty without insurance.

Hypothesis 2b was examined based on satisfaction with care in terms of getting timely
appointments and how well providers communicate with patients. Rates of hypertension and the
extent to which blood pressure was controlled was also examined.

Hypothesis 3 was examined based on measures of ED utilization among the PCN population with
additional focus on non-emergent visits.

Several of the hypotheses were tested among two sets of PCN enrollees, those with dependent
children (PCN1), and those without dependent children (PCN2).

Given that the PCN was suspended at the end of March 2019, the data provided here cover only
through that period, which was provided as well in the previous report.

Utah Premium Partnership (UPP)

UPP was created to incentivize otherwise Medicaid-eligible adults and their children to enroll either in
employer-sponsored insurance (ESI) or COBRA when available through premium assistance. The single
hypothesis to be examined was:

Hypothesis 4: There would be new take-up of ESI and the cost to the state would be moderate.

This hypothesis would be examined based on the number of new enrollees in UPP, the number
denied assistance under UPP, and the percentage and amount of assistance paid by the state.

Targeted Adults (TA)

TA demonstration was designed to assist poor adults who were homeless, involved in the criminal justice
system or contending with substance abuse and/or mental illness disorders in obtaining Health care
access. There were four hypotheses attendant to the demonstration to be examined:

Hypothesis 5: The demonstration will reduce the number of uninsured in Utah.

Hypothesis 6: The demonstration will increase access to primary health care and improve
enrollees’ health.

Hypothesis 7: The demonstration would reduce the use of non-emergent ED use.

Hypothesis 8: The demonstration would reduce the amount of uncompensated care at Utah
hospitals.

Hypothesis 5 is tested by examining the number of new enrollees in the program and the rate of not being
insured among the population in poverty. Hypothesis 6 is tested by examining satisfaction among

16 | Page



|
Utah 1115 Demonstration Waiver Interim Evaluation Report

enrollees in obtaining appointments for timely care, and in the communication received from providers.
Also examined, would be the number of enrollees receiving a smoking or depression diagnosis and
cessation treatment or antidepressant medication for those diagnoses, respectively. Also examined would
be the amount of preventive care visits received by enrollees.

Hypothesis 7 is tested by examining facets of ED visits: the number of ED visits per enrollees, the
number of non-emergent ED visits, and the diagnoses attached to the most commonly experienced ED
visits. The cost attendant to ED care is also examined. Hypothesis 8 is tested by examining the total
amount of uncompensated care provided by hospitals before and after the demonstration.

Blind and Disabled Dental (BDD)

The BDD demonstration was generated to provide access to dental care for the blind or disabled adult
population. There is one hypothesis attendant to the demonstration:

Hypothesis 9: The demonstration will reduce emergency dental care and increase the amount of
preventive dental care.

Hypothesis 9 is tested by examining the percent of dental visits that are classified as emergency visits, and
by the number of enrollees that had a preventive dental care visit and the number of such visits per
enrollee. Costs of emergency and preventive dental care is also examined.

Substance Use Disorder (SUD)

The percentage of members who are referred and engage in treatment for SUDs will increase

The percentage of members who adhere to treatment of SUDs will increase

The rate of emergency department and inpatient visits will decrease

The percentage of members with SUD who experience care for comorbid conditions will increase
The demonstration will decrease the rate of overdose deaths due to opioids

MR

Targeted Adult Medicaid (TAM) Dental

6. Individuals receiving comprehensive dental treatment will have a higher rate of SUD treatment
completion

Clinically Managed Residential Withdrawal Services

7. The number of individuals receiving emergency department services for substance use disorder
will decrease in waiver implementing county
8. Will ED expenditures decrease for substance use disorder services in implementing counties?
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9. Will the number of inpatient hospitalization days for SUD services decrease in waiver
implementing counties?

10. Will the number of outpatient (OP), intensive outpatient (IOP), or partial hospitalization visits for
SUD services increase in Salt Lake County?

11. Additional Research Question: Will the number of beneficiaries who utilize withdrawal
management services increase in implementing counties?

Methodology

CMS approved the section 1115 demonstration evaluation design (see Attachment C) on October 16,
2019. The research conducted to evaluate the demonstration in this report complied with the approved
evaluation design. The design methodology was based on the hypotheses to be tested, the type of outcome
to be evaluated, and on the availability of data to appropriately address the hypotheses. These decisions
were made in response to the theoretical relationships identified in the driver diagram included in the
evaluation design and which helped identify the short-term, intermediate, and long-term outcomes to be
measured. Additionally, the driver diagram considered potential mediating factors that may influence the
ability of the waiver strategies to impact outcomes and confounding variables that may bias evaluation
results if not controlled for.

The methodology for testing the hypotheses was mainly single year pre- and post- assessment (two- year)
of the demonstrations, 2017-2019. Due to limited observations and time frame, this single two-year
assessment was restricted to summary statistics and p-value tests for significance from the base (pre-
demonstration) year to the two subsequent years. A preponderance of p value tests indicated significant
differences on a two-tailed test, but the very large sample sizes assured that this would be the case. The
small differences in summary outcomes from pre- and post-intervention were, for the most part, clinically
insignificant.

Table 1 below provides a summary of the numbered hypotheses, outcomes, and measures of outcomes
and respective data sources, by demonstration. Most data related to diagnoses and reimbursements were
taken from Medicaid claims. Other data sources included HEDIS, the Utah Behavioral Risk Factor
Surveillance System (BRFSS), enrollee lists provided by UDOH, and CMS published lists of definitions
and codes.

Table 1. Demonstration Populations, Outcomes and Measures.

Demonstration

Population & Outcome Measure
Hypothesis
Current Eligibles- Average annual Total copay amount=medical copay + pharmacy copay

Hypothesis 1 cost share PMPM-=Total copayment/Total enrollment months (Medicaid Claims)
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Adults with
hypertension
diagnosis

Essential hypertension (ICD-10 code: 110) from NCQA

Pharmacy
prescriptions per
member per
month

National drug code (NDC) in the pharmacy claims data was used to
identify pharmacy prescriptions. (Medicaid Claims)

Hypertensive
prescriptions

NDC and drug names from HEDIS

https://www.ncga.org/hedis/measures/hedis-2019-ndc-
license/hedis-2019-final-ndc-lists/

PCN-Hypothesis 2a

Rate of uninsured
adults in poverty
in Utah

Adults in Utah under 100% of the poverty line not otherwise covered
retrieved from the Utah Behavioral Risk Factor Surveillance System
(BRFSS)

PCN-Hypothesis 2b

Hypertension

Essential hypertension (ICD-10 code: 110) from NCQA

PCN-Hypothesis 3

diagnosis
Revenue code: 450, 451, 452, 456, 459, 981
Emergency
department (ED) Procedure code: 99281~99292
visit

Place of service: 23

Non-emergent ED
visit

Defined from UDOH

UPP-Hypothesis 4

Members
receiving
assistance
obtaining
employer-
sponsored health
insurance

List of enrollees provided from UDOH.

Targeted adults-
Hypothesis 5

Members
receiving
assistance

List of enrollees provided from UDOH.

Targeted adults-
Hypothesis 6

Smoking
diagnosis

Smoking diagnosis, tobacco screening and cessation
-Smoking diagnosis from CMS Chronic Conditions Data Warehouse

https://www2.ccwdata.org/web/guest/condition-categories

-Tobacco screening and cessation using CPT codes: 99406 and 99407
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-Smoking diagnosis during outpatient visits
-Outpatient visit codes from HEDIS

Procedure code: 93784 93788 93790 99091 99201 99202 99203
99204 99205 99211 99212 99213 99214 99215 99241 99242 99243
99244 99245 99347 99348 99349 99350 99381 99382 99383 99384
99385 99386 99387 99391 99392 99393 99394 99395 99396 99397
99401 99402 99403 99404 99411 99412 99429 99455 99456 99483
99341 99342 99343 99344 99345 G0402 G0438 G0439 G0463 T1015
99304 99305 99306 99307 99308 99309 99310 99315 99316 99318

99324 99325 99326 99327 99328 99334 99335 99336 99337

We also used Place of Services to identify outpatient visits:

2,3,5,7,9,11,12,13, 14, 15, 16, 17, 18, 19, 20, 22, 33,49, 50, 71, 72

Antidepressant
medication
management

-Major depression diagnosis from CMS Chronic Conditions Data
Warehouse

https://www2.ccwdata.org/web/guest/condition-categories

ICD-10: F3130 F3131 F3132 F3160 F3161 F3162 F3163 F3164 F3175
F3176 F3177 F3178 F3181

F3340 F3341 F3342 F4321 F4323 F314 F315 F3160 F320 F321 F322
F323 F324 F325 F329 F330 F331 F332 F333 F338 F339 F341

-list of antidepressant medications from HEDIS NDC

https://catalog.data.gov/dataset/hypertension/resource/6f55a477-
90al-452e-8322-5bb9b5b07574

- Antidepressant medication management from HEDIS

https://www.ncga.org/hedis/measures/antidepressant-medication-

management/

Preventive care
visit

Procedure code: 99201 99202 99203 99204 99205 99211 99212
99213 99214 99215 99241 99242 99243 99244 99245 99341 99342
99343 99344 99345 99347 99348 99349 99350 99381 99382 99383
99384 99385 99386 99387 99391 99392 99393 99394 99395 99396
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99397 99401 99402 99403 99404 99411 99412 99429 92002 92004
92012 92014

99304 99305 99306 99307 99308 99309 99310 99315 99316 99318

99324 99325 99326 99327 99328 99334 99335 99336 99337 98966

98967 98968 99441 99442 99443 98969 99444 99483 G0402 G0438
G0439 G0463 T1015 S0620 S0621

Diagnosis code: Z0000 Z0001 20271 Z0279 20281 20282 Z0283 20289
700121 700129 Z003x Z005x Z008x Z020x Z021x Z022x Z023x Z024
Z2025x Z026x Z029x Z761x Z762x

Costs: smoking
diagnosis,
antidepressant
medication, Reimbursed amounts.
management,
and preventive
care visit

Targeted adults-
Hypothesis 7

ED visit
Revenue code: 450, 451, 452, 456, 459, 981

Non-emergent ED Procedure code: 99281~99292

visit Place of service: 23
Non-emergent ED visit: Defined by UDOH
Cost of ED visits Reimbursed amounts associated with ED visits.

Most commonly

Blind and disabled
dental-Hypothesis 9

experienced -Primary diagnoses codes only in ED visits
diagnoses in ED
and associated -Reimbursed amounts associated with ED visits.
costs
ED dental services CPT code: D0140

ED dental care
cost

Reimbursed amounts associated with ED dental visits.

Utah rate of
members with a
preventive dental
care

Retrieved from the Utah BRFSS.
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Preventive dental -All visits other than coded emergency dental visits.

care cost - Reimbursed amounts associated with preventive dental visits.

The selected SUD design was developed based on established guidance® specifically noting “a preferred
approach would be to conduct difference-in-differences analysis (DiD) to compare trends for those
affected by the SUD demonstration with beneficiaries not affected by the demonstration during the
observation period due to the demonstration’s geographic focus.” Other sources identified in the literature
supported both the strength and rigor of the DiD design. Indicating (DiD) have been shown to be good
evaluation designs for intervention studies including Medicaid Demonstrations. *

In addition to utilizing Medicaid claims data to address the hypotheses in the waiver, the evaluator
subcontracted with Qualtrics to purchase a Utah Medicaid panel of beneficiaries. The online survey
focused on answering specific questions related to beneficiary access, utilization, and experience with
SUD services. Specific survey responses were used to answer research questions related to the primary
waiver hypotheses. Survey response data were analyzed with descriptive statistics.

TAM Dental

Due to the changing and unique target population groups included in the demonstration, a quasi-
experimental design approach will be implemented in the independent evaluation. A single interrupted
time series (SITS) design will be used to evaluate the new dental benefit change for Targeted Adults
(TAM) receiving Substance Use Disorder (SUD) services.

Clinically Managed Residential Withdrawal Services

The approved evaluation design specified that the evaluation would use an interrupted time series or a
difference in difference approach to the analysis. As the metrics for this component are measured monthly
there were sufficient time points before and after the implementation to use a comparative interrupted
time series (CITS) approach to compare outcomes in the target group (Salt Lake County) with the
comparison group (all other Utah Counties). Difference in difference designs are a simplification of CITS
that tests for the pre-post differences in means between the treatment and comparison groups. CITS is a
more rigorous design® in that the use of multiple time points before and after the intervention allows for
analysis of differences from baseline trends in addition to baselines means. Therefore, if there are
sufficient time points, a CITS design is preferable to the simpler difference in difference design. CITS is
also preferable to a single group interrupted time series design (ITS) in that the addition of a comparison
group helps to address common threats to internal validity in ITS designs such as history and selection as
long as the threats operate similarly across the two groups. In within study comparisons, CITS designs
have been demonstrated to show similar results to randomized control trials®.
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Evaluation Design

The SUD design focused on a difference-in-differences (DiD) approach, a quasi-experimental before after
intervention design, to compare the SUD residential treatment service expansion in the target group (Salt
Lake and Utah Counties) with the comparison group (Davis, Weber, and Washington counties). Logistic
regression was used to compare the differences between the groups before and after service expansion.

The independent evaluator contracted with an experienced national survey vendor to conduct a cross
sectional survey of Medicaid beneficiaries in the spring of 2020. This approach will allow group-level
outcome comparisons at different times to understand how a demonstration’s effects change over time.
The survey included standardized questions and composite question scales from the BRFSS, CAHPS®
and CAHPS® Experience of Care and Health Outcomes (ECHO) Survey’, which asks health plan
enrollees about their experiences with health care services, including behavioral health care services. The
questions have been validated for patients and family members with a wide range of service needs,
including those with SUD. Specific ECHO Survey quality measures of patient experience include:
getting treatment quickly and overall rating of counseling and treatment. The getting treatment quickly
measure is also included in the core CAHPS Health Plan Survey, while the rating of counseling and
treatment is a unique question from the ECHO Survey.

SUD Evaluation Period

The time period before the expansion includes the year 2016 and the time period after the expansion
includes the year 2018. The year 2017 was excluded from analysis as it was a partial implementation year
(the waiver demonstration expansion began in November 2017). Data from 2019 was not used because
comparison sites began service expansion beginning that year and no longer qualify as a comparison
group. Consequently, for the purpose of this design, there is only one available year of comparison data
for the difference-in-differences design. Table 2 shows the number of IMD providers implemented by
year in each of the counties included in the study. There were five that started in 2017, three that started in
2018, and five in 2019.

Table 2. Number of New IMD Providers by Year.

2017 2018 2019
Salt Lake 4 2 0
Utah 1 1 3
Davis 0 0 1
Washington 0 0 1
Weber 0 0 0

The beneficiary survey was designed to be conducted in 2020, 2021, and 2023.

For clinically managed residential withdrawal services, the baseline period before the amendment spans
from November 2015 to March 2019 and the time period after the amendment includes the time period
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after implementation until June 2020 for the current report. TAM dental was implemented on March 1,
2019, and clinically managed residential withdrawal services was implemented on May 1, 2019.

Target and Comparison Populations

The SUD target population included any Medicaid beneficiary residing in a county that began provision
of IMD residential facilities in 2018 (Salt Lake and Utah). The comparison population included any
Medicaid beneficiary residing in a county that did not have IMD residential facilities during 2018 (Davis,
Weber, and Washington). Table 3 below summarizes the target and comparison populations and those
that have been diagnosed with SUD. The comparison sites began provision of IMD residential facilities in
2019 so the analysis can only look at 2018 for comparison.

TAM dental service expansion was implemented uniformly across the state so there are no specific
comparison populations available. However, the TAM population receiving SUD treatment with
comprehensive dental care will be compared to those receiving SUD treatment without comprehensive
dental care. Clinically managed residential withdrawal services were implemented in Salt Lake County,
so all other counties serve as a comparison population for the analysis. Medicaid beneficiaries that moved
or received services outside of their specified target or comparison counties were removed from the
analysis. In addition, Medicaid beneficiaries in the Primary Care Network (PCN) program, or a part of the
emergency only population were removed from the analysis due to limitations in their service coverage.
Targeted Adult Medicaid beneficiaries were removed because that demonstration did not exist prior to the
SUD demonstration. Graphs with and without these groups showed the same distributions which
determined that the removal of these groups did not significantly change the characteristics of the
population.

Table 3: Summary of Medicaid beneficiaries with a SUD diagnosis.

Counties w/ IMD Expansion | County Population # of clients w/ SUD Percentage
Salt Lake 228,222 18,729 8.21%
Utah 111,997 5,239 4.68%
Counties w/ No Expansion

Davis 51,361 3,005 5.85%
Washington 37,850 1,759 4.65%
Weber 59,886 5,154 8.61%

Evaluation Measures

The measures used in the SUD evaluation included nationally standardized data collection protocols such
as Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (NFQ #0004) and
Continuity of Pharmacotherapy for OUD (NQF #3175). The specific measures and their modifications are
listed in Table 4 below.
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Table 4: Description of Measures of their Modifications.

Measure Description

Steward

Numerator

IDenominator

Modification

[nitiation of alcohol and
other drug dependence
treatment

NQF
#0004

Members who began
initiation of treatment
through an inpatient
admission, outpatient visits,
intensive outpatient
encounter or partial
hospitalization within 14
days of the index episode
start date

Total members diagnosed with a
new episode of alcohol or drug

dependency during the first 10.5
months of the measurement year

Engagement in alcohol
and other drug
dependence treatment

NQF
#0004

Members with initiation

of treatment and two or
more inpatient admissions,
outpatient visits, intensive
outpatient encounters or
partial hospitalizations with
any alcohol or drug
diagnosis within 30 days
after the date of the
initiation encounter

Total members diagnosed with a
new episode of alcohol or drug

dependency during the first 10.5
months of the measurement year

Continuity of
pharmacotherapy for
OUD

NQF
#3175

Members who have

at least 180 days of
continuous
pharmacotherapy with a
medication prescribed for
OUD without a gap of
more than seven days

Total members who had a diagnosis
of OUD and at least one claim for an
OUD medication

[Evaluation period of one year
instead of two

IAny SUD Treatment

CMS
Metric #6

Members w/ at least one
SUD treatment service or
harmacy claim

Total Medicaid members

members in SUD treatment
receiving comprehensive

dental services

SUD treatment and TAM members
receiving any dental services

[Emergency Department |NQF Members w/ a follow-up  [Total members w/ SUD diagnosis
Follow-up #2605 visit within 7 days and 30 jand an emergency department visit
days of emergency
department visit
Access to preventive / [NCQA  [Members w/ at least one  [Total members with SUD diagnosis
ambulatory health Metric ambulatory or preventive [and continual enrollment
services (AAP) #32 care Vvisit
Inpatient stays for SUD [CMS Members with inpatient  [Total Medicaid members [Evaluation period of one year
per 1,000 Medicaid Metric ~ |visit for SUD instead of monthly
beneficiaries #24
IDays in treatment None Total number TAM Total number of TAM members in
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Services

beneficiaries with a service
or pharmacy claim for
withdrawal management
services during the
measurement period

Metric #23: Emergency [CMS Total number of ED visits [Beneficiaries enrolled in Medicaid
IDepartment Utilization for SUD per 1,000 for at least one month during the
for SUD per 1,000 beneficiaries in the measurement period
Medicaid Beneficiaries measurement period
Mean Emergency Total Cost of SUD related [Total number of Clients who
Department cost per None ED visits in the received SUD emergency services in
SUD client measurement period the measurement period
Metric #24: Inpatient ~ [CMS The number of inpatient  [Beneficiaries enrolled in Medicaid
Stays for SUD per 1,000 discharges related to a SUDIfor at least one month during the
Medicaid Beneficiaries stay during the measurement period
measurement period
Metric #8: Outpatient  |CMS Number of beneficiaries  |All Medicaid beneficiaries with
Services who used outpatient SUD diagnosis enrolled for any
services for SUD during  jamount of time during the
the measurement period  jmeasurement period
Metric #11 Withdrawal |CMS The total number of unique |All Medicaid beneficiaries with

SUD diagnosis enrolled for any
amount of time during the
measurement period

CMS = Centers for Medicare and Medicaid Services. NQF = National Quality Forum, NCQA = National Committee for Quality Assurance

Due to the nature of the analysis looking at change over time, the same versions of these metrics must be
used for every year for the results to be comparable over time. The versions of the metrics were taken
from those listed in the 1115 Substance Use Disorder Demonstrations: Technical Specifications for
Monitoring Metrics Version 2. Two of the outcome metrics used did not have standardized national
metrics specified. These were emergency department cost per SUD client and TAM (SUD) definition for
successful treatment. (TAM and ED cost). The following table outlines which metric measure outcomes

related to each research question.

Table 5. Outcome Measures for each SUD Hypothesis.

to treatment of SUDs will increase.

Hypothesis 1: Percent of members who are e Initiation and Engagement of Treatment
referred and engage in treatment for SUDs will

increase.

Hypothesis 2: Percent of members who adhere e Continuity of Pharmacotherapy

e Any SUD treatment (treatment utilization)
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Hypothesis 3: Rate of emergency department
and inpatient visits will decrease.

Follow up after Emergency Department visit of AOD
Inpatient Stays for SUD

Hypothesis 4: Percent of members with SUD
who experience care for comorbid conditions
will increase.

Preventative health care/ambulatory visits

Hypothesis 5: Rate of overdose deaths due to
opioids will decrease.

Deaths due to opioids

|Additional research questions.

The Demonstration will improve SUD
treatment completion among the targeted
adult Medicaid (TAM) population.

Number of days in treatment and percent retained in
treatment 90 or more days.

'Will the number of individuals receiving
emergency department services for
substance use disorder decrease in waiver
implementing counties?

Metric #23: Emergency Department Utilization for
SUD per 1,000 Medicaid Beneficiaries

Will ED expenditures decrease for
substance use disorder services in
implementing counties?

Mean Emergency Department cost per SUD client

'Will the number of inpatient hospitalization
days for SUD services decrease in waiver
implementing counties?

Metric #24: Inpatient Stays for SUD per 1,000
Medicaid Beneficiaries

Will the number of outpatient (OP),
intensive outpatient (IOP), or partial
hospitalization visits for SUD services
increase in Salt Lake County?

Metric #8: Outpatient Services

'Will the number of beneficiaries who utilize
withdrawal management services increase in
implementing counties?

Metric #11 Withdrawal Services

Specific ECHO Survey quality measures of patient experience included in the beneficiary survey
included: recognition of plan coverage for mental health and SUD services, availability of services,
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getting treatment quickly, overall rating of counseling and treatment, and patient rating of the helpfulness
of the care received. Specific measures from the beneficiary survey are listed in Table 6 below.

Table 6: Description of Beneficiary Survey Measures.

Evaluation Design Hypothesis Beneficiary Survey Question
Hypothesis 1: Percent of members who are e Patient experience with care.
referred and engage in treatment for SUDs will Q30 — Does your plan cover MH, SUD, counseling,
increase. treatment?
e Community knowledge of available treatment and
services

Q31 — Are there places in your community you can get help?
Q32 — Did you or a member of your household need help?
Hypothesis 2: Percent of members who adhere e Patient experience with care

to treatment of SUDs will increase. Q33 — Able to get services as quickly as possible

Q34 — Rate the care received

Q35 — How helpful was the care received

Data Sources

Quantitative Analysis

Administrative data was provided by UDOH and include Utah Medicaid claims, procedure, drug, and
diagnosis and eligibility information for beneficiaries. Data includes pre-demonstration data beginning
January 2016 and extends through the current reporting period.

Beneficiary Survey

The beneficiary survey is an online survey consisting of 46 questions administered to a statewide cross-
sectional sample of Medicaid beneficiaries. The survey was administered to a purchased panel by
Qualtrics Inc., one of the foremost research panel aggregators in the world. This design will compare
group-level outcomes at different times to understand how a demonstration’s effects change over time.
The survey questions are standardized questions and composite question scales from the BRFSS,
CAHPS® and CAHPS® Experience of Care and Health Outcomes (ECHO) Survey, which asks health
plan enrollees about their experiences with health care services, including behavioral health care services.

Survey data was collected from May 7 to June 2, 2020.

Analytic Methods

The SUD DiD analysis studies the differential effect of a treatment on a target and comparison group?®. It
allows observational data to have the similar statistical power to an experimental study design. A DiD
design compared SUD residential expansion counties with SUD residential services in non-expansion
counties. The four assumptions of a DiD analysis are equivalency of population characteristics, parallel

28 | Page



|
Utah 1115 Demonstration Waiver Interim Evaluation Report

trends, spillover effect, and common shock. The first three assumptions were tested using summary
statistics and logistic regression models. However, the common shock assumption involves exogenous
forces and is difficult to test. In discussion with the UDOH team no concerns about external factors were
raised and so it is assumed that no major events unrelated to the Medicaid waiver impacted one group
differently than the other.

The covariates included in the DiD model were age, race, gender, Hispanic, and diagnosis of alcohol
SUD, opioid SUD, other SUD, and mental health. Means, standard deviations, and standardized mean
differences were calculated for each covariate to test for equivalency of population characteristics. The
equivalency of population characteristics compared the target and comparison groups for 2016, the target
group for 2016 and 2018, and the comparison group for 2016 and 2018. Covariates with a standardized
mean difference above 0.1 indicated inclusion in the DiD models.

Parallel trends assume that any trend in the outcome between target and comparison groups are the same
prior to intervention. The interaction term between group and time was determined using a logistic
regression model. A significant interaction term indicates a trend and the DiD analysis will be bias. The
spillover assumption states that the comparison group has no measurable change in outcome at the time of
implementation. This was tested using a logistic regression model for the comparison group. Causal effect
is established when all DiD design assumptions are met. All metrics met these assumptions and were
analyzed using DiD.

Descriptive analysis of beneficiary responses for this baseline survey will focus on patient experience of
care and will be analyzed with descriptive measures.

We also used a CITS design to compare the impact of clinically managed residential withdrawal

service provision through Medicaid in Salt Lake County to the other non-implementing Utah counties.
Logistic regression was used to test for these differences. Population equivalency at baseline and from pre
to post intervention was tested for the following characteristics: age, race, gender, Hispanic, and diagnosis
of alcohol SUD, opioid SUD, other SUD, mental health and type of Medicaid eligibility. Means, standard
deviations, and standardized mean differences were calculated for each covariate to test for equivalency
of population characteristics. Covariates with a standardized mean difference above 0.1 indicated
inclusion in the models. This testing helped control for selection bias which is a common threat to internal
validity in ITS designs.

One month prior to the implementation of clinically managed withdrawal, the Department of Health also
implemented its Medicaid adult expansion across the state. As this was implemented statewide it is
assumed that it would impact both the target and comparison groups. There are no other known historical
factors that impacted one group more than the other.

Methodological Limitations

There are several limitations to the current study. The primary limitation of the methodology for the CE,
TA, BDD, and UPP demonstrations is the absence of adjustment for demographic, comorbidities, and
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other dimensions of the enrollee population in the descriptive statistics generated. As a result, some
parameters that may have been significantly affected by the demonstration may not have been isolated
due to the heterogeneous composition of the sample or to changes over time in that composition.

A second limitation is associated with the absence or paucity of time-dependent data, necessitated by the
short time frame encompassed in this report. For example, results for treatment for smoking or
hypertension may have lags that are beyond the window of the analyses. Such longer-term effects will be
more evident as there is reassessment from periods after the first or second year. Furthermore, the
restricted one-year periods in the analysis window prior to implementation of the demonstrations didn’t
permit assessment of variation in length of time for which conditions like smoking, hypertension,
depression and substance abuse were present and potentially untreated prior to the demonstration. Such
duration of chronic conditions could be significantly associated with the response to any intervention.
Finally, health care utilization and costs may actually go up initially for conditions that have been
neglected and accumulated due to absence of insurance coverage and medical care. Longer follow up
may demonstrate more substantial cost savings as such care is provided and deleterious conditions and
habits are addressed.

A third limitation concerns the relatively limited set of measures in certain instances that were assessed to
gauge effect. Hypertension, for example, is well established as a condition that responds to good primary
care management and hypertensive medication. But there are other conditions that are responsive to good
primary care that may be as consequential to health outcomes, if not more so among certain sub-
populations. These would include obesity and timely and appropriate prenatal care for pregnant women.
For the Blind and Disabled Dental (BDD) program, outcomes to date focus strictly on dental utilization
and cost, but dental care is also a gateway to better general health. It may worthwhile to include
outcomes on other medical health care utilization, outcomes and costs that may be attributable to dental
coverage. For this and several other of the demonstrations, it may be worthwhile to include a broader set
of outcomes in future analyses as described above.

A fourth limitation is that some outcome measures, such as patient satisfaction, are subjective by nature.
While such outcomes are of importance in and of themselves, supplementation with objective data, for
example on appropriate care according to recommended guidelines, may extend the value generated from
subjective data.

A fifth limitation relates to “churning” of enrollment in the demonstrations. Some beneficiaries are
enrolled for a short time, while others for more prolonged periods. The analyses were oftentimes
restricted to eleven or twelve months of continuous enrollment to assess effects. As a result, however,
potentially distinct effects for those enrolled for short periods of time were not assessed.

A sixth limitation is the disruptive nature of the pandemic in 2020, which likely altered eligibility in a
manner that changed the comparative nature of the sample over time. While some became newly eligible
based on weak labor market conditions, others perhaps experienced extended eligibility associated with
the same factors. The pandemic also may have delayed care in some instances and altered the venue of
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visits from face-to-face to telehealth in certain instances. The impact of such changes in care delivery on
quality merit study, are beyond the scope of this evaluation.

Finally, the integrity of empirical evaluation is contingent on quality of data. While the claims data used
in much of the evaluation is of high quality, there are potential limitations that are associated with
administrative claims data in general. Diagnoses must be filled in comprehensively and accurately by
providers, for example. That may vary systematically across providers and result in distortions in
assessment. Certain quality controls can be engaged, such as investigating the extent to which a diagnosis
is listed in more than one claim, or whether a procedure is consistent with a diagnosis.

Still, such quality control is not failsafe. The merge of Medicaid claims to All Payers Claims Data
(APCD) data in Utah makes for a particular strength in Utah for cross-checking and substantiating the
integrity of Medicaid data within the APCD relative to Medicaid data alone. Furthermore, the APCD
permits a more seamless assessment of beneficiaries that transition between Medicaid and commercial
insurance than permitted by Medicaid claims and encounter data alone. This also permits great value in
constructing matched controls and in integration of potentially important time-dependent covariates in
multivariate analyses. It should be noted that the APCD data contains a large portion of commercial
claims, but does not contain claims for insured individuals of Employee Retirement Income Security Act
(ERISA) plans nor those who are uninsured.

For the SUD evaluation, many of the metric specifications have changed throughout the years and not all
the metrics were designed for the purpose of measuring change over time. For the purpose of this
analysis, outcomes for each year were measured using the same version of the metric, even if the measure
specifications changed. Two of the metrics needed modifications to work with the evaluation design.
Since we were limited to one year of before and after intervention data we had to modify the continuity of
pharmacotherapy metric to look at a one-year time period rather than a two-year time period. This
resulted in lower numbers of clients meeting the criteria for this metric and may not have allowed enough
time to pass to detect a change in the metric. Additionally, we had to modify the metric for inpatient stays
for SUD to an annual metric rather than a monthly metric in order to fit with the evaluation design.

Even though there were two available years of data we were only able to look at one year due to losing
the comparison population in 2019. This report moved forward with the original design, however, for
future reports the design will need to change to a single group longitudinal study in order to look at
change in subsequent years of the demonstration. Systematic change can often take time to see results
particularly considering that IMD’s were not all implemented at once and the number of beds has
continued to increase throughout the duration of the demonstration. As such, one year of data may not
have been enough time to detect significant changes in the analyses.

One explanation for the lack of significance in the results is possible unknown external factors that were
not controlled for in the model. One potentially relevant factor may be implementation factors. When
making system wide service changes, implementation factors can also have an influence on outcomes that
can make it difficult to pinpoint if the results (or lack of results) may be due to implementation factors
versus program factors. For instance, an intervention may indeed be effective, but if it is not implemented
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correctly, or if it takes a long time to implement, the results may not show an impact on outcomes or the
impact may be delayed. It may be valuable to explore and examine potential process metrics or other
potential confounding factors for future analyses if feasible.

Another limitation to being able to measure long term changes in Medicaid beneficiary satisfaction with
SUD treatment services is the inability to link annual satisfaction surveys administered to those receiving
treatment in publicly funded SUD programs. Utah, like most other states, sets benchmarks in publicly
funded SUD treatment programs for consumer satisfaction with treatment services. However, there is
great variance in the way local programs implement the Mental Health Statistics Improvement Program
(MHSIP) which prevents accurate tracking of responses by the Medicaid eligible population.

For the clinically managed residential withdrawal services there were only limited control variables,
which does not ensure the populations were comparable between the target population and the rest of the
state. We were not able to match comparison counties, although we did control for variables that were
dissimilar between the groups and time points.

Results

Results are reported by hypothesis and reference the tabular results provided by hypothesis.

Current Eligibles (CE)

With respect to hypothesis 1, results, drawn from Medicaid claims and encounters, are provided in Tables
7-10. The current eligible population declined slightly from 2017 to 2020 (Table 7), but there is no
indication, without further multivariate analysis, whether this decline was attributable to increased cost-
sharing. Aggregate co-pays decreased in that same time period, not simply due to the decline in enrollees,
and average co-pays decreased over 10% from $5.61 to $5.04 from 2017 to 2020 and a significant
decrease to $2.38 in 2020 (Table 8). Such decline merits additional analysis. Hypertensive diagnoses, a
proxy for health, and hypertensive medication, a proxy for good health management, held fairly steady
throughout the period, with the former a less than 1% and the latter at 21% decline by 2020 (Table 9).
Mean prescriptions per member per month remained fairly steady both before and after the copay increase
except for an increase during the third and fourth quarters of 2019 (Figure 2).

The percentage of enrollees diagnosed with hypertension with antihypertensive prescriptions actually
dipped continuously from 61% in 2017 to 48% in 2020 (Table 9). None of the figures adjusted for
severity of hypertension, which would merit future attention. Mean hypertensive pharmacy prescriptions
steadily declined about 17% during the period from 2017 to 2019 and then remained at a similar level in
2020, perhaps reflecting changes in the number of pills per prescription (Table 10).

Sample selection criteria for table entries are indicated in notes below tables. Some require enrollment
for at least one month (Tables 7 and 8). Hypertension diagnosis and management indicators were limited
to those with 11 or 12 months of continuous enrollment (Tables 9 and 10), reflecting HEDIS criteria.
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While p values suggest significant changes in several instances, that is attributable to large sample sizes,

and the small magnitude of the changes indicate no clinical significance.

Table 7. Total Current Eligible Members by Year.

FY Unique members Average monthly enrollment
2017 51343 30716
2018 51238 30852
2019 48990 28905
2020 40633 24010

Note: Includes number of clients enrolled for at least one month within the year and average beneficiaries enrolled per month.

Table 8. Average copayment amount per person per month.

FY Total copayment PMPM copayment
2017 $1,988,676 $5.40
2018 $2,075,782 $5.61
2019 $1,749,405 $5.04
2020 $684,639 $2.38
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Table 9. Adults with hypertension diagnosis and antihypertensive prescriptions.

% of subjects with antihypertensive

FY % with hypertension diagnosis prescriptions among subjects with
hypertension diagnosis

2017 12.72 60.99

2018 12.75 52.62

2019 12.60 47.78

2020 12.69 48.26

Note: Selects those with 11- or 12-months continuous enrollments (i.e. HEDIS criterion)

% with hypertension diagnosis

2017 vs. 2018: p-value=0.93
2018 vs. 2019: p-value=0.73
2019 vs. 2020: p-value=0.86

% of subjects with antihypertensive prescriptions (among those who had hypertension diagnosis)

2017 vs. 2018: p-value=0.00
2018 vs. 2019: p-value=0.00
2018 vs. 2019: p-value=0.77
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Figure 2. Mean Pharmacy Prescriptions Per Member Per Month before and after Copay Increase.
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Table 10. Average Monthly Hypertensive Prescriptions.

FY Mean Prescriptions Meanlfrzz%rcil;‘zgity per Means;};iriglig Iiled per
2017 0.47 36.18 30.07
2018 0.39 37.52 30.39
2019 0.32 41.72 33.09
2020 0.31 44.98 36.10

*Note: considers members who had hypertension diagnosis.

Average Monthly Hypertensive Prescriptions

2017 vs. 2018: p-value<0.01
2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value<0.01
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Mean drug quantity per prescription

2017 vs. 2018: p-value<0.01
2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value<0.01

Mean days supplied per prescription

2017 vs. 2018: p-value<0.01

2018 vs. 2019: p-value<0.01

2019 vs. 2020: p-value<0.01

Additional results on CE enrollees are included below in the discussion of enrollees in the PCN use of ED
relative to enrollees in the PCN (tables 11, 12, 16 and 17).

Primary Care Network (PCN)

With respect to hypothesis 2a, the % of uninsured adults, based on data from the Behavioral Risk Factor
Surveillance System (BRFSS) in poverty are provided in Table 11. While means fluctuated slightly over
the period from 2016 to 2019, there was no significant change at around 35% for the entire duration.
Because the PCN demonstration was suspended in March, 2019, no summary statistics were generated for
the program in 2020.

Table 11. Percentage of Uninsured Adults in Poverty in Utah by Year.

Includes Adults in Utah with 0 to 100% Poverty. Numbers retrieved from the Utah Behavioral Risk Factor
Surveillance System.

o 9
Year Percent Uninsured éz\rl]vf?;eg:c/; g::f?;::c/;
2016 35.2 304 40.4
2017 39.7 34.9 44.7
2018 35.9 31.5 40.6
2019 36.8 32.2 41.7

2016 vs. 2017: p-value=0.33
2017 vs. 2018: p-value=0.40
2018 vs. 2019: p-value=0.84

With respect to hypothesis 2b, there is some preliminary indication that there was slight improvement in
PCN access to care from 2017 to 2018 as measured by hypertension diagnosis and treatment (Table 12).
In that period there was close to a 2-percentage point increase (from 14.9% to 16.8%) in those diagnosed
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with hypertension. Despite the small increase in the percent of those diagnosed with hypertension, the
percentage of those receiving medication during the period held fairly steady at around 57%.

Table 12. Adults with hypertension diagnosis and antihypertensive prescriptions.

5 - -
. % with hypertension % O.f subjects Wlth
FY Unique members diaenosis antihypertensive
& prescriptions™
2017 24421 14.93 56.56
2018 23844 16.75 57.04
2019 24336 * *

Note: Selects those with 11- or 12-months continuous enrollments (i.e. HEDIS criterion). No HEDIS data were available for 2019
as of the time of this report.

*In 2019, all subjects had 9 months enrollment as maximum so the numbers were not calculated.
* Among those who had hypertension diagnosis

The percent of patients with a hypertension diagnosis increased 14.93% in 2017 to 16.75% in 2018. This
increase is statistically significant (p-value >.000). Percent of patients with antihypertensive prescriptions
did not change statistically (2017 vs. 2018: p-value=0.67).

In terms of testing ED utilization and under hypothesis 3 among the PCN population, there was an
increase over 2017-2019 (Table 13); when statistics were broken into PCN1 and PCN2 (Tables 14 and
15), it is clear that this increase was primarily due to a change in the PCN composition between PCN1

and PCN2 enrollment rather than changes in ED utilization within those groups. ED utilization was lower
among enrollees with children (PCN1) (about 20 visits per 1000 enrollees per month each year, Table 9)
than enrollees without children (PCN2), who experienced a slight increase from about 42 to 46 visits per
1000 enrollees per month, Table 10). The overall increase exhibited in Table 8 was therefore
attributable to a substantial decline in PCN1, where utilization was lower, and a substantial increase in
PCN2, where ED use was significantly higher.
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Table 13. Emergency Department Utilization per PCN member.

FY Total ED visits ED visits "e;eT‘;%}‘)’Sr per month
2017 5051 29.25
2018 5664 34.77
2019 5245 37.23

Note: Includes members who had at least 1-month enroliment.

Table 14. Emergency Department Utilization per PCN member (PC1 only).

FY Total ED visits ED visits "e;eT‘;%}‘)’Sr per month
2017 2186 20.88
2018 1381 18.69
2019 1008 20.66

Table 15. Emergency Department Utilization per PCN member (PC2 only).

FY Total ED visits ED visits "e;eT‘;%}‘)’Sr per month
2017 2865 4211
2018 4283 48.12
2019 4237 46.01

Information on ED claims between the PCN and CE enrollee population are provided in Tables 16 and

17. ED utilization was significantly higher among the CE enrollee population than among the PCN

population, but while claims per 1,000 members per month declined for CE enrollees, they increased, as
noted above, for PCN enrollees. Thus, the ratio of PCN to CE ED claims increased from .31 to .43 over
the period (Table 10, final column).
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Table 16. Emergency Department Utilization per Current Eligibles.

FY Total ED visits ED visits pe; er;le;r(r)l(l;gr per month
2017 34909 94.71
2018 32925 88.93
2019 30074 86.70
Note: Includes members who had at least 1-month enroliment.
Table 17. ED utilization per PCN member / Current Eligible (CE) Member Per 1000.
Emergency department claims per person per month per 1000
FY PCN CE PCN/CE
2017 29.25 94.71 0.31
2018 34.77 88.93 0.39
2019 37.23 86.70 0.43

With respect to Hypothesis 3, evidence on non-emergent ED utilization for the PCN and CE enrollee
population are provided in Tables 18-23.

Non-emergent ED visits per 1,000 enrollees per month increased for the overall PCN population from
about 11.8 to 16.0 (Table 13). This increase was generated mainly by an increase among the PC2
population (having an increase from 17.2 to 19.2 in visits per 1,000 enrollees per month, Table 15),
although non-emergent ED use among the PC1 enrollee population increased as well (from 8.3 in 2017 to
9.0 in 2019, Table 14). Non-emergent ED utilization was substantially higher among CE enrollees, at
more than 3 times that of the PCN2 enrollee population. However, whereas PCN non-emergent ED
utilization increased over 2017-2019 among PCN enrollees, it declined among CE enrollees, from about
65.1 to 60.2 per 1,000 enrollees per month from 2017 to 2019 (Table 16). The ratio of non-emergent ED
utilization among PCN enrollees to that among CE enrollees therefore increased from about one-fifth
(.18) in 2017 to over a quarter (.27) by 2019 (Table 17). Furthermore, average total monthly ED visits
that were emergent among PCN enrollees declined from close to 60% to about 57%, reflecting the
increase in non-emergent ED visits among that population (Table 18).
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Table 18. Average Non-Emergent ED utilization by PCN Members Per Year (PC1+PC2).

Total non-emergent ED

ED visits per member

FY Total ED visits visits per month per 1000
2017 5051 2037 11.79
2018 5664 2338 14.35
2019 5245 2249 15.96

Table 19. Average Non-Emergent ED utilization by PCN Members Per Year (PC1 only).

ED visits per member

FY Total ED visits Total non-emergent ED visits per month per 1000
2017 2186 864 8.25
2018 1381 582 7.88
2019 1008 439 9.00

Table 20. Average Non-Emergent ED utilization by PCN Members Per Year (PC2 only).

ED visits per member

FY Total ED visits Total non-emergent ED visits per month per 1000
2017 2865 1173 17.24
2018 4283 1756 19.73
2019 4237 1810 19.66

40 | Page



|
Utah 1115 Demonstration Waiver Interim Evaluation Report

Table 21. Average Non-Emergent ED utilization by Current Eligibles only Per Year.

FY Total ED visits Total non-emergent ED visits Ezrvlirslgrsl tlfle;eTelrélgg r
2017 34909 23981 65.06
2018 32925 23074 62.32
2019 30074 20881 60.20
2020% * * *

* There were no subjects in the PCN in 2020.

Table 22. Non-Emergent ED Claims per person per month (PCN member / Current Eligible (CE) Member
Per 1000).

FY PCN CE PCN/CE
2017 11.79 65.06 0.18
2018 14.35 62.32 0.23
2019 15.96 60.20 0.27

Table 23. Percent of Average Monthly ED Visits without Non-Emergent ED Visits (PC1+PC2).

o
Average Monthly ED visits .Ay'ofa\'/erage monthly ED
FY . visits without non-emergent
without non-emergent ED ED
2017 421 59.86
2018 472 58.68
2019 583 57.16

% of average monthly ED visits without non-emergent ED visits

2017 vs. 2018: p-value=0.01
2018 vs. 2019: p-value<0.01

Utah Premium Partnership (UPP)

With respect to hypothesis 4, preliminary assessment of the success in UPP to enroll individuals in
employer-sponsored insurance was assessed based on the number of enrollees and enrollee-months, given
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in Table 24. Total enrollment in UPP decreased from 2017 to 2019 from 780 to 615, and was reflected in
a corresponding decrease in enrollment months from 6214 to 4848. The average number of enrollment
months per enrollee decreased slightly from about 7.97 to 7.88. There was a precipitous decline in
enrollment and average number of enrollment months in 2020 as indicated in the table, likely reflecting
the impact of the COVID pandemic on employment and employer-provided insurance.

Table 24. Total UPP Members by Year and Month.

FY Unique Members Total enrollment months l:r?:;ﬁrgrfeﬁ?ﬁzirt}?sf
2017 780 6214 797
2018 726 5716 ~ 57
2019 615 4348 738
2020% 486 3868 7.96

*Note: The 2020 entries are based on data from July 2019 - June 30, 2020

Targeted Adults (TA)

Hypothesis 5 related to the TA program was gauged by the number of enrollees. Table 25 presents
information on the increase in enrollment, 2,835 in 2018, more than doubling to 6,786 in 2019, and
tripling to 8,517 in 2020. Similarly, the corresponding increase in average monthly members more than
doubled from 1,529 in 2018 to 4,064 in 2019, and to 5,042 in 2020.

Table 25. Enrollees in TA.

FY Unique Enrollees Average monthly enrollment
2018 2835 1529
2019 6786 4064
2020* 8517 5042

Note: * FY 2018 included 8 months (November 2017 through June 2018), while FY 2019 and FY 2020 considered 12 months.

Hypothesis 6 related to primary care access and improved health status were tested assessing smoking
diagnosis and cessation treatment (Table 26), antidepressant medication management (Table 27) and
extent of preventive visits (Table 28). Associated costs of these treatments and visits were also assessed
(Tables 29-31). The rate of smoking diagnosis and cessation treatment increased from 34% to 42% from
2018 to 2019, then slightly declined to 39% in 2020 (Table 26).

Major depression diagnosis increased markedly, as did the level of anti-depressant management and
continuity of such management between 2018 and 2019. Diagnosis of major depression more than tripled
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from 374 to 1,211 (Table 27). The number of TA enrollees with antidepressant medication quadrupled
from 222 to 829 over the same period. And, management improved for this population despite the
increase in numbers. Those with acute phase treatment increased from 56% to 69%, while those with
effective continuous treatment increased from about 23% to 39% (Table 26). In 2020, the number of
those diagnosed with major depression increased about 25% to 1,512. The percentage that received
effective continuation phase treatment in 2020 increased further to 74%, so did the rate of effective
continuous treatment to 47%.

Even with the more than doubling in enrollees, the annual rate of those receiving at least one preventive
care visit increased from 49% to about 56% (Table 27). That percentage remained relatively stable in
2020 at 57%.

With the increase in numbers receiving smoking diagnostic services noted above, there was a concomitant
increase in aggregate costs (Table 28). Total costs for smoking cessation treatment increased from over
$66,000 to nearly $373,000. Average cost per TA enrollee of smoking diagnoses and cessation treatment
increased from $23.38 to $54.95 per enrollee (Table 28). Despite the decrease in numbers receiving
smoking diagnosis services in 2020, aggregate costs doubled from 2019 to 2020. The per member cost
consequently increased significantly to $89.08.

Similarly, total anti-depression management cost more than quadrupled over the period from 2018 to
2019, from about $25,600 to nearly $114,700 (Table 29), reflecting a quadrupling of enrollees being
treated, but also perhaps so some increase in continuity of care. The increase in per enrollee cost of such
treatment was far more modest, from $8.67 to $16.89 (Table 29). Aggregate anti-depression management
costs continued to increase to about $172,100 in 2020 along with enrollment. The average cost per
member increased to $20.21.

The aggregate costs for preventive care visits also increased significantly with the increase in enrollment
between 2018 and 2019, from about $975,300 to nearly $3,099,000 (Table 30). For this service, however,
the per enrollee cost slightly, from $344 to $457 (Table 30). The per visit cost decreased slightly from
$204 to $176 (Table 31). Aggregate costs moderately increased to nearly $3,751,000 with a slightly
decreased average cost per member, at $440 in 2020 (Table 30). Such slowdown in increasing costs in
preventive care was likely due in significant part to the COVID 19 pandemic. The decline in average cost
per preventive care visit to $163 perhaps also reflected an increase in the composition of lower cost
telehealth visits in the overall delivery of preventive visits (Table 31).

There was a clear impact of the COVID pandemic on the delivery of preventive care visits for this
population as indicated in the number of telehealth versus in person visits provided in Table 31.1. While
the number of preventive care visits per enrollee remained stable, the number of those visits delivered
through telehealth increased upward by nearly two orders of magnitude from 33 in Q4 of 2019 to 2879 by
Q2 2020, and from under 1% of total preventive care visits to over 42% of such visits (Table 32.1).
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Table 26. Percent of Adults with a Smoking Diagnosis. *

FY Unique Enrollees Percent
2018 2835 34.64
2019 6786 41.69
2020 8517 38.64

Note: * Smoking includes diagnosis, screening and cessation drugs.

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value<0.01

Table 27. Annual Rate of Adults with Antidepressant Medication Management.

Number of members

Number of members

Effective acute

Effective

FY with major with antidepressant phase treatment™ | continuation phase
depression diagnosis prescriptions (%) treatment™* (%)

2018 374 222 55.86 22.97

2019 1211 829 69.12 39.45

2020 1512 1035 73.53 47.15

Note: *Adults who remained on an antidepressant medication for at least 84 days (12 weeks).

**Adults who remained on an antidepressant medication for at least 180 days (6 months).

Effective acute phase treatment

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value=0.01

Effective continuation phase treatment

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value<0.01
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Table 28. Percent of Adults with a Preventive Care Visit.

FY Unique Members Percent
2018 2835 49.21
2019 6786 56.22
2020 8517 56.55

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value=0.68

Table 29. Average Smoking Diagnosis Cost* Per Targeted Adult Member by Year. **

FY Unique Members Total Avrflrearif)ecr(:‘s’: f o
2018 2835 $66,278 $23.38
2019 6786 $372,905 $54.95
2020 8517 $758,665 $89.08

Note: *Includes costs associated with smoking diagnosis, screening and cessation drugs.

**Includes costs associated with outpatient visit and prescriptions.

*** S in 2019

Table 30. Average Antidepressant Medication Management Cost Per Targeted Adult Member by Year.

FY Unique Members Total Ave;ilf;ﬂ:;si pet
2018 2835 $24,573 $8.67
2019 6786 $114,638 $16.89
2020 8517 $172,106 $20.21

Note: * S in 2019
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Table 31. Average Preventive Care Visit Cost Per Targeted Adult Member by Year.

FY Unique Members Total Ave;f;:l;;si pet
2018 2835 $975,314 $344
2019 6786 $3,098,718 $457
2020 8517 $3,750,793 $440

Note: * S in 2019

Table 32. Average Preventive Care Cost Per Visit by Year.

FY Unique Members Numbs;r(éfvpi;ct\;entive Average cost per visit*
2018 2835 4792 $204
2019 6786 17574 $176

2020 8517 23022 $163

Note: * S in 2019

Average cost per visit:

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value<0.01
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Table 32.1. Quarterly Total Number of Preventive Care Visits.

Quarter Unique # of Average # | Preventive | % #of Average # of
Members | preventive | of care visits Preventive preventive | preventive care
care visits preventive | via care visit via | care visits | visits

care visits telehealth telehealth excluding excluding
per telehealth telehealth
member

2018 Q1 | 1356 1754 1.29 0 0.00 1754 1.29

2018 Q2 | 2372 2643 1.11 3 0.11 2640 1.11

2018 Q3 | 3275 3282 1.00 3 0.09 3279 1.00

2018 Q4 | 4064 4098 1.01 1 0.02 4097 1.01

2019 Q1 | 4341 5038 1.16 32 0.64 5006 1.15

2019 Q2 | 4577 5156 1.13 30 0.58 5126 1.12

2019 Q3 | 4818 5168 1.07 52 1.01 5116 1.06

2019 Q4 | 4769 5300 1.11 33 0.62 5267 1.10

2020 Q1 | 4832 5772 1.19 315 5.46 5457 1.13

2020 Q2 | 5750 6782 1.18 2879 42.45 3903 0.68

Hypothesis 7 focused on Emergency Department (ED) utilization among chronically homeless enrollees
(Tables 33-35). With the increase in enrollees, the number of monthly ED visits increased considerably,
from 345 to 631 (Table 33). In both years the proportion of non-emergent visits comprised about three-
quarters of those visits. Clearly, improvement can still be made in terms of reducing the number and
proportion of non-emergent ED visits. In 2020, ED use fell to close to 488. Non-emergent use as a
percentage of the total remained about the same, however, at close to 80% (Table 33).

Concomitant with the increase in enrollees and use of the ED, the aggregate monthly ED cost increased
from about $25,900 to about $51,300 in 2018 and 2019, respectively (Table 34). Average monthly costs
of ED visits declined to $40,000 in 2020 with a very slight rise unique members. The average real cost of
ED visits, however, remained stable, at close to $82 (Table 34).

Table 35 provides the top 5 diagnoses (based on primary diagnosis only) for ED visits in 2018 and 2019
and the associated monthly costs. The top 5 diagnoses are similar by rank between the two years, but not
identical. For example, alcohol abuse with intoxication headed the list in 2018, but chest pain led the list
in 2019. Costs associated with alcohol abuse with intoxication were highest in 2018 (at close to $7,200),

and alcohol abuse with intoxication suicidal ideations were the costliest primary diagnosis in 2019 (about
$18,100) as well.
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Table 33. Percent of Average Monthly ED Visits without Non-Emergent ED Visits.

Percent of
Average monthly average monthly
FY Average mgnthly non-emergent ED Average monthly ED visits with
ED visits . emergent ED visits

visits emergent ED
visits
2018 345 275 70 20.21
2019 631 502 129 20.50
2020 488 384 104 21.25

Percent of average monthly ED visits with emergent ED visits:

2018 vs. 2019: p-value=0.82
2019 vs. 2020: p-value=0.48

Table 34. Average Monthly Cost of ED Visits and Average Cost per ED visit.

FY Unique Members Averagftgrzglr)lihly cost Average cost per visit*
2018 1496 $25,892 $81.32
2019 2940 $51,299 $81.33
2020 2964 $40,005 $81.95

Note: Reimbursed amount only

*adjusted to in $ 2019

Average monthly cost:

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value<0.01

Average cost per visit

2018 vs. 2019: p-value=0.89
2019 vs. 2020: p-value=0.56
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Table 35. Top 5 Emergency Department Diagnoses for Homeless Members in 2018 and associated costs.

2018 2019 2020
. . . . Top 5 n Cost*
* *
Top 5 diagnosis n Cost Top 5 diagnosis n Cost diagnosis
Alcohol abuse with Suicidal 116 $12,366
intoxication, ideations
unspecified 132 | $10,942 | Suicidal ideations | 221 | $25,431
Alcohol abuse 74 $6,305
Unspecified with
Chest pain, intoxication,
abdominal pain 121 $9,083 unspecified 179 $8,802 unspecified
Alcohol abuse Other chest 71 $6,082
Chest pain, with intoxication, pain
unspecified 119 $5,043 unspecified 167 | $15,037
Major depressive Unspecitied Chest pain, 69 $4,677
disorder, single unspecified
episode, unspecified 98 $10,219 abdominal pain 140 | $11,825
Unspecified 67 $5,816
Other chest pain 71 $6,181 | Other chest pain 133 | $11,081 | abdominal pain

Note: Reimbursed amount *adjusted to in $ 2019
Alcohol abuse with intoxication, unspecified:

2018 vs. 2019: p-value=0.50
2019 vs. 2020: p-value=0.01

Chest pain, unspecified:

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value<0.01

Unspecified abdominal pain:

2018 vs. 2019: p-value=0.77
2019 vs. 2020: p-value<0.01
P-value is calculated based on the proportional test

Hypothesis 8 related to the cost of inpatient uncompensated care. As Table 36 demonstrates, there was a
clear reduction in such uncompensated care, by nearly $2 million, in 2019 and 2020. This coincided
however with Medicaid expansion eligibility in the state which also was slated to substantially reduce
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uncompensated care. What proportion of the reduction was due to the demonstration would require more
detailed analysis of inpatient utilization among those targeted in the demonstration.

Table 36. Uncompensated care in Utah.

Year Total uncompensated care cost
2018 $200,173,232
2019 $181,861,938
2020 $182,368,112

Blind and Disabled Dental (BDD)

To gauge the effects of the BDD related to hypothesis 9, analyses were undertaken on the number of
emergency and preventive visits and their associated costs.

Table 37 provides a summary of total dental visits among the approximately 48,000 unique enrollees in
the program in 2018, 2019, and 2020. There was a large increase in total visits between the two years,
from about 27,350 to close to 34,000. Emergency dental visits increased as well, but not nearly as much
as total visits, leaving the percent of emergency dental visits for both years at nearly identical, and just
less than 19%. The number of dental visits remained steady in 2020 from the previous year.

Given the substantial increase in total visits, total dental costs also increased, by about $1.1 million in
2019 or $1.2 million in 2020, respectively from $6.5 million in 2018 (Table 38). Emergency dental visits
comprised a little over 10% of total costs in each year. Per member per month emergency dental costs
increased from $1.38 to $1.76 over the period. Average monthly per member per month dental costs
remained fairly stable for preventive care, increasing from about $11.80 to $14.12 (Table 38).

Table 37. Percent of emergency Dental Services.

FY Unique Members* Total dental visits To(tizlnf;liri%fgcy %(;)efnetgllf;rigs?;cy
2018 48178 27365 5143 18.79
2019 47929 33954 6372 18.77
2020 46808 33238 6485 19.51

Note: *Includes number of clients enrolled for at least one month within the year
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% of emergency dental visits

2018 vs. 2019: p-value=0.93
2019 vs. 2020: p-value<0.01

Table 38. Average Monthly Dental Care Cost per Member Per Month.

FY

Total dental care

Total emergency

Average monthly
emergency dental

costs dental care costs care costs
2018 $6,528,087 $683,259 $1.38
2019 $7,654,055 $790,743 $1.62
2020 $7,736,613 $859,036 $1.76

Note: $in 2019

Average monthly emergency dental care costs

2018 vs. 2019: p-value=0.14
2019 vs. 2020: p-value=0.40

Table 39. Average Monthly Preventive Dental Care Cost per Member.

Total dental care

Total preventive

Average monthly

kY costs dental care costs preventive dental
care costs
2018 $6,528,087 $5,844,827 $11.81
2019 $7,654,055 $6,863,312 $14.05
2020 $7,736,613 $6,877,577 $14.12

Note: $in 2019

Average monthly preventive dental care costs

2018 vs. 2019: p-value<0.01
2019 vs. 2020: p-value=0.92
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Substance Use Disorder (SUD)

SUD measures met the assumptions required and were analyzed with DiD. The results are shown in the

tables (as percentages) and figures (displayed as rates) below. However, no measures were found to be
significant at the 0.05 level.

Hypothesis 1: Percent of members who are referred and engage in treatment for SUDs will

increase.

Table 40. Distribution of Initiation of Alcohol and Other Drug Dependence Treatment.

Year Initiation of Treatment Total Eligible Members Percentage
2016 1,560 4,125 37.9%
2017 1,535 3,963 38.7%
2018 1,661 4,151 40.0%
2019 2,304 5,620 41.0%

Table 41. Distribution of Initiation of Alcohol and Other Drug Dependence Treatment by Group.

Year Group Initiation of Treatment Total Eligible Members Percentage
2016
Target 1,080 2,847 37.9%
Comparison 480 1,278 37.6%
2017
Target 1,097 2,761 39.7%
Comparison 438 1,202 36.4%
2018
Target 1,192 2,971 40.1%
Comparison 469 1,180 39.8%
2019
Target 1,557 3,904 39.9%
Comparison 747 1,716 43.5%
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Tables 40 and 41 above show the percent of initiation of alcohol and other drug dependence treatment
increasing each year. However, the target group had an increase in initiation from 2016 to 2018 and a
decrease in 2019 while the comparison group had a decrease in initiation in 2017 and an increase for 2018
and 2019. As shown below in Table 42, both target and comparison groups have an increase of 2.19% in
initiation of treatment. In 2016 and 2018, the initiation of treatment was higher in the target group
compared to the comparison group. Overall, there is a 0% increase in the difference of the differences for
initiation in alcohol and drug treatment. This difference was found to not be significant at the 0.05 level.
Figure 3 shows the initiation change between groups from the pre-exposure period to the post-exposure

period.

Table 42. Difference in Differences of Initiation of Alcohol and Drug Dependence Treatment.

initiation rate

Variable Target Comparison Difference
One-year initiation rate 37.93% 37.56% 0.38%
(2016)

One-year initiation rate 40.12% 39.75% 0.38%
(2018)

Change in one-year 2.19% 2.19% 0%
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Figure 3. Difference in Differences of Initiation of Alcohol and Other Drug Dependence Treatment.
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Table 43. Distribution of Engagement of Alcohol and Other Drug Dependence Treatment.

Year Engagement of Treatment Total Eligible Members Percentage
2016 323 4,125 7.83%
2017 292 3,963 7.37%
2018 403 4,151 9.71%
2019 677 5,620 12.05%
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Table 44. Distribution of Engagement of Alcohol and Other Drug Dependence Treatment by Group.

Year Group Engagement of Treatment Total Eligible Members Percentage
2016
Target 201 2,847 7.06%
Comparison 122 1,278 9.55%
2017
Target 207 2,761 7.50%
Comparison 85 1,202 7.07%
2018
Target 280 2,971 9.42%
Comparison 231 1,761 10.42%
2019
Target 446 3,904 11.42%
Comparison 231 1,716 13.46%

Tables 43 and 44 above show the percent of engagement of alcohol and other drug dependence treatment
increasing each year. However, the comparison group had a decrease in engagement in 2017 and an
increase for 2018 and 2019. As shown below in Table 45, both target and comparison have an increase in
engagement of alcohol and other drug dependence treatment (2.36% and 0.88%, respectively). In 2016
and 2018, the engagement was higher in the comparison group compared to the target group. Overall,
there is a 1.49% increase in the difference of the differences for engagement of alcohol and other drug
dependence treatment in the target group compared to the comparison group. This difference was found to
not be significant at the 0.05 level. Figure 4 shows the engagement change between groups from the pre-
exposure period to the post-exposure period. In the post-exposure period, the dotted line for the target
group represents the expected trend if there was no exposure and the solid lines represent the observed
trends for each group.
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Table 45. 5ifference in Differences of Engagement of Alcohol and Other Drug Dependence Treatment.

Variable Target Comparison Difference
One-year engagement rate N 0 0
(2016) 7.06% 9.55% -2.49%
One-year engagement rate N 0 0
(2018) 9.42% 10.42% -1%
Change in one-year 2.36% 0.88% 1.49%
engagement rate

Figure 4. Difference in Differences of Engagement of Alcohol and Other Drug Dependence Treatment
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Hypothesis 2: Percent of members who adhere to treatment of SUDs will increase.

Table 46. Distribution Continuity of Pharmacotherapy for OUD.

Year Continuous Eligible members with OUP D.iagnos.is and at Percentage
Pharmacotherapy least one OUD medication claim

2016 441 724 60.7%

2017 455 757 60.1%

2018 458 885 51.7%

2019 602 1,237 48.7%
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Table 47. Distribution Continuity of Pharmacotherapy for OUD by Group.

Year Group Continuous Di]ill;ilsslfsrgsfin :tef;a‘;\;lt)};lgglljJD Percentage
Pharmacotherapy medication claim
2016
Target 359 593 60.5%
Comparison 82 131 62.6%
2017
Target 369 601 61.4%
Comparison 86 156 45.9%
2018
Target 369 691 53.4%
Comparison 89 194 45.9%
2019
Target 487 960 50.7%
Comparison 115 277 41.5%

Tables 46 and 47 above show the percent of continuity of pharmacotherapy decreasing each year.
However, the target group had an increase in the continuity of pharmacotherapy in 2017 and a decrease
for 2018 and 2019. As shown below in Table 48 below, both target and comparison groups show a
decrease in continuity of pharmacotherapy. (-7.24% and —16.72%, respectively). In 2016, the continuity
of pharmacotherapy was higher in the comparison group compared to the target group. However, in 2018,
the continuity of pharmacotherapy was higher in the target group compared to the comparison group.
Overall, there is a 9.48% increase in the difference of the differences for continuity of pharmacotherapy in
the target group compared to the comparison group. This difference was found to not be significant at the
0.05 level. Figure 5 below shows the continuity of pharmacotherapy change between groups from the pre-
exposure period to the post-exposure period. In the post-exposure period, the dotted line for the target
group represents the expected trend if there was no exposure and the solid lines represent the observed
trends for each group.
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Table 48. Difference in Differences of Continuity of Pharmacotherapy for OUD.

~ effect

ariable Target Comparison Difference
One-year 60.24% 62.6% -1.95%
pharmacotherapy rate
(2016)
One-year 53.4% 45.88% 7.52%
pharmacotherapy rate
(2018)
Change in one-year -7.24% -16.72% 9.48%
pharmacotherapy rate
Figure 5. Difference in Differences of Continuity of Pharmacotherapy for OUD
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Table 49. Distribution of any SUD treatment service, facility claim, or pharmacy claim.

Year Any SUD Treatment Total Eligible Members Percentage
2016 6,549 260,943 2.51%
2017 6,235 249,423 2.50%
2018 6,061 242,433 2.50%
2019 6,294 242,077 2.60%
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Table 50. Distribution of any SUD treatment service, facility claim, or pharmacy claim by group.

Year Group Any SUD Treatment Total Eligible Members Percentage
2016
Target 4,635 183,208 2.53%
Comparison 1,905 77,735 2.45%
2017
Target 4,286 175,636 2.44%
Comparison 1,970 73,796 2.67%
2018
Target 4,168 170,106 2.45%
Comparison 1,895 72,327 2.62%
2019
Target 4,214 169,901 2.48%
Comparison 2,071 72,176 2.87%

Tables 49 and 50 above show the percentage of any SUD treatment service, facility claim, or pharmacy
claim decreasing in 2017 and increasing in 2019. However, the target group also had an increase in 2018
while the comparison group had an increase in every year except 2018. As shown in Table 51 below, the
target group shows a decrease in any SUD treatment service, facility claim, or pharmacy claim (0.08%)
and the comparison group shows an increase in any SUD treatment service, facility claim, or pharmacy
claim (0.17%). In 2016, the SUD treatment service, facility claim, or pharmacy claims were higher in the
target group compared to the comparison group. However, in 2018, the SUD treatment service, facility
claim, or pharmacy claims were higher in the comparison group compared to the target group. Overall,
there is a 0.25% decrease in the difference of the differences for SUD treatment service, facility claim, or
pharmacy claims in the target group compared to the comparison group. This difference was found to not
be statistically significant at the 0.05 level. Figure 6 shows the SUD treatment service, facility claim, or
pharmacy claim change between groups from the pre-exposure period to the post-exposure period. In the
post-exposure period, the dotted line for the target group represents the expected trend if there was no
exposure and the solid lines represent the observed trends for each group.
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Table 51. Difference in Differences of Receiving any SUD treatment service, facility claim, or pharmacy

claim.

Variable Target Comparison Difference
One-year admission rate 2.53% 2.45% 0.08%
(2016)

One-year admission rate 2.45% 2.64% -0.17%
(2018)

Change in one-year -0.08% 0.17% -0.25%

admission rate

Figure 6. Difference in Differences of Receiving any SUD treatment service, facility claim, or pharmacy

claim.
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Hypothesis 3: Rate of emergency department and inpatient visits will decrease.

Table 52. Distribution of Emergency Department Follow-up within 7 Days.

Year Follow-up Within 7 Days ngif;%i E}l,eDl\:;;tt)g;nV:i\;?Sin Percentage
2016 68 514 13.23%
2017 58 469 12.37%
2018 68 552 12.32%
2019 141 980 14.39%
Table 53. Distribution of Emergency Department Follow-up within 7 Days by Group.
Year Group Follow-up Within 7 Total Eligible Members with an Percentage
Days Emergency Department Visit

2016
Target 51 367 13.90%
Comparison 17 147 11.56%

2017
Target 45 353 12.75%
Comparison 13 116 11.21%

2018
Target 57 434 13.13%
Comparison 11 118 9.32%

2019
Target 94 729 12.89%
Comparison 47 251 18.73%

Tables 52 and 53 above show the percent of emergency department follow-up within 7 days decreasing
each year except 2019. However, the target group had an increase in the emergency department follow-up
in 2018 and a decrease for 2019. As shown below in Table 54 below, both target and comparison groups
show a decrease in emergency department follow-up within 7 days (-0.76% and —2.24%, respectively). In

61 | Page



Utah 1115 Demonstration Waiver Interim Evaluation Report

2016 and 2018, the emergency department follow-up within 7 days was higher in the target group
compared to the comparison group. Overall, there is a 1.48% increase in the difference of the differences
for emergency department follow-up within 7 days in the target group compared to the comparison group.
This difference was found to not be statistically significant at the 0.05 level. Figure 7 shows the
emergency department follow up within 7 days change between groups from the pre-exposure period to
the post-exposure period. In the post-exposure period, the dotted line for the target group represents the

expected trend if there was no exposure and the solid lines represent the observed trends for each group.

Table 54. Difference in Differences of Emergency Department Follow-up within 7 Days.

ariable Target Comparison Difference
One-year follow-up rate 13.9% 11.56% 2.33%
(2016)
One-year follow-up rate 13.13% 9.32% 3.81%
(2018)
Change in one-year -0.76% -2.24% 1.48%
follow-up rate
Figure 7. Difference in Differences of Emergency Department Follow-up within 7 Days.
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55. Distribution of Emergency Department Follow-up within 30 Days.

Year Follow-up Within 30 Days TEELE;L% E}l,eDl\:;;nrtt)gean:i\;iin Percentage
2016 101 514 19.65%
2017 80 469 17.06%
2018 106 552 19.20%
2019 196 980 20.00%
Table 56. Distribution of Emergency Department Follow-up within 30 Days by Group.
Year Group Follow-up Within 30 Total Eligible Members with an Percentage
Days Emergency Department Visit

2016
Target 76 367 20.71%
Comparison 25 147 17.01%

2017
Target 61 353 17.28%
Comparison 19 116 16.38%

2018
Target 86 434 19.82%
Comparison 20 118 16.95%

2019
Target 131 729 17.97%
Comparison 65 251 25.90%

Tables 55 and 56 above show the percentage of emergency department follow-up for 30 days increasing
each year except 2017. However, the target group also had a decrease in the emergency department
follow-up in 2019. As shown below in Table 57 below, both target and comparison groups show a
decrease in emergency department follow-up within 30 days (-0.89% and —0.06%, respectively). In 2016
and 2018, the emergency department follow-up within 30 days was higher in the target group compared

63 | Page



Utah 1115 Demonstration Waiver Interim Evaluation Report

to the comparison group. Overall, there is a 0.84% decrease in the difference of the differences for
emergency department follow-up within 30 days in the target group compared to the comparison group.
This difference was found to not be statistically significant at the 0.05 level. Figure 8 shows the
emergency department follow up within 30 days change between groups from the pre-exposure period to
the post-exposure period. In the post-exposure period, the dotted line for the target group represents the
expected trend if there was no exposure and the solid lines represent the observed trends for each group.

Table 57. Difference in Differences of Emergency Department Follow-up within 30 Days.

ariable Target Comparison Difference
One-year follow-up rate 20.71% 17.01% 3.7%
(2016)
One-year follow-up rate 19.82% 16.95% 2.87%
(2018)
Change in one-year -0.89% -0.06% -0.84%
follow-up rate

Figure 8. Difference in Differences of Emergency Department Follow-up within 30 Days.
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Table 58. Distribution of OUD Inpatient Stays.

Year SUD Inpatient Admission Total Eligible Members Percentage
2016 3,707 260,943 1,42%
2017 3,552 249,423 1.42%
2018 2,383 242,433 1.35%
2019 5,153 242,077 2.13%
Table 59. Distribution of OUD Inpatient Stays by Group
Year Group SUD Inpatient Admission | Total Eligible Members | Percentage
2016
Target 2,623 183,208 1.43%
Comparison 1,084 77,735 1.39%
2017
Target 2,451 175,636 1.40%
Comparison 1,101 73,796 1.49%
2018
Target 2,286 170,106 1.34%
Comparison 997 72,327 1.38%
2019
Target 3,562 169,901 2.10%
Comparison 1,591 72,176 2.20%

Tables 58 and 59 above show the percentage of inpatient admission for OUD decreasing from 2016 to
2018 and increasing for 2019. However, the target group had a decrease in the inpatient admission for
OUD for each year except 2019 while the comparison group also shows an increase in 2017. As shown
below in Table 60 below, both target and comparison groups show a decrease in inpatient admissions for
OUD (0.09% and 0.02%, respectively). In 2016, inpatient admission for OUD was higher in the target
group compared to the comparison group. However, in 2018, the inpatient admission of OUD was higher
in the comparison group compared to the target group. Overall, there is a 0.07% decrease in the difference
of the differences for inpatient admission of OUD in the target group compared to the comparison group.
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This difference was found to not be statistically significant at the 0.05 level. Figure 9 below, shows
inpatient admission for OUD change between groups from the pre-exposure period to the post-exposure
period. In the post-exposure period, the dotted line for the target group represents the expected trend if
there was no exposure and the solid lines represent the observed trends for each group.

Table 60. Difference in Differences of Inpatient Admission of OUD.

Variable Target Comparison Difference
One-year admission rate 1.43% 1.39% 0.04%
(2016)
One-year admission rate 1.34% 1.38% -0.03%
(2018)
Change in one-year -0.09% -0.02% -0.07%
admission rate
Figure 9. Difference in Differences of Inpatient Admission of OUD.
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Hypothesis 4: Percent of members with SUD who experience care for comorbid conditions
will increase.

Table 61. Distribution of Access to Preventive/Ambulatory Health Services (AAP).

Year AAP Total Eligiblg Members with SUD and Percentage
Continual Enrollment
2016 6,943 8,146 85.23%
2017 7,027 8,324 85.61%
2018 6,949 7,935 87.57%
2019 10,568 12,972 81.47%
Table 62. Distribution of Access to Preventive/Ambulatory Health Services (AAP) by Group.
Year Group AAP Total Eli(‘:g(i)tr)llgnl\ﬁ;n]sbrf:;llvrﬁ S:ltSUD and Percentage
2016
Target 4,852 5,719 84.84%
Comparison 2,091 2,427 86.16%
2017
Target 4,818 5,656 85.18%
Comparison 2,076 2,397 86.61%
2018
Target 4,885 5,597 87.28%
Comparison 2,064 2,338 88.28%
2019
Target 7,322 9,074 80.69%
Comparison 3,246 3,898 83.27%

Tables 61 and 62 above show the percentage access to preventive / ambulatory health services (AAP) for
OUD increasing for every year except 2019. As shown below in Table 63 below, both target and
comparison groups show an increase in AAP (2.44% and 2.12%, respectively). In 2016 and 2018, the
AAP was higher in the comparison group compared to the target group. Overall, there is a 0.31% increase
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in the difference of the differences for AAP in the target group compared to the comparison group. This
difference was found to not be significant at the 0.05 level. Figure 10 below, shows the AAP change
between groups from the pre-exposure period to the post-exposure period. In the post-exposure period,
the dotted line for the target group represents the expected trend if there was no exposure and the solid
lines represent the observed trends for each group.

Table 63. Difference in Differences of Access to Preventive/Ambulatory Health Services.

Variable Target Comparison Difference
One-year access rate 84.84% 86.16% -1.32%
(2016)

One-year access rate 87.28% 88.28% -1%
(2018)

Change in one-year 2.44% 2.12% 0.31%
access rate

Figure 10. Difference in Differences of Access to Preventive/Ambulatory Health Services.
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Utah has experienced a sharp increase in opioid related deaths since 2000°. The Division of Substance
Abuse and Mental Health (DSAMH has statutory oversight of substance abuse and mental health
treatment services statewide through local county authority programs. While some SUD services have
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been available to Medicaid members statewide, this waiver expands the continuum of care to include
SUD residential treatment in Institution for Mental Disease (IMD) for eligible individuals. This adds a
critical service to address the needs of Medicaid members.!'

Recent data suggests that the number of deaths due to opioids peaked initially in 2007, then showed a
promising decreasing trend through 2010, before increasing dramatically once more from 2011 through
2017 (see Figure 11 below).

Figure 11. Rate of opioid deaths in Utah, Adults 18+ years, per 100,000 population, 2000-2018
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Additionally, in response to the challenges related to opioid-related deaths, UDOH established an Opioid
Fatality Review Committee (OFRC) in January 2018 to conduct in-depth reviews on select opioid deaths
in the state. The purpose of a fatality review is to gather accurate data about events leading up to and
surrounding an opioid-related death and make recommendations to prevent future fatalities. The work of
the OFCR and others, including partner agencies such as DSAMH has been instrumental in the
establishment of local Mobile Crisis Outreach Teams. While these teams have existed in the major urban
counties in the state, additional rural areas have begun to operate MCOT services. One of the priority
areas of these MCOT’s is to follow up with patients who may be considered high risk of suicide when
released from psychiatric facilities or hospital emergency departments. The purpose of the follow-up is to
ensure a “warm handoff” takes place so the patient is connected to community-based mental health
services during a period of potential need.
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Table 63. SUD-related overdose deaths among Medicaid beneficiaries

Year Overdose deaths Rate of overdose deaths per 1,000
2018 159 0.42
2019 161 0.42
2020 210 0.52

While it appears the overall opioid overdose deaths in the general population may have reached its high
point followed by a potential downward trend that is encouraging. The timing of Medicaid expansion in
Utah and the limited specific data points among Medicaid beneficiaries (see Table 63 above) cannot yield
a meaningful interpretation of the status of SUD-related overdose deaths at this time.

Hypothesis 6: Will the number of individuals receiving emergency department services for
substance use disorder decrease in waiver implementing counties?

All measures met the assumptions, were analyzed with CITS, and the results are shown in the tables (as
rates or percentages) and figures (displayed as rates) below. SUD emergency department visits and SUD
inpatient services were not found to be significant at the 0.05 level. However, SUD outpatient services

and SUD withdrawal management services were found to be significant at the 0.05 level.

Table 64. Distribution of SUD Emergency Department Visit per 1,000 Medicaid Beneficiaries

Vear SUD Emergen'cy'/ Department Total Eligible Members SUD I'ED Yisits pe'r '1,(?00
Visit Medicaid Beneficiaries

2015 3,055 98,760 39.0

2016 9,436 139,816 67.5

2017 9,543 139,204 68.6

2018 11,239 138,424 81.2

2019 18,487 174,144 106.2

2020 15,267 162,945 93.7

70 | Page



|
Utah 1115 Demonstration Waiver Interim Evaluation Report

Table 65. Distribution of SUD Emergency Department Visit per 1,000 Medicaid Beneficiaries by Group

Year Group SUD Emergen'c?/ Total Eligible SIIJBO%DMZ:;;;ZM
Department Visit Members Beneficiaries
2015
Target 1,488 37,630 39.5
Comparison 1,567 37,630 25.6
2016
Target 4,234 52,497 80.7
Comparison 5,202 87,319 59.6
2017
Target 4,223 52,091 81.1
Comparison 5,320 87,113 61.1
2018
Target 5,266 52,267 100.8
Comparison 5,973 86,157 69.3
2019
Target 8,384 66,454 126.2
Comparison 10,103 107,690 93.8
2020
Target 6,938 62,290 111.4
Comparison 8,329 100,655 82.7

*Data only available for first 6 months of 2020

Tables 64 and 65 above shows the rate of SUD emergency department visits per 1,000 Medicaid
beneficiaries increasing each year except for 2020. However, this decrease could be due to the data only
including the first six months of 2020. As shown below in Table 66, both target and comparison groups
show an increase in SUD emergency department visits (31.34 per 1,000 Medicaid beneficiaries and 27.38
per 1,000 Medicaid beneficiaries, respectively). Before and after implementation, the SUD emergency
department visit rate was higher in the target group compared to the comparison group. Overall, there is a
3.96 per 1,000 Medicaid beneficiaries increase in the difference of the difference for SUD emergency
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department visit rates in the target group compared to the comparison group. This difference was not
found to be significant at the 0.05 level. Figure 12 below shows the SUD emergency department visit rate
between groups from the pre-implementation period to the post-implementation period. The dotted lines
represent the expected trend if there was no implementation and the solid lines represent the observed

trends for each group.

Table 66. Difference in Differences of SUD Emergency Department Visit Rates by Group and Time

Variable

Target

Comparison

Difference

SUD ED services per
1,000 Medicaid
beneficiaries before
implementation

52.09

45.54

6.54

SUD ED service per 1,000
Medicaid beneficiaries
after implementation

83.43

72.92

10.51

Change in SUD ED service
rate

31.34

27.38

3.96

Figure 12. SUD Emergency Department Visits per 1,000 Medicaid Beneficiaries by Month and County
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Hypothesis 7: Will ED expenditures decrease for substance use disorder services in

implementing counties?

Table 67. Distribution of SUD Emergency Department Cost per Person

SUD Emergency

Eligible Medicaid

Mean SUD ED cost per

Year Department Visit Beneficiaries person

2015 3,619 305,140 $2,507.72
2016 11,308 397,499 $3,039.47
2017 11,365 388,166 $2,402.91
2018 13,306 374,374 $3,626.44
2019 21,436 398,535 $3,817.09
2020 17,351 356,255 $4,431.20

Table 68. Distribution of SUD Emergency Department Cost per Person

SUD Emergency

Eligible Medicaid

Mean SUD ED cost per

Year Group Department Visit Beneficiaries person
2015
Target 1,753 115,528 $2,837.62
Comparison 1,873 190,237 $2,227.27
2016
Target 5,163 152,759 $3,052.29
Comparison 6,294 252,746 $3,027.81
2017
Target 5,118 148,280 $3,492.57
Comparison 6,387 247,676 $3,292.92
2018
Target 6,380 142,556 $3,623.54
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Comparison 7,160 239,067 $3,604.15

2019
Target 10,046 152,323 $3,824.02
Comparison 11,828 254,097 $3,776.57

2020
Target 8,088 134,741 $4,875.97
Comparison 9,492 225,278 $4,035.70

Tables 67 and 68 above shows the cost of SUD emergency department visits per person increasing each
year and in each group. As shown below in Table 69, both target and comparison groups show an increase
in SUD emergency department cost per person ($564.61 and $573.06, respectively). Before and after
implementation, the SUD emergency department visit cost per person was higher in the target group
compared to the comparison group. Overall, there is a $8.45 increase in the difference of the difference
for SUD emergency department visit costs per person in the target group compared to the comparison
group. This difference was not found to be significant at the 0.05 level. Figure 13 shows the SUD
emergency department visit rate between groups from the pre-implementation period to the post-

implementation period.

Table 69. Difference in Differences of SUD Emergency Department Visit Cost per Person

Variable Target Comparison Difference
ED cost bef
oD costbetore $2,480.04 $2,434.13 $45.91
implementation
ED cost after
. . $3,044.65 $3,007.19 $37.46
implementation
Change in ED cost rate $564.61 $573.06 -$8.45
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Figure 13. SUD Emergency Department Visit Costs per person by Month and County
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Hypothesis 8: Will the number of inpatient hospitalization days for SUD services decrease

in waiver implementing counties?

Table 70. Distribution of SUD Inpatient Stays per 1,000 Medicaid Beneficiaries

Year SUD Inpatient Stays Total Eligible Members Inpatient Stays per 1,000
Medicaid Beneficiaries
2015 570 187,737 3.0
2016 4,028 1,136,668 3.5
2017 4,023 1,125,573 3.6
2018 4,411 1,139,212 3.9
2019 7,581 1,363,102 5.6
2020* 5,020 823,170 6.1

*Data for 2020 only includes the first 6 months

75 | Page



Utah 1115 Demonstration Waiver Interim Evaluation Report

Table 71. Distribution of SUD Inpatient Stays per 1,000 Medicaid Beneficiaries by Group

Year Group SUD Inpatient Stays Total Eligible Inpatient Stays per 1,000
Members Medicaid Beneficiaries

2015
Target 285 71,614 4.0
Comparison 285 116,123 2.5

2016
Target 2,024 432,485 4.6
Comparison 2,024 704,183 2.9

2017
Target 1,896 427,743 4.4
Comparison 2,004 697,830 3.0

2018
Target 2,248 437,207 5.1
Comparison 2,163 702,005 3.1

2019
Target 3,648 521,893 7.0
Comparison 3,933 841,209 4.7

2020*
Target 2,381 314,677 7.6
Comparison 2,639 508,493 5.2

*Data for 2020 only includes the first 6 months

Tables 70 and 71 above shows the rate of SUD inpatient stays per 1,000 Medicaid beneficiaries
increasing each year through 2019. Data for 2020 only included the first six months. As shown below in
Table 72 both target and comparison groups show an increase in SUD inpatient stays (2.58 per 1,000
Medicaid beneficiaries and 1.96 per 1,000 Medicaid beneficiaries, respectively). Before and after
implementation, the SUD inpatient stay rate was higher in the target group compared to the comparison
group. Overall, there is a 0.63 per 1,000 Medicaid beneficiaries increase in the difference of the difference
for SUD inpatient stay rates in the target group compared to the comparison group. This difference was
not found to be significant at the 0.05 level. Figure 14 shows the SUD inpatient services per 1,000
Medicaid beneficiaries between groups from the pre-implementation period to the post-implementation
period. The dotted lines represent the expected trend if there was no implementation, and the solid lines

represent the observed trends for each group.
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Table 72. Difference in Differences of SUD Inpatient Stay Rates

Variable

Target

Comparison

Difference

SUD inpatient services
per 1,000 Medicaid
beneficiaries before
implementation

4.88

3.10

1.77

SUD inpatient services
per 1,000 Medicaid
beneficiaries after
implementation

7.46

5.06

2.40

Change in SUD
inpatient services per
1,000 Medicaid
beneficiaries

2.58

1.96

0.63

Figure 14. SUD Inpatient Stays per 1,000 Medicaid Beneficiaries by Month and County
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Hypothesis 8: Will the number of outpatient (OP), intensive outpatient (IOP), or partial
hospitalization visits for SUD services increase in Salt Lake County?

Table 73. Distribution of Outpatient Services for Eligible Members with SUD Diagnosis

Year SUD Outpatient Service Eligible Mt?mbersf with Percentage
SUD Diagnosis
2015 1,620 3,815 42.46%
2016 5,194 11,295 45.98%
2017 5,620 11,514 48.81%
2018 7,157 13,598 52.63%
2019 12,140 22,300 54.44%
2020* 9,738 18,475 52.71%

*Data for 2020 only includes the first 6 months

Table 74. Distribution of Outpatient Services for Eligible Members with SUD Diagnosis by Group

Year Group SUD Outpatient Fligible Mt?mbers' Percentage
Service with SUD Diagnosis
2015
Target 779 1,853 42.04%
Comparison 841 1,962 42.86%
2016
Target 2,311 5,031 45.94%
Comparison 2,883 6,264 46.02%
2017
Target 2,256 5,074 44.46%
Comparison 3,364 6,440 52.24%
2018
Target 3,102 6,286 49.35%
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Comparison 4,055 7,312 55.46%

2019
Target 5,294 10,025 52.81%
Comparison 6,846 12,275 55.77%

2020*
Target 4,313 8,346 51.68%
Comparison 5,425 10,129 53.56%

*Data for 2020 only includes the first 6 months

Tables 73 and 74 above shows the rate of SUD outpatient service increasing each year through 2019.
Data for 2020 only included the first six months. As shown below in Table 75, both target and
comparison groups show an increase in SUD outpatient services (6.27% and 1.46%, respectively). Before
and after implementation, the SUD outpatient service rate was higher in the comparison group compared
to the target group. Overall, there is a 4.81% increase in the difference of the difference for SUD
outpatient service rates in the target group compared to the comparison group. This difference was found
to be significant at the 0.05 level. Figure 15 shows the SUD outpatient service rate between groups from
the pre-implementation period to the post-implementation period. The dotted lines represent the expected
trend if there was no implementation and the solid lines represent the observed trends for each group.

Table 76. Difference in Differences of SUD Inpatient Stay Rates

rate

Variable Target Comparison Difference
SUD outpatient rate before
P ) 35.48% 48.17% -12.68%
implementation
SUD outpatient rate after
. P . 41.75% 49.62% -7.88%
implementation
Ch in SUD outpatient
ange in >k outpatien 6.27% 1.46% 4.81%
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Figure 15. SUD Outpatient Services by Month and County

[=]
»r]

SUD OQutpatient Rate

'
2016

Implementation begins
May 2019

abg = ®
L ]
P " kS ee
. [}
LY
L3
L] '
2017 2018
Date

2019 2020

County
Other

== Salt Lake

Hypothesis 9: Additional Research Question: Will the number of beneficiaries who utilize

withdrawal management services increase in implementing counties?

Table 77. Distribution of SUD Withdrawal Management Services for Eligible Members with SUD

Diagnosis
Year SUD Withdrawa! Eligible M(?mbersf with Percentage
Management Service SUD Diagnosis
2015 76 3,815 1.99%
2016 310 11,295 2.74%
2017 286 11,514 2.48%
2018 296 13,598 2.18%
2019 1,153 22,300 5.17%
2020* 909 18,475 4.92%

*Data for 2020 only includes the first 6 months
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Table 78. Distribution of SUD Withdrawal Management Services for Eligible Members with SUD
Diagnosis

SUD Withdrawal .
Year Group Management E_Ilglble Mt?mbers' Percentage
Service with SUD Diagnosis
2015
Target 47 1,853 2.54%
Comparison 29 1,962 2.54%
2016
Target 163 5,031 3.24%
Comparison 147 6,264 2.35%
2017
Target 128 5,074 2.52%
Comparison 158 6,440 2.45%
2018
Target 148 6,286 2.35%
Comparison 148 7,312 2.02%
2019
Target 847 10,025 8.45%
Comparison 306 12,275 2.49%
2020*
Target 634 8,346 7.60%
Comparison 275 10,129 2.71%

*Data for 2020 only includes the first 6 months

Tables 77 and 78 above shows the rate of SUD withdrawal management service increasing each year
through 2019. Data for 2020 only included the first six months. As shown below in Table 79, both target
and comparison groups show an increase in SUD withdrawal management services (3.08% and 0.31%,
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respectively). Before and after implementation, the SUD withdrawal management service rate was higher
in the target group compared to the comparison group. Overall, there is a 2.78% increase in the difference
of the difference for SUD withdrawal management service rates in the target group compared to the
comparison group. This difference was found to be significant at the 0.05 level. Figure 16 shows the SUD
withdrawal management service rate between groups from the pre-implementation period to the post-
implementation period. The dotted lines represent the expected trend if there was no implementation and

the solid lines represent the observed trends for each group.

Table 79. Difference in Differences of SUD Withdrawal Management Stay Rates

Variable Target Comparison Difference
SUD withdrawal
management rate before 1.14% 0.81% 0.33%
implementation
SUD withdrawal
management rate after 3.63% 0.88% 2.75%
implementation
Change in SUD withdrawal
gel witharaw 2.49% 0.07% 2.42%
management rate
Figure 16. SUD Withdrawal Management Services by Month and County.
0.06- Implementation begins
May 2019
1.04 =
County
s Other

SUD Withdrawal Management Rate

'
2016

'
2017

"
2018

Date

~ .‘,n:O_Q‘rm:_"
e Do

|
2019

'
2020

-~ Salt Lake

82 | Page



Utah 1115 Demonstration Waiver Interim Evaluation Report

Hypothesis 10: Additional Research Question: Will individuals receiving comprehensive
dental treatment have a higher rate of SUD treatment completion?

Table 80: Distribution of Number of Dental Procedures and Total TAM SUD Beneficiaries

Year Number of Dental Total SUD TAM Percentage
Procedures Beneficiaries

2017 32 332 9.64%

2018 434 2,831 15.33%

2019 1,893 4,441 42.63%

2020 824 3,688 22.34%

As shown above in Table 80, the number of dental procedures and the total number of SUD TAM
beneficiaries increased each year with a decrease in 2020. However, this decrease could be due to the data
only including the first six months of 2020. As shown below in Figure 16, the SUD TAM dental rate
increased after implementation and decreased after March 2020, which could be due to the COVID-19
lockdown. The dotted line represents the expected trend if there was no implementation and the solid
lines represent the observed trends.

Fig 17: SUD TAM Dental Rate by Month
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Hypothesis 1 and 2: Research questions answered from beneficiary survey.

Survey response

The statewide cross-sectional survey of Medicaid beneficiaries had 415 completed surveys (see
Attachment B for all responses). Respondents were 64% female and 36% male. The average age of
respondents was 41.3 years and the median age was 34.0 years. The age range of respondents was 18 to
79 years of age. Eighty-six percent reported their race as White, 4 % were Asian, 3 % were Black or
African American, 2 % were American Indian or Alaska Native, and 1 % were Native Hawaiian or Other
Pacific Islander. Four percent were Other races. Sixteen percent identified as being Hispanic / Latino.

Survey respondents came from 21 of Utah’s 29 Counties, with 80% from the urban areas of the state
(Davis, Salt Lake, Utah, and Weber counties). Thirty-two percent of respondents were “Employed for
wages”, with 8 % “self-employed”, 6.5 % were “out of work for 1 year or more”, 7.5 % were “out of
work for less than 1 year”. Ten percent identified themselves as “a homemaker”, 8 % as “a student”, 6 %
as “retired”, and 22% “‘unable to work”. The majority of survey respondents (see Figure 18 below) were
enrolled in SelectHealth Community Care (32%), with 24% enrolled in Healthy U Medicaid, followed by
Molina Healthcare (23%).

Figure 18. Medicaid plan of beneficiary survey respondents, 2020.
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Beneficiary experience with care

The first key question focused on beneficiaries’ recognition of the availability of mental health (MH) and
substance abuse disorder (SUD) services in their community. When asked whether “there are places in
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your community you could go to get the help needed?” 69% (N=286) responded “yes”, while 11%
responded “no”. Twenty percent reported “they did not know”.

The next question focused on beneficiaries’ need for mental health and/or substance abuse services. When
asked “in the last 12 months, have you or a member of your household needed counseling, treatment, or
medicine for drug or alcohol use?” 55% (N=226) said “yes”. Survey findings for beneficiaries reporting
the need to get treatment quickly was positive. When asked “in the last 12 months, when you or a member
of your household needed counseling, treatment, or medicine, how often were you or a family member
able to see someone as soon as needed?” 61% (N=226) responded “usually” or “always”. Twenty-seven
percent responded “sometimes”, with 12% reporting “never”. Next, respondents who indicated they or a
household member had received counseling or treatment were asked to “rate all the counseling or
treatment in the last 12 months from 0 to 10, where 0 is the worst counseling or treatment possible and 10
is the best counseling or treatment possible.” The average rating was 6.43/10. The last beneficiary SUD
experience with care question asked “in the last 12 months, how much were you or a member of your
household helped by the counseling, treatment, or medicine?” Sixty-two percent responded they were
helped “a lot” or “somewhat”. Twenty-seven percent reported being helped “a little”, while 10 percent
reported “not at all”.

These beneficiary survey findings indicate that the majority of members recognize they have access to
mental health and substance abuse services as part of their plan benefits and they know where to go for
services, should the need exist. Those members who either experienced a need or who had a household
member with a need for these services reported positive experiences with being able to get services
quickly. They also rated the overall services that were received favorably.

Supplemental Metrics for SUD Mid-Point Assessment

The purpose of the mid-point assessment of supplemental metrics is to help “CMS assess whether states
are making sufficient progress towards meeting their demonstration milestones and monitoring metric
targets”. In order to complete this assessment, considerable collaboration took place between the
independent evaluator and UDOH. For example, UDOH staff shared summary report narrative and
process data outcomes for both monthly and annual data metrics used as part of the state’s ongoing SUD
waiver monitoring procedures. Specific documentation included the SUD Monitoring Workbook (V4)
containing: planned metrics and metric report data as well as metric definitions, annual goals, and overall
demonstration targets. More specifically, to support the interim review of “critical SUD metrics” UDOH
provided 3 years data (SFY 2018, 2019, and 2020) to the independent evaluation research team. This data
included a combination of annual and monthly data for 21 identified SUD-related metrics (categorized
into 5 milestone target content areas) as well as specifically identified annual and waiver outcome goals.

The independent evaluator undertook a systematic process to conduct the review, consisting of two
components. First, 3 unbiased research staff participated in the review. Working independently and
objectively, these staff examined the outcome data for each of the 21 metrics and assigned a rating for
each one, by applying the evaluation criteria provided in the CMS guidance. Then once each metric was
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given a rating, the research staff member provided a composite rating for each of the 5 established
milestone categories. Second, following the completion of the independent ratings, all research staff met
and reviewed the ratings with additional discussion in order to reconcile any variation in the ratings. This
process enabled research staff to establish group consensus on both individual metric and composite
milestone rating scores (see Table 81 below). This approach offered a consistent systematic review based
on established criteria and provides an assurance the evaluation process is impartial and fair.
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Table 81. Assessment of risk associated with not meeting SUD milestones at mid-point.

Risk statusin achieving
SUD Mid-Point Assessment of Critical Metrics milestone
LOW MED. HIGH
Metric # [Milestone 1. Access to critical levels of care for OUD and other SUDs. X
7 Early Intervention X
8 Qutpatient Services X
9 Intensive Outpatient and Partial Hospitalization Services X
10 Residential and Inpatient Services X
11 Withdrawal Management X
12 Medication-Assisted Treatment (MAT) X
22 Continuity of Pharmacotherapy for Opioid Use Disorder X
Milestone 2. Use of evidence-based, SUD-specific patient placement criteria. X
5 Medicaid Beneficiaries Treated in an IMD for SUD X
36 Average length of stay in IMDs X
Milestone 4. Sufficient provider capacity at each level of care.
13 Provider availability
14 Provider availability - MAT
Milestone 5. Implementation of comprehensive treatment and prevention -
strategies to address opioid abuse and OUD.
18 Use of Opioids at High Dosage in Persons Without Cancer (NQF #2940) N/A
21 Concurrent Use of Opioids and Benzodiazepines (NQF #3175) X
23 Emergency Department Utilization for SUD per 1,000 Medicaid Beneficiaries X
27 Overdose death rate X
Milestone 6. Improved care coordination and transitions between levels of care. X
Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (NQF "
15 +#0004)
Follow-up after Emergency Department Visits for Alcohol or Other Drug Dependence ¥
17(1) |[(NQF #2605) AOD 7- Day follow- up
Follow-up after Emergency Department Visits for Alcohol or Other Drug Dependence ¥
17(1) |(NQF #2605) AQD 30 - Day follow- up
Follow-up after Emergency Department Visits for Mental lliness (NQF #2605) MH 7 - ¥
17(2) |Day Follow-up
Follow-up after Emergency Department Visits for Mental lliness (NQF #2605) MH 30 - ¥
17(2) |Day Follow-up
25 Readmissions Among Beneficiaries with SUD X

There are no critical metrics identified for Milestone 3 (Use of nationally recognized, evidence-based SUD program
standards to set residential treatment provider qualifications).
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SUD Mid-Point Metric and Milestone Progress

Table 80 contains 21 metrics categorized within 5 milestone content target areas. The independent
evaluators rated a total of 14 metrics (70%) as “low risk” of not being achieved by the end of waiver
demonstration period. Only 2 metrics (10%) were rated “medium risk” of not being achieved, while 4
metrics (20%) were rated “high risk” of not being achieved. One metric (#18), was not given a rating at
this time by the independent evaluator due to changes in the definition of the metric, which compromised
this metric assessment. Specifically, during FY2018 the metric was defined as the “rate per 1,000
beneficiaries age 18 and older included in the denominator without cancer who received prescriptions for
opioids with a daily dosage greater than 120 morphine milligram equivalents (MME) for 90 consecutive
days or longer.” However, the definition changed beginning in FY2019 to “percentage of beneficiaries
age 18 and older who received prescriptions for opioids with an average daily dosage greater than or
equal to 90 morphine milligram equivalents (MME) over a period of 90 days or more.” For this metric,
multiple changes occurred: the reporting measure changed from a beneficiary rate to a beneficiary
percentage, the prescription daily dosage decreased from 120 MME to 90 MME, and the time period for
numerator qualification changed from 90 consecutive days or longer to an average over 90 days or more.
Additionally, the annual goal and targeted waiver outcome for this metric, was not adjusted to reflect the
changing definition between FY2018 and 2019, further complicating an accurate assessment rating.

Given the positive findings that 70% of the individual metrics are rated “low risk” of not being achieved,
the composite milestone ratings reflect a similar “low risk” of not being achieved. As noted in Table 29
the “low risk” rating was assigned to milestones 1, 4, and 6. Milestone 2 received a “medium risk” rating
and milestone 5 was deemed to be “high risk” of not being achieved.

Several factors contributed to milestone 5 receiving the “high risk” rating. The first was a technical
reason, the missing rating (metric #18) previously discussed which represented 25% of the metrics
comprising milestone 5 [Implementation of comprehensive treatment and prevention strategies to address
opioid abuse and opioid use deaths (OUD)]. The second was due to both metric #23 and #27 receiving
“high risk” ratings based on data trends indicating the waiver targets are likely not to be met.

Milestone 2 was rated a “medium risk” of not being achieved since the mid-range rating is reflective of
having one metric at low risk while one metric is at high risk of not being achieved.

Milestones 1, 4, and 6 were all given the “low risk” rating as a result of strong outcome data reflecting the
state has either already achieved outcomes surpassing established goals or the 3-year trend indicates the
goals are at “low risk” of not being achieved.
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Other Findings
UDOH Implementation Plan Monitoring

UDOH has been proactive in its efforts to collaborate with the Utah Division of Substance Abuse and
Mental Health (DSAMH) and SUD service providers throughout waiver planning and implementation.
For example, to strengthen and ensure state-wide capacity to implement evidence-based SUD treatment
and trainings on ASAM assessment, treatment planning, and motivational interviewing have been
provided several times by DSAMH. To support the waiver changes, the state established a policy
requiring prior authorization for clinically managed low-intensity residential services and included
guidance for members enrolled in Pre-paid Mental Health Plan and traditional Fee-for-Service members.
Further, contracts with the Pre-paid Mental Health Plans have been clarified to include the use of ASAM
for placement criteria and the utilization review process. These and other implementation efforts by
UDOH and collaborators at DSAMH and other SUD service providing entities began in the early stages
of demonstration roll out and have continued throughout these initial couple of years. But even with these
early efforts, SUD service providers continue to report additional demand for treatment slots which
creates delays for those seeking treatment.

COVID — 19 Adaptations

COVID-19 has impacted many aspects of the healthcare system, including SUD treatment services and
programming. Two of the most important actions have been to quarantine beneficiaries before entering
residential SUD treatment and to successfully transition outpatient individual and group therapeutic
treatments from in-person to telehealth practice.

SUD Beneficiary Experience with Services

As previously described in the results section (SUD beneficiary experience with care) a beneficiary
survey was conducted in the spring of 2020. Survey findings related to beneficiary understanding of the
mental health and SUD service coverage provided, including service access availability, timeliness of
services, and overall perceived quality of the services provided was encouraging. While beneficiary
experience with care is not part of the SUD mid-point assessment of critical metrics per se, these findings
do offer further evidence supporting the overall trend in positive SUD demonstration outcomes in Utah.

Conclusions

For many of the 1115 waiver hypotheses the results to date are largely preliminary, reflective of early
stages in the demonstration projects and early analysis of available data. One must take pause in making
any definitive conclusions from the descriptive statistics provided here due primarily to the absence of
adjustment for critical demographic and health factors in the changing enrollment populations. Tests of
significance indicated by p-values, given large samples, are not meaningful at this juncture, from the
standpoint of clinical significance. All conclusions are therefore tentative and await that fuller assessment
in forthcoming reports in subsequent years.
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These preliminary results do not yet demonstrate improved access and utilization of appropriate health
care and associated health outcomes. Further, the reduction in costs is not yet reflected in the summary
statistics associated with the demonstration populations, despite incentivizing preventive and primary care
in lieu of more expensive care such as that provided in the emergency room.

Some tentative results that appear to align with affirming certain hypotheses, however, merit attention.
CE enrollees, for example, had an increase in hypertension prescriptions per member diagnosed with
hypertension between 2018 and 2019. Increased access to preventive care, in other words, may have
contributed to this increase of quality management.

Also, there was reduced non-emergent use of the ED over the period assessed for CE enrollees that drove
the reduction in overall ED among that population.

It is unclear what drove such apparent improvements. Given the longer tenure of the CE program, this
may suggest that it will take some time for reduction in non-emergent use to arise among more recent
programs. It would reinforce that enhanced access to care may result early on in increased ED utilization,
both emergent and non-emergent, but over time, as preventive and continuous ambulatory care is
improved and incentivized, such enrollees may exhibit reductions in ED use. Of course, more definitive
assessments of outcomes await further experience with the program and more data.

Substantial and increased enrollment in several of the demonstrations between 2018 and 2019 also
suggest that the programs are meeting significant need. This is evident among the TA demonstration,
where enrollment nearly doubled during that period. Smoking cessation program utilization increased
concomitantly, as did antidepressant prescriptions and primary care visitations. These results all align
with the intent of the demonstration, and better assessment of such access and utilization on health
outcomes and cost await longer term data analysis.

Among the BDD program, there also appears to be a substantial increase in utilization of preventive
dental services that swamped a far more modest increase in ED dental services. Again, ED dental
utilization may subside with longer exposure to such enhanced access.

The Utah Premium Partnership (UPP) is one program where enrollment has languished as a small
number. Access to employer-provided health insurance for this low-income population is likely not
substantial, and it is also possible that the incentives in the program for employers to offer such insurance
is not significant enough to achieve broader success.

The results for 2020, as noted in several instances, were likely reflective of the impact of the COVID-19
pandemic, and ought not to be considered at this juncture as indicative of trends. More detailed study of
the effects of the pandemic of care among those enrolled in the demonstrations merit more attention.

Overall, most of the outcome measures are trending in the hypothesized direction, however as of 2018,
none of the difference-in-difference models were significant which means there was no detectable impact
of the demonstration on the outcomes.
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For the SUD hypotheses, there were both positive and limited outcomes to date. Hypothesis 1, both
Initiation and engagement of treatment had an increase in percentage over time as hypothesized, but there
was no significant change. It is possible that the IMD expansion is not yet having an impact on this
outcome or other external factors could have an influence. The same may be true for all the metrics.

For Hypothesis 2, Continuity of Pharmacotherapy had an increase in percentage over time in both groups
but the difference was not significant. Continuity of pharmacotherapy for OUD has a decrease in both
groups with a greater decrease in the comparison group. The difference in difference was not significant.
For Any SUD treatment, there was a slight decrease in the target and a slight increase in the comparison
but there were no significant changes.

For Hypothesis 3, Follow-up after ED had a decrease for 7 days and a decrease for 30 days with no
significance. The rate for Inpatient stays for SUD had a small decrease that was not significant. The total
number of inpatient stays decreased from 2016 to 2018 which is the desired direction but the total eligible
population also decreased so the rates stayed similar in 2018 and were not significant. This could mean
that the decrease was due more to the decrease in the number of eligible and that the IMD’s had not yet
been able to make an impact on the outcome in 2018.

For Hypothesis 4, preventative health care/ambulatory visits had an increase that was not significant. This
may suggest, again, that the intervention is not yet having a detectable difference in the outcome because
the demonstration policy hasn’t been in place long enough. Bringing about population-based changes
such as increasing preventive health services takes time. It is also critically important to both improving
the health of individuals and reducing the overall costs of health care.

For Hypothesis 5, decreasing the rate of overdose deaths due to opioids has not been observed in both the
number of deaths and rate thus far since demonstration implementation. This is likely due to the complex
and multifaceted nature of opioid overdoses. These include factors such as: lack of awareness or
understanding of the health risks of opioid usage on the respiratory system, overprescribing of opioids for
pain relief, potential opioid drug interactions with other prescribed medications, and or alcohol or other
illicit drugs. In order to bring about the desired reduction in opioid deaths, a well-designed
implementation strategy that is tailored to address each of these factors will be required.

TAM

The rate of dental services for TAM (SUD) increased after implementation and decreased after March
2020. However, changes in dental rates could be due to other factors besides the TAM dental expansion.
The COVID-19 lockdown could also account for the decrease in dental services after March 2020.

Clinically Managed Residential Withdrawal

For Hypothesis 1, emergency department utilization for SUD had an increase in rate over time in both
groups which suggests there are external factors over time that have led to an increase such as Medicaid
expansion or other policy changes. There was no significant difference between the target and comparison
groups after the implementation of clinically managed withdraw services which indicates that clinically
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managed withdraw services have not yet led to the hypothesized decrease in emergency department
utilization rates for the target group as a whole.

For Hypothesis 2, mean emergency department expenditures had an increase in cost over time in both
groups with a greater increase in the comparison group. However, there was no significant difference
between the target and comparison groups after the implementation of clinically managed withdraw
services which indicates that these services have not yet led to the hypothesized decrease in emergency
department expenditures for the target group as a whole.

For Hypothesis 3, the number of inpatient services for SUD had an increase in percentage over time in
both groups. The target group had a greater increase than the comparison group. SUD inpatient length of
stay had a decrease in the target group and an increase in the comparison group. However, there was no
significant difference between the target and comparison groups after the implementation of clinically
managed withdraw services which indicates that these services have not yet led to the hypothesized
decrease in the number of inpatient services or the length of stay in inpatient services for the target group
as a whole. For the first three hypotheses, it is possible that the reach of the program is not yet sufficient
to create a detectable direct impact on the outcome, or there may be other external factors that we could
not account for that may influence the outcome.

For Hypothesis 4, the number of outpatient services for SUD had an increase in percentage over time in
both groups with a greater increase in the target group. This change was significant with an 4.81%
increase in the difference of the differences for outpatient services in the target group compared to the
comparison group. This indicates that the implementation of clinically managed withdraw services may
influence an increased utilization of outpatient services.

For Hypothesis 5, the number of withdrawal management for SUD had an increase in percentage over
time in both groups with a greater increase in the target group. This change was significant with a 2.42%
increase in the difference of the differences for withdrawal services in the target group compared to the
comparison group. Since clinically managed withdraw services are a component of this metric, it is fairly
intuitive that there was a significant increase in withdrawal management utilization in the target group
compared to the comparison group.

For research questions related to Hypothesis 1 and 2, beneficiary experience with MH / SUD services
appears to be quite positive. The vast majority of beneficiaries responding to the survey recognize there
are specific services available in their community to address this specialized health care service, if
needed. Of those members indicating they or a household member needed these services (in the previous
12 months) 61% agreed they were able to obtain care “as soon as needed”. When asked to provide a
rating of counseling or treatment received in the last 12 months the average rating was 6.43/10.
Additionally, and perhaps the most important beneficiary finding was that respondents rated the care they
received, with 62% found the counseling or treatment helped (somewhat or a lot).

Finally, supplemental monitoring metrics for this interim evaluation were largely trending positively in
the direction desired, indicating UDOH is likely on-track to achieve nearly all of their identified goals.
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Specifically, of the individual monitoring metrics, 14 were rated as “low risk” of not being achieved by
the end of waiver demonstration period. Only 2 were rated “medium risk” of not being achieved, and 4
metrics were rated “high risk” of not being achieved.

In summary, although none of the waiver hypotheses demonstrated statistically significant change in the
expected direction at mid-point in the demonstration, this does not mean significant progress with
implementation of additional SUD services has not been achieved yet. On the contrary, there has been
rapid expansion of new SUD services to many beneficiaries with significant needs. There has also been
extensive programming instituted to strengthen and build a strong foundation statewide for the SUD
treatment agencies and individual providers.

Interpretations, Policy Implications and Interactions
with Other State Initiatives

It is too early as yet to make conclusive judgments regarding policy implications to date of the
demonstrations analyzed, given the tentativeness of the results noted above in section F above. Progress
in achieving enhanced and more efficient access to care, and the resultant improved health outcomes and
potential reductions in cost for these low-income populations likely encounter additional barriers
associated, for example, with longstanding habits, the lack of conveyance of easily digested and culturally
appropriate information, stigma in the provider and broader community, and stringent demands in an
often-disruptive life.

On the other hand, there is distinct evidence that when resources are made available, that the eligible
population makes use of services. And, as indicated in Section F above, there is also some indication that
in programs that have a longer tenure, such as CE, distinct improvements in care and outcome may be
manifest, partly as a result of new incentives incorporated in the program.

Although there were no significant differences in the first year after the demonstration, change can be
slow with systematic implementation of interventions. More time with the SUD treatment interventions
will be needed in order to determine if the implementation of IMD’s in the state are effective at improving
the hypothesized outcomes. It can take a while for implementation to reach the level of fidelity where we
would expect results. Treatment change can be slow when working with the high-risk SUD population.
Bed space in IMD’s is continuing to increase which will improve access and may make year to year
changes more detectable in the data if they are indeed effective. There is a small nominal improvement in
most of the metrics from 2016 to 2018, with some indication that the rates are continuing to improve into
2019. It may be promising that the rates are moving in the hypothesized direction, even if the difference is
not yet significant.

Beneficiary survey findings generally indicate a positive patient experience accessing services, doing so
in a timely manner, and giving notable ratings to both the quality and helpfulness of the services received.
Despite this and the changes policy supporting expanded SUD benefits, demand for services continues to
exceed treatment slots and bed availability in the State. While the collaboration between UDOH and
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DSAMH to strengthen the capacity of SUD treatment agencies and the professionals they employ has
been key to the rapid roll out, ongoing long-term engagement between these entities and other SUD
treatment agencies must continue to more fully realize the goals of the demonstration.

Lessons Learned and Recommendations

At this early stage of evaluation, the lessons learned are tentative, and therefore there are no attendant
recommendations other than sustaining the 1115 Waiver demonstrations are likely worthwhile until
greater experience with the programs are attained and more analysis with subsequent years of data are
subject to evaluation. Given the stark impact of the COVID-19 pandemic on the health care system and
upon its utilization, results from 2020 ought not to be considered indicative of trends.

In Utah, the Department of Health, Office of Health Care Statistics issued a report Preliminary COVID-
19 Healthcare Trends: A Snapshot from Utah’s All Payer Claims Database & Healthcare Facility
Database (Updated December 2020). This report sought to highlight emerging healthcare consumption
trends, utilizing insurance providers and hospitals with complete data for the entire period of analysis.

They examined a wide variety of issues from telehealth to emergency department acute myocardial
infarction, alcohol related disorders, and strokes. The utilization of nearly every condition saw significant
decreases in March and April 2020. While these findings were not based on the experience of Medicaid
beneficiaries, one specific finding related to preventive care visits and telehealth utilization demonstrated
significant adoption of telehealth during the first and second quarter of 2020. This finding suggests there
are further opportunities of utilizing telehealth. Similarly, behavioral health including SUD treatment
quickly pivoted to utilize this technology.

Within the realm of SUD demonstration several lessons have been learned to date. First, the Utah
implementation of additional SUD services could have prevented design changes by beginning
collaboration with evaluators earlier in the demonstration planning process. The original evaluation
design (DiD) will have to be changed to a single group longitudinal study design, because expansion of
IMD facilities in the geographical location planned as a comparison site had a confounding effect on the
design and analysis. The revised design will support examining change with appropriate controls in
subsequent years of the demonstration. Systematic change can often take time to see results particularly
considering that IMD’s were not all implemented at once and the number of beds has continued to
increase throughout the duration of the demonstration. As such, one year of data may not have been
enough time to detect significant changes in the analyses.

Second, based on the rapid expansion and enrollment of beneficiaries in SUD services as well as the
impressive monitoring outcomes achieved to date for many of the supplemental metrics, there appears to
be a need to adjust some of the demonstration goals. For example, Milestone 1. “Access to critical levels
of care for OUD and other SUDs” have some metrics (e.g. #7 — early intervention, #8 — outpatient
services, and #10 residential and inpatient services) with overall demonstration target goals established
with a “5% increase”. This goal, given the progress to date appears to be too low as all three metrics have
in three years doubled and in one case tripled the original goal. Similar outcomes were also achieved in a
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number of other milestones and metrics. On the other end of the spectrum, there may also be the need to
adjust and or change other target goals as achieving them may be unrealistic. An example of this would
be with metric #18 whose definition changed after the first year, but the overall target waiver goal was not
adjusted. A specific detailed discussion of this was included in the Supplemental Metrics section of this
report.

Third, the central tenet of SUD treatment focuses on the goal of individual client behavior change.
Accomplishing this goal at the individual level is a significant challenge for the most effective therapists.
This is due to multiple factors including: the addictive nature of SUD, the involuntary participation of
many in SUD treatment due to justice-system involvement, and other barriers that negatively impact
effective treatment such as lack of jobs and inadequate housing supports for those seeking treatment.

Given these learnings, one recommendation regarding implementation of waiver policies and programs
would be to have a well-developed implementation logic model for the provision of evidence-based SUD
services. The logic model would serve as the key driver of all implementation efforts that focus on the
policy goal and program service delivery. The logic model would also serve as a reference document to
guide program implementation and monitoring efforts. Specifically, the logic model would enumerate
actionable items that would ensure implementation of evidence-based practices (e.g. implementation of
ASAM patient placement criteria) to fidelity. The logic model would also guide service providers to
utilize fidelity checklists and other efforts to ensure other evidence-based therapeutic practices were being
used by clinical staff.
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Attachment A
A.1: Initiation in Alcohol and Other Drug Dependence Treatment Logistic Regression Results.
Coefficient Estimate Std. Error z-value Pr(>|z|)
(Intercept) -1.0597 0.1243 -8.5234 <0.0001
Group
1 =target -0.0149 0.0700 -0.2129 0.8314
0=
comparison
Post
1=2018 0.0810 0.0835 0.9698 0.3322
0=2016
DiD (interaction of
0.0016 0.0994 0.0162 0.9870
Group and Post)
Gender
_ 0.0987 0.0474 2.0817 0.0374
1=male
0 = female
Race
1 =white -0.1527 0.0470 -3.2472 0.0012
0 = other or
unknown
Hispanic 0.0750 0.0720 1.0414 0.2977
Alcohol SUD 0.2408 0.0502 4,7971 <0.0001
Opioid SUD 0.2882 0.0488 5.9093 <0.0001
Other SUD 0.2745 0.0498 5.5090 <0.0001
Mental Health -0.0107 0.0727 -0.1467 0.8834
Diagnosis
Age 0.0049 0.0016 2.9905 0.0028
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A.2: Engagement in Alcohol and Other Drug Dependence Treatment Logistic Regression
Results.

Coefficient Estimate Std. Error z-value Pr(>|z])
(Intercept) -0.8286 0.1983 -4.178 <0.001
Group
1 =target -0.3226 0.1218 -2.649 0.0081
0=
comparison
Post
1=2018 0.2047 0.1370 1.494 0.1352
0=2016
DiD 0.1869 0.1680 1.112 0.2660
Gender
_ 0.0403 0.0825 0.488 0.6252
1=male
0 = female
Race
1 =white -0.0175 0.0821 -0.213 0.8309
0 = other or
unknown
Hispanic 0.2059 0.1159 1.776 0.0758
Alcohol SUD 0.0928 0.0863 1.075 0.2821
Opioid SUD 0.3781 0.0836 4,521 <0.001
Other SUD 0.2623 0.0894 2.933 0.0034
Mental Health
. . -0.5177 0.1116 -4.637 <0.001
Diagnosis
Age -0.0353 0.0031 -11.355 <0.001
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A.3: Continuity of Pharmacotherapy for OUD Logistic Regression Results.

Coefficient Estimate Std. Error z-value Pr(>|z|)
(Intercept) 0.4272 0.2806 2.32 0.1280
Group
1 =target -0.0806 0.2054 0.15 0.6948
0=
comparison
Post
1=2018 -0.6338 0.2208 8.24 0.0041
0=2016
DiD 0.3281 0.2491 1.73 0.1879
Gender
_ -0.0111 0.1258 0.01 0.1879
1=male
0 = female
Race
1 =white 0.3120 0.1178 7.02 0.0081
0 = other or
unknown
Hispanic -0.2855 0.1885 2.29 0.1299
Alcohol SUD -0.2505 0.2121 2.73 0.0984
Other SUD -1.0829 0.1239 76.39 <0.0001
Mental Health
. . -0.6169 0.1247 24.48 <0.0001
Diagnosis
Age 0.0164 0.0049 11.19 0.0008
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A.4: Any SUD Treatment Service, Facility Claim, or Pharmacy Claim Logistic Regression
Results.

Coefficient Estimate Std. Error Wald Pr(>|W])
(Intercept) -6.2971 0.05371 -117.25 <0.001
Group
1 =target 0.1178 0.0453 2.60 0.0093
0=
comparison
Post
1=2018 0.0216 0.0543 0.40 0.6903
0=2016
Group*Post -0.0682 0.0650 -1.05 0.2939
Gender
_ 0.2058 0.0301 6.67 <0.001
1=male
0 = female
Race
1 = white 0.0656 0.0308 2.13 0.0330
0 = other or
unknown
Hispanic -0.1826 0.0435 -4.20 <0.001
Alcohol SUD 6.7523 0.0618 109.28 <0.001
Opioid SUD 6.2182 0.0522 119.20 <0.001
Other SUD 6.4027 0.0501 127.87 <0.001
Mental Health 0.6231 0.0369 16.87 <0.001
Diagnosis
Age 0.0051 0.0011 4.83 <0.001
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A.5: Emergency Department Follow-up Within 7 Days Logistic Regression Results.

Coefficient Estimate Std. Error z-value Pr(>|z|)
(Intercept) -3.6150 0.5534 -6.5317 <0.0001
Group
1 =target 0.0237 0.3196 0.0741 0.9409
0=
comparison
Post
1=2018 -0.3896 0.4638 -0.8402 0.4008
0=2016
DiD 0.2829 0.5229 0.5411 0.5884
Gender
_ 0.0193 0.2166 0.0891 0.9290
1 =male
0 = female
Race
1=white 0.5823 0.2231 2.6107 0.0090
0 = otheror
unknown
Hispanic 0.0936 0.4103 0.2280 0.8196
Opioid SUD 1.0966 0.2467 4.4460 <0.0001
Other SUD 0.0890 0.2412 0.3688 0.7123
Mental Health
. . 0.5527 0.3347 1.6511 0.0987
Diagnosis
Age 0.0145 0.0080 0.1898 0.0688
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A.6: Emergency Department Follow-up Within 30 Days Logistic Regression Results.

Coefficient Estimate Std. Error z-value Pr(>|z|)
(Intercept) -3.5137 0.4809 -7.3069 <0.0001
Group
1 =target 0.0567 0.2706 0.2097 0.8339
0=
comparison
Post
1=2018 -0.1315 0.3633 -0.3619 0.7174
0=2016
DiD 0.0513 0.4165 0.1232 0.9019
Gender
_ 0.0795 0.1811 0.4389 0.6608
1=male
0 = female
Race
1 =white 0.2085 0.1804 1.1558 0.2478
0 = other or
unknown
Hispanic 0.2383 0.3405 0.6999 0.4840
Opioid SUD 0.8125 0.2184 3.7201 0.0002
Other SUD 0.1263 0.2025 0.6239 0.5327
Mental Health
. . 0.9695 0.2973 3.2609 0.0011
Diagnosis
Age 0.0208 0.0067 3.1187 0.0018
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A.7: Inpatient Stays for SUD Logistic Regression Results.

Coefficient Estimate Std. Error z-value Pr(>|z|)
(Intercept) -6.6489 0.0605 -109.8601 <0.001
Group
1 =target -0.2685 0.0476 -5.6394 <0.001
0=
comparison
Post
1=2018 -0.2057 0.0569 -3.6135 0.0003
0=2016
DiD 0.0487 0.0692 0.7043 0.4812
Gender
_ -0.1345 0.0337 -3.9885 0.0001
1=male
0 = female
Race
1=white -0.1927 0.0331 -5.8279 <0.001
0 = other or
unknown
Hispanic -0.1457 0.0515 -2.8298 0.0047
Alcohol SUD 3.5034 0.0420 83.3438 <0.001
Opioid SUD 2.8997 0.0380 76.2940 <0.001
Other SUD 3.2030 0.0360 88.8981 <0.001
Mental Health 0.9542 0.0377 25.2811 <0.001
Diagnosis
Age 0.0293 0.0008 36.2006 <0.001

103 | Page



Utah 1115 Demonstration Waiver Interim Evaluation Report

A.8: Access to Preventive/Ambulatory Health Services Logistic Regression Results.

Coefficient Estimate Std. Error Wald Pr(>|z|)
(Intercept) -0.7128 0.1282 30.897 <0.001
Group
1 =target -0.0812 0.0744 1.190 0.2753
0=
comparison
Post
1=2018 0.1948 0.0904 4.640 0.0312
0=2016
Group*Post -0.0570 0.1066 0.286 0.5925
Gender
_ -0.3036 0.0535 32.171 <0.001
1=male
0 = female
Race
1 =white 0.3111 0.0513 36.824 <0.001
0 = other or
unknown
Hispanic 0.1018 0.0852 1.426 0.2324
Alcohol SUD -0.1375 0.0673 4.172 0.0411
Opioid SUD 0.4573 0.0654 48.941 <0.001
Other SUD -0.3126 0.0607 26.561 <0.001
Mental Health 1.8117 0.0513 1245.627 <0.001
Diagnosis
Age 0.0315 0.0021 223.789 <0.001
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A.9: SUD Emergency Department Visit Logistic Regression Results

Coefficient

Estimate

Std. Error

z-value

Pr (>]z])

(Intercept)

-3.3219

0.0125

-265.1204

<0.0001

Group
e 1 =target
e (0 =comparison

0.3983

0.0116

34.4264

<0.001

Post
o 1= After
implementation
e (0 =Before
implementation

0.0245

0.0101

2.4319

0.0150

Time (months starting
Nov 2015)

0.0050

0.0003

16.8460

<0.001

Group*Time
(Interaction of Group
and Time)

-0.0029

0.0004

-6.7586

<0.001

DiD (interaction of
Group and Post)

0.0256

0.0143

1.7936

0.0729

Hispanic
e 1=yes
e 0O=no

-0.1954

0.0076

-25.8015

<0.001

Age

0.0074

0.0002

46.6643

<0.001

Demonstration
population:
Blind/Disabled - Dental
Eligible

-0.6484

0.0076

-85.1366

<0.001

Demonstration
population: Current
eligible CHIP Children

-12.5365

9.5791

-1.3087

0.1906

Demonstration
population: Current
Eligibles - PCR

-0.5219

0.0079

-66.3487

<0.001

Demonstration
population:
Demonstration
population #3

-7.2908

1.000

-7.2904

<0.001
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Demonstration -3.2939 0.0102 -321.7179 <0.001
population: Non-1115

waiver

Demonstration 1.7091 0.0086 198.4212 <0.001

population: Targeted
adults
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A.10: SUD Inpatient Service Logistic Regression Results

population: Non-1115
waiver

Coefficient Estimate Std. Error z-value Pr(>|z])
(Intercept) -3.4558 0.0129 -267.6510 <0.001
Group 0.3895 0.0120 32.5198 <0.001
e 1 =target
e (0 =comparison
Post 0.0297 0.0104 2.9649 0.0042
o 1= After
implementation
e (0 =Before
implementation
Time (months starting 0.0055 0.0003 17.8598 <0.001
Nov 2015)
Group*Time -0.0027 0.0004 -6.1814 <0.001
(Interaction of Group
and Time)
DiD (interaction of 0.0196 0.0147 1.3359 0.1816
Group and Post)
Hispanic -0.2226 0.0079 -28.2653 <0.001
e 1l=vyes
e 0O=no
Age 0.0087 0.0002 53.0586 <0.001
Demonstration -0.6600 0.0078 -84.33=223 <0.001
population:
Blind/Disabled - Dental
Eligible
Demonstration -13.4243 15.7920 -.08501 0.3953
population: Current
eligible CHIP Children
Demonstration -0.4868 0.0081 -60.4257 <0.001
population: Current
Eligibles - PCR
Demonstration -13.6603 15.2376 -0.81<965 0.3700
population:
Demonstration
population #3
Demonstration -3.2788 0.0106 -309.9731 <0.001
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Demonstration
population: Targeted
adults

1.6995

0.0088

193.1223

<0.001

A.11: SUD Outpatient Services

Coefficient

Estimate

Std. Error

z-value

Pr(>]z])

(Intercept)

-0.2016

0.0230

-8.7595

<0.001

Group
e 1 =target
e (0 =comparison

-0.3708

0.0206

-18.0181

<0.001

Post

o 1= After
implementation

e (0 =Before
implementation

-0.1234

0.0172

-7.1796

<0.001

Time (months starting
Nov 2015)

0.0056

0.0005

11.0640

<0.001

Group*Time
(Interaction of Group
and Time)

-0.0059

0.0007

-7.8887

<0.001

DiD (interaction of
Group and Post)

0.3576

0.0248

14.4337

<0.001

Gender
e 1=male
e (0=female

-0.2039

0.0079

-25.6940

<0.001

Age

0.0023

0.0003

6.7124

<0.001

Demonstration
population:
Blind/Disabled - Dental
Eligible

-0.1539

0.0138

-11.1793

<0.001

Demonstration
population: Current
Eligibles - PCR

0.0927

0.0142

6.5161

<0.001

Demonstration
population: Non-1115
waiver

-0.0421

0.0161

-2.6185

0.0088

Demonstration
population: Targeted
adults

0.2057

0.0141

14.5471

<0.001
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A.12. SUD Withdrawal Management Services Logistic Regression Results

Coefficient

Estimate

Std. Error

z-value

Pr(>]z])

(Intercept)

-4.1691

0.1008

-41.3585

<0.001

Group
e 1 =target
e (0 =comparison

0.1802

0.0963

1.8719

0.0612

Post

o 1= After
implementation

e (0 =Before
implementation

0.2374

0.0877

2.7065

0.0068

Time (months starting
Nov 2015)

-0.0099

0.0027

-3.7222

0.0002

Group*Time
(Interaction of Group
and Time)

0.0011

0.0035

0.3190

0.7497

DiD (interaction of
Group and Post)

1.0375

0.1118

9.2834

<0.001

Gender
e 1=male
e 0=female

0.2252

0.0313

7.1952

<0.001

Age

0.0031

0.0014

2.2081

0.0272

Demonstration
population:
Blind/Disabled - Dental
Eligible

-0.6072

0.0589

-12.4248

<0.001

Demonstration
population: Current
Eligibles - PCR

-0.3714

0.0515

-7.2079

<0.001

Demonstration
population: Non-1115
waiver

-1.1692

0.0777

-15.0455

<0.001

Demonstration
population: Targeted
adults

-0.0800

0.0425

-1.8800

0.0601
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Attachment B
2020 Utah Medicaid Beneficiary Survey

QAge How old are you (in years)?

Skip To: End of Block If Condition: How old are you (in years)? Is Less Than 18. Skip To: End of Block.

QReside In which state do you currently reside?

¥ Alabama (1) ... | do not reside in the United States (53)
Skip To: End of Block If 50 States, D.C. and Puerto Rico != Utah

QEnrolled Are you currently enrolled in Medicaid?

Yes (1)

No (2)
Skip To: End of Block If Are you currently enrolled in Medicaid? = No
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Q1 What is the name of your Medicaid medical plan?

Healthy U Medicaid Health Insurance (1)

Medicaid Fee for Service (2)

Molina Healthcare (3)

SelectHealth Community Care (4)

Health Choice Utah (5)

Q2 How long have you received health care through your medical plan?

Less than 6 months (1)

6 months to 12 months (2)

More than 12 months (3)

Q3BRFSS Prior to being enrolled in your current medical plan, did you have other health care
coverage, including health insurance, prepaid plans such as HMO's or government plans such
as Medicare, or Indian Health Service?

Yes (1)

No (2)

Skip To: Q4 If Prior to being enrolled in your current medical plan, did you have other health care
coverage, in... = Yes

Skip To: Q5BRFSS If Prior to being enrolled in your current medical plan, did you have other health care
coverage, in... = No
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Q4 How long were you enrolled in that coverage?

Less than 6 months (1)
6 months to 11 months (2)
2 months to 23 months (3)

More than 24 months (4)

Q5BRFSS Was there a time before you were enrolled in your current medical plan when you
needed to see a doctor but could not because of cost?

Yes (1)

No (2)

Q6CAHPS
Prior to being enrolled in your medical plan, how would you rate your overall physical health?

Excellent (1)
Very good (2)
Good (3)
Fair (4)

Poor (5)
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Q7CAHPS
Prior to being enrolled in your medical plan, how would you rate your overall mental or
emotional health?

Excellent (1)

Very good (2)

Good (3)

Fair (4)

Poor (5)

Q8CAHPS Your Health Care in the Last 6 Months: These questions ask about your own health
care. Do not include care you got when you stayed overnight in a hospital. Do not include the
times you went for dental care visits.

In the last 6 months, did you have an illness, injury, or condition that needed care right away in
a clinic, emergency room or doctor's office?

Yes (1)

No (2)

Skip To: QICAHPS If Your Health Care in the Last 6 Months: These questions ask about your own health
care. Do notin... = Yes

Skip To: Q12CAHPS If Your Health Care in the Last 6 Months: These questions ask about your own
health care. Do notin... = No
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Q9CAHPS In the last 6 months, when you needed care right away, how often did you get care
as soon as you needed it?

Never (1)

Sometimes (2)

Usually (3)

Always (4)

Q10ED When you needed care right away, did you go to an emergency room?

Yes (1)

No (2)

Skip To: Q11ED$ If When you needed care right away, did you go to an emergency room? = Yes

Skip To: Q12CAHPS If When you needed care right away, did you go to an emergency room? = No

Q11ED$ When you received medical treatment in the emergency room, were you required to
pay a surcharge?

Yes (1)

No (2)

Q12CAHPS In the last 6 months, did you make any appointments for a check-up or routine care
at a doctor's office or clinic?

Yes (1)

No (2)
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Q13CAHPS In the last 6 months, not counting the times you went to an emergency room, how
many times did you go to a doctor's office or clinic to get health care for yourself?

None (1)
1time (2)
2 times (3)
3 times (4)
4 times (5)
5-9 times (6)

10 or more times (7)

Skip To: Q15CAHPS If In the last 6 months, not counting the times you went to an emergency room, how

many times did yo... = None

Q14CAHPS In the last 6 months, how often did you get an appointment for a check-up or
routine care at a doctor's office or clinic as soon as you needed?

Never (1)

Sometimes (2)

Usually (3)

Always (4)

Q15CAHPS What number would you use to rate all your health care?

WORST POSSIBLE BEST POSSIBLE

o1 2 3 4 5 6 7 8 9 10
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Worst to Best heaith care () '

Q16BRFSS In thinking about your physical health, which includes physical illness and injury, for
how many days during the past 30 days was your physical health not good?

0 10 20 30

How many days? () '

Q17BRFSS In thinking about your mental health, which includes stress, depression, and
problems with emotions, for how many days during the past 30 days was your mental health not
good?

0 10 20 30

How many days? () '

Q18BRFSS During the past 30 days, for about how many days did poor physical or mental
health keep you from doing your usual activities, such as self-care, work, or recreation?

0 10 20 30

How many days? () '

Q19CAHPS Your Personal Doctor: This is someone you would see if you need a check-up,
want advice about a health problem, or get sick or hurt.
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Do you have a personal doctor?

) Yes (1)

) No (2)

Skip To: Q20CAHPS If Your Personal Doctor: This is someone you would see if you need a check-up,
want advice about a h... = Yes

Skip To: Q26CAHPS If Your Personal Doctor: This is someone you would see if you need a check-up,
want advice about a h... = No

Q20CAHPS In the last 6 months, how many times did you visit your personal doctor to get care
for yourself?

) None (1)

1 time (2)

) 2 times (3)

() 3times (4)

() 4 times (5)

() 5to0 9times (6)

(10 or more times (7)
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Q21CAHPS In the last 6 months, how often did your personal doctor explain things in a way that
was easy to understand?

Never (1)

Sometimes (2)

Usually (3)

Always (4)

Q22CAHPS In the last 6 months, how often did your personal doctor listen carefully to you?

Never (1)

Sometimes (2)

Usually (3)

Always (4)

Q23CAPHS In the last 6 months, how often did your personal doctor show respect for what you
had to say?

Never (1)

Sometimes (2)

Usually (3)

Always (4)
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Q24CAHPS In the last 6 months, how often did your personal doctor spend enough time with
you?

Never (1)
Sometimes (2)
Usually (3)
Always (4)

Q25CAHPS What number would you use to rate your personal doctor?

WORST POSSIBLE BEST POSSIBLE

o1 2 3 4 5 6 7 8 9 10

Worst to Best doctor () +

Q26CAHPS Getting Dental Care: The next set of questions ask about your dental care,
including any orthodontic procedures.

In the last 6 months did you make any appointments to see a dentist?

Yes (1)

No (2)

Skip To: Q27CAHPS If Getting Dental Care: The next set of questions ask about your dental care,
including any orthodon... = Yes

Skip To: Q30ECHO If Getting Dental Care: The next set of questions ask about your dental care,
including any orthodon... = No
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Q27CAHPS
In the last 6 months, how often was it easy to get the care or treatment you needed?

Never (1)

Sometimes (2)

Usually (3)

Always (4)

My Medicaid health plan does not include dental care (5)

Q28CAHPS In the last 6 months, how often did you get an appointment to see a dentist as soon
as you needed?

Never (1)
Sometimes (2)
Usually (3)
Always (4)

Q29CAHPS What number would you use to rate the dentist or orthodontist you saw most often
in the last 6 months?

WORST POSSIBLE BEST POSSIBLE

o1 2 3 4 5 6 7 8 9 10

Worst to Best Dentist () '
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Q30ECHO Your Health Plan: The next questions ask about your experience with other benefits
available as part of your health care plan. For example, people can get counseling, treatment or
medicine for many different reasons, such as:

. For feeling depressed, anxious, or “stressed out”

. Personal problems (like when a loved one dies or when there are problems at work)
. Family problems (like marriage problems or when parents and children have trouble
getting along)

. Needing help with drug or alcohol use

. For mental or emotional illness

Are these health care services covered as part of your health care plan?

Yes (1)

No (2)

Don't know (3)

Q31ECHO If you felt depressed, needed assistance with drug or alcohol use, or mental or
emotional illness are there places in your community you could go to get the help needed?

Yes (8)

No (9)

Don't know (10)

Q32ECHO In the last 12 months, have you or a member of your household needed counseling,
treatment, or medicine for depression, drug or alcohol use, or mental or emotional iliness?

Yes (8)

No (9)

Skip To: Q33ECHO If In the last 12 months, have you or a member of your household needed
counseling, treatment, or me... = Yes

Skip To: Q36CAHPS If In the last 12 months, have you or a member of your household needed
counseling, treatment, or me... = No
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Q33ECHO In the last 12 months, when you or a member of your household needed counseling,
treatment, or medicine , how often were you or a family member able to see someone as soon
as needed?

Never (1)
Sometimes (2)
Usually (3)
Always (4)

Q34ECHO Using any number from 0 to 10, where 0 is the worst counseling or treatment
possible and 10 is the best counseling or treatment possible, what number would you use to
rate all the counseling or treatment in the last 12 months?

WORST POSSIBLE BEST POSSIBLE

o1 2 3 4 5 6 7 8 9 10

Worst to Best counseiing or treatment () '

Q35ECHO In the last 12 months, how much were you or a member of your household helped
by the counseling, treatment, or medicine?

Not at all (1)

A little (2)

Somewhat (3)

Alot (4)
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Q36CAHPS The last few questions ask about you?

In general, how would you rate your overall physical health?

Excellent (1)
Very good (2)
Good (3)
Fair (4)

Poor (5)

Q37CAHPS
In general, how would you rate your overall mental or emotional health?

Excellent (1)
Very good (2)
Good (3)
Fair (4)

Poor (5)

Q38CAHPS Are you male or female?

Male (1)

Female (2)
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Q39 What language do you mainly speak at home?

English (1)

Spanish (2)

Other (3)

Q40CAHPS What is the highest grade or level of school you have completed?

8th grade or less (1)

Some high school, but did not graduate (2)

High school graduate or GED (3)

Some college or 2-year degree (4)

4-year college graduate (5)

More than 4-year college degree (6)

Q41CAHPS Are you of Hispanic or Latino origin or descent?

Yes, Hispanic or Latino (1)

No, not Hispanic or Latino (2)
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Q42CAHPS What is your race?

White (1)

Black or African American (2)

Asian (3)

Native Hawaiian or Other Pacific Islander (4)

American Indian or Alaska Native (5)

Other (6)

Q43 Which county do you live in?

¥ Beaver (1) ... Weber (29)
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Q44BRFSS Are you currently. . ?

Employed for wages (1)

Self-employed (2)

Out of work for 1 year or more (3)

Out of work for less than 1 year (4)

A Homemaker (5)

A Student (6)

Retired (7)

Unable to work (8)
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Medicaid Beneficiary Survey Frequency Tables

How old are you (in years)?

Cumulative
Frequency Percent Valid Percent Percent
Valid .57 1 2 2 2
18.00 17 41 41 4.3
19.00 9 22 22 6.5
20.00 20 4.8 4.8 11.3
21.00 17 4.1 4.1 15.4
22.00 10 24 24 17.8
23.00 5 1.2 1.2 19.0
24.00 15 3.6 3.6 22.7
25.00 11 27 27 25.3
26.00 17 4.1 4.1 294
27.00 7 1.7 1.7 311
28.00 15 3.6 3.6 34.7
29.00 10 24 24 371
30.00 10 24 24 39.5
31.00 9 22 22 1.7
32.00 16 3.9 3.9 45.5
33.00 14 34 34 48.9
34.00 10 24 24 51.3
35.00 11 2.7 27 54.0
36.00 13 3.1 3.1 571
37.00 13 3.1 3.1 60.2
38.00 9 22 22 62.4
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39.00 7 1.7 1.7 64.1
40.00 7 1.7 1.7 65.8
41.00 12 29 29 68.7
42.00 7 1.7 1.7 70.4
43.00 5 1.2 1.2 71.6
44.00 6 1.4 1.4 73.0
45.00 5 1.2 1.2 74.2
46.00 6 1.4 1.4 75.7
47.00 7 1.7 1.7 77.3
48.00 9 22 22 79.5
49.00 8 1.9 1.9 81.4
50.00 9 22 22 83.6
51.00 7 1.7 1.7 85.3
52.00 6 1.4 1.4 86.7
53.00 4 1.0 1.0 87.7
54.00 3 a7 a7 88.4
55.00 2 5 5 88.9
57.00 2 5 5 89.4
58.00 3 a7 a7 90.1
59.00 2 5 5 90.6
60.00 5 1.2 1.2 91.8
61.00 4 1.0 1.0 92.8
62.00 1 2 2 93.0
63.00 1 2 2 93.3
64.00 4 1.0 1.0 94.2
65.00 3 a7 a7 94.9
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66.00 2 5 5 954
67.00 1 2 2 95.7
68.00 2 5 5 96.1
69.00 2 5 5 96.6
70.00 2 5 5 97.1
71.00 2 5 5 97.6
72.00 4 1.0 1.0 98.6
74.00 2 5 5 99.0
75.00 2 5 5 99.5
79.00 1 2 2 99.8
1999.00 1 2 2 100.0
Total 415 100.0 100.0

State of respondent

Cumulative
Frequency Percent Valid Percent Percent
Valid Utah 415 100.0 100.0 100.0

Are you currently enrolled in Medicaid?

Cumulative
Frequency Percent Valid Percent Percent
Valid Yes 415 100.0 100.0 100.0
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What is the name of your Medicaid medical plan?

Cumulative
Frequency Percent Valid Percent Percent

Valid Healthy U Medicaid Health 101 24.3 24.3 24.3

Insurance

Medicaid Fee for Service 26 6.3 6.3 30.6

Molina Healthcare 94 22.7 22.7 53.3

SelectHealth Community 131 31.6 31.6 84.8

Care

Health Choice Utah 63 15.2 15.2 100.0

Total 415 100.0 100.0

How long have you received health care through your medical plan?

Cumulative
Frequency Percent Valid Percent Percent
Valid Less than 6 months 100 241 241 241
6 months to 12 months 102 24.6 24.6 48.7
More than 12 months 213 51.3 51.3 100.0

Total 415 100.0 100.0

Prior to being enrolled in your current medical plan, did you
have other health care coverage, including health insurance,
prepaid plans such as HMO's or government plans such as
Medicare, or Indian Health Service?

Cumulative
Frequency Percent Valid Percent Percent
Valid Yes 179 431 431 431
No 236 56.9 56.9 100.0

Total 415 100.0 100.0
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How long were you enrolled in that coverage?

Cumulative
Frequency Percent Valid Percent Percent

Valid Less than 6 months 13 3.1 7.3 7.3
6 months to 11 months 28 6.7 15.6 22.9
2 months to 23 months 32 7.7 17.9 40.8
More than 24 months 106 25.5 59.2 100.0
Total 179 43.1 100.0

Missing System 236 56.9

Total 415 100.0

Was there a time before you were enrolled in your current
medical plan when you needed to see a doctor but could not
because of cost?

Cumulative
Frequency Percent Valid Percent Percent
Valid Yes 249 60.0 60.0 60.0
No 166 40.0 40.0 100.0

Total 415 100.0 100.0
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Prior to being enrolled in your medical plan, how would you rate
your overall physical health?

Cumulative
Frequency Percent Valid Percent Percent

Valid Excellent 52 12.5 12.5 12.5
Very good 85 20.5 20.5 33.0
Good 139 33.5 33.5 66.5
Fair 97 23.4 23.4 89.9
Poor 42 10.1 10.1 100.0
Total 415 100.0 100.0

Prior to being enrolled in your medical plan, how would you rate

your overall mental or emotional health?

Cumulative
Frequency Percent Valid Percent Percent

Valid Excellent 65 15.7 15.7 15.7
Very good 64 15.4 15.4 311
Good 111 26.7 26.7 57.8
Fair 109 26.3 26.3 84.1
Poor 66 15.9 15.9 100.0
Total 415 100.0 100.0
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Your Health Care in the Last 6 Months: These questions ask
about your own health care. Do not include care you got
when you stayed overnight in a hospital. Do not include the
times you went for dental care visits.

In the last 6 months, did you have an illness, injury, or
condition that needed care right away in a clinic, emergency
room or doctor's office?

Cumulative
Frequency Percent Valid Percent Percent
Valid Yes 199 48.0 48.0 48.0
No 216 52.0 52.0 100.0

Total 415 100.0 100.0

In the last 6 months, when you needed care right away, how often
did you get care as soon as you needed it?

Cumulative
Frequency Percent Valid Percent Percent

Valid Never 10 24 5.0 5.0
Sometimes 64 15.4 32.2 37.2
Usually 63 15.2 31.7 68.8
Always 62 14.9 31.2 100.0
Total 199 48.0 100.0

Missing System 216 52.0

Total 415 100.0
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When you needed care right away, did you go to an emergency

room?
Cumulative
Frequency Percent Valid Percent Percent

Valid Yes 141 34.0 70.9 70.9

No 58 14.0 29.1 100.0

Total 199 48.0 100.0
Missing System 216 52.0
Total 415 100.0

When you received medical treatment in the emergency room,
were you required to pay a surcharge?

Cumulative
Frequency Percent Valid Percent Percent
Valid Yes 41 9.9 29.1 291
No 100 241 70.9 100.0
Total 141 34.0 100.0
Missing System 274 66.0
Total 415 100.0

In the last 6 months, did you make any appointments for a
check-up or routine care at a doctor's office or clinic?

Cumulative
Frequency Percent Valid Percent Percent
Valid Yes 285 68.7 68.7 68.7
No 130 31.3 31.3 100.0

Total 415 100.0 100.0
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In the last 6 months, not counting the times you went to an emergency
room, how many times did you go to a doctor's office or clinic to get
health care for yourself?

Cumulative
Frequency Percent Valid Percent Percent
Valid None 107 25.8 25.8 258
1 time 72 17.3 17.3 43.1
2 times 78 18.8 18.8 61.9
3 times 60 14.5 14.5 76.4
4 times 25 6.0 6.0 82.4
5-9 times 44 10.6 10.6 93.0
10 or more times 29 7.0 7.0 100.0

Total 415 100.0 100.0

In the last 6 months, how often did you get an appointment for a
check-up or routine care at a doctor's office or clinic as soon as you

needed?
Cumulative
Frequency Percent Valid Percent Percent
Valid Never 16 3.9 5.2 5.2
Sometimes 113 27.2 36.7 41.9
Usually 109 26.3 354 77.3
Always 70 16.9 227 100.0
Total 308 74.2 100.0
Missing System 107 25.8
Total 415 100.0
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What number would you use to rate all your health care? -
Worst to Best health care

Cumulative
Frequency Percent Valid Percent Percent
Valid .00 3 T T T
1.00 3 T T 1.4
2.00 9 22 22 3.6
3.00 11 2.7 2.7 6.3
4.00 18 4.3 4.3 10.6
5.00 53 12.8 12.8 234
6.00 48 11.6 11.6 34.9
7.00 63 15.2 15.2 50.1
8.00 81 19.5 19.5 69.6
9.00 60 14.5 14.5 84.1
10.00 66 15.9 15.9 100.0

Total 415 100.0 100.0
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In thinking about your physical health, which includes
physical illness and injury, for how many days during the past
30 days was your physical health not good? - How many

days?
Cumulative
Frequency Percent Valid Percent Percent
Valid .00 56 13.5 13.5 13.5
1.00 36 8.7 8.7 22.2
2.00 27 6.5 6.5 28.7
3.00 29 7.0 7.0 35.7
4.00 24 5.8 5.8 414
5.00 28 6.7 6.7 48.2
6.00 17 4.1 4.1 52.3
7.00 12 2.9 2.9 55.2
8.00 9 22 22 57.3
9.00 10 24 24 59.8
10.00 23 5.5 5.5 65.3
11.00 14 34 3.4 68.7
12.00 7 1.7 1.7 70.4
13.00 8 1.9 1.9 72.3
14.00 6 14 14 73.7
15.00 13 3.1 3.1 76.9
16.00 6 14 14 78.3
17.00 4 1.0 1.0 79.3
18.00 1 2 2 79.5
19.00 4 1.0 1.0 80.5
20.00 12 2.9 2.9 83.4
21.00 8 1.9 1.9 85.3
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22.00

23.00

24.00

25.00

26.00

27.00

28.00

29.00

30.00

Total

29

415

1.0

1.4

1.0

1.2

1.4

7.0

100.0

1.0

1.4

1.0

1.2

1.4

7.0

100.0

86.3

87.7

88.7

89.9

91.3

92.0

92.8

93.0

100.0

In thinking about your mental health, which includes stress,
depression, and problems with emotions, for how many days
during the past 30 days was your mental health not good? -
How many days?

Cumulative
Frequency Percent Valid Percent Percent
Valid .00 43 10.4 10.4 10.4
1.00 23 5.5 5.5 15.9
2.00 22 5.3 5.3 21.2
3.00 15 3.6 3.6 24.8
4.00 14 34 34 28.2
5.00 21 5.1 5.1 33.3
6.00 17 4.1 4.1 37.3
7.00 13 3.1 3.1 40.5
8.00 8 1.9 1.9 424
9.00 7 1.7 1.7 441

138 | Page



Utah 1115 Demonstration Waiver Interim Evaluation Report

10.00

11.00

12.00

13.00

14.00

15.00

16.00

17.00

18.00

19.00

20.00

21.00

22.00

23.00

24.00

25.00

26.00

27.00

28.00

29.00

30.00

Total

28

11

17

14

25

12

38

415

6.7

1.7

2.7

1.9

1.9

4.1

3.4

1.9

1.4

1.2

6.0

29

1.4

1.0

4.1

1.0

1.2

1.2

9.2

100.0

6.7

1.7

2.7

1.9

1.9

4.1

3.4

1.9

1.4

1.2

6.0

29

1.4

1.0

4.1

1.0

1.2

1.2

9.2

100.0

50.8

52.5

55.2

57.1

59.0

63.1

66.5

68.4

69.9

711

771

80.0

81.4

82.2

83.1

87.2

88.2

89.4

90.6

90.8

100.0
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During the past 30 days, for about how many days did poor
physical or mental health keep you from doing your usual
activities, such as self-care, work, or recreation? - How many

days?
Cumulative
Frequency Percent Valid Percent Percent
Valid .00 56 13.5 13.5 13.5
1.00 35 8.4 8.4 21.9
2.00 26 6.3 6.3 28.2
3.00 17 4.1 4.1 323
4.00 13 3.1 3.1 35.4
5.00 15 3.6 3.6 39.0
6.00 13 3.1 3.1 42.2
7.00 11 2.7 2.7 44.8
8.00 9 22 22 47.0
9.00 7 1.7 1.7 48.7
10.00 16 3.9 3.9 52.5
11.00 9 22 22 547
12.00 11 2.7 2.7 57.3
13.00 6 14 14 58.8
14.00 15 3.6 3.6 62.4
15.00 18 43 43 66.7
16.00 7 1.7 1.7 68.4
17.00 5 1.2 1.2 69.6
18.00 5 1.2 1.2 70.8
19.00 4 1.0 1.0 71.8
20.00 22 5.3 5.3 771
21.00 15 3.6 3.6 80.7
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22.00 8 1.9 1.9
23.00 10 2.4 2.4
24.00 4 1.0 1.0
25.00 8 1.9 1.9
26.00 3 a7 a7
27.00 2 5 5
28.00 4 1.0 1.0
29.00 1 2 2
30.00 40 9.6 9.6
Total 415 100.0 100.0

82.7

85.1

86.0

88.0

88.7

89.2

90.1

90.4

100.0

Your Personal Doctor: This is someone you would see if you
need a check-up, want advice about a health problem, or get

sick or hurt.

Do you have a personal doctor?

Cumulative
Frequency Percent Valid Percent Percent
Valid  Yes 293 70.6 70.6 70.6
No 122 294 294 100.0
Total 415 100.0 100.0
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In the last 6 months, how many times did you visit your personal doctor
to get care for yourself?

Cumulative
Frequency Percent Valid Percent Percent

Valid None 36 8.7 12.3 12.3
1 time 79 19.0 27.0 39.2
2 times 65 15.7 22.2 61.4
3 times 52 12.5 17.7 79.2
4 times 22 53 7.5 86.7
5to 9times 26 6.3 8.9 95.6
10 or more times 13 3.1 4.4 100.0
Total 293 70.6 100.0

Missing System 122 29.4

Total 415 100.0

In the last 6 months, how often did your personal doctor explain
things in a way that was easy to understand?

Cumulative
Frequency Percent Valid Percent Percent

Valid Never 25 6.0 8.5 8.5
Sometimes 35 8.4 11.9 20.5
Usually 76 18.3 259 46.4
Always 157 37.8 53.6 100.0
Total 293 70.6 100.0

Missing System 122 29.4

Total 415 100.0
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In the last 6 months, how often did your personal doctor listen
carefully to you?

Cumulative
Frequency Percent Valid Percent Percent

Valid Never 22 53 7.5 7.5
Sometimes 38 9.2 13.0 20.5
Usually 76 18.3 259 46.4
Always 157 37.8 53.6 100.0
Total 293 70.6 100.0

Missing System 122 294

Total 415 100.0

In the last 6 months, how often did your personal doctor show
respect for what you had to say?

Cumulative
Frequency Percent Valid Percent Percent

Valid Never 23 5.5 7.8 7.8
Sometimes 30 7.2 10.2 18.1
Usually 71 17.1 24.2 42.3
Always 169 40.7 57.7 100.0
Total 293 70.6 100.0

Missing System 122 294

Total 415 100.0
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In the last 6 months, how often did your personal doctor spend

enough time with you?

Cumulative
Frequency Percent Valid Percent Percent

Valid Never 20 4.8 6.8 6.8
Sometimes 56 13.5 19.1 25.9
Usually 93 22.4 31.7 57.7
Always 124 29.9 42.3 100.0
Total 293 70.6 100.0

Missing System 122 294

Total 415 100.0

What number would you use to rate your personal doctor? -

Worst to Best doctor

Cumulative
Frequency Percent Valid Percent Percent

Valid .00 4 1.0 1.4 1.4
1.00 4 1.0 1.4 2.7
3.00 8 1.9 27 5.5
4.00 12 2.9 4.1 9.6
5.00 21 5.1 7.2 16.7
6.00 8 1.9 27 19.5
7.00 27 6.5 9.2 28.7
8.00 36 8.7 12.3 41.0
9.00 48 11.6 16.4 57.3
10.00 125 30.1 42.7 100.0
Total 293 70.6 100.0
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Missing System 122 29.4

Total 415 100.0

Getting Dental Care: The next set of questions ask about your
dental care, including any orthodontic procedures.

In the last 6 months did you make any appointments to see a

dentist?
Cumulative
Frequency Percent Valid Percent Percent
Valid  Yes 164 39.5 39.5 39.5
No 251 60.5 60.5 100.0
Total 415 100.0 100.0

In the last 6 months, how often was it easy to get the care or treatment you

needed?
Cumulative
Frequency Percent Valid Percent Percent
Valid Never 10 24 6.1 6.1
Sometimes 29 7.0 17.7 23.8
Usually 44 10.6 26.8 50.6
Always 52 12.5 317 82.3
My Medicaid health plan 29 7.0 17.7 100.0
does not include dental care
Total 164 39.5 100.0
Missing System 251 60.5
Total 415 100.0
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In the last 6 months, how often did you get an appointment to see a
dentist as soon as you needed?

Cumulative
Frequency Percent Valid Percent Percent

Valid Never 16 3.9 9.8 9.8
Sometimes 54 13.0 32.9 42.7
Usually 40 9.6 244 67.1
Always 54 13.0 32.9 100.0
Total 164 39.5 100.0

Missing System 251 60.5

Total 415 100.0

What number would you use to rate the dentist or orthodontist
you saw most often in the last 6 months? - Worst to Best Dentist

Cumulative
Frequency Percent Valid Percent Percent
Valid .00 4 1.0 24 24
1.00 2 5 1.2 3.7
2.00 3 T 1.8 5.5
3.00 8 1.9 4.9 10.4
4.00 6 1.4 3.7 14.0
5.00 9 22 5.5 19.5
6.00 18 4.3 11.0 30.5
7.00 17 4.1 10.4 40.9
8.00 21 5.1 12.8 53.7
9.00 26 6.3 15.9 69.5
10.00 50 12.0 30.5 100.0
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Total 164 39.5 100.0
Missing System 251 60.5
Total 415 100.0

Your Health Plan: The next questions ask about your experience
with other benefits available as part of your health care plan. For
example, people can get counseling, treatment or medicine for
many different reasons, such as:

For feeling depressed, anxious, or “stressed

out”

Personal problems (like when a loved one dies or

when there are problems at work)

Family problems (like marriage problems or when

parents and children have trouble getting along)

Needing help with drug or alcohol use

For mental or emotional illness

147 | Page



Utah 1115 Demonstration Waiver Interim Evaluation Report

Are these health care services covered as part of your health care

plan?
Cumulative
Frequency Percent Valid Percent Percent

Valid Yes 227 54.7 79.9 79.9

No 57 13.7 20.1 100.0

Total 284 68.4 100.0
Missing System 131 31.6
Total 415 100.0

If you felt depressed, needed assistance with drug or alcohol use,
or mental or emotional iliness are there places in your community
you could go to get the help needed?

Cumulative
Frequency Percent Valid Percent Percent
Valid  Yes 286 68.9 68.9 68.9
No 46 11.1 11.1 80.0
Don't know 83 20.0 20.0 100.0

Total 415 100.0 100.0
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In the last 12 months, have you or a member of your
household needed counseling, treatment, or medicine for
depression, drug or alcohol use, or mental or emotional

iliness?
Cumulative
Frequency Percent Valid Percent Percent
Valid  Yes 226 54.5 54.5 54.5
No 189 455 455 100.0
Total 415 100.0 100.0

In the last 12 months, when you or a member of your household
needed counseling, treatment, or medicine , how often were you or a
family member able to see someone as soon as needed?

Cumulative
Frequency Percent Valid Percent Percent

Valid Never 26 6.3 11.5 11.5
Sometimes 62 14.9 274 38.9
Usually 80 19.3 354 74.3
Always 58 14.0 257 100.0
Total 226 54.5 100.0

Missing System 189 455

Total 415 100.0
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Using any number from 0 to 10, where 0 is the worst counseling
or treatment possible and 10 is the best counseling or treatment

possible, what number would you use to rate all the counseling
or treatment in the last 12 months? - Worst to Best counseling or

treatment
Cumulative
Frequency Percent Valid Percent Percent
Valid .00 8 1.9 3.5 3.5
1.00 5 1.2 22 5.8
2.00 15 3.6 6.6 12.4
3.00 12 2.9 5.3 17.7
4.00 19 46 8.4 26.1
5.00 19 46 8.4 345
6.00 21 5.1 9.3 43.8
7.00 31 7.5 13.7 57.5
8.00 32 7.7 14.2 7.7
9.00 27 6.5 11.9 83.6
10.00 37 8.9 16.4 100.0
Total 226 54.5 100.0
Missing System 189 45.5
Total 415 100.0
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In the last 12 months, how much were you or a member of your
household helped by the counseling, treatment, or medicine?

Cumulative
Frequency Percent Valid Percent Percent

Valid Not at all 24 5.8 10.6 10.6
A little 62 14.9 27.4 38.1
Somewhat 76 18.3 33.6 71.7
A lot 64 15.4 28.3 100.0
Total 226 54.5 100.0

Missing System 189 45.5

Total 415 100.0

The last few questions ask about you?

In general, how would you rate your overall physical health?

Cumulative
Frequency Percent Valid Percent Percent
Valid Excellent 51 12.3 12.3 12.3
Very good 87 21.0 21.0 33.3
Good 136 32.8 32.8 66.0
Fair 103 24.8 24.8 90.8
Poor 38 9.2 9.2 100.0

Total 415 100.0 100.0
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In general, how would you rate your overall mental or emotional

health?
Cumulative
Frequency Percent Valid Percent Percent
Valid Excellent 50 12.0 12.0 12.0
Very good 71 171 171 29.2
Good 113 27.2 27.2 56.4
Fair 129 31.1 31.1 87.5
Poor 52 12.5 12.5 100.0
Total 415 100.0 100.0
Are you male or female?
Cumulative
Frequency Percent Valid Percent Percent
Valid Male 150 36.1 36.1 36.1
Female 265 63.9 63.9 100.0

Total 415 100.0 100.0
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What language do you mainly speak at home? - Selected Choice

Cumulative
Frequency Percent Valid Percent Percent
Valid English 400 96.4 96.4 96.4
Spanish 9 2.2 2.2 98.6
Other 6 14 14 100.0
Total 415 100.0 100.0

What language do you mainly speak at home? - Other - Text

Cumulative
Frequency Percent Valid Percent Percent
Valid 410 98.8 98.8 98.8
Arabic 2 5 5 99.3
Karen 1 2 2 99.5
Vietnamese 2 5 5 100.0
Total 415 100.0 100.0
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What is the highest grade or level of school you have completed?

Cumulative
Frequency Percent Valid Percent Percent
Valid 8th grade or less 9 2.2 2.2 2.2
Some high school, but did 31 7.5 7.5 9.6
not graduate
High school graduate or GED 143 34.5 34.5 441
Some college or 2-year 152 36.6 36.6 80.7
degree
4-year college graduate 55 13.3 13.3 94.0
More than 4-year college 25 6.0 6.0 100.0
degree
Total 415 100.0 100.0
Are you of Hispanic or Latino origin or descent?
Cumulative
Frequency Percent Valid Percent Percent
Valid Yes, Hispanic or Latino 64 15.4 15.5 15.5
No, not Hispanic or Latino 349 84.1 84.5 100.0
Total 413 99.5 100.0
Missing System 2 5
Total 415 100.0
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What is your race? - Selected Choice

Cumulative
Frequency Percent Valid Percent Percent
Valid  White 356 85.8 85.8 85.8
Black or African American 13 3.1 3.1 88.9
Asian 15 3.6 3.6 92.5
Native Hawaiian or Other 6 1.4 1.4 94.0
Pacific Islander
American Indian or Alaska 8 1.9 1.9 95.9
Native
Other 17 4.1 4.1 100.0
Total 415 100.0 100.0
What is your race? - Other - Text
Cumulative
Frequency Percent Valid Percent Percent
Valid 399 96.1 96.1 96.1
American Chileno 1 2 2 96.4
Black and white 2 5 5 96.9
Egyptian 1 2 2 97.1
Hidpanic 1 2 2 97.3
hispanic 1 2 2 97.6
Hispanic 4 1.0 1.0 98.6
latino 1 2 2 98.8
Latino 1 2 2 99.0
Mexican 1 2 2 99.3
Mixed 1 2 2 99.5
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Multi racial 1 2 2
white,black,and native 1 2 2
american
Total 415 100.0 100.0
Which county do you live in?
Cumulative
Frequency Percent Valid Percent Percent
Valid Box Elder 7 1.7 1.7 1.7
Cache 8 1.9 1.9 3.6
Carbon 3 T 7 43
Davis 28 6.7 6.8 11.1
Duchesne 6 1.4 1.4 12.6
Emery 1 2 2 12.8
Iron 11 2.7 27 15.5
Juab 2 5 5 15.9
Millard 2 5 5 16.4
Salt Lake 157 37.8 37.9 54.3
San Juan 1 2 2 54.6
Sanpete 5 1.2 1.2 55.8
Sevier 3 7 7 56.5
Summit 2 5 5 57.0
Tooele 6 1.4 1.4 58.5
Uintah 2 5 5 58.9
Utah 101 24.3 244 83.3
Wasatch 6 1.4 1.4 84.8
Washington 13 3.1 3.1 87.9
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Weber 50 12.0 12.1 100.0
Total 414 99.8 100.0
Missing System 1 2
Total 415 100.0
Are you currently. . ?
Cumulative
Frequency Percent Valid Percent Percent
Valid Employed for wages 132 31.8 31.8 31.8
Self-employed 34 8.2 8.2 40.0
Out of work for 1 year or 27 6.5 6.5 46.5
more
Out of work for less than 1 31 7.5 7.5 54.0
year
A Homemaker 40 9.6 9.6 63.6
A Student 32 7.7 7.7 71.3
Retired 26 6.3 6.3 77.6
Unable to work 93 224 22.4 100.0
Total 415 100.0 100.0
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Attachment C

CMS-approved Evaluation Design
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UTAH 1115 PRIMARY CARE NETWORK
DEMONSTRATION WAIVER

SUBSTANCE USE DISORDER
EVALUATION DESIGN

Prepared by: Rodney W. Hopkins, M.S.
Kristen West, MPA

Social Research Institute
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INTRODUCTION

In October 2017, the Utah Department of Health (UDOH), Division of Medicaid and Health Financing
(DMHF) received a five-year extension to its 1115 Primary Care Network (PCN) Demonstration Waiver.
This extension adds covered benefits and continues providing health coverage to eight vulnerable
population groups, some of whom are not eligible for Medicaid under the state plan.

This proposal will both track the general performance of the 1115 waiver and evaluate demonstration
impacts and outcomes. Results of the evaluation will be presented in a series of annual reports, as well as
interim and final evaluation reports. This draft proposal identifies the general design and approach of the
evaluation in response to the required Special Terms and Conditions (STC’s).

A.GENERAL BACKGROUND INFORMATION

Utah’s 1115 PCN Demonstration Waiver (hereinafter referred to as “Demonstration”) is a statewide
waiver that was originally approved on February 8, 2002 and implemented on July 1, 2002. Since that
time, the Demonstration has been extended and amended several times to add additional benefits and
Medical programs. Most recently, the Demonstration was amended and approved on October 31, 2017
with an approval period through June 30, 2022. The evaluation will cover the Demonstration approval
period.

Waiver Population Groups
The Demonstration authorizes the State of Utah to administer the following medical programs and
benefits:

e PCN Program (Demonstration Population I) - Provides a limited package of preventive and
primary care benefits to adults age 19-64.

e Current Eligibles - Provides a slightly reduced benefit package for adults receiving
Parent/Caretaker Relative (PCR) Medicaid.

e Utah’s Premium Partnership Program (UPP) (Demonstration Populations III, V & VI) - Provides
premium assistance to pay the individual’s or family’s share of monthly premium costs of
employer sponsored insurance or COBRA.

e Targeted Adult Medicaid- Provides state plan Medicaid benefits to a targeted group of adults
without dependent children.

e Former Foster Care Youth from Another State- Provides state plan Medicaid benefits to former
foster care youth from another state up to age 26.

e Dental Benefits for Individuals who are Blind or Disabled- Provides dental benefits to individuals
age 18 and older with blindness or disabilities.

e Substance Use Disorder (SUD) Residential Treatment- Allows the State to provide a broad
continuum of care which includes SUD residential treatment in an Institution for Mental Disease
(IMD) for all Medicaid eligible individuals.
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This Evaluation Design will focus on the SUD component of the Demonstration, which provides a broad
continuum of care for all Medicaid eligible individuals. This is an important Medicaid addition due to the
significant impact substance use disorders have on the health and well-being of Utahans.

Prior to the approval of this demonstration, individuals who were receiving SUD residential treatment in
an IMD were not eligible to receive Medicaid. SUD services provided in residential and inpatient
treatment settings that qualified as an IMD, were not otherwise matchable expenditures under section
1903 of the Act. Individuals needing treatment waited months to receive residential treatment due to the
low number of treatment beds available in smaller facilities. Prior to implementation of the
demonstration, there were approximately 50 treatment beds available. Since implementation,
approximately 490 additional treatment beds have been added Statewide. The State currently has seven
SUD treatment facilities that meet the definition of a SUD IMD facility.

Substance Use Disorders in the United States

Behavioral health disorders, which include substance use and mental health disorders, affect millions of
adolescents and adults in the United States and contribute heavily to the burden of disease."*? Illicit drug
use, including the misuse of prescription medications, affects the health and well-being of millions of
Americans. Cardiovascular disease, stroke, cancer, infection with the human immunodeficiency virus
(HIV), hepatitis, and lung disease can all be affected by drug use. Some of these effects occur when drugs
are used at high doses or after prolonged use. However, other adverse effects can occur after only one or a
few occasions of use.* Addressing the impact of substance use alone is estimated to cost Americans more
than $600 billion each year.’

Reducing SUD and related problems is critical to Americans’ mental and physical health, safety, and
quality of life. SUDs occur when the recurrent use of alcohol or other drugs (or both) causes clinically
significant impairment, including health problems, disability, and failure to meet major responsibilities at
work, school, or home. These disorders contribute heavily to the burden of disease in the United States.
Excessive substance use and SUDs are costly to our nation due to lost productivity, health care, and
crime. %78 Approximately 23.3 million people aged 12 or older in 2016 had SUDs in the past year,
including 15.6 million people with an alcohol use disorder and 7.4 million people with an illicit drug use
disorder.’

Among those dealing with SUDs, opioid misuse, overdose and addiction, occurs in only a subset of
individuals prescribed opioid medications for pain relief. However, because many individuals take
opioids, the number of Americans affected is significant. According to the Centers for Disease Control
and Prevention (CDC), deaths due to prescription opioid pain medication overdose in the US have more
than quadrupled from 1999 to 2011. '° In addition to the increase in drug-related deaths, the rise in opioid
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prescribing has led to increases in the prevalence of opioid use disorder. !! Other research has
demonstrated that the so-called opioid epidemic has a disproportionate impact on Medicaid beneficiaries.
Medicaid beneficiaries are prescribed painkillers at twice the rate of non-Medicaid patients and are at
three-to-six times the risk of prescription painkillers overdose.'? * North Carolina found that while the
Medicaid population represented approximately 20 percent of the overall state population, it accounted
for one-third of drug overdose deaths, the majority of which were caused by prescription opioids. '* One
study from the state of Washington found that 45 percent of people who died from prescription opioid
overdoses were Medicaid enrollees. '

Substance Use Disorders in Utah

According to the 2016 National Survey of Drug Use and Health, in Utah there were an estimated 134,764
adults in need of treatment for alcohol and/or drug dependence or abuse.!® For youth in grades 6 through
12 in 2017 there were 11,804 in need of treatment. However, only 13,780 adults and 1,179 youth
received SUD treatment services in FY 2017.17 Of those in treatment, 46% received outpatient, 21%
received intensive outpatient, 21% participated in detox, and 12% participated in residential treatment.
Seventy-one percent of those in treatment were retained for 60 or more days. In 2017, Opioids were the
top drug of choice at admission (32%). '

Utah has experienced a sharp increase in opioid related deaths since 2000. Recent data suggests that the
number of deaths due to opioids peaked initially in 2007, then showed a promising decreasing trend
through 2010, before increasing dramatically once more from 2011 through 2015. Emergency department
encounters data over the same timeframe shows a steady increase through 2012, with a small decrease
observed from 2012 to 2014. Males accounted for approximately 60% of opioid deaths in 2013, but the
gap between males and females has shrunk so that by 2015 males accounted for only 54% of deaths. For
emergency department encounters, the opposite has been true. In the past, females have traditionally
accounted for more visits than males. However, similar to the death data, the gap between females and
males has been closing. In 2014, the percentage of emergency department encounters for males and
females was essentially even (50.3% vs. 49.7% for females and males, respectively). !

However, SUDs are preventable and treatable. The Utah State Division of Substance Abuse and Mental
Health (DSAMH) has statutory oversight of substance abuse and mental health treatment services
statewide through local county authority programs. SUD services are available to all Medicaid members
statewide. A full continuum of SUD services becomes even more critical in an effort to address the needs
of Medicaid members. 2

B. EVALUATION QUESTIONS & HYPOTHESES

The primary goals of the waiver are to increase access, improve quality, and expand coverage to eligible
Utahans. To accomplish these goals, the Demonstration includes several key activities including
enrollment of new populations, quality improvement, and benefit additions or changes. This evaluation
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plan will describe how the University of Utah’s Social Research Institute (SRI) will document the
implementation of the key goals of the Demonstration, the changes associated with the waiver including
the service outputs, and most importantly, the outcomes achieved over the course of the Demonstration.

Evaluation Purpose

SRI will conduct an evaluation of the Utah 1115 PCN Demonstration Waiver by establishing research
questions and a study design that is responsive to the hypotheses identified by UDOH. SRI will
collaborate with UDOH and DSAMH to obtain the appropriate data to conduct the analysis needed to
complete the required evaluation reports on an annual basis, and at each subsequent renewal or extension
of the demonstration waiver. This includes an evaluation of the overall waiver and the SUD component.
The SUD evaluation is addressed in this document.
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C.METHODOLOGY
Evaluation Approach

To evaluate the different components of the waiver demonstration, we envision three main phases of
work: (1) data assessment and collection, (2) analysis, and (3) reporting. The last phase will include both
reporting of waiver findings to UDOH in response to the STC’s and also providing written summary
reports for submission to the Centers for Medicare and Medicaid Services (CMS). The first key task—
development of the evaluation design plan—appears at the top of Figure 1. This plan will specify the key
research questions the evaluation will address for each demonstration component, as well as the primary
data sources and methodologies that will be used. This plan will guide decision making at all levels of the
study and drive the content of the reporting tasks.

Figure 1. Project vision

Data assessment
Analysis
Reporting

1. Evaluation Design
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Due to the unique target population groups included in the Demonstration evaluation, a combination of
design approaches will be implemented. First, for several of the SUD hypotheses demonstration
components pre / post comparison will be conducted. Second, other SUD hypotheses will consist of a pre
/ post comparison where the target population will serve as its own control group. A time series design
will be employed for most of the individual analysis using pre-Demonstration as a baseline and then using
the first year as baseline where no pre-Demonstration data are available due to the nature of the individual
target population. A quasi-experimental design (difference-in-difference, DiD) approach will be used to
estimate the effect by comparing the SUD (IMD) residential treatment service expansion in Salt Lake and
Utah Counties with other counties (Davis, Weber, and Washington). The use of both quantitative and
qualitative data will be important to this design. Quantitative data will come from Utah Medicaid claims.
Qualitative data will come from a SUD beneficiary survey.

The specific evaluation questions to be addressed are based on the following criteria:

1) Potential for improvement, consistent with the key goals of the Demonstration;

2) Potential for measurement, including (where possible and relevant) baseline measures that can help to
isolate the effects of Demonstration initiatives and activities over time; and

3) Potential to coordinate with the UDOH’s ongoing performance evaluation and monitoring efforts.
Once research questions are selected to address the Demonstration’s major program goals and activities,
specific variables and measures will then be identified to correspond to each research question. Finally, a
process for identifying data sources that are most appropriate and efficient in answering each of the
evaluation questions will be identified. The evaluation team will use all available data sources. The timing
of data collection periods will vary depending on the data source, and on the specific Demonstration
activity.

2. Target and Comparison Populations

The target population includes any Medicaid beneficiary with a substance abuse disorder (SUD)
diagnosis. Several comparison population groups will be used in this evaluation. The first will be
comprised of the target population, which will serve as its own comparison group longitudinally, where
the research question will compare service utilization differences across the demonstration period. The
second group that will be used as a comparison population for some of the SUD components will be
members who previously received SUD treatment services in counties without access to an IMD. A
difference-in-difference (DiD) approach will be used to estimate the effect by comparing the SUD (IMD)
residential treatment service expansion in Salt Lake and Utah Counties with counties (Davis, Weber, and
Washington) where there was no residential expansion. At the present time, these three counties have
elected not to establish an IMD residential facility. Table 1 below summarizes the residential population
and those that have received SUD treatment in the counties through publicly funded treatment programs.
The source of these data is DSAMH Treatment Episode DataSet (TEDS). These five counties will be
included in the DiD design comparison.
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Table 1: Summary of target populations in SUD DiD design counties in Utah.

2016 2017 2018
Salt Lake 1,152,633 7,497 36/21/10/33 35/19/13/33 30/17/17/36
Utah 622,213 1,229 29/29/27/15 29/29/28/14 33/27/21/18

Davis 351,713 1,548 55/31/14/0 58/29/13/0 75/19/6/0
Washington 171,700 596 44/35/21/0 48/31/21/0 53/28/19/0
Weber 256,359 1,757 81/14/5/0 77/18/5/0 73/22/5/0

The third comparison population will include patients in publicly funded treatment programs receiving
substance services who complete annual MHSIP survey which will serve as a comparison group for the
consumer survey that will be administered to SUD beneficiaries.

3. Evaluation Period

The SUD waiver evaluation components will use pre-demonstration data from January 2016 to October
2017 to understand trends in treatment services and for state-level benchmarking of treatment outcomes.
The State is aware that many measures with an established measure steward require reporting according
to calendar year. This includes:

e [Initiation and Engagement of Alcohol and Other Drug Dependence Treatment;

e Continuity of Pharmacotherapy for OUD; and

e Follow-up after Emergency department visit for alcohol and other drug abuse or dependence
For these measures, the State will use a pre-post approach. Calendar year 2016 will serve as the pre-
demonstration year. Calendar year 2017 will be reported and observed for trend, however it will be a
partial-demonstration year due to the demonstration begin date of November 1, 2017. Calendar year 2018
will serve as the first full post-demonstration year.

The 1% year of the waiver will serve as the baseline using a post-only approach for some State-created
measures as noted in Table 2 below. The post-only approach will be used due to the lack of a national
benchmark in these measures that may inform the State on relevant performance. Data to be used for the
evaluation will span the entire Demonstration period (11/1/2017 — 6/30/2022) for the targeted population
groups and for the comparison groups identified.

4. Evaluation Measures
The measures to be used in the SUD evaluation include nationally standardized data collection protocols
such as NFQ #0004, Initiation and Engagement of Alcohol and Other Drug Dependence Treatment,
Continuity of Pharmacotherapy for OUD (NQF #3175), and qualitative data from a beneficiary survey
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that focuses on health care satisfaction, access, and quality. The specific measures are listed in Table 2
below.

5. Data Sources

The State will use four data sources to conduct the evaluation plan. First, UDOH’s Medicaid HIPAA
transaction set consisting of all Utah claims and encounters data. Data from this source is available prior
to the November 2017 waiver approval and throughout the demonstration. Second, the DSAMH TEDS
Admission and Discharge record is an electronic client data file that includes data from all publicly
funded SUD treatment service providers in Utah. This data file includes required standardized variables
that are submitted to the Substance Abuse and Mental Health Administration (SAMHSA) for its State
Outcomes Measurement and Management System (SOMMS) as well as variables that are required for the
National Outcome Measures (NOMS). The file includes more than 100 variables ranging from most
current diagnosis (ASAM levels), Drug Court Submissions, referral sources, waiting time to enter
treatment, to criminogenic risk level. TEDS data is also available prior to the waiver and annually moving
forward. Third, the State will conduct a SUD beneficiary survey annually. Fourth, the State’s Vital
Records dataset will be used to identify overdose deaths.

6. Analytic Methods

A combination of quantitative statistical methods will be used for the analysis. Specific measures will be
utilized for each demonstration as detailed in Table 2. While the Demonstration seeks to increase service
provision and promote quality care, observed changes may be attributed to the Demonstration itself
and/or external factors, including other State- or national-level policy or market changes or trends. For
each Demonstration activity, a conceptual framework will be developed depicting how specific
Demonstration goals, tasks, activities, and outcomes are causally connected to serve as the basis for the
evaluation methodology. Methods chosen will attempt to account for any known or possible external
influences and their potential interactions with the Demonstration’s goals and activities. The evaluation
will seek to isolate the effects of the Demonstration on the observed outcomes in several ways:

First, the evaluation will incorporate baseline measures and account for trends for each of the selected
variables included in the evaluation. Medicaid data for each of the targeted variables and measures will
be analyzed annually so that outcome measures and variables can be monitored on a regular basis. The
hypotheses in Table 2 involving the DiD design compare SUD residential expansion counties with SUD
residential services in non-expansion counties.

Second, the evaluation will use known state benchmarks for publicly funded SUD treatment annually to
measure Demonstration outcomes related to domains of consumer experience with treatment services.
Specifically, those seven domains are: Satisfaction, Access, Quality, Participation, Outcomes, Social
Connectedness, and Functioning. 2! These variables are collected by the DSAMH annually among
publicly funded SUD service providers. This DSAMH data cannot be linked to specific Medicaid
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enrollees, therefore, the waiver evaluation will conduct its own SUD beneficiary survey. The Utah
MHSIP data collected during State fiscal year 2020-2022 will be used as a state benchmark for
comparison to the SUD beneficiary survey results. Since the MHSIP survey has demonstrated modest
correlations in magnitude in the predicted directions, with greater patient satisfaction being associated
with lower symptoms and more positive outcomes,* the same questions will be used in the
Demonstration survey. This data will be analyzed with descriptive statistics such as frequencies,
percentages, and t-tests.
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D.METHODOLOGICAL LIMITATIONS

The first potential limitation is ensuring each individual analysis is based on unduplicated data. SRI
staff will work closely with Utah Medicaid data personnel and DSAMH to ensure the data used for final
analysis is as accurate as possible and that error in matching the TEDS Admission and Discharge data
set to Medicaid claims data has been minimized to avoid duplication. There are also limitations of
conducting a time series analysis without a comparison group. For example, data collected at different
times are not mutually independent, which means a single chance event may affect all later data points.
As aresult, the true pattern or trend underlying time series data can be difficult to discern.

E. ATTACHMENTS

A. Independent Evaluator

The Social Research Institute (SRI) will conduct all activities related to this proposal to fulfill the
evaluation requirements of Utah’s 1115 PCN Waiver with specific emphasis on conducting data analysis
to ensure timely reporting. SRI was established in 1982 as the research arm of the College of Social
Work. Its goal is to be responsive to the needs of community, state, national and international service
systems and the people these systems serve. Through collaborative efforts, SRI facilitates innovative
research, training and demonstration projects. SRI provides technical assistance and research services in
the following functional areas: conducting quantitative and qualitative research; designing and
administering surveys; analyzing and reporting data analysis; designing and conducting needs
assessments of public health and social service problems and service systems; planning and implementing
service delivery programs; evaluating program and policy impacts; training in research methods and data
analysis; providing technical assistance.

SRI staff are experienced in complying with state and federal laws regarding protecting human subjects
and assuring confidentiality of data. SRI will complete the required IRB applications for this project
including any data sharing agreements that may be necessary. SRI staff comply with generally accepted
procedures to safeguard data by ensuring all data is stored on password protected and encrypted
computers. Specifically, we use two-factor authentication (2FA) verification as an extra layer of security.
All data collection and analysis SRI is responsible for will be based on the agreed upon data collection
plan and in accordance with HIPAA-compliant data management systems available to University of Utah
researchers.

Data Security and Storage

SRI will store UDOH’s Medicaid (HIPPA transaction set) in the University’s REDCap application.
REDCap is a secure database with the ability to create web-accessible forms, continuous auditing, and a
flexible reporting system. Controls within REDCap allow researchers to specify differential levels of data

Social Research Institute

College of Social Work
», THE UNIVERSITY OF UTAH
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access to individuals involved with a REDCap project, including restrictions to HIPAA-sensitive
identifiers. REDCap is located on a secure, 21 CFR Partl1 compliant server farm within the Center for
High Performance Computing (CHPC) at University of Utah. Data are backed up every hour with the
hourly backups being incorporated into the regular backup-recovery data process (nightly, weekly, and
monthly), which includes off-site storage. Routine data recovery and disaster recovery plans are in place
for all research data. During analysis, de - identified data may be maintained on University of Utah-
encrypted computers or hard-drives in compliance with University policy.

Independent Evaluator Selection Process

SRI staff have contracted with the Utah Department of Human Services, Division of Child and Family
Services (DCFS) to evaluation their I[V-E waiver demonstration project for the past 4 years.
Simultaneously, SRI also served as the independent evaluator for the State of Idaho’s IV-E waiver
demonstration for two years. Within the past year, key research staff from DCFS who were familiar with
the work performed by SRI staff changed jobs and now work for UDOH Office of Health Care Statistics.
As result, when UDOH was trying to locate an independent evaluator a referral was provided and several
preliminary meetings and discussions were held. This led to SRI developing a proposal for UDOH to
conduct the Demonstration evaluation.

The research team will consist of Rodney W. Hopkins, M.S., Research Assistant Professor, Kristen West,
MPA., Senior Research Analyst, and Jennifer Zenger, BA, Project Administrator.

Mr. Hopkins in an Assistant Research Professor and has 25 years’ experience in conducting program
evaluations for local, state, and federal agencies. He has an M.S. and will be the project lead, with
responsibility for evaluation design and implementation, data collection, and reporting. He will be .45
FTE.

Kristen West, MPA (.25 FTE) is a Senior Research Analyst with experience conducting multi-year
program evaluations for DCFS and JJS. She has expertise with a variety of statistical software programs
to analyze data including multi-level regression models, linear regression, and descriptive statistics (SPSS
and R). She also has experience developing and data visualization dashboards. Jennifer Zenger (.05 FTE)
is SRI’s Project Administrator and has 25 years’ experience in budgeting, accounts payable, and working
with state and federal agencies. She will be responsible for contract setup, monitoring, and accounting
services.

An interdepartmental consortium has been established between SRI and the University of Utah’s
Department of Economics and the Department of Family and Consumer Studies. The Department of
Economics, Economic Evaluation Unit led by Department Chair, Norm Waitzman, Ph.D., (.03 FTE) a
Health Economist who has extensive health care utilization and cost analysis experience will lead this
effort. The other principal researcher is Jaewhan Kim, Ph.D. (.21 FTE) a Health Economist and
Statistician with a broad background in health care utilization and cost analysis, statistical design and data
analysis including cohort studies and cross-sectional studies. He currently co-directs the Health
Economics Core, Center for Clinical & Transitional Science (CCTS) at the University of Utah School of
Medicine. He has expertise in analyzing claims databases for health care utilization and costs and has
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worked on multiple federal studies of health care utilization using diverse claims data such as Medicare,
Medicare-SEER, Medicaid, MarketScan, PHARMetrics, University of Utah Health Plan’s claims data and
Utah’s All Payers Claims Database (APCD). He was one of the original 1 developers of the APCD,
published the first paper with Utah’s APCD data, and has worked collaboratively with other researchers
to successfully conduct more than 20 studies using the APCD. They will also be supported by a to-be-
named Graduate Research Assistant (1.0 FTE).

Conflict of interest document attached.
B. Evaluation Budget

The initially proposed budget (3/2018) of projected costs for the 1115 Demonstration evaluation are
detailed below. Costs include all personnel (salary + benefits), study related costs (mileage), and
university indirect (reduced from 49.9% to 14.8% state rate). Year 1 budget begins April 1, 2018 and ends
June 30, 2018. Year 2-5 are based on the state fiscal year. An additional 90-day period has also been
included, during which SRI will complete the Year 5 Annual Report, Waiver Final Report, and SUD
Final Report.

Proposed budget

Salaries ABA FTE SALARY BENEFITS YEARI YEARII  YEARII  YEARIV YEARV  90-DAY
Faculty | [ | | [ ] | | | | |
Matt Davis $102000 5% $ 5100 § 2059 $L78 S 7283 $ 748 S 1577 § 7179 § L1971
Rod Hopkins $91,997 15% S 13,800 § 5877 $4919 § 20170 § 0471 5 20880 $ 2,298 S 5431
§ 18900 S 7936 $6704 § 27453 S 27,899 S 28457 S 29007 S 7402
Staff | || | | | | | | | |
Kristen West §57222 15% S 8583 S 3433 $3004 § 12257 $§ 12502 $ 12,752 § 13,007 $ 3318
Jennifer Zenger $8,435 5% S 4272 § 1709 $1495 S 6100 S 6222 S 6347 S 64713 S 1650
§ 1285 § 5142 $4499 S 18357 S 18724 S 19099 S 19481 S 4968
Tetal Staff 84499 518357 S 18724 § 19,099 S 19,48L S 4968
Total Faculty Salaries $6,704 S27,453 S 27,899 S 28457 S 29,027 § 7402
Total Fringe Benefits addedinabovi addedinahove  addedinabove  addedinabove  addedinabove
Travel (1 trip per month to UDOH & DSAMH) 865 $250 $250 §50$ 250 § 65
Total Direct $11,268  $46,060 § 46874 § 47806 § 48757 § 12,435
Indirect (F&A) Cost 1480% $1668 § 6817 § 6937 § 7075 § 7216 § 1,840
Grand Total $12936  $52877 § 53811 § 54881 § 55973 § 14,275 $244,754
Budget Narrative

Rodney Hopkins, M.S., Assistant Research Professor will be the lead on this project and will be
responsible for day-to-day activities. He will work (.15 FTE) closely with UDOH and DSAMH staff to
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ensure appropriate data is available to answer the research questions and execute the data analysis and
reporting. Dr. Davis (.05 FTE) will bring his considerable experience with quantitative analysis to this
project. Kristen West, MPA, Senior Research Analyst (.15 FTE) will assist with data analysis and
reporting, including data visualization. Jennifer Zenger (.05 FT) is SRI’s Project Administrator. She
oversees contract monitoring and the budget.

A strength this team brings to the project will be its ability to conduct a thorough and accurate data
analysis and provide a professional report that will address each component of the waiver demonstration.
Salaries calculated include a 2% increase as of July 1 of each year. University of Utah benefits are

calculated at 40%. Year 1 is only a 6-month budget (April 1, 2018 — Sept. 30, 2018).

Local travel will be needed for SRI faculty and staff to attend meetings with UDOH and DSAMH staff.
We anticipate one meeting per month.

UDOH state agency to state agency indirect costs calculated at 14.8%.
C. Timeline and Major Milestones

Figure 2. Waiver Evaluation Timeline

Quarterly data anlysis &

monitoring
CMS
SRI approves
Eval Eval
Start Design
2018 August 15, January 15, August 15,
2018 & 2020 August 15, 2023
2019 Mid-Point 2021 & 2022 Annual
Annual SuUD Annual SUD SUD Report
SUD Report Assessment - October
Report 31,2023,
August 15, Summative
2020 Annual Report

SUD Report
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1. Executive Summary

Introduction

The Balanced Budget Act of 1997 (BBA) and the Children’s Health Insurance Program Reauthorization
Act of 2009 (CHIPRA) require states to prepare an annual technical report that describes the way data
from external quality review (EQR) activities conducted in accordance with 42 Code of Federal
Regulations (CFR) §438.358 were aggregated and analyzed. In May 2016, the Centersfor Medicare &
Medicaid Services (CMS) released revised Medicaid managed care regulations, and in February 2018
the Children’s Health Insurance Program (CHIP) was reauthorized via House Bill 195 and the Bipartisan
Budget Act of 2018. This EQR technical report is presented to comply with 42 CFR §438.364 as
articulated in the May 2016 regulations. The Utah Department of Health (UDOH) is the Utah State
agency responsible for the administration of Utah’s Medicaid program and CHIP. UDOH has contracted
with Health Services Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to
prepare this report. This is the sixth year HSAG has produced the EQR annual technical report of results
for UDOH underthe current EQRO contract.

To provide medical services in calendar year (CY) 2020, UDOH contracted with Medicaid managed care
organizations (MCOs) to serve the Medicaid and CHIP populations, accountable care organizations
(ACOs) to serve the Medicaid population, and prepaid mental health plans (PMHPs) that are prepaid
inpatient health plans (PIHPs) to serve the Medicaid population. To provide dental services, UDOH
contracted with two dental prepaid ambulatory health plans (PAHPs)—one serving the Medicaid
population and one serving both the Medicaid and CHIP populations. Throughout this report, these
entities may be referredto as “health plans” unless thereis a needto distinguish a particular health

plan type.

The Utah Managed Care Delivery System

Table 1-1—Summary of Health Plans in CY 2020 by Type and Operating Authority
| Health Plan Type Operating Authority
Four Medicaid ACOs 1915(b) Choice of Health Care Delivery (CHCD) waiver
One Medicaid mental and physical healthMCO 1915(a) contracting authority
Four Medicaid mentaland physical health MCOs | 1115 Demonstration waiver

Twelve PMHPs; 11 PIHPs and one PAHP 1915(b) Prepaid Mental Health Plan (PMHP) waiver

Two CHIP MCOs CHIP authority

Two Medicaid dental PAHPs 191.5(b) Choice of Dental Care Delivery Program
waiver

One CHIP dental PAHP CHIP authority

2021 Utah External Quality Review Reportof Results Page 1-1
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Four ACOs Operating Under the 1915(b) CHCD Waiver

UDOH has been operating the 1915(b) CHCD waiver program since 1982. Under this waiver, physical
health care has been provided through MCOs. Since 1995, enroliment in an MCO has been mandatory
for members living in Utah’s urban counties. Effective January 1, 2013, the MCOs began administering
the Medicaid pharmacy benefit for their members with the exception of mental health, substance use
disorder (SUD), hemophilia, and transplant immunosuppressant drugs. In 2015, UDOH expanded
mandatory ACO enrollment to include nine rural counties. During CY 2020, UDOH contracted with the
following ACOs:

Health Choice Utah (Health Choice)

Healthy U

Molina Healthcare of Utah (Molina)
SelectHealth Community Care (SelectHealth)

One MCO Operating Under 1915(a) Contracting Authority

In 2001, UDOH implemented a specialty MCO, Healthy Outcomes Medical Excellence (HOME), under
1915(a) contracting authority. HOME provides both physical health and mental health services using a
medical home model of care for members who are dually diagnosed with a developmentaldisability
and a mentalillness. Enrollment into HOME is voluntary. In 2006, UDOH transformed HOME into a risk-
based capitated MCO.

Four MCOs Operating Under an 1115 Demonstration Waiver

In 2020, UDOH contracted with its four ACOs to provide both physical health and behavioral health
services to the Medicaid expansion population.

Health Choice Utah (Health Choice UMIC)

Healthy U (Healthy U UMIC)

Molina Healthcare of Utah (Molina UMIC)

SelectHealth Community Care (SelectHealth UMIC)

Twelve PMHPs Operating Under the 1915(b) Prepaid Mental Health Plan Waiver

UDOH has been operating the 1915(b) PMHP waiver program since 1991. Under this waiver, behavioral
health care has been provided through the PMHPs. Enrollment in the PMHPs is mandatory. In June
2020, the contracts with Valley Behavioral Health and the Utah County Department of Drug and
Alcohol Preventionand Treatment ended. In September 2020, UDOH enteredinto a PMHP contract
with Healthy U. This report represents EQR activities conducted with the following 12 PMHPs during CY
2020.

2021 Utah External Quality Review Reportof Results Page 1-2
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Bear River Mental Health (Bear River)

Central Utah Counseling Center (Central)

Davis Behavioral Health (Davis)

Four Corners Community Behavioral Health (Four Corners)

Healthy U

Northeastern Counseling Center (Northeastern)

Salt Lake County Division of Behavioral Health (Salt Lake)

Southwest Behavioral Health (Southwest)

Utah County Department of Drug and Alcohol Prevention and Treatment (Utah County)
Valley Behavioral Health (Valley)

Wasatch Behavioral Health (formerly Wasatch Mental Health [Wasatch])

WeberHuman Services (Weber)
Two MCOs Operating Under Title XXI Authority

Created in 1997 under Title XXI of the Social Security Act, CHIP provides low-cost health insurance
coverage for children in working families who do not qualify for Medicaid. Utah began operating its
CHIP program in 1997. In CY 2019, UDOH contracted with the following CHIP MCOs:

Molina Healthcare of Utah (Molina)
SelectHealth

Two Medicaid Dental PAHPs Operating Under the 1915(b) Choice of Dental Care Delivery Program
Waiver

Premier Access (Premier)
MCNA Dental [MCNA Insurance Company and Managed Care of North America, Inc.] (MCNA)
One CHIP Dental PAHP Operating Under Title XXI Authority

Premier Access

The State of Utah Managed Care Quality Strategy

Consistent with CMS recommendations, the UDOH Quality Strategy provides a blueprint for advancing
the State’s commitment to improving quality health care delivered through the contracted health
plans. Utah’s primary system of health care delivery and paymentis designed to improve the quality of
care that Utah’s Medicaid and CHIP members receive. The UDOH Quality Strategy outlines goals

2021 Utah External Quality Review Reportof Results Page 1-3
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designated as the Triple Aim to achieve bettercare, better health, and better value for members
enrolled in Utah’s managed Medicaid and CHIP health plans.

Utah’s CY 2020 draft Managed Care Quality Strategy (the Strategy) addressed key elements required
pursuant to 42 CFR §438.340 including, but not limited to, performance improvement projects (PIPs) to
be implemented; the State’s transition of care policy; the State’s plan to identify, evaluate, and reduce
health disparities; planned use of intermediate sanctions when appropriate; and arrangements for
EQR.

While the Strategy effectively describes processes designed to improve the quality of care provided by
the managed care health plans, HSAG recommends that stated goals be revised to be more clearly
measurable and include performance targets and outcomes anticipated to be published on the State’s
website as required in accordance with §438.10(c)(3). HSAG also recommends that UDOH focus on two
or three prioritized, measurable goals to achieve in each of the nextthree years until the Strategy is
nextassessed. UDOH might consider developing benchmarks for performance measuresfor which
national averages are not available, such as customized Healthcare Effectiveness Data and Information
Set (HEDIS®)-1 measures used for the PMHPs.

In several instances, the Strategy refers the reader to contract standards to demonstrate that the
health plans are required to comply with the standards setforth. HSAG recommends expanding these
sections to describe the contract standards and expectations for measurable outcomes related to
these standards.

UDOH continues to develop innovative strategies for improving the quality of care and services to Utah
Medicaid members. In September 2019, UDOH entered into a new contract with Healthy U to
administer an additional PMHP. In January 2020, UDOH contracted with the four existing ACOs to
administer a new integrated program to provide both physical and behavioral health care services to a
specific population of Medicaid beneficiaries.

Purpose of the Report

This report provides the results of the four mandatory EQR activities completed in CY 2020. UDOH
contracted with HSAG to conduct validation of PIPs (2012 EQR Protocol 3)1-2; validation of performance
measures (EQR Protocol 2)1-3; an assessment of compliance with Medicaid managed care regulations

1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA).

12 New CMS EQR Protocols werereleased October 2019 and posted to the CMS websitein January 2020. PIP validation
activities were already underway at this time; therefore, HSAGused EQR Protocol 3: Validating Performance
Improvement Projects (PIPs): A Mandatory Protocol for External Quality Review (EQR), Version 2.0, September 2012 for
conducting PIP validationactivitiesin CY 2020.

13 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 2: Validation of
Performance Measures Reported by the MCO: A Mandatory Protocolfor External Quality Review (EQR), October 2019.
Available at: https://www.medicaid.gov/medicaid/quality-of-care/downloads/2019-egr-protocols.pdf, Accessed on: Feb
22,2021.
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(EQR Protocol 3)1-4 (i.e., compliance review); and validation of network adequacy (protocol not yet
released) for all health plans. This report also presents health plan-specific and statewide assessments
of strengths and weaknesses regarding health care quality, timeliness, and access to care; conclusions
drawn; and recommendations for performance improvement with statewide recommendations in this
section (Section 1—Executive Summary) and health plan-specific recommendations in Section 2—
Evaluation of Utah Medicaid and CHIP Health Plans.

HSAG usedthe following definitions to evaluate and draw conclusions about the performance of the
health plans in each of these domains.

Quality
CMS defines “quality” in the 2016 federal health care regulations at 42 CFR §438.320 as follows:

Quality, as it pertains to external quality review, means the degree to which an MCO,
PIHP, PAHP, or PCCM [primary care case management] entity increases the likelihood of
desired health outcomes of its enrollees through its structural and operational
characteristics; the provision of services that are consistent with current professional,

evidence-based knowledge; and through interventions for performance improvement.!-
5

Timeliness

The National Committee for Quality Assurance (NCQA) defines “timeliness” relative to utilization
decisions as “the organization makes utilization decisions in a timely manner to accommodate the
clinical urgency of a situation.”1-6

NCQA further states that the intent of utilization managementstandards is to minimize any
disruption in the provision of health care. HSAG extends this definition of “timeliness” to
include other managed care provisions that impact servicesto members and that require timely
response by the MCO or PIHP, such as processing grievances and appeals, and providing timely
follow-up care.

4 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 3: Assessment of
Compliance with Medicaid Managed Care Regulations: A Mandatory Protocol for External Quality Review (EQR), October
2019. Available at: https://www.medicaid.gov/medicaid/quality-of-care/downloads/2019-eqr-protocols.pdf, Accessed
on: Feb22,2021.

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

16 National Committee for Quality Assurance. 2006 Standards and Guidelines for MBHOs and MCOs.
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Access

CMS defines “access” in the 2016 regulations at 42 CFR §438.320 as follows:

Access, as it pertains to external quality review, means the timely use of services to
achieve optimal outcomes, as evidenced by managed care plans successfully
demonstrating and reporting on outcome information for the availability and timeliness
elementsdefined under 42 CFR 438.68 (Network adequacy standards) and 42 CFR
438.206 (Availability of services).1-7

Summary of Statewide Performance, Conclusions, and Recommendations
Related to EQR Activities

Validation of Performance Improvement Projects

For CY 2020, each health plan and PAHP submitted one PIP for validation for a total of 26 PIPs.
Twenty-one of the 26 PIPsreceived an overall Met validation status, demonstrating a thorough
application of the PIP design principles and use of appropriate quality improvement (Ql) activities to
support improvement of PIP outcomes.

Medicaid ACOs

Three of the four ACOs received an overall Met validation status for their PIP and achieved 100 percent
of all the applicable evaluation elements on HSAG’s PIP validation tool. Health Choice received an
overall Not Met validation status with an 84 percent Met score on all the applicable evaluation
elements.

Utah Medicaid Integrated Care (UMIC) Plans

All four UMIC plans received an overall Met validation status for their PIP and achieved 100 percent of
all the applicable evaluation elements on HSAG’s PIP validation tool.

CHIP MCOs

Both CHIP MCOs received an overall Met validation status for their PIP and achieved 100 percent of all
the applicable evaluation elements on HSAG’s PIP validation tool.

17 Department of Health and Human Services, Centers for Medicare & Medicaid Services. Federal Register. Code of Federal
Regulations. Title 42, Volume 81, May 6, 2016.
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PMHPs and HOME

Ten of the 12 PMHPs and HOME received an overall Met validation status for their PIP. Salt Lake and
Valley received an overall Partially Met validation status with 87 percent and 81 percent Met scores,
respectively, on all the applicable evaluation elements.

Medicaid and CHIP Dental PAHPs

One PAHP, MCNA, received an overall Met validation status for its PIP. Premier’s PIP received a Not
Met validation status with a Met score for 84 percent of the applicable evaluation elements, and
Premier CHIP received an overall Partially Met validation status with a Met score for 95 percent of the
applicable evaluation elements.

Validation of Performance Measures

Medicaid ACOs
VALIDATION FINDINGS

All but one of the Medicaid ACOs’ HEDIS compliance auditors determined that the health plans’
information systems (1S) and processes were compliant with the applicable IS standards and reporting
requirements for HEDIS 2020. The HEDIS auditor recommended that the health plan that did not meet
all standards investigate the measuresimpacted and the underlying data to resolve the data issues
causing the problem.

PERFORMANCE MEASURE RESULTS

All four ACOs exceeded the 2020 NCQA Quality Compass!-8 average for the Appropriate Treatment for
Children With Upper Respiratory Infection, Childhood Immunization Status—Combination 3, and
Immunizations for Adolescents—Combination 1 measures.

In addition, at least three of the four ACOs exceeded the 2020 NCQA Quality Compass Average for the
Controlling High Blood Pressure, Weight Assessment and Counseling for Nutrition and Physical Activity
for Children/Adolescent BMI [body mass index]—Total, and Comprehensive Diabetes Care—HbA1C
Testing measures.

The following measure rates demonstrated the most need for improvement, as all four ACOs fell below
the 2020 NCQA Quality Compass average: Breast Cancer Screening; Cervical Cancer Screening;
Chlamydia Screening in Women—Total; and Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years

of Life.

18 Quality Compass® is aregistered trademark of the NCQA.

2021 Utah External Quality Review Reportof Results Page 1-7
State of Utah UT2021_EQR_TechRpt_F1_0421



TT— EXECUTIVE SUMMARY
H s A G HEALTH SERVICES
~>M* ADVISORY GROUP

In addition, at least three of the four ACOs fell below the 2020 NCQA Quality Compass Average for the
Well-Child Visits in the First 15 Months of Life measure.

With performance consistently falling below the 2020 NCQA Quality Compass average for the ACOs for
these measures, improvement efforts could be focused on increasing breast cancer, cervical cancer,
and chlamydia screenings for women and required well-child visits for infants and young children.

CHIP MCOs

VALIDATION FINDINGS

One of the CHIP MCOs’ HEDIS compliance auditors determined that the health plan’s IS and processes
were compliant with the applicable IS standards and reporting requirements for HEDIS 2020. For the
remaining CHIP health plan, the HEDIS auditor recommended the health plan investigate the measures
impacted by the unmet standard and the underlying data to resolve the data issues causing the
problem.

PERFORMANCE MEASURE RESULTS

Both CHIP MCOs exceededthe 2020 NCQA Quality Compass average for the Appropriate Treatment for
Children With Upper Respiratory Infection, Childhood Immunization Status—Combination 3,
Immunizations for Adolescents—Combination 1, Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents, and Well-Child Visits in the First 15 Months of Life—Six or
More Well-Child Visits measures.

Both CHIP MCOs fell below the 2020 NCQA Quality Compass average for Well-Child Visits in the Third,
Fourth, Fifth, and Sixth Years of Life measure. With performance falling below the 2020 NCQA Quality
Compass average for both CHIP MCOs, improvement efforts could be focused on increasing required
well-child visits for young children.

PMHPs and HOME

VALIDATION FINDING!?

HSAG determinedthat 11 of the 12 PMHPs’ IS and processes were compliant with IS standards and
that the measures calculated by the PMHPs had a status of Reportable based on the reporting
requirementsfor the 2020 performance measure validation (PMV).

One PMHP began providing services in September 2019 and did not have any data to report for the
designated reporting period.

19 Findings for individual health plans can be foundin Section 2 of this report, “Evaluation of Utah Medicaid and CHIP
Health Plans.”
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Table 1-2 describes the two rates that the plans reported for Follow-Up After Hospitalization for
Mental lllness (FUH).

Table 1-2—FUH Performance Measure Rates

The percentage of discharges for members 6 years of age and older who were
hospitalized for treatment of selected mental iliness diagnoses and who had an
outpatient visit, anintensive outpatient encounter, or partial hospitalization with a
mental health practitioner within 7 days.

The percentage of discharges for members 6 years of age and older who were
hospitalized for treatment of selected mental illness diagnoses and who had an
outpatient visit, anintensive outpatient encounter, or partial hospitalization with
a mental health practitioner within 30 days.

Rate 1: Follow-Up
Within 7 Days of
Discharge

Rate 2: Follow-Up
Within 30 Days of
Discharge

PERFORMANCE MEASURE RESULTS

For reporting year (RY) 2020, the PMHPs and HOME calculated and reported the state-modified FUH
measure. Since the PMHPs and HOME used a modified version of the HEDIS specifications to report
this measure, the results were not compared to NCQA’s Quality Compass benchmarking data. This
measure helps PMHPs and HOME monitor and ensure that members receive timely follow-up
outpatient services after hospital discharge. Timely follow-up can help reduce the risk of
rehospitalizations.

Based on performance measure outcomes, six PMHPs exceeded the statewide PMHP average for both
FUH indicators, and two PMHPs fell below the statewide average for both indicators. HOME and
Healthy U were not included in or compared to the statewide PMHP average.

SUD PAHP
VALIDATION FINDINGS

For RY 2020, Utah County calculated and reported results for the state-modified Initiation and
Engagement of AOD Abuse or Dependence Treatment (IET) measure. Since Utah County used a
modified version of the HEDIS specifications to report this measure, the results were not compared to
NCQA’s Quality Compass benchmarking data. In addition, because Utah County was the only health
plan that reported /ET measure rates, HSAG could not compare the results. Utah County received a
DNR rating as the PAHP’s source code contained errors, its data validation and event categorization
also reflected errors, and Utah County was not able to provide sufficient explanation or accurate
revised rates to HSAG. Table 1-3 describes the two rates that the SUD PAHP reported for /ET.
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Table 1-3—/ET Performance Measure Rates

The percentage of members who initiated treatment through an inpatient

LEICHHINTIE eI AOD admission, outpatient visit, intensive outpatient encounter or partial
AOD Treatment hospitalization, telehealth, or medication treatment within 14 days of the

diagnosis.

The percentage of members who initiated treatment and who had two or

more additional AOD services or medication treatment within 34 days of the

initial visit.

Rate 2: Engagement
of AOD Treatment

Medicaid and CHIP Dental PAHPs

VALIDATION FINDINGS

Each PAHP’s HEDIS compliance auditor determined that each PAHP’s IS and processes were compliant
with the applicable IS standards and reporting requirements for HEDIS 2020.

PERFORMANCE MEASURE RESULTS

Each PAHP’s performance for the Medicaid population exceeded the 2020 NCQA Quality Compass
average for the AnnualDental Visit—2-3 Years of Age, 4—6 Years of Age, 7-10 Years of Age, 11-14
Years of Age, 15-18 Years of Age, 19—-20 Years of Age, and Total measure rates.

The PAHP’s performance for the CHIP population exceeded the 2020 NCQA Quality Compass average
for the AnnualDental Visit—2—3 Years of Age measure rate but fell below the 2020 NCQA Quality
Compass average for the 4—6 Years of Age, 7-10 Years of Age, 11-14 Years of Age, 15-18 Years of Age,
19-20 Years of Age, and Total measure rates. These results indicate opportunities for improvement for
Premier Access CHIP.

Compliance Monitoring

For CY 2020 compliance monitoring activities, HSAG conducted follow-up reviews on requirements that
received a Partially Met or Not Met score in CY 2019 and full compliance reviews for health plans that
were new in CY 2020. The new plans included the four UMIC health plans and the Healthy U PMHP that
assumed PMHP services for Summit County starting in September2020. HSAG reviewed a sample of
credentialing, denial, appeal, and grievance records for all health plans.

Medicaid ACOs

The four ACOs came into compliance with most of the requirements in 2020; however, following the
CY 2020 review, three of the four plans had ongoing findings in the Member Rights and Information
standard. Molina had continued required corrective actions for the Grievance and Appeals standard,
and Health Choice had continued required corrective actions for the Provider Participation and
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Program Integrity standard. All four Medicaid ACO plans were required to complete a corrective action
plan (CAP) to address the ongoing required corrective actions.

UMIC Plans

The four UMIC plans underwenta full review of all standards. While required corrective actions were
identified in most standards, overall, the plans scored well in the Coordination and Continuity of Care,
Subcontracts and Delegations, and Quality Assessmentand Performance Improvement (QAPI)
standards. All four UMIC plans were required to complete a CAP. The most common required actions
related to accuracy and readability of memberinformational materials and compliance with Section
508 of Section 504 of the Rehabilitation Act.

MCO—HOME

For the CY 2020 compliance review, HOME had ongoing required corrective actions to addressin the
Member Rights and Information standard as a follow-up to the CY 2019 compliance review. In CY 2020,
HSAG found full compliance with the requirements.

CHIP MCOs

The CHIP MCOs came into compliance with most of the requirementsin 2020; however, following the
CY 2020 review both CHIP health plans had ongoing required corrective actions in Member Rights and
Information, and one health plan had continued required corrective actions in the Grievance and
Appeals standard. Both CHIP health plans were required to complete a CAP to address the ongoing
required corrective actions.

PMHPs

In CY 2020 HSAG conducted compliance monitoring activities for 12 PMHPs. Healthy U assumed PMHP
services in Summit county as of September 2020; therefore, HSAG conducted a full review of all
requirements. HSAG found full compliance with the Coordination and Continuity of Care and QAPI
standards. Healthy U was required to complete a CAP for findings in all other standards.

In CY 2019 Central, Northeastern, and Salt Lake achieved full compliance; therefore, in CY 2020 HSAG
only conducted a review of records for these health plans. The other PMHP health plans exhibited
significant improvementfrom CY 2019 to 2020. Only one PMHP (Southwest) had ongoing required
corrective actions in the Member Rights and Information standard that required a CAP following the CY
2020 follow-up compliance review activities.

Medicaid and CHIP Dental PAHPs

In CY 2019, MCNA achieved full compliance; therefore, HSAG only conducted a review of records for
MCNA in CY 2020. Premier and Premier CHIP had ongoing required corrective actions identified in the

2021 Utah External Quality Review Reportof Results Page 1-11
State of Utah UT2021_EQR_TechRpt_F1_0421



TT— EXECUTIVE SUMMARY
H s A G HEALTH SERVICES
~>M* ADVISORY GROUP

Member Rights and Information and Grievancesand Appeals Standards following the CY 2019 review
that HSAG found to be in full compliance in CY 2020. Premier CHIP had additional findings in CY 2019 in
the Coverage and Authorization standard that HSAG found to be in compliance in CY 2020. Premier and
Premier CHIP did not have any ongoing required corrective actions to address in CY 2020.

Validation of Network Adequacy

Overall, the Utah CY 2020 network adequacy validation (NAV) results suggest that the health plans
have comprehensive provider networks, with some opportunities for improvement in certain
geographic areas and for certain provider types, (e.g., pediatric specialists). Utah’s Medicaid and CHIP
plans have generally contracted with a variety of providers to ensure that Medicaid/CHIP members
have access to a broad range of health care services within geographic time/distance standards. The
results of the provider directory validation (PDV) analysis show wide variance in the percentage of
sampled providers found in the online directory across different plans. Match percentages between
the plan-submitted provider data and the online provider directory varied across health plans but were
generally high except for provider county and provider specialty information.

Medicaid ACOs

Geographic network distribution analysis results indicate that the ACOs generally maintained a
geographically accessible network, especially in the frontier counties. All ACOs encountered challenges
in meetingthe time/distance standards for the pediatric specialty providers. Except for county and
specialty information, PDV for the ACOs found high match percentages between the submitted
provider data and the online directories for the 66.9 percent of sampled providers foundin the online
directory.

UMIC Plans

The UMIC plans operated only in urban areas and met the majority of the time/distance standards for
physical health providers including women’s health and specialists. All UMIC plans encountered
challenges in meeting the standards for behavioral health facilities and additional physical health
facilities such as Mammography and Outpatient/Infusion Chemotherapy. Excluding county
information, PDV for the UMIC plans found high match percentages betweenthe submitted provider
data and the online directories for the 54.9 percent of sampled providers found in the online directory.

MCO—HOME

Compared to other health plans, HOME had lower member-to-providerratios but did not meet any
time/distance standards at the statewide level for the pediatric specialty providers or behavioral health
facilities. HSAG’s PDV found the sampled provider in the corresponding online provider directory for
17.0 percent (62 providers) of the reviews and low match percentagesfor Provider Address 1, Provider
ZIP Code, Provider County, and Provider Accepting New Patients fields.
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CHIP MCOs

Geographic network distribution analysis results indicate that the CHIP MCOs generally maintained a
geographically accessible network in urban counties while struggling to meet standards in rural and
frontier counties and for behavioral health provider categories. Excluding county information, PDV for
the CHIP MCOs found high match percentages betweenthe submitted provider data and the online
directories for the 65.9 percentof sampled providers found in the online directory.

PMHPs

The PMHPs operate regionally and have demonstrated a wide range in the percentage of members
with access to providers. Based on the provider network reported by Wasatch, the PMHP did not meet
the urban time/distance standard for any of the provider categories in any urbanicity. Conversely, Salt
Lake met the time/distance standards for eight of the nine provider categories, indicating a high level
of access for its members. HSAG’s PDV for the PMHPs found wide variance in the percentage of
sampled providers found in the online directory across the different plans.

Medicaid and CHIP Dental PAHPs

The Medicaid dental PAHPs and CHIP PAHP met the time/distance standards in all provider categories
in frontier, rural, and urban areas, indicating that members have access to dental providers within the
time/distance standards. Except for Provider Address 2, Provider Middle Name, and Provider County
information for Premier and Premier CHIP plans, PDV for the PAHPs and CHIP PAHP found high match
percentages betweenthe submitted provider data and the online directories for the sampled providers
found in the online directory.
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2. Evaluation of Utah Medicaid and CHIP Health Plans

Plan-Specific Results, Assessment, Conclusions, and Recommendations for

Improvement—Medicaid

Medicaid ACOs Providing Only Physical Health Services
Health Choice Utah (Health Choice)
VALIDATION OF PERFORMANCE IMPROVEMENT PROJECTS

For CY 2020, Health Choice continued its PIP topic: Breast Cancer Screening.

Validation Results

Table 2-1 summarizes the validation findings for each stage validated for CY 2020. Overall, 84 percent

of all applicable evaluation elementsreceived a score of Met.

Table 2-1—CY 2020 Performance Improvement Project Validation Results

for Health Choice (N=1 PIP)

Percentage of Applicable

Elements*
Activity .
PaI(/’t;c;IIy Not Met
I. Reviewthe Selected Study Topic 100% 0% 0%
(2/2) (0/2) (0/2)
Il. Review the Study Question 100% 0% 0%
(1/1) (0/1) (0/1)
. o . 100% 0% 0%
Design I1l. Review the Identified Study Population (1/1) 0/1) (0/1)
IV. Review the Selected Study Indicators 100% 0% 0%
(1/1) (0/1) (0/1)
V. Review Sampling Methods (if sampling was used) Not Applicable
VI. Review the Data Collection Procedures 100% 0% 0%
(3/3) (0/3) (0/3)
Design Total 100% 0% 0%
(8/8) (0/8) (0/8)
2021 Utah External Quality Review Reportof Results Page 2-1

State of Utah

UT2021_EQR_TechRpt_F1_0421




-/\ EvALUATION OF UTAH MEDICAID AND CHIP HEALTH PLANS

HS AG 55
S

Percentage of Applicable

Elements*
Activity .
Partially
Met Not Met
VIl. Reviewthe Data Analysis and Interpretation of 67% 33% 0%
' Results (2/3) (1/3) (0/3)
Implementation
. 83% 17% 0%
VIII. Assess the Improvement Strategies
(5/6) (1/6) (0/6)
Implementation Total 78% 22% 0%
(7/9) (2/9) (0/9)
50% 0% 50%
IX. Assess for Real Improvement Achieved (1/2(; (0/;) (1/2(;
Outcomes
X. Assess for Sustained Improvement Not Assessed
out Total 50% 0% 50%
utcomes Tota
(1/2) (0/2) (1/2)
. . 84%
Percentage Score of Applicable Evaluation Elements Met
(16/19)
. - . 90%
Percentage Score of Applicable Critical Evaluation Elements Met (9/10)
Validation Status Not Met

Indicator Outcomes

For CY 2020, Health Choice submitted Remeasurement 1 data for its PIP.

For Remeasurement 1, Health Choice reported a breast cancer screening rate of 34.7 percent,a 6.1
percentage point increase over the baseline, which is not considered a statistically significant
improvement (p = 0.0643).

Table 2-2 displays the data for Health Choice’s PIP.

Table 2-2—PIP—Breast Cancer Screening
Health Choice

Baseline Period Remeasurement 1 Period Sustained
01/01/2018-12/31/2018 01/01/2019-12/31/2019 | Improvement

Study Indicator

Breast Cancer Screening Not Assessed

*N—Numerator D-Denominator
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Health Choice—Quality, Timeliness, and Access to Care—Performance Improvement Projects

Strengths

Health Choice designed a scientifically sound project supported by using key research principles. The
technical design of the PIP was sufficient to measure outcomes, allowing for successful progression to
the nextstage of the PIP process. Health Choice also reported the study indicator data accurately.
Additionally, Health Choice’s study topic addressed CMS’ requirements related to outcomes—
specifically, the quality, timeliness, and accessibility of care and services. Health Choice’s PIP aims to
increase the proportion of eligible members receiving a mammogram. According to the PIP
documentation, breast cancer screenings are an important preventive measure as early detection
improves survival rates, and Health Choice is currently performing below the national average on this
measure; therefore, it is an important area for improvement.

Opportunities for Improvement and Recommendations

The PIP received an overall Not Met validation status, with a Met score for 90 percent of critical
evaluation elements and 84 percent of overall evaluation elementsacross all activities completed and
validated. This performance suggests a thorough application of the sound PIP design; however, there
were opportunities for improvement throughout the Implementation stage, including the
interpretation of study results, causal/barrier analysis process, and intervention evaluation results. The
Remeasurement 1 results did not achieve statistically significant improvement over the baseline.

As the PIP progresses, HSAG recommends the following:

e Health Choice must document whetherthere were factors that threaten the validity of the
reported remeasurementdata.

e Health Choice must clearly and completely describe its Ql processes and team used to identify and
prioritize the documented barriers.

e Health Choice must report the impact of each intervention by completely documenting evaluation
results and outcomes. The next steps for each intervention must be supported by the evaluation
results.

e Health Choice must revisit its causal/barrier analysis at least annually to determine whetherthe
barriers identified continue to be barriers, and to see if any new barriers exist that require the
development of interventions in order to drive study indicator outcomes.

VALIDATION OF PERFORMANCE MEASURES

Validation Results

HSAG’s review of the final audit report (FAR) for HEDIS 2020 based on CY 2019 data showed that
Health Choice’s HEDIS compliance auditor found Health Choice’s IS and processesto be compliant with
the applicable IS standards and reporting requirements for HEDIS 2020. Health Choice contracted with
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an external software vendor with HEDIS Certified Measures*2-1for measure production and rate
calculation. HSAG’s review of Health Choice’s FAR revealed that Health Choice’s HEDIS compliance
auditor did not document any specific strengths, opportunities forimprovement, or recommendations
related to PMV results.

Performance Measure Outcomes

Table 2-3 shows Health Choice’s HEDIS 2020 results as compared to the 2020 NCQA Quality Compass
average rates. Rates that fell below the Quality Compass average rates are denotedin red font.

Table 2-3—Health Choice HEDIS 2020 Results

2020 NCQA
Quality

Health
HEDIS Measure Choice 2020

Compass
Rate P

Average

Antidepressant Medication Management

The percentage of members18 years of age and older who were treated with
antidepressant medication, had a diagnosis of major depressionand who

o)
remained on an antidepressant medication treatment foratleast 84 days (12 NA >4.94%
weeks). (Effective Acute Phase Treatment)

Appropriate Treatment for Upper Respiratory Infection (URI)

The percentage of children 3 months of age and older who with a diagnosis of 93.17% 90.72%
URI that did notresultin an antibiotic dispensing event. (3 months-17 years) A e
Breast Cancer Screening

The percentage of women 50-74 years of age who had a mammogramto screen 34.73% 58.35%
for breast cancer.

Cervical Cancer Screening

The percentage of women 21-64 years of age who were screened appropriately 44.04% 60.13%

for cervical cancer.

Childhood Immunization Status

The percentage of children 2 years of age who had four diphtheria, tetanus, and
acellular pertussis (DTaP); three polio (IPV); one measles, mumps, and rubella
(MMR); three haemophilus influenza type B (HiB); three hepatitis B (HepB); one 78.35% 70.28%
chickenpox (VZV); and four pneumococcal conjugate (PCV) vaccines by their
second birthday. (Combination 3)

Chlamydia Screening in Women

The percentage of women 16-24 years of age who were identified as sexually
active and who had atleast one test for chlamydia during the measurement year. 32.16% 58.04%
(Total)

Comprehensive Diabetes Care

The percentage of members18—75 years of age with diabetes (type 1 and type 2)

0, 0,
who had hemoglobin Alc (HbAlc) testing. (HbAlc Testing) 88.32% 88.22%
21 HEDIS Certified Measures®Mis a service mark of the NCQA.
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Health 2020 N.CQA
. Quality
HEDIS Measure Choice 2020
Compass
Rate
Average
The percentage of members18—75 years of age with diabetes (type 1 and type 2) 56.93% 57 11%
. (] . (o)
who had an eye exam (retinal) performed. (Eye Exam [Retinal] Performed)
Controlling High Blood Pressure
The percentage of members18-85years of age who had a diagnosis of
hypertensionand whose blood pressure was adequately controlled during the 61.19% 60.75%
measurementyear.
Immunizations for Adolescents
The percentage of adolescents 13 years of age who had one dose of
menlngococcalc.onjugatevacc.lne;and onetetanus, diphtheria tox0|ds{and . 83.80% 80.40%
acellular pertussis (Tdap) vaccine, and have completed the human papillomavirus
(HPV) vaccine series by their 13th birthday. (Combination 1)
Prenatal and Postpartum Care
The percentage of live birth deliveries that had a postpartum visiton or between
65.939 75.229

7 and 84 days after delivery. (Postpartum Care) % %
Use of Imaging Studies for Low Back Pain
The percentage of memberswith a primary diagnosis of low back pain who did
nothave an imaging study (plain X-ray, MRI, CT scan) within 28 days of the 77.50% 74.62%
diagnosis.
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
The percentage of members3—17 yearsof age who had an outpatient visit with a
PCP or obstetrician/gynecologist (OB/GYN) and who had evidence of body mass 56.93% 76.92%
index (BMI) percentile documentation. (BMI Percentile—Total)
Well-Child Visits in the First 15 Months of Life
The percentage of children whoturned 15 months old during the measurement
year and who had six or more well-child visits with a PCP during theirfirst 15 59.12% 66.10%
months of life. (Six or More Well-Child Visits)
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Yearsof Life
Thg percentageofchlldren 3—6years of age who received one or more well-child 60.10% 74.08%
visits with a PCP during the measurement year.

Rates in red font indicate the rate fell below the Quality Compass average.
NA indicates that the rate was not presented because the denominator was less than 30.

Health Choice—Quality, Timeliness, and Access to Care—Performance Measures

Strengths

Health Choice exceededthe 2020 NCQA Quality Compass average for the following measure rates:

Appropriate Treatment for Children With Upper Respiratory Infection (URI)

Child Immunization Status—Combination 3
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e Comprehensive Diabetes Care—HbA1c Testing
e Controlling High Blood Pressure
e Immunizations for Adolescents—Combination 1

e Useof Imaging Studies for Low Back Pain
Opportunities for Improvement and Recommendations
Health Choice fell below the 2020 NCQA Quality Compass average for the following measure rates:

e Breast Cancer Screening

e Cervical Cancer Screening

e Chlamydia Screening in Women

e Comprehensive Diabetes Care—Eye Exam (Retinal) Performed

e Prenatal and Postpartum Care—Postpartum Care

e Weight Assessmentand Counseling for Nutrition and Physical Activity for Children/Adolescents
e Well-Child Visits in the First 15 Months of Life

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

Health Choice exceeded the 2020 NCQA Quality Compass average for only six of the 14 applicable
measure rates (42.86 percent), indicating several opportunities for improvement. Health Choice could
focus its improvementefforts on preventive breast cancer, cervical cancer, chlamydia, and postpartum
care screenings for women; well-child visits for infants and young children; documentation of BMI
percentile for children ages 3 to 17; and appropriate management of diabetes.

ASSESSMENT OF COMPLIANCE WITH MEDICAID MANAGED CARE REGULATIONS

Health Choice—Quality, Timeliness, and Access to Care—Compliance Reviews

For the CY 2020 compliance monitoring activities, HSAG reviewed Health Choice’s CAP and related
interventions and conducted a follow-up compliance review for any requirements receiving Partially
Met or Not Met scores during the CY 2019 compliance review. HSAG also reviewed a sample of
administrative records related to initial provider credentialing, member grievances, service
authorization denials, and memberappeals for alignment with quality, timeliness, and access
requirements. Health Choice’s sample of credentialed providers included three advanced practice
nurses, four physicians, a physical therapist, a physician assistant, and a certified social worker. HSAG
reviewed a full sample of 10 prior authorization denial records. Health Choice submitted a sample of
one grievance record and one prior authorization appeal record for the period underreview.

2021 Utah External Quality Review Reportof Results Page 2-6
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HSAG determined CY 2020 compliance monitoring findings based on a desk review of the documents
and records Health Choice submitted and through conducting a virtual, web-based review consisting of
interviews with key Health Choice staff members.

Strengths

HSAG foundthat Health Choice demonstrated overall improvementfrom CY 2019 to CY 2020,
specifically pertaining to requirements related to access to care and services. Concerning member
information requirements, HSAG found that Health Choice improved its website to work toward
achieving ongoing full compliance with accessibility guidelines pursuant to Section 508 of Section 504
of the Rehabilitation Act, and W3C’s Web Content. In addition, HSAG found that Health Choice had
worked to incorporate additional fields into its provider directory to include information determinedto
be missing during CY 2018 and 2019 reviews (how to access the health plan’s website, whether
providers had participated in cultural competency training, and whether providers’ offices have
accommodations for people with physical disabilities).

HSAG found that for each provider credentialing file reviewed, Health Choice had obtained and
reviewed a completed application, verified licensure and education, and checked applicants against
federal exclusion databases prior to hire. HSAG found full compliance with the credentialing records.

HSAG also found that Health Choice provided denial decisions to membersin writing through notices
of adverse benefitdetermination (NABDs), which included the required information, within the
required time frames. HSAG also found that Health Choice consistently used a provider with the
appropriate clinical expertise to make medical necessity denial determinations. HSAG found full
compliance with the prior authorization denial records.

HSAG reviewed the grievance record submitted and found that Health Choice had acknowledged the
grievance in a timely manner and had resolved the grievance within the allotted 90-day time frame.
HSAG also found that the resolution letter included the required information.

Opportunities for Improvement and Recommendations

HSAG found that while Health Choice had processesin place to include the required information in its
provider directory, Health Choice had not yet updated many provider listings to include all required
information. Health Choice stated that it continues outreach to providers who have not completed
attestations. HSAG suggests that Health Choice continue its outreach to ensure that the directory
includes comprehensive information for all providers.

In CY 2019, HSAG had evaluated Health Choice’s searchable provider directory on Health Choice’s
website using the WAVE Web Accessibility Evaluation Tool (Wave.Webaim.org) accessibility tool and
found 21 accessibility errors and 28 contrast errors. In CY 2020, HSAG again reviewed the online
searchable provider directory and found 23 general errors and 85 contrast errors. To address this
lingering issue, HSAG recommends that Health Choice’s leadership develop a mechanism to ensure

2021 Utah External Quality Review Reportof Results Page 2-7
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that information for members maintained in the provider directory is complete and is readily
accessible pursuant to 42 CFR §438.10 to properly accommodate members with visual impairments.

HSAG noted that one grievance (the full sample of reported grievances) over a five-month period is an
unusually small quantity. HSAG suggests that Health Choice review its grievance collection policies and
procedures to ensure it is properly tracking and documenting all member-submitted grievances,

including those resolved quickly or that require little or no investigation.

For the one appeal record submitted, Health Choice did not include evidence that an
acknowledgement letter had been sent to the member, potentially indicating opportunities for
improvementin the quality of and access to care for members.

VALIDATION OF NETWORK ADEQUACY

Table 2-4 displays the match percentage for provider information between the data submitted by
Health Choice and all ACOs and the online provider directory. Table 2-5 reflects the percentage of
providers who have the service listed as available on Health Choice’s online directory as compared to

all ACOs.

Table 2-4—Percentage of Exact Matches Between the Submitted Provider Data and the Online Directory for

Health Choice and All ACOs

Health Choice AllACOs

Provider Information Total Match Unmatched Match Unmatched

Percentage Percentage Percentage Percentage
Provider First Name 220 100.0% 0.0% 958 99.2% 0.8%
Provider Middle Name 220 99.5% 0.5% 958 97.7% 2.3%
Provider Last Name 220 100.0% 0.0% 958 99.8% 0.2%
Provider Address 1 220 92.7% 7.3% 958 90.5% 9.5%
Provider Address 2 220 92.7% 7.3% 958 90.3% 9.7%
Provider City 220 95.9% 4.1% 958 93.8% 6.2%
Provider State 220 100.0% 0.0% 958 99.5% 0.5%
Provider Zip Code 220 97.3% 2.7% 958 93.8% 6.2%
Provider County 220 0.0% 100.0% 958 0.7% 99.3%
Provider Specialty* 220 65.5% 34.5% 958 89.6% 10.4%
Provider Accepting New Patients 220 89.1% 10.9% 958 73.7% 26.3%

*For presentation here, Provider Specialty was considered a match if the provider specialty in the submitted provider data wasin the same
provider category as the provider specialty reported in the onlinedirectory. For example, “Midwifery” was listed in provider dataand
“Nurse Midwife” was listed in the directory, or “Neonatal-Perinatal Medicine” was listed in provider data and “Neonatology” was listed in

the directory.
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Table 2-5—Percentage of Provider Service Information Available in Online Directory for Health Choice and All

ACOs
Health Choice AllACOs
. . . Percentage | Percentage Percentage Percentage
Available Services Information Total Shown Not Shown Total Shown Not Shown
Any Practice Limitations* 220 22.3% 77.7% 958 47.5% 52.5%
Non-English Language Speaking
. 220 100.0% 0.0% 958 97.6% 2.4%
Provider
Provider Accommodates Physical
N 220 0.0% 100.0% 958 44.9% 55.1%
Disabilities
Provider C leted Cultural
rovider -ompieted Luitura 220 0.0% 100.0% | 958 37.3% 62.7%
Competency Training
Provider URL 220 0.0% 100.0% 958 19.9% 80.1%

*An example of a practice limitation isthe provider only treating patients 1 to 18 years of age.

Table 2-6 displays the number and percent of provider categories wherein Health Choice met the
time/distance standards at the statewide level.

Table 2-6—Compliance With Time/Distance Standards by Provider Domain—Health Choice

Count
Numberof WithinTime
Provider Distance Percent Within Time
Provider Domain Categories Standard* Distance Standard (%)*

PCP—Adult 2 2 100.0%

PCP— Pediatric 2 1 50.0%
Pren.atal Care (PNC)/Women's Health 5 5 100.0%
Providers

Specialists—Adult 17 15 88.2%
Specialists—Pediatric 17 2 11.8%
Additional Physical Health—Providers 7 7 100.0%
Additional Physical Health—Facilities 6 4 66.7%
Hospitals 1 1 100.0%
Ancillary—Facilities 2 2 100.0%
Behavioral Health—Adult 1 1 100.0%
Behavioral Health—Pediatric 1 0 0.0%

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e.,

urban, rural, and frontier).
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Health Choice—Quality, Timeliness, and Access to Care—Network Adequacy

Strengths

Health Choice’s PDV indicated that 62.9 percent of the sampled providers were foundin the health
plan’s online provider directory. Of the providers found, Health Choice had higher match percentages
compared to all ACOs exceptfor provider county and specialty. Further, Health Choice was the only
ACO which had an option for membersto be able to requesta paper form of the provider directory.

Geographic network distribution analysis indicated that Health Choice met time/distance standards for
94.8 percent of all provider domains in frontier counties and 100 percent of the standards statewide
for PCP—Adult, PNC/Women's Health Providers, Additional Physical Health—Providers, Hospitals,
Ancillary Facilities, and Behavioral Health—Adult provider domains.

Opportunities for Improvement and Recommendations

Accurate provider information in Health Choice’s online provider directory is critical for membersto
have timely access to appropriate health care providers. Health Choice had a substantially lower match
rate for Provider Specialty (65.5 percent) compared to the other ACOs (range: 94.7 percent—99.6
percent). HSAG recommends that Health Choice frequently update its online provider directory with
the required, accurate provider information and include the date when the information was last
updated. HSAG also recommends that Health Choice have an option for membersto report errors
using an email address or toll-free number conspicuously displayed on the website. Health Choice
should assess including information about the provider uniform resource locator (URL) and additional
provider services such as cultural competency training status and physical disability accommodation.
Health Choice noted in its response to HSAG’s CY 2019 compliance reviews that it will be including
cultural competency and Americans with Disabilities Act (ADA) compliance beginning January 2021.

Building on the CY 2019 study, the CY 2020 network adequacy study used a standardized provider
crosswalk across all health plans to define provider categories based on provider type, specialty,
taxonomy, and credentials. Health Choice should continue to assess the accuracy of the category
assigned to each provider in the submitted data for accurate network adequacy results. Statewide,
Health Choice met the time/distance standards for 37 of the 58 (63.8 percent) provider categories. The
provider categories that did not meetthe standards are listed in the table below. Additionally, Health
Choice did not report any Mammography or Outpatient Infusion/Chemotherapy facilities in the
provider data for any county. While failure to meetsome of the standards might result from lack of
providers, Health Choice should continue to assess areas of inadequacy to identify providers who
chose not to contract with Health Choice and the inability to identify the providers in the data using
the standard definitions.
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Table 2-7—Provider Categories That Failed to Meet Time/Distance Standards—Health Choice*

Provider Domain Provider Category

Additional Physical Health—Facilities | Mammography; Outpatient Infusion/Chemotherapy

Behavioral Health—Pediatric Behavioral Health—Pediatric
PCP—Pediatric PCP—Midlevel—Pediatric
Specialists—Adult Endocrinology; Infectious Disease

Allergy & Immunology, Pediatric; Dermatology, Pediatric; Gastroenterology,
Pediatric; General Surgery, Pediatric; Infectious Disease, Pediatric;
Nephrology, Pediatric; Neurology, Pediatric; Oncology/Hematology, Pediatric;
Ophthalmology, Pediatric; Orthopedic Surgery, Pediatric; Otolaryngology,
Pediatric; Physical Medicine, Pediatric; Pulmonology, Pediatric;
Rheumatology, Pediatric; Urology, Pediatric

Specialists—Pediatric

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e., urban, rural,
and frontier).
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VALIDATION OF PERFORMANCE IMPROVEMENT PROJECTS

For CY 2020, submitted a new clinical PIP topic: Improving Access to Well-Child Visits Among 3-, 4-, 5-,
and 6-Year-0Olds.

Validation Results

Table 2-8 summarizes the validation findings for each stage validated for CY 2020. Overall, 100 percent
of all applicable evaluation elementsreceived a score of Met.

Table 2-8—CY 2020 Performance Improvement Project Validation Results
for Healthy U (N=1 PIP)

Percentage of Applicable

Elements*
Activity i ; I
Partially
Met Met Not Met
I. Reviewthe Selected Study Topi 100% 0% 0%
. eview the Selected Stu opic
v P (2/2) 020 | (00
100% 0% 0%
Il. Review the Study Question
Y (1/2) 0/1) | (0/2)
Il. Review the Identified Study P lati 100% 0% 0%
. Review the Identified Stu opulation
_ yrop (1/2) (0/1 | (0/)
Design
IV. Review the Selected Study Indicat 100% 0% 0%
. Review the Selected Study Indicators
Y (1/2) (0/1) | (0/)
100% 0% 0%
V. Review Sampling Methods (if sampling was used
Pling (if sampling Y oam | oem | o)
VI. Review the Data CollectionP d 100% 0% 0%
. Review the Data Collection Procedures
(3/3) (0/3) (0/3)
S T 100% 0% 0%
esign Tota
& (15/15) | (0/15) | (0/15)
VIl. Reviewthe Data Analysis and Interpretation of 100% 0% 0%
Results (3/3) (0/3) (0/3)
Implementation
. 100% 0% 0%
VIII. Assess the Improvement Strategies
(6/6) (0/6) (0/6)
Implementation Total 100% 0% 0%
(9/9) (0/9) (0/9)
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Percentage of Applicable

Elements*
Activity "
Partially
Met Not Met
IX. Assess for Real Improvement Achieved Not Assessed
Outcomes
X. Assess for Sustained Improvement Not Assessed
Outcomes Total Not Assessed
Percentage Score of Applicable Evaluation Elements Met 100%
g PP (24/24)
. - . 100%
Percentage Score of Applicable Critical Evaluation Elements Met
(12/12)
Validation Status Met

Indicator Outcomes

For CY 2020, Healthy U reported baseline data for its PIP. The baseline rate for the percentage of
members 3 to 6 years of age receiving a well-child visit during the measurementyear was 63.7 percent.

Table 2-9 displays data for Healthy U’s Improving Access to Well-Child Visits Among 3-, 4-, 5-, and 6-
Year-Olds PIP.

Table 2-9—PIP—Improving Access to Well-Child Visits Among 3-, 4-, 5-, and 6-Year-Olds
Healthy U

| Study Indicator Results

Baseline

e vicicatey (01/01/2018-12/31/2018)

Sustained Improvement

The percentage of children 3—6 years of age who
received one or more well-child visits with a
primary care provider during the measurement
year.

N: 247

63.7% Not Assessed
D:388

N—Numerator D—Denominator

2021 Utah External Quality Review Reportof Results Page 2-13
State of Utah UT2021_EQR_TechRpt_F1_0421



T e EvaLuATION OF UTAH MEDICAID AND CHIP HEALTH PLANS

HSAG i
. S

Healthy U—Quality, Timeliness, and Access to Care—Performance Improvement Projects

Strengths

Healthy U designed a scientifically sound PIP. The technical design of the PIP was sufficient to measure
outcomes, and the PIP’s solid design allowed for the successful progression to the next stage of the PIP
process. Healthy U reported and analyzed its baseline data accurately. Healthy U also conducted
appropriate Ql processesto identify and prioritize barriers, implemented interventions that were
logically linked to the barriers and have the potential to impact study indicator outcomes, and
documented appropriate processesto evaluate the effectiveness of the interventions. Additionally,
Healthy U’s study topic addressed CMS’ requirements related to outcomes—specifically, the quality of
care and timeliness of services. Healthy U’s PIP aims to increase the percentage of membersages 3 to
6 years old receiving annual well-child visits with a primary care provider (PCP).

Opportunities for Improvement and Recommendations

The PIP received an overall Met validation status, with a Met score for 100 percent of critical
evaluation elementsand 100 percent of overall evaluation elements across all activities completed and
validated.

As the PIP progresses, HSAG recommends the following:

e Healthy U must discuss changes in the study rates over the baseline and include statistical testing
results in the narrative interpretation of data.

e Healthy U must revisit its causal/barrier analysis at least annually to determine whetherthe
barriers identified continue to be barriers, and to see if any new barriers exist that require the
development of interventions.

e Healthy U must develop an evaluation methodology to determine the performance of each
intervention and its impact on the study indicators. This allows for continual refinement of
improvement strategies and determinesthe effectiveness of the intervention. Intervention-specific
evaluation results should guide next steps for each individual intervention.

VALIDATION OF PERFORMANCE MEASURES

Validation Results

HSAG’s review of the FAR for HEDIS 2020 based on CY 2019 data showed that Healthy U’s HEDIS
compliance auditor found Healthy U’s IS and processes to be compliant with the applicable IS
standards and the HEDIS reporting requirements for HEDIS 2020. Healthy U contracted with an
external software vendor with HEDIS Certified Measuresfor measure production and rate calculation.
HSAG’s review of Healthy U’s FAR revealed that Healthy U’s HEDIS compliance auditor did not
document any specific strengths, opportunities for improvement, or recommendations related to PMV
results.

2021 Utah External Quality Review Reportof Results Page 2-14
State of Utah UT2021_EQR_TechRpt_F1_0421



-/\ EvALUATION OF UTAH MEDICAID AND CHIP HEALTH PLANS

HS AG 55
S

Performance Measure Outcomes

Table 2-10 shows Healthy U’s HEDIS 2020 results as compared to the 2020 NCQA Quality Compass
average rates. Rates that fell below the Quality Compass average rates are denotedin red font.

Table 2-10—Healthy U HEDIS 2020 Results

2020 NCQA
Healthy U Quality

HEDIS Measure 2020 Rate Compass

Average

Antidepressant Medication Management

The percentage of members18 years of age and older who were treated with
antidepressant medication, had a diagnosis of major depressionand who
remained on an antidepressant medication treatment for at least 84 days (12
weeks). (Effective Acute Phase Treatment)

50.73% 54.94%

Appropriate Treatment for Children With Upper Respiratory Infection (URI)

The percentage of children 3 months—17 years of age who were given a diagnosis

0, o)
of URI and were not dispensed an antibiotic prescription. 24.12% 90.72%

Breast Cancer Screening

The percentage of women 50-74 years of age who had a mammogramto screen

49.39% 58.35%
for breast cancer.

Cervical Cancer Screening

The percentage of women 21-64 years of age who were screened appropriately
for cervical cancer.

Childhood Immunization Status

The percentage of children 2 years of age who had four diphtheria, tetanus, and
acellular pertussis (DTaP); three polio (IPV); one measles, mumps, and rubella
(MMR); three haemophilus influenza type B (HiB); three hepatitis B (HepB); one 75.43% 70.28%
chickenpox (VZV); and four pneumococcal conjugate (PCV) vaccines by their
second birthday. (Combination 3)

48.18% 60.13%

Chlamydia Screening in Women

The percentage of women 16-24 years of age who were identified as sexually
active and who had atleast one test for chlamydia during the measurement year. 48.28% 58.04%

(Total)
Comprehensive Diabetes Care

The percentage of members18-75years of age with diabetes (type 1 and type 2)

0, 0,

who had hemoglobin Alc(HbAlc) testing. (HbAlc Testing) 88.56% 88.22%
The percentage of members18-75years of age with diabetes (type 1 and type 2) 58 64% 57 11%
who had an eye exam (retinal) performed. (Eye Exam [Retinal] Performed) DT R
Controlling High Blood Pressure
The percentage of members18-85years of age who had a diagnosis of
hypertensionand whose blood pressure was adequately controlled during the 80.98% 60.75%
measurementyear.
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2020 NCQA
Healthy U Quality

HEDISM
S Measure 2020 Rate Compass

Average

Immunizations for Adolescents

The percentage of adolescents 13 years of age who had one dose of
meningococcal conjugate vaccine; and one tetanus, diphtheria toxoids, and 90.51% 80.40%
acellular pertussis (Tdap) vaccine by their 13th birthday. (Combination 1)

Prenatal and Postpartum Care

The percentage of live birth deliveries that had a postpartum visit on or between

76.899 75.229
7 and 84 days after delivery. (Postpartum Care) % %
Use of Imaging Studies for Low Back Pain
The percentage of memberswith a primary diagnosis of low back pain who did
nothave an imaging study (plain X-ray, MRI, CT scan) within 28 days of the 71.76% 74.62%

diagnosis.

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

The percentage of members3—-17 yearsof age who had an outpatient visit with a
PCP or obstetrician/gynecologist (OB/GYN) and who had evidence of body mass 84.67% 76.92%
index (BMI) percentile documentation. (BMI Percentile—Total)

Well-Child Visits in the First 15 Months of Life
The percentage of children whoturned 15 months old during the measurement

year and who had six or more well-child visits with a PCP during theirfirst 15 56.69% 66.10%
months of life. (Six or More Well-Child Visits)

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

The percentage of children 3—6years of age who received one or more well-child
visits with a PCP during the measurement year.
Rates in red fontindicatethe rate fell below the Quality Compass average.

67.97% 74.08%

Healthy U—Quality, Timeliness, and Access to Care—Performance Measures

Strengths

Healthy U exceeded the 2020 NCQA Quality Compass average for the following measure rates:

e Appropriate Treatment for Children With Upper Respiratory Infection (URI)

e Child Immunization Status—Combination 3

e Comprehensive Diabetes Care—HbAI1c Testing and Eye Exam (Retinal) Performed
e Controlling High Blood Pressure

e Immunizations for Adolescents—Combination 1

e Prenatal and Postpartum Care—Postpartum Care

e Weight Assessmentand Counseling for Nutrition and Physical Activity for Children/Adolescents
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Opportunities for Improvement and Recommendations
Healthy U fell below the 2020 NCQA Quality Compass average for the following measure rates:

e Antidepressant Medication Management

e Breast Cancer Screening

e Cervical Cancer Screening

e Chlamydia Screening in Women

e Useof Imaging Studies for Low Back Pain

e Well-Child Visits in the First 15 Months of Life

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

Healthy U exceeded the 2020 NCQA Quality Compass average for only eight of the 15 applicable
measure rates (53.33 percent), indicating several opportunities forimprovement. Healthy U could
focus its improvement efforts on medication management; breast cancer, cervical cancer, and
chlamydia preventive screenings for women; decreasing unnecessary back imaging; and increasing
well-child visits for infants and young children.

ASSESSMENT OF COMPLIANCE WITH MEDICAID MANAGED CARE REGULATIONS

Healthy U—Quality, Timeliness, and Access to Care—Compliance Reviews

For the CY 2020 compliance monitoring activities, HSAG reviewed Healthy U’s CAP and related
interventions and conducted a follow-up compliance review for any requirements receiving Partially
Met or Not Met scores during the CY 2019 compliance review. HSAG also reviewed a sample of
administrative records related to initial provider credentialing, member grievances, service
authorization denials, and memberappeals for alignment with quality, timeliness, and access
requirements. Healthy U’s sample of credentialed providers included a psychiatrist, a board-certified
behavioral analyst (BCBA), a social worker, an advanced practice nurse, a physical therapist, a physician
assistant, a family practice physician, an internal medicine physician, and a family practice nurse. HSAG
reviewed a full sample of 10 prior authorization denial records and full samples of 10 for both the
grievances and appeals record reviews for the period underreview.

HSAG determined CY 2020 compliance monitoring findings based on a desk review of the documents
and records Healthy U submitted and through conducting a virtual, web-based review consisting of
interviews with key Healthy U staff members.

Strengths

Overall, HSAG found that Healthy U demonstrated improvement from CY 2019 to CY 2020. As it
pertained to access to care, Healthy U had developed the comprehensive Assessmentand Attestation
Tool for ADA Compliance and had distributed the tool to its providers to collect information regarding
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its network facilities” physical access, accommodations, and accessible equipmentavailable for
members with physical and mental disabilities. Healthy U updated its provider directory with the
information it had obtained.

In CY 2020, Healthy U had expanded and enhanced cultural diversity training and activities to more
broadly address diverse cultural characteristics, behaviors, and beliefs of its members; promote
sensitivity and understanding of diverse cultures in delivery of services; and foster cultural competency
among its providers, potentially positively impacting the quality of and access to care. Healthy U also
tracked provider participation in trainings through provider attestation.

Pertaining to memberinformation, Healthy U positively impacted access to care by:

e Improving the machine-readability of its memberhandbook and provider directory to assist
members with visual impairments.

¢ Including taglines in large, 18-point font size and prevalent non-English languages describing how
to request auxiliary aids and services.

¢ Including in taglines on written materials which are critical to obtaining services (i.e., provider
directories, member handbooks, appeal and grievance notices, and denial and termination
notices), how to access written translation, oral interpretation, the toll-free and
teletypewriter/telecommunication device (TTY/TDD) phone numbers, the customer service phone
number, and availability of materials in alternative formats.

¢ Including information on Healthy U’s website notifying members that the information on the
website is available in paper form without charge, upon request, and that the information would
be provided within five business days.

e Adding required information to its provider directories, which included network pharmacies, the
provider’s website URL, whetherthe provider completed cultural competency training, and
whetherthe provider’s office has accommodations for people with physical disabilities.

During the period under review, Healthy U used two credentials verification organizations (CVOs). In
each provider’s credentialing file reviewed, Healthy U included primary source verification (PSV)
reports provided by the CVOs and the provider’s Council for Affordable Quality Healthcare, Inc. (CAQH)
application. Healthy U processed the application and reviewed licensure, education, and federal
exclusion database search results prior to hire. HSAG found full compliance with the credentialing files
reviewed.

HSAG foundthat NABD letters to members and providers met timeliness requirementsin all records
reviewed. For grievances and appeals, HSAG also found that Healthy U sentall acknowledgement
letters in a timely manner. In addition, HSAG found that grievance and appeal acknowledgementand
resolution letters were simple, easy to understand, and included all required information.

While some grievance resolution letters contained minimal information about the grievance, Healthy U
included information about its telephone calls with the member to provide evidence that additional
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dialog took place and the discussion leading up to the resolution involved the member’sinput. HSAG
found that all grievance resolution letters in the sample were sent in a timely manner.

Opportunities for Improvement and Recommendations

In CY 2018, HSAG had found that Healthy U did not have a process to verify that members received
services which were represented as delivered to them. Following the review, Healthy U developeda
process; however, by CY 2020, Healthy U reported that it had yetto implement the process. HSAG
suggests that Healthy U promptly implement its survey as an additional layer to detect fraudulent
billing practices.

HSAG found that the grievance resolution letter template included language stating that if the member
was unsatisfied with the grievance resolution, he or she may contact Healthy U for a “second review.”
Healthy U staff members said that this second review was akin to an appeal following an NABD. While
a membermay reach out to Healthy U for more information about a grievance resolution, a formal
process is not articulated in 42 CFR Part 438 for a memberto appeal a grievance resolution. According
to federal regulations, the grievance resolution is final. HSAG suggests that Healthy U remove this
language from its grievance template.

HSAG foundthat NABD letters to the memberoften included language that was complex or included
medical jargon. HSAG suggests that Healthy U strategize how to ensure that complex language and

medical jargon are translated to easy-to-understand language before the letters are sent to the
members.

In the sample of appeals, HSAG found that Healthy U sent one appeal resolution letter 35 days
following the member’s appeal request, which fell outside the 30-day appeal response required time
frame, potentially indicating a negative impact in the timeliness domain.

VALIDATION OF NETWORK ADEQUACY

Table 2-11 displays the match percentage for provider information between the data submitted by
Healthy U and all ACOs and the online provider directory. Table 2-12 reflects the percentage of
providers who have the service listed as available on Healthy U’s online directory as compared to all
ACOs.

Table 2-11—Percentage of Exact Matches Between the Submitted Provider Data and the Online Directoryfor
Healthy U and AIlIACOs

Healthy U AllACOs
Provider Information Total VLEIE LTz @0z Total bETIE Uizt e
Percentage | Percentage Percentage | Percentage
Provider First Name 271 100.0% 0.0% 958 99.2% 0.8%
Provider Middle Name 271 100.0% 0.0% 958 97.7% 2.3%
2021 Utah External Quality Review Reportof Results Page 2-19

State of Utah UT2021_EQR_TechRpt_F1_0421



-/\ EvALUATION OF UTAH MEDICAID AND CHIP HEALTH PLANS

HS AG 55
——

Healthy U AllACOs
Provider Information Total Match Unmatched Match Unmatched
Percentage Percentage Percentage Percentage
Provider Last Name 99.6% 0.4% 99.8% 0.2%
Provider Address 1 271 94.8% 5.2% 958 90.5% 9.5%
Provider Address 2 271 94.1% 5.9% 958 90.3% 9.7%
Provider City 271 95.6% 4.4% 958 93.8% 6.2%
Provider State 271 98.9% 1.1% 958 99.5% 0.5%
Provider Zip Code 271 95.6% 4.4% 958 93.8% 6.2%
Provider County 271 1.5% 98.5% 958 0.7% 99.3%
Provider Specialty* 271 95.2% 4.8% 958 89.6% 10.4%
Provider Accepting New Patients 271 93.7% 6.3% 958 73.7% 26.3%

*For presentation here, Provider Specialty was considered a match if the provider specialty in the submitted provider data wasin the same
provider category as the provider specialty reported in the onlinedirectory. For example, “Midwifery” was listed in provider data and “Nurse
Midwife” was listed in the directory, or “Neonatal-Perinatal Medicine” waslisted in provider dataand “Neonatology” was listed in the
directory.

Table 2-12—Percentage of Provider Service Information Available in Online Directory for Healthy U and All

ACOs
Healthy U AllACOs
. ) . Percentage | Percentage Percentage | Percentage
Available Services Information Total Shown Not Shown Total Shown Not Shown
Any Practice Limitations* 271 4.4% 95.6% 958 47.5% 52.5%
Non-English L Speaki
Pr‘:)r:/i dre'f ISh tangtiage speaxing 271 98.9% 1.1% 958 97.6% 2.4%
Provider Accommodates Physical
Disabilities 271 35.1% 64.9% 958 44.9% 55.1%
Provider C leted Cultural
rovider ~ompleted Huitura 271 66.8% 33.2% 958 37.3% 62.7%
Competency Training
Provider URL 271 44.3% 55.7% 958 19.9% 80.1%

*An example of a practice limitation isthe provider only treating patients 1 to 18 years of age

Table 2-13 displays the number and percent of provider categories wherein Healthy U met the
time/distance standards at the statewide level.
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Table 2-13—Compliance With Time/Distance Standards by Provider Domain—HealthyU

Percent Within Time

Number of Provider CountWithin Time Distance Standard

Provider Domain Categories Distance Standard* (%)*
PCP—Adult 2 2 100.0%
PCP—Pediatric 2 2 100.0%
PNC/Women’s Health Providers 2 2 100.0%
Specialists—Adult 17 17 100.0%
Specialists—Pediatric 17 4 23.5%
Additional Physical Health—Providers 7 7 100.0%
Additional Physical Health—Facilities 6 5 83.3%
Hospitals 1 1 100.0%
Ancillary—Facilities 2 1 50.0%
Behavioral Health—Adult 1 1 100.0%
Behavioral Health—Pediatric 1 0 0.0%

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e.,
urban, rural, and frontier).

Healthy U—Quality, Timeliness, and Access to Care—Network Adequacy

Strengths

Healthy U’s PDV indicated that 74.5 percent of the sampled providers were found in the health plan’s
online provider directory. Apart from county information, Healthy U’s match rates exceeded 90
percent between submitted data and the online directory for all provider fields.

Geographic network distribution analysis indicated that Healthy U met the most time/distance
standards statewide among the ACOs and met 91.4 percent of all provider categories in frontier
counties. The health plan met 100 percent of the standards statewide for seven of the 11 provider
domains.

Opportunities for Improvement and Recommendations

Accurate provider information in Healthy U’s online provider directory is critical for members to have
timely access to appropriate health care providers. Compared to other ACOs, only 4.4 percent of
Healthy U’s providers had information on any practice limitations in the online provider directory.
Healthy U needsto assessif this truly reflects the number of providers with practice limitations or a
data issue. In CY 2019, as a result of its compliance reviews, HSAG recommended that Healthy U
update its provider directory to include cultural competency training and physical disability
accommodation information. The CY 2020 PDV found that while the percentage of providers with
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cultural competency training information for Healthy U (66.8 percent)is higher than all ACOs, further
improvements can be made for including both cultural competency training and ADA compliance.
HSAG recommends that Healthy U frequently update its online provider directory with the required,
accurate provider information and include the date whenthe information was last updated. HSAG also
recommends that Healthy U have an option for membersto requesta paper form of the provider
directory and to report errors using an email address or toll-free number which is conspicuously
displayed on the website.

Building on the CY 2019 study, the CY 2020 network adequacy study used a standardized provider
crosswalk across all health plans to define provider categories based on provider type, specialty,
taxonomy, and credentials. Healthy U should continue to assess the accuracy of the category assigned
to each provider in the submitted data for accurate network adequacy results. Statewide, Healthy U
met the time/distance standards for 42 of the 58 (72.4 percent) provider categories. The provider
categories that did not meetthe standards are listed in Table 2-14. Additionally, Healthy U did not
report any pediatric specialty providers for Allergy & Immunology, Ophthalmology, or Orthopedic
Surgery categories in the provider data for any county. While failure to meetsome of the standards
might result from lack of providers, Healthy U should continue to assess areas of inadequacy to identify
providers who chose not to contract with Healthy U and the inability to identify the providers in the
data using the standard definitions.

Table 2-14—Provider Categories That Failed to Meet Time/Distance Standards—Healthy U*

Provider Domain Provider Category

Additional Physical Health—Facilities | Outpatient Infusion/Chemotherapy

Ancillary—Facilities Pharmacy

Behavioral Health—Pediatric Behavioral Health—Pediatric

Allergy & Immunology, Pediatric; Dermatology, Pediatric; Gastroenterology;,
Pediatric; General Surgery, Pediatric; Infectious Disease, Pediatric;
Specialists—Pediatric Nephrology, Pediatric; Oncology/Hematology, Pediatric; Ophthalmology,
Pediatric; Orthopedic Surgery, Pediatric; Physical Medicine, Pediatric;
Pulmonology, Pediatric; Rheumatology, Pediatric; Urology, Pediatric

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e., urban,
rural, and frontier).
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VALIDATION OF PERFORMANCE IMPROVEMENT PROJECTS

For CY 2020, Molina submitted a new clinical PIP topic: Medicaid Comprehensive Diabetic Care—Eye
Exams.

Validation Results

Table 2-15 summarizes the validation findings for each stage validated for CY 2020. Overall, 100
percent of all applicable evaluation elementsreceived a score of Met.

Table 2-15—CY 2020 Performance Improvement Project Validation Results
for Molina (N=1 PIP)

Percentage of Applicable

Elements*
Activity i ; I
Partially
Met Met Not Met
I. Reviewthe Selected Study Topi 100% 0% 0%
. eview the Selected Stu opic
v P (2/2) 020 | (00
100% 0% 0%
Il. Review the Study Question
Y (1/2) 0/1) | (0/2)
Il. Review the Identified Study P lati 100% 0% 0%
. Review the Identified Stu opulation
_ yrop (1/2) (0/1 | (0/)
Design
IV. Review the Selected Study Indicat 100% 0% 0%
. Review the Selected Study Indicators
Y (1/2) (0/1) | (0/)
100% 0% 0%
V. Review Sampling Methods (if sampling was used
Pling (if sampling Y oam | oem | o)
VI. Review the Data CollectionP d 100% 0% 0%
. Review the Data Collection Procedures
(4/4) (0/4) (0/4)
S T 100% 0% 0%
esign Tota
& (16/16) | (0/16) | (0/16)
VIl. Reviewthe Data Analysis and Interpretation of 100% 0% 0%
Results (3/3) (0/3) (0/3)
Implementation
. 100% 0% 0%
VIII. Assess the Improvement Strategies
(6/6) (0/6) (0/6)
Implementation Total 100% 0% 0%
(9/9) (0/9) (0/9)
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Percentage of Applicable

Elements*
Activity "
Partially
Met Not Met
IX. Assess for Real Improvement Achieved Not Assessed
Outcomes
X. Assess for Sustained Improvement Not Assessed
Outcomes Total Not Assessed
Percentage Score of Applicable Evaluation Elements Met 100%
2 2 (25/25)
. - . 100%
Percentage Score of Applicable Critical Evaluation Elements Met
(12/12)
Validation Status Met

Indicator Outcomes

For CY 2020, Molina reported baseline data.

For the baseline measurement period, Molina reported that 52.3 percent of diabetic members 18 to 75
years of age had either a retinal or dilated eye exam, a negative retinal or dilated examin the prior
measurementyear, or a bilateral eye enucleation.

Table 2-16 displays data for Molina’s PIP.

Table 2-16—PIP—Medicaid Comprehensive Diabetic Care—Eye Exams
Molina

| Study Indicator Results

Baseline Period

i |
(01/01/2018-12/31/2018) Sustained Improvement

Study Indicator

The percentage of members 18-75 years of age N: 215
with diabetes (type 1 and type 2) who received a 52.3% Not Assessed
retinal eye exam. D:411

N—Numerator D—Denominator
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Molina—Quality, Timeliness, and Access to Care—Performance Improvement Projects

Strengths

Molina designed a scientifically sound PIP. The technical design of the PIP was sufficient to measure
outcomes and allowed for the successful progression to the next stage of the PIP process. Molina
reported and analyzed its baseline data accurately. Molina conducted appropriate Ql processes to
identify barriers. The implemented interventions were logically linked to the barriers and appear to
have the potential to impact study indicator outcomes. Additionally, Molina’s study topic addressed
CMS’ requirements related to outcomes—specifically, the quality, and timeliness of care and services.
Molina’s PIP aims to improve the eye exam screening rates for its diabetic population ages 18 to 75.
For patients with diabetes, regular follow-up with early detection and treatment of vision-threatening
retinopathy enables the prevention of visual loss due to diabetic retinopathy.

Opportunities for Improvement and Recommendations

The PIP received an overall Met validation status, with a Met score for 100 percent of critical
evaluation elements and 100 percent of overall evaluation elements across all activities completed and
validated.

As the PIP progresses, HSAG recommends the following:

e Molina must discuss changes in the study rates over the baseline and include statistical testing
results in the narrative interpretation of data.

e Molina must revisit its causal/barrier analysis at least annually to determine whetherthe barriers
identified continue to be barriers, and to see if any new barriers existthat require the development
of interventions.

VALIDATION OF PERFORMANCE MEASURES

Validation Results

HSAG’s review of the FAR for HEDIS 2020 based on CY 2019 data showed that Molina’s HEDIS
compliance auditor found Molina’s IS and processesto be compliant with all applicable IS standards
and the HEDIS reporting requirements for HEDIS 2020. HSAG’s review of Molina’s FAR revealed that
Molina’s HEDIS compliance auditor did not document any specific strengths, opportunities for
improvement, or recommendations related to PMV results.

Molina contracted with an externalsoftware vendorwith HEDIS Certified Measures for measure
production and rate calculation.
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Performance Measure Outcomes

Table 2-17 shows Molina’s HEDIS 2020 results as compared to the 2020 NCQA Quality Compass
average rates. Rates that fell below the Quality Compass average rates are denotedin red font.

Table 2-17—Molina HEDIS 2020 Results

2020 NCQA
Molina 2020 Quality

HEDIS Measure Rate Compass

Average

Antidepressant Medication Management

The percentage of members18 years of age and older who were treated with
antidepressant medication, had a diagnosis of major depressionand who
remained on an antidepressant medication treatment for at least 84 days (12
weeks). (Effective Acute Phase Treatment)

NA 54.94%

Appropriate Treatment for Children With Upper Respiratory Infection (URI)

The percentage of children 3 months—17 years of age who were given a diagnosis

0, o)
of URI and were not dispensed an antibiotic prescription. 93.26% 90.72%

Breast Cancer Screening

The percentage of women 50-74 years of age who had a mammogramto screen

40.00% 58.35%
for breast cancer.

Cervical Cancer Screening

The percentage of women 21-64 years of age who were screened appropriately
for cervical cancer.

Childhood Immunization Status

The percentage of children 2 years of age who had four diphtheria, tetanus, and
acellular pertussis (DTaP); three polio (IPV); one measles, mumps, and rubella
(MMR); three haemophilus influenza type B (HiB); three hepatitis B (HepB); one 72.02% 70.28%
chickenpox (VZV); and four pneumococcal conjugate (PCV) vaccines by their
second birthday. (Combination 3)

54.99% 60.13%

Chlamydia Screening in Women

The percentage of women 16-24 years of age who were identified as sexually
active and who had atleast one test for chlamydia during the measurement year. 41.14% 58.04%
(Total)

Comprehensive Diabetes Care

The percentage of members18-75years of age with diabetes (type 1 and type 2)

() 0,

who had hemoglobin Alc(HbAlc) testing. (HbAlc Testing) 88.08% 88.22%
The percentage of members18-75years of age with diabetes (type 1 and type 2) 52.07% 57 11%
who had an eye exam (retinal) performed. (Eye Exam [Retinal] Performed) e R
Controlling High Blood Pressure
The percentage of members18-85years of age who had a diagnosis of
hypertensionand whose blood pressure was adequately controlled during the 60.58% 60.75%
measurementyear.
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2020 NCQA
Molina 2020 Quality

HEDIS Measure
Rate Compass

Average

Immunizations for Adolescents

The percentage of adolescents 13 years of age who had one dose of
meningococcal conjugate vaccine; and one tetanus, diphtheria toxoids, and 84.43% 80.40%
acellular pertussis (Tdap) vaccine by their 13th birthday. (Combination 1)

Prenatal and Postpartum Care

The percentage of live birth deliveries that had a postpartum visit on or between

74.709 75.229
7 and 84 days after delivery. (Postpartum Care) % %
Use of Imaging Studies for Low Back Pain
The percentage of memberswith a primary diagnosis of low back pain who did
nothave an imaging study (plain X-ray, MRI, CT scan) within 28 days of the 73.21% 74.62%

diagnosis.

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

The percentage of members3—-17 yearsof age who had an outpatient visit with a
PCP or obstetrician/gynecologist (OB/GYN) and who had evidence of body mass 79.32% 76.92%
index (BMI) percentile documentation. (BMI Percentile—Total)

Well-Child Visits in the First 15 Months of Life

The percentage of children whoturned 15 months old during the measurement
year and who had six or more well-child visits with a PCP during theirfirst 15 68.86% 66.10%
months of life. (Six or More Well-Child Visits)

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

The percentage of children 3—6years of age who received one or more well-child
visits with a PCP during the measurement year.

Rates inred fontindicate the rate fell below the Quality Compass average.

NA indicates that the rate was not presented because the denominator was less than 30.

66.18% 74.08%

Molina—Quality, Timeliness, and Access to Care—Performance Measures

Strengths
Molina exceeded the 2020 NCQA Quality Compass average for the following measure rates:

e Appropriate Treatment for Children With Upper Respiratory Infection (URI)

e Child Immunization Status—Combination 3

e Immunizations for Adolescents—Combination 1

e Weight Assessmentand Counseling for Nutrition and Physical Activity for Children/Adolescents
e Well-Child Visits in the First 15 Months of Life
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Opportunities for Improvement and Recommendations
Molina fell below the 2020 NCQA Quality Compass average for the following measure rates:

e Breast Cancer Screening

e Cervical Cancer Screening

e Chlamydia Screening in Women

e Comprehensive Diabetes Care—HbAIc Testing and Eye Exam (Retinal) Performed
e Controlling High Blood Pressure

e Prenatal and Postpartum Care—Postpartum Care

e Useof Imaging Studies for Low Back Pain

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

Molina exceeded the 2020 NCQA Quality Compass average for only five of the 14 applicable measure
rates (35.71 percent), indicating several opportunities forimprovement. Molina could focusits
improvement efforts on breast cancer, cervical cancer, chlamydia, and postpartum care preventive
screenings for women; controlling high blood pressure; appropriate diabetes care; well-child visits for
young children; and decreasing unnecessary back imaging.

ASSESSMENT OF COMPLIANCE WITH MEDICAID MANAGED CARE REGULATIONS

Molina—Quality, Timeliness, and Access to Care—Compliance Reviews

For the CY 2020 compliance monitoring activities, HSAG reviewed Molina’s CAP and related
interventions and conducted a follow-up compliance review for any requirements receiving Partially
Met or Not Met scores during the CY 2019 compliance review. HSAG also reviewed a sample of
administrative records related to initial provider credentialing, member grievances, service
authorization denials, and memberappeals for alignment with quality, timeliness, and access
requirements. Molina’s sample of credentialed providers included a physician assistant, a nurse
practitioner, a licensed professional counselor, licensed social workers, an orthopedist, an audiologist,
a behavioral analyst, an orthopedist, and an obstetrician. HSAG reviewed a full sample of 10 prior
authorization denial records and a full sample of 10 grievance records. Molina submitted a sample of
nine appeal records for the period under review.

HSAG determined CY 2020 compliance monitoring findings based on a desk review of the documents
and records Molina submitted and through conducting a virtual, web-based review consisting of
interviews with key Molina staff members.
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Strengths

For the CY 2020 compliance follow-up review, HSAG found that overall Molina demonstrated
improvementfrom CY 2019 to CY 2020, specifically pertaining to access to care. Concerning member
information, HSAG found that Molina began using an accessibility product, Userlst’s uRemediate,
which has a website application to invert the colors on a page or change to grayscale to help with color
contrast. This product also offersan option to better support the viewer’s screen reader.

HSAG found that for each provider credentialing file, Molina included all required documentation to
demonstrate that it obtained a credentialing application, verified licensure and education, and
searched federal exclusion databases prior to appointment. HSAG found full compliance with the
credentialing record review.

HSAG reviewed NABD letters and found that Molina had sent all acknowledgementand resolution
letters submitted to the membersin a timely manner. Molina also demonstrated appropriate
procedures for extensions and expedition requests.

Opportunities for Improvement and Recommendations

HSAG found that the prior authorization denial records did not meetthe requirements of §438.10
related to format and readability, potentially indicating opportunities forimprovement related to the
access to and quality and timeliness of care. For example, the Guidelines for Appealing a Medical
Denial was written using a font size smaller than the required 12-point fontand included the following
incorrect information:

e language requiring members to follow an oral request for an appeal with a written request within
five days.

e language stating that Molina would process expedited appeals within three business days, instead
of the required 72 hours.

e Outdated language regarding the continuation of services during an appeal or State fair hearing.

HSAG noted that Molina referred to all denial letters as “notices of action,” which is an obsolete term
for CMS. NABD is the current term CMS uses for adverse benefit determinations related to 42 CFR
§438.404.

HSAG also foundthat the NABD letters and appeal resolution letters were often confusing, unclear, or
written in language that was above a sixth-grade reading level. HSAG suggests that Molina’s leadership
team review the appeal proceduresto ensure compliance with all requirementsand incorporate a
monitoring system to initiate supervisor review of letters for content and ease of understanding prior
to mailing.

HSAG found that internal documentation of some grievances lacked important details. HSAG suggests
that Molina work toward more complete documentation in its system notes. HSAG also noted that
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grievance topics indicated that lagging eligibility updates in the pharmacy system occurred frequently
and suggests that Molina consider investigating this pattern.

In CY 2018, HSAG had reviewed Molina’s provider directory content and found that Molina did not
include the following information in the provider directory located on its website: website URLs for
providers; information concerning whetherthe provider completed cultural competency training; or
whetherthe provider’s office had accommodations for people with physical disabilities, including
offices, exam rooms, and equipment. HSAG’s review of Molina’s provider directory again in CY 2019
revealed the same findings. In CY 2020, HSAG found that Molina’s online provider directory did not
include website URLs for providers or information concerning whetherthe provider completed cultural
competency training, potentially negatively impacting the quality of and access to care. HSAG suggests
that Molina develop a strategy to ensure its provider directory includes all required information.

In CY 2018, HSAG found that Molina’s appeal process included provisions that the member must
complete a written appeal request within five days of the oral request or the member would lose the
right to appeal. In CY 2019, HSAG found that Molina had revised its policy to remove the statement
that members may “lose their right to appeal” but did not remove the artificial time frame of five days.
Molina’s documents stated, “The written, signed Appeal must be received within five working days
from the date of the oral Appeal. If the Aggrieved Person does not follow up with a written, signed
Appeal, the Contractor has no further obligation to take action on the Aggrieved Persons Appeal.” The
Preamble to the Medicaid managed care regulations clarifies this topic wherein CMS states that a time
limit cannot be imposed on the member’s written response to an oral appeal request.

HSAG recommended that Molina’s policy stress that Molina will work with the memberto provide any
assistance needed in filing a written appeal following an oral appeal, to comply with 42 CFR
§438.406(a). HSAG also suggests that Molina review 42 CFR §438 Subpart F and revise sections of the
Appeals policy, such as Section I. Right to Appeal a Grievance. There seemed to be some confusion
regarding the definitions of a “NABD,” “notice of action,” “grievance,” and “appeal.” HSAG suggested
that Molina remove the outdated term “notice of action” and ensure that the definition for “NABD” is
aligned with the federal definition. A table in Molina’s Appeal procedure indicated that a member has
30 days to file a requestfor a State fair hearing rather than the time frame of 120 days (from the
appeals resolution). Within its policies, Molina stated that there is an option, sometimes, for a member
to appeal a grievance, which is not accurate. HSAG suggested that senior leadership who oversee
appeals and grievances thoroughly review policies and procedures to ensure consistency with the
federal regulations.
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VALIDATION OF NETWORK ADEQUACY

Molina—Quality, Timeliness, and Access to Care—Network Adequacy

Table 2-18 displays the match percentage for provider information between the data submitted by
Molina and all ACOs and the online provider directory. Table 2-19 reflects the percentage of providers
who have the service listed as available on Molina’s online directory as compared to all ACOs.

Table 2-18—Percentage of Exact Matches Between the Submitted Provider Data and the Online Directoryfor
Molinaand All ACOs

Molina AllACOs

Provider Information Total Match Unmatched Total Match Unmatched

Percentage | Percentage Percentage | Percentage
Provider First Name 277 97.5% 2.5% 958 99.2% 0.8%
Provider Middle Name 277 98.6% 1.4% 958 97.7% 2.3%
Provider Last Name 277 100.0% 0.0% 958 99.8% 0.2%
Provider Address 1 277 94.9% 5.1% 958 90.5% 9.5%
Provider Address 2 277 91.0% 9.0% 958 90.3% 9.7%
Provider City 277 97.5% 2.5% 958 93.8% 6.2%
Provider State 277 100.0% 0.0% 958 99.5% 0.5%
Provider Zip Code 277 96.4% 3.6% 958 93.8% 6.2%
Provider County 277 1.1% 98.9% 958 0.7% 99.3%
Provider Specialty* 277 99.6% 0.4% 958 89.6% 10.4%
Provider Accepting New Patients 277 86.6% 13.4% 958 73.7% 26.3%

*For presentation here, Provider Specialty was considered a match if the provider specialty in the submitted provider data wasin the same
provider category as the provider specialty reported in the onlinedirectory. For example, “Midwifery” was listed in provider data and “Nurse
Midwife” was listed in the directory, or “Neonatal-Perinatal Medicine” waslisted in provider dataand “Neonatology” was listed in the
directory.

Table 2-19—Percentage of Provider Service Information Availablein Online Directory for Molinaand AIIACOs

Molina All ACOs

Percentage Percentage Percentage Percentage
Available Services Information Total Shown Not Shown Shown Not Shown

Any Practice Limitations* 93.5% 6.5% 47.5% 52.5%

Non-English Language Speaking

Provider 277 98.2% 1.8% 958 97.6% 2.4%

Provider A dates Physical

Dri‘s);"biﬁtrie;commo atesFhysica 277 59.2% 40.8% 958 44.9% 55.1%
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Molina All ACOs

Percentage | Percentage Percentage Percentage
Available Services Information Total Shown Not Shown Shown Not Shown

Provider Completed Cultural
Competency Training

Provider URL 277 1.8% 98.2% 958 19.9% 80.1%

*An example of a practice limitation isthe provider only treating patients 1 to 18 years of age

0.4% 99.6% 37.3% 62.7%

Table 2-20 displays the number and percent of provider categories wherein Molina met the
time/distance standards at the statewide level.

Table 2-20—Compliance With Time/Distance Standards by Provider Domain—Molina

Percent Within Time

Number of Provider Count Within Time Distance Standard

Provider Domain Categories Distance Standard* (%)*
PCP—Adult 2 2 100.0%
PCP—Pediatric 2 1 50.0%
PNC/Women’s Health Providers 2 2 100.0%
Specialists—Adult 17 16 94.1%
Specialists—Pediatric 17 3 17.6%
Additional Physical Health—Providers 7 6 85.7%
Additional Physical Health—Facilities 6 4 66.7%
Hospitals 1 1 100.0%
Ancillary—Facilities 2 1 50.0%
Behavioral Health—Adult 1 1 100.0%
Behavioral Health—Pediatric 1 1 100.0%

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e.,
urban, rural, and frontier).

Molina—Quality, Timeliness, and Access to Care—Network Adequacy

Strengths

Molina’s PDV indicated that 76.1 percent of the sampled providers were foundin the health plan’s
online provider directory. Molina had more than a 90 percent match between submitted data and the
online directory information for all provider fields except Provider County and Provider Accepting New
Patients. Additionally, the information on the Molina website noted that the most recent update to the
website and paper directory was October 25, 2020, when HSAG reviewed the websites on October 26,
2020.
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Geographic network distribution analysis indicated that Molina met most of the time/distance
standards in rural counties (74.1 percent) and 100 percent of the standards statewide for PCP—Adult,
PNC/Women's Health Providers, Hospitals, Behavioral Health—Adult, and Behavioral Health—Pediatric
provider domains.

Opportunities for Improvement and Recommendations

Accurate provider information in Molina’s online provider directory is critical for membersto have
timely access to appropriate health care providers. HSAG recommends that Molina frequently update
its online provider directory with the required, accurate provider information and have an option for
membersto requesta paper form of the provider directory and to report errors using an email address
or toll-free number which is conspicuously displayed on the website. HSAG also recommends that
Molina include provider information on cultural competency training and provider URLs since less than
2 percent of sampled providers included information on these services.

Building on the CY 2019 study, the CY 2020 network adequacy study used a standardized provider
crosswalk across all health plans to define provider categories based on provider type, specialty,
taxonomy, and credentials. Molina should continue to assess the accuracy of the category assigned to
each provider in the submitted data for accurate network adequacy results. Statewide, Molina met the
time/distance standards for 38 of the 58 (65.5 percent) provider categories. The provider categories
that did not meet the standards are listed in Table 2-21. Additionally, Molina did not report any
pediatric specialty providers for Dermatology or Ophthalmology and did not include any
Mammography facilities or Outpatient Infusion/Chemotherapy facilities in the provider data for any
county. While failure to meetsome of the standards might result from lack of providers, Molina should
continue to assess areas of inadequacy to identify providers who chose not to contract with Molina
and the inability to identify the providers in the data using the standard definitions.

Table 2-21—Provider Categories That Failed to Meet Time/Distance Standards— Molina*

Provider Domain Provider Category

Additional Physical Health—Facilities | Mammography; Outpatient Infusion/Chemotherapy

Additional Physical Health—Providers | Diagnostic Radiology

Ancillary—Facilities Pharmacy
PCP—Pediatric PCP—Midlevel—Pediatric
Specialists—Adult Infectious Disease

Allergy & Immunology, Pediatric; Cardiology, Pediatric; Dermatology,
Pediatric; Endocrinology, Pediatric; Gastroenterology, Pediatric; General
Specialists—Pediatric Surgery, Pediatric; Infectious Disease, Pediatric; Nephrology, Pediatric;
Oncology/Hematology, Pediatric; Ophthalmology, Pediatric; Otolaryngology,
Pediatric; Pulmonology, Pediatric; Rheumatology, Pediatric; Urology, Pediatric

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e., urban, rural,
and frontier).
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SelectHealth Community Care (SelectHealth)

VALIDATION OF PERFORMANCE IMPROVEMENT PROJECTS

For CY 2020, SelectHealth continued its PIP topic: Improving the Percentage of 13-year-old Female
Medicaid Members who had 2 Doses of Human Papilloma Virus (HPV) Vaccine Prior to Their 13th
Birthday .

Validation Results

Table 2-22 summarizes the validation findings for each stage validated for CY 2020. Overall, 100
percent of all applicable evaluation elementsreceived a score of Met.

Table 2-22—CY 2020 Performance Improvement Project Validation Results
for SelectHealth (N=1PIP)

Percentage of Applicable

Elements*
Activity i I
Partially
I. Reviewthe Selected Study Topi 100% 0% 0%
. Review the Selected Study Topic
yoop (2/2) 0/2) | (/2
Il.  Review the Study Questi 100% 0% 0%
. Reviewthe Stu uestion
Y (1/1) /1) | (o)
100% 0% 0%
Ill. Review the ldentified Study Population
Design (1/1) (0/1) (0/1)
IV. Review the Selected Study Indicat 100% 0% 0%
. Review the Selected Study Indicators
Y (1/1) (0/1) | (0/1)
V. Review Sampling Methods (if sampling was used) Not Applicable
VI. Reviewthe Data CollectionP d 100% 0% 0%
. Review the Data Collection Procedures
(3/3) (0/3) (0/3)
Desizn Total 100% 0% 0%
esign Tota
e (8/8) | (0/8) | (0/8)
VIl. Review the Data Analysis and Interpretation of 100% 0% 0%
Results (3/3) (0/3) (0/3)
Implementation
. 100% 0% 0%
VIII. Assess the Improvement Strategies
(6/6) (0/6) (0/6)
imol tation Total 100% 0% 0%
mplementation Tota
: (/9 | (0/9) | (0/9)
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Percentage of Applicable

Elements*
Activity .
Partially
Met Not Met
IX. A for Real | t Achieved 100% 0% 0%
. Assess for Real Improvement Achieve
i (2/2) (0/2) | (0/2)
Outcomes
X. A for Sustained | t 100% 0% 0%
. Assess for Sustained Improvemen
i (1/1) (0/1) | (0/1)
Outcomes Total 100% 0% 0%
(3/3) (0/3) (0/3)
P tageS fApplicable EvaluationEl ts Met 100%
ercentage Score o icable Evaluation Elements Me
& PP (20/20)
i o . 100%
Percentage Score of Applicable Critical Evaluation Elements Met (11/11)
Validation Status Met

Indicator Outcomes

SelectHealth progressed to reporting Remeasurement 3 data in CY 2020. For Remeasurement 3, the
percentage of 13-year-old female Medicaid members who had two doses of HPV vaccine prior to their
13th birthday was 33.3 percent. This rate is 1.7 percentage points lower than the Remeasurement 2
rate; however, SelectHealth maintained a statistically significant increase (p =0.0014) of 6.6
percentage points over the baseline rate.

SelectHealth was able to sustain statistically significant improvementover the baseline rate for two
remeasurement periods. It should be noted that there was a change in the HEDIS 2018 /Immunizations
for Adolescents (IMA) measure numerator specifications (i.e., a two-dose HPV vaccination series was
added instead of a three-dose series). This change may impact the comparability of Remeasurement 2
and Remeasurement 3 data to the baseline rate.

Table 2-23 displays data for SelectHealth’s PIP.
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Table 2-23—PIP—HPV Vaccine Prior to 13th Birthday for Female Medicaid Members
SelectHealth
Baseline Period Remeasurementl| Remeasurement2 Remeasurement3 X
Sustained
Improvement

StudyIndicator 01/01/2015- 01/01/2016- 01/01/2017- 01/01/2018-
12/31/2015 12/31/2016 12/31/2017 12/31/2018

The percentage of
13-year-old female | . 557 N: 308 N: 371 N: 353
Medicaid members
who had 2 doses of
human
papillomavirus (HPV)
vaccine prior to their
13th birthday

*Indicates statistically significant improvement over the baseline. N-Numerator D-Denominator

26.7% 26.6% 35.0%* 33.3%* Achieved

D:%61 D:1,157 D: 1,060 D: 1,060

SelectHealth—Quality, Timeliness, and Access to Care—Performance Improvement Projects

Strengths

SelectHealth designed a scientifically sound project and reported and analyzed its Remeasurement 3
data accurately. SelectHealth conducted appropriate Ql processes to identify and prioritize barriers;
implemented interventions that were logically linked to the barriers; and was successful in achieving a
statistically significant, sustained improvementin the study indicator rate over the baseline.
Additionally, SelectHealth’s study topic addressed CMS’ requirements related to outcomes—specifically,
the quality and timeliness of care and services. SelectHealth’s PIP aims to improve HPV vaccination rates
in its female adolescent Medicaid population. By increasing the percentage of 13-year-old female
Medicaid members who had two doses of HPV vaccine prior to their 13th birthday, the health plan
increasesthe likelihood of desired health outcomes of its members through providing services thatare
consistent with current professional, evidence-based knowledge and providing timely care.

Opportunities for Improvement and Recommendations

The PIP received an overall Met validation status, with a Met score for 100 percent of critical
evaluation elements and 100 percent of overall evaluation elements across all activities completed and
validated.

HSAG recommends the following:

e Since SelectHealth has demonstrated sustained improvement in this PIP, the health plan should
consult with UDOH on next steps.

e Considering the changes to the HEDIS specifications, if SelectHealth decides to continue with the
current PIP topic, it should redetermine the baseline measurement period to allow for
comparability of remeasurementdata to the baseline.
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e SelectHealth must continue to revisit its causal/barrier analysis at least annually to determine
whetherthe barriers identified continue to be barriers, and to see if any new barriers exist that
require the development of interventions.

VALIDATION OF PERFORMANCE MEASURES

Validation Results

HSAG’s reviewof the FAR for HEDIS 2020 based on CY 2019 datashowed that SelectHealth’s HEDIS
compliance auditor found SelectHealth’s IS and processes to be compliant with the applicable IS standards
and the HEDIS reporting requirements for HEDIS 2020. SelectHealth contracted with an external software
vendor with HEDIS Certified Measures for measure productionand rate calculation. HSAG’sreview of
SelectHealth’s FAR revealedthat SelectHealth’s HEDIS compliance auditor did not document any specific
strengths, opportunitiesforimprovement, orrecommendations related to PMV results.

Performance Measure Outcomes

Table 2-24 shows SelectHealth’s HEDIS 2020 results as compared to the 2020 NCQA Quality Compass
average rates. Rates that fell below the Quality Compass average rates are denotedin red font.

Table 2-24—SelectHealth HEDIS 2020 Results

2020 NCQA
SelectHealth Quality

HEDIS Measure 2020 Rate Compass

Average

Antidepressant Medication Management

The percentage of members18 years of age and older who were treated with
antidepressant medication, had a diagnosis of major depressionand who
remained on an antidepressant medication treatment for at least 84 days (12
weeks). (Effective Acute Phase Treatment)

50.88% 54.94%

Appropriate Treatment for Children With Upper Respiratory Infection (URI)

The percentage of children 3 months—17 years of age who were given a diagnosis

.849 729
of URI and were not dispensed an antibiotic prescription. 94.84% 90.72%

Breast Cancer Screening

The percentage of women 50-74 years of age who had a mammogramto screen

50.02% 58.35%
for breast cancer.

Cervical Cancer Screening

The percentage of women 21-64 years of age who were screened appropriately
for cervical cancer.

Childhood Immunization Status

The percentage of children 2 years of age who had four diphtheria, tetanus, and
acellular pertussis (DTaP); three polio (IPV); one measles, mumps, and rubella 73.41% 70.28%
(MMR); three haemophilus influenza type B (HiB); three hepatitis B (HepB); one

57.66% 60.13%
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2020 NCQA
SelectHealth Quality

HEDISM
S Measure 2020 Rate Compass

Average

chickenpox (VZV); and four pneumococcalconjugate (PCV) vaccines by their
second birthday. (Combination 3)

Chlamydia Screening in Women

The percentage of women 16-24 years of age who were identified as sexually
active and who had atleast one test for chlamydia during the measurement year. 38.01% 58.04%
(Total)

Comprehensive Diabetes Care

The percentage of members18-75 years of age with diabetes (type 1 and type 2)

91.679 88.229
who had hemoglobin Alc (HbAlc) testing. (HbAlc Testing) % %
The percentage of members18-75years of age with diabetes (type 1 and type 2) 65.36% 57.11%
who had an eye exam (retinal) performed. (Eye Exam [Retinal] Performed) =R R
Controlling High Blood Pressure
The percentage of members18-85years of age who had a diagnosis of
hypertensionand whose blood pressure was adequately controlled during the 76.12% 60.75%

measurementyear.

Immunizations for Adolescents

The percentage of adolescents 13 years of age who had one dose of
meningococcal conjugate vaccine; and one tetanus, diphtheria toxoids, and 86.93% 80.40%
acellular pertussis (Tdap) vaccine by their 13th birthday. (Combination 1)

Prenatal and Postpartum Care

The percentage of live birth deliveries thathad a postpartum visiton or between

79.569 75.229
7 and 84 days after delivery. (Postpartum Care) % %
Use of Imaging Studies for Low Back Pain
The percentage of memberswith a primary diagnosis of low back pain who did
not have an imaging study (plain X-ray, MRI, CT scan) within 28 days of the 74.76% 74.62%

diagnosis.

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

The percentage of members3-17 yearsof age who had an outpatient visit with a
PCP or obstetrician/gynecologist (OB/GYN) and who had evidence of body mass 90.46% 76.92%
index (BMI) percentile documentation. (BMI Percentile—Total)

Well-Child Visits in the First 15 Months of Life

The percentage of children whoturned 15 months old during the measurement
year and who had six or more well-childvisits with a PCP during theirfirst 15 65.36% 66.10%
months of life. (Six or More Well-Child Visits)

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

The percentage of children 3—6years of age who received one or more well-child

.. . . 67.00% 74.08%
visits with a PCP during the measurementyear. ’ ?
Rates in red font indicate the rate fell below the Quality Compass average.
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SelectHealth—Quality, Timeliness, and Access to Care—Performance Measures

Strengths
SelectHealth exceeded the 2020 NCQA Quality Compass average for the following measure rates:

e Appropriate Treatment for Children With Upper Respiratory Infection (URI)

e Child Immunization Status—Combination 3

e Comprehensive Diabetes Care—HbA1c Testing and Eye Exam (Retinal) Performed
e Controlling High Blood Pressure

e Immunizations for Adolescents—Combination 1

e Prenatal and Postpartum Care—Postpartum Care

e Useof Imaging Studies for Low Back Pain

e Weight Assessmentand Counseling for Nutrition and Physical Activity for Children/Adolescents
Opportunities for Improvement and Recommendations
SelectHealth fell below the 2020 NCQA Quality Compass average for the following measure rates:

e Antidepressant Medication Management

e Breast Cancer Screening

e Cervical Cancer Screening

e Chlamydia Screening in Women

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

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

SelectHealth exceeded the 2020 NCQA Quality Compass average for only nine of the 15 applicable
measure rates (60.00 percent), indicating several opportunities for improvement. SelectHealth could
focus its improvement efforts on medication management; breast cancer, cervical cancer, and
chlamydia preventive screenings for women; and well-child visits for infants and young children.

ASSESSMENT OF COMPLIANCE WITH MEDICAID MANAGED CARE REGULATIONS

SelectHealth—Quality, Timeliness, and Access to Care—Compliance Reviews

For the CY 2020 compliance monitoring activities, HSAG reviewed SelectHealth’s CAP and related
interventions and conducted a follow-up compliance review for any requirements receiving Partially
Met or Not Met scores during the CY 2019 compliance review. HSAG also reviewed a sample of
administrative records related to initial provider credentialing, member grievances, service
authorization denials, and memberappeals for alignment with quality, timeliness, and access
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requirements. SelectHealth’s sample of credentialed providers included physician assistants, a licensed
professional counselor, licensed social workers, a physical therapist, a psychologist, an orthopedist,
and a nurse practitioner. HSAG reviewed a full sample of 10 records for both the grievance and appeals
record reviews. SelectHealth submitted a sample of four service authorization denial records for
review.

HSAG determined CY 2020 compliance monitoring findings based on a desk review of the documents
and records SelectHealth submitted and through conducting a virtual, web-based review consisting of
interviews with key SelectHealth staff members.

Strengths

Overall, HSAG found that SelectHealth demonstrated improvementfrom CY 2019 to CY 2020,
specifically pertaining to access to care. Concerning member information, HSAG found that
SelectHealth’s searchable online provider directory included all required information. HSAG noted that
the searchable online directory contained information about whether providers had participated in
cultural competency training and whether providers’ offices had accommodations for members with
physical disabilities.

Based on a review of provider agreementsin CY 2018 and CY 2019, HSAG had found that provider
agreements lacked provisions that the provider agrees to make available for audit, evaluation, or
inspection—by the State, CMS, the U.S. Department of Health and Human Services (HHS) inspector
general, and the comptroller general (or designees)—its premises, physical facilities, equipment,
books, records, contracts, computers, or other electronic systems relating to Medicaid members and
pertaining to any aspect of services and activities performed or amounts payable under the
Contractor’s contract with the State. For the CY 2020 review, SelectHealth submitted evidence that its
provider agreementsincluded associated regulatory language as definedin 42 CFR §438.230(c).

HSAG foundthat for each credentialing file reviewed, SelectHealth obtained an application, verified
licensure and education, and conducted searches of federalexclusion databases prior to appointment.
HSAG found that in all prior authorization denial records SelectHealth demonstrated timely
determinations. In one of the files HSAG reviewed, SelectHealth demonstrated appropriate and timely
use of an extension.

Opportunities for Improvement and Recommendations

In CY 2018, HSAG had found that SelectHealth’s provider directories (print and electronic) did not
include the provider’s website URL and did not indicate whetherthe provider had completed cultural
competency training or if the office had accommodations for members with physical disabilities. In CY
2020 HSAG found that the searchable directory continued to lack provider URLs and the portable
document format (PDF) directory lacked cultural competency information about providers as well as
URLs. HSAG suggested that SelectHealth develop a procedure to resolve this long-standing issue.
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During review of the service authorization denial records, HSAG found that SelectHealth sent the same
extension letter to both the memberand the provider, which requested additional information and did
not clarify medical terminology in the memberletter. In addition, the memberwas not informed of the
right to grieve the extension. HSAG suggests that SelectHealth establish a process to review letters that
are sent to membersto ensure clarity and appropriate readability grade level.

HSAG reviewed the appeal records and found that two acknowledgementletters were not sentin a
timely manner and that two resolution letters were not written at an easy-to-understand grade level
(i.e., a sixth-grade level to the extent possible). In addition, HSAG found that one appeal was not
assigned to a reviewerin a timely manner and therefore did not meettimely resolution requirements.
HSAG suggested that SelectHealth examine its appeal response procedures to improve the timeliness
and quality experience for its members.

During the grievances record review, HSAG also found that SelectHealth did not send three grievance
acknowledgement letters to membersin a timely manner. HSAG reviewed notesin the systemand
letters to the memberand found that members who called in a grievance were offered an opportunity
to file a “formal” grievance. If they chose not to, then SelectHealth did not performa follow-up or
investigation and closed the case. Federal regulations state that the Medicaid managed care plan must
accept grievances orally or in writing, according to 42 CFR §438.402(c)(3)(i). SelectHealth must accept a
grievance regardless of how the membersubmits it and may not put an additional burdenon the
memberto follow up in writing. SelectHealth must consider the initial verbal expression of
dissatisfaction the grievance. HSAG noted that SelectHealth may have confused the process for filing a
grievance orally with the process for filing an appeal orally. HSAG noted that it was likely that
SelectHealth missed many grievances and consequently did not investigate their associated quality of
service issues during the period under review. Within the files reviewed, HSAG found evidence of
further confusion between grievances and appeals, as some members were offered the opportunity to
file an appeal following the review of a quality of service issue. In addition, HSAG removed one appeal
file from the grievance record review that SelectHealth had misidentified as a grievance. HSAG strongly
recommends that SelectHealth’s managementteam review 42 CFR §438 Subpart F-Grievance and
Appeal System and retrain staff on grievance and appeal identification and processing.

VALIDATION OF NETWORK ADEQUACY

Table 2-25 displays the match percentage for provider information between the data submitted by
SelectHealth and all ACOs and the online provider directory. Table 2-26 reflects the percentage of
providers who have the service listed as available on SelectHealth’s online directory as compared to all
ACOs.
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Table 2-25—Percentage of Exact Matches Between the Submitted Provider Data and the Online Directoryfor
SelectHealth and AIIACOs

SelectHealth AllACOs

Provider Information Total Match Unmatched Total Match Unmatched

Percentage | Percentage Percentage Percentage
Provider First Name 190 99.5% 0.5% 958 99.2% 0.8%
Provider Middle Name 190 91.1% 8.9% 958 97.7% 2.3%
Provider Last Name 190 99.5% 0.5% 958 99.8% 0.2%
Provider Address 1 190 75.3% 24.7% 958 90.5% 9.5%
Provider Address 2 190 81.1% 18.9% 958 90.3% 9.7%
Provider City 190 83.7% 16.3% 958 93.8% 6.2%
Provider State 190 98.9% 1.1% 958 99.5% 0.5%
Provider Zip Code 190 83.7% 16.3% 958 93.8% 6.2%
Provider County 190 0.0% 100.0% 958 0.7% 99.3%
Provider Specialty* 190 94.7% 5.3% 958 89.6% 10.4%
Provider Accepting New Patients 190 8.4% 91.6% 958 73.7% 26.3%

*For presentation here, Provider Specialty was considered a match if the provider specialty in the submitted provider data wasin the same

provider category as the provider specialty reported in the online directory. For example, “Midwifery” was listed in provider data and “Nurse
Midwife” was listed in the directory, or “Neonatal-Perinatal Medicine” waslisted in provider data and “Neonatology” was listed in the

directory.

Table 2-26—Percentage of Provider Service Information Available in Online Directory for SelectHealth and All

ACOs
SelectHealth All ACOs
. . . Percentage | Percentage Percentage Percentage
Available Services Information Total Shown Not Shown Total Shown Not Shown
Any Practice Limitations* 190 71.1% 28.9% 958 47.5% 52.5%
Non-English L Speaki
Pr‘:)r:/i d:gr ISh tanguiage speaking 190 92.1% 7.9% 958 97.6% 2.4%
Provider Accommodates Physical
Disabilities 190 90.0% 10.0% 958 44.9% 55.1%
Provider Completed Cultural
. 190 92.1% 7.9% 958 37.3% 62.7%
Competency Training
Provider URL 190 34.7% 65.3% 958 19.9% 80.1%
*An example of a practice limitation isthe provider only treating patients 1 to 18 years of age
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Table 2-27 displays the number and percent of provider categories wherein SelectHealth met the

time/distance standards at the statewide level.

Table 2-27—Compliance With Time/Distance Standards by Provider Domain—SelectHealth

Percent Within Time

Number of Provider CountWithin Time Distance Standard

Provider Domain Categories Distance Standard* (%)*
PCP—Adult 2 2 100.0%
PCP—Pediatric 2 1 50.0%
PNC/Women’s Health Providers 2 2 100.0%
Specialists—Adult 17 17 100.0%
Specialists—Pediatric 17 3 17.6%
Additional Physical Health—Providers 7 6 85.7%
Additional Physical Health—Facilities 6 3 50.0%
Hospitals 1 1 100.0%
Ancillary—Facilities 2 2 100.0%
Behavioral Health—Adult 1 1 100.0%
Behavioral Health—Pediatric 1 1 100.0%

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e.,
urban, rural, and frontier).

SelectHealth—Quality, Timeliness, and Access to Care—Network Adequacy

Strengths

While SelectHealth’s PDV indicated that only 53.7 percent of the sampled providers were found in the
health plan’s online provider directory, the provider specialty information matched the submitted data
for the majority of providers found online. Additionally, over 90 percent of the sampled providers
found in the online directory included service information on cultural competency, physical disability
accommodation, and whether the provider speaks non-English languages.

Geographic network distribution analysis indicated that SelectHealth met 96.6 percent of the
time/distance standards in the frontier counties and 100 percent of the standards statewide for PCP—
Adult, PNC/Women's Health Providers, Specialists—Adult, Hospitals, Ancillary Facilities, Behavioral
Health—Adult, and Behavioral Health—Pediatric provider domains.

Opportunities for Improvement and Recommendations

Accurate provider information in SelectHealth’s online provider directory is critical for members to
have timely access to appropriate health care providers. 41.2 percent of the sampled providers were
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not found in the SelectHealth’s online provider directory. Additionally, 5.1 percent of the provider
locations were not foundin the directory. Even among providers found online, SelectHealth had a
lower match rate for Provider Address 1 (75.3 percent) and providers accepting new patients (8.4
percent) compared to the other ACOs. HSAG recommends that SelectHealth frequently update its
online provider directory with the required, accurate provider information and include the date when
the information was last updated. HSAG also recommends that SelectHealth have an option for
membersto requesta paper form of the provider directory and to report errors using an email address
or toll-free number which is conspicuously displayed on the website.

Building on the CY 2019 study, the CY 2020 network adequacy study used a standardized provider
crosswalk across all health plans to define provider categories based on provider type, specialty,
taxonomy, and credentials. SelectHealth should continue to assess the accuracy of the category
assigned to each provider in the submitted data for accurate network adequacy results. Statewide,
SelectHealth met the time/distance standards for 39 of the 58 (67.2 percent) provider categories. The
provider categories that did not meetthe standards are listed in Table 2-28. While failure to meet
some of the standards might result from lack of providers, SelectHealth should continue to assess
areas of inadequacy to identify providers who chose not to contract with SelectHealth and the inability
to identify the providers in the data using the standard definitions.

Table 2-28—Provider Categories That Failed to Meet Time/Distance Standards—SelectHealth*

Provider Domain Provider Category

Additional Physical Health—Facilities | Laboratory; Mammography; Outpatient Infusion/Chemotherapy

Additional Physical Health—Providers | Diagnostic Radiology

PCP—Pediatric PCP—Miidlevel - Pediatric

Allergy & Immunology, Pediatric; Dermatology, Pediatric; Endocrinology,
Pediatric; Gastroenterology, Pediatric; General Surgery, Pediatric; Infectious
Specialists—Pediatric Disease, Pediatric; Nephrology, Pediatric; Oncology/Hematology, Pediatric;
Orthopedic Surgery, Pediatric; Otolaryngology, Pediatric; Physical Medicine,
Pediatric; Pulmonology, Pediatric; Rheumatology, Pediatric; Urology, Pediatric

*To meet the statewide time/distance standard for a provider category, health plans must meet the standard for each urbanicity (i.e., urban, rural,
and frontier).
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Medicaid MCOs Providing Physical Health, Mental Health, and Substance Use Disorder
Services

Health Choice

VALIDATION OF PERFORMANCE IMPROVEMENT PROJECTS

For CY 2020, Health Choice submitted its new clinical PIP topic: Follow-Up After Hospitalization for
Mental lllness.

Validation Results

Table 2-29 summarizes the validation findings for each stage validated for CY 2020. Overall, 100
percent of all applicable evaluation elementsreceived a score of Met.

Table 2-29—PIP—Follow-Up After Hospitalization for Mental lliness
Health Choice

Percentage of Applicable

Elements*
Activity
Partially
100% 0% 0%
I.  Review the Selected Study Topic
yop (2/2) ©/2) | (0/2)
Il.  Review the Study Questi 100% 0% 0%
. Reviewthe Stu uestion
Y (1/1) /) | (/1)
Ill. Review the Identified Study Populati 100% 0% 0%
. Review the Identified Stu opulation
et yoP Wy | o1 | (n
esign
100% 0% 0%
IV. Review the Selected Study Indicators
Y (1/1) /1) | (0/1)
V. Review Sampling Methods (if sampling was used) Not Applicable
1 0, 0, 0,
VI. Reviewthe Data Collection Procedures 00% 0% 0%
(3/3) (0/3) (0/3)
Desien Total 100% 0% 0%
esign Tota
& 8/8) | (0/8) | (0/8)
VIl. Reviewthe Data Analysis and Interpretation of Not Assessed
Results
Implementation
VIII. Assess the Improvement Strategies Not Assessed
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Percentage of Applicable

Elements*
Activity .
Partially
Met Not Met
Implementation Total Not Assessed
IX. Assess for Real Improvement Achieved Not Assessed
Outcomes
X. Assess for Sustained Improvement Not Assessed
Outcomes Total Not Assessed
. . 100%
Percentage Score of Applicable Evaluation Elements Met (8/8)
. - . 100%
Percentage Score of Applicable Critical Evaluation Elements Met (5/5)
Validation Status Met

Indicator Outcomes

Health Choice had not progressed to reporting data in this validation cycle.

Health Choice—Quality, Timeliness, and Access to Care—Performance Improvement Projects

Strengths

Health Choice designed a scientifically sound project. The technical design of the PIP was sufficient to
measure outcomes, allowing for successful progression to the next stage of the PIP process.
Additionally, Health Choice’s study topic addressed CMS’ requirements related to outcomes—
specifically, the quality and timeliness of care and servicesand aims to reduce the risk of negative
outcomes by increasing timely follow-up care following a hospitalization for mental illness.

Opportunities for Improvement and Recommendations

The PIP received an overall Met validation status, with a Met score for 100 percent of critical
evaluation elementsand 100 percent of overall evaluation elements across all activities completed and
validated.

As the PIP progresses, HSAG recommends the following:
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e Health Choice must conduct a causal/barrier analysis to identify and prioritize barriers and develop
appropriate interventions.

e Health Choice must develop an evaluation methodology to determine the performance of each
intervention and its impact on the study indicators. This allows for continual refinement of
improvement strategies and determinesthe effectiveness of the intervention. Intervention-specific
evaluation results should guide next steps for each individual intervention.

VALIDATION OF PERFORMANCE MEASURES

Health Choice’s Utah Medicaid Integrated Care (UMIC) line of business, providing both physical health
and behavioral health services to Medicaid expansion members, initiated operations in January 2020.

Therefore, it did not have the CY 2019 data required to calculate or report performance measuresin CY
2020.

ASSESSMENT OF COMPLIANCE WITH MEDICAID MANAGED CARE REGULATIONS

Health Choice—Quality, Timeliness, and Access to Care—Compliance Reviews

Health Choice’s UMICline of business, providing both physical health and behavioral health services to
Medicaid expansion members, initiated operations in January 2020. As such, HSAG conducted a full
review of all standards.

For the CY 2020 compliance monitoring activities, HSAG also reviewed a sample of administrative
records related to initial provider credentialing, member grievances, service authorization denials, and
memberappeals for alignment with quality, timeliness, and access requirements. Health Choice’s
sample of credentialed providers included four nurse practitioners, a physical therapist, an audiologist,
two primary care physicians, an ophthalmologist, and a physician assistant. HSAG reviewed a full
sample of 10 prior authorization denial records. Health Choice submitted a sample of one appeal
record and two grievance records for the period under review.

HSAG determined CY 2020 compliance monitoring findings based on a desk review of the documents
and records Health Choice submitted and through conducting a virtual, web-based review consisting of
interviews with key Health Choice staff members.

Strengths

Health Choice provided evidence of a utilization management (UM) program that operated effectively
to process authorization requests and decisions in a timely manner, ensure consistent authorization
decision-making processes, and uphold nationally recognized clinical practice guidelines (CPGs).

Health Choice described two major software implementations within the UM department: 1) updated
InterQual criteria sets, and 2) enhancementsto the CareRadius platform that improved the overall
layout and speed of the system and added surveytools, including a discharge surveythat automatically
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tasked the transition of care (TOC) team with following up with the member, potentially positively
impacting the quality and access to care.

Health Choice provided HSAG with evidence that during the period underreview, Health Choice
ensured that covered services were made available and accessible to membersin a timely manner.
Within its provider manual and provider agreements, Health Choice described medically necessary
covered services that participating providers furnish. Health Choice provided its Network Monitoring
policy which described methods for monitoring the size and sufficiency of the network. Health Choice
demonstrated analysis of time and distance standards through its GeoAccess reports, which were run
every six months. In addition, Health Choice network services representatives were assigned counties
to maintain provider counts, oversee coverage issues, and actively recruit providers where access
disparities may exist.

Health Choice described an effective “Safety Net” care management structure and mechanisms to
coordinate betweenteamsand ensure member care. These systemsincluded software such as
CareRadius, Med/MC for claims data, and a national community resource database. Health Choice
provided an example of staff members using the national community resource database to support a
member’s transition out of state by connecting the memberto local resources in the member’s new
place of residence. Health Choice outlined plans to partner with the Department of Public Health and
develop disease management programs for diabetes, asthma, and congestive heart failure.

Health Choice had policies and procedures that described the organization’s commitment to promoting
and protecting memberrights. Within the procedures, Health Choice identified severalmechanisms to
ensure that staff and providers took into account member rights. Mechanisms included annual staff
training on memberrights, memberand provider newsletters, provider agreements, onboarding
processesfor new employeesand newly contracted providers, and monitoring membercomplaints.

Health Choice’s Compliance Plan and Fraud, Waste, and Abuse (FWA) policy addressed a code of
conduct, designation of a compliance officerand compliance committee, compliance training for
employeesand some providers, effective lines of communication and reporting, and dedicated staff
with processes for investigation of potential FWA. The provider manual informed providers of Health
Choice’s mechanisms to screenfor, prevent, and report FWA and provided a link to the Office of
Inspector General (OIG) website for more information. Health Choice’s compliance program activities
and FWA monitoring were interrelated. Health Choice staff members described provisions for
reporting potential FWA to the State; suspension of paymentsto providers for allegation of fraud; and
reporting to the State any overpaymentsidentified and recovered, member circumstances affecting
member eligibility (including death and change of residence), and termination of provider agreements.

Health Choice’s Quality Assessmentand Performance Improvement (QAPI) program involved a
matrixed partnership including clinical services, medical directors, and overarching guidance through
recent NCQA accreditation. Health Choice provided evidence through policies, procedures, and
supporting interviews that substantiated compliance with the QAPI program’s ability to assess
performance and engage in improvement activities.
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Health Choice’s Quality staff members described a pattern variation analysis that explored differences
in providers, members, and other data characteristics. These analyses helped Health Choice identify
high and low performers in the provider network. Health Choice collaborated with high performersto
gain insights regarding best practices. When low performers were identified, Health Choice was able to
provide additional training and support. For example, reports indicated low breast cancer screening
rates; upon further investigation, Health Choice was able to identify an underserved immigrant
population accessing services at federally qualified health centers (FQHCs). Health Choice provided
additional translation support at these locations and increased membereducation efforts to build
understanding regarding the importance of breast cancer screenings.

Opportunities for Improvement and Recommendations

Health Choice refersto the outdated term “notice of action” (NOA) in multiple documents, which is the
previous terminology for NABD. HSAG strongly suggests that all related documentation be updated to
include the current terminology, NABD, to align with State and federalguidelines as well as reduce
confusion.

Pertaining to coverage and authorization of services, Health Choice’s definition of “medical necessity”
was not inclusive of the required criteria, potentially negatively affecting the quality of and access to
care.

Two of the 10 denial records included benefit determination and reasons that were not clearly
described. Health Choice explained that this was due to a staff member’s writing error. In both
instances the staff memberwrote a determination explanation that was inconsistent with the actual
service requested (i.e., back pain versus neck pain). Additionally, Health Choice did not include appeal
information in the NABD letters. HSAG found some instances wherein a clinical term was included at
the beginning of the letter and the corresponding acronym appeared at the bottom of the letter;
however, the two were not clearly linked, potentially negatively impacting the quality of service and
access to care. HSAG suggests that Health Choice implement a process to review NABD letters prior to
sending them to the member.

The cultural competency training Health Choice developed for its providers to explain how to promote
the benefits of health care serviceslacked information about health care attitudes, beliefs, and
practices that affectaccess to health care services. HSAG recommends strengtheningthe cultural
competency training.

Health Choice’s Member Rights and Responsibilities policy did not include that the memberwill receive
information on treatment alternatives. In addition, HSAG evaluated Health Choice’s website and
several documents available on the website (i.e., the provider directory, memberhandbook, and drug
formulary) for accessibility and found many errors indicating barriers to accessibility for members with
visual impairments. In addition, the website did not have a notification that electronic information is
available to membersin paper form, without charge, upon request, and provided within five business
days from the request.
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Health Choice’s provider directories did not contain the provider’s website URL; an indicator to identify
whethera provider has completed cultural competency training; or whetherthe provider’s office has
accommodations for people with physical disabilities, including offices, examrooms, and equipment.
Health Choice’s provider directories also did not include taglines in large print (18 point) and prevalent
non-English languages describing how to request auxiliary aids and services (including written
translation, oral interpretation, and the toll-free and TTY/TDD customer service number) and
availability of materials in alternative formats.

During the appeal record review, HSAG found that in one file a registered nurse (RN) (rather than a
pharmacist or an individual with an appropriate pharmacy background) reviewed the decision to deny
a pharmaceutical request. This file was out of compliance with timeliness requirements for processing
the appeal and for sending an extension notice in a timely manner. In addition, the extension letter did
not inform the member of the right to file a grievance about the extension or to go directly to a State
fair hearing due to Health Choice failing to adhere to timeliness requirements. For another record that
resulted in Health Choice issuing an extension, Health Choice did not provide evidence to show how
the delay was in the member’sinterest. In this case the delay was due to an internal error, and Health
Choice should have provided an expedited resolution as soon as it became aware of the delay. HSAG
strongly suggests that senior leadership review these discrepancies and ensure that appropriate
systems are in place for membersto receive a timely notification of appeal resolutions.

Within its policies, Health Choice stated that standard oral member appeals must be followed by a
written letter or completed Member Appeal Form “within five business days from the date of the oral
appeal.” Health Choice cannot put an artificial time limit or constraint on a memberto follow an oral
appeal with a written appeal. In addition, if a memberneeds assistance with completing a written
appeal following the oral request, Health Choice must provide assistance according to 42 CFR
§438.406(a)(1).

Health Choice’s written provider agreementdid not specify that CMS, the HHS inspector general, and
the comptroller general (or designees) will have availability to audit, evaluate, or inspect its premises,
physical facilities, equipment, books, records, contracts, computer, or otherelectronic services.

Upon review of Health Choice’s provider manual and provider agreement, HSAG discovered that
neither contained the required information about the grievance and appeal processes and the State
fair hearing system.

VALIDATION OF NETWORK ADEQUACY

Table 2-30 displays the match percentage for provider information between the data submitted by
Health Choice and all MCOs (excluding HOME) and the online provider directory. Table 2-31 reflects
the percentage of providers who have the service listed as available on Health Choice’s online directory
as compared to all MCOs (excluding HOME).
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Table 2-30—Percentage of Exact Matches Between the Submitted Provider Data and the Online Directoryfor
Health Choice and All MCOs

Health Choice |

All MCOs (excluding HOME)

Unmatched
Percentage

Match
Percentage

Match
Percentage

Unmatched

Total
Percentage ota

Provider Information Total

Provider First Name 152 99.3% 0.7% 809 98.6% 1.4%
Provider Middle Name 152 99.3% 0.7% 809 94.7% 5.3%
Provider Last Name 152 99.3% 0.7% 809 99.5% 0.5%
Provider Address 1 152 87.5% 12.5% 809 91.1% 8.9%
Provider Address 2 152 90.1% 9.9% 809 91.7% 8.3%
Provider City 152 90.8% 9.2% 809 94.4% 5.6%
Provider State 152 97.4% 2.6% 809 99.4% 0.6%
Provider Zip Code 152 89.5% 10.5% 809 92.5% 7.5%
Provider County 152 0.0% 100.0% 809 0.2% 99.8%
Provider Specialty* 152 65.1% 34.9% 809 91.6% 8.4%
Provider Accepting New Patients 152 85.5% 14.5% 809 73.3% 26.7%

*For presentation here, Provider Specialty was considered a matchif the provider specialty in the submitted provider data was in the same provider

category asthe providerspecialtyreportedin the online directory. Forexample, “Midwifery” was listed in provider data and “Nurse Midwife” was

listed in the directory, or “Neonatal-Perinatal Medicine” was listed in providerdata and “Neonatology” was listed inthe directory.

Table 2-31—Percentage of Provider Service Information Available in Online Directory for Health Choice and
All MCOs

Health Choice

All MCOs (excluding HOME)

Available Services Total Percentage | Percentage | Percentage Total Percentage | Percentage Percentage
Information Shown |NotShown| Pending Shown |NotShown Pending
Any Practice
s 152 19.1% 80.3% 0.7% 809 65.8% 34.1% 0.1%
Limitations
Non-English
Language Speaking 152 99.3% 0.7% 0.0% 809 91.6% 8.4% 0.0%
Provider
Provider
Accommodates 152 0.7% 98.7% 0.7% 809 43.8% 56.1% 0.1%
Physical Disabilities
Provider Completed
Cultural Competency| 152 0.7% 98.7% 0.7% 809 41.8% 58.1% 0.1%
Training
Provider URL 152 0.0% 100.0% 0.0% 809 14.1% 85.9% 0.0%
*An example of a practice limitation is the provider only treating patients 1 to 18 years of age
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Table 2-32 displays the number and percent of provider categories wherein Health Choice met the
time/distance standards at the statewide level. All MCOs (except HOME) only operate in urban areas.

Table 2-32—Compliance With Time/Distance Standards by Provider Domain—Health Choice

Count
Numberof Within Time
Provider Distance Percent Within Time
Provider Domain Categories Standard* Distance Standard (%)
PCP—Adult 2 1 50.0%
PNC/Women's Health Providers 2 2 100.0%
Specialists—Adult 17 17 100.0%
Additional Physical Health—Providers 7 7 100.0%
Additional Physical Health—Facilities 6 4 66.7%
Hospitals 1 1 100.0%
Ancillary—Facilities 2 2 100.0%
Behavioral Health—Adult 3 3 100.0%
Behavioral Health—Facilities 4 1 25.0%

Health Choice—Quality, Timeliness, and Access to Care—Network Adequacy

Strengths

While 54.2 percent of the sampled providers could not be found in the online directory, Health Choice
was the only MCO which had an option for members to be able to request a paper form of the provider
directory. Additionally, Health Choice noted that the most recent update to the website and paper
directory was in October 2020.

Geographic network distribution analysis indicated that Health Choice met time/distance standards for
86.4 percent of all provider categories and 100 percent of the standards for PNC/Women's Health
Providers, Specialists—Adult, Additional Physical Health—Providers, Hospitals, Ancillary—Facilities, and
Behavioral Health—Adult provider domains.

Opportunities for Improvement and Recommendations

Accurate provider information in Health Choice’s online provider directory is critical for membersto
have timely access to appropriate health care providers. Health Choice’s PDV indicated that only 42.2
percent of the sampled providers were foundin the health plan’s online provider directory.
Additionally, Health Choice had a substantially lower match rate for Provider Specialty (65.1 percent)
compared to the other MCOs, and county information was not present for any of the sampled records.
HSAG recommends that Health Choice frequently update its online provider directory with the
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required, accurate provider information and include the date when the information was last updated.
HSAG also recommends that Health Choice include an option for members to report errors using an
email address or toll-free numberwhich is conspicuously displayed on the website. Health Choice
should also assess including information on provider URL and additional provider services such as
cultural competency training status and physical disability accommodation.

The CY 2020 network adequacy study used a standardized provider crosswalk across all health plans to
define provider categories based on provider type, specialty, taxonomy, and credentials. Health Choice
should continue to assessthe accuracy of the category assigned to each provider in the submitted data
for accurate network adequacy results. Statewide, all MCOs encountered challenges in meeting the
time/distance standards for Additional Physical Health— Facilities and Behavioral Health— Facilities
provider domains. The provider categories that did not meet the standards are listed in Table 2-33.
Additionally, Health Choice did not report any Mammography facilities or Outpatient Infusion/
Chemotherapy facilities in the provider data for any county. While failure to meet some of the
standards might result from lack of providers, Health Choice should continue to assess areas of
inadequacy to identify providers who chose not to contract with Health Choice and the inability to
identify the providers in the data using the standard definitions.

Table 2-33—Provider Categories That Failed to Meet Time/Distance Standards—Health Choice

Provider Domain Provider Category

Additional Physical Health—Facilities | Mammography; Outpatient Infusion/Chemotherapy

Behavioral Health Hospital; General Hospitals with a Psychiatric Unit;

Behavioral Health—Facilities Substance Abuse Facility

PCP—Adult PCP—Medical—Adult
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Healthy Outcomes Medical Excellence (HOME)

VALIDATION OF PERFORMANCE IMPROVEMENT PROJECTS

For CY 2020, HOME continued its PIP topic: Impact of Clinical and Educational Interventions on
Progression of Pre-Diabetes to Type Il Diabetes Mellitus.

Validation Results

Table 2-34 summarizes the validation findings for each stage validated for CY 2020. Overall, 100
percent of all applicable evaluation elementsreceived a score of Met.

Table 2-34—CY 2020 Performance Improvement Project Validation Results
for HOME (N=1 PIP)

Percentage of Applicable

Elements*
Activity i . I
Met Panr;zlly Not Met
I.  Reviewthe Selected Study Topic 100% 0% 0%
(2/2) (0/2) (0/2)
. . 100% 0% 0%
Il. Review the Study Question (1/1) 0/1) 0/1)
Ill. Review the ldentified Study Population 100% 0% 0%
Design (1/1) (0/1) (0/1)
IV. Review the Selected Study Indicators 100% 0% 0%
(2/2) (0/2) (0/2)
V. Review Sampling Methods (if sampling was used) Not Applicable
VI. Review the Data Collection Procedures 100% 0% 0%
(2/2) (0/2) (0/2)
Design Total 100% 0% 0%
(8/8) (0/8) (0/8)
VII. Reviewthe Data Analysis and Interpretation of 100% 0% 0%
Results (3/3) (0/3) (0/3)
Implementation
VIIl. Assess the Improvement Strategies 100% 0% 0%
(6/6) (0/6) (0/6)
Implementation Total 100% 0% 0%
(9/9) (0/9) (0/9)
. 100% 0% 0%
Outcomes IX. Assess for Real Improvement Achieved 2/2) 0/2) 0/2)
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Percentage of Applicable

Elements*
Activity

Partially
Met

100% 0% 0%
(1/1) (0/1) (0/1)

Not Met

X. Assess for Sustained Improvement

100% 0% 0%
(3/3) (0/3) (0/3)
100%

(20/20)

100%

(11/11)

Outcomes Total

Percentage Score of Applicable Evaluation Elements Met

Percentage Score of Applicable Critical Evaluation Elements Met

Validation Status Met

Indicator Outcomes

The purpose of this PIP is to decrease the HbA1c levelin the identified pre-diabetic study cohort (i.e.,
an HbAlc between 5.7 to 6.4) to an HbA1lc levelless than 5.7. For the baseline, HOME identified the
study cohort members based on their most recent HbAlc reading during CY 2017. A total of 103 pre-
diabetic members were identified in the study cohort. Since all membersincluded in the study are pre-
diabetic, the rate for the study indicator during baseline was 0.0 percent. For Remeasurement1,
HOME reported that three members were dropped from the study cohort due to disenrollment;
therefore, the Remeasurement 1 denominator for the cohort was 100. During CY 2018, the most
recent HbAlc reading for 43 members in the study cohort was less than 5.7. For Remeasurement 2,
HOME reportedthat 15 additional members were dropped from the study cohort due to
disenrollment; therefore, the study denominator for the cohort was 85. During CY 2019, the most
recent HbAlc reading for 36 members was less than 5.7. Even though the Remeasurement 2 rate was
0.7 percentage points below the Remeasurement 1 rate, it represented a statistically significant
improvement over the baseline.

Table 2-35 displays data for HOME's Impact of Clinical and Educational Interventions on Progression of
Pre-Diabetes to Type Il Diabetes Mellitus PIP.
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Table 2-35—PIP—Impact of Clinical and Educational Interventions on Progression of Pre-Diabetes to Type Il

Diabetes Mellitus
HOME
Baseline Period | Remeasurement1 | Remeasurement 2 X
. Sustained
Study Indicator 01/01/2017- 01/01/2018- 01/01/2019- I
mprovement
12/31/2017 12/31/2018 12/31/2019

Percentage of HOME
enrollees in the N: 0 N: 43 N: 36
identified pre-diabetic
study cohort, who had 0.0% 43.0%* 42.3%* Yes
a mostrecent HbAlc <
5.7 in the D: 103 D: 100 N: 85
measurement period.

*Indicates statistically significant improvement over the baseline. N—-Numerator D-Denominator

HOME—AQuality, Timeliness, and Access to Care—Performance Improvement Projects

Strengths

HOME designed a scientifically sound PIP. The technical design of the PIP was sufficient to measure
outcomes, and the PIP’s solid design allowed for the successful progression to the next stage of the PIP
process. HOME conducted appropriate QI processes to identify barriers and implemented
interventions that were logically linked to the barriers. HOME sustained a statistically significant
increase in the study indicator rate overthe baseline for two consecutive remeasurement periods.
HOME's study topic addressed CMS’ requirements related to outcomes, specifically, the quality and
timeliness of, and access to care and services. HOME’s PIP aims to decrease the HbA1c level in the
identified pre-diabetic study cohort (i.e.,an HbA1lc level between 5.7 to 6.4) to an HbA1c level less

than 5.7.

Opportunities for Improvement and Recommendations

The PIP received an overall Met validation status, with Met scores for 100 percent of critical evaluation
elementsand 100 percentoverall evaluation elements across all activities completed and validated.

As the PIP progresses, HSAG recommends the following:

e HOME has demonstrated sustained improvement in this PIP. The health plan should consult with
UDOH on the next stepsfor this PIP.

e HOME must continue to revisit the causal/barrier analysis and QI processes at least annually to
reevaluate barriers and develop new interventions as needed.

e HOME must build on its momentum of improvement to ensure it continues to sustain t