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Introduction

TheColoradoDepartment of Health Care Policy and Financdihg Departmentadministed G KS { dF 4SS Q
public health insurance programs, includidgalth First Coloradd@;olorado's Medicaid Prograand

Child HealtlPlanPlus (CHP+), as well as a variety of other programs for Coloradans who qualify. The
Departmentis the federally designatesingle Stateagency to receive Medicaid funding from the federal
A2PSNYYSyd F2NJ FRYAYA (N O PdgfamZTRemissbioRttiel R2 Q4 a SRAO
Departmentis to improve the health care access and outcomes for the people we serve while

demonstratng sound stewardship of financial resources.

Health First Colorado emberstraditionallyincluded children, pregnant women, those with disabilities,
the elderly and agin@ndparents. In 2014, under the federal authority of the Patient Protection and
Affordable Care Act anffate Senate Bill3-200, the DepartmentexpandedMedicaideligibility to those
earning up to 133% of the federal poverty le{ietreinafter referred to as expansion adultE)e
expansionadult demographigroup includes adults wittut dependents and adult parent/caretakers
ranging in age from 19 to 64.

During Fiscal Year 2015, more than 1.4 million Coloragensenrolledin Health First Colorado
Enroliment of expansion adultsotaled more than 400,000 as of March 201%/hile nost Health First
Coloradomembers do not remain on the program for long periods of time, some have lifelong
conditions that require longerm enrollment. Dataindicates that the number of providerserving
Medicaid memiers hasincreased along with the nuber of membersaccessing servicés

The Departmenaddresgsthe healthcare needs of our members through a variety of programs. One

such example is the Accountable Care Collaborative, or the ACC, which seeks to improve the health of all
Medicaid membersn the Sate. Designed t@rovideadded support$or our members, providers, and
stakeholders, the ACC also takes wellness and nonmedical needs into consideration.

In October 2013he Centers for Medicar& Medicaid ServiceCMS)ssuedthe final rule"Methods for
Assuring Access to Covered Medicaid SerVigas!S2328FC) establisinga process for thengoing
analysis and monitoringf Medicaid membemrccess to medical assistanee is required under section
1902(a)(30)(A) of the Social Security.Atiaccordance with 42 CFR 447.203, the Department authored
this Access Monitoring RevieRlan(Plar). ThePlanmust include an analysis of data and thea&'s

1 Source: DSS Mthly Member Eligibility Table
2{ 2dz0SY G¢KS LYLIOG 2F LYONBFraSR aSRAOIFIAR tleayYSyidas
aSRAOIAR aSYo SNMarchRgl6 / 2f 2Nl R2 €
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conclusion of thesufficiency of access to camd is intendedto be used to inform stategdicies
affecting access tblealthFirst Coloradaervices ThePlanmust consider:

1 the extent to whichmemberneeds are fully met;

1 the availability of care through enrollgmtovidersto membersin each geographiarea,by provider
type and site ofervice

9 changes iitnemberutilization of coveredervicesn each geograpcarea;

1 the characteristicef the memberpopulation (including considerations for earserviceand
paymentvariations for pediatric and adult populations and for individuals with disabilities); and

9 actual or estimatedevels ofprovider paymentavailabbe from other payers, including other public
and private payers, bgrovidertype and site oService

The following service categories provided under affaeservice (FFS) arrangement are analyinatlis
Plan

Primary Care Services

Physician SpecialiServices

Behavioral Health Services (FFS)

Obstetric Servicegincludingpre and posinatal servicedabor and delivery)
Home Health Services

=A =4 =8 =8 =4

Measuring access to care in Medicaid @mplex endeavor. While there is no perfect measurement for
evaluatirg levels of accest)e Departmenthas combined several data sets to complete the evaluation.
We expect these data sets to evolve over time, both as access informatiombesmore readily

available and as our capacity to understartiization patternsmproves. fie Planincludes analysis of
administrative claims utilization data, health access survey data, and rate compariso@dataf the
mostinformativeclaims dataaccess measusds the service penetration rafehis is a percentage
calculated by tiding the number of utilizers by the number of total eligiblembers It reveals the

trend of utilization of a servigavhich is useful for monitoring how accessthose services changes over
time. By combining these three sets of ddkee Department$able toanalyzeto the best ofour

available resourced individuals covered bidealthFirst ColoradgMedicaidmemberg haveaccess to
healthcare thais comparable to that of thelSIF 1 SQa 3ISYSNI f LR LIz | A2y ®

Several factors complicatbe abilityto analyzeaccessufficiency Medicaidexpansion in January 2014
introduceda newmemberdemographic to Medicaid whose utilization patterns aat well

understood It can bedifficult to draw definitive conclusionggarding changes itilization observed

during thistime period, althougtthis information is informative for establishing a baseline for future
comparisonService utilization, in general, does not necessarily indicate access. For instantedata

may showthat amemberaccesed a specialty surgery benefibut it does not reveahow difficult it was

for them to find that surgical providesr how longthey had to wait to obtairthe service Those factors

are not captured by administrative clairdata, though theymay begleanedthroughthe Colorado

I SFfGK ! 00Saa {dNBSeod {AyOS gl K$ Sideatdyindvidial & 2 dzZNDS &
memberexperience analysis must be completed atigher level

Developed during the months of November 2015 through May 2016, the Blaftwvaswritten in

consultation with theState Medical Assistance and Services Advisory Cduhck f 2 Nddiga2 Q& Y
advisorycommittee)F YR L2 a0 SR 2y GKS 5SLI NI YSoprinst TheBama A G S Tz
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makes a final recommendation concerning the sufficiency of access to care for Medicaid members as of

20160n page28. Further analysis and explanation can be foumthe appendices.

Characteristics of the Colorado Medicaid Population

General Demographics

Thepopulation ofColorado wa®.46 millionas of2015andis rapidly growing, up 6.4% from 2010
Health First Coloradprovides coverage tanore than 20% of thSi I G S Q &
demographic breakdown of thidealth First Coloradpopulation compared to the general Colorado

population for 2015 follows

L2 Lidzt | A2y ®

Statistic Medicaid Non Medicaid | All Coloradans
Percentage | Percentage Percentage
Gender
Male 48.5% 50.1% 49.8%
Female 51.5% 49.9% 50.2%
Age
Oto 18 39.1% 22.5% 25.8%
19to 64 52.1% 64.4% 62.0%
65+ 8.8% 13.1% 12.2%
Race / Ethnicity
Non-Hispanic White 54.0% 74.1% 70.1%
Non-Hispanic Black 4.5% 2.4% 2.8%
Hispanic 33.6% 17.5% 20.7%
Non-Hispanic Other Race 7.9% 6.1% 6.4%
Income Relative to Federal Poverty Level (FR
At or Below 100% of the FPL 55.9% 16.3% 24.2%
101- 200% of the FPL 27.5% 19.5% 21.1%
201- 300% of the FPL 9.1% 17.8% 16.1%
301-400% of the FPL 3.7% 162% 13.7%
Over 400% of the FPL 3.8% 30.1% 24.9%
Educational Attainment (Ages 19+)
Less than High School 20.9% 6.0% 8.5%
High School Degree or Equivalent 29.7% 20.2% 21.8%
Some College But No Degree 23.4% 22.3% 22.5%
Associates Degree 10.1% 11.1% 11.0%
College Graduate 13.2% 24.9% 23.0%
Postgraduate 2.7% 15.4% 13.3%
Employment Status (Ages i4)
Employed 61.3% 80.8% 78.4%

3 Source: US Census Bureau
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Unemployed, Looking for Work 18.0% 5.6% 7.1%
Not in Labor Force 20.8% 13.6% 14.5%
Health Status

Excellent Very Good / Good Health 74.1% 89.9% 86.8%
Fair / Poor Health 25.9% 10.1% 13.2%

Tablel - Demographic data from the 2015 Colorado Health Access Survey

Medicaid Managed Care

The Departmentontracts with three managed care netwatRwo of the networks are based $pecific
geographic regions (Denver Health and Rocky Mountain HB&t), while the third is our Community
Behavioral Health Service Program, consisting of five regional contractors, which manages the
BehavioralHealth benefit statewide Only a small portion of Medicaid members receBahavioral
Health Servicesutsideof the managed care network.

Managed Caré’lan Members | Percent of Total

Enrolled FY15 Enrolled FY15
Denver Health and Hospital Authority 93,389 6.39%
Rocky Mountain HealtRlan 41,125 2.81%
Community Behavioral Health Service Program 1,363,550 93.3%

Table2 - Breakdown ofHealth First Colorado'smanaged care population$

Health Statistics Regions

The Colorado Department &ublic Health and Environme(@DPHE | & 3INR dzLJISR / 2f 2N} R2 Q
counties into 21 Health Statistics Regions (HSRf)dgourpose opublic health planning. These 21

HSRsvere developed by the Health Statistics and Evaluation BranttftedEDPHE partneiship with

state and local public health professionals. HSRs were developed using statistical, demographic, and

survey data criteria. HSRs group together couritieshich thepopulationcoalesceso access health

care. Medicaid member population countsthin various HSR&ry widely depending on the geographic

region In thisPlan the 21 HSRare used for thepurpose ofgeographichealth care access analysis

County HSR Number County HSR Number
LOGAN 1 SAN JUAN 9

MORGAN 1 DELTA 10

PHILLIPS 1 GUNNSON 10
SEDGWICK 1 HINSDALE 10
WASHINGTON 1 MONTROSE 10

YUMA 1 OURAY 10

LARIMER 2 SAN MIGUEL 10
DOUGLAS 3 JACKSON 11

EL PASO 4 MOFFAT 11

4 Source: DSS uniqumeembercount based on capitationgyments made as a percentage of total
enrollment for FY15Based ormembermonthly eligibility tables.
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CHEYENNE 5 RIO BLANCO 11
ELBERT 5 ROUTT 11
KIT CARSON 5 EAGLE 12
LINCOLN 5 GARFIELD 12
BACA 6 GRAD 12
BENT 6 PITKIN 12
CROWLEY 6 SUMMIT 12
HUERFANO 6 CHAFFEE 13
KIOWA 6 CUSTER 13
LAS ANIMAS 6 FREMONT 13
OTERO 6 LAKE 13
PROWERS 6 ADAMS 14
PUEBLO 7 ARAPAHOE 15
ALAMOSA 8 BOULDER 16
CONEJOS 8 BROOMFIELD 16
COSTILLA 8 CLEAR CREEK 17
MINERAL 8 GILPIN 17
RIO GRANDE 8 PARK 17
SAGUACHE 8 TELLER 17
ARCHULETA 9 WELD 18
DOLORES 9 MESA 19
LA PLATA 9 DENVER 20
MONTEZUMA 9 JEFFERSON 21

Table3 - County/HSRrosswalk
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Figurel - Map of Colorado Health Statistic Regions

Department Programs and Activities That Ensure Access to Care

The Departmentontinually administers the following programs and procedures to ensure access to
care is sufficient for ouvedicaidmembers.

The Accourgble Care Collaborative Program

ProgramBackground

The Accountable Care Collaborative (ACC) was launched in 2011 with the intent of making incremental
change on a few different fronts: personal health behaviors, access to medical care, good provider
membercommunication, a connected health system, and access to resources to meet basic needs. The
program provides all the usual Medicaid benefits along with added supports to ensure that members get
the right care, at the right time, in the right place. The A&l€s wellness and nemedical needs into
consideration. The primary goals of the ACC are to:

1 Improve member health
1 Improve member and provider experience
M Contain costs
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Organization of th&CdProgram

Colorado is a geographically diverse state, with doan corridor as well as rural and frontier regions
with limited numbers of providerdlhe $ate istherefore divided into seven regions, with a Regional
Care Collaborative Organization (RCCO) responsibpedgram execution ieach regionTheseseven
RCCO regions were creatafter analyzingatterns ofmemberutilization and taking natural boundaries
like mountains and highways into consideratidineRCCOs contract with Primary Care Medical
Providers (PCMPSs) to serve as medical homes for Medicaid ersritheRCCQslevelop a network of
providers; support providers with coaching and information; manage and coordinate member care;
connect members with nomedical services; and report on costs, utilization and outcomes for their
memberpopulatiors. BothRCCOs and PCMPs use the Statewide Data and Analytics Contractor (SDAC), a
health information technology contractor that analyzes and reports on claims datdnservepatterns

in how members are uisg health care services. Durifigcal year (FY) 2016na monthlyaveragethere
wereover 50,000 Medicaidnembersenrolled in the ACE€approximately 70 percent of all Medicaid
members® Seventyfive percent of ACC enrolledemberswere connected to a PCMP.

Access to Care in the ACC

The RCCOs act as commuymibnveners, developing partnerships with local health and social service
agencies and connectingembersto these resources. Often, particularly in our more rural regions,
RCCOs help communities to think of creative ways to pool resources and increzsefacdedicaid
members.

Many providersbelieveMedicaid memberhiavemore complexieedsthan otherpopulations;many

Medicaid members do have advanced chronic conditions or ssmaomic factors that make it

challenging to provide consistent care. RE@{@y an important role in reducing or alleviating some of

the factors that may make Medicaid members more challengrigeat, andthey supportproviders

when these factors are preser®ne of the tools RCCOs use to assist providers in treating Medicaid
members is are coordination akey function of the RCG&OCare coordinators may work within a

medical practice or in the community. Care coordination may include home visits, creation of care plans,
health education, and connection to social servicesstlile upplementalNutrition Assistancérogram
(SNAPYr housing. For example,raembermight call their RCCID get help schedulingon-emergent
medicaltransportation, which might make them less likely to miss a medical appointment.

PCMPs also benefitrdctly from the practice support and practice transformation efforts that the RCCO
offers. These supports might include the provision of a care coordinator at the practice, help converting
to an electronic health record, the provision of patient screenows and educational handouts, or

help interpreting and understanding thmemberdata available through the SDAC.

Program Improvement Advisory Committee

The advisory structure of the A@Gables administrators to quickly identifiyember accesgaps A
statewide Program Improvement Advisory Committee (PrA€gts monthly to discuss topics relevant
to the ACC. It isomposed ofRCCO andeBavioralHealth Organization (BHQEpresentativesstate
Medicaid representativeand members advocates, and stakelaers from the behavioral, oral, and

5> Source: Internal ACC Monthly Management Report
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local public health communities. This group discusses program design, quality improvement, and
provider and memberspecific issues.

In addition to this statewide group, each RCCO conducts regional PIACs on a goasisrlifrequently,

these groups are able to identify lodalvel access issues and challenigsterthan the Department can
because they are connected to the community. Issues that arise in these local PIACs can then be brought
G2 GKS 5SLJ NEifofQuyassidtancdn prabl8nysilving or the RCCOs may providaeport

to the Departmentof how the community was able to find a solution to a particular challenge. This

process allows the Department to keep track of emerging trendshafys to faditate continuous

program improvement.

Continued Health Care Transformation

la GKS 1/ / S@g2t@dSax AG gAft O2yliAydzsS (2 0dAfR 2Yy
was designed with a loAgrm vision in mind, and the understanding thadith system change must be

iterative to keep up with an evolving health care system. The program has shown its ability to innovate

to improvememberoutcomes and reduce health care costs, and is-p@ibed to continue to do so in

the future.
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Colorado’s Accountable Care Collaborative
Regional Care Collaborative Organization Map
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Figure2 - Map of Health First Colorad®egional Care Collaborative Organizations

RateReviewProcess
In 2015, GloradoRevisedSatute 25.54-401.5requiredthe Departmentio create a Rate Review

Process and determine a schedule that eesuan analysis and reporting of each Medicaid provider rate
at least every five yeafsThe process includes an analysis of the access, service, quality, and utilization
of each service subject rate review.

The analysis compares the rates pmdviedicaid providerwith Medicareproviderrates, usual and
customary rates paid by private pay parties, and other benchmarks, and uses qualitative tools to assess

6 To viewfive year rate review schedule, visit:
https://www.colorado.gov/pacific/sites/default/files/Medicaid%20Provider%20Rate%20Review%20Schedule%20F

INAL%200ctober%202015.pdf
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whether payments are sufficient to allow for provider retention andmberaccess and to support
appropriate reimbursement of high value servic€le findings of this analysis are published in a report
on May 1st of each yedr.

The aforementioned statute also established the Medicaid Provider Rate Review Advisory Committee
(MPRRAC). The MPRRAGsi$s of 24 members appointed by the Legislatiioeassist the Department

in the Rate Review Process. The MPPRAC can recommend changes to the rate review schedule, review
and provide input orthe analysis reportand conduct public meetings to allow stakelarkithe

opportunity to participate in the process.

The MPRRAC meets on arimnthly basis with additional stakeholder data review sessions during the
review process. Data review sessiatisw committee members andtakeholders the opportunity to

learn alout, and discusshow the Department categorizes services, the methodologies used for pulling
utilization data, the potential sources for pulling quality data, and the methods used for analyzing and
presenting access data. Additionally, atgkeholdempetition or proposal for a rate changeshared

with the MPRRAC.

As part of the Rate Review Process, the Department autheecond recommendation report, due to
the MPRRAC and Joint Budget Committee on November 1st of eaciTieddepartment works with
the MPRRAC and stakeholders to reviewNray 1st analysiseport and develop strategies for
responding to the findingwithin the recommendation reportincludinganynon-fiscal approaches or
rebalancing of rates. Thecommendation report includes the partment's recommendations
regarding the sufficiency of provider rataad includes the data relied upon in making those
recommendations.

Access issuesre identified through the analysis conducted and within MPRRAC medtiyngsgaging
with the provider,stakeholder, and beneficiary community.

Regular Feedback Mechanisms

Members of the community, broadly, hattee ability to contactand provide feedback tdahe
Department online, by phone, in person and by mail. Séeedbackavenues are statutorily redred,
while others have been developed by the Department to help continuously improve our business
procesgs, practices and partnerships.

The Department bstsmore than 100 Department councils, committees, work groups and other public
meetings that provid a venue to hear from the community in various settibgghese include meetings
hosted by, or actively attended by, Department staff, liaisons and subject matter experts.

Mechanismsalso exist witin local communies for Medicaid memben® provide fealback to the
Department. Our local County Departments of Human/Social Services and trusted community
partners/advocacy organizations often serve as a conduit to provide us feedback on programs,

"To read Rate Review AnalyBisport, visit:
https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Revie
w%20Analyst20Report.pdf

8To view list of standing stakeholder and committee meetings, visit:
https://www.colorado.gov/hcpf/committeeshoardsand-collaboration
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operations and providers. Additnally, our vendors across tt&ate, including our Accountable Care
Collaborative Regional Care Coordination Organizations, Behavioral Health Organizations, Single Entry
Points, Community Centered Boards and other service providers have direct, frequent interactions with
our membersTheyprovide unique perspectives and feedback on a variety of topics and iSues.
Departmentoften calk upon these groupghrough formal public meetings or informally share

community membeperspectivesin 2015 the Departmentalsolaunched twomemberonly advisory

councils that seek to engageembers, bothin-person and virtuallyin the identification ofsystemic
issuesandto work collaborativelywith program staff to address them.

Typicallythe Department gatherteedbackviameetings, webite feedback forms, formal and informal
requests from elected officials, and solicitations for feedback on proposed projects. This feedback is
collected and shared with the appropriate subject matter expert who wiwlkeddresshe identified

topic or isse. Sometimeslie comments receivedre part of a larger effort thaalsoincludessoliciing
feedback from federal partners likbe CMS. There are also more informal ways for the Department to
identify trends andhe needsof our community through analysiof call center questions and volume
(see belowpr through consultation with our provider network and contractors. This information is also
regularly shared with subject matter experts and program staff.

Appendices C, D and E depict existing membewigen and stakeholder feedback mechanisms,
respectively Additionally, eactHealth First Coloradmanaged care delivery systesrequired to collect
and addresgomplaints and grievances apdss along to the Department those they are unable to
address.

Customer GntactCenter

The Customer Contact Center (CCC) staff follow specific protocols to resolveegsuited by

members, and document each member interaction as a ticket in the Customer Relationship Manager
(CRMyystem Various response protocodse housed within the CRM as "articles" within the CRM
Knowledge Basé&Vhen a call comes to the CCa@hcerning providers, CRM articles direct CCC staff to
take a variety of actions. For examptertainprovidercomplaintsarereferredto the Colorado

Department of Regulatory Agencies@QRA and ACGnembers areoften referred to their RCC@CC

staff assist members to find providers when requested.

For each interaction, the CCC staff creates atigk& A OK A RSYGAFTASE (KS
FAdzZNIKSNJ 68 ARSYGATeAy3d | Gadzon (eLIS¢ o L&A
provide detailed information about call volume and call patterns.

GiGeLSé
ya GKS /
Access to care it explicitly identified as a ticket typé is possible thaaccess is arunderlying issue
that goes underepresentedin the CRM systenkor instance, a representative may identify tal
typeas"B O (S t WindHe mémhEhas aprovider butis seeking a different provider due to
poor access or dissatisfacticCCC staff identify complairgdout providerd & GA O1 Si Ge&L)S 02
and ticket sukll @ LJS & LIMICWcowRdSeNEE to a complaint about provider access but could also
refer to, for example, provider quality

For calendar year {2015, infereices can be made using data on calls where staff refermehbers
to their RCCO, providetdnew provider option, or referrethe callerto the DORA. The CRM allows for
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further refinement of the data, if needed in the future, to show additional detail abpembers or
calls.

CY 2015 Calls with ticket subtype "ACC/RGSOGISR
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Figure3 - Qustomer Contact Centeratls referred toa RCCGn CY2015dividedby HSR®

Within thisPlan information in Figure & cross referenced (whe applicable) witithe health access
survey data an@dministration claims trend data found in the appendidesinform access analysi$
Analysis isncluded inthe Primary Care Servic&drectto-Staff Input section of Appendix EertainHSRs
may have more RCCO referrals simply because ofl#inggpopulation volume.

Information available through the@@ a is wromising source afsight into the Medicaid member
experiencewhich increasinglyelps the Department form responses to the needs of ouembers The
Department plans to exploreefining: ticket types within the CRMand thearticlesthat direct staff to
identify access to care issyashichshould allow for improved identification of access to care issues
reported to Center stafin future Plars.

Nurse Advice Line

The Departmenbperates a hurse advice line. The line provides aretireclock medical information
and advice tdMedicaid members 365 days a year. Nunsrsge callersto the most appropriate source
of medical carendassist with the management of some medical conditionshsas asthma and
diabetes. Access ttare is enhancedly the administration of this service.

Healthy Communities

Healthy Communities is a statewide program administered at the local level by 26 Local Public Health
Agencies serving all children (birth thigluage 20) and pregnant womenrolled in Health First
Coloradocandthe CHP+. More than 100 Family Health Coordinators at these sites generate awareness
within their communities abouHealth First Coloraddelp community members tanderstand the

Source: Customer Cé&lnter data files

10 A crosswalk (of CCC data gmdvideda new provider optioti and"referredthe callerto the

Department DORA") is not provided, as this data cannot be stratified by service type.
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applicaton, eligibility and redetermination process,and provide application assistance. Family Health
Coordinators also reach out to individuals and families when they are first enroliéghiith First
Coloradao help them understand their benefits, navigétesir respective systeKs)of care, find a
provider for their general or spectglhealth care needsand to establish a medical home.

Family Health Coordinators also work to edudsitedicaid membes on various aspects of their health
care such as the iportance of well care visits, immunizations, developmental screenings for children
and teens and proper use tife emergencyroom. Additionally, Family Health Coordinators can help
membersaccess their health care by referring them to such programs or agmiynresources ason-
emergentmedicaltransportation, child care and child care subsidies, food or housing assistance
programsandlow incomeenergyassistance programs, etc.

This program ultimately works to enhanceemberaccess to healthcare services

Access Monitoring RevidWanData Requirements

Fulfills requirement 42 CFR 447.203(b)(1)

Fulfills requirements 42 CFR 447.203(b)(1)(i) througm@t)within the each Access Monitoring
Analysis, attached to this document as appendix items.

Fulfills rguirement 42 CFR 447.203(b)(4)

Data Sources
Data for theaccesseviewcontained within this documertomes fronmthree primary sources:

9 administrative claimsvithin the Medicaid Management Information SystéviMIS), stored in the
Decision Support Syst€bD65SJ data warehouse

1 the 2013 and 201%olorado Health Access Surseggonducted by the Colorado Health Institusend

9 rate comparison data

Methodologies and Assumptions

Administrative Claims Data

Theadministrative claimslataanalyzd in this Planwasqueried flom the DS3he warehouse for all
Health First Coloradelectronic providerclaims data. All queried data was fit into a standard
AYTF2NXYEGA2Y (SYLX kantdiningdathlihfaknfation pertineht © measuling access to
care so thatdata analysis could be conducted uniformly across sepadtegories

Administrative claims data has limitations whidmplicatethe ability to analyzexccessufficiency
Twelve to eighteen months must paafiier all services are renderdukbfore the conplete utilization
picture can be seen within the claims data. Utilizer counts, provider counts and penetration rates
reported within this Plan run througbune 30, 201% There are alsinherentlimitations of ICED
diagnosis coding angroviderfamiliarity with how to correctlycode aclaim(e.g. select the procedure
that most accurately reflects the service actually rend@ré&thny times the diagnosis codiog a claim
will be vague, without much detail as to condition. We anticipate the data integritiaghs to improve

1 The second iteration of this Plan will include clagaga beginning July 1, 2015.
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with the recentimplementation of the ICEL0 code set in October 2015. All of the utilization data
presented in this reporincludes ICD9 codng.

DataPoints

The following utilization data pointsere pulled from administrative claimsathfor analysisAn
explanation follows ofwhy each igelevant

1 Active billing providelongitudinalcount, stratified by Health Statistic Region (HSR)

0 Thismetric depictswhether the number of activeerviceproviders increasedr decreasdin
each gographic regionTrends are examined monthly increments, from January 1, 2014
through June 30, 201%.ulfills requirement 42 CFR 447.203(b)(1)(ii)

9 Utilizerlongitudinalcount, dratified by HSR

o Thismetric depictswhether the number oerviceutilizersincreagd or decreasd in each
geographic regionTrends areexamined irmonthly increments, from January 1, 2014 through
June 30, 2013Note: an upward or downward trend in the metri@alone,does notindicate
memberneedfor the servicea decreas may signathat members no longer require the service
due topositive health outcomed:ulfills requirement 42 CFR 447.203(b)(1)(iii)

9 Servicdongitudinalpenetration rate stratified byHSR

0 The penetration rate is a statistic calculated by dividingrteber of service utilizers by the total
number ofmemberseligible to receive the service. A penetration rétend lineestablishes the
baseline rate at which beneficiaries typically utilize a serMig@gedeviations in the trendwhich
do not appearyclicalcould signal an access to care issue that needs further investigation.
Trends are examined monthly increments, from January 1, 2014 through June 30, ZBdllls
requirement 42 CFR 447.203(b)(1)(iii)

1 FY201%napshot of age groups by utilizeount.
0 Thismetric depictshe age distribution o§erviceutilizers which informs the Beneficiary
Characteristic descriptiomulfills requirement 42 CFR 447.203(b)(1)(iv)
1 FY201%napshot of demographic groupshildren/ adults/individuals with disalities) by utilizer
count.
0 Thismetric depictshe group distribution oferviceutilizers which informs the Beneficiary
Characteristic descriptiomulfills requirement 42 CFR 447.203(b)(1)(iv)
Demographic Technical Definitions:
A Child means any chilthember, age 20 and under, with an eligibility type of:

1 AFDC/CWP Children
9 Foster Care

1 BC Children (child dependents of a woman enrolled in the Breast and Cervical Cancer

Program).
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A Adult: means any aduthember, ages 21 and over, with an eligibility type o

1 OARA (old age pension)

AFDC/CWP Adults

BC Women

Non-Citizen (emergency)

Qualified Medicare Beneficiaries (QMB)
SLMBs (Medicare enrolled)

Legal Immigrant Prenatal

MAGI Adults

= =4 =4 =4 -4 -4 -4

A Individual with a Disability. any adult or childnember, of any age, with anligibility type
of:

1 OAPRB-SSI

1 AND/ABSSI

1 Buyin: Working Adults with Disabilities
9 Buyin: Children with Disabilities

1 FY2015 Snapshot of gender groups by utilizer count.

o Thismetric depictsthe gender distribution oferviceutilizers which informs the Bedficiary
Characteristic descriptiofrulfillsrequirement42 CFR 447.203(b)(1)(iv)
1 FY2015 Snapshot of Billing Provider type by utilizer count.
o Thismetric depictghe distribution of billing provider typesvithin the service categoryho
deliver the beefit. Fulfills requirement 42 CFR 447.203(b)(1)(ii)
1 FY2015 Snapshot pface ofservice by utilizer count.
o0 Thismetric depictghe distribution of place of service (the setting where gervicewas
delivered) within the service categotyulfills requiement 42 CFR 447.203(b)(1)(ii)
1 FY2015 Snapshot of top 10 diagnoses by utilizer count.
o0 Thismetric depictanost commorbeneficiary needgdiagnosespf those receiving the service.

Fulfills requirement 42 CFR 447.203(b)(1)(iv)

ColoradaHealthAccess Survey

The2013 and 201%olorado Health Access Surgé@HASEontains demographic comparisons of
Medicaidmembersto the rest of the Colorado populatioas well as acces$s care measurements from
both the 2013 and 201&HA®rokenout by geography, payer, dmother demographics?

The 2013 CHAS wesnducted as telephone survey of 10,224 randondglected households in
Colorado; the 2015 CHAas a telephoneurveyof 10,136 households. The CHAS was administered

12 For more information about the CHAS and to view CHAS result$tgeé#coloradohealthinstitute.org/
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during the spring of each reporting year byctab Science Research Solutions (SSRS), an independent
research company contracted by the Colorado Health Institute (CHI).

Survey data were weighted by CHI to accurately reflect the demographics anbutistr of the & | (1 S Q &
population. Missing values fancome variables werimputted using a regression approach. To ensure
statistical soundness, results with small pveighted sample sizes and/or large confidence intervals

were excluded from thaccess tacare data

In many cases where percentages did varygreatlyyear to year, the number of people in that group
still grew substantially. For example, the percentage of Medicathberswho visited a health care
professional did not changauchbetween 2013 and 2015. Yet many more individuals were Etah
Health First Coloradim 2015, which increases the denominator. The actual numbareshberswho
reported visitinga health care professional increased by@@97,199 to 854,941).

In some instances, the CHAS sample size was not large enough tibar@pfue. Due to missing values,
totalsdo not always match the sums by demographic. Additionally, these values are based on survey
data and may not match officitlealth First Coloradcaseload figures.

¢t KS GSNXY WaiA3dayaTAaoOlrepartWhehdiscusgid@SHRAS dataNBralelb Kiffedziicesi K A &
between populations and between yeathat are statistically significanat the 95%confidencelevel,
meaningdifferences between two groupsreonly 5% (or less) likely to have occurred by chafoebe

clear, a 5% significance level is not the same as a 5% difference between two values. While CHAS graphs
in this Plan may depict differences greater than 5%, such differences may not be statisitjcafiiyant

because factors such as sample size and the number of respondents to a particular question did not

allow CHI to establish significance at the 95% confidence level. Likewise, differences of less than 5% may
still be statistically significanttifie sample size is large enough.

DataPoints
For the Primary Care analysis the followigASlata pointsare analyzed:

Visited a health care professional

Had a preventive care visit

Potentialaccess issige

Last ER visit was for n@mergency

Went to ERlue to convenience

Told doctor was not accepting new patients

=A =4 =4 4 4 =9

ForPhysician Specialist Servitks followingCHASlata pointsare analyzed:

9 Visited a specialist in last 12 months
T ¢2f R R200G2NJ ¢l ayQi FOOSLIWAYy3d AyadaNI yOoS {eéLls

The Departmenbelieves thatwhile there isno absolute metric to assess access to care, the above
survey pointsevaluated togetherare suitableproxymetrics.

PrenatalCare Statistics
Information about prenatal care rates comes from the birth certification fomedical staff fl out and
send to the public healtdepartment when a child is born in Colorado. The form includes questions
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aboutprenatalcare. Those compiled answers are presented in this repttified by HSR, for the
purposes of analyzing access to care acrogers.

DataPoints
The following data poinisincludedto complete the analysis @bstetricServicesiccesgo care.

9 Prenatal Care Initiation

0o This metriddepictsthe extent to whichprenatal carevas reportedasnot received by the mother
in the county(HSR) of her residence, delineated by payer source. While this metric cannot draw a
strict correlation between prenatal care delivery and acceslistetric Serviceim general (due
to uncontrollable factors as simple as the mother not seeking prenata) cit doeshighlight the
differences between the populations servedthg Departmentand other payers.

Thresholds and Baselines
Fulfills requirement 42 CFR 447.203(b)(1)

Thedatasetsabovewere evaluated together to make an initial assessment watjard to access
sufficiency. In addition, these data setdl serve asnitial baseline trend data for futuraccess
monitoring analyss. We expect these data sets to evolve over time, both as access information
becomes more readily available and as capacity to understand utilization patterns improves.

With respect tothe W& S NIDA OS LIS whithiigdériviedfdry adiihisir&ig claims datand
representsthe percentage of theligible Medicaigopulation that utilized serviceghe Department
will flag potential accessssues in future analysewhenevethe average baseline penetration rate dips
below 75% for twaconsecutivequarters.Such a continued reduction wouilddicatean anomalous
trend and is enougbf areduction to filter out claim noise or billing anmlies which result from
temporary billing behaviors and other data factarsrelated to access.

Access Monitoring RevieianComparativd?aymenRate

Review
Fulfills requirement 42 CFR 447.203(b)(3)

Medicaid payment rateare compared to private payer and Medicare payment rates, by idientype

and site of service, as applicable. Private payer rate information comes from the Colorado APCD (all
payer claims database) which is run by CIVHC (Center for Improving Value in Health Care). The Colorado
APCD (www.comedprice.org) is a secureatase that includes claims data from commercial health

plans (large group, small group, and individual), Medicare and Medicaid. Created by legislation in 2010
and administered by the Center for Improving Value in Health Care, the APCD is the most

comprehansive source of health claims data from public and private payers in Colorado.

This is the only source of comparable private payer rate informatomhiichDepartmenthas access.
The availabily of comparable rates variggeatly depending on the serviteing analyzed, and the way
each payer codes for reimbursement of the service. For instanites Departmentreimburses a
specific service using revenue cogdebile private payers usthe Healthcare Common Procedure
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Coding SystemHCPCS:odes it would not be possible to accurately crosswalk the equivalency of the
two rates and thus no comparison would be available to publigaahAccess Monitoring Analysis for
that service.

DatalLimitations

The data used to calculate the average commercial rateesofrom the Colorado All Payer Claim

Database (COAPCD) provided by the Center for Improving Value in Health Care (CIVHC). This data

contains claims from 2011 through 2015. As there were very few claims from 2015, the average was
calculated using claimsdim only 2014. Additionally, the only information provided about the source of

GKA&a RFEGlI Aa GKFG A0 aAyOf dzRSa OflFAYa Rbndl FTNRBY O
A Y RA @ A eailzedandigg@hicBhealth plans was not provided. It isgsible that the commercial

claims are from a limited numbef insurance companies and, therefore, may not be representative of

Colorado as a whole.

Medicare rates data used for this analysis did not vary by place of service. Thettedorate
comparisa tabledisplayshe same rate difference compared to Medicare for each place of service, as
calculated by the aggregate of all procedures analyzed.

Methodology

The 2014 CIVHC rates are an average rate calculated using commercial health plan claitmes from t
COAPCIFirst, the commercial health plan claims were isolated and then these claims were separated
by code and average®ate comparison tables found in tRéanshow percent differences as either
positive or negative. Negative percent differencesdatk the Medicaid rate is lower than the rate it is
compared to; positive differences indicate the Medicaid rate is higher than the rate it is compared to.

Access Monitoring RevidanBeneficiary and Provider Input

Fulfills requirements in 42 CFR 443(®)(2)
Fulfills requirement 42 CFR 447.203(b)(7)

Directto-Staffinput

Department staff occasionally receive unsolicited input directly from beneficiaries, providers, and
stakeholders concerning access to care for services while performing their opatatitties. Staff
address and catalogue those access comments in accordance with the procedures defgipdridix
A

Targeted Stakeholder Input and Input from General Public Notice
ThisPlanwas sent to key stakeholdeasmdwas made publically availabley G KS 5S LI NI YSyYy (i Q
F2NJ on RIF@ LWzmftAO O02YYSyild ¢KS 5SLINIYSYyd Ifaz
period opened on June 9, 2016 and closed on July 25, Fé@back and input was acceptiough

email andthrough an onlinesurveyand is summarized in Appendix

a
S

QX

Theinput receivedwas used to inforniboth the final layout and formatting of thBlanandthe final
analysis of sufficiency of access to carestnvices under review
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Medical Advisory Committégonsultation
Fulfils requirement 42 CFR 447.203(b)

ThePlanwasalsodrafted in consultation withhe Department'sState Medical Assistance and Services
Advisory CommitteeThe ommittee was created in 1967 and operates in accordance with 42 CFR
431.12 based on section 18@)(4) of the Social Security Alttwas established as the Colorado State
Medical Assistance and Services Advisory Council under Sectiefi-2835C.R.S(Colorado Revised
Statutes).

The Colorado State Medical Assistanod Services Advisory @mnittee exists to improve and maintain
the quality of the Medicaighrogram by:

1 Contributing specialized knowledge and experience to that available within the Department of
Health Care Policy and Financing, and

1 Providing a tweway channel of communication withéhindividuals, organizations, and institutions
in the community that, with the administrating Agency, provide and/or pay for medical care and
services.

The committee is composed afvariety of providers includingoctors, a nurse, a behavioral health
specialist, pharmacistentist, optometrist,and citizen representatives who advise the Department on
clinical policy and who also serve as liaisons between the Department and providers.

Theinput receivedwasalsoused to informboth the final layout andormatting of thePlanandthe final
analysis of sufficiency of access to carestnwvices under review

Mechanisms for Ongoing Beneficiary &mndvider-eedback

Fulfills requirement 42 CFR 447.203(b)iir)(i

The mechanismput in placefor ongoing proider and beneficiary feedbacke depictedn Appendix A

¢ Access Issue Workflovihe Departmenwill promptly respond to this public input and will maintain a
record of the input which includes a description of the actions taken to address it. This vetdod
made available to CMS upon request.

State Agency Recommendations on $heficiencyf Access to
Care

Fulfills requirement 42 CFR 447.203(b)(1)(i)
Fulfills requirement 42 CFR 447.203(4)

The Department recognizes the difficulties that some imlligls encounter when accessing their health
care services.

The Department has in place numerous programs and processes to help ensure and improve access to
care for its members. While there are inherent difficulties in precisely measuring the suffioiency

access to care, and while there may be examples of access challenges at the individual member level (as
explained in the public comment section), it would be inaccurate and misleading to charattealth

First Colorado'gvel of access to care asufficient.
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Memberswere able to access services as expeaieer the period of time analyzed in this Plan most
HSR, and for all service categes analyzed in thiglan both the number of utilizers and the number of
active providersvere either trending steadyor rising. Both metrics alone indicate a positive trdod

access sufficiency. There rgesome regions of thet&e in which the data indicatka need for close
monitoring, but the data does not indicate an access issue at this time. Spevietration rates in most
HSRs fell from January through May 2014, howgtex believed this is due to the increase in eligible
members resulting from Medicaid expansion, who may not utilize services at the same historical rates
previously seen.

While certain CHAS survey metrics indicate potential differences imin@berexperience of accessing
care, in general, CHAS data sleoMviedicaid member accesgas on par with that of the general
population. This suggests that care needs are broadly beingFugher data gathering will be
conducted in the coming years to examine access sufficiency in greater detail.

Stakeholdershared anecdotal reports of access concameertain services, in certain regions and for
certain demographic groups (refer to pgndix K). Where detailed data was provided or where this
information couldbe corroborated to some extent by the data availglihe Departmenflagged a
potential accessssuefor further investigatioror indicated that the trend will be closely monitate

¢KS 5SLI NIYSyYy(Qa | yPimaniCirebhysiciadPefiaty,RistiakicdayHeakniFFR)K | G
Obstetric (including labor and delivery), akldme Health Servicese sufficient to enlist enough

providers so that services are available aslga the extent they are available to the general population
in each geographic area, pursuant to section 1902(a)(30)(A) of the Social Security Act.

Access Monitoring RevidanTimeframe
Fulfills requirement 42 CFR 447.203{®)(i
BeginningOctoberl, 2016 the Departmentwill submit to CMS the Access Monitoring Revidlan

(Plan) By July 1 of each subsequent review period (every three yigr§)epartmentwill submit to
CMS an updattPlan

ThePlan and is subsequent updates, will include a comgl@nalysis of the data collected using the
YSiK2R2f 23453 RSAONAOSR Pynsti K6 WSHOA NS YSPHEE D2 NR WA
with a separate analysis for each serviCemplete analysis of each service dlldocumentedn the

Planappendices Servicesnalyzed include

Primary Care Servicésee Appendix F)
Physician Specialist Servi¢gese Appendix G)
Behavioral Health Services (FGS8g Appendix H)
Obstetric Servicegsee Appendix I)

Home Health Servicdsee Appendix J)

=A =4 =4 4 =4
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SpeciéProvisions for ProposétdoviderRate Reductions or
Restructuring

Fulfills requirement 42 CFR 447.203(b)(6)

The Departmenshall submitwith any StatePlanAmendment that proposes to reduce provider

payment rates or restructure provider payments, andgxMonitoring Analysigeview, in accordance
withthePlar® a2y A2 NAY 3 LINRPOSRdAZNBE&E 6RSAONAOGSR Pay (KS
will be put in place for a period of at least three years after the effective datngfStatePlan

Amendnent that authorizes the payment reductions or restructuring.

Addressing Access Questions and Remediation of Inadequate
Access to Care

Fulfills requirement 42 CFR 447.203(8)

Procedures tderiodicallyMonitor Access
Fulfills requirement 42 CFR 447.203{p)(

Periodic3-Year Monitoring

Every three yearafter Octoberl, 2016 the Departmentwill submit to CMS an updated version of the
Planby July 1 of that review period. If provider rates are reduced or restructuredyiven yearthe
associated servig¢e) will alsobe monitoredfor a period of at least three yeaemdthe Department will
submit to CMS a separafeccess Review by July 1 each year for three subsequent fedfits
requirements in 42 CFR 447.203(b)(5)(i) and 42 CFR 447.203)b)(6)(ii

Monitoring Procedures
Fulfills requirement 42 CFR 447.203(b)(6)(ii)

As part of theDepartment's ongoingctivities to ensure sufficient access to caredar members,
service utilization wilbe monitored annually in accordance with the utilization metricsla

Wa

YSGK2R2f23ASa RSAONAOGSR PYnsti KE WSOORANBYSYY AD2 HBYH

When data analysis identifies @tcess Issuéhe Departmentwill initiate a process to examine the
utilization data in greater detail. After further data examiion, the Departmentwill coordinate with
local entities (such as the Regional Care Collaborative Organgatidnvestigate the issue. If the issue
is substantiated it will be escalated to Arcess Deficiencyhich triggers the requirements of 42 RF
447.203(8).
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Access lssue Access Issue ~ Access Issge
: : data examined in investigated by local
identified . 7 '
greater detail Medicaid entities
r r ’

Access Deficiency

notification given to CMS Access Issue
within 90 dayvs of substantiated, escalated

X substantiation kt|:> an Access Defeciency

Access Deficiency
remediation within 12 -
months of notification

Figure4 ¢ Diagram of acesamonitoring procedureworkflow

SeeAppendix A; Access Issue Workflow
SeeAppendix B; Utilization Monitoring Workflow

Remediation of Inadequatkccessgo Care
Fulfills requirement 42KR 447.203(8)

If anAccess Deficieney identifiedthe Departmentwill notify CMS within 90 days. The notification will
include a Corrective Actiddlan which details specific ste@sd timelines to remediate the access
deficiency within 12 months.
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Appendix A: Access Iss@orkflow

Fulfillsrequirement 42 CFR 447.203(D)(8

Access |ssue
is addressed

RCCO performs
care coordination to
connect member with
needed provider

Refer issue to the
member's RCCO to
begin care ¢ cordination

pr—
MemberiProvider

START »| contacts their local

If the issue cannct be
addressed with care
coordination, RCCO contacts
Department staf

”
.

RCCO T

Member/Provider
contacts the customer
or provider support call

cente:
L center y

Access
lssue presents
itself

Customer call
center determines
best methed to
address issue

.‘
>

Member/Provider
¥ contacts Department
staffers directly

Access [ssue
is addressed

Refer issue to Department of
Regulatory Affairs, who deals
with medic al reatment issues

-
e

L 4

Assist member with the

find a doctor’ search
tool on Colorado
Medic aid website

Staff determines
best methed
to address issue

Investigate cause
of Access Issue

L

Access lssue
is addressed

Access Issue can be
addressed through
existing methods or

minor ¢hanges

Access ssue is Access Deficiency
dé:lared an ACCess documented, rep::rt;d
Defic ieri" to CMS._ anq _:lc-rrestwe
) &Y action initiated

Take necessary action (pelicy
changs, protess change, manual
intervention, rate evaluation, etc )

to address Access Deficiency

.

Figure5 ¢ Diagram of acessssueworkflow
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Appendix B: Utilization Monitoriryorkflow

4 ™

Quarterly monitoring of
utilization using the metrics

START ——» and methods described in

’

Service Penetration Rat
falls below the
'sufficient access’

~N

e

the Access Monitoring
Review Plan

. J/

Metrics positively deviate
from baseline measures
(such as increasing provider
participation)

Metrics remain constant

; : OR
against baseline measures

g

threshold for at least two
consecutive quarters, or
other applic able metric

\ suggests an issue y

Access lssus
documented and
catalogued

v

Conduct detailed
data examination

v

Coordinate with local
Medicaid entities to
investigate

r ™

‘e w

Results of investigation
reveal a data anomaly,

Mo action required

~

]

access determined to
remnain sufficient
.
™
Access Results of investigation
Remediation reveal an Access e
triggered Deficiency

Figure6 ¢ Diagram of uilization monitoring workflow
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Appendix C: Medicaid Member Feedbltechanisms

Health Plan
Contractors:
BHOs, MCOs,
RCCOs,
DentaQuest

Eligibility
Assistance Sites

More than 100
Department
Councils,
Committees,

Work Groups Facilitator
and Other Public

Meetings

Benefits
Collaborative

Department
Website
Feedback Forms

HealthColorado
(enrollment
broker)

Program
Staff

Customer
Engagement
Coordinator

Medicaid
Customer
Contact Center

State Elected
Officials

County
Offices/Eligibility
Technicians

Person- and
Family-
Centeredness
Advisory

Centers for Councils

Medicare &

Medicaid
Services

Medical Services
Board & Pre-Rule
Public Meetings

Direct

Communication
& Outreach to
Program Staff

Medicaid Member
Feedback Mechanisms

Figure7 ¢ Medicaid memberfeedbackmechanisms
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Appendix D: Providéreedbackechanisms

Health Plan
Contractors:
Provider Services BHOs, MCOs,
Contractors & RCCOs,
Other Prior DentaQuest
Authorization
Vendors

Medical Services
Board & Pre-Rule
Public Meetings

Provider-Specific
Councils,

Committees,
Work Groups Contract Department

and Public Managers Liaisons

More than 100

Department Centers for
Councils, Detam"e"t Progra m Medicare &
Committees, ead/ icai
Staff Medicaid

Work Groups Facilitator Services
and Other Public

Meetings

State Elected
Officials

Meetings

Provider
Recruitment &
Benefits Retention Unit
Collaborative

Direct
Department Communication

Website B Giaan Provider Feedback
Feedback Forms Program Staff Mechanisms

Figure8 ¢ Providerfeedbackmechansms
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Appendix E: Stakeholder Feedbitechanisms

Health Plan
Contractors: Medical Services
BHOs, MCQOs, Board & Pre-Rule
RCCOs, Public Meetings State 'El.ected
DentaQuest Officials

Eligibility
Assistance Sites

County
Offices/Eligibility
Technicians

More than 100
Department

Councils, Department
Committees, Lead/

Work Groups T
ard Otha: pablic Facilitator Program

Meetings Staff

Other State
Agencies

Benefits Centers for
Collaborative Medicare &
Medicaid
Services

Direct
Department Communication

. (;/[\)lebii;e & Outreach to Stakeholder
ee ac orms -
Program Staff Feedback Mechanisms

Figure9 ¢ Stakeholderfeedbackmechanisms
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Appendix F: Access Monitoring Analgs$tsimary Care Services
Fulfills requirement 42 CFR 447.203(b)(5)(ii)(A)

Definition ofServce

Primary care is generally the first level of contact the public has with the medical care system. Primary
care addresses a large majority of personal health care needs including routine care and evaluation of
chronic or complex issues. Mealth FirsColoradomembersare eligible to receiv@rimary Care

Services

Characteristics of the Beneficidgpulation
Fulfills requirements 42 CFR 447.203(b)(1)(iv)

Utilization of Primary Care Servicesdepictedin the figuresbelow. Whileutilizationinformation is
useful for understandingemographic differenceis utilizerconcentration,it must beanalyzedn
combination with other statistics to make a determinationamcessufficiency

Childrenvisit a primary care provider more oftehan adultsto evaluate growth. Adults usBrimary
Care Servicdwr specific issueand forprevention.
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Administrative Claims Utilization Data

Figure 10 is &Y2014-15 snapslot of demographic group&hildren/adults/individuals with disabilities)
by utilizer count. Tis depictsthe demographic group distribution skrviceutilizers which informs the
Beneficiary Characteristic descriptidfulfills requirement 42 CFR 447.203(b)(1)(iv)

Demographic
Groups

B 2ot
B oisaviea
B chiren

Figure10 ¢ Primary CareServiceaitilizers, bydemograplic groups

Analysis of Demographic Groups:
The distribution of utilizersvas similar to the distributiombserved among the entire Health First

Colorado populationThis statistic is consistent with expectations, dogs not suggest aaccess issue,
but can only be interpreted in context with other statistics.
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Figure 11is aFY2014-15 snapshot of gender groups by utilizer count. Tdepictsthe gender
distribution ofserviceutilizers.Fulfills requirement 42 CFR 447.203(b)(1)(iv)

Gender

| :
B revece

Figurell - Primary CareServicesitilizers, by gender

Statisticof Gender Groupltilization

Givenpregnant women utilizé&rimary Care Servicasahigherrate, many more females utilizé
Primary Care Servic#san malesThis statistic is consistémvith expectations, and does not indicate an
access issue, but can only be interpreted in context with other statistics.
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Figure 12 is &Y201415 snapshot of age groups by utilizer count. Thépictsthe age distribution of
serviceutilizers Fulfillsrequirement 42 CFR 447.203(b)(1)(iv)

Figurel2 - Primary CareServicesitilizers, by age

Analysis oAge Groups
The distribution of utilizergvas similar to thedistribution of the entire Health First Colorado population

Thisstatistic is consistent with expectatioremd doesot indicate an access issue, but can only be
interpreted in context with other statistics.
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Table 4is aFY2014-15 snapshot of top 10 diagnoses by utilizer couintrther broken out by
demographic grop. It includes what percentagef total service utilizereach demographic group
constituted This characterize the needs of the beneficiary populatiBulfills requirement 42 CFR

447.203(b)(L)(iv)

Top 10 Root Diagnosis Codes

Rank: 1 Principal Diagniss V20

Code Description HEALTH SUPERVISION OF INFANT OR CHILD

TotalMembers: 197,253

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 141 0.1%
Children 194,099 98.4%
Individuals with Disabilities 3,013 1.5%

Rank: 2 Principal Diagnosis V04

Code Description NEED FOR UABTION AND INOCULATION

Total Members: 71,370

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 17,638 24.7%
Children 49,795 69.8%
Individualswith Disabilities 3,937 5.5%

Rank: 3 Principal Diagnosis V06

COMBINATIONS OF DISEASES

Code DescriptionNEED FOR PROPHYLACTIC VACCINATION AND INOCULATION AGAINST

Total Members: 35,656

Demographic Groups

Utilizer Count

Percentby Demographic Grouf

Adults 10,035 28.1%
Children 24,789 69.5%
Individuals with Disabilities 832 2.3%

Rank: 4 Principal Diagnosis V70

Code Description GENERAL MEDICAL EXAMINATION

Total Members: 34,437

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adult 27,306 79.3%
Children 4,166 12.1%
Individuals with Disabilities 2,965 8.6%

Rank: 5 Principal Diagnosis 465

Code Description ACUTE UPPER RESPIRATORY INFECTIONS OF MULTIPLE OR UNSPECI

TotalMembers: 29,951

Demographic Groups

Utilizer Count

Percentby Demographic Grouy
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Adults 7,503 25.1%
Children 21,052 70.3%
Individuals with Disabilities 1,396 4.7%

Rank: 6 Principal Diagnosis 780
Code Description  GENERAIMEYOMS

Total Members: 25,310

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 14,304 56.5%
Children 8,075 31.9%
Individuals with Disabilities 2,931 11.6%

Rank: 7 Principal Diagnosis V72

Code Description SPECIAL INVESTIGATIONS & EXAMINATIONS

Total Members: 24,642

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 19,160 77.8%
Children 3,921 15.9%
Individuals with Disabilities 1,561 6.3%

Rank: 8 Principal Diagnasi V76

Code Description SPECIAL SCREENING FOR MALIGNANT NEOPLASM

Total Members: 24,601

Demographic Groups

Utilizer Count

Percentby Demographic Grouf

Adults 21,771 88.5%
Children Blinded
Individuals with Disabilities Blinded

Rank: 9 Principal Diagnosis 250
Code Description DIABETES MELLITUS

Total Members: 23,608

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 18,827 79.7%
Children 333 1.4%
Individuals with Disabilities 4,448 18.8%

Rank: 10 Principal Diagnosis 401

Code Description ESSENTIAL HYPERTENSION

TotalMembers: 21,724

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults

18,453

84.9%

Children

147

0.7%
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Individuals with Giabilities 3,124 14.4%

Table4 - Top 10root diagnosiscodes for Primary Car8erviceaitilizers

Analysis of Top 10 Diagnoses

The top diagnoses aies expected Primary carevas heavily utilized for vaccine administration and
gereral medical examinations. Had the primary diagrzosot included these diagnes further
investigation would be warranted to ascertain wii\s the top diagnoses are consistent with
expectations, hese statistics do not indicate an access iséug cannad be interpreted in isolation.

Primary Care Servicesilization Analysis Bgeographidkegion

To best review access to health care services for Medmaitibers usingadministrative claims

utilization datathe Departmentplotted three sets of data poisi stratified by each HSR. Thesere the
total volume utilizer count, the active billing provider count, and the service penetration rate. What
follows is a graphical examination of 18 month trends for each of seven groupings of HSRs. Only the
utilizationof members for whonHealth First Coloradwas the payer are showH.

HSR$1, 05, and06
Predominately ruralin geographicaterms,these HSRs account for appirmately 3.1% of thetSte's
overall population.

Kit Cﬂmﬂn

Elbert
Li

2 2005 Meplnfio Corp, Fortiors From Digisl Chest of Hhe Wiond andjor LS Ceraus Buresu

Figurel3- Diagram of HSRs 0105, 06

13|f Medicaid members utilized other services that were paid for by their private insurance or Medicare,
that utilizationis not captured here.
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Figurel4 - Primary Care Servicesilizer count HSRs 01)5,06

Region06 had a higherutilizer count than Regions01 and05. Indeed, the population of Medicaid
membersin Region06 was almost equalo the combined populations of the other two regions in this
HSR!
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Figurel5 ¢ Primary Care Servicgsovider count, HSRs 005,06

Similarly the provider count folRegion06 was higher than that oRegions01 and05. The numtler of
providers forRegions01 and05 were also approxnatelyhalf of the numberof providers irRegion06.
This appears to make senggven theproportion ofMedicaidmembersin each region.

14 Source: Colorado Health Institute, 2013 &@15 Access to Care Report
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Figurel6 ¢ Primary Care Servicggnetration rate, HSRs 0105,06

While there appears thavebeenaslightdip in penetration from January 2014 to June 2015, the
decrease is noindicative of an access issue becaitsmincided with Medicaid expansiorthus
increasing the denominator itne calculation which determines penetratioate. Region06, with the
largest population of bottmembers and providersexperienced thdargest percentage of petration
yearoveryear. While RegionsO1 and05 demonstrate lower percentages of penetrath, thedecline is
not necesarily indicative of amccess issue

Analysis for HSR4, 05, and 06

Based on the graphs aboveehdsappearrelativelystablefor all three utilization statisticSThe

penetration rate declind in Januanduly 2014 beause of the increase in total Medicaid populatitme

to Medicaidexpansionwhich began January 2014. Such a decline does not indicate diminishing access
to services.

In 2013,92% ofMedicaidmemberssurveyedn Regons01, 05, and06 reportedaccess t@a usual source
of care(USOY; as compared tandividuals with other insurance typesf which93%reported having a
USOC® And while those figureslightlydecreasedn 2015, from 93% to 92% fother types of

insurance and from 92% to 88% for Medicaiembers the decrease was n@nough tosignal an access
issue.

As is common in rural communities, thesere fewer doctors per patienthis does not indicate an
issue with Medicaignember access tprimary care that is nodlsopresent for health carpayersin
general.

15 SourceAccess to Care CHAS data from 2013 and 2015; Colorado Healthdnst8@0ncludes
doctors' offices, hospital ERs, community health centers, etc.)
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HSRs 11, 12, and 19
Health Statistic Regiond 112, and 1%re comprised of residents from thorth-westernpart of the

Sate. These HSRs aregulominately rurabnd mountainouswith one major urban centeandaccount
for approximately5.8% ofthe Sate's overall population.

23 2005 MapInfo Corp, Portions from Digsl Chart: of e Wiorkd andior LS Cermus Bunssu

Figurel? - Diagramof HSRs 111,2,19
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Figurel18 ¢ Primary Care Servicegilizer count HSR41,12,19

Region12 had a higherutilizer count thanRegions 1 and19. Datashowed that membersin Region 12
accouned for approximately 45% of overafisured persongor this geographiareain both 2013 and
201516
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Figurel9- Primary Care Servicgsovider count HSRs 112,19

16 Source: CHAS Data, Colorado Health Institute, 2013 and 2015
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Figure20 ¢ Primary Care Servicg®netration rate, HSRs 11,2,19

Looking at provider count&egion 12 hd a largermemberto provider ratio. In general, data for
Regions 11 and 18howed a higher pestration rate than Region19. Mes County in HSR 19%ccouned
for only 26% of the overalhsured persongor that region, and only 11% of exallinsured persongor
the three regions combined.

Analysis for HSRs 11, 12, and 19

The low rate of providers compared membersin Region @ isdue to the fact that Rocky Mountain
HealthPlan(RMHPpperates asa Medicaidmanaged carentity in that region'® Therefore the trendis
somewhat misleading at first glance.

The RMHP Prime counties include Region 19 (Mesa County), a portioriaf Re¢Garfield, Pitkin), a

portion of Region 10 (Montrose and Gunnison), and a portion of Region 11 (Rio Blanco). Within these
RMHP Prime counties, the population remaining under Medicaiddeservice includes: adults

enrolled in the MedicaréviedicaidProgram demonstration (in which Medicare is primpayerfor the

claims covered under this analysis); all children who qualify for Medicaid in the region (except a few who
have a disability status); individuals who are newly eligible for Medicaid joritheir passive enrollment

in RMHP Prime; and any individuals who have omtetdof RMHP Prime.

The timing for the observed changes within Region 19 (MEsanty matches the change in enrollment,
from whenall eligibility categories were able to voluntgrenroll with RMHPp a process where most
adults wee passively enrolled iRMHP Prime, and most children regrassively enrolled within a
Medicaid feefor-service payment model. This shift in enrollment is also true for Montrose and Rio

17 Source: 2015 CHAS Survey DaaOC includesoctors' offices, hospital ERs, community health
centers, etc.)
18 Data regarding the managed care delivery model is not reported here becassmitside the scope
of the Plan.
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Blanco countieshowever, this change is likely not as evident as these counties are within a larger multi
county region.

As penetration raterendswere relativelystablefor all three HSRgearover-year, we mustassume that
this dataindicates access to servicgisl not diminish during this time period-hisstatistic does not
indicate an access issue.

HSR$8,09,and10
Health Statistic Regior®8, 09, and 10 are comprised of residents from gwth-western part of the
Sate.

Predominately rural and mountainous,gbe HSRs account for approximat®lg’ of the &te's overall
population.
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Figure21 - Primary Care Servicesilizer count, HSR€8,09, 10

The overall population of these three regioissnotlarge. Regiof8 appears to havéadthe largest
population of Medicaidnembers comparetb those in Regions 09, an@.IThe number of overall
insured personin Regdpns 09 and 1@asmore than double that of Region 08.

19Source: CHAS, Colorado Health tutti2013 and 2015
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Figure22 - Primary Care Servicgsovider count, HSR88,09, 10

The same trend applieto the number ofproviders, whichwas relatively similar for all three regions
despite Regions 0&nd 10 having larger Medicaid populations.
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Figure23- Primary Care Servicggnetration rate, HSRs 089, 10

Thememberand provider count graphs appear to make meensein the context of thepenetration

rate which,for Region 08was almost double that of the other two regionshis might indicate Medicaid
membersin Region O8vere in poorerhealth than those in Regions 09 and 10, or perhaps that there
were potential accescomplexitiesn Regions 09 and libat were not present irRegion 08
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Analysis for HSRS, 09, and 10

Trendswere relativelystablefor all three regions, wit the exception of HSB8, which experienced a
10% decline in service penetration during the 18 month analysis period. This dea@as®re
pronounced than the overall decline, howeyelISRB alsoexperienceda net increasen active providers
(seven) Utilization will be closely monitored for signs of an access issue

When looking at the overall usual source of cloSOCHigures, h 2013, i appears as though 89% of
Medicaidmembersreported having a USOC, whidé% of othelinsured personseported having a
USOC. And while thereas a slight decrease from 2013 to 2015, with Medicagbersreporting a
USOC down from 89% to®By this decreaseas smalland does not indicate amccess issu®

As is common in rural communities, thexere fewer doctorger patient; this does not indicate an
issue with Medicaignember access tprimary care that is nadlsopresent for health carpayersin
general.

HSR$€4,07, and 13
Health Statistic Regiong007, and 1&re comprised of residenia the central to suthern part of the
Sate.

A mix of urban and ruralommunitieswith some mountainous regionshese HSRs account for
approximatelyl4.6% of the fate's overall population.

FPueblo

23 2005 Maplnio Corp. Portiore from Digiosl Chert of e “Workd andion LS Cersus Bunssu

Figure24 - Diagramof HSRs 04)7,13

20 Source: CHAS Data, Colorado Healttitins, 2013 and 2015
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Figure25 - Primary Care Servicegilizer count, HSR84,07,13

The number of Medicaithembersin Region 04 waalmost doublehat of theutilizer counts of Re@ns
07 and 13 combined!
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Figure26 - Primary Care Swicesprovider count, HSR84,07,13

2 Source: CHAS Data, Colorado Health Institute, 208132015
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Accordingly, the number of providers for Regionvies higher than Rgions 07 and 13. As the
population of each region increaggfrom 2014 to 2015so dd the provider count, helping to negate
potential access issugn theseregions
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Figure27 - Primary Care Servicgenetration rate, HSRs 047,13

All three regions hasimilar service penetration rates, thouglegion 13trended consistently higher
than Regions 04 and 07As this is afwad, highlevel examination of access trends across regibmns
difficult to immediately understand whydespite the high active provider count that the service
penetration rate is the lowest~or examplgthe active provider count dRegion 04was mud higher

than the other regions, yet the service penetration rates often lowest. This may imply constraints on
access that camt be understood from claims data alone and neayy be investigated at the ground
level in the community. This data does mi@monstrate trends which signal an access issue.

Analysis for HSR4, 07, and 13

Inanalyzing the da, it would appear that lhithree HSRs experienced a net decrease in service
penetration rate.Onefactor to look to isthe October 2014 spike (presen allprimary care HSR
penetration rate statisticsyvhichdisplays cyclical immunizatianilizationin the fall. HSR 04 saw a net
increase of 55 active providenghich is among the largest of any HSR.

Additionally,in 2013 89% of Medicaignembersfor these regions reported having gual source of
care (USOC) as compared to 91% of other adpersong? While these figures decreasdar
Medicaidmembers from 89% in 2013 to 85% 2015, this does not indicate an@ssissuebecause of
the massive influx of newly eligibleembers undeMedicaidexpansionwvho may have gained Medicaid
eligibility butwho maynot haveaccessd Primary Care Servicesgularly which diminishes the overall
USOGQate. This is especially true when taking in twaunt the Medicaid member counincrease which
occurred from 2013 to 201growing more thar6% in that short period of time.

225ource: CHAS Data, Colorado Health Wnstit2013 and 2015
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Due to these factors, it can be asted that these statistics do nappear toindicatean access issue

HSR$€2, 16, 18
HealthStatistic Regions 02, 16, and 18 are comprised of residents in the camdralbrthernpart of the

Sate.

Predominately rural and somewhat mountainougth numerous urban centershese HSRs account for
approximately 5.1% of the &te's overall populdon.

2 2009 Mepdnifo Comp, Porbors From Digibsl Cherk: of e ‘od srdior LS Ceresus Buresu

Figure28 - Diagramof HSRs 02,6, 18
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Figure29- Primary Care Servicegilizer count, HSR682,16,18

It would appear that the number aftilizersin Region 18 walarger than that of Regio®2 and 16This
could be due in part to the large socioeconomic differences between regreggonl6 had almost
double the median household income than that of Regido? and18*
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Figure30- Primary Care Servicggovider count, HSRs 02, 16, 18

2 Source: Colorado Demographics and Celsusau, 2015
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Provider counts for these ragis appear relatively stable and eveearover-year.
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Figure31- Primary Care Servicgenetration rate, HSRs 02, 16, 18

While membercounts and active provider countsrfall HSRs increased slightly, it appeassthough
penetration rates fell from 2014 to 2015.

Analysis for HSR, 16, and 18

Penetration rates for all three HSRs dropped from their high point in January 2014, likely as a result of
Medicaidexpansion enrolimenincreasing the pool of eligibleemberswho may not utilize services at

the same historical rates previously seen.

However, in 201,388% of Medicaignembersreported having a usual source of care (USOC) which
mirrored whatinsured personsf other types of insurance reported as well. And while we did see a
decreasefrom 88% in 2013 to 84% in 201Bese statistics do not indicate an access isdue.

HSRs 14, 15, 20
Health Statistic Regions 14, 15, and 20 are comprised of residents in the pamtradthe Sate.
Predominatelyurban, these HSRs account for approxima@by2% of the &te's overall population.

24 Source: CHAS Data, Galdo Health Institute, 2013 and 2015
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Figure32 - Diagram of HSRs 14, 15, 20
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Figure33 ¢ Primary Care Servicegilizer count, HSR 14,15, 20
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As is logical given the large population of these regionsutitieer count forRegionsl4, 15 and 20
were larger than that of other surrounding regions.
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Figure34 - Primary Care Servicgsovider count, HSR41 15, 20

Similaly, the provider count wa also larger than that of other regions, particularly when comparing to
more rural and mountaious regions.
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Figure35- Primary Care Servicgenetration rate, HSRs 1415, 20

While thememberand provider counts appear relatively stalylearover-year, it would appear that
therewas a snalldecrease in penetration from 2013 to 2015.
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Analysis for HSRs 14, 15, and 20

It can be asserted thahese HSRs experienced the same overall trasdsthers folPrimary Care
Servicesmoderate growthin memberand provider countand aslight decrease in penetration rates.
Taken togetherthesetrendsdo notindicate an access issue.

When looking at usual source of care (US®@&) of Medicaitnembersreported having regular doctor
visits, as compared tother insued personswho reported 89%\While these numbers decligfrom
89% in 2013 to 8% in 2015, this is notstatisticallysignificant decrease. Particulgrwhen looking at
the large popultion growth from 2013 to 2015, whiajrew by approximately 50,008sured persons®

HSR$§3, 17, 21

Health Statistic Regio3, 17, and 2hre comprised of residgs in the central part of thet&te. A mix
of urban and rural geographyheseHSRaccountfor approximatelyl 6% of the &te's overall
population.

23 2005 Maplnio Corp. Portiore from Digiosl Chert of e “Workd andion LS Cersus Bunssu

Figure36 - Diagramof HSRs 03L7,21

25 Source: CHAS Data, Colorado Health Institute, 2013 and 2015
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Figure37 - Primary Care Servicesilizer count, HSR83,17,21

Utilizercount for theseregionsvaried greatly. Region 21alargesubub of Denverhadlargernumbers
of Medicaidmembers This makes sensas the number oinsured persongn Rejion 21 wa almost
double that of Region 03, and almost nine tintieat of Region 17°

26 Source: CHAS Data, Colorado Health Instit2013 and2015
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Figure38- Primary Care Servicgsovider count, HSR83,17,21

It would make sense thdhe providercountwas higker in Regions 21 and P&ith numbers remaining
relatively stable from 2013 to 2015.
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Figure39 - Primary Gre Servicepenetration rate, HSRs 03,7,21

As we see in other regionddre appears to have beenstight decrease in pem&tion rates for these
regionsyearover-yeatr.
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Analysis foHSR®3, 17, 21

While 94% of Medigid membersreported having a usal source of care in 2013, that figure dropped to
84% in 20157 However, we assert that these HSRs experienced the same overall trends as others for

Primary Care Servicasoderate growth imemberand provider countand aslight decrease in
penetration ates.

27 Source: CHAS Data, @aldo Health Institute, 2013 and 2015
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Primary Care ServicAsalysis ¥ Provider Type and Place of Service

Fgures 40 and 41 are &B01415snapshot of Billing Provider type by utilizer counte¥ldepictthe
distribution of billing provider types who deliver the benegfitithin the service categoryrulfills
requirement 42 CFR 447.203(b)(1)(ii)
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Figure40 - Primary Care Servicgsovidertype byurban HSRs
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Figure41 - Primary Care Servicgsovidertype byrural HSRs

Analysiof Provider Type dfitilizerCount

FederallyQualified Health Centersrovide Primary Care Servicasbothrural and urbarsettings. Rural
Health Clinics, as expected, prowuidehigher share of care in rural aredghile this data shoed who
was providirg services proportionatelyby region it does not by itself demonstrate sufficienor
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insufficientaccess to carddowever, ombined with the previous statistics detailing the service
penetration rates for each HSR, this statistic does not indicate @@sadssue.

Fgures 42 and 43 are &B01415snapshot of Place of Service by utilizer couneyltiepictthe
distribution of place of service (the setting where the benefit was delivered) within the service category.
Fulfills requirement 42 CFR 447.@081)(ii)

120,000 -

100,000 | i

80,000 -
. A
>
S
E 60,000 +
5 =

I = |
40,000 - =
- =
20,000 - i i - i
0 D = E

Region Region Region Region Region Region Region Region Region Region Region Region
02 03 04 07 14 15 16 17 18 19 20 21

Health Statistics Region

®ASSISTED LIVING FACILITY EDIALYSIS CENTER

@ EMERGENCY ROOM HOSPITAL O FEDLLY QUALIFIED HEALTH CENTER
@ GENERAL HOSPITAL OHOME

B INPATIENT @ MASS IMMUNIZATION CENTER

@ MOBILE UNIT mNURSING FACILITY

EOFFICE OOTHER UNLISTED FACILITY
EOUTPATIENT HOSPITAL ERURAL HEALTH CLINIC

OSCHOOL B STATE/LOCAL HLTH CLINIC

BEURGENT CARE FACILITY

Figure42 ¢ Primary Care Servicgdace ofservice byurban HSRs
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Figure43 ¢ Primary Care Servicgdace ofservice byrural HSRs

Analysis of Place of ServiceliifizerCount

The most commo places of service were Office, Rural Health Clinic, General Hospital, and Federally
Qualified Health Center. All other places appeared in claims data very infrequafhilbe. this data
showedwhere services are being provided proportionatdly HSRit does not by itself demonstrate
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sufficient or insufficient access to catdowever, ombined with the previous statistics detailing the
service penetration rates for each HSR, this statistic does not indicate an access issue.

Primary Care ServicEsloralo HealthAccess Survey Data
The following metric&rom the Colorado Health Access Sumveye used tdurther investigateaccess
to care.

Visited a health care professional

m 2013 m 2015

100% 89%
0, 0, 86% 0
. 83% 84% 78% 82%
0
0, 0,
60% 51% 4606
40%
20%
0%
Commercial Medicaid Other Public Uninsured

Figure44 - Primary Care Servicgmrcentage of partigpants whovisited ahealth care professiond, by coverage
yIteara F2NY W+tAAAGSR | KSFfGdK OFNB LINBTFS
The percentage of Medicamemberssurveyedvho visited a health care professional increased from
2013 to 2015butthis difference was ndtatisticallysignificant. Irboth 2013 anc2015, Medicaid
memberswere not significantly more or less likely to have visited a health care professional than other
commerciallyand other publiégnsured Coloradarsombined This shows that access to carejery
general termsywas comparable between Medicaid aother payers.

Page67| 670f 208



Had a preventive care visit

m 2013 m 2015

100%
77%

80% 0 74%

67% 68% 6296 63%
60%
40% 29% 33%
0%

Commercial Medicaid Other Public Uninsured

Figure45 - Primary Care Services percentage of participants who had a preventive care visit, by coverage
AnalysiF 2 NY WI IR | LINBS@SYGABS OFNB GAaAriQ
In regardgo preventivecare visits, survey data demonstrdtehat, while the amount of visits to a
preventivecare provider increased for Medicaid members from 2013 to 2015, in general, members of
other insurance typewere more likely to havereventivecare visits overall. However, the numhr
visitsto a healthcare professionéhs indicated in Figure 44howedno statisticallysignificant
percentage change from 2013 to 2015. Additionaigdicaid membersvere not significantly more or
less likely to have visited a health care professimorapared to those enrolled in other types of
insuranceltA & RAFFAOdzZA G G2 RAASYydlIy3aftsS GKS a20A2S802y2YA
2N FoAfAdGe G2 asSS1T LINB@SyiGA@dS OFNB @gAraAilms FNRY (K
data suggests that the trend towards more previgatcare access for Medicaid memberstable and
may be improving

Last ER visit was for nemergency

m 2013 m 2015

55%

60% ° 49% 48%
oo 37% 36% 38% 5.0, 38%
30%
20%
10%
0%

Commercial Insurance Medicaid Other Public (Medicare  Uninsured

(Individual and and CHP+)

Employer-Sponsored)

Figure46 - Primary Care Services percentage of participants whose last ER visit wasmengency, by coverage
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Analysidor: 'Last ER visit was for nemergency

The percentage of Medicaid members surveyed who said their last emergency room visit was foer a non
emergency declined from 2013 to 2015; this differeigaotstatistically significant. In 2015, Medicaid
memba's were still significantly more likely to go to an ER for aemergency than other insured
ColoradansThis is a trend we also see nationally and may be attributable to several factors that are not
related to access, such as cultural mistrust of tealth care system at large, which might affect an
AYRAGARIZ f Qa RSOA&A2Y (G2 aSS|U NRdziAyS aASNBAOSa®

Went to ER due to convenience

m 2013 m2015

80% 74%
5806 61%  61%
60% 50% 52%
40%
20%
0%
Other Insurance Types Medicaid Uninsured

Figure47 - Primary Care Services percentage of participants who went to ER for convenience, nageve
lylfteard FT2N¥Y Y2Syd® G2 9w RdzS (2 O2y@SyASy
Of all Medicaid members surveyed who went to the ER for aamargency, the percentage who
responded that'it was more convenient to go to the hospital emergency roarpped byl6%from
2013 to 2015. This is a statistically significant change. In 2015, Medicaid members were not significantly
more or less likely to go to the ER out of convenience than other insured Coloradans.
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Told doctor was not accepting new patients

m 2013 m2015

20% 17% 17%
0,
15% 14%
10% 7% %
’ 6% % 6% '
~ Wl ]
0%
Commercial Insurance Medicaid Other Public (Medicare Uninsured
(Individual and and CHP+)
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Figure48 - Primary Care Services percentageldf NI A OA LJ yia 6K2 6SNB (2ftR | R200G2NJ ¢l a
coverage

lyIfeadAad F2N¥ WYWe2f R R20G2NI gl a y20 FOOSLIA
The percentage of Medicaid members surveyed who said they were told by a doctor's office that they

weren't accepting aw patients did not change from 2013 to 2015. In 2015, Medicaid members were

more likely to be told a provider was not accepting new patients than other insured Coloradans; this is a
statistically significant difference. This data suggests that Medichidte 8 A 2y RAR y2G | F¥SO
willingness or ability to accept Medicaid membeBsirvey results suggestqviders were much more

likely to accept a new commercially insured member than a Medicaid member. This statistic alone does

not indicate an accegssue. It mayndicate that Medicaid members must place additional dadifore

locatinga provider that accepts new Medicaid patients.

Claims utilization data shad that, in mostHSRs, the number ¢dtal utilizers increased over time, as
did the numbe of active billing providetsThis suggests thagven though 17% of respondents to the
CHAS stated their doctor was not accepting new patients, they were still able to &doemssy Care
Services in growing numbers. The provider countgeased doctorswere either newly enrolling in
Health First Colorado or once again serving Mediggdhbers in renewed numbers.
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Potential Access issues

POTENTIAL ACCESS BARRIERS

Unable To Get An Appointment As  Provider Not Accepting New Provider Not Accepting Their
Soon As Thought Needed Patients Insurance Type

A%
3%
2%

0%
2% 1%
4%
6% -5%
6%
5% m Other Types of Insurance B Medicaid & Uninsured

Figure49 - Primary Care Services percentage of participants who said they experiencesdsadssues, by coverage

lyIftearad F2N¥Y WYt2GSyaart 00Saa AaadzsSaQ
Medicaid members surveyed reported more difficulty getting appointments, finding providers who
accept new patients, and who accept Medicaid memberssefigures are statistic} significant.

These figures indicate that, in general, Medicaid members may be experiencing a higher percentage of
difficulty yearover-year, compared to those receiving other types of insurance. These figures do not
indicate whether members surveyed weeultimately able to find a provider who accepts new Medicaid
patients, and must be evaluated in the context of all data gathered.

Where there are access issues to receiving adegBaeary Care Srvices, data typically shows that
Medicaid members opt tisit the ER to seek care. However, data from the same CHAS survey suggests
that the percentage of Medicaid members who went to the ER for agroargency decreased

significantly from 2013 to 2015, a potential indicator of access improvement.

Primary Car&ervices Rate ComparispActual or Estimated Levels of Provider

Payment
Fulfills requirement 42 CFR 447.203(b)(1)(v)

In aggregate, 2016 Health First Colorado rates for PrimarySEarnees varied by place of service based

on the top 50 procedure codaessed to bill for services. Of the top 50 codes, the Department identified

at least 10 Medicaid and private payer codes in the CIHVC data (from the Colorado All Payer Claims
Database) that matched and could bsed forcomparative analysis. Available Mealie codes do not
differentiate by place of service, therefore the average of all top codes for all places of service was used
for comparative analysis. This table displays the percentage Medicaid rates differ from private payers
(CIVHC difference) and Medre. For example, Medicaid rates are 7.02% below Medicare. The wide
difference in CIVHC rate percentages below reflects the different codes that were both available and
were most commonly used. Each place of service had different commonly used codaislavail

Page7l| 71of 208



Place of Service CIVHC % difference | Medicare % difference
Office -26.46% -7.02%
Urgent care facility -4.03% -7.02%
Rural health clinic 3.70% -7.02%
Ambulatory surgical center 8.04% -7.02%
Other place of service -28.30% -7.02%
Outpatient hosytal 22.18% -7.02%
Emergency room- hospital -5.65% -7.02%
Community mental health center 23.79% -7.02%
Public health clinic 121.80% -7.02%
Mass immunization center -0.41% -7.02%
Mobile unit Not Available -7.02%
Home 64.28% -7.02%

Table5 - Primary Care Services rate comparison table

Primary Care Services Input from Beneficiaries, Providers, and Stakeholders
Fulfills requirement 42 CFR 447.204(a)(2)

Fulfills requirement 42 CFR 447.204()(8)a

I LILX A O ot Salysiz/oRpdtFrot{ LISOAFTAO !y
{GF1SK2ft RSN&a ! FFSOGSR .

l FFSOGSR o0& | tlFeyYSyid wSadNuzOGdzZNBE 2 N.
Primary Care Services DirgmiStaff Input

Department staff occasionally receive unsolicited input directly from beneficiaries, providers, and

stakeholders concerning accesscare for this service while performing their operational duties. Staff

address and catalogue those access comments in accordance with the procedures detailed in the Access
Monitoring Review Plag Appendix A.

Another mechanism used to track stakehaldeedbackand potential accesissuesis our Customer
Contact Center (CCC), which documents and reports data fomeaictberinteraction. Based on data
found within the 2015 CCC reports, staff afgle to identify HSRs which have a highdure of
complaints that are or could potentially be access related complaints, and work to identify an access
issue or potential barriers to care.
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PROVIDER RELATED ISSUES REFERRED TO RCCQO
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Figure50 - Primary Care Services referrals to the RCCO for penwdlls; 2015

The five HSRs reporting the highest volume of provider complaints in 2015 included: HSR 4, El Paso
County; HSR 14, Adams County; HSR 15, Arapahoe County; HSR 20, Denvear@dddsy;21,
Jefferson County.

Of the 1,592 provider complaisireceived in 2015, 68% of them were within these five HSRs. While
there have been a larger volume of provider complaints from these five HSRs, they also comprise more
than 56% of the entire Health First Colorado population. Additionally, these five eiSRted an

increase in the percentage of members who visited a healthcare professional in the last 12 months, up
from 76% in 2013, to 82% in 203%.

There were no concerns with access to primary care reported tétineary Care Services benefit
manager fom July 2015 through March 2016. Nor did the RCCOs contact the benefit manager with
concerns about access to primary care.

Primary Care Targeted Stakeholder Input and Input from General Public Notice

A draft of this Plan was sent to key stakeholders ahddav Y RS LJdzof A OF € t & | @F A€ | of
website for 30 day public comment. Feedback and input was accepted through email and through an

online survey and is summarized in Appendix K. Several stakeholders poiarahtaliesn the way

the data am analysis above was originally presented. Where applicable, the Department has clarified.

One stakeholder group asserted that Individuals with disabilities experience access iS_uesity

Care Services that are not represented in the data, particyfarl some pes of the $ate, such as the

Western Slope, where some primary care providers screen out patients with disabilities. The

Department is aware of some of these screening practices in the community and we are using all tools

23ource: Colorado Health Access Survey Data
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at our disposal, inading working with our Regional Care Collaborative Organizations, to ensure
Medicaid member access.

Primary Care Services Access Issues Discovered As a Result of This Review
Fulfills requirements 42 CFR 447.203(b)(4)

This is a list of thAccess Issuédentified using the data available in this review. Data which suggests an
Access Issue will be investigated and monitored for a period of two consecutive quarters to ensure the
pattern is not an artifact or data anomaly. If investigation does reveal aitj¢fie Access Issue

becomes arAccess Deficiencyhich triggers the process described in the Access Monitoring Review
Plang Appendix B (42 CFR 447.203(b)(8).

No access issues were identified as a result of this re\newever a trend in HSR 8 warrafisther
investigation and will be monitored closéiythe next few yearsRegior08Q a LJS y Gité didpped 2 y
by 10% during the 18 month analysis penwiile the provider countincreased This region will be
investigated further and reported on in theext version of the Plan

Primary Care Extent to Which Beneficiary Needs Are Fully Met
Fulfills requirements 42 CFR 447.203(b)(1)(i)

Memberswere able to access services, such as immunizations and general examinations, as expected.
Both the number of primgy care utilizers and active providasgre on the rise in most HSRs. Service
penetration rates fell from January through May 2014 in most HSRs, hoyiteigdrelieved this is due to

the increase in eligible members resulting from Medicaid expansion,mdyonot utilize services at the
same historical rates previously seen.

While the CHAS data indicatthat 17% of Medicaid members surveyed were told, when placing a call

to the doctor's office, the doctor they contacted was not accepting new Medicaidmtat itwas silent

on whether those same members were able to access services, for example, when placing a second call.
The CHAS data shedithat rates of visiting a health care professional, in genevate on par between
Medicaid and other commerciasurers. This suggests that care needs are, in fact, being met.

Stakeholdershared anecdotal reports of access concdonsnembers with disabtiies in certain
regions of the tate. The Department is working with our RCCO partners to investigate alndszd
these concerns and will monitor access closdllge number of provider complaints received by the
Department regarding access Romary Care Serviceswas low and proportional to the size of each
region.

Further data gathering will be conductedtire coming year$o establishaccess sufficiency in greater
detail. The data available does not indicate that acute access issues are paagaheDepartment
believes access is sufficient to meet the needs of the population.

¢ KS 5 SLJ NI Y Scgriciasion is thyat Fridaily/C@8knfices are sufficient to enlist enough
providers so that services are available at least to the extent they are available to the general population
in each geographic area, pursuant to section 1902(a)(30)(A) of the Seciaity Act.
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Appendix G: Access Monitoring AnalyBiBysician Specialist
Services

Fulfills requirement 42 CFR 447.203(b)(5)(ii)(B)

Physician Specialist Services Definition of Service

Health First Colorado covers specialty services delivered byratied licensed providemwhen

determined medically necessaty,y | Of AYyAO>X LINRPODOARSNARAQ 2FFAOS:T |y |
hospital department, or inpatient hospital department. While primary care providers deliver preventive

and comprehenise care to aMedicaidmember, specialty services often involve treatment for a specific

condition, chronic iliness, or acute event. The majority of specialty service utilizers are referred via their
primary care provider. The Department classifig/sitan Specialist Servicas those delivered by:

specialty physicians (cardiologists, surgeons, urologists, neurologists, radiologists, anesthesiologists);
podiatrists imagingfacilities; independent laboratories; and ngysician practitioners.

PhysiciarSpecialist Services Characteristics of the Beneficiary Population
Fulfills requirements 42 CFR 447.203(b)(1)(iv)

All Medicaid members have access to the same benefits and the same benefit limitations. All physicians
and independent physician practicedtiis) are reimbursed on the fixed fee scheduled. There is no
payment variability based on geographic location or population. Utilizers of physician specialty services
are mostly female adults between the ages of 21 and 64.
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Physician Specialist Sergd@aministrative Claims Utilization Data

Figure 51 is a FY 2015 snapsbt of demographic group&hildren/adults/individuals with disabilities)

by utilizer count. This depicts the demographic group distribution of service utilizers, which informs the
Bereficiary Characteristic descriptioRulfills requirement 42 CFR 447.203(b)(1)(iv)

Demographic
Groups

B crien
B -out
B oisaniea

B4 %

Figure51 ¢ Physician Specialist Services percentage of utilizers, by demographic groups

Analysis of Demographic Groups

One third of total Medical members accessed specialty services during Fb 1433,598 utilizers).

Adults made up a majority of specialty care utilizers (60%), whictedligith the general Health First
Colorado population. In addition, because children tend to be healthiernibt surprising that a higher
number of adultssoughtspecialty care services. The small percentage of utilizers with disabilities aligns
with expectations because members with disabilities make up the smallest Health First Colorado
demographicThese tatistics areconsistent with expectations and, as such, does not indicate an access
issue, but can only be interpreted in context with other statistics.
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Figure 52 is a FY 2018 snapshot of gender groups by utilizer count. This shows the gendebdiitni
of service utilizerd-ulfills requirement 42 CFR 447.203(b)(1)(iv)

Gender

| E
B rcvae

Figure52 - Physician Specialist Services percentage of utilizers, by gender

Analysis of Gender Groups

The majority of specialty care utilizers, in FY203, wae female (60%). While the gender split of the

total Health First Colorado population mireatthat of the general Colorado population, the large
proportion of female members who utilized services is not surprising considering women tend to utilize
the health care system more often than men. This statistic is consistent with expectations and, as such,
does not indicate an access issue, but can only be interpreted in context with other statistics.
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Figure 53 is a FY 2018 snapshot of age groupy ltilizer count. This depicts the age distribution of
service utilizerskulfills requirement 42 CFR 447.203(b)(1)(iv)

Physician Specialty Care Utilizer Age Groups

Figure53 - Physician Specialist Services percentage utilizers, by age

Analysis of Age Groups

The age disthution of specialty care utilizersas similar to the demographic breakdown, in that the
majority of utilizerswere over the age of 18 (72%). This statistic is consistent with expectations and, as
such, does not indicate an access issue, but can onlytdmpiiated in context with other statistics.
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Table 6 is a FY 2014 snapshot of top 10 diagnoses by utilizer count, further broken out by
demographic group. It includes what percentage of total service utilizers each demographic group
constituted. Thizharacterizes the needs of the beneficiary populatiulfills requirement 42 CFR
447.203(b)(1)(iv)

Top 10 Root Diagnosis Codes

Rank: 1 Principal Diagnosis 786
Code Description  SYMPTOMS INVOLVING RESPIRATORY SYSTEM & OTHER CHEST
SYMPTOMS

Total Members: 67,717

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 44,538 65.8%
Children 13,216 19.5%
Individuals with Disabilities 9,963 14.7%

Rank: 2 Principal Diagnosis 789
Code Description OTHER SYMPTOMS INVOLVING ABDOMEN & PELVIS
Total Members: 45,089

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 31,275 69.4%
Children 8,304 18.4%
Individuals with Disabilities 5,510 12.2%

Rank: 3 Principal Diagnosis 719
Code Description OTHER & UNSPECIFIED DISORDERS OF JOINT
Total Members: 38,085

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 24,499 64.3%
Children 8,475 22.3%
Individuals with Disabilities 5,111 13.4%

Rank: 4 Principal Diagnosis 959
Code Description INJURY, OTHER & UNSPECIFIED
Total Members: 33,042

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 18,691 56.6%
Children 10,551 31.9%
Individuals with Disabilites 3,800 11.5%

Rank: 5 Principal Diagnosis 780
Code Description GENERAL SYMPTOMS
Total Members: 30,532

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 17,169 56.2%
Children 7,972 26.1%
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Individuals withDisabilities

5,391 \

17.7%

Rank: 6 Principal Diagnosis 729

Code Description OTHER DISORDERS OF SOFT TISSUES

Total Members: 28,186

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 18,357 65.1%
Children 5,367 19.0%
Individuals with Disabilities 4,462 15.8%

Rank: 7 Principal Diagnosis V72

Code Description SPECIAL INVESTIGATIONS & EXAMINATIONS

Total Members: 19,427

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 15,956 82.1%

Children 1,816 9.3%

Individuals with Disabilities 1,655 8.5%

Rank: 8 Principal Diagnosis 724

Code Description OTHER & UNSPECIFIED DISORDERS OF BACK

Total Members: 18,989

Demographic Groups Utilizer Count Percat by Demographic Group
Adults 14,440 76.0%

Children 1,544 8.1%

Individuals with Disabilities 3,005 15.8%

Rank: 9 Principal Diagnosis 367

Code Description DISORDERS OF REFRACTION & ACCOMMODATION

Total Members: 18,325

Demogrghic Groups

Utilizer Count

Percent by Demographic Group

Adults 4,075 22.2%
Children 13,038 71.1%
Individuals with Disabilities 1,212 6.6%

Rank: 10 Principal Diagnosis 784

Code Description SYMPTOMS INVOLVING HEAD & NECK

Total Members: 17,448

Demographic Groups Utilizer Count Percent by Demographic Group
Adults 11,972 68.6%
Children 2,976 17.1%
Individuals with Disabilities 2,500 14.3%

Table6 - Physician Specialist Services top 10 root diagnosestiizer count
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Analysis of Top 10 Diagnoses

The most common diagnoses for specialty care utilizers overall included disorders of the respiratory and
musculoskeletal systems, joints, and symptoms related to pain, swelling, and lack of consciousness. For
children, the most common diagnosis was disorders of refraction (ex. Vision issues) and symptoms
involving the respiratory system (include coughing, shortness of breath, and chest pain). For individuals
with disabilities, the most common diagnoses for splgiservices were respiratory symptoms,

symptoms involving abdomen and pelvis (abdominal pain, swelling, and tenderness), and general
symptoms such as faing, convulsions, and fever.

Physician Specialist Services Utilization Analysis by Geographic Re

To best review access to health care services for Health First Colorado members, through the lense of
administrative claims utilization data, the Department plotted three sets of data points, stratified by
each HSR. Theseere the total volume utilizecount, the active billing provider count, and the service
penetration rate?® What follows is a graphical examination of 18 month trends for each of seven
groupings of HSRs. Only the utilization of members for whom Health First Colorado was the payer are
shown

HSRs 01, 05, and 06
Predominately rural, these HSRs accdantapproximately 3.1% of the&e's overall population.

5

Cheyenne

I

2 2005 Mapdnfio Comp, Portiors from Digiosl Chert of Hhes Wonid andfor LS Cermus Buness

Figure54 - Diagram of HSRs 01, 05, 06

2 1f Medicaid members utilized other services that were paid for by their private insurance or Medicare,
that utilization is not captured here.
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Figure55 - Physician Specialist Seces utilizer count, HSRs 01, 05, 06

The utilizer count for Region @#as larger than that of Regions 01 and 05. According to CHAS data from
2015, insured persons in Region\Wére approximately 79%nore numeroughanin Region 01, and 34%
more numeroughan in Region 05, which would account for a largélizer count in Region 06.
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Figure56 - Physician Specialist Services provider count, HSRs 01, 05, 06

Again, while the number of providers in Region@ larger than that of Rgons 01 and 05, the
difference is not concerning and would make sense given the population breakdown of insured persons.
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Figure57 - Physician Specialist Services penetration rate, HSRs 01, 05, 06

The penetration ratefor theseregions appear relatively stabjearover-yearwith Regions 06 and 01
reporting higher levels, however this aligns with the aforementioned data regandérgberand
provider count.

Analysis of HSRs 01, 05, and 06

The dilizer and provider counts in &hree regions fluctuated monthly, with increases in March and
April of both years. Despite the monthly variance, numbers remained syalaleover-year. The
penetration ratesin all three regions fluctuated similarly with small overall decreases durang th
measurement timeframe.

Based ormemberand provider count, the penetration rate, and the USOC statistics, the data does not
indicate an access issue for these regions

HSRs 11, 12, and 19

Health Statistic Regions 11, 12, and 19 are comprised of résiftem the northwestern part of the

Sate. These three regions reported having approximately 297,000 insured persons in 2013, and grew to
approximately 321,000 insured persons by 2015.

Predominately rural and mountainous, with one major urban centers¢hHSRs account for
approximately 8% of the gte's overall population.
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Utilizer Count
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Figure58 ¢ Diagram of HSRs 11, 12, 19
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Figure59 - Physician Specialist Serviceslizer count HSRs 1112, 19
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The utilizercounts in Regions 12 and 19 were higher than that of Region 11. This aligns with the overall
payer populations of these HSRs. According to CHAS data, Regions 12 and 19 are approximately three
times as large as Region 11, which would account for the lamert. The number of Medicaid

members who utilized Physician Specialty ServicBsgion 19was higher than those who utilized

Primary Caré&ervices in the region. While this does not necessary indicate an access issue, it is
something that warrants futter examination.
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Figure60 - Physician Specialist Services provider count, HSRs 11, 12, 19

Looking at provider count, it would seem logical for the highest number of providers to exist in Regions
12 and 19. While thisras inceed the case, it would appear that the number of providers for Region 19
should be larger, to account for the larger population of Medicaid members (as seen in Figure 59 above).
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Figure61 - Physician Specialist Services penetoatrate, HSRs 11, 12, 19
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Penetration rate trends foRegions 11 and 12 appear stable. Region 19 saw a decrease, from 10% in
January 2014 to 6% by December 204khough the trend is now stable, this dip reflects the shift of
utilization to the Rocky Mouain HealthPlan (RMHRhanaged care plamithat area.The utilization of
Health First Colorado benefits, provided by RMHP, is not included in this report because it is through a
managed care delivery mod#l

Analysis for HSRs 11, 12, and 19

Region 11 utilizer and provider counts stemlyninimal monthly variance and were stable. Utilizer and
provider counts irRegiors 12 and 19 mirror one another, with increases in March 2014 and peaking in
Septemberpefore decreasing in November of that year.

Thegraphsdemonstrate similar trends in March 2015, indicating normal variance for both measures.
Thesharp drop irthe HSR 18®enetration ratealso reflectghe shift ofutilizationto the newly created
RMHP delivery systenthis shift in enrollment is also true for Montrose and Rio Blanco counties,
however, this change is likely not as evident as these counties are within a largecoouty region.

HSRs 08, 08nd 10

Health Statistic Regiord8, 09, and 10 are comprised of residents fréine southwestern part of the
Sate. These three regions reported approximately 196,000 insured persons in 2013, and grew to
approximately 199,000 insured persons by 2015.

Predominately rural anamountainousthese HSRs accoufur approximately 3.6% of tha&e's overall
population.

23 2005 Maplnifo Corp. Portions from Digioal Chart: of e “Wiorkd andion LS Cersus Bunssu

Figure62 - Diagram of HSRs 08, 09, 10

30 Refer to pages 489 for a detailed explanation d¢ie move to the Rocky Mountain Health Plan
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Figure63 ¢ Physician Specialist Services utilioaunt, HSRs 08, 09, 10
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fluctuations, with steady increases between January and October and then sharp drops in November
2014.

250 -

200 1 o~ M
' d

IS e
5150 ] W
o}
=]
> 100 -
e
a
50 -
0 : : : : : : : : : : : : : : : : : :
» » M » » M » M » & » X &) &) ) \) \)
(19\ q,\ r19\ {19\ q,Q\ N (19\ q,d\ (19\ r19\ (19\ ‘19\ q9\ (19\ '19\ (19\ (‘9\ @\
U S U A M L L U i A S I L
Q\)@Q'bvéobog@o@@oo@@@v@y
2 ) e xQ © K2 Q ) QO
S Q@ (@) 3 Qz(’ N QQ’
o ~ 9
e===» Region 08 Region 09 es=== Region 10

Figure64 - Physician Specialist Services provider count, HSRs 08, 09, 10

The provider counts were relatively stable during this time period.
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Figure65 - Physician Specialist Services penetration rate, HSRs 08, 09, 10

Penetraton rates for Regions 08, 09, and 10 all decreased modenrgaloveryear, which is likely the

result of Medicaid expansion, which took effect in January 2014. During this time, many more utilizers of
a different demographic group were enrolled in Mealdt: This would increase the denominator of the
penetration rate equation (utilizer count divided by eligible utilizers), which would decrease the
penetration rate overall if the newly enrolled did not access specialty services at historical rates.

Analyss for HSRs 08, 09, and 10
HSRs 08, 09, and 10 showindicators of an access issue.

HSRs 04, 07, and 13

Health Statistic Regions 04, 07, and 13 are comprised of residents iarttialdo southern part of the
Sate. These three regions reported appnantely 750,000 insured persons in 2013, and grew to
approximately 800,000 insured persons by 2015.

88| 880f 208



A mix of urban and rural with some mountainous regions, théS&siccountfor approximately 14.6%
of the Sate's overall population.
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Figure66 - Diagram of HSRs 04, 07, 13
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Figure67 - Physician Specialist Services utilizer count, HSRs 04, 07, 13
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The utilizer count remained relatively stable from 2014 to 2015, with minimal dips in Odizha&mber

2014 andsmall increases in Majune 2015. While there were a larger number of utilizers in Region 04,
this appears to align with CHAS data, which estimates that the population of insured persons in Region
04 is approximately four times larger than Region 07, aoloximately nie times larger than Region

13.
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Figure68 - Physician Specialist Services provider count, HSRs 04, 07, 13
Trends observed in the utilizer count for these HSRs can also be seen in the number of providers. Larger
provider counts appear in Region 04 which makes sense given the larger population of Medicaid
members in this region. In general, provider counts appear stgdeover-year.
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Figure69 - Physician Specialist Services penetratiate, HSRs 04, 07, 13
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The penetration rate for these regions does not appear to align with the utilizer and provider counts;
Region 04 utilized specialty care services far less than the smaller regions that make up HSRs 07 and 13.
Such variations in trets between HSRs will be investigated during regular review and monitoring to

more closely understand what causes them.

Analysis for HSR4, 07,and 13

HSR®4,07, and 13 are comprised of counties located in central Colgiiadtuding the cities of

Colormdo Springs and Puebldtilizerand provider courgincreasel between January 2014 and June
2015 in all three regions. PenetrationRagion04 experienced minimal fluctuation with a steady
decrease. However, with increasiatlizerand provider counts @oss the measurement timeframe,

data does not indicate an access issuBdgion04. Regior0r Q& LISy S (whklthé highgbt ilNI (G S
January of each yedvefore slight decreasebut this does not yet indicate an access issue.

HSR®2, 16, and 18

HealthStatistic Regions 02, 16, and 18 are comprised of residents in tl@kand northern part of the
Sate. These three regions reported approximately 770,0@0red persong 2013, and grew to
approximately 825,00thsured personsy 2015.

Predominatey rural and somewhat mountainous, with numerous urban centers, th&sRaccountfor
approximately 15.1% of the@e's overall population.

23 2005 Maplnio Corp. Portiore from Digiosl Chert of e “Workd andion LS Cersus Bunssu

Figure70- Diagramof HSRs 02,6,18
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Figure71 - Physicia Specialist Servicegilizer count, HSR62,16,18

When analyzing Medicaidember utilizatiorof servicesn these regions, it appeattsat utilizer counts
increased substantially in all three regions between January 2014 and June 2015, despitessimall di
November 2014.
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Figure72 - Physician Specialist Servicgvider count, HSR82,16,18

Provider counts experienced monthly fluctuation with an overall increase as well.
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Figure73- Physician Sgcialist Servicepenetration rate, HSRs 02,6,18

Penetrationratesin thesethree regions followed the same variance during the measurement time
frame, ending with a slight decrease.

Analysis for HSRg, 16, and 18
HSRs 2, 16, and 18 include the cité&ort Collins, Boulder, and Greeley.

During the public comment phase of tlittan the Department received feedback that there may be an
access issue fdthysician gecialst Services in HSR 16. This will be investigated further and reported on
in the next version of thé’lan

HSRs 1415, and 20

Health Statistic Regions 14, 15, and 20 are comprised of résidethe central part of thet&te. These
three regions reported approximately 1,333,0@08ured personin 2013, and grew to approximately
1,377,000insured persondy 2015.

Predominatelyurban, geographicaljytheseHSRsccountfor approximately 25.2% of thda@e's overall
population.
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Figure74 - Diagramof HSRs 1415, 20
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Figure75 - Physician Specialist Serviceslizer count, HSR§4, 15, 20

The dilizer count in these regions appesarelativelystable with moderate increasebeginning in
November 2014.
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Figure76 - Physician Specialist Servicesvider cont, HSR44,15,20
Provider count also remagu relativelystableyearover-year.
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Figure77 - Physician Specialist Servicgsnetration rate, HSRs 1415,20

The genetration rates appear relatively stabl@ith mild decreasesi utilization beginning in November
2014

Analysis for HSRs 114, and 20

HSRs 14, 15, and 20 include the city and county of Denver and the surrounding east metidl area.
three regions experienced similar fluctuation itilimer counts, provider couns, and penetration rates.
The increase in utilizer counts and decrease in penetration rathe provider counts remained
relatively stableijs likely the result of Medicaid expansion, which took effect in January.2014
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TheDepartmentwill monitor the tendsinthe 6 1 4 SQ&a I NBSAadG YSGNR | NBI

does not indicate an access issue at this time.

HSR$3, 17,and21

Health Statistic Regions 03, 17, and 21 are comprised of rdsidethe central part of thet&te. These
three regbns reported approximately 79,000sured person@n 2013, and grew to approximately
876,000insured persondy 2015.

A mix of urban and rural geography, thés8Rsiccount for approximatel§6% of the tte's overall
population.

i 2005 Mapdnfo Comp, Portors From Digisl Chert of Hhe Wonkd andfor LS Cers s Bresu

Figure78 ¢ Diagramof HSRs 037,21
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Figure79 - Physician Specialist Serviceslizer count, HSRs 03, 17, 21

TheUtilizercount in Region 2vas larger than that of Regions 03 and 17. This appears to align with
CHAS datavhichestimates Region 2tb haveapproximately tvo times as maninsured personghan
Region 03, and approximatatyne times that of Region 17.
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Figure80 - Physician Specialist Servicgovider count, HSRs3017,21
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Similartrends can be observed in regardttee provider countwhich shoved a larger number of
providers in Region 21 as compared to that of Regions 03 aniilfiree HSRs showed increasing
provider counts.
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Figure81 - Physician Becialist Servicepenetration rate, HSRs 03,7,21

Despite the large variation ihe utilizer and provider count, it appears that the penetration rates
relatively similar for all region$Vhile there appears to be a decrease in penetration beginimirearly
2015, theslightdecrease is notoncerning

Analysis for HSRS, 17,and21

The fluctuationsn utilizerand providercountsincreas@ and decreased in alignment with one another.
The data onutilizerand provider count in Regions 03 and 07 dersirates minimal fluctuatioyand

both utilizer countsand provider courd steadily increased in the two regions ovhe 18 montts
measured

Penetration rates for all three regiomgere similarto the fluctuations that can be seen utilizerand
provider counts, withthe ebb and flows of the penetrationratesmirroring the same

Based on the relatively stable trend lines and highazattion across all three regions, the dataes not
appear toindicate an access issue.
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Physician Specialist Servigemlysidy Provider Type and Place of Service
Hgure 82 is a¥201415 snapshot of Billing Provider type by utilizer count. Tdepictsthe distribution
of billing provider types within the service category who deliver the berfetiffills requiremend2 CFR
447.203(b)(1)(ii)

Provider Type by Urban Regions
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Figure82 - Physician Specialist Servicgvidertype byurban HSRs
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Utilizer Count
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Figure83 - Physician Specialist Servicgvidertype byrural HSRs
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Analysis for Provider Type

UrbanHSR Analysis

PhysicianSpeciabt Srvices are delivered by a variety of provider types consistently across all the urban
HSRs. The vast majority of spegialkervice utilizers across th&afe received services from physicians
working within a physiciagroup (using clinic provider type on claims). The next most common provider
typeswere individual physicians and independent laboratories. Optometristdemgp a relatively small
portion of utilization servingmembersmostlyin regions07, 14, 15, 20, ath21 (Pueblo and the Front
Range counties surrounding the Denver metro qrea

Rural HSR Analysis

Similar to the urban HSRs, specialty service utilizers in rural HSRsdesegivees from physicians that
are part of a physician group (clinic providergygn claims). After physician groups, optometrists serve
the next group of patients. Strikingly, nquysician practitioners/ere a common providetype in
Region09 (the southwest corner of thet&te).
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Figure 84 is &Y201%napshot of Place of Sereidy utilizer count. Thidepictsthe distribution of place
of service (the setting where the benefit was delivered) within the service categolfills requirement
42 CFR 447.203(b)(2)(ii)

Place of Service by Urban Regions
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Figure84 - Physician Specialist Secesplace ofservice byurban HSRs
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Utilizer Count

Place of Service by Rural Regions

25,000 ~

20,000 ~

15,000 -
10,000 -
5,000 -

o -

Region 01 Region 05 Region 06 Region 08 Region 09 Region 10 Region 11 Region 12 Region 13
Health Statistics Region

®EAMBULATORY SURGICAL CENTER =@ COMMUNITY MENTAL HEALTH CENTER

@ COMPREHENSIVE IP REHAB FACI ZEMERGENCY ROOM HOSPITAL
mEND STAGE RENAL DIS TRMT FACI OHOME

mINPATIENT = OFFICE

EOUTPATIENT HOSPITAL B STATE/LOCAL HLTH CLINIC

BURGENT CARE FACILITY

Figure85 - Physician Specialist Servicglace ofservice byrural HSRs
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Analysis of Place of Service
Urban HSR Analysis

In urban areas, utilizers most commonly recelitfeeir specialty carén emergency rooms. The second
and third most common places of servigere in outpatient hospital departments and provider offices.
Region 20 (Denver) aribgion04 (El Paso countyColorado Springs) have a high number of emergency
hospital departmentsthus it is not surprising for high utilization to show up in the data. The
Department is dedicated to promoting preventive care and services in settings other than the
emergency rooms. Staff will monitor emergency room utilization data to better infrysician

Specialist Servicegcess initiatives.

Rural HSR Analysis

Similar to urban areas, a lot of utilize&xscesseatare in emergency rooms. Provider offices and
outpatient hospital departmentgere common places of services as well. Emergency rdsitswere
particularly high irRegion07, and theDepartment will work with local providers to promote
appropriate utilization and access to primary carehis region

Physician Specialist ServiGedoraddHealth AccesSurveyData

The following metdsfrom the Colorado Health Access Survayre used tdurther investigateaccess to
care.

Visited a specialist in the last 12 months

m 2013 m 2015
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Figure86 - Physician Specialist Servicpsrcentage of participants who gited aspecialistin the last 12 monthsby coverage
type
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The percentage of Medicaidemberssurveyedwho visited a specialist grew from 2013 to 20flhs

growth is statistically significanBy comparison, accedgor individuals with other insurance types was

reported to have remained the sanie2015and may have decreasekh 2015 Medicaidmembers

were not significantly more olesslikely to see a specialist than other insured Colorad#évisile

Medicaid membersvere less likely to visit a specialist throse of other insurance types, this

P agel04| 1040f 208




difference could be attributable to factors other than accessies such as culturahistrustof the

health care sysim at large whicimightF F ¥ SO0 'y A Y RA @A Rdzl ThizsdnetiiBuStA & A 2y

be evaluated in the context of all data gathered.
¢t2f R R2O0G2NJ gl ayQid | OOSLIiAYy3 Ayadz2Nl yosS
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Figure87 - Physician Specialist Servicparcentage of participants who were tolthat a doctor wasn't acceptinginsurance
type, by coverage type
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The percentage of Medicaidemberssurveyedwho said they were told by a doctor that they veart
accepting Medicaid patients grew from 2013 to 2015, but this difference wastatiticallysignificant

In 2015, Medicaignemberswere significantly more likely to have trouble finding a provider who
accepts their insurance than other insured @allans. This metric alone does not necessarily indicate
an access issuand must be evaluated in the context of all data gathered

Physician Specialist ServiBege ComparisogActual or Estimated Levels of

Provider Payment
Fulfills requirement 42 &447.203(b)(1)(v)

In aggregatgethe 2016 Health First Coloradates forPhysician Specialist Servisesied by place of
service based on the top 50 procedure codes used to bill for services. Of the top 50thedes,
Department identified at least 10 Mézhid and private payer codésthe CIHVC data (from the
Colorado All Payer Claims Datababa} matched and could be usedmparative aalysis. Available
Medicare codes did not differentiate by place of service, therefore the average of all top cods fo
places of service was used for comparative analysis

This table displays theercentage Medicaid rates differ froprivate payers (CIVHC difference) and
Medicare.. For example, Medicaid rates are 5.69% below MedicEre.wide difference in CIVH&e
percentages beloweflects the different codes that were both available and were most commonly used.
Each place of service had different commonly used codes availdig#se rate comparisons are made at
the aggregate level and dwt drill down to the pecific procedure code level.
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Place of Service CIVHC % MEDICARE % Difference
Difference
Office -26.56% 5.69%
Urgent care facility -6.83% 5.69%
Inpatient hospital 233.96% 5.69%
Outpatient hospital -16.57% 5.69%
Emergency room hospital -15.63% 5.69%
Ambulatory surgical center 12.05% 5.69%
Nursing facility 169.35% 5.69%
Custodial care facility 219.26% 5.69%
Hospice 17.36% 5.69%
Independent clinic 31.80% 5.69%
Community mental health center 33.50% 5.69%
Public health clinic 161.59% 5.69%
Rural health clinic -4.15% 5.69%
Other place of service -81.34% 5.69%
AVERAGE 51.99% 5.69%

Table7 - Physician Specialist Servicege comparsion table

Physician Specialist Servitgsut from Beneficiarie®rovidersand Stakehders
Fulfills requirement 42 CFR 447.204(a)(2)

Fulfills requirement 42 CFR 447.204(B)a I LILJX AOF 6t S dzy RSNJ W{ LISOATAO !y

{GFr1SK2f RSNB ! FFSOGSR o6& | tlFeavyYSyd wSaidNHzOidaNBE 2 N
Physician Specialist Servibaectto-Staff Input

Department stafdoes receive localized concerns about access to specialty setlirieey from

beneficiaries, providers, and stakeholders while performing their operational d@tef.investigate

andaddress those concerms accordancavith the procedures detailed in the Access Monitoring

ReviewPlang Appendix A

Another mechanism used to track stakeholder feedback and potential access deficiencies is our
Customer Contact Center (CCC), which documents and reports data for each member inteRaféon.
to page 73 of this Plan to view HSRs which have a higher volume of complaints that eoald
potentially be- access related.

Physician Specialist Servidaesgeted Stakeholder Input and Input from General

Public Notice

A draft of thisPlanwas sent to key stakeholdetsy R ¢ & YIF RS Lldzot A Ot & | @F At of
websitefor 30 day public commenEeedback and input was acceptinlough email andhrough an

online surveyand is summarized in Appendix K. Several stakeholders pointawinaliesin the way

the data and analysis above was originally presented. Where applicable, the Department has clarified.

Several stakeholders shared anecdotal evidence not found in the claims datatess&do specialty

care is inadequate. Stakeholdeited their own servicespecific and regional (HSRs 16 and 19) data and
experience Thestakeholder groupvho asserted thaindividuals with disabilities experieneecess

issues toPrimary Care Servicegsoasserted the same with regard Riysician Spdalist Services
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¢ KS 5SLJ NI YSy (dbdveidetdit@d araas of tieldfe &nadt feduire further research over
time to understand atypical utilization trends, including HSRs 16 and 19. The Department will continue
to monitor utilization and accss patterns in these regions

Physician Specialist Servigesess Issuddiscoveredis aResuliof This Review
Fulfills requirements 42 CFR 447.203(b)(4)

This is a list of thAccess Issuedentified using the data available in this review. Data whiggests an
Access Issue will be investigated and monitored for a period of two consecutive quarters to ensure the
pattern is not an artifact or data anomaly. If investigation does reveal a deficit, the Access Issue
becomes arAccess Deficieneyhich trigges the process described in the Access Monitoring Review
Plang Appendix B (42 CFR 447.203(b)(8).

No access issues were identified as a result of this reviewever certain trends warrant further

investigation Staff have become aware of certainregidn& | &t aK2dz R 6S Of2asSteée Y2y
penetrationrate has dropped over the past year while provider count has remained st&ily idikely

caused by the transition to a managed care plan in the region, and the data used for this analysis in not
inclusive of managed care plans. The result is, thhile it appears that access has diminishiedall

likelihood,it is not truly the realityln addition, during the public comment phase of tRian the

Department received feedback that there maydoeaccess issue for specialty services in HSR 16. These

regions will be investigated further and reported on in the next version oPtha

In addition, the review has shed light on the periodic flattons in Medicaid. Across théa®e, utilizer
court, provider count, and penetratioratestendedto increase in April and August and drop in
November of each year. Understanding the monthly changes will helpghartment identify potential
issues in the future.

Physician Specialist ServiEagent toWhichBeneficiaryNeeds Are Fully Met
Fulfills requirements 42 CFR 447.203(b)(1)(i)

Medicaid enroliment ananemberutilization of specialty services fluctuatéhroughout the year in the
majority of health statistical regions. While thenere regional diferencesmembercount, provider
count, and penetration rates terdi to increase and decrease similarly. The data demongirttat the
majority ofmembels receivel specialty care services in outpatient settings, particularly in emergency
rooms. TheDepartment is dedicated to promoting preventive servigesl community based access to
physician specialiste avoid unnecessary emergency room visits and inpatient singsdata confirms
the importance of engaging provider networks to encourageropriate dilization. There wee some
regionsof the Sate in whichthe data indicate need for close monitoring, but the data does not
indicate an access issuethese areast this time.

The Department acknowledges the CHAS sampling data concerning membeltyfificiing a specialty
provider. This sample survey data does not necessarily agree with administrative claims data for the
entire population, which reveals steady utilization rates and, usually, increasing levels of active specialty
service providers. F@xample, in HSR 04 (El Paso county), the number of attjgician specialists
increased 25%rom 320 in January 2014 to 401 in June 2015. For the Department to draw the
conclusion that access to specialty services, in general, is insufficientfadideng in data that

provider counts generally increased, would be inappropriate.
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enough providers so that services are available at least to the etliegy are available to the general
population in each geographic area, pursuant to section 1902(a)(30)(A) of the Social Security Act.

Appendix HAccess Monitoring AnalysiBehavioral Health
ServicegFFS)

Fulfills requirement 42 CFR 447.203(b)(8))i)

Behavioral Health Services (HB&)nition ofService

This service covers fder-serviceBehavioral Health Servicés Medicaidmembers whaare: not

eligible for enroliment in the Community Behavioral Health Service Prodghaoudh the Behavioral
Health Organizations, @HO), which ithe Department'snanaged care delivery system under
1915(b)(3) waiver authorityor for conditions not covered by the BHO syst@msome combination of
thesetwo factors As suchthe utilization of this service doe®t reflect access to care f@ehavioral
Health Serviceat large but rather,only measures accedsr a small sufpopulation (23,509 utilizersjf
the Health First Coloradenrollment pool.Under rare circumstancemembersmay access this benefit
prior to obtaining enroliment in a BHOr may access this benefit if they have voluntarily opted out of
BHO network coverag&/hen providers treat memberwho is not in the BHO network, or the
combination of service codand diagnosis codes is not withinetBHO contradior covermge the claim
for the services paid feefor-service through this benefitTherefore, the trends for utilizer count,
provider count, and penetration rate below are not as meaningful for truly measuring access as they are
whenmeasuring otherservice categoriesCovered services include mental health and substance use
disorder benefits.

Access to care fd@ehavioral Health Servicpsovided by the BHO netwoik not analyzed in this report
because iis outside the scope of regulaty requirements. The BHOs have a robust regulatory
framework for ensuring, and reporting, sufficient access to care.

Behavioral Health Servicgd=STharacteristics of the Beneficidtgpulation
Fulfills requirements 42 CFR 447.203(b)(1)(iv)

Availableservices and payments do not vary foemberpopulations or geogphic locations
throughout the $ate. Most utilizers are adult females between the ages of 35 and 64, similar to the
makeup ofPhysician Specialist Servickembersaccess this benefit bysiting a behavioral health
provider, usually ta Community Mental Health Center.
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Behavioral Health Servicgd=SAdministrative ClaimdtilizationData

Fgure 88 is a ¥2014-15 snapstot of demographic group&hildren/adults/individuals with disaliiies)
by utilizer count. Thidepictsthe demographic group distribution skrviceutilizers whichinforms the
Beneficiary Characteristic descriptidfulfills requirement 42 CFR 447.203(b)(1)(iv)

Demographic
Groups

B oisabiea
B chideen
B -out

Figure88 ¢ Behavioral HealthServicegFFSpercentage ofutilizers, by demographic groups

Analysis of DemographBroups
Given the nature of the population that utiliz8ghavioral Health Services (FirRSJolorado, this statistic
does not provide insight into the adequacy of accescare.
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Hgure 89 is a ¥2014-15 snapshot of gender groups by utilizer count. This shows the gender distribution
of serviceutilizers.Fulfills requirement 42 CFR 447.203(b)(1)(iv)

Gender

B e
B renee

Figure89 - Behavioral Health Servicd§FS)percentageutilizers, bygender

Analysis of Gender Groups:
Given the nature of the population that utiliz8ghavioral Health Services (FirRSJolorado, this statistic
does not provide insight into the adequacy of access to care.
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Hgure 90 is a ¥201415 snapshot of age groups by utilizer count. Tdepictsthe age distribution of
serviceutilizers Fulfills requirement 42 CFR 447.203(b)(1)(iv)

Behavioral Health FFS Utilizer Age Groups

Figure90 - Behavioral Health Servicg§FSpercentageutilizers, byage

Analysis of Age Groups:
Given the nature of the population that utiliz8ghavioral Health Services (FifSJolorado, this statistic
does not provide insight into the adequacy of access to care.

Table 8 is &Y2014-15 snapshot of top 10 diagnoses by usizcount further broken out by
demographic group. It includes what percentage of total service utilizers each demographic group
constituted This characterizes the needs of the beneficiary populataifills requirement 42 CFR
447.203(b)(1)(iv)

Top 10 Rot Diagnosis Codes

Rank: 1 Principal Diagnosis 296
Code Description EPISODIC MOOD DISORDERS
TotalMembers: 3,660

Demographic Groups UtilizerCount | Percentby Demographic Group
Adults 1,565 42.8%
Children 435 11.9%
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Individualswith Disabilities 1,660 45.4%
Rank: 2 Principal Diagnosis 305
Code Description NONDEPENDENT ABUSE OF DRUGS

Total Members: 2,002

Demographic Groups

Utilizer Count

Percentby Demographic Group

Adults 1,721 86.0%
Children 115 57%
Individuals with Disabilities 166 8.3%

Rank: 3 Principal Diagnosis 309
Code Description ADJUSTMENT REACTION

Total Members: 1,558

Demographic Groups

UtilizerCount

Percentby Demographic Group

Adults 626 40.2%
Children 456 29.3%
Individuals with Disabilities 476 30.6%

Rank: 4 Principal Diagnosis 295

Code Description SCHIZOPHRENIC DISORDERS

Total Members: 1,509

Demographic Groups

Utilizer Count

Percentby Demographic Group

Adults Blinded

Chldren Blinded

Individuals with Disabilities 1,012 67.1%
Rank: 5 Principal Diagnosis 311

Code Description DEPRESSIVE DISORDER NEC

Total Members: 1,167

Demographic Groups

Utilizer Count

Percentby Demographic Group

Adults 652 55.9%
Children 117 10.0%
Individuals with Disabilities 398 34.1%

Rank: 6 Principal Diagnosis 300

Code Description ANXIETY DISSOCIATIVE SOMATOFORMEHRSORD

TotalMembers: 1,130

Demographic Groups

Utilizer Count

Percentby Demographic Group

Adults 526 46.5%
Children 119 10.5%
Individuals with Disabilities 485 42.9%

Rank: 7 Principal Diagnosis 780
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Code Description GENERAL SYMPTOMS

Total Members: 1,076

Demographic Groups

Utilizer Count

Percentby Demographic Group

Adults 609 56.6%
Children 58 5.4%
Individuals with Disabilities 409 38.0%

Rank: 8 Principal Diagnosis V40

Code Description MENTAL & BEHAVIORAL PROBLEMS

TotalMembers: 1,040

Demographic Groups UtilizerCourt Percentby Demographic Group
Adults Blinded

Children 773 74.3%

Individuals with Disabilities Blinded

Rank: 9 Principal Diagnosis 303

Code Description ALCOHOL DEPENDENCE SYNDROME

Total Members: 939

Demographic Groups

UtilizerCount

Percentby Demographic Group

Adults 849 90.4%
Children Blinded
Individuals with Disabilities Blinded

Rank: 10 Principal Diagnosis V62

Code Description OTHER PSYCHOSOCIAL CIRCUMSTANCES

Total Members: 622

Demographic Groups

Utilizer Count

Percentby Demographic Group

Adults 289 46.5%
Children 194 31.2%
Individuals with Disabilities 139 22.3%

Table8 - Behavioral Health ServicgsFSjop 10 root diagnosis, by utilizer count

Analsis of Top 10 Diagnoses:
alyeg AGSYa

I NJbleakthdrisurayide BdrabilitiRadeSAcdo@ntability AtRAA

requirements.Given the nature of the population that utiliz&shavioral Health Services (FIRS)
Colorado, this statistic does not proeithsight into the adequacy of access to care.

Behavioral Health Services (RB8ization Analysis by Geographic Region
To best review access to health care servicesifmalth First Colorado membeithrough the lensef
administrative claims utilizatiodata,the Departmentplotted three sets of data poinistratified by

each HSR. Theseere the total volume utilizer count, the active billing provider count, and the service
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penetration rate 3* What follows is a graphical examination of 18 month trefutseach of seven
groupings of HSRs. Only the utilizatiomm@mbers for whonHealth First Coloradwas the payer are
shown

HSR$91, 05, and06

Health Statistic Regions 01, 05, and 06 are comprised of resiftent the eastern part of thet&e.
These hree regions reported approximately 152,0@8ured persong 2013, and grew to
approximately 172,00ihsured personby 2015.

Predominately rural, these HSRs accdantapproximately 3.1% of the&e's overall population.

Kit{.‘.-amm

Elbert
Li

23 2005 Maplnio Corp. Portiore from Digiosl Chert of e “Workd andion LS Cersus Bunssu

Figure91 - Diagramof HSRs 0105, 06

311f Medicaid members utilized other services that were paid for by their private insurance or Medicare,
that utilization is not captured here.
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Figure92 - Behavioral Health Servicg§FShtilizer count, HSR81, 06

The uilizer count for Regions 01 and 06 apps#y fluctuate yearover-year, with Region 01 reporting
slightly largr utilizer counts overall. Data iRegion 05 was not available for this measure.
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Figure93 - Behavioral Health Servicg§FSprovider count, HSRs 005,06
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The number of providers for Regions 01 and 06 appeldo fluctuateaccordingly withutilizer count.
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Figure94 - Behavioral Health Servicg&FSpenetration rate, HSRs 0106

The penetration rate for these regioappeaedto remain relativelystablewith slight decreases
beginning in March 2(L

Analysis for HSR4, 05, and 6

Trends irRegions01 and06 fluctuated periodically While the penetration rates for eaatere trending
downward as of June 2015, this same shifis observedin 2014. This indicates that such fluctuation
may be normalTaken with the periodic shifts memberand provider count, there is no access issue
identified in these HSRs.
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HSRs 11, 12, and 19
Health Statistic Regions 11, 12, and 19 are comprised of resident$Heonorth-western part of the

Sate. These threeegions reported approximately 297,008sured persongn 2013, and grew to
approximately 321,00thsured personby 2015.

Predominately rural and mountainousith one major urban centethese HSRs accouiotr
approximately 5.8% of thet&e's overall ppulation.

& 2005 Maplnifo Comp. Porbions From Digloal Chert of Hre Wond andyor LS Ceraus Bunssu

Figure95 ¢ Diagramof HSRs 1112,19
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Figure96 - Behavioral Health Servicg§FShtilizer count, HSR$2,19

The uilizer countin Region 19vas highetthan that of Region 1Z'he dilizercount for Region 11 was
not available.

40 +

35 +

30 +
1S
325
@)
o 20 -
° =
3 15 -
o

10 ~

5,

0 ‘ ‘ : : ; ;

» » M » » » » b‘ » b‘ » & ) &) ) o &) )

Mo D N Mo QNI IR PN

NS SN SN SN N S S S S S SN S S N
Qé ’bé «(‘,(\ N\ rﬁ (\Q’ &Qi g QQ} Qé ,QQ} ‘Oé Qd ’bé «(‘}\ N\ rﬁ (\Q’
Q\SQOQ"O?Q@}\)SOQ@\O @Q\»\o&@@y
¥ & A N R A Y4

¢ SRS
e Region 11 Region 12  es====Region 19

Figure97 - Behavioral Health Servicg§FSprovider count, HSR¥1,12,19
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The povidercount wasalso highein Region 19, hich makes senseas theutilizer countwas largest in
that region as wellThe govider count for Region 12 alsappears to align to thetilizer count of that
region. Andin general, the fluatation in provider count appears to ebb and flow with the increase and
decrease otitilizer counts for each region.
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Figure98 - Behavioral Health Servicg§FSpenetration rate, HSR42,19

Penetration rates for these regions appear to mimatifizer count Based on the nature @ehavioral
Health Services (FE8)is penetration rate appeat® be stable given the need of thmembers in the
regions.

Analysis for HSRs 11, 12, and 19

All three regions experienced increassin theiractive provider countsThepenetration ratein HSR 19
shifted dramatically during the previous 18 monthreder review,which makes future month trends
difficult to predict.

All stafsticsappear within normatrend variance and do nappear toindicate an access issue.

HSR$8,09, and 10

Health Statistic Regior8, 09, and 10 are comprised of residents froine south-western part of the
Sate. These three regions reported approximately 196,0@0red personi 2013, and grew to
approximately 199,00thsured persondy 2015.

Predominately rural and mountainous, these HSRs acdoumipproximately 3.6% of th&ate's overall
population.
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Figure99 - Diagramof HSRs 089, 10
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Figure100- Behavioral Health Servicg&FShtilizer count, HSR89, 10
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The dilizer count fluctuatel month to month in both regins. HSR 8 had few enough utilizers that the
data must be blindegber HIPAA requirements
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Figure101- Behavioral Health Servicg§FSprovider count, HSR88,09, 10

The povider count inthese HSRs appesto remain relativelystablewith a spike in Regio®9 during the
months of August and October 2014.
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Figure102- Behavioral Health Servicg&FSpenetration rate, HSRs 09,0
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While peretration rates appear highn the early months of 2014, thegppear to fall beginning in June of
that year.

Analysis of HSRS, 09, and 10

HSR09 showed a spike in the utilizetrend in February 2014hen a sudden declingstabilizing in May

2014. It appears thaeach springthere was a sharp decline of utilize The Department doa®ot have

an explanation for this trend but it does not appear to be a statistic indicating an access issue because
the active provider count has been increasing. Bothd0SFRnd 10 show stable benefit penetration
ratesbeginning ckendar year 2015These statistics do not indicate an access issue.

HSR$€4,07, and 13

Health Statistic Regions 04, 07, and 13 are comprised of residents iarttialdo southern part of the
Sate. These three regions reported approximately 750,0@0red person#n 2013, and grew to
approximately 800,00thsured personsy 2015.

A mix of urban and rural with some mountainous regions, théS&siccountfor approximately 14.6%
of the Sate's overall population.

Pueblo

23 2005 Maplnifo Corp. Portions from Digioal Chart: of e “Wiorkd andior LS Cersus Bunesu

Figure103- Diagramof HSRs 04)7,13
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Figure104- Behavioral Health Servicg§FStilizer count, HSR84,07,13

The uilizer count shoved higher numbers in Region 04. This appears to align with CHASwthéth
estimatesthe population ofinsured persong Region 04 to be approximately four tisthat of Region
07 and approximately nine times that of Region Bthough theutilizer count declinel over time we
believe this reflectshe particular needs of tis smallpopulation which may increase or decrease
sporadicallyand is not an indicator of an access issue.
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Figure105- Behavioral Health Servicg§FSprovider count, HSR84,07,13

The povider count appears relativebtableyearoveryear, with higher numbers in Regid. This is
logical when looking attilizer count for the regions.

2.5% -

2.0% -

1.5% 4

Penetration Rate

1.0% A V\

0.5% - V v\’s

N
o O N D O S O O S O o O
oV v NN N A oS Yoo N v
PSS SR AU MY Y ¢ ¢ ¢ ¢ ¢ S NS &S @
AN L ¥ & ¥V & ¥ & 8 AR * P
NN GRS S o NN RS
BQ’Q « é'd\ A N & @6‘ Oc} 0&6‘ Q&é‘ 5’2}(\ Q‘,OK K N
e <~ 9
e Region 04 Region 07 e Region 13

Figure106- Behavioral HealthServicegFFSpenetration rate, HSRs 047,13

HSR 04 shoed a sharp downward utilizer count trendoupled with a steadily decreasing service
penetration rate (falling from 1.0% to 0.25%)cduld be that utilization was shifted to the BHO for the
region and that FFS utilization was simply no longer necessary. This argument is strengthened by the
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steady number of active billing providers, whishggestshat the change was ndhe result from
providers leaving the region. HSR 04 will be monitored closely in the coming years.

Analysis for HSR4, 07, and 13
Active provider counts were stable for #lfee HSRs. Whilthe penetration ratein HSR 04 trended
downwardslightly, and will be monitored, thesstatistics do not indicate an access issue.

HSR$?2, 16, and 18

Health Statistic Regions 02, 16, and 18 are comprised of residents inrttnal @dnorthern part of the
Sate. These three regions reported approximately 770,0@0red persong 2013, and grew to
approximately 825,00thsured personsy 2015.

Predominately rural and somewhat mountainous, with numerous urban centers, th8Bmccoun for
approximately 15.1% of the@e's overall population.

1 2005 Mepdnfio Corp, Portions From Digial Chart of Hhe Workd andyor LS CeneUs Buiesu

Figure107- Diagramof HSRs 02,6, 18
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Figure108- Behavioral Health Servicg§FStilizer count, HSR82, 16,18

The uilizer counts appear to remain relativelgtableyearoveryearfor Regions 02nd 18. Region 16
saw a sharp dropbeginningApril 2015. This pattern wagdsoseen in April 2014, which was followed by
a rebound. It could be this is part of a cyclical trend for the redionill be monitored to ensure there is
not an access deficiency.
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Figure109- Behavioral Health Servicg§FSprovider count, HSR82,16,18

The povider counsfor these regions appear to mimic that memberswith stabletrendsand no
concerningncreases or decreases from 2014 to 2015.
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Figure110- Behavioral Health Servicg&FSpenetration rate, HSRs 02,6,18

While HSR 16 shawl a sharp decrease in utilizer count from April to June 2€i&active provider

count increased by 10%. Tleismbinationdoesnot contradict the penetration ratérend, whichsharply
decreagdin the same time period. This tremday be cyclical in nature and will be monitored to ensure
there is not amccess issue.

Analysis for HSRs 2, 16, and 18

This trend folRegionl6 will be monitored in the coming quarters to determine if an access issue is
present.Trends irRegion®2 and 18were stable. These statistics do not indicate an access issue.

HSRs 14, 15, and 20
Health Statistic Regions 14, 15, and 20 are comprised of rdsidtethe central part of thet&te. These

three regions reported approximately 1,333,008ured persong 2013, and grew to approximately
1,377,000nsured persondy 2015.

Predominatelyurban, geographicallytheseHSRsccountfor approximately 25.2% of thda@e's overall
population.
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Figure111- Diagramof HSRs 1415, 20
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Figure112- Behavioral Health Serviceg&FShtilizer count, HSR4.4, 15, 20
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The uilizer count for Region 2Was larger than that of Regions 14 and 15. Howgthas number is not
concerningandappears to align witlCHAS datavhich reportsRegion20 ashaving23% more Medicaid
membersthan Region 15, andpproxmately 32% more Medicaithembersthan Regiorl4. Provider
count appears to remain stablgeearover-year.
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Figure113- Behavioral Health Servicg&FSpenetration rate, HSRs 145,20
HSRs 14 and 15 shedfalling utilizer couts from May through June 201Benetration rates
simultaneously fell, which is to be expected if the utilizer count decreased.

Analysis for HSRs 14, 15, and 20
While penetration rates appear to have fallbaginning in 2015active provider counts remaidestable
through this timeperiodand the deviation is not outside of 48onth historical fluctuation.

Provider count was omitted due to HIPAA priveayuirements

These statistics do not indicate an access issue.

HSR$3, 17, and 21

Health Statistic Rgons 03, 17, and 21 are comprised of residdn the central part of thet&te. These
three regions reported approximately 79,00Gured personén 2013, and grew to approximately
876,000insured personsy 2015.

A mix of urban and rural geography, #sHSRsccount for approximatel§6% of the fite's overall
population.
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Figurel14- Diagram of HSRs 03, 17, 21
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Figurel115- Behavioral Health Serviceg&FStilizer count, HSR83,21
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The dilizer count appears muclhigher in Region 21 than Region 03. This aligns with CHASwiath
showed Region 2Jashaving approximately two times the number of Medidmembersthan that of
Region 03Membercount for HSR 17 has been blinded per HIRgfAirements
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Figure116- Behavioral Health Servicg&FSprovider count, HSR83,17,21

Similar toutilizer count, the number of preiderswas much higher in Region Zdomparedto Regions
03 and 17. Howevein general, providecountsappear relatively stablgearover-year.
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Figure117- Behavioral Health Servicg§FSpenetration rate, HSRs 021
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Penetration rates for these regions appear to fluctuggarover-year, with aslight decreae beginning
in February 2015Membercount for HSR 17 has been blinded per HIR&#irements

Analysis for HSRS, 17, and 21

While penetration rates fell for HSR3 and 21 from May to June 2015, this deviation is not outside of
normal fluctuation and, when taken intmnsideration with the stable active provider count in the same
time period, does not indicate an access issue.
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Behavioral Health Services (F&iglysidy Provider Type anBlaceof Service
Figures118and 119 ard-Y201Snapshos of Billing Providetype by utilizer count. Téy depictthe
distribution of billing provider types within the service category who deliver the berfitfills
requirement 42 CFR 447.203(b)(1)(ii)
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Figure118- Behavioral Health Servicg&FSprovidertype byurban HSRs
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Figure119¢ Behavioral Health Servicg§FSprovidertype byrural HSRs

Analysis of Provider Type

The benefit is delivered by a variety of provider types consistently across B8Rgsa few HSRg, 14,
and 20 are additionally serve@8ehavioral Health Services FiySederally qualified health centers
(FQHCSs). Their utilization contribution makes up a relatively small portion of the total provider
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contributions. Community mental health center (CMHKgWise contributes less than a majority of
provider types.

Figures 120and 121are FY201415 snapshos of Place ofService by utilizer count. Thegpictthe

distribution of place of service (the setting where the benefit was delivered) within théceerategory.
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Figure120- Behavioral HealthServicegFFSplace ofservice byurban HSRs
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Figure121- Behavioral Health Servicg§FSplace ofservice byrural HSRs

Analysis of Place of Service

The benefiwas deliverecconsistentlyjn a variety of service locationsrass HSRs. Utilization patterns
weNB gAGKAY (KS SELISOGSR NatheRhighest utilization figde BSRISbriyO S
had2 yS LJ F OS 27 a S Nk idRezause aifzgtiSnNterk is &xgeieliAldv likely
because thee is little need for the fedor-service version of the benefit.
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Behavioral Health Services (FE@praddHealth Access Survey Data
No 2015 CHAS data pertinent to this service was available

Behavioral Health Services (AR&g Comparison

Actual orEstimated Levels of Provider Payment
Fulfills requirement 42 CFR 447.203(b)(1)(v)

In aggregatethe 2016Health First Coloradmtes forBehavioral Healtlservices (FF8aried by place of
service based on the top 50 procedure codes used to bill forcgervOf the top 50 codehe
Department identified at least 10 Medicaid and private payer cadekse CIHVC data (from the
Colorado All Payer Claims Datababa} matched and could be usedmparative aalysis. Available
Medicare codes did not differerte by place of service, therefore the average of all top codes for all
places of service was used for comparative analysis

This table displays the percentage Medicaid rates differ from private payers (CIVHC difference) and
Medicare. . For example, Mediicl rates are %1% below Medicare. The wide differeniceCIVHC rate
percentages beloweflects the different codes that were both available and were most commonly used.
Each place of service had different commonly used codes available.

Place of Service AVHC % Medicare %

Difference Difference
Office -27.31% -5.61%
Home 223.42%) -5.61%
Assisted living facility 370.51% -5.61%
Urgent care facility -35.57% -5.61%
Inpatient hospital 4.90% -5.61%
Outpatient hospital -99.37% -5.61%
Emergency roorm- hospital -22.49% -5.61%
Skilled nursing facility -69.88% -5.61%
Nursing facility 274.55% -5.61%
Inpatient psychiatric facility 33.40% -5.61%
Community mental health center -0.01% -5.61%
Comprehensive inpatient rehabilitation facility 72.94% -5.61%
Rural halth clinic -34.01% -5.61%
Other place of service -71.93% -5.61%
AVERAGE 44.23% -5.61%

Table9 - Behavioral Health Servicg§FSjate comparison table

Behavioral Health Services (HRBIt from Beneficiaries, Providers, and

Siakeholders
Fulfills requirement 42 CFR 447.204(a)(2)
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Fulfills requirement 42 CFR 447.204(0@B)a | LILX A OF 6t S dzy RSNJ W{ LISOATAO !y
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Behavioral Health Services (APi&ctto-Saff Input

Department staff occasionally receive unsolicited input directly from beneficiaries, providers, and

stakeholders concerning access to care for this service while performing their operational duties. Staff

address and catalogue those access conmisienaccordance with the procedures detailed in the Access
Monitoring ReviewPlang Appendix A.

The Department hameceived nadirect-to-staff comments concerning access to care for this service.

Behavioral Health Services (FFR8peted Stakeholder lapand Input from

General Public Notice

A draft of thisPlanwas sent to key stakeholdekssy R ¢ & YIF RS Lldzot AOFtte& | @ Afl
websitefor 30 day public commenEeedback and input was acceptimlough email andhrough an

online surveyand is summarized in Appendix K. Several stakeholders pointagaimaliesn the way

the data and analysis above was originally presented. Where applicable, the Department has clarified.

Several stakeholders asserted that the analysis aleactides suffient analysis of access toental

health. Specificallyexisting CHAS data omental health visits; anthention oflack oftreatment for

autism, other developmental disabilities and brain injurié@gailable CHAS data was not suitable for
comparison to thdee-for-service (noABHO) population. Pursuant to federal regulation 42 CFR 447.203,
the Department did not assess access to specific diagnoses within the categories of benefits that must
be analyzed, such as autism, developmeistdilities or brain injries.

Behavioral Health Services (F&&)ess Issues Discovered As a Result of This

Review
Fulfills requirements 42 CFR 447.203(b)(4)

This is a list of thé&ccess Issuédentified using the data available in this review. Data which suggests an
Access lsge will be investigated and monitored for a period of two consecutive quarters to ensure the
pattern is not an artifact or data anomaly. If investigation does reveal a deficit, the Access Issue
becomes arccess Deficieneyhich triggers the process dedwed in the Access Monitoring Review

Plan¢ Appendix B (42 CFR 447.203(b)(8).

No access issues were identified as a result of this re\newever certain trends warrant further
investigation Staff hae becomeaware of certain regions that shoute closédy monitored. Regiof4Q a
utilizer count and penetration rate decreasbdtween January 2014 and June 20W¥hile there is

evidence to suggest that this drop represented a shift to the BHO system, HSR 04 will be monitored
closely. HSR 16's utilizer coumbdped from April to June 2015, while the active provider count
increased by 10%. While this trend may be cyclical in nature, it too will be monitored to ensure there is
not an access issue. These regions will be investigated further and reported omiextheersion of the
Plan
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Behavioral Health Services (HE&gnt to Which Beneficiary Needs Are Fully Met
Fulfills requirements 42 CFR 447.203(b)(1)(i)

The nature of this benefit is for it to be utilized in &e variety of ways across théa& by asmall

population of Medicaidnemberswho are either exempt from BHO enrollment, are receiving services

for conditions not covered by the BHO contracts, or are receiving services not covered by the BHO
contracts such as longcting antipsychotic medicatins Analysis of data irhis Plandid not indicate an
access issyand the Departmendlid not received comments regarding access isspegific to feefor-
service Behavioral Health ServicAsceswill continue to be monitored in accordance with thec&ss
Monitoring ReviewPlan

¢KS 5SLI NIYSyYy(Qa | yBehaviardl Bdalth Sebaces (Frsisuficiest to erdist G K | G
enough providers so that services are available at least to the extent they are available to the general
population in eagh geographic area, pursuant to section 1902(a)(30)(A) of the Social Security Act.
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Appendix I: Access Monitoring Analysiostetric Services
Fulfills requirement 42 CFR 447.203(b)(5)(ii)(D)

Obstetric Servicd3efinition of Service

Health First Coloramprovidesfee-for-servicematernity services with riskappropriate care that will
enhance optimal maternal and child health outcom&srvicesnclude early and continuous risk
screening for pregnant women, early entry into prenatal care, prenatal calreeded by the
provider/specialty level best suited to the risk of tiember, labor and delivery services appropriate to
memberrisk, and postnatal care as needed.

Obstetric ServiceSharacteristics of the Beneficiary Population
Fulfills requirements 42FR 447.203(b)(1)(iv)

Available services and payments do not varyni@mberpopulations or geogphic locations
throughout the $ate. There are no variations in available maternity services and payment between
pediatricand adult members or members witlisabilities for medically necessary service. However,
several additional nomaternity related servicemay be provided tanembers who are children
(through EPSDT) and itidividuals with disabilitie@hrough waiver programs).

Obstetric Serviceddminigrative Claims Utilization Data

Figure 122 is BY201415 snapstot of demographic group&hildren/adults/individuals with disabilities)
by utilizer count. Thidepictsthe demographic group distribution skrviceutilizers which informs the
BeneficiaryCharacteristic descriptiorulfills requirement 42 CFR 447.203(b)(1)(iv)

Demographic
Groups

B oisavisc
. Children
B -out

Figure122¢ Obstetric Servicestilizers, by demographic groups
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Analysis of Demographic Groups

Adults male up 92.6% of the utilizers of this servicet barvicesvere available for alnemberg
including persons with disabilisand youth.This statistic is consistent with expectations aasl such
does not indicate an access issue, but can only be interpreted in context with other statistics.

FY2014-15 Snapshot of gender groups by utilizer courtlfills requirement 42 CFR 447.203(b)(1)(iv)

100% of utilizers are femalblo graph is produced to represent this.

Hgure 123 is aY¥2014-15 snapshot of age groups by utilizer count. Tdépictsthe age dstribution of
serviceutilizers. Fulfills requirement 42 CFR 447.203(b)(1)(iv)

Obstetric Services Utilizer Age Groups

Ages10-17
2%

Figure123 - Obstetric Servicestilizers byage groups

Analysis of Age Groups

Most utilizers (74.1%lere between the ages of 234, which is cosistent with expectations for this

service categoryThisdoes not indicate an access issue, but can only be interpreted in context with
other statistics.
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Table 10 is &Y2014-15 snapshot of top 10 diagnoses by utilizer coufnirther broken out by
demographic group. It includes what percentage of total service utilizers each demographic group
constituted This characterizes the needs of the beneficiary populataifills requirement 42 CFR
447.203(b)(1)(iv)

Top 10 Root Diagnosis Codes

Rank: 1 Pricipal Diagnosis V22
Code Description NORMAL PREGNANCY

TotalMembers: 24,972

Demographic Groups

UtilizerCount

Percentby Demographic Grouy

Adults 22,702 90.9%
Children 1,958 7.8%
Individuals with Disabilities 312 1.2%

Rank: 2 Principal Diagnosis 650
Code Description NORMAL DELIVERY

Total Members: 8,714

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 8,106 93.0%
Children 532 6.1%
Individuals with Disabilities 76 0.9%

Rank: 3 Principal Diagnosis 664

Code Description  TRAUMA TO PERINEUM AND VULVA DURING DELIVERY

Total Members: 5,475

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 4,979 90.9%
Children 463 8.5%
Individuals with Didailities 33 0.6%

Rank: 4 Principal Diagnosis 654

Code Description  ABNBORMALITY OF ORGANS & SOFT TISSUES OF THE CERVIX

TotalMembers: 5,212

Demographic Groups

UtilizerCount

Percentby Demographic Grouf

Adults 5,041 96.7%
Chitren 96 1.8%
Individuals with Disabilities 75 1.4%

Rank: 5 Principal Diagnosis 648

Code Description OTHER CURRENT CONDITIONS IN THE MOTHER CLASSIFIED ELSEW

TotalMembers: 4,031

Demographic Groups

Utilizer Count

Percentby Demographic Grouf

Adults

3,810

94.5%
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Children

155

3.8%

Individuals with Disabilities

66

1.6%

Rank: 6 Principal Diagnosis 659

Code Description OTHER INDICATIONS FOR CARE OR INTERVENTIONS RELATED TO L4

DELIVERY

Total Members: 3,096

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 2,902 93.7%
Children 161 5.2%
Individuals with Disabilities 33 1.1%

Rank: 7 Principal Diagnosis 645

Code Description LATE PREGNANCY (PERSV)

TotalMembers: 2,910

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 2,725 93.6%
Children Blinded
Individuals with Disabilities Blinded

Rank: 8 Principal Diagnosis 658

Code Description  OTHER PROBLEMS ASSO®ATHEEBMNIOTIC CAVITY AND MEMBRANE

TotalMembers: 2,113

Demographic Groups

UtilizerCount

Percentby Demographic Grouf

Adults 1,958 92.7%
Children Blinded
Individuals with Disabilities Blinded

Rank: 9 Principal Diagnosis &5

Code Description OTHER FETAL & PLACENTAL PROBLEMS AFFECTING MANAGEMENT

Total Members: 1,992

Demographic Groups

Utilizer Count

Percentby Demographic Grouy

Adults 1,845 92.6%
Children Blinded
Individuals with Disabtles Blinded

Rank: 10 Principal Diagnosis 642

Code Description HYPERTENSION COMPLICATING PREGNANCY, CHILDBIRTH AND PUE

TotalMembers: 1,876

Demographic Groups

Utilizer Count

Percentby Demographic Grouf

Adults 1,751 93.3%
Children Blinded
Individuals with Disabilities Blinded
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Tablel10- Obstetric Servicetp 10 diagnosis by utilizer count

Analysis for Top 10 Diagnoses

The top diagnoses are as expectBthnk items in the table aboveene blinded comply with HIPAA
requirements.The diagnoseaboveindicate that all medically necessary servieese readily available

to Medicaidmembers:ithe majority of diagnosesvereNB f  § SR (2 Gy 2NXI f &s LINBIY Il vy
the top diagnoses areonsistent with expectationshese statistics do not indicate an access isbug

cannot be interpreted in isolatian

Obstetric Servicadtilization Analysis by Geographic Region

To best review access to health care servicesifmalth First Colorado mdpers through the lense of
administrative claims utilization datthe Departmentplotted three sets of data points stratified by
each HSR. Theseere the total volume utilizer count, the active billing provider count, and the service
penetration rate®? What follows is a graphical examination of 18 month trends for each of seven
groupings of HSRs. Only the utilizatiom@mbers for whonHealth First Coloradwas the payer are
shown

HSR$1, 05, and06

Health Statistic Regions 01, 05, and 06 are comghiideesidens from the eastern part of thet&e.
These three regions reported approximately 152,0%ured persong 2013, and grew to
approximately 172,00thsured personsy 2015.

Predominatelyrural, these HSRs accouiur approximately 3.1% of th&ate's overall population.

321f Medicaid members utilized other services that were paid for by their private insurance or Medicare,
that utilization is not captured here.
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Figure124¢ Diagramof HSRs 0105, 06
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Figurel25 - Obstetric Servicestilizer count, HSRs 01, 05, 06

The dilizer countsfor Regions 01 and O8ere higher than that oRegion 05This appears to align with
CHAS datawvhich reportsalargernumber ofMedicaidmembersin Regions 01 and 06 than in Region 05.
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Figure126 - Obstetric Serviceprovider count, HSRs 01, 05, 06

The povider counsfor all regions appear relatively similar and renedistableyearoveryear. While
Region 05 appeats havehadfewer providers, this is logicalhencompared toutilizer count, and
appears to be robudlespite repating fewermembess toserve.
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Figurel27- Obstetric Servicepenetration rate, HSRs 01, 05, 06

The penetration rates for these regions appear relatively stgbd-over-year, with slight decreases
beginning in Februg 2015 in Regions 05 and 06.
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Analysis for HSR, 05, and06

Both Regions01 and05 experiencd periodic fluctuation trends. While the penetration rates feegions
05 and06 wee trending downward as of June 2015, a similar decrease was present in March 2014. This
indicates that such fluctuation may bemal.

Takentogetherwith the periodic shifts inutilizerand provider count, there is no access issue identified
in these HSRs.

HSRs 11, 12, and 19

Health Statistic Regions 11, 12, and 19 are comprised of resident$Heonorth-western part of the
Sate. These three regions reported approximately 297,080red persongn 2013, and grew to
approximately 321,00thsured personsy 2015.

Predominately rural and mountainousjth one major urban centethese HSRs accoufar
approximately 5.8% of th&ate's overall population.

23 2005 Maplnio Corp. Portiore from Digiosl Chert of e “Workd andion LS Cersus Bunssu

Figure128- Diagram of HSRs 11, 12, 19
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